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E 000 Initial Comments 

The following reflects the findings of the 
Department Of Public H .. 1th during an 
Investigation of an entity reported Incident. 

Entity Reported Ineldent Intake Number: 
CAOO233103 

Repre .. ntlng the Department of Public He.lth: 
Sheilah Creus, RN. HFEN 

The Inspection walllmited to the speo/ftc entity 
reported·ineldent Invlltlgated and does not 
represent the findings of I full inspectIon of the 
facility. 

1280.1 (c) Health and Safety Code Section 

For purpose. of thillection. "Immediate 
JeopardY' means a situation In whloh the 
licensee'. noncompliance with one or more 
requlremenm of l!censure has caUSed. or likely to 
cause. serlOUI Injury or death to the patient. 

Eooo 

E 284 122 OIVS CH1 ART3-10213(a) Nul'llng Service E 264 
Pollcln and Procedures. 

(a) Written polleleland procedures for patient 
care shall be developad. maintained and 
Implemented by the nursing service. 

Thl, Statute 't not met .1 evidenced by: 
aaaed on revieW of Patient 1'1 clinical record. 
review of the facility documents, and intervilWl 
with facility staff, the facility failed to lmplement 
thtfr pollel .. and procedures on Initiating 
cardiopulmonary resuscitation ( a lif ... vlng 

-

PROVID!"'S,LAN OF CORRI!CTION 
(I!ACH CORRECTIVE ACTION SHOULD ee 

CROSs..RE~I!Rt!HC!D TO THE APPROPRIAT! 
DEFICIENCy) 

........:s 
c:::t 

........:s 
c.... 

'" > 
." z 
(') 
." N -0< -0 
rrt ::x 
0 ca 

W 

()(O) 
COr.t'lETE 

DATI 

-Z:s: 
>(ft"" 0-0> 
:t""r-_0 ..... 
Z::!::x: 
(/10..,., 
-IZ:t» 
#Jan 
1:"--
-I<C 
---I 0(/1_ 

--"" ..... 0(1') 
Z 

E 264 Nursing Service Policies and Procedure 

Written policies and procedures related to 

Cardiopulmonary resuscitation have been 

implemented to ensure that hospital personnel cal 

a Code Blue on any patient or visitor found to have 

no pulse and/or no respirations unless the patient 

has been designated as a 'ONR'. 
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procedure) and promptly calling I "Codt Blut" for 
i patient who wet not breathing. Patient 1 was I 
Idtntlfled In the CT scanning room with circulation 1 

problem., with no vlslbfa chest movement and I 
waa not breathing. The patient was covered and I 
transported back to the emergency room, placed 
In a bed and than ruuscltat!on'measuret were 
initiated and wtrV unlUCC8Ssful. 

Finding.: 

On August 17, 2010, an unannounced visit was 
made to the facility to Invtdga .. a facility : 
repOrted InCklent regarding a patient death due to 1 
a potSIble failure to monitor the patient, failure to I 

report the patient'. critical condition and failure to ' 
resuscitate. 

The medical record for Patient 1 was reviewed on i 
I'\U~~U.1 17,2010. The Admiallon Fact Sheet 

Patient 1 was admitted to the facility on 
2010. at a trauma patltnt from In 

The electronic medical record Indicated Patient 1 I 
arrived IMht emergency department at 8:11 p.m. l 
on 2010, by ambulance, with dllSJnoM I th!'l!lt ad TraumatIC Injury, Mumple Sitla, and ! 
Alcohol Intoxication. 

I 
A review of the Physlclln', Orders dated.. \ 
2010. at 8:21 p.m., Indicated orders for . I 
Computerized Tomography Can x-ray procedure I 
that comblnet many x-ray Images with tht lid of I 
a computer to generate cross-sectional vltws and 
thrtt-dlmenalonallmagea of the Intamal organ. I 
and ItructurH of the body) (CT) sean of the 'I 

pelvis, abdomen and chllt with contrast, and CT , 
of the heed and tac. without contrasl There was I 
an order for continuous cardiac monitoring and I 

PROVIDER'. PLAN 0' CORRECTION 
(EACH C~UCTl\lE ACTION SHOULD Ii 

CIt08S·REFiRENCED TO THI! APPROPRIATE 
Dl!I'ICIENCY) 

On_ 2010, after learning of the event, the 

employee was suspended pending an investigatio 

which was undertaken immediately. On •• 

2010, hospital administration and physicians met 

. with the family of the patient and disclosed the 

event the details of the event. On_ 2010, 

the California Department of Public Health was 

notified of the event and our Root Cause Analysis 

was conducted. The incident was referred to Peer 

Review for their review and actions. 

on __ 2010, all monitors in the ED were 

sequestered and sent to biomedical engineering fo 
evaluation. 

New policies were immediately implemented that 

require a physician assessment of a sedated patien 

before that patient can be moved out of the 

Emergency Department for testing. A policy chang 

was implemented which required that all significan 

changes in the GCS be reported to the physician 

immediately. 
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I 

pulse oximeter readings, and to keep oxygen i 
saturations greater than 95%. (Measure of how I 
much oxygen the blood is carrying al a ! 
percentage of the maximum It could carry. 
Normal reading 'a 96 to 100 %). 

The Trauma Pltfent Hlltory and Physloal report 
datad_ 2010, at 7 p.m., Indloated Patient 1 
WI •• !r.'nate hi' name and what happened to r 

him. The diagnosis was "assaulted with head i 

tnluma and 'BOlai trauma with abl'8slons." The 1 
report also Indicated Patient 1's heart rate W8I ' 
106 per minute, the blood preSSUr8waI1181ae, t 
the oxygen saturation wee at 98% on room lit (no 
supplemental oxygen needed-21 %, 
supplemental oxygen blgln. It 22% to 100% 
maxlmu.m). and the Glagow Coma Seale (GCS) 
wa.14. 

The Glasgow Coma Scale (GCS) it a scale used 
•• an objective way to Initially assess and 
reassess the 'eve' of consciousness of I patient 
It Is used on all acute medical and tnluma I 
patients. ; 
(http://en.w1kIPedla.orglwlkUGla.gow_coma_soalei 
) Ttle conscloulne .. level,. classified based on I 

how I patient would respond when eye opening , 
and verbal/motor responses are being checked. I 
Patients with mild head injury have 8 GCS SCOI'I I 
of 13 to 15, moderate head injury hit a GeS I 

score of 9 to 12 and severa head Injury h.1 fI I 
GCS score 018 or IHI. 

According to the Trauma/ResuscitatIon I 
FIOWIhMtdlted. 2010, at8:11 p.m., i 
Patient 1', GCS was whIch Indicated he I 
opened his eyes spontaneously, obeyed 
commands, and was confused. At 8:22 p.m., i 
Patient 1 was combative, uncooperative and I 
attempting to strike at staff. Patient 1 WilS given : 
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On June 28th 2010, the employee was terminated. 

In July of 2010, new monitors arrived for 

transporting patient. 

During the months of June July and August of 2010, 

the Hospital President personally held town hall 
meetings to present the details of the event to all 

hospital employees in order to reinforce our policies 

and impress upon them that they all have a 

I 
responsibility for the wellbeing of every patient, not 

just the Registered Nurse. This was followed by our 
mandatory "Speak-Up-Speak-Out'" campaign that 
wa, desilned to empower all hospital employees to 
pay attention to their surroundings, bring problems 

to the attention of their supervisors and intervene 

when they come upon anyone in distress. 

We are continually monitorinl and track!nl Code 
Blue events at the hospital each month. Each Unit 
Director is responsible for their staff's compliance 

with the policies. We have implemented a "Code 

Help" program so patients and their families can 
seek immediate assistance if their careliver is not in 

! their room. 
I 

I 

I 
9/2010 
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Ativan (an antl-anxlaty medication) at 6:25 p.m. i 
and at 8:30 p. m. At 8:47 p.m., Patient 1 I 
"remained altered and combative, medicated per ; 
ordar." Patient 1 was given Haldot (an. i 
anti-psychotic) at 6:47 p.m. At 7 p.m., Patient 1 i 
"ramalns altered-reason unable to transport at to 
CT at this time. Or. XX aware. Airway patent, 
breathing evenlunlabored." Patient 1', GCS was 
documented as 14 at 7 p.m. . , 
.; traumaIReeuscItatJon Flowsh •• t dated. i 

CROSS-RI!fI'!R!NC!D TO THI APPROPRIATE 
DEFICIENCY) 

010 at 7:27 p.m. (prior to transport for aT!!.r : 
scan). indicated Patient 1'. heart rate was 130 f 

per mlnut.; the blood pressure was 1~7188: the 
respiration rate was 20 per minute. hIS oxygen 
uturatlon was 9~%, and hIS GCS was 7. The 
GCS of 7 was defined in the 
TraumaIResuscitation FloWIheet • the patl.nt's 
eyes opened to painful stimuli, h. withdrew from i 
pain (al his motor respons.), and Patient 1 was 
contused (v.rbal .... pon .. ). At 7:30 p.m., it was ; I 
recorded on the Trauma/Resuscftatlon Flowsheet I 
that Patient 1 was reeelving oxygen at 1 ~ liters 
par minute (lpm). 

The Trauma/Resuscitation Flowsheat dated • 
• 2010. revealed that at 7:30 p.m., the patlam 
was "transported to CT via gurn.y on cardIac 
monitor with pul .. ox (put .. oxImeter- monitors , 
oxygan .aturatlon) Ibp (blood pressure) Cluff." ; 

I 
Another entry onMTraumalRe,usc!tation 
Flowsheet dated 2010. at 7:30 p.m., by 
Employee A, diac . (patient) aedatad, 
GCS 7, arouuble to pain, on cardiac monitor with 
pulse oxJby cuff, 02 (oxyg.n) 15 Ipm via a NRM 
(non-rebreather mllk-a device used to deliver 
high oxygen concentrations to the patient that is ' 
worn over the nose and mouth.). on 4~pt (point) ! 
restraint." According to the facility document, I , 

icenslng ana (.Iertlflcatlon DIviSiOn 
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i "Trendable M-8," the patlenfs oxygen .aturatlon 
at 7:27 p.m. was 88 %. I 

i 
I AccordIng to the facility's "summary of facts, " 

while Patient 1 was sedated, with GCS of 7. 
arousable to pain, on cardiac monitor with pulse I 
oximeter, blood pressure cuff. oxygen at 1 S Jpm I 

via a non-rebreather mask. Patient 1 was I 
transported to the CT scanning room at 7:30 p.m. 'I 

with· the above vital sIgns. The CT of the head . 
was completeet at 7:44 p.m., the cheat wn done I 
at 7:52 p.m., and tha abdomen/pelvis WIll ! 
completld at 7:54 p.m. At 7:56 p.m., Patient 1 , 
wal t8kan out of the CT scanning room, with the ; 
staff .topplng the gurney for several seconds to 
check If the patient was breathing. Aoeotding to 
the facility's summary of facts. there was no 
visible Chest rising and no resulCitation efforts 
were started. The staff "covered the patient up" I: 

and continued to bring Patient 1 back to the 
Emergency Oepartmlnt room, palSlng the 
physician sitting at the desk with no Indication to 
thl physician that anything was wrong with the 
patllnt At 7:67 p.m., Patient 1 was taken back to I 
his bed In the Emergency Department. At 7:58 
p.m., the physician was called to the patlenfs bed 
and an EKG was performed (flrat documentation 
of an ECG slnce retumlng from CT .eannlng 
room). 

i 
. i 

Thl R .. ulcltatlon Record dated_2010. i 
dllclosed that Patient 1'. pulses ;;;;'impalpable : 
and the patient was In asystole (absent heart I 
beat) at 7:68 p.m. CPR was Initiated, rncue 
medications were given, Patllnt 1 wu Intubated 
(inserted a tube Into the larynx so that oxygen can 
be 8upplled to the lungs) at 8 p.m., and a 
defibrill.torwas used twice. At 8:12 p.m .. the : 
CPR was terminated and the patient was 
pronounced dead by the physician. 
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A review of the Radiology Report for CT i 
Abdomen and PelVIs with Contrast dlted_ I 
2010, revealed "Reflux of contrast Is note!ClOWn' 
the IVC (Inferior Vena Cava· a large vein which ! 
retums blood to the heart from the lower part of I 
the body.) No evidence for contrast flow into the I 
heart. Stasis of contrast within the venous 
structures worrisome for cardiac arrest." I 

During an IntervieW on August 28,2010, It 3:28 
p.m., Employee B. a Radiology Technician, i 

explained that In a normal circulatory system, you i 
can Me the contrast going In the aortic vessel to I 
the heart, however with Patient 1, the contrast I 
went up the Inferior vena cava and backflows."1 I 

. told the nurse and the tech • something was 
wrong with this patient, he has no circulation. 
They put the patient on the bed." Employee B 
stated a "code blue "(CPR policy and procedure) 
was not called In the scanning room, desplta the 11 

fact that he thought the patient h~ b~ Injuries 
and had a circulation problem. Employee B stated l 
he never saw the patient move while In the CT j 
scanning room. : 

Employee C, an Emergency Medical technician, I 
was Interviewed on August 30, 2010, at 8:28 I.m. i 
Employee C stated that during the tranlport, I 
Patient 1 WH sedated with medications and "was 
very still." During the ac:an, Patient 1 "did not 
move at aU." After Patient 1 and the monitor were I 
p08ltioned In the scanning bed, Employee C I 
Itllted that he and Employee A went to the I 

waiting room of the CT room where Employee A : 
charted on his patient notal. Employ .. C stated : 
that after the scan was done, 'We got the patient, . 
placed him on the gumey Ind 81 we were coming: 
out the door, I looked at the patient I said. this . 
patient may not be breathing" to Employee A and i 

I 
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Employee A replied, "Let'l jUlt wke him to hi. . 
room." Employee C ltated a code blue was not i 
called In the hallway after Employee A was " 
notified Patient 1 W8. not breathing. Employee C 
stated he deal not recall If Employee A notified 
the physician .. they walked paSt the Nursing 
Station that Patient 1 needed CPR. 

The facility policy and prcx:edure titled, 
"Cardiopulmonary Resuecltat!on Procedunts" 
dated September 2009, Indicated "Hospital 
personnel shall Initiate cardiopulmonary 
resuscitation and 'hall call a "Code Blue" on any 
adult found In the facility to have no pulSe and/or 
no respiration un I ... an Advance Directive for 
health care or other appropriate document 
dictate, otherwise. II 

A document titled, "Notice of Terminitlon" dated 
June 28,2010 indicated Employ .. A was 
terminated due to failure to monitor and observe I 
the patients phYllcal condltlon, signs and 
symptoml In order to provide proper nursing care I 
and treatment." I 

I 
! 

The facility's failure to Implement their poliClel ! 

and procedures to ensure CPR was ac:tmlnllttlntd l 
to Patient 1 when the Reglatered Nursa ; 
(Employee A) wu Informed the patient was not 
breathing Is a deflclancy that has caused or is 
likely to cauaa aarlouslnjury or death to the 
patlant, and therefore, constiMes an immediate 
jeopardy within the meaning of Health and Safety 
Code Section 1280.1 . 
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