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Eooo Inltlal.Commenls 

The following reflects t~e findings of the California 
Department of Public Healtli during a complaint 
Investigation conducted on 'd/8/16 through 
3/10/16, 3/15/16, 3/17/16, 3/18/16 and 8/19/16. 

For Qomplalnt CA00478561 regarding Quality of 
Care/fraatment, astate deficiency was Identified 
(see California Cods of Aeg1.1latlons, Title·22, 
Section 7021~(a)) . 

The Departmen1 has determined this 
no.ncompllance has caused, _or was likely to 
cause, serious _Injury or death to the_patient, and 
therefore constitutes a state "Immediate 
Jeopardy" within the meaning ·01 the H~alth and 
Safety Code, Section 1280.3(g). 

Inspection was limited to.the complaint 
Investigated and does not represent the findings 
of a full Inspection o1 the hospital. 

Representing the California Department of Public 
Health was 25721, Health Facilities Evaluator 
Nurse. 

E 264 T22 DIV6 CH1 ART3-70213(a) Nursing Service 
Policies and Procedures. 

(a) Written pollcies and procedures for patient 
care shall b.e developed, .maintained ·and 
lrnplernerited by the nursing service. 

This Statute Is not meta~ evi.d~nced by: 
Bas8d on Interview; and record review, the 
hci~pltal fall~d to lrJJplement thelr·enteral nutrition 
(tube feeding) policy and prooedura for Patient 1· 
when a gastrostomy tube (GT, a flexible feeding 
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Tag E00O Initial Comments 
Preparation and submission of this Plan of 
Correction does not constitute an 
admission or agreement by Stanford 
Hospital (the "Hospital") of the truth of the 
facts alleged or conclusions set forth in the 
Statement of Deficiencies. The Hospital is 
submitting this Plan of Corr8ction as 
required by state and/or federal 
regulations. This Plan of Correction 
documents the actions by the Hospital to 
address the alleged deficiencies. This Plan 
of Correction constitutes credible evidence 
of compliance with the cited regulations. 

Tag T22 DIVS CH1 ART3-70213(a) Nursing 
Service Policies and Prooadurns 

Immediate and Permanent Corrective 

Action: 

The Gastrostomy Site Care policy was updated 
to reflect current Evidence-Based Practice 
related to placement and securement of G-· 
tubes which now includes: 

• Measurement and documenlatlon of tube 
length in Electronic Health Record 

• Notify MD for X-ray for verification of 
placement if length of tubing has changed 

• If at any lime, RN suspects tube 
dislodgment or malposition, notify MD for 
X-ray 

• Secure tube to abdomen with Stat-Lock 
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tube placed ·through the abdominal wall and Into 
the stomach) was secured with a s~fety pin 
·instead 6f a Stat-lock or tape secured to 'the 
abdomen, This fallure resulted In dislodgement of 
the tube. 

Fln~ll"lgs: 

The hospllal's polloy and procedure tltled "Enteral 
Nutrition" dated 1/2014 was reviewed on.3/9/16. 
The polfoy and procedure lnd{oated tu 11 aecure the 
gastrostorny tube to a~domeh with paper tape. 
Thi.s prevents e~cess mov1;1ment of tube and 
subsequent tract Eiro.slon,.Use Stat-lock or tape to 
secure lube helps prevent 'tube qlslodgement." 

Patient 1's record was reviewed on 3/9/16. 
Patient 1 was admitted to the hosph~I on 1/11/16 
for a scheduled·mltral valve surgery with 
dlagno·ses Including mftral valve prol~pse end 
high blood·pressure. 

During·an Interview on 3/16/18 at 7:50 a.m.1 , 

registered nurse A (AN 'A) ~tafa·ct she was Patient 
1's·primary nurse·on 2/21/16 fbr tha 7 p.rri. to 7 
a.rn. shift,' RN Astated Patient 1 was stabt~ at the 
start of th1;1 shift with no unusual problems .and 
was on contln.uoµs tUpe feeding through the .GT. 
RN Astate(! she checked tl1e CH resldLffll 
(amol)tJt i;mc:l ·type of tlulcj In the stomach) uslng a 
,sytinge to aspirate the stomach contents oear t~a 
beginning o1 the shift. She sta!sd there was a 
small amount of tube feeding In tl1e aspirate, 
which was normal. · 

During an Interview on ·s/15/16 al 8:10 a.m. 
registered nurse B (RN B) stated.she.tool< care of 
P1:ltlerit 1 on 2/22/16·at 1·2::to a..m. whlle RN A 
waG on lunch break. RN B stated around 12:30 
a,m\r _she went'lnto Patient 1's room and found 

E264 Cont. 
Huddle sheets were emoted and circulated to 
:all staff on 03 unit on 2/2.2/20 16 and to all 
advanced practice providers (nurse 
practitioners, physician assistants, and clinical 
nurse specialists) on 4/4/2016 to reinforce 
proper securement of G-Tubes. 

On 3/28/2016, A "Knowleclge, Skills, ancl 
Assessmenr check off tool was created and 
usecl to reinforce hospital policy with all staff 
on D3. 

On 3/18/2016, AG-Tube education flyer was 
created and circulated to all staff via tl1e 
weekly nursing newsletter by the Chief 
Nursing Officer. 

On 4/20/2016 and 5/4/2016, an in-service for 
inpatient and outpatierrt advanced practice 
providers (nurse practitioners, physician 
assistants, and clinical nurse specialists) was 
conducted with the help of a huddle sheet 
titled, "4 Things Providers Should Know About 
PEG and G-Tubes" 

Monitoring Process: 
As of March 1B, 2016, all G-Tubas have been 
monitored d:aily for proper sacurement and 
documentatlon of standard nursing care until a 
compliance rate of 100% was received for 3 
consecutive months. 

Responsible Party: 
Director of Nursing Quality 
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him In bed .with his gown pulled up to his chest 
area. RN B stated the GT was pinned to Patient 
1's 9.own via a safety pin, and the GT was pulled 
ou:t about 2 centimeters (about an rnch) from 
whe.re it should normally be. AN B stated she 
stopped the tube feeding , RN Bstated she called 
physician's a~sistarit A (PA A) to check ·the GT. 
AN B stated PAA examined Patient 1. and 
manipulated the PE(l tube. RN B stated PAA 
tqld her Ii.was ·"OK;' to resume the·t1.1be feecllng. 
RN B stated she resvmed the 60 cubic · 
cen.tlrne.ters·(cc)/hour tube fe~ding. 'AN B stated 
f.lh·e did not check the GT residual. 

Review of P9:tlent 1's cardiac surgery progress 
addendum note dE_ltecj 2/22/16 documented by PA 
A indicated the following: The pat1011t pulled his 
hospital gown up towards his head. His G'r was 
pinned to his gown and moved out approximately 
3 ce·ntlmeters (c'ln) . PAA went to.see the putlent 
at 2 a..ni . arid the patient Was cornplalnlng ·ot 
abdominal pain. The abdominal exam otherwise 
was ben(gn. The p~tl€lnt was treated ~Ith 
lntr/¼veno.U$ toradol (a paJn medicatiori) . Ap:3O 
.a.rn., PAA was··called again to see the patient. 
The pa,tient's plood pressure was 50. He ~as 
started on me.d19atlons .to raise his bfoo.d. 
pressure wlihout lmP.royemerit. The pa.ll.ent was 
In resplratory·dlstress, and was pr.spared.for 
transport to the Intensive car~ Unit (ICU). Prlo~tp 
transport the patient had 500 cul:!lo centimeters 
(cc) onranl< bloody-emesis. 

-During .an Interview on.3/17/16 at 8 a.m., PAA 
stateci based on her Initial examination and vital 
signs-at 2 a.m. on 2/22/16 she did not believe 
Patient 1's Gr .was dislodged. PAA stated she did 

. riot oheok GT residual, and sne 'did ·not order -an 
·x-ray-ttJ check the GT placement as --she did not 
believe ft was dislodged, 
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D1Jring an·Interview on 3/8/H;i at 1 :35 p.m., the 
patient oare 9oordll)ator n_urse (PCC~) stat~d 
p\nnlng a Gi,' to a pa,t[ent gown was not a 
standard practice at the hospital. The PCCN 
stated when GT placement was·in doubt. tube 
feedings should b8'stopped and a residual oheck 
should be performed, The POCN .stiited the 
medlcal team should be notified and placement 
of the GT should be confirmed by X·ray before 
use, 

Dufitig an inte1vi1;1w ot:13/8/16 at 2;1 Op..rn.. the 
physician a~slstant superyl~or (PAS) s:ttlted an 
X-ri;ly should be obtained to 9heck placem·ent of a 
GT If the position of \h~ ~ube has 1')10\ied, 

Review of Pat!ent 1·•s enteral feeding flow sheet 
on 2/21/16 lndlcated f>atlent 1 received Jevlty 1,5 
(a llqulq QUtr[Jlon formula) via t.he GT at 50 cc per 
hour continuously. The flow sheet Indicated 
gastric residual was checked at approxlmately 8 
p.m. and the result was documented as 11 0." The 
anteral feeding flow sheet on 2/22/16 Indicated 
Patle'nt 1 received approximately 1ooco of 
fonnJJla and 80cc of water via the GT in the 
lntetVal from 12 a.m. to 2 a.tn. 

RevieW of Patient i'.s ope'ration repon.oated 
2/22/16 i:locumented apreoperative dlagrios~s of 
"acute GI bleed sec·ondary to G-tuoe 
dl~lodgem~nt; postoperatlv~ diagnoses:·same." 
The.report funh.e~ Indicated "the·patient Is a 72 
male wh9 is appro;-1irnately_2 months 01.1t f(om 
mltral valve repair, His postoperativ!3 cowse l'.las 
b.een compllca~ed a~d he Is curr~ntly in·the 
CVlyU s/p/ iracheostomy anq PEG placement on 
2/4{16: QV!,l ~~!g~t, he wem l!')tO ,hemotrh~glc 
shock with DIC. There was a poncern that hls 
ga~trostomy tube has been dlslodged given 
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hematemesls and hemorrhf;lge via the GT site 
a$sociated wlih an a~domlnal wall hem~toma! 
The GI team sci;iped him 1;1nd found slgnlflc~nt 
blood clots but no vfslble areas of active bleedlng 
ln the stomach or duodenum. The gastrostomy 
tube was not found within the stomach during the 
EGO" ( esoph~gogastroduodenoscopy). 

During an Interview on 3/18/16 at 2:35 p.m . with 
Patient 1's primary physlclan 1 he stated the 
dislodged GT, subsequent bleeding, and low 
blood pressure led'to sepsis and was a 
contripU\ing cause of Patient 1 's death. 

Review of Patient 1's death su.mmary dated 
3/4/16 ln_dl9ated t_hs pr_in.clple diagnosis _at the 
tt,na of dea.th was s!3ptlp shock, gastrolnte.stinal 
bleliJdlng, PEG ttJbe malfunction and acute q!oOd 
loss anemia. 

Review ot Patient 1's death certificate Indicated 
Patient 1's Immediate cause of death was 
respiratory failure wlth bowel perforation 
non-traumatic, c·ornpllciatlon of 1'nltral valve repair 
and mitral valve regurgitation. Other slgnlflcarit 
con_dJtkms..contrlb1,1tory to death was.altered 
ment~I status metaholic encephalopathy. 
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