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The following reflects the findings of the
Department of Public Health during an
inspaction visit:

Complaint Intake Number:
CAO0D462855 - Substantiated

Representing the Department of Public Health
Surveyor |1D # 2623, HFE-N

The inspection was limitad to the specific facility
event investigated and does not represent the
findings of a full inspaction of the facility.

Health and Safety Code Section 1280.3(g):
For purposes of this section "immediate
jeopardy" means a situation in which the
licensea's noncompliance with one ar more
requirements of licensure has caused, or is
likely o cause, serious injury or death to the
patient.

Health and Safety Code Section 1280.3(a).
Commencing on the effective date of the
regulations adopted pursuant to this section,
the director may assess an administrative
penalty against a licensee of a health facility
licensad under subdivision (a), (b), or (f) of
Section 1250 for a deficiency constituting an
immediate jeopardy violation as determined by
| the department up to a maximum of seventy-five
i thaousand dollars ($75,000) for the first
i administrative penalty, up to one hundred
‘thousand dollars ($100,000) for the second
subsequent administrative penalty, and up to
one hundred twenty-five thousand dollars
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E 000 Initial Comments

Preparation and execution of this
plan of correction does not constitute
an admission of or agreement with
the facts alleged or conclusions set
forth in the Statement of Deficiencies.
This plan of correction is prepared
and executed solely because it is
required by federal/state law.
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($125,000) for the third and every subsequent
violation. An administrative penaity issued after
three years from the date of the last issued
immediate jeopardy violation shall be
considered a first administrative penalty so long
as the facility has not received additional
immediate jeopardy violations and is found by
the depariment to be in substantisl compliance
with all state and federal licensing laws and
ragulations.

The department shail have full discretion to
consider all factors when determining the
amount of an administrative penalty pursuant to
this section,

Health and Safety Code Sectlon 1279.1 (¢):

"The facility shall Inform the patient or the party
responsible for the patient of the adverse event
| by the time the report is made." The CDPH
 verifled that the facllity informed the patient or
the party responsible for the patient of the
adverse event by the time the report was made.

Health and Safely Code Section 1279.1 (a):

A health facility licensed pursuant to subdivision

(a), (b), or (f) of Section 1260 shall report an

adverse event to the depariment no later than

‘ five days after the adverse avent has been
detected, or, if that event is an angoing urgent
or emergent threat to the welfare, health, or
safety of patients, personnel, or visitors, not

i later than 24 hours after the adverse event has

Event 1D:95VX 11
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;Health and Safety Code Section
11278.1 (c)a)(b)(f)

The Chief Executive Officer (CEO)
directs and oversees the reporting of
adverse events. The CEO in
conjunction with  the Regulatory
Coordinator ensures adverse evenis
that are ongoing, urgent or emergenti
are reported within 24 hours to the
California Department of Public Health
(CDPH). This includes attempted
suicides. The CEO has provided
direction to all levels of leadership on
how to appropriately report any
adverse events that occur. In
addition, the CEO meets at least bi-

'monthly with the Regulatory
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been detected. Disclosure of individuaily
identifiable patient information shall be
consistent with applicable law.

Health and Safety Code Section 1279.1 (b) (3)
(©

(b) For purposes of this section, "adverse
event" includes any of the following:

(3) Patient protection events, including the
{ollowing:

(G) A patient suicide or attempted suicide
rasulting in serious disability while being cared
for in a health facllity due to patient actions
after admission to the health facility, excluding
deaths resuiting from self-inflicted injuries that
were the reason for admission to the health ‘
facility.

I'Title 22 California Code of Regulations Division
i 5 Chapter 3 Section 70213 Nursing Service
Policies and Procedures,

(a)Written policies and procedures for patient
care shall be developed, maintained and
implemented by the nursing service,

Title 22 California Codé of Regulations Division
5 Chapter 3 Section 70217 Nursing Service

Staff.

(m) Unlicensed personnel may be utilized as
needed to assist with simple nursing

gvent H:85VX11 22012018
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Coordinator to review reported events
and ensure timeliness in reporting.
Hospital Policy 107.023 (Adverse
Events, Sentinel Events, Unusual
Occurrences) details the hospital's
appropriate response and action plan.

Title 22 California Code of
Regulations Division § Chapter 3,
i§ection 70213 Nursing Service
'Policy and Procedures.

The Chief Nursing Officer (CNO)
provides oversight of written policy
and procedures pertaining to patient
care and ensures compliance with
Title 22 regulations.

‘Title 22 California Code of!
Regulations Division 5 Chapter 3,
Section 70217 Nursing Service
Staff
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procedures, subject fo the requirements of

| competency validation. Hospital policies and

! procedures shall describe the responsibilities of
unlicensed personnel and limit their duties to
tasks that do not require licensure as a
registered or vocational nurse. '

Title 22 California Code of Regulations Division
& Chapter 7 Section 70701 Goveming Body.

(a) The governing body shéll:

{4) Provide appropriate physical resources and
personnel required fo mest the needs of the
patients and shall participate in planning to
meet the health needs of the community.

Based on record review and interview, the
facility failed to ensure that Patient 1 who was
psychotic and suicidal, was provided a safe
transfer from the inpatient frauma surgery
service to the inpatient psychiatric unit (IPU),
This failure caused Fatient 1 to sustain major
traumatic injuries including a traumatic brain
|injury after he jumped from a 40- foot tall
| building.

| Findings:

Finding #1 | Record review on 10/24/16 at 4:00 p.m.,
revealed that Patient 1 was admitted by
ambulance to the facility on 10/20/15 after two
failed suicide attempts resulting in a fractured

{ vertebra in his lower back, Patient 1 continued
with sufcidal ideations while in the hospital. The

Eyent 1ID-gsVX 11 2/20i2018
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Under hospital policies, the CNO and
Associate Chief Nursing Officer
(ACNO) may assign unlicensed|
personnel to assist with duties of
registered or vocational nurses. In
addition, the CNO or ACNO ensures
proper training and education are
provided before implementation of
services.

Title 22 California Code of
Regulations Division 5 Chapter 7
| Section 70701 Governing Body

| The governing body (known as the
Oversight Committee) has full
responsibility for determining,
implementing, and monitoring the
facility's  total  operations and
compliance with hospital policies and!
procedures. The Oversighti
Committee meets at least quarterly,
and as necessary to review overall
operational and patient care issues,
including but not limited to ensuring
patient safety and safe patient
transport between the Emergency
Department (ED) and Inpatient
Psychiatric Unit (IPU).
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psychiatrist ordered an antipsychotic
medication to be given "now”, before Patient 1

was transferred to the IPU with security. The

| psychiatrist documented that after the
cord-wrapping incident siaff should be ready to
intarvene immediately to keep Patient 1 safe

| because he was psychatic, highly impulsive,

| and highly suicidal.

Finding #2 | Interview on 10/26/15 at 3:15 p.m., with nursing
! | assistant (NA) 1 revealed that on 10/21/15 she

Event 1D:95VX11
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immediate Actions Taken:
Finding #1 | physiclan ordered Patient 1 to be on bedrest, to Upon receipt of this Statement of
Continued | wear a back brace and have staff with him at all Deficiencies, the CEQ, Chief Medical
| times ag a suicide precaution. Review of Officer (CMO), CNO, ACNO, Inpatient
physician notes dated 10/21/15 at 1:10 a.m., o Lo S ML,
revealed that Patient 1 was found in his room Psychiatric  Unit Medical Director,
with a cord wrapped around his neck attempting Inpatient Psychiatric Unit Operations
suicide by hanging. Review of nursing Manager, and the Regulatory
documentation dated 10/21/16 at 4:32 p.m., Coordinator met to review the
revealed that staff were able to remove the cord s x
from his neck but had difficulty keeping Patient ﬁr?dlngs. Leader'shlp WaE praseried
1 on bedrest as ordered. Nursing with the completion dates for each
documentation also revealed that Patient 1 had finding listed in this Statement of
auditory hallucinations telling him to kill himself, Deficiencies. 2/6/18
and the nurse practitioner was notified.
Review of a peychiatrists progress note dated Finding #1:
10/21/15 at 6:11 p.m. after the patient was The CEO met with the CMO, CNO,
found with a cord around his neck, revealed ACNO, IPU Operations Manager, ED
ﬁ?at Pai.ient 1 was imm'."e"ﬂy dange.mus 0 Manager, and Regulatory Coordinator
himself", required psychiatric hospitalization, L j
and was to be placed on a 5150 legal hold to discuss the events of 10/21/15 and
(danger to self). The psychlatrist documented reviewed the patient care provided on|
that Patient 1 was to be a direct admission to 10/21/15, including use of a safety
the inpatient psychiatric unit (IPU). The attendant at bedside. 10/23/15

Hospital Policy 100.204 (Safety
Attendants) was created to define the
conditions and procedures for the‘
appropriate use of safety attendants in
acute care, non-psychiatric areas of
the hospital. Hospital Policy 100.023
((Suicide Risk Assessment and

9:41:01AM
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Precautions) was reviewed to ensure
Finding #2 | was assigned to transfer Patient 1 to the i provnded' cle.ar dlret.:tlon on _the cgre
Continued | inpatient psychiatric unit with two security staff. of psychiatric patients, including
MNA 1 explained that she wheeled Patient 1 out potential ligature points/environmental | g/2016-
of one building and across an alley toward the hazards. 11/01/16
psychiatric building accompanied by two
security guards. Further interview revealed that i
when one security guard went ahead to open A competency Standard_ for safety E
the door, Patient 1 jJumped up out of the attendants was established and
wheelchair and ran across the street. NA 1 implemented, to ensure safety
‘explame'd ihat'the staff were not allowed to hold attendants are fully trained on their
or restrain Patient 1 to keep him in the ol . A
wheelchair and thay watched him run away as Qe i HOMERIINGs; m?ng
they notified police. other things, the standard requires
that safety attendants provide 1:1 or
FRSIE St i the environment is safe of hazards,
approved 8/1/15 page 2, revealed that a . .
registered nurse may restrain a patient in an and assist with movement of the|g/np1e.
| emergency to protect the patient. A registered patient. 11/01/16
nurse was not present with NA1 at the time of !
Patient 1's trgnsfer. lnTe?NleW.V?'l!h administrative i ‘Compliance & Monitoring
staff and review of facility policies on 1/8/18 = —— A Lo
revealed that there were no policies at the time !Educatlon and training were provided
of Patient 1's transfer on how to transfer 'to nursing staff and safety attendants
| psychotic or 5150 patients with appropriate staff on policies and procedures regarding
| and restraint options to keep them safe if they the care of psychiatric patients,
try to run. : : " 5 .
including psychiatric patients in a
Recard review on 10/24/16 revealed that the psychotic state. The training included
failed transfer of Patient 1 to IPU accurred on i identification of patients who are at \
10/21/15 at 5:44 p.m. risk for suicide, proper monitoring of]
. .. . . oy . i
Finging #4. | Review of NA T's "Annual Competency 2014 | §U|c1dal pa.tlents, ldentlflcatipn of|
'Validation Checklist® on 10/24/16 revealed that ligature points, and reduction of
she had no evidence of training related to | ‘potential environmental hazards. The
| 1 l
Event 1D:95VX11 2/20/2018 9:41:01AM
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guidelines for patient observation| |
Fi”dif’g #a managing or caring for a psychotic patient. were reviewed, including I?OW to
Continued respond an urgent/emergent situation.
Review on 10/25/16 of physician admission
notes dated 10/22/15 at 11.04 p.m., revealad Finding # 2:
that during the transfer Patient 1 ran across the H ital 7[;0“(: 100203 (Patient
street to another building and jumped : ospita Y ’ (Patien .
approximately 25-40 feet to the ground. Transport/Escort to and from the
Inpatient  Psychiatric  Unit, the't
‘dRe"i{‘:":&;‘:w:rgeg‘g’fst"em ‘;‘3’3‘?:’5 Emergency Department and Inpatient:
date /15 at 6:42 p.m., revealed that : i
. ; i re nis) w
Patient 1 had jumped head first off a building Holle Cere Kok Ef‘s greaied 1o
and was found lying prone on the cement with ensure a comprehensive and clear
police in attendance. Further review revealed process for transport of patients. The
the emergency responders then took Patient 1 policy requires that a patient be
t?ack to the facility emergency depariment as a accompanied by a licensed staff
{ tier 1 trauma by ambulance. b d lit it d
| Review of the physlcian discharge note dated member ap LK S s,_gcurl Y guar’ ’
3/8/16 revealed that Patient 1 sustained the Local police or an additional security
following new Injuries resulting from the jump off guard may be ulilized, if deemed
thedbuﬂclj:g ont 10/2:/15: slkull giclnur; an)d necessary, to ensure safe patien|
| epidural hematoma (spinal cord bleeding), :
 compression fractures of three vertebra, open tran_sport. Th_e praness for police
displaced L humerus (arm) fracture, numerous assistance  with transports  was| ;
facial fraciures, sacral fracture, R acetabular clarified to require that police be |
(hip socket) fracture, bilateral heel fractures, notified for assistance when hospital f
and a right-sided knee joint fracture. | clinical staff (e.g., nurses, physicians)
In addition, Patient 1 had a prolonged intensive determ'ne that there is an m'!m'nem%
care stay and multiple surgeries with injuries ‘threat of danger to the patient or
including: others (e.g. uncontrollable psychotiq
, _ ‘ state) such that police assistance is
Traumatic left epidural hematoma with : | : ; the
herniation syndrome (bleeding causing req.u"ed' ) n th?se_ situations, e
i pressure) patient will remain in the ED until
‘ Pneumocaphalus (air or gas within the brain police assistance is available. Prior to
Event 1D:95VX11 21202018 9'41.01AM
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muscles)

Right lateral meniscus (knee cartilage) tear
Claset fractureof firstmetatarsal (foot) bone
Closed fracture of right knee region

Closed bilateral calcaneal (heel bone) fractures
[ Thrombosis (blood clot) of distal right cephalic

; vein

| Left grade | open humerus (upper arm bone)
'fracture

Traumatic cranial neuropathy (skull nerve

fEvent 1D:95VX 11
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the safe handling of patients in the|
'hospital. The hospital revised its
contract with the security provider.
An addendum was added to the|
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patient transfer, communication shall
cavity) occur between sending and receiving
Severe traumatic brain injury with cognitive departments by utilizing a Situation
impairments Background Assessment |3/2016-
Left tempor?al epidu["al hematoma with midline Recommendation (SBAR) form. 1/25/17
shift (bleeding causing pressuie) 1 |
| Expressive aphasia (difficulty speaking and ‘ ) ]
making sense) - The CEO and City of Ventura Police
Bilateral comminuted (reduced to minute Commander agreed to amend the
| particles or fragments) nasal bone fractures current police contract to provide 24 |
Tilal_rd cranla'l nerve palsy (paralysis), right eye hours, 7 days a week service in the
Vision impairment, left eye s . .
Nasal septal fractures ED. These additional services will be
Sphenoid (compound bone behind the eyes rprovided when Ventura Police
and below the front part of the brain) fractures ‘Department has sufficient staff.
Bilateral orbit (eye sockets) fractures ‘Under the current contract the
Frontal bone (forehead area) fracture IWent Poli D i ¥ whafi
Multiple facial lacerations (cuts) ! 0 ura_ Qlica epa_ FISAL Stalians
Left parasagittal (a parallel line dividing the (one police officer on site 12 hours per
body) sacral (where the back bones connect to iday, 7 days per week. 1/7/2016
the pelvis and stabilizes the pelvis) fracture, 7
closed . .
Fractures through the right superior and inferior The . ('_:EO and Associate Hospital
pubic rami (pelvic bones) ‘Administrator - (AHA)  of  Support
Mild hemarrhage in the right obturator internus |Services held discussions with the
and abductor musculature (blesding in thigh contracted security provider regarding

elite security guards in the ED and 12/13/16-

‘contract to increase the number of

the IPU.

941:01AM
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- One additional security guard was|
problem) addefi for transport to ar.1d from the :
Right sided hemiparesis (paralysis) with hospital and [PU. Elite security
spasticity guards will have an additional 80
f‘b“o_'ma'ﬁyl’:’f Igaft i’;d _’“"lb"'ty hours of training, including 12 hours
itie ivi —
mgized actvilon of Gatly Mg : of annual update ftraining. The
Impaired mobility o )
training classes include: Safely |
Further review of the discharge summary of Managing and Detaining High Risk
3/9/16 revealed Patient 1 had the following ; Patients, Crisis Prevention Training (8
prosadures: ' hours), Management of Aggressive
10/21/15 Emergent craniotomy for evacuation Ber!awor Training (8 'hf)urs) an_d
|left EDH Patient ~ Watch  Training  and
10/21/15 Left humerus irrigation and Restraints. In addition, the contract
dabridement; simple closure of left humerus ‘amendment defines the ability of elite
[wound - : i
| 10/22/15 Repalr of 4 cm complex left security guard(s) to detain a
supraorbital (above the eye) laceration psychiatric patient when necessary.
10122115 Left femoral arterial line ' The CEO and Ventura County Board
10i22/15 Right temoral eve of  Supervisors reviewed and
10/27/15 Bilateral orbital fioor exploration, approved the contract amendments
i reconstruction of left orbital floor .
10/29/15 Open reduction internal fixation left Nurse managers and the Inpatient
humerus; 1&D left humerus; application of long Psychiatric Unit Operations Manager |
| arm splint (surgery to repair arm fractures) were notified regarding the security
11/01/156 Percutaneous tracheostomy (tube 5contract change The CMO
| placed into the trachea for breathing) :d' 4 h ' ¢ t i
11/3/15 PEG placement (tube placed for discussed the new transport policy
feeding) | “and safe transport of mental health
_ patients with the chief physicians who
Review of a physician discharge summary are responsible for education of the
| dated 6/1/16 revealed that Patient 1 was i i
| hospitalized 10/21/15 through 3/9/16, was home F’hys'c‘_af‘ staff ~ under  their ;
for two weeks, admitted again on 3/16/16 and supervision. : 12721116
discharged on 6/1/16. During this second ‘ =
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5 Compliance & Monitoring ,
admission a tube was inserted into his stomach J The AHA of Support Services
so that food and medications could be given provides a bi-annual report to the
because Patient 1 refused to eat. Further i CEO with the number of elite security
review revealed that Patient 1 who was | s
independent prior to his suicide attempt was guards available for transp olrts. Th.ei
now dependent on his family for care and not AHA  for Support Services will
capable to make informed decisions due to immediately notify the CEQ of any
severe traumatic brain injury. . staffing or contractual issue that may
' impact patient care. Competenc
: The facility failed to provide a safe transfer with ; P P P y
| competant personnel. , :aefsessmentgs) are documented for all
elite security guards who have
This facility failed to prevent the deficiency(ies) completed the additional training and
as described above that caused, or is likely to work with high risk patients.
cause, serious injury or death fo the patient,
and therefore constitutes an immediate | T
jeopatdy within the meaning of Health and [Finding #3.
Safety Code Section 1280.3(g). Hospital Policy 100.203 (Patient
Transport/Escort to and from the
‘Inpatient Psychiatric ~ Unit, the
|Emergency Department and Inpatient
5 Acute Care Unit) was created to
ensure a comprehensive and clear
‘process for transport of patients. The
policy requires that a patient be
| . .
5 :accompanied by a licensed staff
‘member and an elite security guard.
‘Local police or additional security
guards maybe be utilized, if deemed
necessary, to ensure safe patient
transport. The process for police |
22002018 9:41:01AM
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patient(s) and effecive .
admission a fube was Inserted into his stomach communication. Monitoring of the use
so that food and medications could be given of the SBAR form and 'safe transport
because Patient 1 refused to eat. Further practices was initiated, with data |
review revealed that Patient 1 who was tracked, trended, and analyzed and

independent prior to his suicide atternpt was _
now dependent an his family for care and not reported  to  the . Performance
capable to make informed decisions due to Improvement Committee. The

severe traumatic brain injury. . Performance improvement
Committee presented the data to the
Medical Executive Committee on
5/10/18, and - the  Oversight
This facility failed to prevent the deficlency(les) Committee on 5/25/16. The
as described above that caused, or is likely to Performance Improvement

cause, serious Injury or death to the patient,
and therefare constitutes an  immediate Department collected data for 24
jeopardy  within  the meaning of Health and months.

Safety Code Section 1280.3(g).

The facility failed to provide a safe transfer with
competent personnel,

Finding #4:
f | Hospital Policy 100.204 (Safety
Attendants) was created to define the
conditions and procedures for the
appropriate use of safety attendants
in the acute care, non-psychiatric
units of the hospital. Hospital Policy

100.023 (Suicide Risk Assessment
and Precautions) was reviewed fo
‘ensure it provided clear direction on
'the care of psychiatric patients, ‘8/2016-
including potential ligature points/ 111116
renvironmental hazards.

| ‘
! |
vent 1096341
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A competency standard for safety S

admission a tube was inserted info his stomach ?ﬁendants was  established and

so that food and medications could be given implemented, to ensure safety

because Patient 1 refused to eat. Further attendants are fully trained on their

_re;;ew rzve?led th:at Eaﬁeqt _1d whtctr Wf-ist role and responsibilities. Among other

independent prior to his suicide attempt was i ;

now dependent on his family for care and not thlngs, the standard ! requires  that

capable to make informed decisions due to safety attendants provide 1:1 or 1:2

severe traumatic brain injury. . observation of patient(s), ensure the

o ) . environment is safe of hazards, and
The facility failed to provide a safe transfer with assists with movement of the 8/2016-
competent personniel, .
patient. 11/1/16

This facillty failed to prevent the deﬁciency(ies)‘

as describad above that caused, or is likely to Compliance & Monitoring

cause, serious injury or death to the patient, Ed o, d fraia o
and therefore constitutes an  immediate Ucation and waining were: proviae

jeopardy within the meaning of Health and to nursing staff and safety attendants
Safety Code Section 1280.3(g). on policies and procedures regarding
the care of psychiatric patients. The
training included identification of
patients who are at risk for suicide,
' | proper monitoring of suicidal patients,
identification of ligature points, and
reduction of potential environmental
‘hazards. The guidelines for patient
observation were reviewed, including
1 how to respond an urgent/emergent
situation(s).

'Nurse managers who oversee safety

attendants shall provide annual

10¢
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training and review of policies and|

admission a tube was inserted into his stomach procedures pertaining to the care of

so that food and medications could be given psychiatric patients in the non-
because Patient 1 refused to eat. Further psychiatric area of the hospital. This
review revealed that Patient 1 who was training shall include the safe handling
independeant prior to his suicide attempt was : :

of patients during transfer and care of

now dependent on his family for care and not

capable to make informed decisions due to psychiatric patients including
severe traumatic brain injury. . psychiatric patients in a psychotic
state.

The facility failed to provide a safe transfer with
competent personnel.

This facilily failed to prevent the deficiency{ies) Nurse Managers i

as described above that caused, or is flikely to Associate Hospital Administrator of
cause, serious injury or death to the patient, | S —
and therefore constitutes an immediate | uppo ervices

jeopardy within the meaning of Health and Associate Chief Nursing Officer
Safety Code Section 1280.3(g). Chief Nursing Officer
Chief Executive Officer
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