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E00Q | Initial Comments:

The following reflects tha ﬁn:!;ngs of tha
Department of Health Services during a Complaint
visit:

Complaint Intake Number: CAD0136742

The Inspaction was limited to the specific
complaints investigated and does not represant
the findings of a full Investigation of tha facility.

Representing the Department of Public Heaﬂ.h:.
RN, HFEN

1280.1(c) Health & Safety Code Section 1280

Far purposes of this section, "Immediate
Jeopardy” means a situation in which the
licensee’s noncompliance with one or mota
requirements of licensure has caused, or likely to
cause, serlous injury or death to the patient

Eﬁﬂﬂ | Plan. DfCﬂrrEﬂhﬂn submitted In response
to CMS 2567 received by Husp:t&l on :
09/18/09.

E291 | T22 DIVS CHI ART3-70215(a)(1) Planning and
Implementing Patient Cara

(a) A registered nurse shall directly provide:

| (1) Ongeing patient assessments as defined In the
" | Business dnd Professions Code, Section 2725(d).
Such assessments shall be performed, and the
findings documented in the patient’s medical
record, for each shift, and upon receipt of the
patient when hefsha is transferred to another
patient care arsa,

This RULE: is not met as evidencad by:

Based on staff interview and record review, the
facility failed to ensure a registered nurse directly
provided an ongoing assessment for Patient A's’
respiratory status by failing to continuously assess
the patient oxygenation status whan the strip
(cardiac rhythm) report of the patient was showing
decreased oxygen saturation over a 24 minute

oxygen saturation for the palient, a “Code Blue"

being called, and the patient baing intubatad and
cannected to a ventilator.

e Btimeinterval: This failure resalted in Hdeargggain |

E231 | Plan of Correction:

1. TheICU Nursing Director conducted
in-services with all ICU nursing staff
regarding the following:

a, Standards related tothe
_ assassment of critically ill

+ patients; planning,
implementation and evaluation of

nursing care in the Intenswe
Care Unit.

b. Standards for documentation nf :
patient assessments on the "24
Hour Critical Care Flowsheet" in
the ICU; routine monitering as
well as changes In condition.

c. Procedure for-administering

oXygen ther‘apy, nursing
assaessment, inferventions Emd

manitoring.
d. Progédura for oxygen ﬁthratfﬂn

nursing assessment, -
nterventions and monitoring.
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(continued from Page 1) T i _ TR
Findings: 2, Annual Competency Assessments 105/09
: . e (core nursing and ICU-specific) are
A review of Patient A's clinical record on August being complsted with all ICU nursing_
29, 2008, disclosed the patient was admitted to staff as part of the anhual evaluation
left-sided pneumothorax, history of congestive Evaluation Checklist and Competency
heart failure and emphysema, On March 19, 2007 Assessment). Competency
the patient was transferred to the Intensive Care Assessments have been ravised to
Unit {{CU} for “continued cbservation.” nekidi:
A review of the Thorseic Surgical Censultation IR R
: - g
Ezpﬁzﬁaﬂ?aﬁg: 3&2331?5 ﬁﬁ“;“::g_]jme“t assessments and Interventions
rebreathing mask was 90 percent. Patient A's gﬂﬁ;‘ﬁ? HEsEEHI e
oxygen saturation reading dropped to the “mid SHT,
when the patient removed the non- »  Nursing considerations for oxygen
rebreathing mask. According to the AACN therapy and use of the pulse
(American Association of Critical Care Nurses} oximeter,
Procedure Manual for Critical Care (5™ Edition),
which is referred to in the facility’s ICU 3. Competency “”_'55‘553“"&}"‘5 are
policies/procadures, "oxygen saturation is an -.:on_'lpleted dunng_ the orientation
indicator of the percentage of hemoglobin period for new hires and are updated
saturatad with oxygen at the time of the annually as part of the annual
measursment. Oxygen saturation values obtained evaluation process,
Hom Pt skt (SB) I RTMCNG re pest of Responsible: Chief Nursing Officer and
‘| a complete assessment of-a patient's oxygenation | IcU Nursing Dirsétar o Sl
status. Normal oxygenation saturation values are
97% to 88% in a healthy individual breathing room Plan far monitoring compliance:
ﬂ;‘ulfix"j,;fgﬁﬁfﬁfj’;;g;;f?“ bl 1. For the next 80 days, all ICU patient | Ongaing
records (100%) will be audited daily for r;mffﬂf
A review of the cardiac rhythm strip report, dated compliance with the following: o miuba
March 28, 2007 disclosed Patient A had a [ g 3 m;':ﬂet g
decreasa In her oxygen saturation rata over a 24 a. Compliance with documentation of 1 01
minute period with the Sp02 (pulse oximetry) patient assessments, monitoring, | “21 ¢
ranging from 22 down to 6 percent. It was noted uanri nursing In}tewentinns on the
 on the Strip Report that at 3:23 a.m. the Sp02 rata 24 Hour Critical Care Flowsheet
had dropped to 22 percent with a heart rate of according fo unit protocol.
108, and at 3:47 a.m., the Sp02 dropped fo 6
percent with 2 heart rate of G3. % ri\%rnetxa:tr!?nga;rﬁh nﬁﬁeﬂﬂiﬁggns
A review of the 24 hour critical care flowshest, in oxygen saturation are
dated March 28, 2007 at 3:48 a.m_, documented dqcum=n_reci in the record ajang
CeTIETIRRE ’ﬁéﬂéﬁtﬁﬁd*&h‘lﬂ“‘féﬂ? Ferfrbrrrebregtharmask = - |7 ™ '."Fu'[th nursing-carameasuras .. -« -
and her oxygen saturation reading had dropped fo implemented, and patient's
58 percent with a heart rate of 44, According to the rasponse.
flowshest, at 3:48 a.m., the patient was non- . :
responsive, tha nurse began manually baggirig the ¢. Any significant changes in patient
paﬂent and called a Code EILIE condltion are documented in the
record along with nursing care
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NAME OF PROVIDER OR SUPPLIER STREST ADDRESS, CITY, STATE, ZIP CODE
MARINA DEL REY HOSPITAL 4550 LINCOLN BLVD, MARINA DEL REY, CA 50251
[%4) 1D [ SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION s5)
PREFIX | (EAGHDEFICIENCY MUST BE ACCOMPANIED BY FULL REGULATORY | PREFIX (EACH CORRECTIVE PLAN SHOULD BE =
TAG * OR LEC IDENTIFYING INFORMATION) TAG | CROSSREFERENCED TO THE APPROPRIATE DEFICIENGY) i
.| (continued from Page 2) measures Implemented, and
j =tient's onse, " i
There was no documented evidence on the 24 patl mgp .
hour critical care flowsheet that a registerad nurse 2. ICL_I documentation audits will ber
provided an ongoing assessment of Palient A's reviewed weekly by the ICU Nursing
condition when the patiant's oxygen level, based Director and forwarded (o the Chief
on the cardiac rhythm strip report, was Nursing c_lfﬁner {CNO). Summary
desaturating. Thers was no documented evidence reports will beiauhmﬂ:ted ﬁ:t_the haspital
that Patient A's oxygen desaturation level was Quality Council monthly to include
being acted upon, or interventions performed, by measure of compliance and a
the facTity's nursing staff on March 28, 2007, description of corrective actions taken
during the 24 minute time interval from 3:23 a.m. for any evidence of nop-compliance.
A A *| 3. If overall compliance is above 96% for | Ongoing

A review of Patient A’'s Code Blue record, dated
March 28, 2007, disclosed that at 3:48 a.m,, the
patient had a cardiopulmonary amest and CPR
{cardiopuimonary resuscitation) was Initiated. The
24 hour critical care flowsheet, dated March 28, . .
2007 at 4:05 a.m., revealed the patlent was
intubated =nd was connected to a veniilator. A-
review of the Cardiclogy follow-up progress notes,
dated March 30, 2007 at 5:40 p.m., revaaled the
patient had a witnessed cardiac arrest secondary -
to hypoxia (a pathological condition in which the
body as a whaole or a region of the body is

...|.deprived of adequate oxygen supply). _

During 2 telephone Interview with Employee 6 on
September 9, 2008 at 8:40 am, she stated the
patient was not wearing the non-breathing mask
when she entered the patient's room on March 29,
2007, when Patient A's oxygen saturation level
guddenly droppad..

During a telephone interview with Employze 7 on
September 8, 2008 at 8:50 am, she stated she
had alerted Employee 4 to assess the patient if
she was wearing the non-rebreathing mask
because the patient was having abnormal oxygsn
saturation readings. Employee 7 also stated that
Employae 4 was a registry nurse and could not be
inferviewed at the time of the Investigation.

The facility failed fo ensure that a registered nurse

~"directly provided an ongolngassassmant of ' © - |-

Patlent A's respiratory status by failing to
continuously assass the patient's exygenation
status when the strip report of the patient was
showing decreased oxygen saturation over 24
minutes. This failure resultad in decreased oxygen

80 days, audits will continue weekly
with monthly reporting to the CNO and
Quality Coungil,

- Nursing staff who fail to perform to
nursing care standards’'of =~
docurnentation are subject to
disciplinary action according to HR
policies and procadures,

Responsible: Chief Nursing Officer and
ICU Nursing Director :

il s came.armeh i ay, sactdnEmg- g L

STATE FORM 2567

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REFRESENTATIVE'S SIGNATURE

AT AMLEVEEL vl e -

TKTE




18/82/2889 13:22 3185747854 © ADMIN PAGE B5/85

b

L

Califomia Departmant of Heslth Services
(%3} DATE SURVEY

{1} PROVIDER/SUPPLIER/OLIA MULTIPLE CONSTRUGTION
STATEMEMT OF DEF‘[GIENCIES IDENTIFICATION NUMBER Elgulmma COMPLETED

ISP £ SovnEL U0 CAS30000044 | SwiNG _ 0811412009°
NAME OF PROVIDER OR SUPPLIER : S8TREET ADDRESS, CITY, STATE. ZP CORE e
MARINA DEL REY HOSPITAL - 4650 LINCOLN BLVD, MARINA DEL REY, CA 50281

pet) 1D " SUMMARY STATSMENT OF DEFICIENCIES 1D PROVIDER'S PLAN OF CORRECTION o5
I PREFIX | (EACHDEFICIENCY MUST BE ACCOMPANIED BY FULL REGULATORY | BREFIX (EACH CORRECTIVE FLAN SHOULD BE COMPLETS
TAG OR L3C IDENTIFYING INFORMATION) TAG | CROSS-REFERENCED TO THE APPROPRIATE DEFICIENCY) |~ pare

ey — == .

{Gﬂntlnued from F‘age 3)

saturation, a Code Blue being called, and the
. patlant being Intubated and connected to a
ventilator,

The facility's failure to ensure a registered nurse
directly provided an ongeing assessment for
Patient A's respiratery status and continuously
assess the patient's oxygenation status, when the
cardiac monitor strip report documentad
decreased oxygen saturation levels, is a
deficiency that has caused, or is likely to cause,
serious injury or death to the patient, and therefors
constifutes an immediate jeopardy within the
meaning of Health & Safety Code Saction 1280.1.
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