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The following reflects the findings of the Department ~

of Public Health during an inspection visit: CA00265925 & CAD0271149
Penalty Number 680008720 ’
Health & Safety Code § 1280.1 (¢ ): For

’ purposes of this section "immediate
Complaint Intake Number: jeopardy” means a situation in which the !

CA00271149, CA00265925 - Substantiated Hcsnsee's_noncomplianr.e with one or
more requirements of licensure has

‘ ) caused or is likely to cause serious injury
Representing the Depariment of Public Health: or death to the patient

Surveyor D # 22363, HFEN

Health & Safety Code § 1280.1 { ¢ ) |

- ) — ; e I Temporary corrective antions taken
The inspection was limited to the specific facility 3. fhe Manager iof lhe Radiology & ‘
event investigated and does not represent the ‘h"E,E‘;E“fOI ‘OF Radialogy were

+ - . - ! u L al
findings of a full inspection of the facility. W Toe i =

The Manager for Radilogy
immediately notified Director of

|

|

|

Health and Safety Code Section 1280.1(c): For Regulalary I

3 - 22 1 : : £ Immediately conducted an

purposes of this section "immediate jeopardy wivestigation inla incident |

means a situation in which the licensee's Interviewed staff, involved \

noncompliance with one or more requirements of ﬁﬁmﬁiﬁildﬁf o flines, \
o i = I SCNMICIEN.

licensure has caused, or is likely to cause, serious U Determined that "hand-off” ll

injury or death to the patient. communication/report between Sf-
fransperer-Technician requirzd |
feview, education, and process |
Informed  Adverse Event Nofification Health and EHmngS Yar Grrvicunt ks '

: ¢ The Manager for Radiology l
Safety Code Section 1279.1 (c). rmedistely sent out reminders '

all Patient Transporters to make

The CDPH verified that the facilty informed the Rath hat U painris whoam
: . ! Iransferrad via the cardiac chaw are
patient or the party responsible for the patient of the securad weth the bell attached 19

adverse event by the time the report was made. Hia chair.
! Al cardiac chars were assessed
) Tor belts readiness & to assure they
Health & Safety 1279.1 (a) HSC Section 1279 wera 1 good working order
: 3 The chairs with frayed belts were
sent to engineanng lofr rapa

(a) A health facility licensed pursuant to subdivision b The wvotved = recaived

(@), (b), or (f) of Section 1250 shall report an education on fall fisk & securing
adverse event to the department no later than five patients in cardiac chairs

fter the adverse event has been detected, or L pamehen Dol drrei2o))
_dSYS after the adverse « , or, | Respansible Pary The Manager
if that event is an ongoing urgent or emergent threat for Radinlogy

to the welfare, health, or safety of patients,

Event ID:H4FM11 2/14/2013 4:52:34PM
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that other safeguards provide sufficient protection to the patients. Except for nursing homes, the findings above are disclosable 50 days following the date
of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14 days following
the date these documents are made available to the facility. |f deficiencies are cited, an approved plan of correction is requisite to continued program
participation.
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Continued From page 1
personnel, or visitors, not later than 24 hours after Permanent Gorsctive actions ke
. k The Manager lne Radiolugy
the adverse event has been detected. Disclosure of = i .t
Saaaih , i : i ] provided in-servie for stalf a)
individually identifiable patient information shall be staff meetings regarding fall nsk
consistent with applicable law. %ht%ﬂ*zg patients lo cardiac
1279.1 (b) For purposes of this section "adverse ‘gof:;;;etj;,°"d£‘"“‘*’*yﬁ
event" includes any of the following: I Staffin serviced on axisting
1279.1 (b) (5) (D) Environmental events include the posay for anslening oot
_ K s p wnth safety beils o ac
following: A patient death associated with a fall i R O ek
while being cared for in a health facility. Assessment 10 ansure that ail
safety elements reqarding '
) ) . . patient care | including fall risk
California Code of Regulattons. Title 22, Chapter 1, :m{ir;mat-jr\fqFU.;;[,(,:-\: |:}.1:)I &
§70213. Nursing Service Policies and Procedures. status, pain level, and patieat
condition including mental status
. . alf Communcated 1o next cane
70213 (a) Written policies and procedures for UIvEr.
patient care shall be developed, maintained and i o G e B e |
implemented by the nursing service.
Based on interview and record review the facility
failed to provide for the safe transfer of Patient A to
the radiology department. As a result Patient A fell
out of his geri/fbed chair (a device that can be used
as a stretcher semi recliner or chair) in the hallway
outside radiology. Patient A suffered a blunt force
injury of his torso, resulting in rib fractures,
hemoperitoneum  (presence of blood in the
peritoneal cavity- the space between the abdominal ! - e =T
wall and the organs in the abdomen) and
retroperitoneal hemorrhage (bleeding in the muscle
and tissues behind the abdominal “wall cavity)
resulting in the death of Patient A approximately 2
hours following the fall.
Findings:
Patient A was admitted to the facility on [Ill11.
Event ID;:H4FM11 211412013 4:52:34PM
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i i i o The procass for panents wasting ;
with diagnoses that included general weakness and s it Lo T rescens
cancer. fulfowing 4-ray was re-eaucaiel
The patents are secured in
o , 7 cardiac chaws ar gurneys, side
Upon admission and throughout his stay Patient A rails up, and posivoned 5o that
was assessed to be at high risk for falls. On staff can closely wontor to
. the physician ordered a shoulder X-Ray protect from falls
= i I The techs will document on i
because Patient A was complaining of shoulder rcansfer fomn “pther’ belt secisd :
pain. According to administrative staff (interviewed and sule rails up
on 4/15/11) the facility utilized either the transport % Ihecpoywes
i : revicwed & revisad to inciurds “A
team or the radiology staff to transport patients to rastraint doas not include
and from radiology. On 1the transport team davices, Suth a5 onhopaisany
lled fi th t it of Patient A t prascibed Jevises, surwal
wa"f. called for the ransp:o. of Patie o dressings of bandayes,
radiology. According to administrative staff, nursing protechive heliels, o
gives the transport team a report prior to leaving the methous thal nveive the
i : physical holding of a patient fur
floor. The transfer form utilized by nursing was the puspose of conducting
reviewed. There was no documentation on the wouting physical examinations o
transfer form to indicate nursing staff gave report to 16515, o 1o protecl he pathent
trom falling out ol bad, o ia |
the transport team. The transport team ‘plaoed permit the patent o parpate: |
Patent A in a geribed chair. According to in activitias wathiout the nsk of
administrative  staff the gerilbed chairs are physical harmy
= | Fespunsibie Paison Mananer
supposed to have straps to support the patients, for Radmleay
but this particular chair was strapless. s Compleion Date
Implemantation af raviged pointy
g ’ o . an 42972011 Bomd approval
The radiologist technician (R 1) performing the pending for May 201
shoulder X-Ray was interviewed on 4/15/11. 2 Moniefing process 10 pravet
According to R 1, he received Patient A in a seated R L
s 7 = 4 Rarndorn chart audil o s
position, without straps. Following the X-Ray, R 1 the transiar s wormpletad
placed Patient A in the hallway for pickup by the '30“1-":3‘1 R )
Fy = - i _on i Ste Ungarng &
transport team, with the back of the chair facing g A
toward R1, making only the top of Patient A's head Specific monthiy
visible to R 1. R 1stated that Patient A was . :"iz‘i_fﬂgs'hh? Persan Maage:
5 oF i,
restless, but R 1assumed the patient was too i Cami i
weak to get out of the chair. A few moments later R iSvIEew
1 heard Patient A fall to the floor.
Event ID:H4FM11 2/14/2013 4:52:34PM
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| Continued From page 3 [

The PA (physician's assistant) responded to the
fall, placed a neck brace on Patient A and ordered
a stat (urgent or rush) CAT scan (Computerized
Axial Tomography, a specialized X-Ray procedure)
'of the head, neck face and chest The order wasl
timed -11 at 3:35pm. The PA was interviewed
on 6/15/11at 200 pm. According to the PA, she |
assessed Patient A following the fall. The PA |
stated Patient A complained of chest pain and was
having a hard and painful time with breathing, The
PA palpated Patient A's chest but did not view the
chest because Patient A was wearing a gown
| According to the PA, she reviewed the chart and
‘noted that Patient A had thrombocytopenia (a
disorder in which there is an abnormally low
amount of platelets. Platelets are parts of the blood
that help blood to clot This condition is sometimes
| associated with abnormal bleeding), and ordered
the cat scans. The PA stated that generally in
|these cases she does call the physician but could
not recall specifically in this case if she had spoken |
| with Patient A's physician (Physician X).

RN 1 obtained a verbal order from Physician X on
Il 2t 350pm., cancelling the CAT scan of
the face and chest and proceeding with the head '
and neck cat scans. RN 1was the RRT (rapid '
response team) nurse responding to the fall on
11. RN 1was interviewed on 6/15/11at 3:00
p.m. According to RN 1she could not recall much
of the incident, or why the CAT scan of the chest
was cancelled RN 1stated she did not recall
speaking to Physician X but knows she must have
if she wrote a verbal order from him. RN 1's
documentation of the fall was reviewed with

Event ID:H4FM11 2/14/2013 4:52:34PM
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Continued From page 4

administrative staff on 6/15/11. According to RN 1's
documentation, Patient A was complaining of left
chest and shoulder pain. RN 1 noted bruising to the
anterior/inferior chest that did not appear fresh. The
vital signs recorded at 3:35p.m were as follows:
blood pressure of 72/51, heart rate of 110,
respiratory rate of 24and 99 9% oxygen saturations

| Patient A to be confused and very restless.

RN 2 (the nurse assuming care of Patient A

following the CAT scan) was unavailable for |
interview RN 2's documentation on -11 and |

|timed at 613p.m. was reviewed with administrative
staff on 6/15/11. According to RN 2's
documentation, Patient A returned from radiology
and Physician X was made aware of Patient A's
condition at 1635 (4:35 p.m.), with a blood pressure
|of 81/63. The RRT nurse (RN 1) remained at
bedside monitoring the patient. According to the
documentation, Patient A's wife was at the bedside
and realized her husband was weak and had a low
blood pressure. According to the nurses notes, a
narcotic was given in order to "ease his discomfort
with respirations of 24 and periods of apnea
(cessation of breathing), patient is a no code (do
not resuscitate) with history of ca (cancer) of
prostate with mets (metastatic/spreading cancer)".

At 530p.m on -11, RN 2 documented that
Patient A  appeared terminal, had agonal
respirations (an abnormal pattern of breathing
characterized by shallow, slow, irregular

also be characterized by gasping, labored

on 3liters of nasal cannula oxygen. RN 1 noted |

inspirations followed by irregular pauses and a'nay1

Event ID;H4FM11

2/14/2013

4:52:34PM
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Continued From page 5 ‘

breathing) pale color and "seems to be passing I
now"

|| Patient A was pronounced dead on -11 at 6:14
'p.m.

| Patient A's family requested an autopsy fcllowing| '
Patient A's demise. According the medical
examiner's autopsy report dated “1 the cause
of death was noted to be "Rib fractures,
hemoperitoneum and retroperitoneal hemorrhage
due to "Blunt force injury of torso" with a!
| contributing  factor being advanced metastatic
| prostate cancer. The manner of death was listed on
| the autopsy report as "accident”.

The facility policy entitted Hand-Off Communication
(last revised 9/9/11) was reviewed with |
| administrative staff on 4/15/11. According to the
policy, "A consistent method for patient hand-off [
| communication shall be conducted throughout the |
arganization during the following: Prior to and after [
transfer of care to another department for a
procedure/test ie radiology." The policy further
Isstipulatee., " Nurse shall provide hand-off to the
transporter”. The policy entitled General Hospital
Safety & Patient Management was also reviewed
with administrative staff. According to the policy;
"_.Every patient should be secured with a belt while
on a wheelchair, gurney or exam fable.." The
facility's policy and procedure related to falls also
noted that even in low risk to fall patients the facility
staff is to "Use safety measures in chairs and

wheelchairs...” i
1
|
1
Event ID:H4FM11 2114/2013 4:52.34PM
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Continued From page 6

Patient A was assessed at a high risk to fall
Patient A was, transferred to radiology unsecured
in a geri-bed chair. Following the x-ray, Patient A
was left in the radiology hallway in a geri-bed chair,
unsecured and unattended. Patient A fell out of the
geri-bed chair onto the ficor. Following the fall the
PA documented that Patient A complained of
trouble breathing and chest pain. The PA also
recognized that Patient A had a history of
thrombocytopenia making the patient at risk for
bleeding. The PA ordered a CAT scan of the
patient's chest which was cancelled. Patient A
continued to complain of chest pain, displayed |
signs of respiratory distress, hypotension and |
finally agonal breathing. Patient A died at 6:14
p.m., just 2 hours after the fall,

The facility failed to ensure that staff followed their
policy and procedures: 1. No evidence that nursing |
staff conducted a communication handoff to the
transport team prior the Patient A's transfer from
the floor to the radiology department which would
have reinforced that Patient A was at high risk for
falls, 2. Transporting of Patient A, in a geri-bed
chair that did not have the straps to secure the
| patient to the chair. The facility's failure to follow
their policy and procedures by not implementing fall |
precautions for a patient with high risk for falling is
a deficiency that has caused, or is likely to cause,
serious injury or death to the patient, and therefore
constitutes an immediate jeopardy within the
meaning of the Health and Safety code Section

1280.1 (c).
]
|
Event ID:H4FM11 2114/2013 4:52:34PM
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