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SUMMMY STATEMENT CJ= OEFICIENCIES 

(El,CH DEF10IENCY MJST BE PRECEEDED BY F\ll 
REGULATOAY OR LSO l>ENT~ INFORMATtON)

• 
The foflowlng reflects the findings of the Department 
of Public HeaHh during an inspection vtsit 

.Complaint Intake Number: 
CA0052~ - ~ubstarilated 

Representing the Department of Public Heatth: 
Surveyor IO # 2909, HFEN , 

The inspection was limited to the spedfic facility 
event Investigated and does not represent the 
findings of a ful inspectJon of the faciJtty. 

Healh and Safety Code,Section ~ 280.3(g): For 
purpos;s Of this section •immediate jeopard( 

'._means a situation in which the Ucensee1s 
noncompliance with one « more requirements ·of 
licensure has caused, or is lkely to cause. serious 
injury a- death to the patient. 

AMENDED STATEMENT OF 0EFICIENCYAND 
,. ADDED TITLE'22 REGULATION 70213(A) AND 

CORRECTED THE SURVEYOR ID NUMBER 

70213(a) Written polic:ies and procedures for patient 
:care shaft be developed! maln1ained and 
.Implemented bythe nursing service. 

Based on cbsesvation. interview and reQ)l"d review, 
for two (patients 13 and 14) of ltYH sampled 

~ patients the hospltal failed to implement its policies • · 
and procedures to ensure that Patient 13 and 14 
were protect~ from all types of abuse. _The~ 
falures resulted in phystcal and emotional harm 
when; • . 
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't 
' 
\. 

t MAY. 1 0 2018 

Lice 1s1r '• ',-,r Jticatior.1 
East Ba; Disn ict ')ffice 

The concerns raised in ~he statement of 
deficiencies about the care and protection qt• 

, Patients 12, 13 and 14 were abated during the 
Complaint Valldatlon Survey on 4/3/17. 
Patient 12 was placed on 1:1 observation In a .; 

. private room and a psychiatric nurse rounded': 
twice a d_ay to collaborate on the patient's 
plan of care and treatment. Hospitalized 
patients who may potentially exhibit 
aggressive behavior were also placed on 1:1 .; 
observation and their plans of care and J 
treatment were modified to further ensure a j 

1safe and supportive environment for all :.
patients. Additional training was provided to :I 
nursing staff assigned to mo~itor aggressive 

-. patient~. The following actions were taken to 
_ensure that aggressive patient behavior Is 
ldentified and escalated according to hospital 
J>olicy and that patient complaints are 
resolved promptly. 

2!10;22PM 
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. (X-4) ID SUMMARY STATEMEtiT OF D£~MCIES 
(EACH DEFICIEffCY M0sT ~E PRECEEOEO BY FULL 

TAG 
• ~~x 

REGULATORY OR LSC IJENTFYNG INFQRMATION) 

• 
1. Patient 13 was emotionally abused by Patient 

; 121s hostile behavior• .• . 
2, Patient 14 was physically abused when she was 

l> PRdvloeRs PLAN OF CORRECTION (X5) 
PREFIX (E>,Cti CORREOTM: ACTION SHOUlD BE CROSS. OOMPU:TE 

TAG R£FEIEN08l TO THE APPROPRIATE OEFIClliNOY) r D,\TE 

• I 

(Continued) .. , 
. ' , , , 

f
·.POLICY REVISION . 
The hospital policy, "Escalation Policy", was 

;ldarified to emphasize responsibility of a·11 
staff members to ensure patient safety and tc 

•; report matters through the chain of' 
slapped across the face·and kicked by Patient 12. 

·, 
•>' 

This event constituted an Immediate Jeopardy· (IJ) 
which placed the health and safety of Patient& 13 
and 14 at risk when the fadUty_did not stop Patient 

· · 12 from emotionally and phystcalty abU&ing Patients ...,.,,. I
13 and 14. "fhese failures resulted in the abuse of 
Patient 13 and 14, 

'Health and Safety Code (HSC) section 1280,3 
authorizes the department to lssue APs to hospitals 

· for viotatk>ns of state licensing 'laws, and estabHshes ! 

. the maximum Af> assessment amounts for 
deficiencies.constituting State lmmedlate jeopardy 

.: (IJ) and specified non-lJ ~encies, for incidents 
•·ocaxring on or after April 11 2014. 

•. 
Findings:'· 

:. 1. A review of theadmission r,cord of.Patient 13 
,showed she was a 59 yecir old female admitted on 
· 3/10'17 with medical diagnoses that Included 
abdonmal pa,n, 'history of CVA (Stroke, blood flow 
•to a part of the brain is stopped) with right sided 
weakness, COPD (chroolc obstructive pulmonary 
ctl'sorder, lung disease with poor airflow), and .. 
cognttive ddneldementia (brain disease that cause 
a decrease fn the ability to think and remember), 
·Patient 131s medical record showed. she 

' 

command when patient safety or comfort Is ·.. 
_threatened or patient complaints cannot be 
imniediately resolved. 

Escalation Policy & Guideline, Hospital Policy •7/2017 
No.624: reviewed and revised. 

. Education on Escalation Policy_provided to · 12/2017 

· 

staff through presentation: "What you need 
to know policy and expectation review". 95% · 
of staff received training. 
Tri~fold education pamphlets were also 
provided to each unit manage~. 

The "Management of Patients with Adverse 
Behavior" policy was modified to provide 
clear guidance to clinical staff members for 
the management of aggressive patient ! 

behaviors. 

Managemenfof Patients with Adverse 7/2017
Behavior, Policy No. 577:· reviewed and 
revised. •· 

Education on Management of Patients with 12/2017 
Adverse Behavior policy change P.rovided to 
staff through presentation: "What you need 
to know policy and expectation review". 95% · 
of staff received traink'lg. 

.·Trl~fold education pamphlets were also 
-cotnmunlcated her needs well. ;provided to each unit manager. . 

l 
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-(Continued) 
,., SP~AK UP PROGRAM: 

' · , . In addition, a new prog~m to facilitate the ..In an observation and concuh'ent interview on .,
escalation of clinlcal.concerns has been3/ 30/17at 3:02 p. m., Patient 13 ambulated slowly 
developed by the Medical ·Director of Qualitywith awalker. Patient 13, stated that Patient 12 was 
and ~afety. This program Is designed to buildher roommate and t~atPattent 12 was "a-terror, ; 
a workplace culture that Is supportive dfmean, and rude all the time, I fear for my 

.. patient safety and empowers staff members . wet--belng...She (Patient 12) makes me nervous, " 
·to be assertive, without fear, when theyscared and ~ unsafe. I want to move to a different 
\observe ~otentlal safety opportunities.r~•. Patient 13 added that she had told th'e staff 
ff.he program was,launched o'h July 20,' 2017about her concern several times and about her · :tt the leadership levef and disseminateddesire to move to a different room. Patient 13 stated 

hroughout all physician and non~physlclanshe had not recelv~ arespor:ise from staff since her 
. ·staff members beginning August 21, 2017.r.,quest a few weeks ago. Patieht 13 stated "I don1 

;care where I go, anywhere Is fine but not in the 
,Speak Up Campaign SBAR was delivered to ·· ,12/2017. same room with her". Patient 13 further stated, "I • 
·_ PSPIC ' 

· am scared to sleep at night because d h~r. There ts 
no staff staying In our room all the time to watch her 

The effectiveness of the program was(Patient 12). The hospital needs to do something 
measured through the hospital's Culture ofabout this situation, she aggravates patients and 
Safety staff survey conducted during the 4thstaff, and t hope they can control her i>hYl'cal 
quarter of 2017. The Performanceaggressiveness. I don•t see the staff following her 
Improvement Committee also monitorswhen she walks out of the room•. Patient 13 stated 

. ·!through surveillance of adverse repo~. . 1 
Ithat she SaN Patient 12 physic.ally attacked CNA 

(Certified Nursing Assistant) 2 this morning. Patient 
13 added "She had no right to put her hand on the =r 
staff, now she did it". , · 

,. 

In a,:1 interview on 3/ 30117at 2:18 p,m., RN 4 stated 
thaf there were problems with Patient 121s "labile" 
bei1avlor .and being 41mean" and "racist", RN 4 stated 
Pati~t 1~ had history of verbal and unpredictable · 
physical aggression and added that this was a 

_safety Issue wtth regards to the management of 
Patient 12's behavior. RN ~ stated that Patient 12 
.was watched mostly by,one CNA who also was l 

Ewnt l0.DKVM11 3/8/2018 2:1'0'.22PM 
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watching another patient (staff ratio 1:2). N. ttmes 
. when Patient 12 verbalized SlMcidal Ideation the ratlo 
· would change to 1:1, 

., 
2. A review of the admlsslon record of Patient 14 
sh.owed she was adnitted on 1112/15 with medical 
diagnoses that included HunUngton's disease (HD 

. lnhertted disorder that results to death cl brain 
cells), dementia, ga~ Instability, ·and lnabllty to care 

. for self, Patient 14•5 medlcaJ record showed that she 

. had the ability to niake self be understood. 

, In an observation and concurrent Interview on 
3/30/2017 at 12:30p.m., Patient 14curted up iri 
bed. Patient 14 had continuous Jerky movements of 

:1 head, both anns and talked very slowly. T~ere was 
. an ll'!opened lunch tray on the bedside table of 

Patient 14. She stated she did not have an appetite. 
Patient 14 stated that Patient 12 entered her room 
alone late at night about two weeks ago, went 
throug~ her closet al)d took her betongings. Patient 
14 stated~ Patient 12 5'apped her hard across 
~ faC4S and hit her knees when she tried to stop 
Patient 12 from taking her belongings. Patient 14 
shoWed where she had been injured and stated that 
she had pain on her face and knees. Patient 14 
stated that Patient.12 made her ~hgry and scared 

.·. and recaUed.that she had to defend herself as 
,·. 

.. Patient 12 attacked. Patient 14 stated there was no 
staff in her room during her altercation with Patient 
•12. Patient 14 stated tt,at she,Y~led for hefp then 
the staff came to her room and removed Patient 12. 
Patient 14 stated that her sleep had noJ been good 
,1nce this kiadent and that she was afraid that 

.. 
(X2) MUI.TIPLE CONSlRUCTIOH 

A.BUILDING 

13,WN9 

(XS) MTE SURWY 
COMP\.ETED 

,. 
0313012017 

ID PRO\IIDER'S Pl.AN~ CORRECTION (XI) 
PREFIX (EACH CORRECTNE).OTIOH SHOU.D BE CA:>SS­ COMPI.ETE 

TAG N:FERENCED TO THE APPROPRIATE OEFIC.ENCV) DATE 

: (Continued) 
.• PROTECTION OF PATIENTS: 

Attending physicians, resident physicians 
and registered nurses assigned to inpatient 
medical -or surgical units received education 
as to the hospital's process for the care of \·· 
patients with aggression. The care given to . 11this population Is monltor.ed concurrently by :·. 
social wor~ers and nursing educators/ 
managers to ensure that assessments have 
been appropriate and that the interventions : 
spec!fied ln the patient's plan of care and .1 
treatment correspond with the assessed ,: 

1
needs of the patient. Such interventions 
!'"ay include, as appropriate to the patient's · 
needs: . 
-Relocation of the patient to a more 
suitable environment; . 
:-Cootlnuous 1:1 supervision of patlents who 
pose a threat to others; l 
-Involvement of behavioral health 
specialists in the care of the pati.ent; or 
-Provision of oc~upational therapy when 
indicated. · 

.j 

.· :j 
.; 

i 
' J 

·l 

·' ' 
:~ 

.i 

.l 
I 

·l 

I 
. Interventions included In M~nagement of 7/2017
. Patients with Adverse Behavior, Polley No.­
.l 577: reviewed and revised. 

Edu~ation on Management of Patients w'ith . 12/2017 
Adverse Behavior policy change provi~ ..ed to 
staff thro\,lgh presentation: "What you need 

1 

to know policy and expectation review", 95% 
of staff received training by. 
Tri-fold education pamphlets were also 

1 

provided to each unltmanager. 

;Event IO:OKVM11 • 3/812018 2!10:22PM 
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(Continued) 
BEHAVIORAL RESPONSE TEAM: 

Patient 12 may come back to her room and attack The hospital reinforced the hospitai-wlde 
her again. PaUent 14 stated that she frequently $M scope of its behavioral health response 
Patient 12 outside Patient 14's room since ttie · team (one or more psychiatric nurses) to 
incident. Patient 14 stated that, "It makes me angry respond to calls by a.nY bedside caregiver at 
and afraid thiflkir:,g about the Incident, the hospital any hour of the.day throughout the 
~Id do something and move her away from me".. institution. Personnel on. all units within 
Patle~ 14 stated, "I'm very afraid of her (Patient . the hospital have be~n notified of the 
12)". team's avallabllity. Monitoring sponsored 

by the ·executive lea~ershlp has verified 
A review of Patlent.141 care ptan, dated 3/6/17, did• that staff members know when and how to 
not show documentation for-ongoing patient : contact the team. 

'assessment, supervision and monitoring fot Patient 
14's safety nor any plan to.address het fear or anger Behavioral Response Team (BRT), Ho~pital 
since the incident. ·· Policy No. 3S4: Originally written 2007. 

Activated BRT to· conduct r?unds twice a 
4/2017A review of the adniiask>n record showed that , s_hift and as needed. 

Patient 12 wa$ admitted on 9/20/2016 with me<ical 
dlagn088s that included htstory of dementia wtth ! EDUCATION AND TRAINING: 
behavioral disturbance, paranoid delusions- · I Nursing personnel assigned to the inpatient 

12/2017(misinterpretation of perceptions or experiences), i hospital service (excluding those assigned 
and was admitted on a '5150' Onvolurary · to the Inpatient psychiatry unit) were 
psychl•1'ic hold for the seventh time, with hl_stOf}' of. educated as to the content of the revised 
being aggressive toward the hospttal staff). policy {"Management of Patients with 

Adverse Behaviprs"·) via the hospital's 
lo an Interview on 3/30/2017 at 1:35 p. m.• RN online l~arning management system. 
(Reglttered Nurse) 3 stated .that Patient 12's mood 
alternated betweefi, "Nice and friendly to more Nursing assistants assigned to provide close 
aggressive~, and was very la~le. RN 3 further stated observation. for potentially aggressive . 
~ Patient 1~. "Curses a lot and had outburst of patients were previously required to 

· aggression that happened more last week•. RN 3 j complete training in the management of 
etated 1hat Patient 12 was placed on four point · l aggressive patients. This two-day CPI j 
restrainta (applk:ation of limb restraants on both J ("Crisis Prevention Institute") training ·1 

arms and legs at once) after she ha~ physically program is and will continue to be required ' 
!

for all nursing asslst~nts. Currentlyattacked and pulled the hair of CNA 2 thla morning 
1employed nursing assls.tants.attended a 4-(3/30/17). . 

hour CPI refresher course.· iI 
Event ID:DKVM11 31812018 2:1.0:22PM 
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()(-4)10 SUMMARY STATEMENT OF OEFICIENCES · ID 1 

(f.ACH DEFIOIENCY MUST 8E PREOEEDED BY FUU. PREF1X (

c,;ont
All ho
to th
hospi
~yste
~duc
Patie
trc1u

ont~
earni

i 

~ONI
om

. escr

EACjRcGUl.ATOMY OR lSC IDENTIFYING INFOAMATION)

. 

terview on 3/30/17 at 1:50 p.m., C,NA 2 
hat on 3/30/17 at 7:00 a.m.. Patient 12 
over to Patient 13's bed, who was asleep, 
l~ Pa~ 1311 blankets off. CNA .2 stated 
 told Patient 12 that It was ·not ok to do that 
ered up Patient 13 wru>_was awakened and 
t Patient 12. Patient 12 then went baclk to 
 and sat on her bed. CNA 2 stated Patient 
p, watked over to Patlent13 and pulled out 
kets agalri, CNA 2 told Patient 12 In a slow 

1

TAG Ra:

fnu
spi

e c
tal'
m 
atio
nts 
gh 
ol 
ng.

TO
plia
ibe

PROVIDER'S PLAN OF CORRECTION (X6) 
H CORRECTIVE ACTION SHOULD BE c~oss. COMPLETEPREFIX I. 

TAG 

. I~ an in
stated t
walked 
and pu
t~ she
and cov
upset a
her·bed
12 got o
her blan
speed, that It was not ok to pull Patient 13 s 
blankets•off, CNA 2 stated that Patient 12 got 
angry, became verbally hostile and called her "fat1 

black bttdt .. funny bitch" and that "everyone at the 
nurse's station heard". Pat,ent 12, then took her 
pillowcase off her own pllow and threw the pillow at 
Patient 13. Pa~lent 13 was upNt and shook her 

;head side to side. · · 

CNA 2 stated that at 7:50 a.m., when she was 
writing on the white board in the roam of Patient 12 
and 13 with her back to them, Patient 12 suddenty 
grabbed CNA ts pooy tail and wrapped CNA 21s 
hair around her (Patient 12's) hand a couple of 
times.CNA 2 stated her hair was pulled hard 
backward by Patient 12 and that She screamed 

I 

loud. CNA 2 stated the staff came ;n the room and · . 
grabbed Patient 12's hand to let go of~ pony tali 

E~NCED TO THE APPROPRIATE DEFIOIEMQV) DATEI 
ea) I 

! 
ltal staff members were educated as 

ontent of the revised policies via the 
s onllne learning management I 

or through written materials. 
n. on .Escalation and Management of 
with Adverse Behavior is continued 
mandatory annual Safety, Infection 

and Regulations Revlew·(slCRR) e-
: 

 

RING . . . 
nce with hospital expectations, as ! 
d above, will be monitored through 

~he concurrent revlew·of high-=rtsk medical-
I 

~urgical patients (e.g. patients with a history 
I

bf aggression) . The review will focus on 
• [tlents referred to the Extended Stay Worl< 

:roup (a Utilization Management sub.: ;
roup). · All care of all patients referred to I I 

· Ihe group, a. maximum of 30 records per 
onth, are reviewed by the Nursing Quality 

'and Social Services departments for 
compliance with hospital expectations. 

Reported adverse events are also monitored 
fer any indication of harm or potential harm 
lo any patient. 

Results of the proactive and ongoing 
lmonltorlng referenced above, and 
~nformatlon from th~ review of ':my advers~and then they had to restrain Patient 12 bac::k to her I 

bed. CNA 2 added. the hospital did not provide events Involving aggression ar·e 

tmnlng to her and other staff on how to handle incorporated into monthly Perforll')ance 

patients.with behavioral aggre&$0n leaving.the 
l 

Improvement committee i:neetlngs. 

safety of Patient 13 and 14 unacktressed. She RESPONSIBLE PEijSON 

stated this was a big safety Issue. CNA 2 stated 
Chief Nursing Officer . · 

Event JO:DKVM11 . 3/812018 .. 2:10:22PM 
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that Patient 12's roommate, Patient 13, told her last 
week that she wouid like to move to a different room 
because Patient 13 was afraid of Patl~ 12. CNA 2 
stated that she notified her dtarge nurse (RN 4) of 
Patte~ 13'sconcem and request, · 

In an interview on 3/30/17a14:25 p.m., RN 5_stated 
that Patient 12's moods."went up and down very 

· quickly" and escalated for no reason. RN 6 stated , 
•Patient 12 is very parijnoid" and ihere Is a safety 

Iissue With regards to the management of Patient 
r 1211 behavior". . 

In an Interview oo 3130/17 at 5.35 p,m., MD 
. (Physician) 4 stated that in the last two weeks 

Patient 12's behavior had decompensated (lost · 
ability to malr.taln normal or appropriate defenses) a 
lo.t and th•t Patient 121s paranoid ideation had 
increased as wen to the polnt of unpredictability l MD 
4 stated that Patient 12 rnanifated combative 
behavior without bodily waming.(hlnts) for physic.al 
aggression. 

Record review of the progress noie$ by MD 5 dated 
.3/5/17, lodlcated that. "per RN Patient 12 was 
restrained·then fell asleep then was taken off 
restrailts1

'. Patient awoke and walked to Patient 
. 1-4'& room. Patient 12 kicked this patient in the right 

foot and smacked her on left side of the face. 
· Patient 14 then kicked Patient 12 b~". No care 

plan Wa& provided.-

A review of Patient 12's progress notes by MD4 
dated 316117 showed, Patient.12 was a 75 year old 
female admitted on 9'.20/2016 with medical i 

i 
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diagnoses which Included history of dementia wtth 
behavioral disturbance and paranoid delusion& 
(misinterpretation of peroeptions or experiences), 
Further record revtew indicated MD 4 was ptm,ning 

. . on reviewing end possibly changing patient 12'& 
medications and was planning on discharging 
Patient 12 to a locke<fdementla unit or a SNI"-= 
(SkMled Nursing Facility) with wander guard 
(signaling devk:e or departure .alert system for 
wandering management). 

Record review of Patient 12's progress notes by MD 
-4 dated 3131/1'7; showed that Patient 12, •continues 
to be threatening,_ shows poor Impulse oontrol, 
wanders into other patients rooms, is verbally 
abusive to the roommate, and when redirected by 
sitter threatened to punch the RN11

, 

. . 
In an obseNatlon on 3130117, at 2;30 p.m., ft was 
noted that Pattent 12 was not moved and her room 
was fn close proximity to Patient 14' room. Patient 
12 and 13 stNI shared the same room. 

.In an Interview on 3/30/17 at 3:02 p.m., Patient 13 
stated she was told no other room ~s available for 
her, . 

Review of the hospttals Poficy and Prooedure titled, 
"Patient Rights and Responsibilities" .revised 61201 o 
Indicated, "Procedure: D:4. Receive care in a safe 
setting, free from all forms of abuse and 
harassmenr. 

Rev.iew of the hosp"81s Policy and Procedures 
tftfed; 11Adverse Event reporting" revise~ on 812013 
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()(4) ID SUMMARY STATEMENT OF DEFICIENCIES 
PREFIX (EACH Dl:FICIENCY MUST BE PRECEEDED BY FULL 

TAG REGUU.TORY OR LSC ID6NT1FYtNG INFORMATION) 

Indicated "Serious dlsabellty means a physlcal or 
. mental.impalnnent that substantially Umfts one or 
. ~ of the major life activities of an lndlvlduar. 

Review of the hospHals Policy and Procedure titled 
"Standards Escalation Procew dated 2123/17 
indicated, "Address patient safety concerns and 
report to front Hne staff, CN (charge nurse) and 
Physician of final resolution, direct comnrunlcatlon 
of changed care plan to aare team: ensure 
patient/fatrily needs are met. Pr'QYide concise, 
discreet communication between DON (Director of 
Ntnlng), patient and family about st~s of patient 
safety issue". 

There were no measll'es In pta_ce to address the 
safety of Patient 13 and 14. The medications were · 
not optimized to address Patlent12's Increased 
paranoid ideation$ aid mood stabilization. Based 
on the Investigation findings the hospital failed to 
Implement Its policies and procedures to ensure 
that Patient 13 and 14 were protected from aM types 
of abuse: 

This facility failed to prevent the deflclency(les) as 
descrtJed above that caused, or is .likely to cause, 
serious Injury or death to the patient, and therefore 
constitutes an immedtate jeopardy wtthln the 

' meaning of Health ancf .Safety Code Section 
1280.3(g), 

ID 
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TAG 
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