L \ WRMONT AGENCY OF HUMAN SERVICES

DEPARTMENT OF DISABILITIES, AGING AND INDEPENDENT LIVING
Division of Licensing and Protection
103 South Main Street, Ladd Hall
Waterbury VT 05671-2306
http://www.dail.vermont.gov
Voice/TTY (802) 871-3317
To Report Adult Abuse: (800) 564-1612
Fax (802) 871-3318

September 26, 2013

Paul Bengtson, Administrator
Northeastern Vermont Regional Hospital
1315 Hospital Drive

Saint Johmsbury, VT 05819

Dear Mr. Bengtson:

The Division of Licensing and Protection completed a survey at your facility on August 28, 2013. The
purpose of the survey was to determine if your facility met the conditions of participation for Critical
Access Hospitals found in 42 CFR Part 485.

Following the survey, your facility submitted a Plan of Corrections (POC) which was found to be
acceptable on September 26, 2013,

Sincerely,

toars

AN Alaasl B S by
Frances L. Keeler, RN, MSN, DBA
Assistant Division Director
Director State Survey Agency
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C 000 INITIAL COMMENTS C 000

C200: 485.618 EMERGENCY SERVICES
| An unannounced on-site visit was conducted by .

I the Divisicn of Licensing and Protection on The CAH provides emergency care
\

|

. 8/26/13 and 8/27/13 to investigate compiaint - mecessary {o meel the heeds of its
410581, The investigation concluded on 8/28/13 o inpatients and outpatients.

i and the following requlatory violations were .
: greg Ty Based on patient and staff interviews

identified related to the complaint. . combined with chart review for patient #1
C 200 | 485.618 EMERGENCY SERVICES C 200 surveyors found the facility to hgvc failed to

. conduct assessments to identify the reasons

- The CAH provides emergency care necessary to for low oxygen saturation which required

i meet the needs of its inpatients and outpatients. the use of supptemental oxygen and failed

| to conduct ongoing assessments to assure

that the patient’s oxygen saturation levels

[ This CONDITION is not met as evidericed by: were in a range that provided appropriate

: Based on patient and staff interviews and record oxygemation.

- review the facility failed to conduct assessments ,

. to identify the reason for low oxygen saturation . Therecords for Patient #1's Emergency
(02 sat) levels, requiring the use of supplemental Department v151t:s on 7/31/13 and 8/1/13 -
oxygen. and failed to conduct ongoing lack documentation to support that the~
assessment of the patient's O2 sats thereby - assessments had boen completed both in the

- _ . -Nursing notes and Physician d tation.
! failing to assure appropliate oxygenation status of 5 ysieran documentation

Patient #1, who presented to the Emergency
Department (ED) an two separate occasions

:ﬁf}a[dv

Corrective Action Plan:

:

within a 12 hour periad, prior to discharge from 1. Em_erge.ncy Department developed a new (ﬂé‘ﬁﬁ%rg‘j
each ED visit. Findings incfude: policy titled: ' ‘5(.
! Per record review Patient #1 had a history of a ) ; Vital Signs in the Emergency D.epanmenr
neurologic disorder for which s/he received . ‘ Approved on 9/17/13. The policy will be
. medications, including; Valium 30 - 50 mg perday, ‘ discussed and implemented at the 9/26/13
! (to controt muscle spasms), Scopolamine ' : ED Nursing Staff meeting.
Transdermal patch {io freat nausea), :
Promethazine {for chronic nausea), and ; Debra Bach, RN, MSN, CEN, Emergency
! diphenhydramine {used to control abnarmal t Services Director is responsible for
movements), all of which included drowsiness as I Monitoring Nursing performance
. a side effect; as well as multiple other drugs. The according to policy and enforcing P
! patient underwent a surgical procedure of the compliance with required documentation.
. right knee on 7/29/31 and was discharged Home {Policy attached)
| following the procedure with a prescription for - ,
I3ilaudid (Narcotic pain medication - can also - Response continued on page 2 0f112
LABORATORY DIRECTOR'S O PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (xe.) DATE
,O P 1L 6“/\(7{;——— Ceo ?/

Any deficiency statement ending with én asterisk () denotes a deficiency which the institution may be excused from carracting providing it is d t‘termmEd that
other safeguards provide sufficient protection to the pafients. (See instructions.) Excapt for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not & ptan of correction is provided. For nursing homes, the above findings and glans of correction are disclozable 14
days following the date these documents are made available to the faciity. If deficiencies are cited, an approved plan of correction is requisite to continued
program participation,
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cause drowsiness) every 4 hours as needed for
pain refief. i .
Patient #1 presented to the ED at 5:02 PM cn the l C200: 485.618 EMERGENCY SERVICES
i evening of 7731/13 via ambulance with a chief ’ | The CAH provides emeroency care
| complaint, identified in the ED physician note, as ' n'ecem’yfa ot mg'n;i;s Cf}its o atients
somniolence and fatigue. An EMS report, dated and outpatients P
T 7/31/13, indicated the ambulance had been _ ) _
| dispatched for Patient #1 because of low C2 sats | Corrective Action Plan (cont.): Gl()b 5L
post surgery. The note stated that a visiting nurse 2N for Physici ‘t‘f " 3
and rescue personnel were at the patient's home . cw_f proc‘:ess or . y31.cla.n .no ification as C ) u’Y\Y
. on the ambulance's arrival; the patient's 02 sat outlined in the Yital Signs in the Gp}i\ﬂ
i had been reparted by rescue members as BS%, Emergency Department was developed. J
‘ and supplemental 02 was initiated at 3L per Thirty minutes prier to discharge the
| minute via nasal cannuta (NC). Patient #1 was Nurse assigned will complete the final
lethargic with slurred speech and complaining of set of vital signs and notify the physician
weakness and nausea and his/her temperature of any abnormal vital signs, Notification
was 100,1. The repart further indicated the will be documented in the EMR. This is
_patient reported regular use of Dilaudid, 2 mg by mandatory for all patients with ESI
: mouth (FQ)Y every 4 hours since hisfher surgery 2 Levels of 1.2.3,
days prior, in addition to the use of all other (Screen shot of the EHR attached)
meds. A nursing triage assessment, at 5:08 PM .
on 7/31/13, noted the patient’s recent knee ! Debra Bach, RN, MSN, CEN, emergency
surgery and stated, "groggy today, with a fever, Services Director and Dr. William Sargent
low 5a02 per EMS.....pt with slurred words”. The Medical Director, are working
record indicated Patient #1's OZ sat was 93% on “collaboratively and are jointly responsible
3L 02 via NC at the time of friage. A subsequent & e d . i
Q2 sat of 95% on 2L of 02 via NC was or ONEOME Ocum?matm:; comp iace
documented at 7:15 PM and there is no evidence mmfntormg DfNurS;.ng o P;.O vider
of any further assessment of the patient's O2 pertormance according o pogey.
saturation leve! (both with and without the use of f
oxygen) prior fo discharge home. Per Physician } Q_/
#1's (ED Attending physician} note, the : Q’O 3.00
diagnosis was identified as UTI (Urinary Tract Q/’ \\% w
infection) and fatigue. Despite the fact that %B( a \aw <q
- Physician #1 nated, in the Discharge %0[\“3” i
" Plan/Instructions, that Patient #1 seemed o be :
over sedated, and recommended s/he take only
as much of the Dilaudid as really needed, and
despite the patient's obviaus use of supplemental |
FORM CMS-2867 (02-99) Previous Versions Ohsolate Event 1D: 9RQG1H _Faclity D 471303 If continuation shea! Page 2 of 12
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oxygen while in the ED there was no evidence Response located on i
| that the patient's low O2 sat had been addressed page land 2 of 12 [

- by Physician #1, and the patient was discharged
‘home, at 7:31 PM, with a prescription far an
antibiotic to treat the UTHL
. Patient #1 returned to the ED via ambulance 10 '
j haours later, at 5:13 AM on 8/1/13 with a chief
: complaint of headache and nausea. The EMS
report stated that rescue personnel reported an
i 02 sat of 930% and Q2 wag initiated at 3L via NG
" by EMS prior to transport to the hospital. The
patient was complaining of nauses and headache
and reported to EMS personnel that sthe had not
" taken the routine Phenergan for the chronic
nausea as s/he had been instructed in the ED the
. previous evenirig not to take medications
hecause of the over sedation sfhe had
expefienced. The patient's ED nursing admission
assessment, at 5:19 AM, indicated an O2 saf of "
- 890% on room air. A subsequent oxygen :
assessment note, at 5:54 AM, stated "pt arrives i
on 2L fic via EMS, O2 sat on ra 90%, ptlefton 2L
. nc". There is no further assessment of the
patient's O2 saturation prior to discharge home,
The patient was seen again by Physician #1
whose note indicates the patient seemed a little !
more alert than when s/he had been in the ED the
| ayening prior. The note stated Patient #1
| received a single dose of Phenergan 1M and
showed enough improvement to be discharged
- home. Again, despite the use of supplemental
; oxygen for what had been identified as fow 02
i sats, there is no evidence the issue was
addressed by the physician during the ED visit,
I and the patient was discharged home, without : E
’ supplemental oxygen, at 6:41 AM on 8/1/13.
" Per interview, at 7:08 PM on 8/26/13, Patient #1 |
stated concern regarding the failure of ED staff to .
: address the low oxygen saturation levels during ‘
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C 200 | Continued From page 3

the two ED visits on 7/31/13 and B/1/13,
. respectively. The patient stated that during the
i time of the ED visifs, sfhe was extremely groggy
and cannot recalt &l the specifics of the visits,
 however the patient stated that family members
, present during some portions of the events were
t congerned that the patient ' s condition had not ¢
been fully addressed. Foliowing return home from |
the second ED visit Patient #1 ' s family members
transported him/her to a secend health care
faciiity for evaluation, because they felt the patient
' 5 condition had not improved,
Per review of records the patient was seen in the
£D at Hospital #2 at 1:22 PM on 8/1/13. The
: record indicated the patient was and alert to
: person, place and time and appeared distressed
an presentation to the ED. Further notes
identified the patient as extremely dehydrated,
with a headache, likely due to dehydration. The
plan was to hydrate, discontinue the Dilaudid, and
switch to oxycodone. A nursing hote at 7:12 PM
on 5/1/13 indicated O2 had been initiated at 3 L
due to pulse oximetry reading of 78-84% on room
air. The note stated the patient was very sleepy,
but arcused by voice, A subsequent nurse's note,
‘ ~at 10:16 PM, indicated a decision was made to
| “admit Patient #1 due to 02 sats of 90% on room
| talr, The Discharge Summary stated; "Unabie to
. obtain more history due to somnoience. .
. Complicated pt with [neurologic disorder) freated !
with large doses of benzos and other meds. S/
arthroscopic surgery started using Dilaudid. Pt
admitted for over sedation from diazepam and
' Dilaudid - during stay oxycadone and Dilaudid d/c
{disconfinued) and somnolence improved.” '
Discharged 8/2/13.
Per interview, at 3 on 8/27/13, RN #1, who
provided direct care for Patient #1 during her ED
visit on 7/31/13, confirmed that there was no

C 200

Response located on page 1and 2 of 12 .
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| evidence O2 sats were obtained from the patient Response located on page 1and 2 of 12 |
. on room air prior to the patient's discharge on j
| both visits and that there was no evidence that P ‘
the patient was discharged home with
supplemental oxygen. S/he sialed s/he was not
aware of any P&P (pulicies & procedures)
regarding specific parameters related to
reassessments of oxygen saturation status. RN .
i1 stated s/he thought reassessment should be | _ |
done at the nurse's discrelion, anytime there is a | :
change in the patient's condition. However, sthe ;
siated that, as a standard of practice, ait patients ! |
receiving supplemental 02 should always have : [
02 sat checked while on room air prior o I
discharge. The CNO (Chlef Nursing Officer) and :
the Director of Quatlity Programs, both confirmed, i
during interview at 4:20 PM an 8/27{13, the lack . l i
of specific nursing P&P regarding reassessment '
of oxygen saturations and both agreed 02 sats
should have been assessed without use of )
* oxygen prior to the patient's discharge., | !
| During felephone interview, at 6:39 PM on d
18127113, Physician #1 confirmed there was no
" evidence in Patient #1's medical record that the .
low Q2 sats had been addressed prior o I

discharge on either of the patient's two ED visits,
far which sihe was the Attending physician. C296 485.635(d)(2) NURSING SERVICES

C 286 485.635(d)(2) NURSING SERVICES | C 206! A registered nurse or, where permitted by state ‘

. . i t law, a physician assistant, must supervise and
Aregistered nurse or, where permitted by State ) evaluate the nursing care for each patient,
- law, a physician assistant, must supervise and 4 including patients at a SNF level of care in a

evaluate the nursing care for each patient, swing-bed CAIL,

mc.!u':ﬂng patients ata SNF level of care in a Based on patient and staff interviews along with
swing-bed CAH. . record review surveyors determined that the |
i STANDARD was not met. Nursing staff failed

Based on patient and staff interviews and record : who reccived supplemental oxygen during

This STANDARD is not met as evidenced by: I to conduct ongoing reassessment for one patient
' review nursing staff failed to conduct angoing freatment.

Continued on page 6 of 12
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. C 296 Continued From page 5

reassaessment of the oxygen needs of one patient
for whom supplemertal oxygen was provided
during treatment in the Ermergency Department.

i Findings include:

Patient #1 presented to the ED at 5;09 PM on the
| evening of 7/31/13 via ambulance with & chief
complaint, identified in the ED physician note, as
somnolence and fatigue. An EMS report, dated
7/31/13, indicated the ambutance had been
dispatched for Patient #1 because of low oxygen
saturation {O2 saf) post surgery. The note stated
that a visiting nurse and rescue personnel were at
“the patient's home on the ambufance’s arrival; the
patient's O2 sat had been reported by rescue ;
members as 80%, and O2 was initiated at 3L per
minute via nasal cannula (NC). Patient #1 was
i lethargic with siurred speech and complaining of
“weakness and nausea and hisfher temperature
- was 100.1. The report further indicated the
patient reported regular use of Dilaudid, 2 mg by
: mouth (PO) every 4 hours since hisfer surgery 2
days prior, in addition to the use of all other
routine medications, including valium. A nursing
'triage assessment, at 5:02 PM on 7/31/13, noted
the patient's recent Knee surgery and stated,
“qroggy today, with a fever, low saQ2 per
EMS.....pt with slurred words®. The record
indicated Patient #1's 02 sat was 93% on 3L O2
via NG at the time of triage. A subsequent OZ sat .
of 95% on 2L of O2 via NC was documented at
i 7:15 PM and there is no evidence of any further
assessment of the patient's O2 saturation level
prior to discharge home.
| Patient #1 returned to the ED via ambulance 10
hours fater, at 5:13 AM on 8/1/13 with a chief
complaint of headache and nausea. The EMS
report stated that rescue personnel repor‘ted an
Q2 sat of §0% and O2 was initiated at 3L via NC

Continued from page 5 of 12
C 296 :

€296 485.635(d)(2) NURSING SERVICES .

A registered nurse or, where permitied by state
law, a physician assistant, must supervise and
evaluate the nursing care for cach patient,
including patients af a SNF level of care in a
swing-bed CAH,

_ i The records for Patient #1°s Emergency

i Department visits on 7/31/13 and 8/1/13 lack

! Nursing documentation to support that

| assessment and reassessments of oxygen needs
" had been completed.

. q/ (>

i Corrective Action Plan:
1. Existing protocol dated 12/10, titled: @ -4*4
Oxvgen: Management of the Patient Using J(g)

was reviewed and revised. In the Planning

- section number three was revised to require

i Sa02 readings 30 minutes after O2 is initiated

b or for any changes in FIO2. Readings are also
required 30 minutes after O2 has been
discontinued. Effective date 9/17/13

This hospital wide protocol supports the new
Emergency Department policy titled:

Vital Signs in the Emergency Depariment

{policy attached)

Debra Bach, RN, MSN, CEN, Emergency
Services Director, are jeintly responsible

for ongoing documentation compliance and
monitoring of Nursing clinical performance l
according to policy and established patient 1

c,?rzﬁérzda{ds ) G C 2L
/ /{5 bronnct, Fowse A

The Chief Nursing Officer (CNO) and ’
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by EMS prior to transport to the hospital. The (
 patient was complaining of nausea and headache | I |
‘ and reported to EMS personnel that s/he had not ' ‘
' taken the routine Phenergan for the chronic . |
nausea as s/he had been instructed in the ED the !
| previous evening not to take medications ’
: because of the over sedation s/he had
- experienced. The patient's ED nursing admission
| assessment, at 5:19 AM, indicated an O2 sat of :
| 90% on room air. A subsequent oxygen ‘ ‘
| assessment note, at 5:54 AM, stated “pt amives ) l
on 2L ne via EMS, 02 sat on ra 80%, ptleft on 2L l
nc". There is no further assessment of the .
patient's 02 saturation prior to discharge home. ! J
|

Response located on page 6of12 l

The ED physician note stated that Patient #1
received a single dose of Phenergan M and .
showed enough improvement to be discharged |
home. Again, despite the use of supplemerttal
- oxygen for what had been idenfified as low Q02 . '

sats, there is rio evidence the issue was I !
! addressed by the physician during the ED visit, | _
and the patient was discharged hbme, without |
supplemental oxygen, at 6:41 AM on 8/1/13. | A !
Per interview, at 7:09 PM on 8/26/13, Patient#1 [ |
- stated concern regarding the failure of ED staff to ;
address the low oxygen saturation fevels during [ :
the two ED visits on 7/31/13 and 8/1/13, o ,
respectively. The patient stated that during the '
time of the ED visits, s/he was extrernely groggy
and cannot recall all the specifics of the visits,
however the patient stated that family members .
| present during some portions of the events were ‘
_concerned that the patient's condition had not '
[ been fully addressed.
. Per review of records the patient was seen in the | ’
[ ED at Hospital #2 at 1:22 PM on 8/1/13. The . :

record indicated the patient O2 had been initiated |
" at 3 L due to pulse oximetry reading of 78-84% on ;
| oom air and the patient was subsegquantly ] |
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| admitted due to O2 sats of 90% on room air, ' l
" Perinterview, at 3 on 8/27/13, RN #1, who !
pravided direct care for Patient #1 during his/her i Response located on page 60f12
. ED visit on 7/31/13, confirmed that there was no l I .
| evidence 02 sats were obtained from the patient , l
- DIt FOOM air prior to the patient's discharge on l I
{ both visits and that there was no evidence that - ' |
the patient was discharged home with |
supplemental oxyaen. Sthe stated sthe was not - |
I aware of any P&P (policies & procadures) | :
! regarding specific parameters related to ‘ I
reassessments of oxygen saturation status. RN ! _
#1 stated s/he thought reassessment should be ‘ I
done zt the nurse's discretion, anytime there is & ' :
change in the patient's condition. However, she |
| stated that, as a standard of practice, all patients I |
i receiving supplemental O2 should always have [ [ '
* 02 sat chécked while on room air prior o
l discharge. The CNO (Chief Nursing Officer) and .
the Director of Quality Programs, both confirmed, [ .
curing interview at 4:20 PM on 8/27/13, the lack I I
| of specific nursing P&P regarding reassessment ;
' of oxygen saturations, and both agreed that [ | |
| reassessment of oxygen saturation status should ! - !
! have been conducted, without oxygen, prior fo thei I
| patient's discharge. : l
|

C 337 485641(b)(1) QUALITY ASSURANCE ) [ G 337' C337 485.641(b)1) QUALITY ASSURANCE

! The CAH has an effective quality assurance
program to evaluate the guality and I

The CAH has an affective quality assurance

j program to evaluate the quality and : approprigteness of the diagnosis and treatment ©

. appropriateness of the diagnosis and treatment ] fitrnished in the CAH and of the treatment

i furnished in the CAH and of the treatment I outcomes. The program requires that all N

' outcomes. The program requires that- i " patient care services and other services ’

i ; i, affecting parient health and safety are |
all patient cere services and other services ! " evaluated, [

. affecting patient health and safety are evaluated. | i

| i |
| L !
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This STANDARD s not met as evidenced by:
Based on palient and staff interview and record
review the facility failed to evaluate, in a timely
manner, the quality of care and services provided
to one patient who voiced concerns abput their
care. Findings include:

. Per record review Patient #1 had a history of a
neurologic disorder for which s/he received
multiple medications whose side effects included
drowsiness. The patient presented to the ED
" (Emergency Department) at 5:08 PM on the
evening of 7/31/13 via ambulance with a chief
complaint, identified in the ED physician note, as
somnholence and fatigue. An EMS report, dated
7131/13, indicated the ambulance had been
dispatched for Patient #1 because of low O2 sats
post surgery. The note stated that a visiting nurse |
and rescue personnel were at the patient's home
ort the ambulance’s arrival; the patient's O2 sat
had been reported by rescue members as 89%,
and supplemental O2 was initiated at 3L per i
minute via nasal cannula (NC). Patient #1 was
lethargic with slurred speech and complaining of
- weakness and nausea and histher temperature
was 100,1. Anurging triage assessment, at 5:09
_PM on 7/31/13, noted the patient's recent knee
surgery and stated, “groggy today, with a fever.
low 8802 per EMS.....pt with slurred words". The
record indicated Patient #1's O2 sat was 93% on
3L O2 via NC at the time of triage. A subsequent
02 sat of 95% on 2L of 02 via NC was
documented at 7:15 PM and there is na evidence
of any further assessment of the patients O2
saturation level (both with and without the use of
oxygen} prior to discharge home. Per Physician
#1's (ED Attending physician} note, the ;
| diagnosis was identified as UTI (Urinary Tract |

€337 485.641(b)(1) QUALITY ASSURANCE

The CAH has an effective quality assurance |
program to evalnate the quality and
appropriateness of the diagnesis and trearment
Surnished in the CAH and of the treatment
outcomes. The program requires that all
patient care services and other services
affecting patient health and safety are !
evaluated,

Surveyors determined that the Standard was not
met based on patient and staff interview along
with record review for one patient. The facility
failed to evalpate, in a timely manner, the
quality of care and services provided to one
patient who voiced concerns about their care.

Corrective Action Plan: (:"1 Yo (7 -
1. The complaint was reviewed by a physician GDJ
as part of the existing complaints process on the ; P

scheduled date. Patient #1 was immediately sent
a response letter and apology for the delay on
August 29, 2013. The physician reviewing the
complaint referred the case for further review to
the regularly scheduled Medical Staff QA
Commitiee on September 5, 2013. Input was
received from physician members of the
committee following review of the Outpatient
Surgical record, two ED visits, .and the records
from hospital #2. Patient #1 was contacted by
phone at her/his request and a final fetter was
sent with findings dated 9/17/13.

(letters attached)

iy
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! Infection) and fatigue. Despite the fact that |

| Physician #1 noted, in the Discharge
Plan/lnstructions, that Patient #1 seemed to be
over sedated, and recommended sfhe take only
" as much of the Dilaudid as reaily needed, and
: despite the patient's cbvious use of supplemental
oxygen while in the ED there was na evidence
that the patient's low O2 sat had been addressed
by Physician #1, and the patient was discharged
hame, at 7:31 PM.
Patient #1 returned ta the ED via ambulance 10
' hours later, at 5:13 AM on 8/1/13 with a chief
complaint of headache and nausea. The EMS
report stated that rescue personnel! reported an
02 sat of 80% and O2 was initiated at 3L via NC
by EMS prior to transpart to the hospital. The
| patient was complaining of nausea and headache |
' and reported to EMS personnel that sihe had not
" taken the routine Phenergan for the chronic
nausea as sfhe had been instructed in the ED the
. previous evening not to take medications
because of the over sedation sfhe had
experiencad. The patient's ED nursing admission

| assessment, at 5:19 AN, Indicated an 02 sat of
90% on room air. A subsequent oxygen
assessment note, at 5:54 AM, stated "pt arrives

on 2L he via EMS, O2 sat onh ra 90%, pt left on 2L
nc”. There is no further assessment of the
patient's O2 saturation prior to discharge home.
The patient was seen again by Physician #1 :
whase note indicated the patient seemed a fitle !
more alert than when s/he had been in the ED the !
evening prior, The note stated Patient #1
received a single dose of Phenergan IM and
. showed enpugh improvement fo be discharged  *
home. Again, despite the use of supplemental
oxygen for what had been identified as low 02
sats, there is no evidence the issue was i
addressed by the physician during the ED visit,

€337 485.641(b)(1) QUALITY ASSURANCE

The CAH has an effective qualily assurance
' program to evaluate the quality and _
" appropriateness of the diagnosis and treatment |
furnished in the CAH and of the treatment
outcomes. The program requires that all
i patient care services and other services
. affecting patient health and safely are
evaluated. .

Surveyors determined that the Standard was not
met based on patient and staff interview along
with record review for one patient, The facility
failed to evaluate, in a timely manner, the
quality of care and services provided to one
patient who voiced concerns about their care.

Corrective Action Plan (cont.):

2. The process for managing Emergency
Department complaints has been revised to
assure that complaints related to quality of
care concems can be assigned for physician
review and action within 24 hours. Three
ED physicians have been assigned to
support the timely clinical review of all
cases involving quality of care concerns.

The assistant Medical Director is the first
contact, if not avajlable the Medicat Director is
the second contact and the Physician assigned
to Emergency Department Medical Staff QA
Reviews is the third contact.

Colleen Sinon, VP Quality Management
Programs is responsible for monitoring the
timeliness of reporting the complaints related to
quality of care concerns to the assigned
physician for review within 24 hours and
providing the individual with acknowledgement
within 3 days and findings within 30 days of

reégving a complaint. g‘( (4/_ 35(7
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+ and the patient was discharged home, without

! supplemental oxygen, at 6:41 AM an 8/1/13.
Per interview, at 7:09 PM on 8/26/13, Pafient #1
stated concern regarding the failure of £D staif to

i address the iow oxygen saturation levels during |

| the two ED visits on 7/31/13 and 8/1/13, ;

| respectively. The patient stated that during the l

! time of the ED visits, s/he was extremely groggy
and cannpt recall all the specifics of the visits,
however the patient stated that family memhers

i present during some portions of the events were
concerned that the patient's condition had not

| been fully addressed. The patient stated s/he l

! subsequently sought care at another hospital
where s/he was admitied. S/he further stated sihe
had expressed his/her concerns regarding tack of l

| care in the ED at NVRH to the VP of Quality

I Programs there ont 8/7/13 and had further
expressed a desire to file a formal complaint

| regarding the issue.

. Per review of records the patient was seen in the |

| ED at Hospital #2 at :22 PM on 8/1/13. The |

: record indicated the patient was and alert to i
person, place and time and appeared distressed |

© on presentation to the ED. Further notes [
indicated OZ had been initiated at 3 L due to

| pulse oximetry reading of 78-84% on room air |
and the patient was admitted at 10:16 PM, due to |
02 sats of 80% on room alr.

! The failure ta conduct reassessment of Patient |

I #1's Q2 sats, both with and without use of ;

: supplemental oxygen, on both visits to thé ED, |

|‘ was confirmed by the RN providing direct care

| during one ED visit, the ED Physician who |

| provided care during both ED visits, the CNQ |

| (Chief Nursing Officer) and the VP of Quality i

|

|
C 337 : Continued From page 10 \
1

Programs during separate interviews on 8/26/13
| and 8/27/13.
B Per interview, at 7:31 AM on 8/27/13, the VP for

C 337
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Quality Programs confirmed that Patient #1 had
verbalized concerns, on or about 8/7/13, about

the care provided to him/her during ED visits on
7/31/13 and 8/1/13 and that the patient had later

- calied to request the issue be considered a

formal complaint. The VP of Quality further

: confirmed that although s/he had reviewed the
" patient's record there had been no further

evaluation, to date, by anyone regarding the

- issue. S/he stated neither the ED physician

invalved in the case, the ED Medical Director, nor

" the physician responsible for assessing quality

had been made aware of the case as of the date
of survey. ’
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