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A 000 | INITIAL COMMENTS A 000

On June 12, 2012, an investigation of complaint
# TN-329876 was conducted. Memorial
Healthcare System, Inc. was found out of
compliance with Requirements for the
Responsibilities of Medicare Participating
Hospitals in Emergency Cases 42 CFR Parts
489.20 and 489.24. The failure of the facility to
provide adequate "On-Call" services for patient
number 3; failure to provide on-call services of an
Orthopedic surgeon; and failure to provide an
appropriate transfer placed patient number 3 in
Immediate Jeopardy. The administrator was
notified of the Immediate Jeopardy on April 3,
2013.

A2400 | 489.20(1) COMPLIANCE WITH 489.24 A2400

[The provider agrees,] in the case of a hospital as
defined in §489.24(b), to comply with §489.24.

This STANDARD is not met as evidenced by:
Based on medical record reivew, facility policy
review, and interview, the facility failed to ensure
patients who are transferred to another facility
have been seen by qualified on-call physicians
and received stablizing treatment before being
transferred to another hospital for one (#3) of
thirty patients reviewed:

The findings included:
Please refer to A-2404
Please refer to A-2409

A2404 | 489.20(r)(2) and 489.24(j)(1-2) ON CALL A2404
PHYSICIANS

§489.20(r)(2)

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correction is provided . For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facility . If deficiencies are cited, an approved plan of correction is requisite to continued
program participation.
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Continued From page 1

[The hospital (including both the transferring and
receiving hospitals), must maintain] a list of
physicians who are on call for duty after the initial
examination to provide further evaluation and/or
treatment necessary to stabilize an individual with
an emergency medical condition.

§489.24(j)(1)

Each hospital must maintain an on-call list of
physicians on its medical staff in a manner that
best meets the needs of the hospital's patients
who are receiving services required under this
section in accordance with the resources
available to the hospital, including the availability
of on-call physicians.

§489.24(j)(2)(i)

The hospital must have written policies and
procedures in place to respond to situations in
which a particular specialty is not available or the
on-call physician cannot respond because of
circumstances beyond the physician's control.

§489.24(j)(2)(ii)

The hospital must have written policies and
procedures in place to provide that emergency
services are available to meet the needs of
patients with emergency medical conditions if it
elects to permit on-call physicians to schedule
elective surgery during the time that they are on
call or to permit on-call physicians to have
simultaneous on-call duties.

This STANDARD is not met as evidenced by:
Based on medical record review and interview,
the facility failed to consult the on-call Orthopedic
surgeon for the facility before transferring the

patient to another facility.

A2404
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The findings included:

Medical record review revealed patient#3
presented to the Emergency Department (ED) of
hospital #1 on May 17, 2012, at 11:07 p.m. with
complaints of having jumped twenty feet from a
retaining wall to concrete. Continued medical
record review revealed the patient complained of
pain to the right shin at a level of 10 on a scale of
1-10 with 10 being the worst possible pain.

Review of the Physician On-call Schedule for May
17, 2012, revealed there was an Orthopedic
surgeon on call. Review of the ED record
revealed no documentation the Orthopedic
surgeon was consulted about the patient.

Telephone interview with the PhysicianAssistant
(PA) on June 12, 2012, at noon in the conference
room, revealed the patient was already
considered a trauma case. Continued interview
revealed the PA would have called the Orthopedic
Surgeon on call at hospital #1 if hospital #2 had
not agreed to accept the patient. Continued _
interview revealed it depends upon the case as to
whether Orthopedics would be consuited but the
PA considered a jump of twenty feet to be a
trauma. Further interview revealed hospital #2
accepted the patient immediately so the patient
was prepared for transfer and splints were not
applied to the lower extremities.

Telephone interview with the Medical Director of
the ED on June 12, 2012, at 12:10 p.m., revealed
the Medical Director had polled ED physician, PA,
and Nurse Practitioner staff and 70% said they

would have transferred the patient without calling
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A2404 | Continued From page 3 A2404

the on-call Orthopedic Surgeon. Continued
interview revealed the Medical Director"...would
probably have called the Orthopedic Surgeon
on-call to let them know the type of injury and
plans to transfer the patient...". Further interview
with the Medical Director revealed the patient met
orthopedic trauma criteria. Continued interview
with the Mdeical Director revealed the physician
must consider the mechanism of injury and the
physicians felt regardless of having orthopedics
facilities at hospital #1, the patient needed a
trauma center.

Telephone interview with physician#2 on June
14, 2012, at 1:30 p.m., revealed orthopedicas at
hospital #1 was not consulted because of the
mechanism of injury with the patient falling from
twenty feet. Continued interview revealed the
physician felt the patient should be evaluated by a
trauma surgeon in case there were other injuries.
Further interview revealed splints were not
applied because the fractures were not unstable
and there would have been no threat to the limbs
if splints were not applied.

A2409 | 489.24(e)(1)-(2) APPROPRIATE TRANSFER A2409

(1) General

If an individual at a hospital has an emergency
medical condition that has not been stabilized (as
defined in paragraph (b) of this section), the
hospital may not transfer the individual unless -
(i) The transfer is an appropriate transfer (within
the meaning of paragraph (e)(2) of this section);
and

(ii(A) The individual (or a legally responsible
person acting on the individual's behalf) requests
the transfer, after being informed of the hospital's
obligations under this section and of the risk of
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transfer.

The request must be in writing and indicate the
reasons for the request as well as indicate that he
or she is aware of the risks and benefits of the
transfer.

(B) A physician (within the meaning of section
1861(r)(1) of the Act) has signed a certification
that, based upon the information available at the
time of transfer, the medical benefits reasonably
expected from the provision of appropriate
medical treatment at another medical facility
outweigh the increased risks to the individual or,
in the case of a woman in labor, to the woman or
the unborn child, from being transferred. The
certification must contain a summary of the risks
and benefits upon which it is based; or

(C) If a physician is not physically present in the
emergency department at the time an individual is
transferred, a qualified medical person (as
determined by the hospital in its bylaws or rules
and regulations) has signed a certification
described in paragraph (e)(1)(ii)(B) of this section
after a physician (as defined in section 1861(r)(1)
of the Act) in consultation with the qualified
medical person, agrees with the certification and
subsequently countersigns the certification. The
certification must contain a summary of the risks
and benefits upon which it is based.

(2) A transfer to another medical facility will be
appropriate only in those cases in which -

(i) The transferring hospital provides medical
treatment within its capacity that minimizes the
risks to the individual's health and, in the case of
a woman in labor, the health of the unborn child;
(i) The receiving facility
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(A) Has available space and qualified personnel
for the treatment of the individual; and

(B) Has agreed to accept transfer of the individual
and to provide appropriate medical treatment.

(i} The transferring hospital sends to the
receiving facility all medical records (or copies
thereof) related to the emergency condition which
the individual has presented that are available at
the time of the transfer, including available
history, records related to the individual's
emergency medical condition, observations of
signs or symptoms, preliminary diagnosis, results
of diagnostic studies or telephone reports of the
studies, treatment provided, results of any tests
and the informed written consent or certification
(or copy thereof) required under paragraph (e)(1)
(ii) of this section, and the name and address of
any on-call physician (described in paragraph (g)
of this section) who has refused or failed to
appear within a reasonable time to provide
necessary stabilizing treatment Other records
(e.g., test results not yet available or historical
records not readily available from the hospital's
files) must be sent as soon as practicable after
transfer; and

(iv) The transfer is effected through qualified
personnel and transportation equipment, as

required, including the use of necessary and
medically appropriate life support measures

during the transfer.

This STANDARD is not met as evidenced by:
Based on medical record review, facility policy
review, and interview the facility failed to ensure a
patient with multiple orthopedic injuries was
adequately stabilized with intravenous access
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and splints for orthopedic injuries before transfer
to another facility for one (#3) of thirty patients
reviewed.

The findings included:

Medical record review revealed patient#3
presented to the Emergency Department (ED) on
May 17, 2012, at 11:07 p.m., with complaints of
having jumped twenty feet from a retaining wall to
concrete. Continued medical record review
revealed the patient complained of pain to the
right shin at a level of 10 on a scale of 1-10 with
10 being the worst possible pain.

Medical record review revealed the Physician
Assistant assessed the patient at 11:31 p.m. and
found the patient to have "...left ankle with
periauricular swelling and tender to palpation;
extension and flexor intact. Range of Movement
in ankle limited in ankles bilaterally due to pain.
Right ankle with swelling and tender to touch and
palpation; extensors and flexors intact. Distal
pulses equal and present x4...".

Medical record review revealed the patient was
assessed at 11:16 p.m., by the Triage Nurse who
documented "...pt. (patient) jumped off a ledge
onto concrete from 15-20 feet up. Both ankles are
swollen and scratched up. Pt. Also complains of
pain to right shin...".

Medical record review revealed the patient was
assessed by nursing at 11:20 p.m. and stated
pain was at a level 10 on a scale of 1-10 with 10
being the worst pain.

Medical record review revealed the patient had an

A2409
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IV (intravenous line into vein to administer fluids)
started at 12:24 a.m., in the left antecubital area.
Continued review revealed the patient received
Dilaudid (pain relief) 0.5 mg (milligrams) IV and
Zofran (anti-nausea) 4 mg at 12:30 a.m., and
another dose of Dilaudid 0.5 mg IV at 12:55 a.m.

Medical record review of a medical note written
by the Physician Assistant on May 17, 2012, and
untimed, revealed "...Discussed and review all
x-rays with (named physician #2). We discussed
further imaging versus transfer. Agreed to
transfer. Spine is non-tender to touch and
palpation. (named physician) at hospital #2
accepts transfer of patient per transfer center at
12:46 am...".

Review of the transfer form dated May 17, 2012
revealed the reason for transfer was "...health
care services required are not available at
(named hospital #1). The patient has been
stabilized within reasonable medical care
standards. No further deterioration is likely as a
result of the transfer...".

Medical record review revealed the patient was
transported to hospital #2 on May 18, 2012, at
1:35 a.m., per ambulance.

Review of the Emergency Record from hospital
#2 dated May 18, 2012, at 1:45 a.m., revealed the
statement by the ED physician "...Called (named
hospital #1) and spoke with (named physician
#2). Told him stable VS (vital signs) and that IV
had been removed before transport...".

Review of hospital #1s ED policy entitled
Standard of Care - Orthopedic Emergencies
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Continued From page 8

(Extremities) ECC - 01025, revealed "...The
treatment and management of the patient with an
orthopedic emergency to any extremity may
include the following: 8. Obtain IV..."

Medical record review of a nursing note dated
May 18, 2012, at 1:59 a.m., revealed an IV was
started in the patient's left hand at hospital #2.

Telephone interview with the PhysicianAssistant
(PA) on June 12, 2012, at noon, in the conference
room, revealed the patient was already
considered a trauma case. Further interview
revealed an IV is usually in place when a patient
is transferred to another facility. Continued
interview revealed "...| believe it is protocol for
patients to have IV access with transfer...".

Telephone interview with the Medical Director of
the ED on June 12, 2012, at 12:10 p.m., revealed
most patients have an IV in place when
transferred. Continued interview with the Medical
Director revealed "...Any patient who goes by
ambulance from one facility to another should
have an IV...".

During interview on June 12, 2012, at 1:30 p.m.,
in the conference room, the ED Director
confirmed the patient did not have IV access
present on transfer and all transfer patients are
required to have IV access.

Telephone interview with physician#2 on June
14, 2012, at 1:30 p.m. revealed splints were not
applied because the fractures were not unstable
and there would have been no threat to the limbs
if splints were not applied.

A2409
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Continued telephone interview with physician#2
on June 14, 2012, at 1:30 p.m., revealed patients
are usually transferred with 1V access in place.
Continued interview revealed physician#2 was
unaware there was no IV access during the
transfer and stated "...I would have wanted one..."
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On August 21 -23, 2012 an investigation of
complaint # TN-30311 was conducted. Memorial
Healthcare System, Inc. was found out of
compliance with Requirements for the
Responsibilities of Medicare Participating
Hospitals in Emergency Cases 42 CFR Parts
489.20 and 489.24. The failure of the facility to
provide adequate Medical Screening, and
Stabilization of ED patient number 9; failure to
provide on-call services of a neurology MD; and
failing to provide an appropriate transfer placed
patient number 9 in Immediate Jeopardy. The
administrator was notified of the Immediate
Jeopardy on April 3, 2013.

A2400 | 489.20(1) COMPLIANCE WITH 489.24 A2400

[The provider agrees,] in the case of a hospital as
defined in §489.24(b), to comply with §489.24.

This STANDARD is not met as evidenced by:
Based on medical record review, facility policy
and protocol review, review of on-call schedules,
and interview, the facility failed to maintain a list
of on-call physicians, failed to provide stabilizing

treatment, and failed to provide appropriate
transfer for one patient (#9) of twenty sampled
patients reviewed.

The findings included:

Please refer to A-2404 for failing to maintain a
physician on-call list

Please refer to A-2407 for failing to provide
stabilizing treatment

Please refer to A-2409 for failing to provide
apporpriate transfer

A2404 | 489.20(r)(2) and 489.24(j)(1-2) ON CALL A2404

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correction is provided . For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facility . If deficiencies are cited, an approved plan of correction is requisite to continued
program participation.
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§489.20(r)(2)

[The hospital (including both the transferring and
receiving hospitals), must maintain] a list of
physicians who are on call for duty after the initial
examination to provide further evaluation and/or
treatment necessary to stabilize an individual with
an emergency medical condition.

§489.24(j)(1)

Each hospital must maintain an on-call list of
physicians on its medical staff in a manner that
best meets the needs of the hospital's patients
who are receiving services required under this
section in accordance with the resources
available to the hospital, including the availability
of on-call physicians.

§489.24())(2)(i)

The hospital must have written policies and
procedures in place to respond to situations in
which a particular specialty is not available or the
on-call physician cannot respond because of
circumstances beyond the physician's control.

§489.24(j)(2)(ii)

The hospital must have written policies and
procedures in place to provide that emergency
services are available to meet the needs of
patients with emergency medical conditions if it
elects to permit on-call physicians to schedule
elective surgery during the time that they are on
call or to permit on-call physicians to have
simultaneous on-call duties.

This STANDARD is not met as evidenced by:
Based on review of facility policy, review of
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Emergency Room On-Call Schedules,
observation, and interview, the facility failed to
maintain a list of on-call neurologists.

The findings included:

Review of facility Policy Number PC-07179 most
recently reviewed and/or revised in September
2009, and titled "EMTALA (Emergency Medical
Treatment and Labor Act) Guidelines - Treatment
and Transfer of Individuals in Need of Emergency
Medical Services revealed, "...The Hospital shall
maintain an on-call list of physicians, including
specialists and sub-specialists who are available
{o examine and treat an individual with an
emergency medical condition...The Medical Staff
Office, on a monthly basis, creates the
Emergency Department ("ED") on-call
Roster...the ED will maintain the on-call
rosters...The on-call roster is divided into
categories of medical specialties...specialties
include but are not limited to...Neurology..."

Review of Emergency Room On-Call Schedules
dated January-July 2012, revealed no
documentation regarding on-call neurologists.

Observation on August 21, 2012, at 4:47 p.m. at
an Emergency Room nurse's station, revealed a
list of on-call physicians that identified the
specialty, and included a physician's name and
telephone number. Continued review revealed the
specialties included neurology with a telephone
number, and no documentation regarding
identification of an on-call neurologist.

Telephone interview with Registered Nurse (RN)
#1 on August 23, 2012, at 2:40 p.m., revealed the
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On-Call Schedule for August 23, 2012, included a
phone number to call when neurclogy was
required. RN #1 stated, "...If (a) patient (is) under
the care of a neurologist we call their neurologist,
otherwise we just call this answering service..."
489.24(d)(1-3) STABILIZING TREATMENT

(1) General. Subject to the provisions of
paragraph (d)(2) of this section, if any individual
(whether or not eligible for Medicare benefits)
comes to a hospital and the hospital determines
that the individual has an emergency medical
condition, the hospital must provide either-

(i) within the capabilities of the staff and facilities
available at the hospital, for further medical
examination and treatment as required to stabilize
the medical condition.

(i) For for transfer of the individual to another
medical facility in accordance with paragraph (e)
of this section.

(2) Exception: Application to inpatients.

(i) if a hospital has screened an individual under
paragraph (a) of this section and found the
individual to have an emergency medical
condition, and admits that individual as an
inpatient in good faith in order to stabilize the
emergency medical condition, the hospital has
satisfied its special responsibilities under this
section with respect to that individual

(ii) This section is not applicable to an inpatient
who was admitted for elective (nonemergency)
diagnosis or treatment.

(iii) A hospital is required by the conditions of
participation for hospitals under Part 482 of this
chapter to provide care to its inpatients in
accordance with those conditions of participation.

A2404

A2407
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(3) Refusal to consent to treatment.

A hospital meets the requirements of paragraph
(d)(1)(i) of this section with respect to an
individual if the hospital offers the individual the
further medical examination and treatment
described in that paragraph and informs the
individual (or a person acting on the individual's
behalf) of the risks and benefits to the individual
of the examination and treatment, but the
individual (or a person acting on the individual's
behalf) does not consent to the examination or
treatment. The medical record must contain a
description of the examination, treatment, or both
if applicable, that was refused by or on behalf of
the individual. The hospital must take all
reasonable steps to secure the individual's written
informed refusal (or that of the person acting on
his or her behalf). The written document should
indicate that the person has been informed of the
risks and benefits of the examination or
treatment, or both.

This STANDARD is not met as evidenced by:
Based on review of facility policy and protocol,
medical record review and interview, the facility
failed to provide stabilizing treatment for one
patient (#9) of twenty sampled patients.

The findings included:

Review of facility Policy Number PC-07179 most
recently reviewed and/or revised in September
2009, and titled "EMTALA (Emergency Medical
Treatment and Labor Act) Guidelines - Treatment
and Transfer of Individuals in Need of Emergency
Medical Services revealed, "...The Hospital will
provide an individual with an emergency medical
condition such further examination and treatment

A2407
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as required to stablize the emergency medical
condition, within the capability of the Hospital...To
stabilize...mean...the patient is provided such
medical treatment of the condition as is
necessary to assure, within reasonable medical
probability, that no material deterioration of the
condition is likely to result from or occur during
the transfer of the patient..."

Review of facility Policy Number ECC-01070 and
most recently reviewed and/or revised in January
2010, revealed, "...Title Standard of Care - CVA
(Cerebrovascular Accident) or Stroke...Outcome:
To establish guidelines in the treatment of a
CVA/Stroke patient...A patient who arrives at the
Emergency Center with CVA or stroke may
receive the following care...Notify Emergency
physician to determine if patient meets criteria for
thrombolytic (dissolution of blood clots) therapy..."

Review of an Emergency Center Protocol For
1-PA (tissue plasminogen activator - dissolves
clots and restores blood flow) In Acute Stroke
dated August, 2006, revealed, "...NOTIFY on call
Neurologist of potential {-PA candidate...Review
the following exclusion criteria...Are the patient's
stroke symptoms greater than 3 hours old?
(IV(intravenous) t-PA must be given within 3
hours of onset of stroke symptoms...Does the CT
(Computerized Tomography) brain demonstrate
intracranial bieed or mass effect...Screening ER
(Emergency Room) Physician Signature If the
answer to any of the above questions is 'YES',
the patient is not a candidate for t-PA...If the
answer to all the above questions is 'NO', the
patient may be a candidate for t-PA...NOTIFY
Neurologist that patient IS a t-PA candidate..."

A2407
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Patient #9 presented to Hospital #1's Emergency
Department on March 26, 2012.

Medical record review of Patient Information
revealed, "...Arrival Date/Time; 1213 (12:13
p.m.)...Stated Complaint: Neurologic
Symptoms/Deficits..."

Medical record review of a Triage Assessment
dated March 26, 2012, at 12:23 pm., revealed,
"Stated Complaint: Possible Stroke...onset SOB
(shortness of breath) after walking to surgery
waiting...family reports siurred speech...High Risk
Situation..."

Medical record review of a nurse's note dated
March 26, 2012, at 12:47 p.m., revealed,
"..reassessed in triage. Noted to have
reoccurence of slurred speech. Equal grip
strengths. L (left) side facial droop.” Medical
record review of a nurse's note dated March 26,
2012, at 12:51 p.m., revealed, "...taken to room...
(Medical Doctor - MD #1) notified of pt (patient)
change in status.”

Medical record review of an untimed Emergency
Department Physical History and Assessment
dated March 26, 2012, revealed, "Chief
complaint: slurring...duration less than one
hour...with L facial droop that has waxed and
waned...decreased blink on Left..."

Medical record review of a CT (computerized
tomography) scan of the brain without contrast
dated March 26, 2012, at 2:33 p.m., revealed,
*...Impression...No acute intracranial
abnormality..."
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Medical record review of a nurse's note dated
March 26, 2012, at 4:02 p.m., revealed,
"Dramatic neuro (neurological) changes
noted...increased siurred speech and left sided
weakness...(M.D. #1) notified, (M.D. #1) to
bedside @ (at) (4:03 p.m.)..."

Medical record review of the Physical History and
Assessment dated March 26, 2012, revealed,
"...Disposition Discussed with pt and family. Pt
dysarthria seems more prounounced and | am
uncertain of Bell's Palsy...Discussed with
(neurologist) who requests MRI. If negative D/C
(discharge) with steroids)...(4:00 p.m.)...densely
hemiplegic on L.. Call (neurologist)...onset greater
than 3 hours. Recommended (Hospital #2)..."

Medical record review revealed no documentation
regarding an ER Center Protocol for t-PA in Acute
Stroke for Patient #9. Medical record review
revealed no documentation regarding
assessment by a neurologist.

Medical record review of a Certificate of Transfer
dated March 26, 2012, revealed, "...Diagnosis:
Neurological deficits with L side neglect...The
patient has been stabilized within reasonable
medical care standards. No further deterioration
is likely as a result of transfer..."

Medical record review of a CT scan of the brain
with and without contrast dated March 26, 2012,
at 5:05 p.m., revealed, "...Comparison is made
with previous...exam (examination) of the brain
dated 3/26/2012...There is a questionable
minimal developing infarct in the anterior limb of
the right internal capsule...Impression...Occlusion
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of the right internal carotid artery and proximal
portion of the right middle cerebral
artery...Questionable minimal infarct in the
anterior limb of the right internal capsule..."

Medical record review revealed the patient was
transferred to Hospital #2 on March 26, 2012.

Medical record review of an Emergency Room
Record (Hospital #2) dated March 26, 2012,
revealed, "...Triage (6:19 p.m.)...presented to ed
(Emergency Department) with complaints of
stroke like symptoms transfer from (Hospital
#1)...onset of new symptoms app (approximately)
45 minutes...Arrived via (Hospital #1's) EMS
(emergency medical service)...(6:38
p.m.)...Historian: History obtained from patient,
records from transferring facility. Time course:
Onset of symptoms reported as sudden..."
Medical record review of a physician's progress
note dated March 26, 2012, at 6:52 p.m.,
revealed, "...Patient's status is critical."

Medical record review of a physician's progress
note dated March 26, 2012, at 6:52 p.m.,
revealed, "...pt had neg Head CT for acute bleed,
no surgery, no head bleed per pt. reviewed risk
and benefits pt wants to go with tPa. Spoke with
(M.D. #2) ok to give tPA..." Medical record review
of a physician's progress note dated March 26,
2012, at 6:54 p.m., revealed, "Review of transfer
records..." Medical record review of a physician's
progress note dated March 26, 2012, at 7:11p.m.,
revealed, "...pt unchanged. will continue with tPA
waiting for neuro eval (evaluation)."

Medical record review of a physician's progress
note dated March 26, 2012, at 7:27 p.m.,
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revealed, "spoke with (M.D. #2)...states after
talking with family, stroke started this am (a.m.). |
spoke with patient who said symptoms started at
5 pm (p.m.) and EMS hand over indicated that
symptoms started at 4 pm. Family was not here
yet so that is the information | went with. tPA was
stopped..."

Medical record review of the medical records sent
by Hospital #1 to Hospital #2 revealed no
documentation regarding the final report of the
CT scan of the brain dated March 26, 2012, at
2:33 p.m. or the CT scan of the brain dated
March 26, 2012, at 5:05 p.m.

Medical record review of a Consultation dated
March 26, 2012, revealed, "...was visiting
(spouse)...at (Hospital #1)...Per the family, who
were present at the time of onset, which was
around 11 or 11:30 a.m...started
staggering...happened while (Patient #9) was in
(Hospital #1)...was immediately taken to the
emergency room...apparently had a CT
angiogram of head done at (Hospital #1), which
showed a distal...occlusion on the right side, and
around 5:30 pm...was transferred to us for further
management. Because the records from
(Hospital #1) indicated that the time of onset was
5:00 p.m...thought to be within the window
for...TPA...l stopped the TPA
infusion...Assessment...Acute ischemic stroke
secondary to internal carotid artery
occlusion....Left hemiplegia left hemi neglect,
secondary to stroke...Admit to ICU (intensive care
unit)..."

Medical record review of a History and Physical
dated March 26, 2012, revealed, "...basically had
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started a TPA infusion and then later
discovered...time of onset was different than
originally reported, and so that was stopped....has
a continued dense left hemiplegia and
neglect...continues in ICU (Intensive Care Unit)
after receiving part of the TPA dose. Also with a
large stroke and risk of hemorrhage..."

Interview with M.D. #1 on August 22, 2012, at
10:28 a.m. in an Emergency Room office in
Hospital #1, revealed M.D. #1 was prepared to
discharge the patient after consultation with a
neurologist and negative findings from a CT of
the brain. Continued interview revealed the
nursing staff informed M.D. #1 of a decline in the
patient's condition, the neurologist was
reconsulted and recommended a CT scan of the
brain with contrast, and M.D. #1 stated, "...was
past the three hour window (a specific timeframe
for administration in relation to onset of
symptoms) for t-PA and that's why (neurologist)
wanted me to call (Hospital #2)."

Interview with the ER Nurse Manager on August
22, 2012, at 11:30 a.m., in a conference room,
revealed the ER Nurse Manager was unaware
the facility had a stroke protocol. The ER Nurse
Manager stated, "...just if we know we're getting a
possible stroke we just get them to CT scan right
away."

The facility failed to follow their stroke protocols,
and failed to treat and stabilize the patient The
patient was misdiagnosed with Bells Palsy and

was not evaluated for stroke in a timely manner.

C/O: #30311
A2409 | 489.24(e)(1)-(2) APPROPRIATE TRANSFER
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(1) General

If an individual at a hospital has an emergency
medical condition that has not been stabilized (as
defined in paragraph (b) of this section), the
hospital may not transfer the individual unless -
(i) The transfer is an appropriate transfer (within
the meaning of paragraph (e)(2) of this section);
and

(ii)(A) The individual (or a legally responsible
person acting on the individual's behalf) requests
the transfer, after being informed of the hospital's
obligations under this section and of the risk of
transfer.

The request must be in writing and indicate the
reasons for the request as well as indicate that he
or she is aware of the risks and benefits of the
transfer.

(B) A physician (within the meaning of section
1861(r)(1) of the Act) has signed a certification
that, based upon the information available at the
time of transfer, the medical benefits reasonably
expected from the provision of appropriate '
medical treatment at another medical facility
outweigh the increased risks to the individual or,
in the case of a woman in labor, to the woman or
the unborn child, from being transferred. The
certification must contain a summary of the risks
and benefits upon which it is based; or

(C) If a physician is not physically present in the
emergency department at the time an individual is
transferred, a qualified medical person (as
determined by the hospital in its bylaws or rules
and regulations) has signed a certification
described in paragraph (e)(1)(ii}(B) of this section
after a physician (as defined in section 1861(r)(1)
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of the Act) in consultation with the qualified
medical person, agrees with the certification and
subsequently countersigns the certification. The
certification must contain a-summary of the risks
and benefits upon which it is based.

(2) A transfer to another medical facility will be
appropriate only in those cases in which -

(i) The transferring hospital provides medical
treatment within its capacity that minimizes the
risks to the individual's health and, in the case of
a woman in labor, the health of the unborn child;
(i) The receiving facility

(A) Has available space and qualified personnel
for the treatment of the individual; and

(B) Has agreed to accept transfer of the individual
and to provide appropriate medical treatment.

(iii) The transferring hospital sends to the
receiving facility all medical records (or copies
thereof) related to the emergency condition which
the individual has presented that are available at
the time of the transfer, including available
history, records related to the individual's
emergency medical condition, observations of
signs or symptoms, preliminary diagnosis, results
of diagnostic studies or telephone reports of the
studies, treatment provided, results of any tests
and the informed written consent or certification
(or copy thereof) required under paragraph (e)(1)
(ii) of this section, and the name and address of
any on-call physician (described in paragraph (g)
of this section) who has refused or failed to
appear within a reasonable time to provide
necessary stabilizing treatment. Other records
(e.g., test results not yet available or historical
records not readily available from the hospital's
files) must be sent as soon as practicable after
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transfer; and

(iv) The transfer is effected through qualified
personnel and transportation equipment, as

required, including the use of necessary and
medically appropriate life support measures
during the transfer.

This STANDARD is not met as evidenced by:
Based on review of facility policy, medical record
review and interview, the facility failed to ensure
an appropriate transfer for one patient (#9) of
twenty sampled patients.

The findings included:

Review of facility Policy Number PC-07179 most
recently reviewed and/or revised in September
2009, and titled "EMTALA (Emergency Medicall
Treatment and Labor Act) Guidelines - Treatment
and Transfer of Individuals in Need of Emergency
Medical Services revealed, "...The Hospital will
provide an individual with an emergency medical
condition such further examination and
treatment...or arrange for transfer of an individual
to another medical facility in accordance with the
procedures set forth below...'Stable for transfer'
means...The physician...determines...that the
receiving facility has the capability to manage the
emergency medical condition..."

Patient #9 presented to Hospital #1's Emergency
Department on March 26, 2012.

Medical record review of Patient Information
revealed, "...Arrival Date/Time: 1213 (12:13
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p.m.)...Stated Complaint: Neurologic
Symptoms/Deficits..."

Medical record review of a Triage Assessment
dated March 26, 2012, at 12:23 pm., revealed,
"Stated Complaint: Possible Stroke...onset SOB
(shortness of breath) after walking to surgery
waiting...family reports slurred speech...High Risk
Situation..."

Medical record review of a nurse's note dated
March 26, 2012, at 12:47 p.m., revealed,
"...reassessed in triage. Noted to have
reoccurence of slurred speech. Equal grip
strengths. L side facial droop." Medical record
review of a nurse's note dated March 26, 2012, at
12:51 p.m., revealed, "...taken to room...(Medical
Doctor - MD #1) notified of pt (patient) change in
status."

Medical record review of an untimed Emergency
Department Physical History and Assessment
dated March 26, 2012, revealed, "Chief
complaint: slurring...duration less than one
hour...with L (left) facial droop that has waxed and
waned...decreased blink on Left..."

Medical record review of a CT (computerized
tomography) scan of the brain without contrast
dated March 26, 2012, at 2:33 p.m., revealed,
"...Impression...No acute intracranial
abnormality..."

Medical record review of a nurse's note dated
March 26, 2012, at 4:02 p.m., revealed,
"Dramatic neuro (neurological) changes
noted...increased slurred speech and left sided
weakness...(M.D. #1) notified, (M.D. #1) to
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bedside @ (at) (4:03 p.m.)..."

Medical record review of the Physical History and
Assessment dated March 26, 2012, revealed,
"...Disposition Discussed with pt (patient) and
family pt dysarthria seems more prounounced
and | am uncertain of Bell's Palsy...Discussed
with (neurologist) who requests MRI. If negative
D/C (discharge) with steroids)...(4:00
p.m.)...densely hemiplegic on L. Call
(neurologist)...onset greater than 3 hours.
Recommended (Hospital #2)..." Continued review
revealed no documentation regarding
communication with a receiving physician or
(Hospital #2).

Medical record review of a Certificate of Transfer
dated March 26, 2012, revealed no
documentation regarding an authorizing person at
(Hospital #2; appropriate medical information
sent with the patient; or a Registered Nurse
(Hospital #2) to whom report was given.
Continued review revealed specific benefits and
risks regarding transfer were not documented
and included, "...Diagnosis: Neurological deficits
with L side neglect...The patient has been
stabilized within reasonable medical care
standards. No further deterioration is likely as a
result of transfer...Date/Time 3/26/12/(4:13
p.m.)...Consent to Transfer...to the service of
(M.D. #2) at (Hospital #2)..."

Medical record review of a CT scan of the brain
with and without contrast dated March 26, 2012,
at 5:05 p.m., revealed, "...Comparison is made
with previous...exam (examination) of the brain
dated 3/26/2012...There is a questionable
minimal developing infarct in the anterior limb of
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the right internal capsule...Impression...Occlusion
of the right internal carotid artery and proximal
portion of the right middle cerebral
artery...Questionable minimal infarct in the
anterior limb of the right internal capsule..."

Medical record review of a nurse's note dated
March 26, 2012, at 5:34 p.m., revealed, "...Will
prepare pt. for Transfer."

Medical record review revealed no documentation
regarding the time or condition of the patient at
the time of transfer.

Medical record review of an Emergency Room
Record (Hospital #2) dated March 26, 2012,
revealed, "...Triage (6:19 p.m.)...presented to ed
(Emergency Department) with complaints of
stroke like symptoms transfer from (Hospital
#1)...onset of new symptoms app (approximately)
45 minutes...Arrived via (Hospital #1's) EMS
(emergency medical service)...(6:38
p.m.)...Historian: History obtained from patient,
records from transferring facility. Time course:
Onset of symptoms reported as sudden..."
Medical record review of a physician's progress
note dated March 26, 2012, at 6:52 p.m.,
revealed, "...Patient's status is critical."

Medical record review of a physician's progress
note dated March 26, 2012, at 6:52 p.m.,
revealed, "...pt had neg Head CT for acute bleed,
no surgery, no head bleed per pt. reviewed risk
and benefits pt wants to go with tPa (tissue
plasminogen activator - dissolves clots and
restores blood flow). Spoke with (M.D. #2) ok to
give tPA..." Medical record review of a physician's
progress note dated March 26, 2012, at 6:54
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p.m., revealed, "Review of transfer records..."
Medical record review of a physician's progress
note dated March 26, 2012, at 7:11p.m.,
revealed, "...pt unchanged. will continue with tPA
waiting for neuro eval (evaluation).”

Medical record review of a physician's progress
note dated March 26, 2012, at 7:27 p.m.,
revealed, "spoke with (M.D. #2)...states after
talking with family, stroke started this am (a.m.). |
spoke with patient who said symptoms started at
5 pm (p.m.) and EMS hand over indicated that
symptoms started at 4 pm. Family was not here
yet so that is the information | went with. tPA was
stopped..."

Medical record review of the medical records sent
by Hospital #1 to Hospital #2 revealed no
documentation regarding the final report of the
CT scan of the brain dated March 26, 2012, at
2:33 p.m. or the CT scan of the brain dated
March 26, 2012, at 5:05 p.m.

Medical record review of a Consultation dated
March 26, 2012, revealed, "...was visiting
(spouse)...at (Hospital #1)...Per the family, who
were present at the time of onset, which was
around 11 or 11:30 a.m...started
staggering...happened while (Patient #9) was in
(Hospital #1)...was immediately taken to the
emergency room...apparently had a CT
angiogram of head done at (Hospital #1), which
showed a distal...occlusion on the right side, and
around 5:30 pm...was transferred to us for further
management. Because the records from
(Hospital #1) indicated that the time of onset was
5:00 p.m...thought to be within the window
for...TPA...l stopped the TPA
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infusion...Assessment...Acute ischemic stroke
secondary to internal carotid artery
occlusion....Left hemiplegia left hemi neglect,
secondary to stroke...Admit to ICU (intensive care
unit)..."

Medical record review of a History and Physical
dated March 26, 2012, revealed, "...basically had
started a TPA infusion and then later
discovered...time of onset was different than
originally reported, and so that was stopped....has
a continued dense left hemiplegia and
neglect...continues in ICU (Intensive Care Unit)
after receiving part of the TPA dose. Also with a
large stroke and risk of hemorrhage..."

Interview with M.D. #1 on August 22, 2012, at
10:28 a.m. in an Emergency Room office in
Hospital #1, revealed M.D. #1 was prepared to
discharge the patient after consultation with a
neurologist and negative findings from a CT of
the brain. Continued interview revealed the
nursing staff informed M.D. #1 of a decline in the
patient's condition, the neurologist was
reconsulted and recommended a CT scan of the
brain with contrast, and M.D. #1 stated, "...was
past the three hour window (a specific timeframe
for administration in relation to onset of
symptoms) for PTA and that's why (neurologist)
wanted me to call (Hospital #2)." Continued
interview revealed M.D. #1 did not recall
communication with Hospital #2 regarding the
care of Patient #9 and M.D. #1's communication
with an accepting facility was usually documented
in the Physical History and Assessment.
Continued interview revealed M.D. #1 called the
facility's tranfer center (to arrange transfer) and
confirmed the facility failed to provide an
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AOD0 | INITIAL COMMENTS Aogp| TesAU0GO
On June 42, 2012, an Investigation of complalnt This Plan ,Of Correction ‘Is s‘ubnjltted _t° 4/12/13
# TN-329876 was conducted, Memorlal provide credible evidence of correction | . .
Health[care Syslem, tnc. was fot;;nd out of of any alleged EMTALA deficlency so |
compllance with Requifements for the that CMS may determine ti =
Responslblliies of Medicare Parlicipaling | di Ythe ermine that there is I
Hospitals In Emergency Cases 42 CFR Pants no immediate threat to the health and | 1
480,20 and 489,24, The fallure of the facifity to safety of any indlvidual, and that cMs | =
pr‘ovlgle ad?izi?atat"on-c?!l" ser‘vlcﬁs forlpgfiel}t may rescind the proposed termination
numbar 3: fallure to provide on-call services of an , A
Orthopedic surgeon; and fallure o provide an of the Hospital's provider agreement.
appropriate lrahsfer placed patient nuimber 3 in This Plan of Carrection is not an
!mme_diate Jaopardy. The ac_lmlnlstrator was admission that the alleged deflclencies
gg%'ged- of the Immadiate Jeopardy on April 3, - exist, and may not be used In any other |-
A2400 | 489,20(1) COMPLIANGE WITH 489,24 Aodgp| context or for any purpose; other than § -
as set forth below..
[The provider agrees,] In the case of a hospital as
defined in §469.24(b), to comply with §489.24. -
This STANDARD s net met as evidencéd by:
Based on medical record relvew, facllity policy .
roview, and Interview, the facilily failed to ansure
patients who are fransferred to another facllty
have been geen by qualified on-call physiclans
and racelvad.stablizing treatment befare being
transferred to another hospltal for one (#3) of
thirly patients reviewed:
The findings Included:
Please refer to A-2404
Ploase rafor o A-2409 _
A2404 | 489.20{r)(2) and 489.24(j)(1-2) ON CAL. A2404
PHYSICIANS
§489.20(r)(2)
T (%6] DATE

SISA

L ABORATORY DIRECTOR’§ OR PROVIDERISUPPLIER REPI7GENT}\T(VE'S SIGNATURE

Precioler CE0 /o puatity 1/ /13

Any defifloncy statsmen( ending

vith an astersk {*) den&les a doficlency which tha institutlon may be oxcused from cotr"e‘clihg providing Iﬁs dalérm!fxed m%t

other safeguards pravide sufficient protaction o the patients. (See instritetions.) Except for nursing homes, the findings stated ahove are disclosable 90 days

following the date of survay whether ornota plan of corraclion Is provided .

days lollowing the date (hese doctments are made avallabla to the faciity , If deficlancles aré clled,

program partlcipation.

For nursing homes, the above

> indings and plants of cotractlon are disclosabie 14
an approvéd plan of corractlon Is requisile to continued
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[Tha hospital (including both the lransferring and
receiving hospitals), must malntain] a list of
physlcians who are on call for duty after the inittal
examination to provide furlher evaiuation andfor
troatment nacessary to stabilize an individual with
an emergency medicat condition.

§489,24(j)(1)

Each hospital must maintain an on-call list of
physicians on Jts medical staff in a manner thal
bast meets the neads of the hospital's patients
who are recelving services required under this
section In accordance with the resources
avallable to the hospital, including the avaitability
of on-call physiciens.

§489.24032)(1
The hospital musl have written policies and

procedures In place to respond to situalions in
which a particular speclally s not available of the
on-call phyeician cannot respond bscause of
clrcumstances beyond the physiclan's control.

§489.24(1)(2)(1)

The hospltal must have wiilten policles and
procedures in piace to provids that emergency
services aré avallabla to meet the needs of
paflents with emergency medical conditions iF it
elests 1o permil on-call physiclans to sehedule
elestive surgery during the time that they are on
call or to permif on-call physiclans to have
simultanaous on-call dutias.

This STANDARD [s not met as svidenced by:
Based on madical record review and Interview,
the facllity falled to consult the on-cafl Orthopedic

" | surgson for tha facliily bafore fransfarring the

pallent to another facility.
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ED Leadership monitors all £D transfers
for on call notification and response.
Data reflects 100% compliance for three

months, therefore monitoring
concluded  September 30, 2012..
Appendix 3,

Monltoring: ED birector will provide

data trends on physiclan certification for 5

alt transfers to ED CQl Committee

quarterly and ultmately to Medical |

Exacutive Committee and Quality
Commiittee of the Board.
Documentation  omisslons  will  be
reviewed with involved staff. )

Responsible Person: ED Director/CNO
Completion Date: 9/30/12

At the direction of ED CQl, 100% of £D
transfers are peer reviewed for
compliance beginning February 1, 2013.
Appendii 5.

Per ED COJ, transfer case peer review

outfiers are trended and medical staff
action wilt be taken as appropriate to
ensure compliance.

Responsible Person: Director, Medical -

Affairs

Completion Date:
monitoring ongoing

February 1, 2013, )

9/30/12

2/1/13

.
X

FORM CMS-2667(02-98) Pravicus Verslons Obsdfsle

Event [D:NC7CG11

Facllty 1D FNPEI 171

If continuallon sheot Pafle Roft10




DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: -04/03/2013
FORMAPPROVED
OMH NO. 0938-0381

STATEMENT OF DEFIGIENCIES {X1) PROVIDERISUPRLIER/CLIA
AND PLAN GF CORRECTION IDENTIFICATION NUMBER:
440091

{X2) MULTIPLE CONSTRUGTION
A BUILOING

B WING

{X3) DATE SURVEY
GOMPLETED

G

NAME OF PROVIDER OR SUPPLIER
MEMORIAL HEALTHCARE SYSTEM, INC

STREET ADDRESS, CITY, STATE, Z(P CODE
2826 DESALES AVE

CHATTANQOGA, TN 37404

061212012

s

The findings included;

Medicsl record review revealed patlent #3
prosented to the Emergency Deparlment (ED) of
haspital #1 on May 17, 2012, at 11:07 p.m. with
complaints of having Jumped {weniy feet from a
retaining wall to concrete, Continued medical
record raview revealed the patient complained of
pain to the right shin at a leva) of 10 on a scale of
116 with 10 being the worsl possible pain,

Review of the Physician On-call Schedule for May
17, 2012, revaaled there was an Orthopedic
surgeon oh call. Review of the ED record
revealed no documentation the Orlhopedic
surgeon was consulted about the pattent,

Telephone Interview with the PhysicianAsslstant
(PA) on June 12, 2012, at noon in the conference
reom, revaaled the patlent was atready
consfdered a irauma case. Continued Inferview
revealed the PA would have called the Orthopedic
Surgeon on call at hospital #1 If hospital #2 had
not agreed to accept the pailent. Continuved
interview revealad It depends upon the case as o
whether Osthopedics would be consuited but ihe
PA considared a jump of twenty fest to be a
trauma. Further interview revealed hospitel #2
accepled the patient Immediately se tha palient
was prapared for transfer and splinls were not
applied o the lower exiremities.

Telephone interview with the Medical Director of
the ED on June 12, 2012, at 12:10 p.m,, ravealed
the Medlcal Director had polled ED physlclan, PA,
and Nurse Practitioner stalf and 70% sald they

would have transferred the patient without calling

(44D SUNMMARY STATEMENT OF DEHICIENCIES ih) PROVIDER'S PLAN OF CORRECTION {%5)
BREFIX (BACH DEFICIENCY MUSY BE PRECEDED BYFULL, PREFIX (EACH CORRECTIVEACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION] TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

DEFICIENCY) .
A2404 | Gontinued From page 2 - A24041 -
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A2404 | Gontinued From page 3 A2404

the on-call Orthopadlc Surgeon, Gontinued
Interview revealed the Medlcal Director "..would
prabably havs called the Orthopadic Surgeon
on-call to lot them know the type of injury and
plans to {ransfer the patient...”, Further interview
with the Medical Director revealad the patient met
orthopadic trauma oriteria. Continued interview
with the Mdelcal Director revealad the physiclan
must consider the mechanlem of Injury and {he
physicians fell regardless of having orthopedics
facilities at hospital #1, the patlent needed a
trauma center,

Telephone interview with physiclen#2 on June
14, 2012, at 1:30 p.m,, revealed orthopedicas al
hospital #1 was not consulied because of the
mechanisin of injury with the patient falling from
twenty feet. Continued intorview revealed the
physiclan felt the patient should he evaluated by a
frauma surgeon In case there wete other Injuries.
Further Intarview revealsd splinis were not
applled because.the fractures were not unstable
and there would have baen no threat to the limbs
if splints were nol applied.

A2400 | 489.24(e)(1)-(2) APPROPRIATE TRANSFER Az409|  Planbegins on page 7

(1) General

if an individual at a hospital has an emergency
medical condition that has not been stabliized (as
defined in paragraph {b) of this section), the
hospital may not Iransfer the individual unless -
(1) The transfer Is an appropriate iransfer (within
the meaning of paragraph (s)(2) of this section); .

and

(H{A) The Individual (or a legally responsible -
person acting on the Individual's behalf) requests
the transfer, after belng Informed of the hospita's
-1 ohligations under this section and of the risk of
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The raquest must be in writing and Indicate the
reasons for the request as well as indlcate that he
or she Is aware of the risks and benafits of the
ransfer,

(B) A physletan {wlthin the meaning of section
1861(r)(1) of the Act) has signed a certification
that, based upon the Information avallable at ihe
tims of ivansfer, the medical benefits reasonably
expacted from the provision of appropriate
medical trealment at another medical facllity
oulweligh the Increased risks fo the individual or;
in the caso of a woran in labor, to the woman of
the unborn chitd, from being transferred. The
certification must contaln a suramary of the risks
and benefils upon which it is based; o

{C) If a physician [s not physlcally present In the
emergency department at the time an Individuat is
transferred, a quallfied medical person (as
determined by the hospital In Its bylaws or rules
and regutations) has signed a cerlliicalion
described In paragraph (e){1)(il)(B) of this section
after a physiclan (as defined In secllon 1881(r)(1)
of the Act} in consultation with the qualified
medical person, agrees with the cerlification and
subsequently countersigns the cerlification. The
certificatlon must contain a summary of the tlsks
and beneflts upon which It Is based,

(2) A transfer to another medical facility will be
appropriate only In those cases In which-

(I} The transferring hospital provides medical
{reatment within lts capacity thal minimizes ihe
risks to the individuat's health and, In the case of
a woman in labor, the health of the unborn child;
{1y The recelving facllity

(X4 ID SUMMARY STATEMENT OF DEFICIENCIES D 1
PREFIX (EACH DEFICIENCYMUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVEACTION SHOULD BE : COMPAETION
TAG REGULATORY OR LSG IDENTIFYING INFORMATION) A8 CROSS-REFERENCED TO THEAPPROFRIATE DATE
DEFIGIENGY}
A2408 | Continued From page 4 A2409 Plan beglns on page 7
lransfer.
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A2408 | Continuad From paga AZ408

(A) Has avallabla space and qualified personnel Plan begins on page 7

for the freatment of 1he Individual; and
(B) Has agreed to accept transfer of the individual .
and to provide approprlate medical trealiment.

(iih The transfarring hospital sends to the
racelving facility all medical vecords (or copies
thereof) related to the emergency condltion which: |- o do
the individual has presented that ate available at
the time of the transfer, Including available
hislory, records related to the Individuals
emergency medical condition, observalions of
slgns or symptoras, preliminary diagnosls, resulls
of dlagnostic studies or telephone reports of the
stugles, realment provided, resulls of any tesls
and the informad wiilten consent or certification
{or copy thereof) required under paragraph (e)(1)
(il) of this section, and the riare and address of
any on-cali physlcian (descilbed In paragraph (g)
of this section) who has refused or falled to
appeaar within a reasonable time to provide
necessaty stabllizing treatment. Other racords
{e.g., lest resuills not ye! avallable or historical
records not readlly avallable fram the hospitafs
fles) must be sent as soon ag practicable after
transfer; and

{iv} The lransfer is effeclad through qualiiled ;

personnel and ransportalion equipment, as : ’
required, Including the use of necessaty and
medically appropriate life support measures ;
during the transfer. A

This STANDARD s not met as evidenced by:
Based on medical record review, faclilly policy
review, and interview the facility falled to ensure g
patlent with multlpfe orthapadic injurles was
adequately stabllized with infravenous access

FORM CM8-2667(02-99) Provious Verslons Obsolele Event [:NC7CH1 Facliity 10 TNPEN71 {f continuation stiest Paga 6 of 10
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The findings included:

Medical racord review revealed patlent#3
presented 1o the Emergency Depariment (ED) on
May 17, 2012, at 11:07 p.u., with complaints of
having jurnped twenty fest from a retaining wall to
gancrate, Conlinusd medilcal record review
revealad the patient complained of pain lo the
right shin at a level of 10 on a scals of 1-10 with
10 belng the worst possible pain.

Medical record review revealed the Physiclan
Assistant assessed the patient at 11:31 pJm, and
found the patlent to have "..left ankle with
perlauricular swalling and tender to palpation;
extenslon and flexor intact. Range of Movement
in ankie limited In ankles bilaterally due to pain
Right ankle with swelling and tender to touch and
palpation; extensors and flexors intact. Distal
pulses squal and present x4...",

Medical record review revealed the palient was
assessed at 11:16 p.m., by the Triage Nurse who
documented “...pt, {patient) jumped off a ledge
onlo concrate from 15-20 feet up. Both ankles are
swollen and scratchad up, Pt. Also complains of
patn to right shin...”.

Medical record review revealed the pallent was
assessed by nursing at 11:20 p.m. and stated
paln was at a lovel 10 on a scale of 1-10 wilh 10
belng the worst pain,

Medical record review revealsd the patlent had an

comprehensive EMTALA policy to
ensure compliance with all EMTALA
requirements so as to provide a
more comprehensive policy that
accurately and fully provides
direction to all emergency -

| department staff on the procedures
necessary for compliance. A copy-
of the revised Policy Is attached to
this Plan of Correction at Appendixf
1, The revised policy was accepted
by the Medical Executive Committee -
and was approved by the Board of
Directors on June 25, 2012,

Monitoring: The Hospital Policy is
reviewed and revised annually, and
as needed, to ensure compliance.

Responsible‘ Person:  Assoclate
Corporate Responsibility Officer

Completion Date: June 25,2012

STATEMENT OF DEFICIENGIES {%1) PROVIDERISUPPLIERICLIA {X2) MULTIPLE CONSTRUCTION {03) DATE SURVEY
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AZ2408 | Continusd From page 6 A2408
and splints for orthepedic injurles bafore transfer Tag 2409 489.24(e)(1)(2) 6/25/12
fo anoiher facliily for one (#3) of thirly pallenis .
reviewed. : The Hospital revised its
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A2409 § Conlinued From page 7 A2408] The Hospital implemented the | 6/30/12
IV {infravenous line Inlo valn to administer flulds) revised EMTALA policy and provided :
started at 12:24 a.m., in the left antecubital area. traini ¢ i
Conlinued review revealed the patient received raining o a emergency
Dilaudid (p?ln rellef) %.5 mg {mifllgrams) iV and department medical staff and ED
Zofran {anfi-nausea) 4 mg at 12:30 a.m., and .
another dose of Dilaudld 0.5 mg IV at 12:65 a.m. staff related to the changes to the
EMTALA policy. The revised draft ,
Medical record review of a medical note wiitten olicy was presented to ED
by the Physiclan Assistant on May 17, 2012, and poticy P dt me.di'cal
unilmed, revealed “...DIscussed and review all staff and ED staff during training
x-vays with {(named physician #2), We discussed staff meetings and re-training
further imaging versus {ransfer. Agreed e .
transfet. Spine Is non-tender to fouch and sessions. EMTALA education was |
palpation. {named physician) at hosplial #2 provided to all ED medical staff and {-
accepts lransfer of patlent per transfer center at €D staff to review EMTALA -
12:46 am...", i
requirements for medical
Review of the transfer form dated May 17, 2012 stabilization and documentation
revealed the reason for transfer was "...health . o
care eervices requlred are not avallable at prior to transfer to another facility.
{named hospltal #1}. The patient has been Twelve 60 minute mandatory
stabillzed within reasonable medical care
standards. No further deterioration is likely as a EMTALA education sessions were
result of the transfer...", scheduled for 06-07-12 through 06-
Medical record ravlew revealsd the patient was 1?"12’ and were attended by all
transported to hospital #2 on May 18, 2012, at Hixson ED and Chattanooga
1:35 am., per ambulance. Emergency Medicine staff and ED
Revlew of the Emergency Record from hospital staff. Classes were led by the |
#2 dated May 18, 2012, at 1:46 am,, revealed the Corporate  Responsibility  Officer, :
statement by the ED physiclan "...Called (named , 5 :
haspltal #1) and spoke with (named physician mergency ~ Department  Nurse
#23. Told him stable VS (vital slgns) and that vV Manager at Hixson and the
s, n
had been removed before fransport...". Emetgency Department Director.
Raview of hospital #1s ED policy entilled Hospital also Implemented an
Standard of Care - Orlhopedic Emergencles eLEARN module requirement for all
FORM CMS-2507(02-99) Previous Verslons Obsolale Event ID:NGTCH Frofity it TNP53171 If continueation sheet Pagé 8 of 10
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A2408 | Continued From page 8 ED medical staff {physicians, nurse | *

{Exiremitiss) ECC - 01025, revealsd "...The
treatment and management of the palfent with an
orthopedic emergency o any exiramily may
include the following: 8. Obtaln IV..*

Madical racord review of a nursing note dated
May 18, 2012, at 1:59 a.m., revealed an IV was
starled In the palient’s left hand at hospitat #2.

Telephone interview with the PhysiclanAsslstant
(PA) on June 12, 2012, at noon, In the conference
raom, revealed the patient was already
considered a frauma c¢ase, Further inferview
revealed an IV Is usually in place when a patlent
Is transforred to another facliity. Continued
interview revealad ".,.1 belleve it is protocol for
patients to have IV access with fransfer...".

Telephone intarview with the Medleal Diraclor of
the ED on June 12, 2012, at 12:10 p.m., revealed
most patlents have an 1V in place when
transfarred. Continued Interview with the Madical
Director reveated "..Any patient who goes by
ambutance from one fasility to another should
have an IV...",

During Interview on June 12, 2042, at 1:3¢ p.m.,
in the conference room, the ED Director
confirmed the patient did not have IV access
present on fransfer and all transfer patients are
required {o have IV accass,

Telephone Interview with physiclan#2 on June
14, 2012, at 1:30 p.n. revealed splints were not
applied because the fraclures were not unsiable
and there would have been no threat to the linbs
if splinls were not applied,

A2409

- practitioners

‘module

and physician
assistants) and ED staff. Email sent
to elFARN administrator by ED
Director requesting EMTALA
assignment on 05-31-12. The LEARN
requirement  addressed,
without Hmitation, EMTALA basics,
the obligations of On-Call physiclans
and Emergency
physicians, including timely

examinations, stabilizing treatment
including awareness of and
requirement  for IV access,
appropriate transfers, escalation and
chaitt of command {in the event the
On-Call physician cannot respond)

and documentation. {In addition,|.

annual EMTALA training Is provided
for ali hospital staff as an eLEARN
module. New staff are orlented to
EMTALA guidelines and policy.)

Department .
in-
person response, medical screening |
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A2409 | Continued From page 9 A2408 Monitoring: The Hospital m'onltors .
Continued telephane Interview with physician#2 EMTALA education through the use’
on June 14, 2012, at 1:30 p.m., revealsd pallents of eLEARN documentation, sign in
are usually fransferred with IV access in place. .
Continued interview revealad physician#2 was sheets, and aitestations signed by
unaware thera was no IV access during the the Medical Staff members and
o "
transfer and stated “...I would have wanfed one,.. staff. The completion rosters of

elearn modules are tracked to
ensure all staff complete the
required courses,

Responsible  Person: Associate

Corporate Responsibility Officer

Completion Date: June 30, 2012
Appendix 2, CRO focused training, .
Appendix 6 LEARN annual module '

The hospital Implemented an
expanded checklist for staff floating
to the £D May 25, 2012, Subsequent
monitoring for IV access was done.
Monitoring: FY13 Quarter 1 — (V
access continved through transfer:
the Hospital reviewed 100% of
transfers (37) '

Responsible Person: ED Director / B

CNO _
Completion Date: September. 30,%
2012 r
Results — 100% compliance (37/37)"
Appendix 3,

9/30/12
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A Q00 [ INITIAL. COMMENTS A Q00| Tag AGOD 4
On August 21 -23, 2012 an investigation of This Plan of Correction is submitted to ¥
comiplalnt # TN-30311 was condupted. Memorial provide credible evidence of correctton
Heelllﬁcare S’;ﬁt""{‘* '-“l"' wan ‘f°';"qtﬁ“l of of any alleged EMTALA deficiency so 1,
compliance with Requirements foy the - G
Responsibllittes of Medicare Participating that CMS may detertiine that therels  © §
Hospitals in Emeigency Cases 42 CFR Parts no Immediate threat to the health and
489.|20 and 489‘24[;1 The fallure inﬂle fa(éillty to safety of any Individual, and thatCMS$ |
ptovide adequale Medical Screening, an -
Stabllization of ED pafient number 8; failure to may rescind m? proposed termination
pravide on-call services of a neurology MD; and of the Hospital's provider agreeinent.
falling to provide ah appropriate transfer placed This Plan of Correction fs not an
patient number 9 In Immediate Jeapardy. The admission that the alleged deficlencles
administrator was nofifled of the iImmediate b di other
Jeopardy on Apiil 3, 2013. exist, and may not be used in any
A2400 | 489.20(1) COMPLIANCE WITH 489.24 A2400|] context or for any purpose, other than :
M as set forth below. N
[The provider agrees,] In the case of a hospilal as :

defined In §489.24(b), to comply with §489.24.

This STANDARD {s not met as evidenced by:
Basad on medioal record raview, facliity policy ‘Tag A 2400
and protocol revlew, review of on-call schedules,
and interview, the faclilly failed {o malntain a list
of on-call phystolans, falled to provide stabliizing please see plan of correction under
treatment, and falled to provide appropriate A-2404, A-2407 and A-2409,
transfer for one paticnt (#9) of iwenly sampled
patlenis reviewed.

, TagA 2404

The findlings included: : The Hospital complies with 489,20(r),
Please refer (o A-2404 for falling to malntain a and 489.24{j1) and {2) by malntaining
physiclan oh-call list an On-Call roster, and adopting and
Please refer to A-2407 for falllng to provide enforcing the On-Call Policy and the

stabilizing {reatment .
Please rofer to A-2408 for falling to provide EMTALA Policy, and providing perlod
apporpriate traisfer education.

A2404.] 189.20(r)(2) and 489.24(j)(1-2) ON CALL A2404

LABORATORY DIREGTOR'E OR PROVIDER/BUPPLIER REPHESENTATIVE'S SIGNATURE

(X0) DATE

Pmefclérﬂj:\tﬁ CED A] P ety - iz |-

) Y
Any Beficlancy statoment ending with an asterisk (4 denotesa daficlensy which the tnslitulion may be exciised from corren!lfm providing its detarmiined that
othersafeguards provide sufficlent protectlon fo Uie pallents, {Seolnstructions.) Excepl for nursing homes, the findinga stated above ara disclosable 90 days
following lha date of gurvey wholher or not a plan of correction Is provided, For riursing homoes, the ahove findings and plaris of corraction are disclosable 14
days touowlng‘d\he dats (hesa documents are mado avaliable to the facliity . If doflolencies are clled, en approvad plan of correction Is vequisile ta conlffnusd
program parlicipalion, .
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PHYSICIANS
The Hospital revised its Emergency 41113
§488.20(1)(2) foom On-Call Schedute template on .

{The hospital (Including both the transferring and
recelving hospilats), must matntaln} a list of
physicians who are on call for duty after the initlal
examination to provide further evaluation andlor
treaiment necessary to stabilize an individual with
an emergenocy medical condition.

§489.24()(1)

Each hospital must meintain an on-call list of
physiclans on its medical staff in 8 manner that
best meets the needs of the hospital's palients
who are recelving setvices requived under ihis
sestion in accordance with he resources
avallable 1o the hospltal, Including the avallabliily
of oti-call physiclans,

§489.240)(2)(1

The hoepital must have wrillen policles and
procadires in place ta respond to situations In
which a partlcular speciaity Is not avaflable or the
aon-cafl physiclan cannot respond because of
circumslances bayond the physlelan's control.

§469.240)(2)1)

The hospital must have wrliten policles and
procaduras In place to provide that emergency
services are avallable to meet the needs of
pallents with emergency madical conditlons if it
eleots 1o permit on-call physicians to schedulo
elective surgery during the ime that thay are on
call or io parmit on-call physicians to have
simultaneous on-call dulies.

This STANDARD is not met as svidenced by
Basad on review of facllity policy, review of

»

04/01/2013 to require individual
physician names {not physiclan group M
names), by specialty, including
neurology.. The April, 2013 Emergency
Room On-Call Schedute includes the on-
call neurclogists by individual physician
name . Appendik _1_ Emergency Room
On-call Schedule April 1, 2013, The
Hospltal hired a haspltal-based
heurologists 11/12 to share on-call
coverage and promote overall stroke
management,

Monitoring: Medical Staff Office
Coordinator to review Emergency Room
On-Call schedule pilor to the beginning
of the next month for individual
physiclan names and contact
Information; any deficiencies will be
Immediately addressed. Wili continue .
monthly posting. '
Responsible Person: Director Medlcal
Affalrs

Comptletion Date: April 1, 2013.
Moniloring is ongoing,
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Emergenoy Room On-Call Schedules,
observailon, and intervisw, the facllity falled to
malntalh a list of on-call neurologlsts.

The lindings included:

Raview of facllily Policy Number PC-07179 most
recently reviewad andor rovised In Seplembsr
2009, and iitled "EMTALA (Emergency Madloal
Trealment and Labor Act) Guidslines - Treatment
and Transfer of Indlviduals in Need of Emergenoy
Madlcal Services revedled, "...The Hospital shall

| imalitellia an'oii-eal st of physlclans, including

speclalists and sub-specialists who are avallable
io examine and treat an individual with an

emergency raedical condifion...The Medical Stalf |

Office, on a monlhly basls, creates the
Emergency Department {"ED") on-call
Roster...the EO will maintaln the on-call
tosters...The on-gall roster is divided into
categories of medioal speclailies.. spectalties
Include but ara nof limited to...Neurology...”

Revlew of Emergency Room On-Call Schedules

{ dated January-July 2012, revealed no

documeantation regarding on-call neurolopglsts.

Observatlon on August 21, 2012, at 447 pm. at

1| an Emergency Room nursa's station, revealeda |

fist of on-call physicians that idenilfled the

E §ﬁéaﬁwmmd'aummm‘anﬂ"' SR ORI SOV AR PP S A PO

telephone number. Continued review revealed the
spaclalties included neurclogy with a telephone
number, and ho documentation regarding
identification of an on-call neurologist,

‘Telaphone ntervicw with Registered Nurse (RN)
#1 on August 23, 2012, at 2:40 p.m,, revealed the

Appendl 8.

approprlate to ensure compliance.

Corporate Responsibilily Officer
Completion Date: June 25,2012

ED Leadership monitors all ED transfers j,
for on call notification and response. [
Data reflects 100% compliance for three

months, therefore monitaring |
concluded. Appendix 3. At the direction
of ED CQ), 100% of ED transfers are peer
reviewed beginning February 1, 2013,

Menitoring: Per £p CQV, transfer case
peer review .outhers are trended and

medical staff action will be taken as

" Rasponsible Person: Assoclate

6/25/12
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On-Call Schedule for August 23, 2012, included a i -
phone number to cal! when neurclogy was o
requirad. RN #1 stated, "...If (a) patisnt (is) under Wl
the ure of u neurviogial wy cail thull swwdloygis, | s
otherwise we just cull this answerlng service...” Tag 2407 489.24(d){1-3)
A2407 | 489.24(d)(1-3) STABILIZING TREATMENT A2407
16 L. Subject to ol ¢ -1 The Hospital complies with 489.24{1-3)
anaral. Subject fo the provislons o - .
paragraph (d)(2) of this seclion, If any Individual by ensuring the hospital provides
(whether or not eligible for Madicare benefils) appropriate stabllizing treatment within
comas to a hospital and the hospltal determines the hospital’s capacity and capabliities
that the Individuat has an smergency medlcal to all patlents who present to the
conditlon, the hospltal must provide elther- :
{1y within the capabilities of the staif and facllifies Emergency Departmant with an
avallable at the hospital, for further medical emergency medical condition, or an
examination and treatment as required to stabllize appropriate transfer, ‘.
the medical condition. el ,
(1) For for {ransfer of the Individual to anather .
medleal facllity In accordance with paragraph (s) Al ED staff (including physicians and a/18/13

of this section,

{2) Exception: Application to [npatlents.

(i) if & hosplfal has screened an Individual under
paragraph {a) of this section and found the
individual to have an amergenoy medical
condition, and admilis that Indlividual as an
fnpatient In good faith in order lo stabilize the
emergency madleal condifion, the hospltal has
salisfied Its spaclal responsibliities under this
section with respect 1o that Individual

{It) This section Is not applicable to an npatiant
who was admilted for elactive {(nonemergency)
diagnosis or lrealment,

(i) Ahospital 1s required by the conditions of
pariicipation for hospitals under Part 482 of this
chaptor to provide care 1o its Inpatients In
accordance with those condltions of parliclpation,

nurses) were provided re-training on
current stroke protocol, to promote use
of tha stroke guidelines for t-PA
adminlstration where appropriate based
on the patient’s condition, as a form of
stabilizing treatment under EMTALA
within the Hospital's capabilities. i
Appendix _2_ Didactic t-PA and

protocol training content.  Appendix 12
Emergency Center Protocol for t-PA In
Acute Stroke, Tratning and education

plan includes ensuring all new staff and
physiclans as well as staff and physiclans
on leave recelve tralning . The Hospital ]
also hired a hospital-based neuralogists |

LI
e

FORM CM8-2567(02-09) Pravious Verelons Obsalele

Evanl ID:EBID1H

Facitty ID: TNP&3171

- M continuation sheat Pai;e 40f 20




DEPARTMENT OF HEAUTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

STATEMENT OF DEFICIENCIES

PRINTED: 04/09/2013
FORM APPROVED

OMB N

{%1) PROVIDERISUPPLIERICLIA

(X2) $4ULTIPLE CONSTRUCTION

(X3) DATE SYRVEY

0, 0938-0391

s or her behalf). The writlen docuiment should
indicate that the person has baen informed of the
tisks and banafits of the examination or
treaiment, or both.

This STANDARD is not met as evidenced by:
Based on raviow of faclliy polley and protocol
medical record raview and interview, the facliity
falled to provide stabilizing treatment for one

patlent (#8) of twenly sampled palents,

The findings included:

Revlew of facilily Policy Number PC-07178 mosl
recently reviewad and/or revised in Saptamber
2008, and tiled *EMTALA (Emargancy Medical
Treatmont and Labor Acl) Guldelines - Treatment
and Transfer of Individuals In Need of Emergenoy
Madical Setvices revealad, *...The Hospltal wil
provide an Indlvidual with an emergency medical
condition such further exeinination and lreatment

on EMTALA, including the physician
certification requirements for an
appropriate transfer, including the
requirement that the physician’s
certification be specific enough to give
a complete plcture of the benefits to be
expected from appropriate care at the
recelving {reclplent) facility and the
specific risks assoclated with the
transfer, including the time away from
an acute care setting nacessary to effect
the transfer. Appendix _4

Monitoring: Hospital monltors tralning
on new policies and procedures by
malntaining sign in sheets and
attestations signed by the Medical Staff
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(3) Refusal to consent {o ireatment. 11/12 and hired a stroke coordinater
Ahospital meets the requirements of paragraph 2/13 to promote appropriate stroke
(){)() o this section with respect to an - /13 top i pRrop
Individual If the hospital offers the ndlvidual the management, .
fstther medical exemination and trealment Monltoring: ED Director to track .
?%?Glf(libe?('ﬂ that paragr al‘th and i(?‘fmin:ﬁ 1&9 " compliance for conpletion of training; )
ndividual (or a parson aciling on the indiviauar's y :
behalf) of the tisks and benefits to the individual Appendix_3_Training completion
of the examination and traatment, but the reports
Indlv!dug! {or & parson acling on the individual's Résponsible Person: ED Directar/CNO '
hehalf) doos not consent to the examination or .
frealment. Tha madical record must contaln a Completion Date: April 18, 2013.
description of the examinatlon, treatment, or both Monltating Is ongoing,
if applicable, that was refused by or on behalf of :
tha Individual, The hospltal must take afl )
resisonable steps to secure the Individual's written .
informed refusal (or that of the person acling on ED physicians were provided retraining - 6/25/12
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Conlinued From page &

as required to stablize the emergency medical
condition, within the capabilily of the Hospital..To
alabllize...mean...the patlent Is provided such
medloal treafmant of the conditlon as is
necessary to assute, within reagonable medicat
probabiilty, that no material detarloration of the
condltlon s llkely to result from or occur during
the transfer of lhe patlent...”

Raviow of facllity Pallcy Number FGG-01070 and
most recently reviewed andlor revised In January
2010, ravealed, *...Tille Standard of Care - CVA
(Gerabravescular Accldent} or Slroke...Oulcome;
To astablish guldelines In the treaiment of &
GVA/Strake pationt...A pallent who atrives at the
Emergency Center with CVA or glvoke may
recelve the following care...Nolfy Emergensy
physlclan to determine if patient meets criteria for
thrombolytic (dissolution of blead vlols) therapy..."

Reviaw of an Emergency Centar Protocol For
t-PA (llssue plasminogen activaor - diasolves
clots and restores bload flow) In Acute Streke
dated August, 2008, revealed, “...NOTIFY on call
Naurologist of potenttal tPA candidale...Roview
the following excluslon criterta...Are the patient's
stroke symploms greater than 3 hours old?
(V{intravenous) t-PA must be glven within 3
houts of onsat of stroke symploms...Does the CT
(Computarized Tomography) braln demonsirate
intractanial bieed or mass effect...Soraening ER
{Emergency Room) Physlclan Signature If the
answer o any of the above quesions is 'YES',
the patlent is not a candidate for tPA..If the
answer to all the above questions ja'NO", the
pationt may be a candidate for +PA.NOTIFY
Neurologtst that patient 1S a tPA candldate.."

“members and staff.
Responsible Person: Corporate
Responsibliity Officer

_ Completion Date: June 25, 2012.
Monitoring is ohgolng.

A2407

T en® oy

FORM CMS-2607(02-99) Previous Varslons Ohsdlolo Event IDEBID

Facilty I0; TNPESTY If conttauation sheet Page 8 of 20

]
H




DEPARTMENT OF HEALTH AND HUMAN SERVICES

_CENTERS FOR MEDICARE & MEDIGAID SERVICES

SYATEMENT OF DEFICIENGIES {X1) PROVIDERVSUPPLIERICLIA
ARD PLAN OF GORREGTION IDENTIFICATION NUMBER:

PRINTED: 04103/2019
FORM APPROVED
OMB NO. 0938-0391

440091

{42} MULTIPLE GONSTRUCTION {X9) DATE SURVEY
A.BUILDING COMPLETED

¥ C '
B.WING 08123[2012

NAME OF PROVIDER OR SUPPLIER
MEMORIAL HEALTHCARE SYBTEM, ING

¥

STREET ADDRESS, CITY, $TATE, 2P CODE o !
2625 DEBALES AVE L
GHATTANOOGA, TN 37404 o

D
TAG

SUMMARY STATEMENT OF DEFICIENGIES
(EAGH DEFICIENCY MUST BE PRECERED BYFULL
REGULATORY OR 1.SC IDENTIFYING INFORMATION)

b . PROVIDERS PLAN OF CORRECTION gy
PREFIX {EACH CORREOTIVEACTION SHOULD BE GOUFLETION
TAG CROSS-REFERENCEN TO THEAPPROPRIATE T DATE
DEMCIENCY) b

A2407

Continusd From page 6

Patlent #9 presentad to Hospital #1's Emergency
Depatiment on March 26, 2012,

Madical record review of Patient Informafion
revealed, "...Arrival DatefTime: 1213 (1213
pm.)...Stated Complaint: Neurologic
Symptoms/Deficits...”

Madlcal racord reviow of a Trlage Assessmant
dated Match 26, 2012, af 12:23 pm., revealsd,
"Siatad Complaint: Posslble Stroke...onset SOB
(shorinesa of breath) afler walking to surgery
walling...famlly repotts slurrad speech...High Risk
Slluation...” '

Modloal record reviaw of a nurse's hote dafad
March 26, 2012, at 12:47 p.n., revealed,
u_reassessed in friage, Noted 1o have
teooourence of sturred speach. Equal grip
sirangths. L (laft) sido faclal droop.” Medical
record yovisw of a nurse's note dated March 26,
2012, at 12:51 p.m., ravealed, "...taken to roon...
(Madlcal Doctor ~ MD #1) notified of pt {pationt)
change In status.”

Medleal record raview of an unitimed Eergency
Depariment Physical Hislory and Assessment
dated March 28, 2012, revealed, "Chlef
complaint; slurring...duration less than one
hour...with L faclal droop that has waxed and
waned...dsoreased blink on Left...!

Wadleal record review of a CT (compuierized
tomography) scan of tha braln without contras!
dated March 26, 2012, at 2:83 p.m., tevaaled,
v, Impression...No acute infracranial
abnormallty...”

2407 .
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Medical record review of a nurse's nate dafed
March 28, 2012, at 4:02 p.an., raveslad, : 1
"Dramatic neurs (neurological) changes 3

noted....ncreased slurred speech and left sided £]
weaknoss...(M.D. #1) notifled, (M.D. #1) 1o “;
bedside @ (af) (4:03 pa.)..” 1y

Madical record review of the Physical History and ;
Assesement daled iarch 26, 2012, revealed, LR ]
* . .Disposlifon iscussed with pt and family. Pt
dysarthrla seems more prounounced and 1 am .
uncertaln of Ball's Palsy...Discussed with
(neurologist) who requests MRI. If negallve DIG .
{discharge) with sterolds)...(4:00 p.m.)...densely :
hemiplagle on L. Call (neurclogist)...anset greater
than 3 hours. Reaommended {Hospital #2)..."

Medical record review revealed no documentation]
regerding an ER Cenler Prolocol for -PAIn Acule . .
Stroke Tor Pationt #8. Madical record review
revealed no dooumantation regarding
assessment by a neutologist.

Modleal record review of a Cerlificate of Transfer :
dated March 28, 2012, raveaied, *...Dlagnosis: .
Neurologlosl deflelis with L slde neglect...The
patlent has been stabilized within reasonable
nedical care standards. No further daterloralion
Is Hikely as a result of {ransfer...”

-

Madlcat record review of a CT scan of the brain
with and wiihout contrast dated March 26, 2012,
at 5:05 p.m., rovealad, "...Comparison |s mado
witl provious...exan {examination} of the brain
dated 3/26/2012...There is a questionable
minimal developing infatct in the antetlor fimb of
ihe rght Internal capsule...imprassion...Ocslusion

" FORM OMS-2567(0:2-09) Provious Vbralons Qbsolata Fvént ID:EDIDA " Facilly 10: TNPS374 If conttnuation shosl Pags 8 of 20
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 revealed, "..pt had nag Head CT for acute bleed,

of the right Internal carotid artery and proximal
poriion of the right middie cerebral
artery...Queslionable minlmal Infarct In the
anterlor ¥mb of the right internal capsuls...!

Medical recotd review reveaied the pallent was
{ransferred to HospHal #2 on March 26, 2012,

Medical record review of an Emergency Room
Record (Hospital #2) dated March 26, 2012,
revealed, ",..Triage (6:19 p.n.)...presented {0 ed
(Emetgency Departinent) with complaints of
siroke fike sympfoms transfer from {Hospital
#1)...onset of new sympioms app (approximately)
45 minutes...Artlved via (Hospltal #1's) EMS
{emergency medical service)...(6:38

p.m.). Historlan: History oblalned from patlent,
records from fransferring facliity, Time course:
Onset of sysnploms teported as sudden...”
Medlcal record review of a physiolans progress
nole dated March 26, 2012, at 8:62 p.m,,
revealed, "...Patlent's status is critical.”

Medlcal record review of a physlcleris pragress
note dated Maroh 26, 2012, at 6:52 p.m.,,

no surgery, o head bleed per pt, reviewed risk
and beneflts pt wants to go with iPa, Spoka with
(M.D. #2) ok fo glve tPA..." Medlcal record review
of a physlclan's progress note dated March 26,
2042, at 8:64 p.m., revealed, "Review of fransfer
records..." Medical record raview of a physiciarfs
pragress note dated March 26, 2012, at 7:11p.m.,
revealed, “...pt unchanged. will continue wilh IPA
walting for neuro aval {svalualion).”

Madical record review of a physlclar's progress
note dated Maroh 28, 2012, at 7:27 pm.,

P )
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revealad, "spoke with (M.D. #2)..states after
talking with famlly, siroke started this am (a.un.). |
spoke with patlent who sald symploms started at
& pm (p.am.) and EMS hand over indicated that
symploms staried at 4 pm, Famlly was not here
yat so that Is the Informallon | went with. IPAwas
stopped..."

Medical record review of the madical records sent
by Hospilal #1 to Hosplial #2 revealed no
dosumentation regarding the final repott of the
CT soan of tho brain daled March 28, 2012, at
2:33 p.m, or the CT scan of the braln dated
March 28, 2012, at 5:06 p.m.

Medical record review of a Consultation dated
March 28, 2012, ravealed, "...was visiting
(spouss)...at {Hospltal #1)...Per the family, who
wera presant at the {ime of onset, which was
around 11 or 11:30 a.m...starled
slaggering...happenead while (Patient #9) was in
{Hospital #1)...was immediately taken lo the
emergency room...apparently had a CT
anglogram of head done at (Hospltel #1), which
showed 2 distal...occluslon on the right slde, and
around 5:30 pm...was transferred to us for further
management, Because the records from
{Hosplial #1) indicated that the time of onset was
£:00 p.m...thought to be within the window
for...TPA...| stapped the TPA
Infuslon...Assessment...Acuia ischamlc stroke
gecondary to Internal carotld artery
ocoluston....Left hemiplagia left haral negleat,
secg):ndary {o siroke...Admit to ICU {intensive care
unlf)..”

Medical rocord review of a History and Physical
dated March 26, 2012, revealed, °...basically had
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starled a TPAInfuslon and then laler
discovered..lime of anset was different than . .
otlginally reported, and so that was slopped....hag N
a continued dense laft hemiplogla and
neglect...conlinues in ICU (Intensive Care Unit
afier recelving part of lhe TPA dose. Also with a .
large stroke and sisk of hetorrhage..." LI

Interview with M.D, #1 on August 22, 2012, at .
10:28 a.m. in an Emergency Room office in |

Hospilel #1, revealad M.D. #1 was prepared io D
discharge the patlent after constiltation with a |
newrclogist and nagative findings from a CT of : .

the braln. Continued intetrview revealsd the
nurslng staff Informed M.D. IH1 of a decline In the e
patlent's condition, the neurologist was 2l
yeconsulted and recommended a CT soan of the
brain with conlrast, and M.D. #1 stated, °..was
past the three hour window (a spacific imeframe Il -,
for administration in relation to onset of : .
symptoms) for t-PA and that's why (neurologist)
vianted me to call (Hospital #2)."

Interview with tha ER Nurse Manager an August
22, 2012, at 11:30 am., In a confarence room,
revealed the ER Nuyse Manager was unaware
tha facliity had a stroke protocol. The ER Nurse
Manager stated, "...Just if we know we're gelling a
possible strake we just get them to CT scan right
away."

Sy e ET

.

The taclilty falled to faliow thelr stroka protocals, .
and failed to {reat and stabilize the patlent. The '
patlent was misdfagnosed with Boils Palsy and K
wag nol evaiuated for sttoke it a {imely manher.,

.

G/O: #30311
A2409 | 488.24(a)(1)-(2) APPROPRIATE TRANSFER A2408 :

fe
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X4) 1D SUMMARY STAYEMENT OF DEFICIENCIES 0 PROVIDER'S PLAN OF CORRECTION ¥ sy
é FIX {EACH DEFIGIENCY MUST BE PRECEDED BY FULL PREFIX (EAGH CORRECTIVEACTION SHOULDBE . | COMPLETION
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DEFIOIENGY) i
| The Hospital complies with 489.24{e)(1)
A2408| C i ’
ontinued From page 11 A2409 i and {2) by ensuring patients who .
" present to the ED with emergency -’
{1) General
If an Individual at a hospital has an omergency medical conditions recelve appropriate :
medical condition that has not been stabilized (as stabilizing treatment within it '
deflned in paragraph (b) of this secilon), the | gu ¢ ; nt wi ? ca;;abillty :
hospilal may nol transfer the individual unless - and capacity prior to transfer, and that
() The transfer Is an appropriate transfer (wihin each transfer meets the elements of an
lhe'meanlng of paragraph (e)(2) of this section); “appropriate transfer.” \
an 3
{IH(A) The individual (or a legally responsible . ) :
person acting on the [ndividual's hehelf} requesls The Hospital revised lts EMTALA policy 6/25/12

{he Iransfer, after belng informed of the hospltal's
ohligations under this section and of the risk of
transfer.

The requost must be In writing and indicale the
raasons for the request as well as ndicate that he
or she ls aware of the risks and benefits of the
{ransfer.

(B) A physiclan (withih the meaning of section
1861(r)}{1) of the Act) has signed o ceriification
1hat, based upon the information avallable at the
time of fransfer, the medical bensfiis reasonably
expacied from the provision of appropilate
medical traafment at another medical faclilly
outwelgh the increased risks to the indlvidual oy,
in the case of a woman in labor, to the woman or
the unborn child, from belng ransferred. The
cerliflcation tnust contain a summary of the risks
and benefits upon which It is based; or

(C) If a physician Is not physically present in the
emergahcy department at lha time an Individual Is
{ransferred, a qualified madical person (as
delermined by the hospital In lis bylaws or rules
and regulations) has signed a cerlification
described In paragraph (e)(1){I1)(B) of this sectlon
after a physiclan (as defined In section 1861(r)(1)

to ensure compliance with all EMTALA
requirements and to provide more
accurate and complete direction to all
stalf on the procedures necessary for
EMTALA compliance. A co;iy of the
revised Policy Is attached to this Plan of
Cortaction at Appendix _5_ The revised
policy was accepted by the Medieal
Executive Committee and was approved
by the Board of Directors on 6/25/12.
Monitoring: The EMTALA Pollcy is
reviewed and revised annually, and as
needed, to ensure compliance
Responsible Persgn: Associate
Corporate Responsibility Officer
Completion Dats: June 25, 2012
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XD SUMMARY STATEMENT OF DEFIGIENGIES ) PROVIDERS PLAN OF CORRECTION :W@n
PREFIX (EAGH DEFIOIENCYNMUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVEACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THEAPPROPRIATE ¢ DATE
DEFICIENGY)
The Hospltal Certificate of Transfer form
A2409 | Gontinued From page 12 A2409 P 4/11413
includes fields for documentation of .
of the Act) in consultailon with the qualified .
medical person, agrees with the ceriiflvation and report called to RN / Name at receiving
subsequently countersigns the cetlification. The facility, The recelving facility {authorized
catlification must contalt a summary of the risks person) Transfer Center RN recelves '
and benafils upon which it is basad. report and relays to transfer unit.
(2) A transfer to another madical facillly will be Appendix _6_ Certificate of Transfer
appropriate only in those cases In which- 08/2012 '
{l) The transferring hospltal provides medical
treatment: wilhltr:’ Its capacllf ;hat minimizes the . Monitoring: ED Director reviews 100%
tisks to the Individual's health and, In the ¢ase o eur
a woman In labor, the health of the unborn child; of neuro and styoke transfers for
(1) The receiving faciiity documentatton of report called to RN /
(A} Has available space and qualified personnel Name and reports to ED CQf Committee
for the treaiment of the individual; and uarterly and ultimately to Medical
(B) Has agreed to accept transfer of the Individual gxecu i v Committ y d Qualit
and to provide appropriate medical reatment. ve Lommittee anc Quality
Committee of the Board.
(il The transflemn'g hospltal sandg l<(> the ‘ Documentation omissions will be
recelving facillly all medical records (or coples
thereof) related to the emergency cendition which reviewed with Involved staff. Appendix
the Individual has presented that are avallable at 2_Transfers with diagnosis of neuro or
the thmea of the lransfer, lnuludlng l&\aalle;ble trauma FY 13. Deficiencies will be .
history, records related to the Individual's i . B
emergency maedical conditfon, observations of reviewed with involved staff; any b
s'gns or symp'lo‘nS. pm"m'nﬂry diagnos‘s‘ resulls identified trends will be reviewed In s
of diagnoslio studles or telephon:; reporis of the staff meetlngs and ED Leadership
studles, traatment provided, results of any tests Anpendlx 8 Process Change Alert for
and the formed wrilten sonsent or cartification dpp - ‘;c N 8 rLior
{or copy theracf) raqulred under paragraph (e}(1) | ocumentatlon of RN to RN report on
(it) of this section, and the name and address of Cetificate of Transfer April 2013 . L
any on-call physiclan (describad in paragraph (g) Besponsthle Persont; ED Directorwith ~ * |
of this section) who has refused or falled to CNO provision of inht assur:
appear within a reasonable timo to provide provision of oversight assurance
necessary slabllizing reaiment, Other records and process continuation .
(e.9., test results not yet avallable or historical Completion Date: April 11, 2013,
records not readily available from the hospitafs oo .
files) must be sent as soon as practicable after Monitoring Is ongolng
FORM GM8-2607{02:99) Provious Verslons Obeolate Event In: ERIDAL Faclfty 10; TNPE3171 If conlluuation sheel Page 13 of 20
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The Hospital Certificate of Transfer form k0
A2408 | Continued From page 13 A2409| |5 revised to include additional fields for | 4/30/13
{ransfer; and $

{iv) The transfer is effected through guallfied
personnal and fransportation equipment, as

required, including fhe use of hecessary and
medically appropriafe life support measuras
duting the transfer.

This STANDARD is not met as evidenced by:

Based on review of facliity polioy, medical record
review and interview, the facllily falled {o ensure
an appropriate transfer for one patieni (#9}) of
iwenty sampled patisnts.

The findings included:

Ravlew of facllity Polley Number PC-07179 most
recently reviewed and/or revised in September
2008, and {itled "EMTALA (Emergoncy Medical
Treatment and Labor Act) Guldelines - Treafment
and Transfer of Individuals In Need of Emergency
Madical Services revealed, ... The Hospltal will
provide an Individual with an emergency medical
conditlon such further examination and
treatiment...or arrange for fransfer of an Individual
to another medical facliity in accordance with the
pracadures set forth below...'Stable for fransfer*
means...The physiclan...delermines...ihat the
receiving facility has the capablilily to manage lhe
aemergency medioal condition...”

Patlent #9 presented lo Hospital #1's Emergency

" | Depattment on March 26, 2012,

Mediocal record review of Palient Information
revealed, "...Arrlval Date/Time: 1213 (12:13

the certifying physiclan’s
documentation to promote EMTALA "
compliance, including the requirement
that the physician’s certification be
specific enough to give a complete
picture of the beneflts to be expected

PIR .

from appropriate care at the recelving <
{recipient) facllity and the specific risks X
assoclated with the transfer, Including !

the time away from an acute care
setting necessary to effect the transfer i
Appendix_9_ Certificate of Transfer 4
4/12/2043

Monitoring: ED Director whi provide i
data trends on physician certification for s
all transfers to ED Q) Committee
quarterly and ultimately to Medical '
Executlve Committee and Quality R

PSR

Committee of the Board.
Documentation omissions will be
reviewed with involved staff, Appendix
_20_ EMTALA Summary (FY 2013)
Responsible Person: ED Director with
CNO provision of oversight assurance
and process continwation

Completion Date: April 30, 2013,

Monitoring is ongoing

v
. .
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pam.)...Staled Complaint: Neurologlc
Symptoms/Deficlls...”

Madical racord review of a Triage Assesament
dated March 26, 2012, at 12:23 pm,, revealed, -
"Stated Complaint: Possible Stroke...onset SOB
{shoriness of brealh) aftor walking to surgery
waiting...family reports shured speech...High Risk
Sltuation..."

Madlcal racord vaview of a nurse's note dated
March 26, 2012, al 12:47 pam., revealed,
"..reasssased In liage. Noted to have
reocourence of slurred spesch. Equal grip
strengths, L side facial droop.” Madical record
review of a nurse's nole dated March 28, 2012, at
12:61 p.m., revaaled, “...taken to room...(Medical
Doctor ~ D #1) notified of pt (patient) change in
status,”

Medical record review of an untimsd Emergency
Depariment Physlcal History and Assesstment
dated March 28, 2012, revealed, "Chief
complaint: slurring...duration lags than one
hour...with L {leit) faclal droop that has waxad and
waned...decreased blink on Left..”

Medical record review of a CT {compuletized
tomography) scan of the brain without confrast
dated March 26, 2012, at 2:33 p.m., revealad,
“...Imprasslon...Na acute Intracranial
abnormallty...”

Medical record review of a nurse's note dated
March 26, 2012, at 4:02 p.m., revesled,
“Dramatic newro {nsurclogical) changes
noted...lncreased slurrad speech and left sided
weakness...(M.D. #1) nolifled, (M.D. #1) {o

EMTALA policy and provided training to
all emergency department medical staff
and €D staff related to the changes to
the EMTALA policy, The revised draft
policy was presented to £D medical staff
and ED staff during training staff
meetings and re-tralning sessions.

EMTALA education was provided to all -

ED medical staff and ED staff to review
EMTALA requirements for medical
stabilization and/ documentation prior
to transfer to another facility. Twelve 60
minute mandatory EMTALA education
sessions were scheduled for 06-07-12
through 06-11-12, and were attended
by all Hixson ED and Chattanooga
Emergency Medicine staff and ED staff,
Classes were led by the Corporate
Responsibility  Officer,  Emergency
Department Nurse Manager at Hixson
and the Emergency Pepartment

Director, Hospital also Implemented an
eLEARN module requirement for ali ED ',

medical  staff  (physiclans, hurse
practitioners and physiclan assistants)
and ED staff. Emall sent to elLEARN
adminlstrator by ED Director requesting
EMTALA assignment on 05-31-12, The
LEARN module requirement addressed,

i
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badside @ (at) (4:03 pan.)..."

Medlcal record raview of the Physical History and
Assessment daled March 28, 2012, revesled,
»,,.Disposition Discussed with pt {patlent) and
family pt dyserihria seams more prounounced
and | am uncertaln of Bell's Palsy...Discussed
with (neuraloglst) who requests MR, If negative
DIC (discharge) with sferolds}...(4:00
p.m.)...densely hsmipleglc on L. Call
{neurologist)...onset greater than 3 hours.
Recommendad (Hoapilal #2)..." Conlinued review
ravealed no documentation regarding .
communtoation with a recelving physician oy
(Hospltal #2).

Medical revord review of a Cerlificale of Transfer
dated March 26, 2012, revealed no
documentalion regarding an authorizing person at
{Hospital #2; appropriate medical information
sent with ihe patlent; or a Reglstered Nurse
(Hospital #2) to whom report was glven,
Confinued review revealed specific benelils and
rsks regarding ransfer were not documented
and fncluded, “...Dlagnasls: Neurologicel deficits
with L side neglaat...The patlent has been
stabllized within reasonable medical care
standards. No further deteriorallon Is fikaly as a
result of transfer...DaterTime 3/26/12/(4:13
p.m.)...Consent fo Transfer...to the service of
(M.D. #2) at (Hospital #2)..."

Madiical record review of a CT scan of the braln
with and without contrast dated March 26, 2012,
at 5:06 p.m., rovealed, *...Comparison I8 made
with previous...exam {examinalon) of the brain
dated 3/26/2012...There Is a questionable
minimal doveloping Inferct in he anterlor timb of

without limitation, EMTALA basics, the
obligations of on-Call physiclans and
Emergency Department physiclans,
including timely In-person response,
medical screening  examinations,
stabillzing treatment indluding
awareness of and requlrement for vV
access, apprapriate transfers, escalation
and chain of command {in the event the
on-Call physician cannot respond) and
documentation.  {In addition, annual
EMTALA training Is provided for all
hospital staff as an eLEARN module.

New staff is orlented to EMTALA
guidelines and pollcy.}

Monitoring:  The Hospital monitors
EMTALA education through the use of
elEARN documentation, siga in sheets,
and attestations slgned by the Medical
Staff members and staff. The
campletion rosters of eLearn modules
are tracked to ensure all staff complete
the raquired courses, Appendix 11
Responsible _Person: Assoclate
Corporate Responsibiltty Offlcer
Completion Bate: June 30, 2012,
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A2409 | Continued From page 16 A2408
the tight Internal capaule...Impression,..Ocolusion : ,
of the right Internal carolid artery and proximal :

porilon of the right middie cerebral )
artery...Questionable minimet infarct in the . :
anterlor Hmb of the right Internal capsule...” <

Medlcal record raview of a nurse's nole dated
March 26, 2012, at 5:34 p.n,, revealed, ".. Wil
prepare pt, for Transler,”

Medlcal record review revealed no documantation
regarding the lime or condition of the pallent at
the time of transfer.

Medioal racord review of an Emergency Room
Record (Hospital #2) dated March 28, 2012,
revealad, *...Trlage (6:19 p.m,)...presented to ed
{Emergency Department) with complaints of
stroke like symptoms transfer from (Hospital
ii1)...onset of new symptoms app {approximately)
46 minules...Avrived via (Hospilal #1's) EMS

{ (smergency medical eervice)...(6:38
p.m.)...Historian: History oblalned from patlent,
records from traneferring facllity. Timne course;
Onsel of symploms reported as sudden...”
Madioal record review of a physiclen's progress
note dated March 26, 2012, at 5:62 pan,,
revealed, "...Patient's status Is orilical."

Medical record review of a physiclan's progress
note dated March 28, 2012, at 8:62 pam.,
revealed, "...pt had neg Head CT for acute bleed, . .
no surgery, no head bleed per pt. reviewed risk !
and beneflls pl wants to go with tPa (tissue
plasminogen aotlvator - dlasolves clots and
restoras blood How), Spoke with (M.D. £2) ok la
give tPA.." Medical record review of a physlcian's
progress note dated March 26, 2012, at 6:54

'

FORB CMS-2667(02-99) Provious Vorslons Ghsolets Evant ID:EBIDAY Faotiity 10 TNPE3171 If sontinuation ahse:l Paga"17 of20




' DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 04/03/2013
FORMAPPROVED

STATEMENT OF DEFICIENCIES (1) PROVIDERISUPPLIERICLIA
AND PLAN OF GORRECTION IDENTIFICAYION NUMBER:

*

440091

OMB NO, 0938039
{X2) MULTIPLE COMSTRUCTION (%9) DATR SURVEY
ABULOING . . . . COMPLETED

4]
B, WING I 08/23/2012

NAWE OF PROVIDER OR SUFPLIER
MEMORIAL HEALTHCARE SYSTEM, ING

STREET ADDRESS, CITY, STATE, ZiP CODE
2525 DESALES AVE "
CHATTANQOGA, TN 37404 r

{x4)1>
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EAGH OEFICIENCYMUST BE PRECEUED BY FULL
REGULATORY OR L&G IDENTIFYING INFORMAION)

0 PROVIDER'S PLAN OF CORRECTION {XB)

PREFIX (EACH CORRECTIVEACTION 8HOULD BE COMPLETION
TAQ CROSS-REFERENCED TO THE APFROPRIATE PATE

DEFICIENCY)

A2408

Continued Fr(;m page 17

pam., revesled, “Roview of transfer records..."
Madlcal record review of a physician's progross
note dated March 28, 2012, at 7:11p.m.,
reveated, ...pt unchangad. wili continue with {PA
walting for neure eval (evaluation)."

Medical yecord review of a physiclar’s progress
note dated March 28, 2012, at 7:27 p.n.,
fovealed, “spoke with (M.D, #2)..slates after
talking with family, stroke started this am (a.m.). |
gpoke with patient who sald symptoms slarted at
5 pm (p.m.) and EMS hand over indloated that
symptoms started at 4 pm. Family was not here
yet so that Is the informalion 1 went with. tPAwas
stopped...”

Medlcal record veview of the medical records saht
by Hospital#1 to Hoepital #2 vevaaled no
documentation regarding the final report of the
CT scan of the brain datad March 26, 2012, at
2:38 p.m. o ihe CT scan of the hrain dated
March 28, 2012, at 5:06 p.a.

Medical record review of a Consultation dated
March 26, 2012, revealed, °...was visiting
(spousa)...at (Hospltal #1)...Per the famlly, who
wiere present at the (ime of onsat, which was
around 11 or 11:30 asn...starled
staggaring...happened while (Patient #9) was in
(Hospital #1)...was immediately laken to the
emergenay room...apparently had & CT
anglogram of head done at (Hospltal ##1), which
showad a distal...occlusion an the right sids, and
around 5:30 pm...was iransferved to us for futher
management. Because tha racords from
(Hospital #1) indicated that the time of onset was
5:00 p.m...thought fo be within the window
for...TPA...| stappad the TPA
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Infuslon...Assessment...Acute Ischemic slroke
secondary to internal carotid arlery
oaclusion....Laft hamiplagla left hemt negiect,
secondary 10 stroke,..Adimit fo ICU (Intensive care
unit)...”

Madioa! record review of a History and Physical
datad March 26, 2012, revealed, *...basioally had
started a TPA Infusion and then later
discoverad...lims of onse! was diffarent than
orlginally reported, and so that was stopped....has
a conlinued dense left hemiplegla and
neglect...conlinues in IGU (Intensive Care Unil)
after recelving part of the TPA dose. Alsowith a
large stroke and risk of hemorrhage..."

interview with MD. #1 on August 22, 2012, at
10:28 a.n, In an Emergency Room office In
Hespltal #1, revealed M.D. #1 was preparad lo
discharge the patlent after congultation wilh a
neurologlst and negative findings from a CT of
the braln. Continued interview revoaled the
nursing staff informad M.D. #1 of a declina in the
patient's conditlon, the neurcloglst was
taconsulted and recommended a CT scan of the '
brain with contrast, and M.D. #1 stated, "..was
past the thrae hour window (a spectlic timelrame
for administration In relation to onset of
symptoms) for PTA and {hat's why {neurologlat) .
wanted me to call (Hospital #2)." Continued :
Interview revealad M.D. #1 did not recall :
communicallon with Hospital #2 regarding the
caro of Patlani #8 and M.D. #1's communlcation
with an accspting facility was usually documented
In the Physical History andAssessment.
Continuad Interview ravealed MD. #1 called the
facilily's iranfer center (o arrange transfer) aind
confirmed the faclilly falled to provide an
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appropriate fransfer for Patient #0, The fransfer
was nol timely for the diagnosis of CVA and ¢
appeared that the fachilty had the capabiiitly to
ireat the pallent. As & result, the patient arrived at
Hospltal 2 too late for definitive ireatmant for.

siroke.
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