Circumstances Where an “Immediate Threat to Life” Has Been Invoked by TJC
Environment of Care/Life Safety Code
· Lack of master alarms for medical gas systems

· Unreliable fire pump

· Inoperable fire alarm system

· Fire doors throughout the facility not closing and positively latching

· Penetrations in fire wall not sealed with a fire rated material

· Main circuit breaker not tested or maintained and raw sewage leaking from pipes in crawl space beneath hospital

· Non-functioning smoke detectors throughout the organization

· Lack of procedures to identify and maintain fire protections (i.e. lack of an effective means to transmit fire signal to an external point, responsible person not knowledgeable on use of fire alarm system)

· No means of exit in an emergency and lack of implementation of interim life safety measures

Medication Management

· Existence of systematic organization deficiencies involving medication, prescribing, ordering, administration and leadership oversight of pharmacy and nursing functions

· Pediatric drug tray concentrations were different from those approved

Laboratory Issues

· Patients with known antibodies received transfusions without the units being typed for the corresponding antigens.

· Patient specimens that were incompletely labeled were being used for transfusion compatibility testing

· Serious deficiencies involving Quality Control outside acceptable ranges or not performed, corrective actions inadequate or not performed, patient test results not reported to clinicians when systems did not verify the accuracy of results

· Serious deficiencies involving lack of competency of testing personnel relevant to patient testing and faculty safety in-services, lack of proficiency testing and compliance, and lack of quality control documentation and acceptable performance prior to reporting patient results

· Blood bank QC not performed for 45 of 90 days (compatibility testing was performed and transfusions were given); contributing factors: overall pattern of a lack of oversight; laboratory medical director not qualified to oversee high complexity testing; contracted pathologist not providing monthly visits as expected; lab manager position vacant for months with undefined interim leadership; lack of documented staff orientation, training and competency; no QC surveillance system in place; unsuccessful proficiency testing.
Credentialing

· Physicians performing procedures without privileges or documented competence for the procedure.

Care of Patients

· Patients admitted through the emergency department to the critical care unit failed to receive comparable levels of care

· Serious deficiencies involving an ineffective after-house response system, which had resulted in multiple cases of serious patient care problems concerning equipment and oxygen not being responded to in a timely manner

· Nursing care issues (i.e. high rate of weight loss, high percentage of residents with ulcers, high rate of infections, high % of residents on psychotropic medications, lack of nursing leadership, inadequate staffing)

Leadership

· Inadequate financial resources to support essential patient care functions

· Systematic organizational deficiencies involving organizational planning, assessment and safety of residents, inadequate staffing and the implementation of the organization’s safety plan

· No staffing in place to provide inpatient care, no laboratory services were available, and limited pharmacy support was being provided by a part-time pharmacist with no training or experience in a hospital pharmacy

