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Executive Summary 1

HCA Healthcare is the largest hospital company in America and is widely regarded as an 

industry leader, with more than 180 hospitals in some 20 states and more than 280,000 

total employees.  

As this report documents, HCA routinely engages in practices that maximize profits 

at the expense of patient care, working conditions, and responsible corporate behav-

ior. HCA staffs its hospitals at very low levels, typically about 30% below the national 

average, according to analysis of Medicare cost report data.  This trend of low staffing at 

HCA hospitals reflects an intentional corporate strategy that long predates the COVID 

pandemic.  In particular, Medicare cost report data shows staffing levels routinely and 

precipitously drop after HCA acquires a hospital.  

Short staffing saves HCA billions each year. These billions are costs borne by patients, as 

lower staffing levels are associated with inferior patient care. The accompanying report 

includes an extensive review of hospital inspections and lawsuits, which reveal patient 

safety failures and quality concerns linked to low staffing at HCA’s hospitals. HCA 

safety and quality failures include examples of outright inadequate staffing, such as low 

staffing in telemetry units leading to patient deaths. 

The costs from short staffing are also borne by people working in HCA hospitals, who 

are overstretched and often in dangerous situations because of HCA’s low staffing levels.  

According to a January 2022 survey of over 1,500 frontline nurses and healthcare 

workers at HCA hospitals, nearly 80 percent reported witnessing patient care being 

jeopardized due to low staffing.  

Many hospitals—especially smaller, independent rural hospitals—find themselves need-

ing to cut staffing in order to remain solvent. This is not HCA’s story.  HCA is the largest 

hospital system in the country, with nearly $60 billion in annual revenue. The company 

has been consistently profitable since its most recent public offering in 2011. HCA, 

founded in 1968, has gone through periods of being both publicly traded and privately 

held. The most recent public offering was in 2011, following a mammoth leveraged 

buyout in 2006.

Rather than invest in its workforce, HCA uses its profits to line the pockets of investors 

through share buybacks. In 2021, HCA earned close to $7 billion in profits, its highest 

profits since the 2011 IPO.  HCA chose in 2021 to repurchase $8 billion worth of the 

company’s stock from their shareholders.  This is a regular theme for HCA: Since the 

company’s IPO in March 2011, HCA has paid to its investors more than $4.9 billion in 

dividends and $26.9 billion in share repurchases, a total of over $32.2 billion in payouts.

While share repurchases are common in many industries, HCA stands out for having the 

highest share repurchases in the healthcare industry and the 17th highest among all 

publicly traded companies in the U.S. in 2021. This volume of share repurchases is even 
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more concerning given that roughly 40% of HCA’s revenue ($24 billion in 2021) comes 

from the taxpayer-funded Medicare and Medicaid programs—a staggering use of public 

funding to facilitate the transfer of wealth to private shareholders.

HCA could use these billions of dollars to invest in its workforce rather than reward 

shareholders.  Instead, HCA has trotted out what it calls “new models of care,” which 

include sending nurses to the bedside without adequate training (such as being 

asked to insert a feeding tube into a patient without training on that specific task) and 

requiring nurses and other employees to perform out-of-scope duties (for example, 

security guards being expected to serve as patient sitters, or EMTs performing the 

duties of ER staff).  Moreover, when HCA’s own employees express concern about the 

safety of staffing levels, they often experience retaliation.  In one notable example, a 

nurse expressed concern that ICU nurses were being assigned more patients than the 

monitoring equipment could handle.1  She was fired, and she reported in an online blog 

that at least two patients from her hospital died in the ICU because of unsafe staffing 

and insufficient monitoring.2  

The staffing crisis in HCA’s hospitals has also long predated the COVID-19 pandemic. 

COVID made the situation even worse, as HCA refused to provide adequate PPE. One 

hospital in California was fined by the state OSHA department for withholding N95 

masks. Yet, rather than prioritizing the needs of its employees in dealing with an unprec-

edented, highly transmissible disease, HCA focused on returning to business as usual 

with elective surgeries as quickly as possible. It should come as no surprise that HCA has 

been highly profitable through the pandemic—$3.8 billion in profits in 2020, and close 

to $7.0 billion in 2021. HCA even returned $6 billion in federal CARES Act funding in 

October 2020 because the company did not need it.3  These profits could have been used 

by HCA to invest in its frontline workforce and address its ongoing staffing crisis, rather 

than to reward company shareholders.

A thorough examination of a wide variety of data on quality of care—from hospital 

inspection reports, CMS’s Care Compare website, and countless lawsuits—reveal strong 

evidence of staffing-related quality breakdowns in HCA hospitals.  This includes higher 

death rates from pneumonia, higher readmission rates for certain conditions such as 

heart failure and pneumonia, and very troubling evidence concerning bedsores suggest-

ing that HCA may be avoiding Medicare financial penalties by engaging in practices that 

discourage employees from documenting the most severe hospital-acquired bedsores. 

It also includes multiple concerns about staffing levels in HCA’s telemetry units, where 

monitor techs are routinely required to be responsible for dangerously high numbers of 

patients. Additionally, this report documents patterns of avoidable patient care failures 

and patient harm linked to low staffing levels such as missed nursing assessments, delays 

in patient treatment, patient falls, and other instances of the endangerment of patients. 

Given these facts, HCA hospital workers across the country are calling on the company 

to put patients ahead of profits and address its staffing crisis:
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 ■ Raise staffing to safe levels. HCA’s facilities need safe staffing—inclusive of all care 

and services jobs.

 ■ Pay living wages for all workers. Tens of thousands of HCA’s workers make poverty 

wages, and rising inflation has squeezed the budgets of households across the coun-

try. All HCA workers deserve wages that allow them to provide for their families and 

get ahead. 

 ■ Provide safe workplaces. Policies must prioritize protecting health workers from work-

place violence and ensure that they have sufficient personal protective equipment. 

 ■ Not retaliate for expressing safety concerns.  All healthcare workers need to be 

able to advocate for staffing levels and other conditions that are safe for patients 

and workers. Workers should not be retaliated against when they advocate for their 

patients and themselves.   
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In August 2019, Norma Mae Fittsgill was admitted to HCA Houston Healthcare Clear 

Lake for surgery to remove a mass in her brain, after which she stayed in the hospital and 

experienced multiple, severe quality of care failures due to low staffing levels according 

to a lawsuit filed by the patient’s family. In the lawsuit, Ms. Fittsgill’s family alleges that 

HCA Houston Healthcare Clear Lake staff told them that the floor where Ms. Fittsgill 

was being treated was “severely understaffed.” This allegedly led to Ms. Fittsgill not 

being provided “proper toileting and continence care, which resulted in her laying in 

her urine and feces for hours at a time and caused her to develop a bladder infection 

and sores to her genitalia and bottom.” When her family requested that staff assist Ms. 

Fittsgill with such activities, their complaints were ignored due to staffing shortages.4

According to the suit, Ms. Fittsgill also suffered the withholding of her pain medication 

“for hours at a time while at the facility due to nursing staff shortages.”5 She experienced 

numerous falls because, her family claims, the hospital failed to follow fall prevention 

protocol despite her high risk for falls. Additionally, Ms. Fittsgill developed pressure 

ulcers due the alleged failure of hospital staff to reposition her in accordance with stan-

dards of care.

After complaints, Ms. Fittsgill’s family claims that Texas Health and Human Services 

conducted an inspection of HCA Houston Healthcare Clear Lake and cited the hospital 

for deficiencies concerning Ms. Fittsgill’s care.

The lawsuit asserts that the understaffing at HCA Houston Healthcare Clear Lake was a 

purposeful business decision with disastrous consequences: 

“Based on information and belief, Defendant [HCA Houston Healthcare Clear Lake] 
engaged in a systematic process of ensuring that their medical facility maintained the 
highest acuity levels possible while at the same time providing insufficient capitalization 
and staff to meet the individual needs of their patients during the time that Norma Fittsgill 
was a patient in the facility. This purposeful undercapitalization and understaffing directly 
resulted in the failure of their facility to provide the necessary and basic services that 
Norma Fittsgill needed to prevent her from sustaining the injuries pleaded herein.”6

Ms. Fittsgill’s ordeal is not an isolated incident. Sadly, hers is just one of many patient 

quality breakdowns due to low staffing levels seen across HCA’s entire health system.

Introductory Story
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Short-staffing also has a profound impact on frontline worker health, safety and well-

being at HCA-owned hospitals. For example, Michelle Harvey is a surgical tech at HCA’s 

Del Sol Medical Center in Texas who is concerned that HCA’s low staffing levels are 

jeopardizing worker and patient safety.

“People are leaving HCA because they believe their licenses are at risk due to 
under-staffing. The possibility of patient care failures due to short-staffing is a constant 
concern for us. We often don’t get adequate breaks. We regularly miss lunch breaks. We 
might have just a couple of 10-minute breaks during a 12-hour shift. 

Those of us who stay feel like we are pushed to the breaking point by short-staffing. 
When we are short-staffed, we don’t get relieved at the end of our shift, even if we’ve 
been working 12 hours – we are just left in the room. No one comes to ask or inform us. 
I believe the longest shift I have worked at Del Sol was 26 hours straight.” 

Erika Watanabe, a surgical technician at an HCA hospital in Nevada also has to stay long 

past her shifts to compensate for the hospital’s insufficient staffing. Often, no one is 

scheduled to replace her at the end of her shift, so she is pressured to stay and continue 

working to ensure that patient surgeries can keep being conducted safely. This leads to 

her sometimes working an extra 12 hours on top of a scheduled shift meaning a 20-hour 

work day in total. She says, “it’s hard to remain at my sharpest on the 19th or 20th straight 

hour of working.”

Introductory Story: Workers
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1.1 Staffing overview
With over $58 billion in revenues and approximately $7 billion in profits in 2021,7 HCA 

Healthcare (hereinafter “HCA”) is the nation’s largest for-profit hospital system and one 

of the most profitable in the world.8 HCA is also one of the largest employers of health-

care workers in the country, with approximately 284,000 employees as of December 31, 

2021.9 With an estimated 5.6 million hospital workers in the entire United States, this 

suggests that around 1 in 20 hospital workers in the USA currently works for HCA.10 

HCA’s relentless focus on holding down labor costs is a big driver of the company’s high 

profits. HCA pays tens of thousands of its employees poverty wages,11 and has signifi-

cantly lower than average staffing levels despite the fact that higher staffing levels are 

associated with better patient care.12

As shown in Figure 1 below, our analysis of CMS cost report data shows a concerning 

and consistent pattern of lower-than-average staffing ratios at HCA’s facilities nation-

wide. In 2020, HCA had about 30% less staff per adjusted occupied bed than the national 

average for acute care and critical access hospitals.13 

This metric of full time equivalent staff (FTE’s) per adjusted occupied bed represents the 

number of staff at a hospital compared to the number of patients. (In this report, we refer 

to this metric as the “FTE ratio” or “staffing ratio.”) A higher FTE ratio indicates more staff 

per patient, and a lower ratio indicates fewer staff per patient. 

Figure 1 shows HCA’s system-wide staffing ratio compared to other hospitals broken down 

by ownership type. The HCA system, which includes 3.5% of hospitals in the analysis, has a 

system-wide staffing ratio average significantly lower than the average for any type of hos-

pital. Non-profit hospitals, which represent 61% of hospitals in the analysis, have an average 

staffing ratio very close to the national average. For-profit hospitals excluding HCA (rep-

resenting 14.6%,  of hospitals in the analysis) have an average staffing ratio lower than the 

national average, but on average still 1.0 more FTE’s per adjusted occupied bed than HCA.

Figure 1. Staffing Ratio (Full Time Employee per adjusted occupied bed)
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This map shows how HCA’s staffing rate compares to the state averages excluding 

HCA facilities. We excluded HCA facilities from each state average because in some 

states (like Florida), HCA is such a large portion of the state that they drag the state 

average significantly toward them.

In 2020, HCA’s weighted average state staffing 
ratios were lower in 19 out of 20 states in which 
they operated.
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HCA’s low staffing ratios have a huge impact on healthcare workers and the patients in 

their care. According to a January 2022 survey of more than 1,500 frontline nurses and 

healthcare workers at HCA hospitals, 83% agreed or strongly agreed with the assertion, 

“I feel my floor or unit does not have the right level of staff for the patients I care for or 
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my role.” 89% of respondents agreed or strongly agreed with the assertion, “I feel short 

staffing at my hospital is compromising patient care.”14

Low staffing ratios impact the physical, mental and emotional health of frontline caregivers 

at HCA hospitals. 

 ■ Michelle Harvey, an HCA surgical tech in Texas, explains the toll short-staffing has 

taken on her health, “Once at the end of my fourth straight 12-hour shift, I got out of 

a case, and I nearly passed out. I ended up in the ER for severe dehydration. My blood 

pressure spiked, and my blood sugar plummeted. I needed IV fluids.” While she loves 

her job, she fears for her patients, coworkers, and herself. HCA management seems 

less concerned. During the incident, her manager came to check on her in what she 

initially believed to be an act of concern. Instead, the manager left immediately when 

told she would be unable to work her shift that night. 

 ■ Rublas Ruiz, an ICU nurse at HCA’s Kendall Hospital in Florida, said, “Constant 

short-staffing makes our work so difficult. When we are constantly short-staffed, the 

risk of delay of care and patient care failures goes way up.”

 ■ Even in California, which passed mandated minimum nurse to patient staffing ratios 

years ago, patient care is still jeopardized by short staffing. 

 · CNAs and other non-nurse patient care staff in that state do not have mandated 

staffing ratios. “Patient and worker safety is not there due to the lack of staffing,” 

said Xochitl Gonzalez, a certified nursing assistant at HCA’s Los Robles Medical 

Center in Thousand Oaks, California.15 Gonzalez noted she is currently expected to 

cover up to 30 patients throughout the day. 

 · Monique Hernandez, an ICU nurse at HCA’s Riverside Community Hospital in 

Riverside, California, said said understaffing in her hospital’s laboratory is so severe 

that staff struggle to perform essential tests.

HCA workers in multiple states have attempted to push back on unsafe staffing assign-

ments through a number of avenues when speaking up to management, but it has been a 

struggle to win lasting  improvements. Hospital staff have used public actions, informa-

tional picketing, and Assignment Despite Objection (“ADO”) reports to raise their concerns. 

According to Rublas Ruiz, an HCA nurse in Florida, just in the HCA hospitals where 

1199SEIU caregivers work, his union has compiled over a thousand ADO reports, with 

“truly disturbing outcomes.”16 Registered nurses (“RNs”) from SEIU 121RN in California 

went on a 10-day safety strike over short-staffing at Riverside Community Hospital in 

June 2020. Monique Hernandez, who took part in the strike says, “every nurse will come 

together for one purpose and that’s for safe staffing. We know what can happen if you 

don’t staff us correctly. That means somebody’s family member is getting lesser care.”
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1.2 Corporate Strategy
Comments from HCA executives suggest that low staffing is a deliberate strategy by 

HCA to keep costs down and profits up. HCA’s CEO Sam Hazen has said, “Our produc-

tivity is at a very efficient level when it comes to employees per patient.” 17This suggests that 

the ratio of healthcare staff to patients is a metric that HCA management follows closely. 

Indeed, in addition to having lower staffing ratios than non-profit and for-profit averages, 

HCA-owned hospitals are remarkably consistent in their FTE per adjusted occupied bed 

ratios. While our analysis showed a wide range of staffing ratios at U.S. hospitals, HCA’s 

hospitals are clustered more tightly around the system average of 3.9 FTE’s per adjusted 

occupied bed. This is illustrated in Figure 2 below.18

Figure 2. Distribution of FTE ratios at HCA vs. Non-HCA hospitals

That HCA’s FTE ratios are so heavily clustered in the 3.0-4.5 range suggests that HCA’s 

stated intention to keep the number of staff per patients at “a very efficient level” has 

been quite successful at the facility level. 

Another illustration of HCA’s corporate strategy is that FTE rates have gone down 

at recent HCA acquisitions, especially those that were previously operated by 

non-profit organizations. 

In Georgia, HCA bought two hospitals in 2017 and 2018 —Memorial Satilla Health in 

Waycross and Memorial Health University Medical Center in Savannah.19 As shown in 

Figure 3 below, staffing levels in both of those hospitals dropped after HCA took over,20 

and in 2020, both Memorial Satilla Health and Memorial Health University Medical 

Center had significantly lower FTE ratios than the Georgia average. 21
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Figure 3. Memorial Health Univ. Med Ctr & Memorial Satilla Health 
Staffing Rates

Source: CMS cost report data. Note that due to changes in the fiscal year end date at Memorial Health University 
Medical Center, the 2017 data point for this facility covers the time period from 1/1/2017 to 1/31/2018.

In North Carolina, when HCA acquired the Mission Health system in the Asheville region 

in early 2019, staffing decreases were raised as major reasons for concern about the sale.22 

Indeed, cost report data for Mission Health hospitals confirms that from the year before the 

sale (2018) to the year after the sale (2020), there was a 26% drop in the total number of 

full-time equivalent employees (“FTE’s”) on the payroll of Mission Health hospitals.23 That’s 

approximately 1,950 fewer staff than the system’s hospitals had before it was bought by 

HCA. Figure 4 below illustrates that between 2018 and 2020 the FTE ratios of facilities 

within the Mission Health System fell significantly lower than state average.24

Figure 4. Mission Health System’s Staffing Rates

After these hospitals joined the HCA system, their staffing per patient dropped to the 

“efficient” level favored by HCA’s corporate organization. This further indicates that 

HCA’s operating practices include controlling the staffing levels at hospitals it owns so 
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However, “efficient” staffing levels come with a huge price. In February 2020, approxi-

mately one year following HCA’s takeover of Mission,25 local and state officials signed an 

open letter to the independent monitor overseeing HCA’s compliance with the Mission 

Health sale terms because “[c]oncerns have been pouring in from distressed patients, 

practitioners and HCA employees.” The open letter goes on to say:

“With HCA heavily focused on the bottom line, there have been numerous, aggressive 
staff cuts over the past year, putting patient safety at risk. Certified nurse assistants 
and unit secretaries have been cut dramatically or eliminated, putting new pressure on 
nurses. Patient to nursing staff ratios have also increased and some departments have 
seen an exodus of nurses, further stressing the remaining nurses.”26

Kelley Tyler, a 37-year Mission employee, testified earlier this year at a joint FTC/

DOJ hearing to shed light on how this short staffing impacts her day-to-day work and 

to “share the devastation our community has experienced since HCA Healthcare, the 

world’s largest and wealthiest health care system, bought Mission.” Tyler notes that prior 

to the sale, her trauma care unit had 13 RNs and 5 CNAs to care for 36 patients. Now 

that unit has 44 patients but only 9 RNs and 4 CNAs, with “a one-to-five ratio on a good 

day.” She adds, “The reality is more than often a one-to-seven ratio,” and “This only allows 

eight minutes per patient each hour with little to no assistance. We’re not able to give 

the best quality care in the situation. Nursing under these circumstances is more like 

factory work.”27

Mission nurses overburdened, 
patients suffer

Thirty-year nurse veteran Amy Waters saw support staff being cut after 
HCA took over Mission Health,28 including certified nursing assistants 
(CNAs), housekeeping, and food service staff. Nurses 
also departed, often replaced by part-time or traveling 
nurses, if at all.29

But as the pandemic has raged on since March 2020, HCA’s continued practice of under-

staffing has only exacerbated the strain and burden placed on our nation’s frontline 

healthcare workers. As NPR reported, “During the pandemic, [Waters’s] fears only wors-

ened. At times, nurses cared for seven patients at once, despite research indicating four 

is a reasonable number.”30 Mission nurses also note that “short staffing has become a 

daily occurrence,” with RNs being asked to do more with less and to work with no meal or 

rest breaks.31 For example, nurses have taken on other tasks as HCA cut back on support 

staff, including housekeeping and blood draws because of a phlebotomist shortage.32 
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1.3 Financial analysis
PROFITS, NOT PATIENTS
The result of HCA’s quest for “efficient” staffing levels has been remarkable financial 

success. HCA is the largest health system in America33 and one of the wealthiest health 

systems in the world34 with unprecedented financial dominance. In fact, the company 

generates more revenue and more than three times as much profits as the three other 

leading publicly traded acute-care hospital systems combined. (See figures below.) It 

is essential to keep in mind that labor costs are the largest expense item for hospitals 

by far,35 typically representing over half of hospital expenses according to Healthcare 

Financial Management Association.36 

Figure 5. Publicly Traded Acute Care Hospital Systems 2021 Revenues37

Figure 6. Publicly Traded Acute Care Hospital Systems 2021 Net Income38

Additionally, unlike many health systems  that struggled financially during the pandemic, 

HCA’s profits soared, jumping from $3.5 billion in 2019 to close to $7 billion in 2021.39

HCA’s sky-high profits are unsurprising given the company’s low staffing levels, again 

because labor is the largest single cost center for hospitals. However, instead of investing in 

its workforce and patient care, HCA has chosen to prioritize its investors. Since the compa-

ny’s IPO in March 2011, HCA’s has paid out over $4.9 billion in dividends and $26.9 billion in 

HCA: $58.8B

Total: $44.5B

CHS: $12.4B

Tenet: $19.5B

UHS: $12.6B

Total: $2.1B
CHS: $230M

Tenet: $914M
UHS: $992M

HCA: $7.0B
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share repurchases, or over $32.2 billion to investors.40 Dividends are cash payments directly 

made to investors based on how many shares of stock they hold. Share repurchases are 

transactions where companies use cash to repurchase their stock from the marketplace. By 

reducing the number of shares publicly available, share repurchases benefit investors by 

boosting stock prices and per share financial metrics like earnings per share (“EPS”).

In 2021, during the height of the pandemic and fueled by its $7 billion in profits, HCA 

made over $8 billion in share repurchases alone. HCA’s share repurchases were so high, 

that out of thousands of publicly traded companies, HCA had the 17th largest share pur-

chases that year. (See Figure 7 below.) Additionally, HCA had the most share purchases 

in 2021 of any company in the US healthcare industry. (See Figure 8 below.)

Figure 7. Top 20 US Companies: 2021 Share Repurchases ($ in billions)41

Source: CapIQ, Market Capitalization as of July 22, 2022

Company Share Repurchases Market Cap
1 Apple Inc. (NasdaqGS:AAPL) $88.3 $2,494.0 

2 Alphabet Inc. (NasdaqGS:GOOGL) $50.3 $1,423.9 

3 Meta Platforms, Inc. (NasdaqGS:META) $50.1 $473.4 

4 Microsoft Corporation (NasdaqGS:MSFT) $29.2 $1,947.2 

5 Oracle Corporation (NYSE:ORCL) $28.0 $199.6 

6 Berkshire Hathaway Inc. (NYSE:BRK.A) $27.1 $631.3 

7 Bank of America Corporation (NYSE:BAC) $25.1 $268.6 

8 JPMorgan Chase & Co. (NYSE:JPM) $18.4 $336.5 

9 Charter Communications, Inc. (NasdaqGS:CHTR) $15.4 $78.1 

10 The Home Depot, Inc. (NYSE:HD) $14.8 $315.1 

11 Wells Fargo & Company (NYSE:WFC) $14.5 $163.7 

12 The Procter & Gamble Company (NYSE:PG) $13.5 $343.1 

13 Lowe's Companies, Inc. (NYSE:LOW) $13.0 $125.0 

14 Morgan Stanley (NYSE:MS) $12.1 $142.0 

15 Visa Inc. (NYSE:V) $11.1 $445.2 

16 Walmart Inc. (NYSE:WMT) $9.8 $362.4 

17 HCA Healthcare, Inc. (NYSE:HCA) $8.2 $59.7 

18 Citigroup Inc. (NYSE:C) $7.9 $100.5 

19 Cigna Corporation (NYSE:CI) $7.7 $85.4 

20 American Express Company (NYSE:AXP) $7.7 $114.7 
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Figure 8. Top 10 US Healthcare Companies: 2021 Share Repurchases
($ in billions)

Source: CapIQ, Market Capitalization as of July 22, 2022

Many experts agree that share repurchases are a problematic, short-sighted use of 

company capital. In 2020, the Harvard Business Review published the article “Why 

Stock Buybacks are Dangerous for the Economy” which notes that stock buybacks make 

no contribution to the productive capabilities of a company, lead to increased income 

inequity and employment instability, and enable senior executives to manipulate their 

companies’ stock prices.42 

Given the already problematic nature of share purchases, it is egregious that in a list 

dominated by technology and financial industry giants, HCA stands out for being a 

healthcare provider who receives over 40% of its revenues from taxpayer funded 

Medicare and Medicaid programs (see Figure 9 below).

Figure 9. Tax payer funded 
government programs 
made up 41% of HCA’s 
revenues in 202143

Company Share Repurchases Market Cap
1 HCA Healthcare, Inc. (NYSE:HCA) $8.2 $59.7 

2 Cigna Corporation (NYSE:CI) $7.7 $85.4 

3 Bristol-Myers Squibb Company (NYSE:BMY) $6.3 $155.3 

4 UnitedHealth Group Incorporated (NYSE:UNH) $5.0 $489.2 

5 Amgen Inc. (NasdaqGS:AMGN) $5.0 $131.4 

6 Johnson & Johnson (NYSE:JNJ) $3.5 $452.9 

7
Regeneron Pharmaceuticals, Inc. 

(NasdaqGS:REGN)
$2.7 $63.2 

8 Abbott Laboratories (NYSE:ABT) $2.3 $191.2 

9 McKesson Corporation (NYSE:MCK) $2.3 $47.4 

10 Quest Diagnostics Incorporated (NYSE:DGX) $2.2 $15.3 
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After many years of keeping labor costs low by tightly controlling the staffing levels in its 

hospitals, HCA faced a cataclysmic staffing emergency during the COVID-19 pandemic. 

Following larger healthcare industry trends, HCA saw skyrocketing labor costs due to 

staffing shortages connected to surges in COVID-19 cases and higher than normal work-

force turnover.44 These staffing surges in turn caused an increase need to use expensive 

contract staffing. According to HCA’s CEO Samuel Hazen, “the challenging labor market 

pressured margins as the cost of labor increased more than we expected ... we experi-

enced higher levels of contract labor expenses than planned. … In some situations, the 

challenges in the labor market also constrained our capacity, preventing us from deliver-

ing hospital services to certain patients.”45 

While good pay and safe working conditions are the foundation of any sustainable 

business, HCA’s response to a tighter labor market appears to be doubling down on its 

existing strategies. Here are some of the problematic and unsustainable strategies to 

reduce staffing costs touted by HCA management on recent calls with investors:

STRATEGY# 1: 
MANAGING THE NUMBER OF STAFF PER PATIENT

“Our productivity is at a very efficient level when it comes to employees per patient. So we’re 

managing on that front as well as we possibly can.”46 – HCA CEO Samuel Hazen

HCA may tell its investors that its staffing levels are efficient, but in practice this empha-

sis on “efficiency” translates to low staffing levels. By keeping staffing levels “efficient” 

(low), HCA has been able to drastically boost company profits. This might sound like a 

great strategy for rewarding investors. However, there are huge consequences to priori-

tizing profits over patients. Many burnt out HCA workers feel underpaid, undervalued, 

understaffed and unsafe, making them consider whether it is worth it to stay with the 

company. As seen in Figure 10 below, almost half of recently surveyed HCA workers in 

Florida were considering leaving their job.

Figure 10. Worker Burnout47

53%47%
NoYes

Considering Leaving your Job
at HCA hospital Top Reasons

1. Not Paid Enough

2. Not Feeling Valued

3. Unsafe Staffing

4. Unsafe Working Conditions

1.4 HCA’s Low Staffing Strategy is not Sustainable
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HCA workers have noticed high turnover and unfilled positions at their hospitals that 

further contribute to short staffing.

 ■ Rublas Ruiz, an HCA Florida nurse, said that “nurses and other caregivers are leaving 

now because they don’t want to work where they don’t feel supported, or where 

their license is not safe.

 ■ Monique Hernandez, an HCA California nurse, noted that ancillary staff are scarce at 

her hospital, which makes it hard for her and her coworkers to ensure that patients 

get timely tests and scans. As for RN’s, she says “the relentless shortcomings and 

stressors put on nurses are causing the system to break down from the inside out. 

The new generation of nurses have healthy boundaries and will fight anything. They 

are quickly noticing nursing in these conditions is not for them. They plan to do this 

for a short time and then go out to travel. We’re losing the experience and knowledge 

from a long-time nurse because younger nurses aren’t going to stay. When they are 

pushed too hard they leave, and so we are becoming a revolving door.” 

 ■ Erika Watanabe, an HCA Nevada surgical technician, says HCA has given two market- 

adjustment raises to nurses recently, but none for ancillary staff, which makes it hard 

to fill positions as the cost of living rises. The lack of recent raises makes it hard for the 

hospital to recruit for important support positions that ensure quality patient care such 

as patient care technicians, surgical technicians, and environmental services workers.

 ■ Michelle Harvey, an HCA Texas surgical tech said, her hospital’s COVID unit was so 

short staffed, “that management is offering huge bonuses for a two-year contract, 

but working conditions are so bad that people end up quitting within a few months, 

knowing that they’ll have to pay that bonus back.”

It is no surprise, then, that as many of its workers find employment elsewhere, HCA has 

resorted to using short-term contract employees to maintain operations at its hospitals, 

and still has had to turn away some patients because of a lack of staff.48 

STRATEGY #2 
NEW MODELS OF CARE
Towards the end of 2021, HCA started 

telling investors that the company was 

experimenting with “new models” of care 

to support nurses given the fatigue nurses were facing 

during the pandemic. Initially, it was described as “hiring 

more ancillary support to take some of the burden off of 

clinical nurses.”49 However, in subsequent calls, HCA has 

expanded on these “new models of care,” and the details 

are concerning.

And then looking at new models of care, 
can we support our nurses with patient 
care techs? Can we utilize paramedics 
in the emergency room? Can we utilize 
other service lines to take the burden 
off the nurses? So that helps ease the 
dynamic and even the cost burden that 
may occur over time.50

– HCA CFO William B. Rutherford
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We are concerned that these “new models of care” require existing employees to 

perform out-of-scope duties for which they are neither trained nor qualified. HCA is 

effectively putting too much patient care responsibility on workers who are not properly 

equipped to do the work. By doing so, workers may be exposed to certain liabilities or 

hazards as a result. One example is a paramedic who was terminated after assisting in 

the ED of HCA Florida Ocala Hospital. He alleges in his employment retaliation suit that 

workers at the facility felt unsafe because security was “extremely lax” and “there is 

rarely any police or security presence.” Thus, “male staff, particularly paramedics … are 

often forced to deal with violent and unruly patients.”51 He alleges that in one such inci-

dent, he assisted one of the ER nurses with bringing a patient experiencing a psychotic 

episode to a more secure room, during which the patient became irate and threatening. 

He claims he put the patient in a physical hold because he feared for his life and it took 

several other ER staff, including another paramedic, to subdue the patient.

We are also concerned when we hear about efficiencies by sharing services through the 

alignment of departments:

“Many of these [resiliency programs] are advancing efficiencies through our next gen-
eration of shared services. Examples of these include a consolidation and alignment 
of laboratory operations, facility management, environmental and food and nutrition 
support areas.”52 – HCA CFO William B. Rutherford

Combined with “new models of care”, these efficiencies sound like more unsustainable 

shortcuts where unqualified existing employees are asked to step up and fill in the gaping 

holes in care caused by HCA’s understaffing model. Unfortunately, these can lead to 

huge breakdowns in patient care.

For example, multiple HCA facilities have been cited for significant patient care failures 

due to having security staff provide direct patient care. TriStar Southern Hills Medical 

Center in Nashville, Tennessee, was placed into Immediate Jeopardy status by CMS after 

a patient who was being monitored by a security guard attempted suicide.53 The patient 

required immediate admission to the Critical Care Unit to treat their medication over-

dose.54 At Eastern Idaho Regional Medical Center, CMS found that while security officers 

were involved in patient safety incidents such as restraining patients, they did not 

submit incident reports in the hospital’s electronic health record. Consequently, officers 

had records of restraint incidents they performed that had not been entered into the 

hospital restraint log.55 Relying on non-clinical support staff such as security guards to fill 

gaps in clinical staffing has consequences for direct patient safety as well as for proper 

documentation and tracking of patient safety incidents.
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STRATEGY # 3: 
RELYING ON INEXPERIENCED NURSES AND 
NURSING STUDENTS TO ADDRESS SHORTAGES

“We continue to be extremely excited about the strategic implications of having that 
nursing school. Our goal is to develop a Galen College of Nursing in every one of our 
major markets, and we’ve got expansion plans and sites for that. And if you think about 
it, it just makes perfect sense. They’re one of the largest educators of nurses. We’re one 
of the largest employers of nurses. So you can obviously see a natural fit for that...”56 

– HCA CFO Bill Rutherford

HCA presents its recruitment and in-house training of new RN nurses as a way to 

address the staffing crisis. HCA’s Galen College of Nursing advertises the opportunity 

for students to earn a 4-year BSN degree in only 3 years.57 However, there are significant 

consequences to staffing hospital units with nurses who have little experience. Studies 

have shown that “patients get the best care when treated in units staffed with nurses 

who have extensive experience in their current job,”58 because “[r]elative to novice RNs, 

experienced RNs are likely to be more adept at identifying complications and unexpected 

changes in patient conditions sooner and respond appropriately.”59 Studies have also 

found that experience is invaluable in a patient setting because experienced nurses 

“make clinical assignments that better match the knowledge and skills of nurses with the 

needs of the patient, serve as role models and mentors, and deal effectively with physi-

cians, administrators, and others to assure the well-being of patients and their families.”60 

What’s more, HCA CEO Sam Hazen has said that the company is utilizing student nurses 

and externs to help alleviate its labor pressures and staffing shortages:

“We also believe that we have an opportunity to integrate those [Galen College of nurs-
ing] students into our organization to support current needs as well as hopefully create 
synergy as they graduate the program and want to come to work for HCA Healthcare... 
there will be some short run [gain] with nurse externs and rotations and so forth that we 
can utilize, hopefully effectively, to support current day needs.”61 – HCA CEO Sam Hazen

HCA’s plan to rely on inexperienced nursing students and new nurses puts both workers 

and patients at risk of costly errors, especially given HCA’s questionable track record 

of ensuring proper competencies and training of its nursing staff as illustrated in the 

examples below.

Two lawsuits from families of former HCA patients in South Carolina claim that hospital 

staff failed to place breathing tubes correctly due, in part, to training and supervision 

failures. In one case, staff “utilizing an improper technique to intubate” led to the patient 

not receiving enough oxygen and ultimately dying.62 The other suit alleged that the hos-

pital’s failure “to properly train, supervise and hire their employees,” led to an improper 

intubation which precipitated the death of an infant patient.63 

A former patient of HCA Florida Palms West Hospital in Florida sued the hospital for 

negligence after he developed gangrene in his hand. The patient had received emergency 
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hand surgery to treat compartment syndrome which was preventing blood flow to his 

fingers. After the surgery, the patient’s wounds were covered by vacuum-assisted closure 

(VAC) dressings which should reduce the swelling in the patient’s fingers. According to the 

suit, “The proper use of VAC dressings is complex and requires specialized training prac-

tice.” The lawsuit claims that the patient’s “VAC dressings were not applied by nurses who 

had had the requisite training and practice in applying VAC dressings.”64 The untrained 

nurses allegedly constricted the VAC dressings with bandages, impeding blood flow to the 

patient’s fingers, which led to the patient developing gangrene in his fingers. The patient 

required partial finger amputation to prevent the gangrene from spreading.65

CMS cited HCA Florida Trinity Hospital for unqualified staff performing complex care 

procedures which led to a patient being placed on a ventilator. A patient was ordered to 

be fed using a Dobhoff feeding tube, a type of small-bore feeding tube. However, the RN 

who placed the tube did so incorrectly, placing the tube through the patient’s trachea 

(windpipe) and into their lungs, rather than down their throat and into their stomach. 

This fact was unknown to an RN on a later shift who used the tube to push a bolus feed-

ing into the patient’s lungs after which “the patient subsequently developed significant 

abdominal pain and had to be given pain medication (Dilaudid).”66 Eventually, a CT scan 

showed that the Dobhoff tube had been placed incorrectly, staff removed it, but the 

patient’s breathing continued to deteriorate. The hospital’s quality management staff 

“confirmed RN #A did not have a competency for insertion of a Dobhoff feeding tube.”67 

A nurse conducted a complex procedure without training and precipitated the danger-

ous deterioration of a patient’s respiratory functioning.

For more examples of training failures, go to page 50.
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1.5 HCA’s Anti-Worker Retaliation
HCA’s management has worked hard to ensure HCA maintains a good public image. In 

this public image, staffing isn’t “low.” It’s “efficient.” HCA isn’t putting inexperienced 

caregivers in dangerous situations; it’s launching innovative new models of care and 

integrating its nursing school students into its hospitals. From the investor and public 

perspective, everything is going great. However, as discussed, our research indicates that 

this staffing model is neither sustainable nor safe for workers or patients. Many workers 

are afraid to publicly raise concerns about their workplace because of the extreme retali-

ation that their peers have experienced in the past.

A recent story from an HCA hospital in Colorado sheds light on how HCA workers 

bear the consequences of the company’s staffing model. DonQuenick Joppy, a Black 

nurse formerly employed by HCA’s The Medical Center of Aurora (TMCA), alleges in a 

lawsuit that the hospital retaliated against her for raising issues of workplace racism 

by creating a dangerous work environment and ultimately had her prosecuted for 

manslaughter in 2019. 

Joppy claims that she was subject to “humiliating and demeaning” treatment from 

supervisors in a racially discriminatory way.69 After reporting this racist treatment, nurse 

Joppy was retaliated against, in part, by being “given assignments that she could not be 

successful at” such as being left to care for three critical care patients by herself.70 The 

lawsuit alleges that the racist retaliation against Joppy culminated in her being incor-

rectly and unjustly blamed for a patient death.

The criminal charges against nurse Joppy stemmed from a patient dying of natural causes 

in TMCA’s ICU. The patient was admitted to TMCA’s ICU with septic shock, multi-organ 

failure, and several comorbidities. Joppy, the nurse working the night shift, received 

the patient and then transferred care of him when the day shift started. However, since 

“TMCA was under staffed with an overflowing critically ill patient population,” Joppy did 

HCA Nurse allegedly experienced 
extreme retaliation for raising 
issues of workplace racism

Black nurse claims racial discrimination at Aurora hos-
pital led to unfounded manslaughter charge.68
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not clock out immediately, but “stayed to assist [the day shift nurse] in the understaffed 

ICU in caring for several critically ill patients,” which was a common practice at TMCA.71 

The other nurse was in charge of the patient’s care and when she received a physician 

order to begin end-of-life care, she delegated that care to Joppy. Alongside a respiratory 

therapist, nurse Joppy removed the patient from their ventilator and allowed the patient 

to die from natural causes.72

After the patient’s death, concerns were raised at the hospital about how the end-of-life 

process was handled. Ultimately, even though Joppy was not the primary RN assigned 

to the patient, she was blamed for the patient’s death and subsequently terminated. 

Joppy’s “termination documentation also stated as grounds that Ms. Joppy was ‘stay-

ing after her assigned shift continuing to provide care to the patient unnecessarily,’”73 

despite, as noted above, it being “the customary and common practice at TMCA for 

nurses to stay past [an] assigned shift to assist with shift transition and patient care.”74 

Joppy was fired specifically because she had stayed to provide patient care after her shift 

was over to compensate for understaffing in the TMCA ICU.

After her termination, Joppy was allegedly targeted by the hospital, which referred 

the case to the Colorado Attorney General’s Office and the Colorado Nursing Board. 

The hospital claimed Joppy had been criminally negligent in her care of the deceased 

patient.75 Joppy was formally charged with manslaughter and neglect charges in 

November 2020. However, the Attorney General’s Office dismissed all of the charges in 

September 2021 “in the interest of justice.”76

Despite the dismissal, Joppy’s attorney said that the nurse “hasn’t recovered since all 

of this happened.”77 According to Joppy, her life “has been turned upside down” due to 

these charges.78 An HCA nurse who tried to help her colleagues and patients by working 

longer than she needed to was allegedly punished and subsequently targeted by her hos-

pital for something that did not even amount to a patient care failure. These allegations 

raise concerns that HCA may be shifting the blame for flaws in their staffing model onto 

their clinical work ers, with potentially dire consequences.

Other stories of retaliation against workers by HCA include: 

In Florida, a former ICU nurse at HCA Florida Westside Hospital sued the facility claim-

ing that she was retaliated against for raising concerns about staffing and telemetry 

failures. She alleges that nurses in the ICU were assigned three or more patients even 

though the unit’s monitoring equipment could only monitor two patients simultaneous-

ly.79 If a nurse was assigned three patients, at least one patient would be unmonitored. 

The nurse claims that ICU nurses being assigned three critical care patients was “standard 

practice.”80 The nurse expressed that this practice was unsafe and raised the issue to her 

supervisors and the ICU Director. The nurse was terminated after filing written concerns 

about unsafe staffing and refusing to be assigned a third patient.81 In an online interview, 

the nurse claims that at least two patients died in the Westside ICU due to unsafe staff-

ing and insufficient monitoring.82
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In Missouri, Research Psychiatric Center has been accused in a lawsuit of retaliating 

against a nurse on its behavioral health unit after providing insufficient training on de- 

escalation techniques. The nurse was terminated for not using proper de-escalation 

techniques with an unruly and aggressive patient even though the only training avail-

able was allegedly only provided “approximately once every two years.”83 Moreover, 

the nurse argues that such trainings “do not address what to do when cornered and 

swung upon by a patient.”84 Instead, she claims she was fired in retaliation for reporting 

a patient safety incident.85

In Florida, a former contract nurse of HCA Florida Largo Hospital alleged that the 

hospital retaliated against her for filing incident reports about patient abandonment 

and equipment failures.86 She was terminated one day after meeting with the hospital’s 

ethics department to discuss her incident reports.87

In Florida, a former respiratory department employee sued the former Plantation 

General Hospital in for retaliation after she complained about racially disparate treat-

ment from her supervisor. The suit alleges that after being terminated, the worker could 

not find employment because she had been placed “on a ‘do not hire’ list with HCA 

Hospitals worldwide specifying that she was a trouble maker.”88
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1.6 Pandemic Magnified the Negative Impact of 
HCA’s Short Staffing

“In July 2020, nurses went on strike at Riverside. At the height of the pandemic, we were 
sharing PPE, reusing PPE, or just going without. Nurses were calling out for help. We 
needed staff and equipment, and we didn’t have enough of either. We were down by 
more than 350 nurses at the facility at that time. Riverside was fined by California-OSHA 
for withholding N95 masks to frontline caregivers. Coworkers died of COVID. Working 
parents left. People with vulnerable family members left. The travel nurses went where the 
money went.” - Kerry Cavazos, a nurse at HCA’s Riverside Community Hospital

During the pandemic, HCA failed to adequately address workers’ mounting concerns 

about short staffing. In April 2020 – just one month after the World Health Organization 

declared COVID to be a global pandemic,89 a month in which 58,760 Americans died 

from COVID-1990 – HCA’s CEO Sam Hazen told investors about plans to “reboot” certain 

suspended operations—notably elective procedures—across all their markets by June.91 

Later, when hospitals across the country were dealing with the Delta-fueled surge, HCA 

hospitals appeared to resist suspensions of elective procedures. In August 2021, as some 

Florida HCA hospitals opened outdoor tents to address overflow of their Emergency 

Departments, HCA executives continued to stress that they had the capacity to con-

tinue to safely treat patient loads, even as nearby non-HCA hospitals paused their own 

elective surgeries.92 

This aggressive approach was good for HCA’s bottom line, netting the company $3.8 billion 

and $7.0 billion in profits during 2020 and 2021 respectively.93 At the same time, though, 

the health system was putting its workers and patients in jeopardy. In July 2020, nurses at 

multiple Florida HCA hospitals reported that the hospital was not regularly testing them 

for COVID-19 and that they were being told to come to work even when they were symp-

tomatic.94 Others reported that HCA hospitals were not notifying them when co-workers 

who they had been in close contact with had tested positive.95 Throughout the pandemic, 

there have been numerous complaints of HCA hospitals failing to provide their workers 

with the Personal Protective Equipment (“PPE”) they need in order to perform their jobs 

safely – including complaints raised more than a year after the pandemic began. A criti-

cal care registered nurse at HCA’s Research Medical Center in Missouri testified before 

Congress in March 2021 that nurses on her unit were, at that point, “still caring for COVID-

19 patients without adequate protection.”96 Amid this outcry, some HCA caregivers have 

reported being terminated or suspended for raising issues either internally or externally,97 

and this may have deterred other workers from speaking out.

The pandemic, and HCA’s failure to adequately address workers’ concerns, exacerbated 

the already existing patient care issues caused by HCA’s 30% lower than average staffing 

levels. While hospital staffing ratios on average went up by 5% from 2019 to 2020, 
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HCA’s hospital staffing ratios only increased by 2%.98 As noted 

above, a January 2022 survey of over 1,500 nurses and other 

frontline healthcare workers at HCA hospitals showed that 

nearly 80 percent had witnessed patient care jeopardized due 

to low staffing.

“There is no more demoralizing feeling than when you run 

yourself ragged to do as much as you can for your patients, but 

12 hours later leave your shift feeling like you didn’t do enough 

because you’re so short staffed,” said Jody Domineck, a reg-

istered nurse at HCA’s Sunrise Hospital and Medical Center. 

“Nurses are left to bear this emotional and physical burden on 

top of everything else now and it’s taking a devastating toll.”99

Two and a half years after the start of the COVID-19 pandemic, 

HCA workers say they are scarred by the experience.

“I saw so much death during those two years. But it wasn’t the 
pandemic that broke me. It was my hospital’s response and how 
I was treated after. The system that was supposed to protect us 
abandoned us. That’s what broke me. Having to fight for what 
we needed and deserved.” 

- Monique Hernandez, nurse, HCA’s Riverside 
Community Hospital

More than one HCA worker has compared the impact of 

working for HCA through the pandemic to the experiences 

of themselves and their family members who have been to 

war. They believe that this should not have happened to them, 

however, and would have been prevented if their hospitals pri-

oritized their safety and staffing over profits. “As a respiratory 

therapist, I have seen firsthand the effects of both the Delta and 

Omicron variant can have on the vaccinated and unvaccinated. 

The high infection rate of Omicron is making all of us worry 

about the ability to do our jobs while being significantly short-

staffed. This is not sustainable.” - Zavia Norma at HCA-affiliated 

Sunrise Hospital & Medical Center in Las Vegas.100 

In Nevada, staff at Mountainview Hospital reported: “There is 

concern that the employer is giving nurses an excessive work-

load due to an unbalanced nurse to patient ratio. As a direct 

result of this excessive workload, nurses may be cutting corners 

or violating safety precautions related to COVID-19.”101

RNs, frontline healthcare workers 
sound the alarm 
on short staffing at HCA hospitals
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On May 23, 2020, a COVID-19 patient died at HCA’s North Suburban Medical Center 

(Colorado) when no one was available to change the battery in their oximeter, a machine 

measuring blood oxygen levels.103 The malfunctioning oximeter was first noticed by a 

technician in the telemetry unit. Hospital telemetry units provide crucial care to patients 

who are in need of around-the-clock, remote electronic monitoring of cardiac conditions, 

oxygen levels and other vital signs. Techs must continuously monitor patient vitals because 

even subtle irregularities can reveal changes in the patient conditions.104 

At North Suburban, the first nurse called by the telemetry technician was already busy 

assisting a patient with COVID symptoms. The nurse was further delayed by having 

to safely remove all her protective equipment before moving rooms. The telemetry 

technician didn’t realize that no one had fixed the oximeter for more than a half an hour 

because she was already busy monitoring 46 other patients.105 By the time someone 

attended to the patient, the oximeter had been off for 47 minutes, and the patient was 

already unresponsive. The patient died shortly thereafter.106 CMS inspectors found 

that when the patient died, the telemetry technician “was monitoring 47 patients and 

there were several pulse oximeter probes off and alarming.”107 Another technician who 

worked on the same unit reported that “monitoring 40 or more patients at a time can 

impact patient safety because when numerous alarms were alarming, it was easy to miss 

a change in a patient’s rhythm or an oxygen desaturation.”108 This 40-patient threshold 

was also noted by a 2015 academic study, which found that when the number of patients 

being monitored by one technician increased from 40 to 48 patients, technicians began 

to respond too slowly to simulated adverse patient events.109 According to the techni-

cian at North Suburban, she typically monitored anywhere from 40 to 60 patients at 

once as only one technician was scheduled per shift.110 

Unfortunately, North Suburban was not the only time that telemetry unit under staffing 

has led to patient death. For more examples of preventable deaths and other patient 

care failures related to understaffed telemetry units see page 37. 

Telemetry Unit understaffing 
and preventable deaths

Low staffing at HealthOne hospitals in metro Denver 
contributed to patient death, preventable harm102



26 HCA Staffing Paper

2.1 HCA HOSPITALS SHOW DEFICITS ON 
QUALITY METRICS

In order to help consumers make informed decisions about health care, the Center for 

Medicare and Medicaid Services (CMS) provides information on the quality of care at over 

4,000 Medicare-certified hospitals in the United States.111 CMS Care Compare allows the 

public to access quality performance metrics at hospitals on a number of different measures. 

This information can be accessed at the consumer-oriented Care Compare website (https://

www.medicare.gov/care-compare/) and CMS’s Data catalog (https://data.cms.gov/).

The most well-known component of CMS Care Compare is the hospital star ratings, with 

each hospital receiving a score of 1, 2, 3, 4 or 5. Ten out of 143 HCA hospitals that received 

a star rating for the year 2021 were given the lowest possible score of 1 star, of which 

seven are located in Florida.  The HCA system as a whole had a lower average star rating 

than the national average in 2021, with HCA hospitals receiving an average star rating of 

2.9. The average star rating for all hospitals nationwide was 3.2.112

Figure 11. Distribution of CMS Overall Star Ratings, HCA hospitals vs. National 

Source: CMS Hospitals Data, 2021 Annual file – Hospital General Information, “Hospital Overall Rating.” HCA totals 
include hospitals currently owned by HCA.

Because HCA is the largest private hospital system in the United States with more than 

150 hospitals in a system that stretches coast to coast, one might expect HCA’s performance 

on CMS’s Care Compare quality metrics to mirror national averages, or perhaps exceed 

them. However, this is not the case when it comes to metrics researchers have flagged as 

being related to low staffing and, in particular, missed nursing care.113

CMS has flagged 11% of HCA’s hospitals for having worse than expected 30-day mor-

tality rates for pneumonia patients, more than double the overall rate of 5% for all U.S. 

hospitals, for instance. This measure is based on deaths from any cause within 30 days 

of the start of a hospital admission related to pneumonia.114 For this and other metrics, 

CMS designates each hospital as performing better than the national rate, no different than 
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the national rate, worse than the national rate, or as having too few cases to assess perfor-

mance.115 The percent of hospitals in each category is different for each performance measure.116 

Similarly, while CMS has flagged only 2% of hospitals for having a worse-than-average 

postoperative respiratory failure rate, 4% of HCA’s hospitals have earned this troubling 

distinction.117 These results are troubling in part because HCA owns 6 out of only 50 hos-

pitals designated as worse-than-average on this metric nationwide. They are also troubling 

because the consequences of these outcomes are extremely severe for patients.

Figure 12: CMS Complications and Deaths Metrics, HCA hospitals vs. National

Source: CMS Complications and Deaths table, data retrieved November 2021. 
https://data.cms.gov/provider-data/topics/hospitals/complications-deaths/

In addition to these mortality measures, HCA hospitals underperform on CMS’s re- 

admissions measures, which measure additional hospital visits for patients who have been 

discharged from the hospital. The chart below shows the percentage of HCA hospitals 

which have been found to be national outliers in readmissions.

Figure 13: CMS Readmissions metrics, HCA hospitals vs. national118

Source: CMS Unplanned Hospital Visits table, data retrieved November 2021. 
https://qualitynet.cms.gov/inpatient/measures/edac
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CMS notes that “Returning to the hospital for unplanned care disrupts patients’ lives, 

increases their risk of harmful events like healthcare-associated infections, and costs 

more money. Hospitals that give high quality care can keep patients from returning to 

the hospital and reduce their stay length if they have to come back.”119 

Additionally, a 2021 meta-analysis supports the link between staffing and readmissions. 

The authors found “strong evidence for a significant association between nurse staffing 

levels and NSPOs [nursing sensitive patient outcomes],” and ranked readmissions as one 

of the NSPO’s with high strength of evidence.120 A frontline caregiver at an HCA hospital 

in California told researchers that patients have begged hospital staff not to be discharged 

because no one is present at their home to care for them. After being discharged, for what 

the caregiver can only guess are nonmedical reasons, many of these patients are read-

mitted, according to her account, because as the patient feared their condition worsened 

without appropriate care as they recovered.

Patient Surveys show Missed Nursing Care and 
Breakdowns in Communication at HCA Hospitals
The CMS HCAHPS survey is a nationalized, standardized survey for measuring 

patients’ perceptions of their hospital experience. It is intended to allow valid compar-

isons to be made across hospitals locally, regionally and nationally.121 HCAHPS surveys 

are administered to a random sample of adult hospital patients in the medical, surgical, 

or maternity service lines between 48 hours and 6 weeks after they are discharged. 

The survey is not restricted to Medicare beneficiaries, and so it represents the experi-

ences of a variety of patients. 

HCAHPS surveys present a variety of questions about the patient’s hospital stay, allow-

ing them to answer if they experienced something Never, Sometimes, 

Usually, or Always, as in the sample question:

While HCA would again be expected to meet or exceed the national aver-

age for patient satisfaction, HCA hospitals as a whole had a higher rate of 

negative answers from their patients than the national average on all 25 

HCAHPS  measures for which CMS provides national averages.122 HCA’s 

performance on several of these questions (as compared to national aver-

ages) is shown below.

Percent of respondents who reported … National Answer 
% HCA Answer % HCA rate % above 

national rate
When receiving new medication staff 

Sometimes or Never discussed possible side 

effects 

29% 36% 23%

They Sometimes or Never received help after 

using the call button as soon as they wanted 
9% 13% 50%



2.1 HCA Hospitals Show Deficits on Quality Metrics 29

Source: CMS Annual HCAHPS data 10/2021. National averages provided by CMS. HCA averages are unweighted.123

It is also telling that some of the questions where HCA lags the national average by the 

highest percent are related to the time and attention that staff are able to spend with 

patients, such as getting help to use the restroom and learning about treatments and 

care plans. This suggests that missed nursing care is happening at these hospitals. 

Missed nursing care, identified as “care left undone, unfinished care, and implicitly rationed 

care,”124 refers to “any aspect of required patient care that is omitted (either in part or in 

whole) or delayed.”125 The amount of missed nursing care in a hospital is found to be asso-

ciated with lower staffing levels and staff skill mix,126 more staff working overtime,127 and 

perceived staffing inadequacy.128 The amount of missed nursing care tasks have in turn been 

linked to adverse patient outcomes such as post-operative patient mortality,129 pressure 

injuries,130 and patient falls.131

For instance, in 2021 annual results, an average of 13% of respondents from HCA 

hospitals132 answered that they sometimes or never received help after pressing the 

call button and 14% sometimes or never received help in using the bathroom when they 

wanted. This compares to 9% and 11% nationwide, meaning the negative response rate 

was 30% to 50% higher among HCA’s patients. There is no reason why a system of acute 

care hospitals reaping billions in profits should allow more patients to suffer from a lack 

of timely help to go to the bathroom, a situation that causes discomfort, loss of a sense of 

autonomy and dignity, and can lead to serious medical complications. 

Percent of respondents who reported … National Answer 
% HCA Answer % HCA rate % above 

national rate
They Sometimes or Never received bathroom 

help as soon as they wanted 
11% 14% 31%

They did not receive written information about 

possible symptoms to look out for 

after discharge 

12% 15% 27%

When receiving new medication the staff 

Sometimes or Never communicated what the 

medication was for 

9% 12% 32%

They did not discuss whether they would need 

help after discharge 
16 19 18%

They would probably not or definitely not 

recommend the hospital 
5 8 52%

They Disagree or Strongly Disagree that they 

understood their responsibilities in managing 

their health 

5 7 50%

Patients who gave their hospital a rating of 6 or 

lower on a scale from 0 (lowest) to 10 (highest) 
8 10 31%

https://data.cms.gov/provider-data/archived-data/hospitals
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2.2 A PROBLEM WITH PRESSURE ULCERS 
MAY BE HIDDEN UNDER THE SURFACE

Pressure ulcers, also known as pressure injuries or bed sores, are “damage to an area of 

the skin caused by constant pressure on the area for a long time.”133 For hospital in- 

patients, who are already being treated for serious health conditions, pressure ulcers 

make recovery more painful, and more dangerous due to the risk of a pressure ulcer 

becoming infected.134

Why adequate staffing in hospitals is necessary to 
prevent pressure ulcers
Pressure injury specialists assert that “pressure ulcers are not inevitable.”135 Academic 

literature has found associations between hospital-acquired pressure injuries and 

staffing adequacy. One study found that “an extra hour of nursing service provided by 

RN [registered nurses] reduced the risk for HAPU [hospital-acquired pressure ulcer] 

development by 80%.”136 Another paper discovered that “Patients admitted to an ICU 

with more RN hours per patient day had significantly lower incidence of CLBSI, VAP, 

30-day mortality, and decubiti [pressure injuries].”137 A 2018 meta-analysis noted that 

a higher level of nurse staffing on a Critical Care Unit (CCU) was also associated with 

lower incidence of pressure injuries.138 

Nursing educators point out that preventing pressure ulcers can be nursing intensive.139 

Some of the recommended care tasks for pressure ulcer prevention on a high-risk 

patient include repositioning the patient every 1-2 hours, using a minimum of 2 people 

to pull the patient up in bed to prevent friction, performing a skin assessment and inspec-

tion each shift, checking incontinence pads every 2-3 hours and changing as needed, 

recording dietary intake, and offering liquids whenever staff are in the room.140 

There is a financial incentive to avoid documenting 
serious pressure ulcers
CMS has set financial incentives to manage pressure ulcer care. For fee-for-service 

Medicare patients, CMS will not pay hospitals for the secondary diagnosis of a Stage 3 or 

Stage 4 pressure ulcer developed during a patient’s hospital stay.141 Pressure ulcers are 

categorized into stages by severity, with higher numbered stages indicating more severe 

injuries.142 Stage 3 pressure injuries are wounds with full-thickness loss of skin and Stage 

4 pressure injuries are wounds with “full-thickness skin and tissue loss with exposed or 

directly palpable fascia, muscle, tendon, ligament, cartilage or bone in the ulcer.”143  
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CMS has several programs to encourage hospitals to prevent pressure ulcers, including 

withholding payments for hospital-acquired pressure ulcers and financially penalizing 

hospitals with higher occurrences of advanced-stage pressure ulcers.144 This approach 

by CMS is intended to encourage better care and prevention for pressure ulcers. 

However, researchers have observed that there has been a larger drop in hospital- 

acquired pressure ulcers reported in the administrative claims data used to implement 

these programs, than there has been in data that samples and reviews patient charts.145 

This implies that many pressure ulcers go unrecorded in the administrative data.

More recently, CMS has announced it will suspend the hospital-acquired condition pro-

gram due to the COVID-19 pandemic,146 which means the regulatory pressure to keep 

pressure ulcer rates as low as possible may have temporarily lifted. 

In response to payment changes, HCA encouraged 
hospitals to eliminate hospital-acquired pressure 
ulcers, but did not increase staffing
After CMS adopted pressure ulcer initiatives with financial penalties, HCA began a 

system-wide pressure ulcer prevention program.147 According to an article in the Journal 

of Patient Safety authored by HCA’s Chief Nurse Executive, Jane Englebright,148 HCA’s 

Reducing Hospital Acquired-PrUs Program used a “combination of a repository of 

evidence-based tools and best practices, readily available data on PrU rates, and local 

flexibility with processes” to attain “the successful operationalization of improvement in 

a wide variety of facilities.”149

Interestingly, HCA’s program focused on eliminating hospital-acquired pressure ulcers 

and let hospitals have “local flexibility” in how they made it happen. During the pro-

gram, hospital-acquired pressure ulcers were monitored by facility-based, regional, and 

national executives over a period of two years, and those facilities that did not show a 

decrease in hospital-acquired pressure ulcers were encouraged to keep trying. 

HCA compiled a list of recommended best practices during this program that was 

shared with facilities. Some of the recommended best practices included patient care 

improvements, while others focused on controlling how pressure ulcers are documented, 

including the verification of skin assessments by a second clinician, and a clinical review 

processes to improve accuracy.150 Facilities were encouraged to use whichever practices 

would lower their rates of hospital-acquired pressure ulcers.151

HCA reports its hospitals’ rate of hospital-acquired pressure ulcers of all stages fell by 

47.1% during the study period, and the rate of more-heavily penalized stage III and IV 

hospital-acquired pressure ulcers decreased 66.3% between 2011 and 2013.152 HCA’s 

decrease in reported pressure ulcers was greater than what researchers observed in a 

broader study of the trends. One study of all eligible claims in three states found there 

was a 40% drop in the occurrence of hospital-acquired pressure ulcers of all stages and 

very little decrease in the rate of stage III and IV pressure ulcers between 2009 and 

2014. HCA hospitals had a larger decrease in a shorter period of time than the much 
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larger group of hospitals reviewed in this study.153 However, there was no corresponding 

increase of staff at HCA hospitals that one might think necessary to achieve this drop. In 

fact, HCA’s FTE per adjusted occupied beds decreased between 2011 and 2013.154

While HCA reports improved hospital-acquired 
pressure ulcer rates, inspection reports and lawsuits 
indicate continued problems

Lawsuits filed against HCA-owned hospitals show disturbing 
allegations of untruthful documentation of pressure ulcers.

In 2019, Vicki Oleson filed a civil lawsuit against HCA Florida Fawcett Hospital in 

Charlotte County, Florida after the death of her husband John Oleson. Mrs. Oleson alleged 

that Fawcett Memorial was negligent in caring for her husband,155 who developed a new 

pressure ulcer after being admitted through the emergency room on April 2, undergoing 

heart surgery, and then recovering in the hospital without receiving pressure ulcer preven-

tion measures. The lawsuit alleges that staff recorded the pressure ulcer as being “present 

on admission” on April 22, even though it had first been documented as “redness” on April 

6. It also alleges that Mr. Oleson’s discharge summary on April 24 did not mention the pres-

sure ulcer in its skin assessment, but when he arrived at a different hospital, doctors found 

the pressure ulcer to be unstageable and ordered a number of wound care measures for 

him. Sadly, despite these measures, Mr. Oleson developed sepsis and passed away on May 

2.156 This case was dismissed with prejudice in September 2020.

Another grieving partner of a deceased patient settled a case with HCA Florida Fawcett 

Hospital under similar circumstances. The patient’s husband alleged that his wife devel-

oped new pressure ulcers while receiving treatment for a stroke at Fawcett Memorial 

and a nursing facility. The pressure ulcers allegedly progressed to Stage 4 and the patient 

had to have her leg amputated above the knee. Unfortunately, this patient also passed 

away, and her husband alleged that the pressure ulcers and the amputation contributed 

to her untimely death.157 The allegations against Fawcett Memorial included that the 

facility failed to provide and document pressure ulcer prevention care, failed to pro-

vide adequate nutrition, and allowed the patient to develop gangrene.158 The complaint 

claimed that the Florida Department of Children and Families investigated the case and 

“concluded that there were verified findings of medical neglect and inadequate super- 

vision by Fawcett Memorial Hospital and its employees.”159

In South Carolina, Grand Strand Regional Medical Center was sued by the family of a 

former patient who acquired a sacral pressure injury during her stay at the hospital. She 

stayed at Grand Strand for a few weeks, then was transferred to Regency Hospital of 

Florence. Interestingly, “There is no mention of wounds or pressure ulcers in Grand 

Strand’s records during the relevant period...” At Regency, the patient’s wound was 

described as “a large, unstageable sacral pressure ulcer.” The suit alleges that the hospi-

tal was negligent by “failing to diagnose and treat the pressure ulcers [patient] sustained 

while under its care.”160 This case settled.
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In Florida, the family of a deceased patient who received care at both 

HCA Florida Palms West Hospital and HCA Florida JFK Hospital 

sued both hospitals for failing to prevent and treat the pressure sores 

acquired by the patient at Palms West Hospital. The patient developed 

Stage 2 pressure injuries while admitted to Palms West 

Hospital; then, was discharged home. A month later, the 

patient was admitted to JFK Hospital “with what was doc-

umented to be a Stage 3 sacral pressure sore, which was 

later documented by JFK MEDICAL CENTER as Stage 

2.”161 The suits suggests that since photos of the pressure sores “were taken throughout [the 

patient’s] admission but were conveniently not taken on the day of discharge” the hospital 

was trying to hide the worsening of the patient’s pressure sore.162 Upon discharge, the 

patient was transferred to a non-HCA hospital where their pressure sore was measured as 

“a large unstageable pressure sore,” much more severe than what was documented at JFK 

Medical Center. By the time the patient was discharged from the third hospital, the pres-

sure sore was documented as a Stage 4 injury, one that exposed bone. The patient died after 

“nearly five months of pain and suffering from the horrendous bedsore.”163 The case settled.

Failures to document pressure ulcers at an HCA hospital have shown 
up in inspection reports

When assessment, prevention and treatment tasks are all missed, it is possible for pressure 

ulcers to be absent from a patient’s record. An example of this was found in Tennessee,164 

when a patient who was treated at Tristar Hendersonville Medical Center at the beginning 

of October 2018 was admitted at a second hospital at the end of the month.165 The second 

hospital documented six pressure injury wounds on the patient’s body that needed doc-

umentation and treatment, but CMS inspectors found that the patient’s medical records 

from Tristar Hendersonville did not include documentation of them.166

Researchers have also noted that there are “counteracting effects” preventing the doc-

umentation of pressure ulcers. If a facility implements nursing-intensive pressure ulcer 

prevention practices such as frequent skin assessments, it is likely that staff will identify 

pressure ulcers in their assessments.167 Ironically, poor care for pressure ulcers may hide 

the true rate they occur. Missed nursing care is associated with inadequate staffing,168 

and studies show that documentation and care planning tasks are among those most 

frequently missed by nurses pressed for time.169

HCA hospitals have repeatedly failed to meet 
standards of care for pressure ulcers
CMS inspection reports have revealed disturbing failures in pressure ulcer prevention and 

treatment at HCA-owned facilities across the country. The patients who were impacted 

by these failures endured suffering and complications that may have been prevented with 

better treatment.

Photos [of the pressure 
sores] were taken throughout 
the admission but were 
conveniently not taken 
on the day of discharge.
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Failures to implement pressure ulcer prevention measures at 
HCA hospitals: 

In Texas, CMS inspectors found that a patient at HCA Houston Healthcare Kingwood devel-

oped a Stage 3 pressure injury during his 26-day stay. During that time, the patient did not 

receive skin assessments on 12 days and was repositioned only 21 times.170 At another Texas 

HCA hospital, CMS found skin assessments and repositioning were not consistently per-

formed for high-risk patients. In an interview, one patient “stated he was only repositioned 

when he asked the staff to do it,” even though he needed staff assistance for all activities.171 At 

least one patient had a Stage 2 pressure injury.172

HCA-owned hospitals in Florida,173 Louisiana,174 and Colorado175 were also cited in CMS 

inspections between 2018 and 2021 for violations related to pressure ulcer prevention. CMS 

inspectors in each state found patients who developed pressure injuries after pressure ulcer 

prevention practices were not implemented properly. Given the time-intensive nature of pre-

vention tasks such as skin assessments, photography and frequent repositioning, this may be a 

sign that nursing staff are not given enough time to complete them. 

Failures to treat existing pressure ulcers at HCA hospitals:

Surveyors also found that HCA hospitals in Florida and Alaska failed in providing care for 

pressure ulcers that patients had already developed. HCA Florida Lake Monroe Hospital 

in Sanford, Florida was cited when a patient had a documented Stage 2 pressure injury, but 

“there was no evidence in the record that any of these steps [to address the sore] were tak-

en.”176 Similarly, Alaska Regional Hospital was cited when a patient’s documented pressure 

injury was not addressed in their nursing care plan. This monitoring failure put patients at risk 

of not having wounds identified and treated.177 

To truly improve pressure ulcer care, HCA needs to listen 
to its frontline workers
Based on the disturbing incidents described in hospital inspection reports and lawsuits (See 

see page 38 for more examples), SEIU believes there is room for improvement in the way HCA 

treats pressure ulcers. These hospital-acquired injuries are not something that can be swept 

under the rug and ignored, and they cannot be prevented unless staff have enough time to 

complete the assessments, repositioning, and one-on-one attention that they require. HCA 

workers need more of a voice in how patient care is delivered in order to prevent any more 

patients from suffering unnecessarily.  
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2.3 ADDITIONAL EXAMPLES OF HCA’S PATIENT 
CARE FAILURES

HCA’s staffing practices have direct consequences for patients. Hospital inspection 

reports and patient lawsuits reveal a pattern of concerning patient safety and care 

failures at HCA facilities. These failures include insufficient staffing and unqualified staff 

performing complex patient care. They also indicate patterns of patient care failures 

such as hospital-acquired pressure injuries (bed sores), missed nursing assessments, 

delays in treatment, patient falls, and the endangerment of patients. HCA hospitals have 

also been cited for deficiencies in staff training and staffing assignments, as well as fail-

ures to report adverse patient events and conduct quality improvement activities. These 

stories suggest that HCA’s business strategy of providing inadequate staffing leads to 

injurious and sometimes deadly consequences for the company’s patients.

Inspections of HCA hospitals are conducted by federal and state inspectors on behalf of 

the Centers for Medicare and Medicaid Services (CMS). They hold hospitals accountable 

to the Medicare Conditions of Participation (CoP) as laid out in 42 CFR Part 482.178 The 

CoP are a set of health and safety standards which health care providers must meet in 

order to participate in the Medicare and Medicaid programs.179 Federal and state sur-

veyors record their substantiated findings in the inspection reports which CMS makes 

available to the public on a quarterly basis.180 

Some patient care failures resulted in HCA hospitals being placed under Immediate 

Jeopardy status by inspectors. Immediate Jeopardy means that a hospital’s “noncom-

pliance has placed the health and safety of recipients in its care at risk for serious injury, 

serious harm, serious impairment or death.”181 Immediate Jeopardy citations can lead to 

the termination of a hospital’s payment agreement with Medicare and Medicaid. We indi-

cate instances of Immediate Jeopardy notices being provided to HCA hospitals below.

Academic consensus points to an important relationship between hospital staffing levels 

and a variety of patient care outcomes. One 2016 review concluded that “the evidence 

supports a causal link between nurse staffing levels and patient outcomes in general 

hospital wards.”182 Patient falls and hospital-acquired pressure injuries have both been 

linked to staffing in cross-sectional primary studies183 as well as in meta-analyses184 and 

longitudinal studies.185 Similarly, higher levels of hospital staffing are linked to lower 

rates of hospital-acquired infections,186 lower patient mortality,187 and shorter hospital 

stays.188 Certain hospital-acquired conditions like wound infections, pressure injuries, 

and pneumonia have been associated with patient exposure to understaffing.189 Studies 

find that hospital staffing is also related to hospital workforce outcomes such as staff 

burnout,190 nurses’ intention to leave their job,191 and staff absenteeism.192 Research into 

the importance of hospital staffing to patient care and worker wellbeing helps to context- 

ualize the staffing failures found at HCA hospitals.
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The following stories from HCA hospitals were collected from hospital inspection reports 

and lawsuits. They are organized by the type(s) of care failures that they describe.

Understaffing
In Florida, HCA Florida Blake Hospital was cited for staffing failures. CMS “determined 

the facility failed to have sufficient patient care staff to ensure patient care needs 

were met.” One unit had thirty-seven patients but only seven nurses and two patient 

care technicians. The unit charge nurse admitted that there were not enough staff to 

accomplish care tasks like feeding and repositioning patients. One patient told surveyors 

that “his bed has been changed twice, because [he] had a bowel movement in the bed, 

[he] just couldn’t hold it any longer… staff refused to get him up stating [they] ‘didn’t 

have time.’”193 

In Texas, inspectors cited Las 

Palmas Del Sol Healthcare for 

deficiencies in patients’ rights 

to care in a safe setting, nursing 

services, staffing and delivery 

of care, and RN supervision of nursing care. 

Surveyors found “the hospital did not supply 

an adequate number of licensed registered 

nurses and other personnel … and presents 

a risk to all patients admitted to the hospital.”194 One of these risks was an increased 

frequency of patient falls. On a day when their unit was short one RN and one nurse 

assistant, a patient fell and suffered injuries.195

In California, Good Samaritan Hospital was cited for numerous staffing-related failures. 

In two intensive care units, nurse-to-patient ratios exceeded 1:2 for a total of seven dif-

ferent occurrences, in violation of the California Nurse Staffing Ratio Regulation. These 

occurrences of understaffing were associated with missed patient assessments, includ-

ing a failure to monitor and assess a patient who was administered the opioid Fentanyl. 

One nurse “stated she was assigned to three patients and she did not have time to 

perform assessment for three patients.” Another nurse told inspectors she felt she did 

not have enough time to assess patients. There were also two consecutive night shifts in 

which the hospital’s Emergency Department did not have a charge nurse present to lead 

and coordinate patient care.196

Good Samaritan Hospital’s staffing problems went beyond nursing staff. The suction 

cannisters in the hospital’s neonatal intensive care unit were expired but had not yet 

been replaced because “no unit technician was working.” The hospital also failed to 

provide a sitter for a patient going through alcohol withdrawal even though a physician 

had ordered it for the patient’s safety.197

In Florida, HCA Florida Ocala Hospital was sued by a former patient for negligence.198 She 

was admitted to the hospital for observation while in the ER.199 The patient says she was 

The hospital did not supply an adequate 
number of licensed registered nurses 
and other personnel … and 
presents a risk to all patients 
admitted to the hospital.
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placed in restraints without a required doctor’s order; instead, “restraints were placed 

for staff convenience and/or because the emergency department was understaffed.”200 

During her stay, the patient suffered an unwitnessed fall, the details of which are unknown 

due to missing documentation in the patient’s medical records. A CT scan revealed a new 

large subdural hematoma of the brain and emergency brain surgery was performed on the 

patient. As a result, the patient had to undergo subsequent brain surgeries and has devel-

oped life-altering neurological and physical limitations.201 The case is ongoing.

Telemetry Understaffing
Hospital telemetry units provide crucial care to patients who are in need of around-

the-clock, remote electronic monitoring of cardiac conditions and oxygen levels.202 As 

the use of telemetric monitoring has expanded, so has the importance of the workers 

who interpret the monitor screens and communicate their results with clinicians. CMS 

inspection reports and patient lawsuits reveal repeated, telemetry-related staffing fail-

ures in HCA hospitals.

The performance of telemetry technicians is linked to the number of patients they are 

monitoring. In one study, when the number of patients being monitored by one tech-

nician increased from 40 to 48 patients, technicians in the study began to respond 

dangerously slowly to simulated adverse patient events.203 Researchers found that for 

telemetry technicians, “Task performance decreased as patient load increased.”204 The 

following stories illustrate that understaffing of telemetry technicians can have severe 

consequences for patient safety.

In Florida, surveyors placed HCA Florida Citrus Hospital in Immediate Jeopardy after 

poor staffing of the telemetry unit precipitated a patient’s death. There were too many 

patients on telemetry monitors and not enough telemetry technicians to monitor them 

all, which led to a communication delay between the technician and nursing staff about 

a patient’s life-threatening heart rhyme change. In the hospital’s plan of correction, it 

identified “Staffing” as a contributor to the patient death. The hospital wrote, “Once the 

patient census rose above 90, the facility contingency plan should have been initiated,” 

to avoid similar failures, “the facility staffing plan of 1 Monitor Tech to 45 patients will 

be followed at all times.”205 

In Florida, surveyors discovered a breakdown in supervision of patients at HCA Florida 

South Tampa Hospital. For one patient on telemetric monitoring, “there was no evidence 

that the telemetry technician notified the nurse of” a life-threatening change in the 

patient’s heart rhythm. The patient’s cardiac distress went unnoticed until a nurse checked 

up on the patient and called a Code Blue, signaling the need for emergency cardiac life 

support. The patient died shortly after the Code Blue was called.206 In a separate incident, a 

telemetry technician again failed to notify clinical staff of a life-threatening heart rhythm 

change in a patient who was subsequently transferred to a higher level of care.207 

In Florida, HCA Florida Blake Hospital was sued by the family of a former patient who 

died due to alleged telemetry failures. After being admitted to the hospital, the patient 



38 HCA Staffing Paper

was placed on the hospital’s telemetry floor. However, the suit claims the patient was 

never attached to the telemetry equipment. Allegedly, the patient was, “progressively 

over-medicated with Morphine, Percocet, and Dilaudid while waiting to be cleared for 

surgery.” A nursing assistant doing the rounds found the patient unresponsive; a Code 

Blue was not called until thirty minutes after the patient was found. According to the suit, 

“The Blake Hospital floor nurse was no-where to be found.” The patient was pronounced 

dead 11 minutes after the Code Blue was called.208 The case settled.

In Florida, CMS found HCA Florida Oak Hill Hospital deficient regarding staffing and 

delivery of care. The hospital failed to have nursing staff appropriately provide care for 

patients on cardiac telemetry monitoring. Against physician orders, a patient was not 

placed on telemetry monitoring when they needed it. More troubling is the comment by 

the Director of Nursing Administration that “audits to ensure that the facility was in 

compliance [with telemetry policy] had not been done.”209 

In California, Los Robles Regional Medical Center was sued by SEIU Local 121RN over 

the alleged assignment of telemetry patients to nurses in an unsafe manner. According 

to the lawsuit, “the hospital routinely places patients with remote telemetry in the care 

of nurses who do not hold the appropriate competencies to safely care for patients 

with in the facility.”210 Assigning patients on telemetric monitoring to nurses who lack 

telemetry-specific training could lead to care failures.

Bed Sores/Pressure Ulcers/Pressure Injuries
According to the National Pressure Injury Advisory Panel (NPIAP), pressure injuries 

(also known as pressure ulcers and bed sores) are “localized damage to the skin and/or 

underlying soft tissue, usually over a bony prominence or related to a medical or other 

device.”211 For patients, pressure injuries bring pain, risk of infection, and increased utili-

zation of health care services.212 

In the academic literature, pressure injuries are linked to inadequate hospital staffing. 

Higher levels of nurse staffing on Critical Care Units are associated with lower incidence 

of pressure injuries.213 Other scholars found that lower pressure injury rates were pre-

dicted by a combination of more experienced staff and fewer contract nurses.214 Better 

staffing can reduce pressure injuries.

One study found strong associations between hospital unit-acquired pressure ulcer inci-

dence and RN-perceived staffing adequacy. RN-perceived staffing adequacy captures 

whether unit-level nurses believe that there are enough staff to provide quality care to 

patients.215 The authors found that “Perceived staffing adequacy was a significant pre-

dictor [of unit-acquired pressure ulcers] in all three models in which it was included.”216 

Hospital staff have the most insight into whether a hospital has adequate staffing levels 

to provide quality care to patients.

HCA hospitals have a demonstrated pattern of pressure injury assessment, prevention, 

and care failures. Stories from lawsuits and hospital inspection reports convey the conse-

quences of HCA’s staffing model.
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In Florida, a former patient of HCA Florida 

JFK Hospital sued the hospital for care 

failures which led to her acquiring a Stage 

3 pressure ulcer. The suit claims that an 

order for the patient to be repositioned 

every two hours was only given after a 

pressure ulcer had already been docu-

mented. Hospital staff “failed to document 

the wounds sizes and stages” for the pressure ulcer that the patient had developed.217 

According to the complaint, the patient was later readmitted with an “extensive, large 

sacral decubitus, stage 4.”218 The complaint alleges that the patient was transferred to 

HCA Florida Palms West Hospital for surgery to address the pressure ulcer wounds, 

however, after surgery, “proper care was not performed by Palms West nurses and the 

surgically-closed sacral pressure sore re-opened.” The complaint further alleges that 

eventually, the wound “encompassed her entire buttocks and sacrum, and was larger 

than the hospital measurement ruler,”219 and that while receiving treatment for her 

sacral pressure wound, the patient acquired new pressure ulcers on her leg and heel. By 

the time she was discharged to a nursing home, the complaint alleges that the patient 

had developed multiple Stage IV, hospital-acquired pressure ulcers.220 The case settled.

In Florida, HCA Florida North Florida Hospital was cited by CMS for failing to prevent 

the acquisition of facility-acquired pressure ulcers and “to prevent the worsening of 

facility acquired pressure ulcers” for two patients. Both patients developed Stage 3 

pressure injuries while in the hospital. The patients were not being repositioned as often 

as required to prevent pressure injuries.221 

In South Carolina, the family of a former patient sued Colleton Medical Center after 

the patient’s death.222 The patient was admitted to the hospital with pressure ulcers 

acquired at a nursing home. The hospital allegedly “failed to properly treat or docu-

ment the stage of [patient’s] pressure ulcers for five (5) days after her admission.” The 

pressure ulcers were later measured as being “bilateral Stage IV pressure ulcers with 

necrotic tissue.” The patient was discharged to hospice where she died, allegedly, due to 

her pressure ulcers.223 The case settled.

In Florida, another lawsuit from the family of a former patient of HCA Florida JFK 

Hospital alleges that the patient “developed an infected sacral pressure sore with 

exposed tendon, muscle and bone due to a lack of proper care and treatment” at the 

facility.224 This case settled.

In Texas, inspectors cited HCA Houston Healthcare West for failing to assess and elevate 

three patients who were admitted though the emergency department. All three patients 

were assessed as having no skin issues at the time of admission, but developed pressure 

injuries within days of admission. One of the patients acquired a Stage 3 pressure injury.225 

In Florida, HCA Florida Northwest Hospital was sued by the family of a former patient 

who acquired “bilateral heel pressure sores, as well as a Stage IV sacral pressure sore” 

[The wound] encompassed her entire 
buttocks and sacrum, and was larger 
than the hospital 
measurement ruler.
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while he went back and forth between the hospital and a skilled nursing facility.226 The 

case settled.

In Florida, a former HCA Florida Northwest Hospital patient sued the facility after 

acquiring a deep tissue injury to his left heel and Stage 3 pressure ulcer while recovering 

from surgery. The left heel wound never healed and eventually developed into gan-

grene, requiring a debridement surgery in which the dead flesh around the wound was 

surgically removed. Still, the wound did not heal, leading to the patient undergoing a leg 

amputation. The patient developed “a significant, permanent disability” as a result of the 

pressure injuries acquired during his stay at the HCA hospital.227 This case settled.

In Florida, HCA Florida JFK Hospital was sued by the family of a patient who had “devel-

oped an infected Stage IV [4] pressure sore to his hip with exposed bone due to a lack of 

proper care and treatment at the hospital.”228 The case settled.

In Texas, HCA Houston Healthcare Clear Lake was sued by a former patient who 

acquired “a Stage IV sacral ulcer” due to the hospital’s alleged failure to prevent the 

development of the ulcer and consistently assess and document the ulcer wound. 

Documentation of the patient’s pressure injury was inconsistent, but “there is little docu-

mentation in the medical records of any increased turning and repositioning” to prevent 

the patient from acquiring such an injury.229 

In Florida, the wife of a former HCA Florida Westside Hospital patient sued the hospital 

after the patient acquired “an unstageable sacral pressure sore and ultimately died” 

due to alleged care failures.230 The suit claims that physician orders for wound care and 

patient repositioning to prevent pressure sores were not carried out as ordered, leading 

to the patient’s acquisition of the deadly pressure injury.231 

In South Carolina, a Grand Strand 

Regional Medical Center patient sued 

the hospital after he “developed a sacral 

decubitus ulcer and a pressure ulcer over 

the occipital area of his scalp.”232 The 

patient was discharged with an ostomy bag and his “day 

to day life and function has been entirely uprooted as 

he is forced to balance pressure sore prevention with 

his ostomy bag in place.”233 This case is in resolution.

In Florida, a patient of HCA Florida Bayonet Point Hospital sued the hospital after 

acquiring “pressure sores on his bilateral buttocks and posterior legs which were now 

open and which formed the shape of a bedpan.”234 The patient was at risk for developing 

pressure injuries due to his altered mental status and lack of mobility.235 The case settled.

In South Carolina, Trident Medical Center was sued by a former patient who was dis-

charged “with a large unstageable B buttock ulcer” after more than a month in the 

hospital. Documentation of the pressure ulcer was inconsistent: the patient was admit-

ted to Trident on July 19, however, the pressure ulcer was first documented on August 

4 as “POA (Present on Admission).”236 When the patient was discharged, there was no 

Pressure sores on his bilateral buttocks 
and posterior legs ... formed the shape 
of a bedpan.
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documentation of the ulcer. The same day that the patient was discharged, another hos-

pital documented the patient’s ulcer as “a Stage 4 decubitus ulcer.”237 The case settled.

In South Carolina, a patient sued Grand Strand Regional Medical Center after he “devel-

oped preventable pressure ulcers due to the [hospital’s] failure to properly treat him.” 

The patient acquired these ulcers because the hospital allegedly failed to implement 

adequate skin care management measures.238 

In Florida, HCA Florida Ocala Hospital was cited by CMS for failing to provide wound 

care instructions to two patients discharged with hospital-acquired pressure injuries. 

Both patients had developed Stage 2 pressure injuries but were discharged from the 

hospital without being educated on pressure injuries or provided instructions for how to 

care for their pressure wounds.239 Discharge planning going undone is a commonly- 

reported form of missed nursing care.240 

Delays in Patient Treatment
In Florida, HCA Florida Largo Hospital was cited by CMS for supervision of nursing care 

failures. A patient presented with high blood pressure and an elevated heart rate. A phy-

sician was not notified of the patient’s elevated vital signs and therefore no interventions 

to reduce the patient’s high blood pressure or fast heart rate were implemented. When a 

nurse went to get a second set of vital signs, they “found the patient without a pulse.”241 

In California, Regional Medical Center of San Jose was cited for delayed ED triage 

assessments. Hospital policy states patients presenting to the ED will be triaged, “within 

10 minutes of arrival.” In January 2021, two patients in the hospital’s ED each had to wait 

14 minutes before they were triaged.242 On May 29, 2021, a patient was not assessed 

until 23 minutes after arriving. These failures “had the potential to cause untimely re- 

cognition of emergency medical conditions.”243 

In Virginia, CMS cited Chippenham Johnston-Willis Medical Center after two patients 

did not get needed hemodialysis services. One patient had an order for hemodialysis on 

June 22, 2021, but did not receive dialysis until June 25. They experienced worsening 

symptoms and required oxygen. Two months later, a patient was ordered to receive 

hemodialysis on August 28, but did not receive it until August 30. Nurses’ attempted to 

coordinate hemodialysis services, but the dialysis providers were not available.244 

In Colorado, North Suburban Medical Center was cited for dialysis provision failures. 

One patient missed several routine hemodialysis treatments while at the hospital, and 

developed a condition of fluid buildup in their chest, weakness, and shortness of breath. 

Hospital staff “failed to identify and alert medical providers in regards to [patient]’s 

chronic medical condition and hemodialysis needs.”245 



42 HCA Staffing Paper

Missed Assessments & Other Failures
The scholarly research on missed nursing care (MNC) emphasizes that certain types of 

care are more likely to go undone than other forms of care. Specifically, care activities 

which more likely to be missed are those whose “effect on patient health is indirect 

and less immediate; [which] require relatively more time to complete and/or require an 

unpredictable amount of time to complete; and [which] are less likely to be audited.”246 

Care activities like assessing patients, evaluating and changing care plans, and document-

ing assessments and plans are most likely to be left undone.247 Academic reviews find that 

MNC is strongly associated with hospital staffing levels,248 suggesting that the following 

assessment failures at HCA hospitals may be due to the company’s staffing policies.

In Texas, the parents of an infant patient at HCA Houston Healthcare Clear Lake sued 

the hospital after the infant died of septic shock. The suit claims that the hospital failed 

“to properly monitor and evaluate the patient” and “to follow established protocols to 

prevent the spread of infection.”249 

In Florida, HCA Florida Memorial Hospital was cited by CMS for deficiencies in nursing 

care plans. Surveyors found that “the facility failed to ensure consistent implement- 

ation of the nursing care plan intervention related to pressure wound dressing 

changes” for two patients. There were gaps in one patient’s medical record regarding the 

emergence and development of their pressure injuries. The patient died after a month in 

the hospital during which time their wounds were not treated properly.250 

In Florida, the family of a patient at HCA Florida Osceola Hospital sued the hospital 

after the patient died “as a result of the severe anoxic brain injury” she received in the 

aftermath of ovarian cyst surgery.251 The patient had been on general anesthesia for the 

surgery and then was moved to the Post-Anesthesia Care Unit (PACU). There, the PACU 

nurse only documented the patient’s vital signs when she was first brought onto the unit. 

The patient’s vital sign monitoring alarms were also turned off. The patient fell into car-

diac arrest while on the PACU, and was quickly revived. However, she died 11 days later 

due to a brain injury she suffered while not breathing.252

In Florida, surveyors visiting HCA Florida Kendall Hospital found the hospital deficient 

regarding supervision of nursing care. A patient who had been admitted to the hospital 

for 12 days was discharged earlier but later “returned for necrotic toes on right foot.” 

The patient had foot gangrene despite being in the hospital for the previous 12 days, 

during which time “there was no evidence of nursing reassessment documentation for 

changes in the vascular condition to the [patient’s] right foot.” Hospital policy states 

patients should be assessed reassessed every shift or whenever there is a change in 

condition.253 Nursing assessments of the patient’s foot went undone, precipitating the 

development of gangrene in the patient’s foot.

In Kansas, CMS cited Menorah Medical Center for nursing assessment failures. For 8 

patients sampled, inspectors found no evidence of reassessment for patients who had 

been administered pain medications like oxycodone hydrochloride, hydrocodone, and 

fentanyl as required by hospital policy. Inspectors wrote, “The failure to reassess has 
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the potential to place all patients in the 

facility receiving pain medication at risk 

for undetected adverse reactions or 

uncontrolled pain.”254 

In Virginia, inspectors found that Reston 

Hospital Center failed to document the 

administration of medication for a patient 

who was being given morphine. Incomplete documentation included the amount of 

morphine that the patient had been administered.255

In Florida, HCA Florida Trinity Hospital was cited by inspectors for a pattern of missed 

nursing assessments in the hospital’s ED. There was a lack of documentation proving that 

patients were being reassessed by a nurse every hour as required by hospital policy.256

Patient Falls
In-hospital patient falls are a significant problem for the entire hospital sector. Every 

year, roughly 700,000 to 1 million patient falls occur in U.S. hospitals.257 Between 30% 

and 50% of in-hospital falls result in patient injuries.258 Patient falls are associated with 

increased health care use, including increased length of stay in the hospital.259 In 2008, 

CMS determined that it would not reimburse hospitals for injuries related to patient falls 

since “these types of injuries and trauma should not occur in the hospital.”260 Research 

suggests that 1/3 of patient falls are preventable.261 

Academic research indicates associations between hospital staffing and patient falls. 

One study found patient falls to be associated with both nurse staffing hours and skill 

mix.262 Another research paper found, “Units with no injury falls were associated with a 

higher percentage of unlicensed direct care staff hours.”263

One study concludes that missed nursing care “mediates” the relationship between 

patient falls and staffing.264 Inadequate staffing puts pressure on staff to perform more 

care activities in less time, meaning that they might miss or deprioritize certain care 

tasks such as “ambulation, patient assessments each shift, focused reassessment, call 

light response, and toilet assistance” which prevent patient falls.265 The following stories 

of falls in HCA hospitals reflect the consequences of the company’s staffing decisions.

In Florida, the family of a former HCA Florida Northwest Hospital patient sued the facility 

after the patient suffered a fall.266 The fall occurred after the patient had been left sitting 

in a chair alone for 40 minutes. No hospital staff witnessed the fall, they responded after 

hearing the sound of someone falling. The patient suffered a hip fracture which required 

surgery, after which he acquired a Stage 2 pressure injury on his heel. The heel pressure 

wound worsened and the patient required amputation. A patient fall escalated into limb 

amputation for a patient whose “condition has deteriorated immeasurably.”267 

In Florida, HCA Florida Northwest Hospital was cited for a nursing care plan failure. 

A patient on the telemetry unit was “at risk for fall” and therefore placed under fall 

The failure to reassess has the potential to place all 
patients in the facility receiving pain medication at 
risk for undetected adverse 
reactions or uncontrolled pain.
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precautions. The RN assigned to the patient wrote that they “would benefit from a sitter.” 

The next day, staff heard a loud noise and found the patient on the floor with a “bump 

over his left eye and laceration on left eyebrow.” The patient was transferred to the ICU 

after his fall because he had an intracranial hemorrhage. Nine days after admission, “the 

patient was discharged to hospice.” At the time of the fall, there were 8 sitters available 

in the hospital.268 The hospital’s decision to not provide an at-risk patient with a sitter 

contributed to the patient’s injury and subsequent deterioration.

In South Carolina, Grand Strand Regional Medical Center was sued by the family of a 

patient who “suffered from a fall which resulted in a pelvic fracture” allegedly because 

the hospital failed to implement sufficient fall prevention measures.269

In Florida, CMS cited HCA Florida Blake Hospital for an RN supervision of care failure. 

Nursing notes revealed that a patient “had an unwitnessed fall earlier in the morning.” 

According to the notes, the nurse left the patient unattended to get equipment and 

found the patient on the floor upon returning. The fall resulted in “a questionable mild 

dislocation of the right shoulder” for the patient.270 

In South Carolina, Trident Medical Center was sued by a patient’s family after they 

“suffered a fall which resulted in a fractured femur that required surgical repair.” The 

family claims Trident failed to assign sufficient staff to ensure that all necessary care was 

performed for the patient.271 The case settled.

In Florida, HCA Florida Brandon Hospital was cited by CMS for patient fall failures. A 

patient, despite being “legally blind, and hard of hearing,” was assessed to be “not at 

high risk for falls.” The patient was left unattended while the nurse left to give medic- 

ation to another patient. The nurse then heard a “loud thud from the patient’s room.” 

Inspectors found that no fall interventions had been implemented post-fall. Two days 

later, the patient fell again, hitting his head. The patient had “sustained injury which 

required surgical repair.”272 The hospital failed to prevent the patient’s first fall, then 

failed to implement interventions that could have prevented the patient’s second, more 

severe fall.

In South Carolina, the family of a former patient at Grand Strand Regional Medical Center 

sued the hospital after the patient suffered two falls even though she had been assessed as 

a fall risk. The patient’s first fall was witnessed and assisted by a CNA. However, the patient 

suffered a second, unwitnessed fall which resulted in a skull fracture. This fracture pro-

duced a hemorrhage which led to the patient’s death.273 The case is ongoing.

In Florida, CMS cited HCA Florida Ocala Hospital for a nursing care plan deficiency after 

failing to ensure that a post-fall reassessment was conducted after a patient fall. The 

patient was found by staff “on the floor next to the bed sitting on a bed pad” and did not 

know why she was on the floor. Despite this unwitnessed fall, no patient reassessment 

was documented.274 Assessments and documentation activities are commonly reported 

as missed nursing care when nurse workloads are high.275 

In Florida, a former HCA Florida Gulf Coast Hospital patient sued the facility for 

negligence after a fall. The patient was recovering from back surgery and “called for 
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assistance numerous times without any response.” Subsequently, she tried to repos- 

ition her body by herself. The bed rail on the hospital bed collapsed and she partially 

fell from the bed, feeling a “popping” sensation in her back. The patient suffered painful 

nerve damage to areas associated with bowel and bladder function. A failure to respond 

quickly to calls for assistance led to a patient suffering a permanent physical injury.276

In Texas, HCA Houston Healthcare Southeast was cited for patient care assignment 

deficiencies after an unattended patient, identified as a fall risk, injured her head while 

falling out of a bed. According to staff interviews, ICU staff transporting the patient 

had to rush back to the ICU, so they left the patient unattended. The patient remained 

unattended and unassessed by the new unit staff and was without a bed alarm or call 

light. Hours later, nurses found the patient 

on the floor with a bleeding head injury that 

required stitches.277 

In South Carolina, a former patient of 

Trident Medical Center sued the hospital 

after she suffered a fall that resulted in 

chronic back pain. The patient was in the 

Trident ED for seizures. After she regained 

consciousness in the ER, “the medical 

staff at Trident allowed a newly admitted 

patient, with stroke and seizure symptoms, 

who had just recently regained con-

sciousness, to walk unattended down the hall to a bathroom available to the general 

public.”278 While in the bathroom, the patient suffered an unwitnessed fall which left her 

with spinal fractures and chronic pain.279

In Colorado, CMS found that the Medical Center of Aurora failed to provide follow-up 

care and monitoring for two patients who experienced fall events. One patient suffered 

an abrasion on his back when he fell out of bed, but did not get a nursing assessment or 

follow-up care for it. Another patient fell and bruised her buttocks, but her fall was not 

recorded until a family member told a nurse about it two days later. The second patient’s 

nurse was aware of the fall, but said the charge nurse told her not to initiate the fall 

protocol, record an injury assessment, or document a skin assessment because the fall 

happened on a fall protection floor mat. Two out of four floor nurses said they did not 

report falls on protective floor mats and/or if the patients were not injured.280 Nursing 

care left undone often entails activities that “are less likely to be audited.”281 

In Florida, HCA Florida Ocala Hospital was sued for negligence by a former patient who 

suffered a debilitating fall at the hospital. The patient was on blood thinner medications 

and fell in the shower because a bar in the shower stall broke. Even though hospital staff 

were notified of the fall, they “failed to document the fall in [patient’s] chart, thereby 

depriving notice to all medical personnel reviewing [patient’s] chart of that important, 

red flag event.” The suit alleges that because of the fall and blood thinner regimen, the 

The medical staff at Trident allowed a 
newly admitted patient, with stroke 
and seizure symptoms, who had just 
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patient developed a spinal hematoma. The undocumented and untreated hematoma left 

the patient “completely paralyzed from her abdomen to her feet.”282

Patient Endangerment
The following stories of patient endangerment at HCA hospitals speak for themselves. 

However, it’s useful to reflect on the preventability of such stories. A scholarly review 

found that one-tenth of all inpatient hospital stays include an event in which care 

resulted in an undesirable clinical outcome, approximately “half of which are prevent-

able.”283 Patient safety failures are not an inevitable or unpreventable occurrence.

In Florida, the family of a former patient sued HCA Florida JFK Medical Center after 

a catastrophic medication failure which left the patient in a coma.284 The patient was 

recovering from surgery and had been prescribed Dilaudid, an opioid painkiller eight 

times stronger than morphine. The patient was ordered a usually large dose of Dilaudid 

to be administered intravenously, in addition to Dilaudid that he was receiving via 

Patient-Controlled Analgesia (PCA). A nurse administered the large Dilaudid dose, “fail-

ing to give it slowly as ordered” and “left before monitoring the effects of this massive 

dose.”285 The medication pushed the patient into respiratory arrest, a sign of an opioid 

overdose. The patient fell into a coma and remained in it when the lawsuit was filed.286 

In Florida, HCA Florida JFK Hospital was cited by CMS for failures in the treatment of 

two adolescent psychiatric patients. The patients were involved in physical confront- 

ations on the hospital’s behavioral health unit. Rather than intervene to minimize con-

tact between the patients, staff administered psychotropic drugs to one of the patients 

and subsequently failed to assess the patients’ condition afterwards. Surveyors found 

no evidence the hospital implemented other measures to reduce the risk of alterca-

tions between the patients.287 Florida law prohibits hospitals from using “seclusion or 

restraint for punishment, to compensate for inadequate staffing, or for the convenience 

of staff.”288 The fact that no other interventions were used to address the patient alter-

cation suggests that using psychotropic drugs to restrain an adolescent patient was 

compensation for inadequate staffing.

In Missouri, Research Medical Center was placed into Immediate Jeopardy because, “The 

facility failed to follow physician orders for a 1:1 sitter (continual observation for safety) 

for one discharged patient …, that allowed her to successfully elope (escape) from the 

facility.” The patient was on the psychiatric unit after experiencing an acute psychiatric 

break. Physician orders placed the patient on 1:1 monitoring, however, hospital staff 

placed her on 2:1 monitoring instead, and assigned one PCT in the hallway to monitor 

two different patients. At one point, the PCT had to assist the other patient, and found “it 

was impossible to watch Patient #3 in her room, at the same time she was assisting the 

second patient in her room.” After returning from assisting the second patient, the PCT 

found that Patient #3 had eloped from her room and fled the hospital. Surveyors criticized 

the hospital: “Patient #3 was assessed as an elopement risk but was not on elopement pre-

cautions which included 1:1 observation and successfully eloped from the facility 33 hours 

after she had undergone and [sic] emergency C-section for the delivery of her infant. This 
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placed her at a higher risk of post-surgical 

complications and risk for her safety.”289

In Texas, The Woman’s Hospital of Texas was 

sued by the family of a patient who died of 

sepsis after an allegedly “unindicated and 

unnecessary hysterectomy” procedure. The 

suit claims that the hospital failed to ensure 

a safe environment for the patient by failing 

to utilize the nursing chain of command and 

to follow physician’s orders.290

In Florida, HCA Florida Palms West Hospital was cited by inspectors after a patient death. 

A hospital RN removed a central venous catheter (CVC) from a patient while the patient 

was sitting up in a chair, which she acknowledged as “not the appropriate way” to do so. 

This inappropriate removal technique led to “complications of probable air embolism” for 

which the patient was quickly intubated. Despite the intubation, the patient suffered brain 

death and medical care was withdrawn. “The patient passed away … with the parents at 

the bedside” 4 days after the improper CVC removal.291 Even for trained hospital workers, 

personnel and experience understaffing can lead to the use of safety workarounds.292 

In Florida, HCA Florida Northwest Hospital was sued by the widow of a patient after 

hospital staff overdosed the patient on the opioid painkiller Dilaudid. The suit alleges 

that documentation and evaluation failures by hospital staff led to the patient over- 

dosing on the drug. The overdose led to the patient suffering a hypoxic brain injury 

which precipitated a deadly stroke months later.293 

In South Carolina, Trident Medical Center was sued by the widower of a patient who 

died after suffering an anoxic brain injury while sedated for an MRI and CT scan. The suit 

alleges that there was “no evidence that [the patient] was monitored for any vital signs 

during the procedure” despite being sedated using painkillers such as fentanyl, oxyco-

done, and Morphine.294 

In North Carolina, Mission Hospital was cited by CMS for failures which precipitated a 

patient’s in-hospital death from a suspected “hospital IV drug use overdose.” A patient 

with a history of drug use experienced a pattern of suspicious events: a disconnected 

IV line, losing consciousness in the bathroom with used syringes, and “an unknown 

white substance” in the patient’s room. Despite this pattern, the sitter in the patient’s 

room was removed. The patient was later found dead “with her IV disconnected and 

[saline] flushes found in her bed.” Interviews revealed that the nurse that conducted the 

patient’s admission assessment “had not received any education on patients with a his-

tory of substance abuse.” A physician stated that the sitter in the patient’s room should 

have remained in place after the pattern of suspicious events became known.295

In Virginia, CMS found Reston Hospital Center deficient with regard to patient safety. 

Medications such as saline flush syringes, insulin and insulin syringes, asthma treatment 

Albuterol, Tylenol, the anti-epileptic drug Gabapentin, the anti-inflammatory Celebrex, 
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antibiotics, and various laxatives were left unattended and unsecured on hospital carts. 

In an interview, the hospital’s VP of Quality stated that the hospital did not have a policy 

for safe and secure medication storage.296 

In Texas, HCA Houston Healthcare Southeast was cited by CMS for failing to provide 

care in a safe setting for a psychiatric patient. Although the patient had a physician order 

for suicide precautions, the patient was able to obtain multiple sharp objects while stay-

ing in the ED.297 

In Texas, CMS cited HCA Houston Healthcare Clear Lake for a failure “to promote and 

maintain the rights of its patients, by ensuring patients receive care and services in a 

safe setting free from abuse/ neglect.” In one incident, a patient fell out of a chair and lay 

unattended in a pool of his own blood for 17 minutes before being taken to the ER. The 

inspection also revealed instances of patient sexual abuse. The facility had temporarily 

shut down its Senior Care Unit prior to the CMS investigation.298 

In South Carolina, the family of a patient at Colleton Medical Center sued the hospital 

after the patient died of an “anoxic brain injury” when he stopped breathing inside an 

MRI machine. Despite needing oxygen assistance, the patient was sent into an MRI 

machine “without pressurized air to assist with his breathing and with no ability to 

monitor his heart, breathing, or oxygen levels.” During the MRI, the patient stopped 

breathing, was removed from the machine, and then was resuscitated. The patient was 

without oxygen for at least 19 minutes. The resulting brain injury led to the patient’s 

death 10 days after the MRI incident.299 

In Tennessee, Parkridge Medical Center was cited for patient rights failures. The 

inspection found that a Mental Health Technician stepped away from a patient who was 

ordered to be on 1:1 monitoring due to suicidal ideation. The technician moved out of 

arm’s length of the patient, who then harmed herself using plastic cutlery. The patient 

was transferred to the ER to treat her wounds.300 

Improper Use of Restraints & Seclusion
Hospitals participating in Medicare must abide by a number of standards which are 

specific to the practices of restraint and seclusion. Physical restraint is “[a]ny manual 

method, physical or mechanical device, material, or equipment that immobilizes or 

reduces the ability of a patient to move his or her arms, legs, body, or head freely.”301 

Restraints can also be medications when they are “used as a restriction to manage the 

patient’s behavior or restrict the patient’s freedom of movement.”302 Regulations dealing 

with restraint and seclusion are extremely detailed and specific because of the long and 

controversial history of such practices in medicine.303 

Many clinicians assert that restraint and seclusion “should only be used as a last resort.”304 

Despite stringent regulations and clinicians’ aversion to restraint and seclusion, we 

found numerous troubling care failures related to such practices at HCA hospitals. These 

deficiencies may stem from HCA’s demonstrated pattern of low staffing.
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Scholars have found that “when unit skill mix was low, hospital staff were apparently more 

likely to use restraints.”305 Similarly, another study linked higher numbers of “more quali-

fied nurses” to lower rates of patient distress such as patient self-harm, medication refusal, 

and alcohol intoxication, all of which can be antecedents to restraint and seclusion.306 One 

paper uncovered an association between increased RN staffing and decreased restraint 

use on critical care units.307 Another concluded, “high RN absenteeism in combination 

with a high patient load was associated with significantly higher use of restraints.”308 

With this context in mind, the following inspections reveal concerning patterns of 

restraint and seclusion practices at HCA hospitals.

In Idaho, CMS placed West Valley Medical Center in Immediate Jeopardy because it 

failed to provide care in a safe setting for 2 patients who were secluded/restrained. 

Inspectors found that lack of staff training and lack of assessment led to multiple 

restraint violations. One patient was placed in four-point limb restraints without justifi-

cation, administered a cocktail of chemical restraints, and kept secluded in an isolation 

room without assessment. The hospital’s failures “had the potential [to put] all patients 

being treated for Behavioral Health at risk for serious harm, injury, or death.”309 

In Texas, CMS cited HCA Houston Healthcare Tomball for dangerous restraint failures. 

A patient spent two days in mechanical wrist restraints. Behavioral restraints can only 

be ordered for four hours at a time, and the facility failed to obtain physician orders 

for most of these restraint uses. The patient was also administered Hydromorphone, a 

sedative stronger than morphine, three times over a nine-hour period. After the third 

dose, the patient’s oxygen levels plummeted. They had to be placed on a BiPAP and 

transferred to the ICU.310 Sedatives used as chemical restraints pose “unique risks” such 

as “memory issues and respiratory depression” to patients.311 A patient was doubly 

restrained, with wrist restraints and a sedative, which seems to have contributed to their 

respiratory decline.

In Texas, CMS cited HCA Houston Healthcare Northwest for failing to offer alternatives 

to reduce the need for restraints. A patient tried to get out of bed while restrained and 

got stuck with her feet and body hanging off the bed. Inspectors found that alternatives 

to restraint had not been considered.312 

In Virginia, Henrico Doctors’ Hospital was cited by inspectors for failing to obtain 

renewed orders for restraints after the original restraint order expired and failing to 

ensure a restrained patient was assessed as required. These failures are especially 

concerning since the patient being restrained was “a nonverbal autistic and mentally 

challenged young adult.”313 

In Florida, two HCA hospitals failed to report to CMS patient deaths in which restraints 

“[c]ontributed directly or indirectly to a patient’s death.” HCA Florida Osceola Hospital 

was cited after a patient fell out of a bed fitted with restraints, striking their head on 

the floor. The patient was discharged to hospice and died soon after. The hospital did 

not report the patient death to CMS as required.314 HCA Florida Poinciana Hospital 

was found deficient after a patient died while subject to similar bed rail restraints. The 
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hospital did not report the death as a 

restraint-related  one to CMS.315

Staff Education/Training
The following stories highlight the consequences of 

hospital staff training failures. Such failures often con-

sist of unqualified staff performing complex care tasks 

which, if conducted improperly, can lead to severe 

harm and even death for patients.

In South Carolina, Trident Medical Center was sued by 

the family of a patient after care failures led to the patient’s death. The lawsuit alleges that, 

after surgery, the patient was readmitted to the hospital and “developed a severe pres-

sure ulcer while laying [sic] in urine for more than two hours.” The patient developed an 

enterocutaneous fistula (ECF) in her abdomen. The lawsuit further alleges that, at Trident, 

“no proper supplies were provided to the staff to properly care for the ECF and untrained 

medical personnel failed to properly care for the [patient], again, the family was required 

to assist in cleaning the wound.” The patient died.316 

In Tennessee, TriStar Centennial Medical Center was cited for violations in staffing and 

delivery of care, patient rights, and nursing care plans. The hospital failed to assess the 

risk for suicide and violent behavior for 3 patients. In one case, a patient was found unre-

sponsive in the morning hours and quickly pronounced dead. Staff searched the patient’s 

room and found two Xanax tablets as well as two Subutex (a narcotic) tabs among the 

patient’s belongings. Inspectors found that staff personnel files contained no records 

of recent training or annual competency assessments for the 9 staff on the behavioral 

health unit. The Nursing Director admitted, “there was no documentation for the train-

ing the mental health associates received for the belongings search and rounding.”317 

In Florida, CMS found HCA Florida Westside Hospital deficient in supervision of 

contract staff. A patient in the ED was admitted to the telemetry unit and was not des-

ignated a Stroke Alert despite being eligible for it based on their conditions. There was 

no bed available in the telemetry unit, so a contracted travel nurse from telemetry was 

sent to the ED to care for the patient there. Although the patient was supposed to be on 

telemetry monitoring, they were not connected to the equipment. The travel nurse “was 

assigned to 5 patients… all in the emergency department hallway.” Later, after checking 

the patient’s vital signs, the travel nurse and a colleague called a Rapid Response and 

Stroke Alert. The patient had to be taken to the ICU to treat the stroke. The telemetry 

director “who had interviewed and agreed to have the travel nurse work on the telem-

etry unit, could not confirm the travel nurse had training or experience calling a Rapid 

Response or Stroke Alert Code.”318 Use of temporary nursing staff has been linked to 

higher in-hospital patient mortality.319

In Colorado, The Medical Center of Aurora was cited for violations of the patient care 

assignments standard after the hospital allowed a travel nurse to perform dialysis via 

No proper supplies were provided to 
the staff to properly care for the ECF 
[enterocutaneous fistula] and untrained 
medical personnel failed to properly 
care for the [patient], again, the family 
was required to assist 
in cleaning the wound.
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CRRT (Continuous Renal Replacement Therapy) on a patient without verifying their 

training or competency in CRRT.320 

In South Carolina, Trident Medical Center was sued by a former patient who alleged he 

was subject to excessive force by hospital security while trying to leave the hospital. The 

patient claims that a security guard’s use of excessive force, including punches and kicks, 

led to him falling down and a surgical wound on his knee opening up. The bleeding wound 

needed to be stitched up again.321 The suit alleges the hospital failed “to supervise and 

train personnel on safe and proper security enforcement protocols” and “on the safe, 

reasonable, and proper levels of force.”322 

In Florida, a former patient of HCA Florida Woodmont Hospital sued the facility after it 

allegedly “carelessly and negligently supervised, trained, and/or monitored its orderlies 

when they attempted to restrain and subdue” her. The patient claims the orderlies used 

excessive force when trying to restrain her, and that she sustained injuries as a result.323 

In California, CMS cited Good Samaritan Hospital for failing to validate the competen-

cies of one of the hospital’s ED technicians. Specifically, the tech’s competencies for 

acting as an ED sitter had never been validated even though they had worked at the 

hospital for six months. Good Samaritan also “failed to ensure a licensed nursing staff 

had proper training prior to providing care to a patient with an external ventricular drain 

(EVD).” The ED nurse assigned to the EVD patient “stated she did not have training to 

take care of a patient with an EVD and was uncomfortable” with her assignment.324 

In Florida, CMS cited HCA Florida Blake Hospital for failing to conduct performance 

reviews of contract nurses. The inspection was in 2020; the hospital had employed two 

agency nurses since 2017 without conducting annual performance reviews for them.325

Governance
CMS inspectors have found governance, reporting, and quality assessment deficiencies at 

HCA facilities. Such deficiencies point to leadership and governance failings at the com- 

pany’s hospitals and suggest that some patient care failures may be going unreported. 

In California, Good Samaritan Hospital was cited for quality governance failures. After 

two units were out-of-ratio in terms of nurses-to-patients on seven different shifts, the 

hospital’s Chief Nursing Officer (CNO) had no documentation of attempts to fix the 

chronic understaffing. Even though understaffing led to missed patient assessments on 

those units, the CNO admitted, “there is no system in place to evaluate the nursing care 

provided during out-of-ratio shifts.” Good Samaritan’s governance failures compounded 

the problem of understaffing by making it harder to solve. Surveyors wrote, “The cumu-

lative effect of these systemic problems resulted in the hospital’s inability to ensure 

the provision of quality health care in a safe environment.”326 

In Idaho, West Valley Medical Center was cited for governing and quality improvement 

deficiencies. The facility failed to ensure that patients’ rights were protected, patients 

received care in a safe setting, and that restraints were used appropriately. CMS 
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determined that hospital leadership “failed to ensure adverse patient events were 

reported, analyzed, and actions were taken to prevent further incidents for patients 

on whom restraints were used.”327 

In Louisiana, Tulane Medical Center was cited for its failure to report two patient elope-

ment incidents within 24 hours to the Louisiana Department of Health. These failures 

violated hospital policies concerning prevention of abuse and neglect.328 

In Texas, CMS determined that The Corpus Christi Medical Center failed to self-report 

a patient’s “allegation of sexual contact with another patient during the patients [sic] 

admission.” The allegation was conveyed to the hospital after the patient’s discharge 

by the patient’s school nurse, but, the hospital could not produce evidence “that a self 

report was completed according to regulations.”329 
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221 Event ID: 47RF11. Deficiency Tag: 0395. Deficiency Description: RN SUPERVISION OF 

NURSING CARE. HCA Florida North Florida Hospital. 6/21/2018.

222 Nellie Lawrence et al VS Palmetto St. George Operating, Llc et al. Court of Common Pleas of South 

Carolina, Colleton County. Case No. 2018CP1500520 (filed July 20, 2018). Complaint (filed 

July 20, 2018). pp. 3-7.

223 Nellie Lawrence et al VS Palmetto St. George Operating, Llc et al. Court of Common Pleas of South 

Carolina, Colleton County. Case No. 2018CP1500520 (filed July 20, 2018). Complaint (filed 

July 20, 2018). p. 7.

224 SHANKICA WYATT AS PERSONAL REPRESENTATIVE OF THE ESTATE OF LEMUEL TAYLOR V JFK 

MEDICAL CENTER LIMITED PARTNERSHIP. Fifteenth Judicial Circuit Court of Florida for Palm 

Beach County. Case No. 50-2018-CA-005966-XXXX-MB (filed May 25, 2018). Complaint 

(filed May 25, 2018). p. 2.

225 Event ID 1WPE11, Deficiency Tag: 0395. Deficiency Description: RN SUPERVISION OF 

NURSING CARE. HCA Houston Healthcare West. 2/12/2021.

https://academic.oup.com/eurjcn/article/17/1/6/5925020
https://academic.oup.com/eurjcn/article/17/1/6/5925020
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4369213/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4369213/


68 HCA Staffing Paper

226  Jeffrey Rodack vs. FL HUD Margate LLC. Seventeenth Judicial Circuit Court of Florida for 

Broward County. Case No. CACE19018101 (filed August 29, 2019). Complaint (filed August 

29, 2019). pp. 1-3.

227 Robert Harris vs. Northwest Medical Center, Inc., et al. Seventeenth Judicial Circuit Court of 

Florida for Broward County. Case No. CACE19024317 (filed November 22, 2019). Complaint 

(filed November 22, 2019). p. 5.

228 HUGHES, CINDY V JFK MEDICAL CENTER LIMITED PARTNERSHIP. Fifteenth Judicial Circuit 

Court of Florida for Palm Beach County. Case No. 50-2019-CA-003470-XXXX-MB (filed 

March 15, 2019). Complaint (filed March 15, 2019). pp. 1-2.

229 Willie James Welch v. Clear Lake Regional Medical Center et al. Texas District Court for Harris 

County. Case No.  2020-76821 (filed December 1, 2020). Petition (filed December 1, 2020). p. 4.

230 Margaret McKenna vs. Columbia Hospital Corp Of South Broward. Seventeenth Judicial Circuit 

Court of Florida for Broward County. Case No. CACE18008384 (filed April 12, 2018). 

Complaint (filed April 12, 2018). pp. 2-3.

231 Margaret McKenna vs. Columbia Hospital Corp Of South Broward. Seventeenth Judicial Circuit 

Court of Florida for Broward County. Case No. CACE18008384 (filed April 12, 2018). 

Complaint (filed April 12, 2018). p. 2.

232 David Lesko VS Grand Strand Regional Medical Center LLC et al. Court of Common Pleas of South 

Carolina, Horry County. Case No. 2021CP2603379 (filed May 21, 2021). Complaint (filed May 

21, 2021). pp. 3-4.

233 David Lesko VS Grand Strand Regional Medical Center LLC et al. Court of Common Pleas of South 

Carolina, Horry County. Case No. 2021CP2603379 (filed May 21, 2021). Complaint (filed May 

21, 2021). p. 4.

234 KERCHNER, THOMAS v. HCA HEALTH SERVICES OF FLORIDA, INC., d/b/a REGIONAL MEDICAL 

CENTER BAYONET POINT. Sixth Judicial Circuit Court of Florida for Pasco County. Case No. 

512017CA001685CAAXWS (filed May 25, 2017). Complaint (filed May 25, 2017). p. 4.

235 KERCHNER, THOMAS v. HCA HEALTH SERVICES OF FLORIDA, INC., d/b/a REGIONAL MEDICAL 

CENTER BAYONET POINT. Sixth Judicial Circuit Court of Florida for Pasco County. Case No. 

512017CA001685CAAXWS (filed May 25, 2017). Complaint (filed May 25, 2017). pp. 2-3.

236 Karen Holmes VS Trident Medical Center. Court of Common Pleas of South Carolina, Charleston 

County. Case No. 2017CP1006437 (filed December 18, 2017). Complaint (filed December 18, 

2017). pp. 2-3.

237 Karen Holmes VS Trident Medical Center. Court of Common Pleas of South Carolina, Charleston 

County. Case No. 2017CP1006437 (filed December 18, 2017). Complaint (filed December 18, 

2017). p. 3.

238 Jamey Nealey VS Grand Strand Regional Medical Center LLC et al. Court of Common Pleas 

of South Carolina, Horry County. Case No. 2019CP2607190 (filed November 6, 2019). 

Complaint (filed November 6, 2019). pp. 2-3.

239 Event ID: G47D11. Deficiency Tag: 0392. Deficiency Description: STAFFING AND DELIVERY 

OF CARE. HCA Florida Ocala Hospital. 5/3/2017.

240 Ausserhofer D, Zander B, Busse R, Schubert M, De Geest S, Rafferty AM, Ball J, Scott A, 

Kinnunen J, Heinen M, Sjetne IS, Moreno-Casbas T, Kózka M, Lindqvist R, Diomidous M, 

Bruyneel L, Sermeus W, Aiken LH, Schwendimann R; RN4CAST consortium. Prevalence, 
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patterns and predictors of nursing care left undone in European hospitals: results from the 

multicountry cross-sectional RN4CAST study. BMJ Qual Saf. 2014 Feb;23(2):126-35. doi: 

10.1136/bmjqs-2013-002318. Epub 2013 Nov 10. PMID: 24214796. PDF, p. 130.

241 Event ID: JUSZ11. Deficiency Tag: 0395. Deficiency Description: RN SUPERVISION OF 

NURSING CARE. HCA Florida Largo Hospital. 2/11/2021.

242 Event ID: M4DR11. Deficiency Tag: 1100. Deficiency Description: EMERGENCY SERVICES. 

Regional Medical Center of San Jose. 8/25/2021.

243 Event ID: NZOV11. Deficiency Tag: 2406. Deficiency Description: MEDICAL SCREENING 

EXAM. Regional Medical Center of San Jose. 7/21/2021.

244 Event ID: HN4U11. Deficiency Tag: 0392. Deficiency Description: STAFFING AND DELIVERY 

OF CARE. CJW Medical Center. 9/2/2021.

245 Event ID: 3IDI11. Deficiency Tag: 0395. Deficiency Description: RN SUPERVISION OF 

NURSING CARE. North Suburban Medical Center. 4/27/2017.

246 Jones TL, Hamilton P, Murry N. Unfinished nursing care, missed care, and implicitly rationed 

care: State of the science review. Int J Nurs Stud. 2015 Jun;52(6):1121-37. doi: 10.1016/j.

ijnurstu.2015.02.012. Epub 2015 Feb 23. PMID: 25794946. PDF, p. 1131-1132.

247 Ausserhofer D, Zander B, Busse R, Schubert M, De Geest S, Rafferty AM, Ball J, Scott A, 

Kinnunen J, Heinen M, Sjetne IS, Moreno-Casbas T, Kózka M, Lindqvist R, Diomidous M, 

Bruyneel L, Sermeus W, Aiken LH, Schwendimann R; RN4CAST consortium. Prevalence, 

patterns and predictors of nursing care left undone in European hospitals: results from the 

multicountry cross-sectional RN4CAST study. BMJ Qual Saf. 2014 Feb;23(2):126-35. doi: 

10.1136/bmjqs-2013-002318. Epub 2013 Nov 10. PMID: 24214796. PDF, p. 130-131.

248 Griffiths P, Recio-Saucedo A, Dall’Ora C, Briggs J, Maruotti A, Meredith P, Smith GB, Ball J; 

Missed Care Study Group. The association between nurse staffing and omissions in nursing 

care: A systematic review. J Adv Nurs. 2018 Jul;74(7):1474-1487. doi: 10.1111/jan.13564. 

Epub 2018 Apr 23. PMID: 29517813; PMCID: PMC6033178. https://www.ncbi.nlm.nih.gov/

pmc/articles/PMC6033178/

249 Rebecca Cornett v. C-HCA, Inc.  d/b/a Clear Lake Regional Medical Center. Texas District 

Court for Harris County. Case No. 2018-52912 (filed August 8, 2018). Second Amended 

Petition (filed December 20, 2018). p. 3-4.

250 Event ID: USYL11. Deficiency Tag: 0396. Deficiency Description: NURSING CARE PLAN. HCA 

Florida Memorial Hospital. 4/15/2021.

251 ESTATE OF YADIRA POVENTUD vs. OSCEOLA REGIONAL MEDICAL CENTER. Ninth Judicial 

Circuit Court of Florida for Osceola County. Case No. 2019 CA 001475 MP (filed May 7, 

2019). Amended Complaint (filed October 14, 2019). pp. 4-5.

252 ESTATE OF YADIRA POVENTUD vs. OSCEOLA REGIONAL MEDICAL CENTER. Ninth Judicial 

Circuit Court of Florida for Osceola County. Case No. 2019 CA 001475 MP (filed May 7, 

2019). Amended Complaint (filed October 14, 2019). p. 5.

253 Event ID: LYI611. Deficiency Tag: 0395. Deficiency Description: RN SUPERVISION OF 

NURSING CARE. HCA Florida Kendall Hospital. 5/5/2020.

254 Event ID: NN8P11. Deficiency Tag: 0405. Deficiency Description: ADMINISTRATION OF 

DRUGS. Menorah Medical Center. 11/23/2021.

 https://www.ncbi.nlm.nih.gov/pmc/articles/PMC6033178/
 https://www.ncbi.nlm.nih.gov/pmc/articles/PMC6033178/
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255 Event ID: RI1311. Deficiency Tag: 0405. Deficiency Description: ADMINISTRATION OF 

DRUGS. Reston Hospital Center. 8/31/2021.

256 Event ID: XIJX11. Deficiency Tag: 2407. Deficiency Description: STABILIZING TREATMENT. 

HCA Florida Trinity Hospital. 8/9/2021.

257 https://www.ahrq.gov/patient-safety/settings/hospital/fall-prevention/toolkit/index.html#:~:-

text=Each%20year%2C%20somewhere%20between%20700%2C000,to%20increased%20

health%20care%20utilization.

258 Miake-Lye IM, Hempel S, Ganz DA, Shekelle PG. Inpatient fall prevention programs as a 

patient safety strategy: a systematic review. Ann Intern Med. 2013 Mar 5;158(5 Pt 2):390-6. 

doi: 10.7326/0003-4819-158-5-201303051-00005. PMID: 23460095. PDF, p. 390.

259 Miake-Lye IM, Hempel S, Ganz DA, Shekelle PG. Inpatient fall prevention programs as a 

patient safety strategy: a systematic review. Ann Intern Med. 2013 Mar 5;158(5 Pt 2):390-6. 

doi: 10.7326/0003-4819-158-5-201303051-00005. PMID: 23460095. PDF, p. 390.

260 Inouye SK, Brown CJ, Tinetti ME. Medicare nonpayment, hospital falls, and unintended con-

sequences. N Engl J Med. 2009 Jun 4;360(23):2390-3. doi: 10.1056/NEJMp0900963. PMID: 

19494213. PDF, p. 2391..

261 Campbell, Briana BSN, RN Patient falls, Nursing Made Incredibly Easy!: January/February 2016 

- Volume 14 - Issue 1 - p 14-18. doi: 10.1097/01.NME.0000475168.08103.37. PDF, p. 14.

262 He J, Dunton N, Staggs V. Unit-level time trends in inpatient fall rates of US hospitals. Med 

Care. 2012 Sep;50(9):801-7. doi: 10.1097/MLR.0b013e31825a8b88. PMID: 22889804. PDF, 

p. 806.

263 Aydin C, Donaldson N, Aronow HU, Fridman M, Brown DS. Improving hospital patient falls: 

leveraging staffing characteristics and processes of care. J Nurs Adm. 2015 May;45(5):254-62. 

doi: 10.1097/NNA.0000000000000195. PMID: 25906133. PDF, p. 261.

264 Kalisch BJ, Tschannen D, Lee KH. Missed nursing care, staffing, and patient falls. J Nurs Care 

Qual. 2012 Jan-Mar;27(1):6-12. doi: 10.1097/NCQ.0b013e318225aa23. PMID: 21738057. 

PDF, p. 9-11.

265 Kalisch BJ, Tschannen D, Lee KH. Missed nursing care, staffing, and patient falls. J Nurs Care 

Qual. 2012 Jan-Mar;27(1):6-12. doi: 10.1097/NCQ.0b013e318225aa23. PMID: 21738057. 

PDF, p. 9-11.

266 Mayra C Rois Mendez vs. Northwest Medical Center Inc. Seventeenth Judicial Circuit Court of 

Florida for Broward County. Case No. CACE20001282 (filed January 23, 2020). Complaint 

(filed January 23, 2020). pp. 2-5.

267 Mayra C Rois Mendez vs. Northwest Medical Center Inc. Seventeenth Judicial Circuit Court of 

Florida for Broward County. Case No. CACE20001282 (filed January 23, 2020). Complaint 

(filed January 23, 2020). p. 4.

268 Event ID: CY7Z11. Deficiency Tag: 0396. Deficiency Description: NURSING CARE PLAN. 

HCA Florida Northwest Hospital. 9/25/2019.

269 Elizabeth Cuffy et al VS Grand Strand Regional Medical Center LLC. Court of Common Pleas of 

South Carolina, Horry County. Case No. 2020CP2606047 (filed October 20, 2020). Complaint 

(filed October 20, 2020). p. 3.

https://www.ahrq.gov/patient-safety/settings/hospital/fall-prevention/toolkit/index.html#:~:text=Each%20year%2C%20somewhere%20between%20700%2C000,to%20increased%20health%20care%20utilization
https://www.ahrq.gov/patient-safety/settings/hospital/fall-prevention/toolkit/index.html#:~:text=Each%20year%2C%20somewhere%20between%20700%2C000,to%20increased%20health%20care%20utilization
https://www.ahrq.gov/patient-safety/settings/hospital/fall-prevention/toolkit/index.html#:~:text=Each%20year%2C%20somewhere%20between%20700%2C000,to%20increased%20health%20care%20utilization


Endnotes 71

270 Event ID: YY7011. Deficiency Tag: 0395. Deficiency Description: RN SUPERVISION OF 

NURSING CARE. HCA Florida Blake Hospital. 5/13/2019.

271 Crystal Cheung VS Trident Medical Center LLC. Court of Common Pleas of South Carolina, 

Charleston County. Case No. 2017CP1005444 (filed October 20, 2017). Complaint (filed 

October 20, 2017). p. 3-4.

272 Event ID: HXE711. Deficiency Tag: 0395. Deficiency Description: RN SUPERVISION OF 

NURSING CARE. HCA Florida Brandon Hospital. 5/1/2019.

273 Lawrence Mitchell et al VS Grand Strand Regional Medical Center Llc. Court of Common Pleas of 

South Carolina, Horry County. Case No. 2022NI2600001 (filed January 6, 2022). Notice of 

Intent to File Suit (filed January 6, 2022). p. 2-3.

274 Event ID: 1J1M11. Deficiency Tag: 0396. Deficiency Description: NURSING CARE PLAN. 

HCA Florida Ocala Hospital. 3/17/2017.

275 Griffiths P, Recio-Saucedo A, Dall’Ora C, Briggs J, Maruotti A, Meredith P, Smith GB, Ball J; 

Missed Care Study Group. The association between nurse staffing and omissions in nursing 

care: A systematic review. J Adv Nurs. 2018 Jul;74(7):1474-1487. doi: 10.1111/jan.13564. 

Epub 2018 Apr 23. PMID: 29517813; PMCID: PMC6033178. https://www.ncbi.nlm.nih.gov/

pmc/articles/PMC6033178/

276 BEDWELL, DEBORAH vs. GULF COAST REGIONAL MEDICAL CENTER. First Judicial Circuit 

Court of Florida for Bay County. Case No. 20000563CA (filed March 11, 2020). Complaint 

(filed March 11, 2020). pp. 1-4.

277 Event ID NQ2C11, Deficiency Tag: 0397. Deficiency Description: PATIENT CARE 

ASSIGNMENTS. HCA Houston Healthcare Southeast. 9/25/2018.

278 Angela Acuff Glick, et al VS Trident Medical Center LLC, et al. Court of Common Pleas of South 

Carolina, Charleston County. Case No. 2019CP1003634 (filed July 8, 2019). Complaint (filed 

July 8, 2019). p. 2.

279 Angela Acuff Glick, et al VS Trident Medical Center LLC, et al. Court of Common Pleas of South 

Carolina, Charleston County. Case No. 2019CP1003634 (filed July 8, 2019). Complaint (filed 

July 8, 2019). pp. 3-4.

280 Event ID: 1MCU11. Deficiency Tag: 0395. Deficiency Description: RN SUPERVISION OF 

NURSING CARE. The Medical Center of Aurora. 11/4/2020.

281 Jones TL, Hamilton P, Murry N. Unfinished nursing care, missed care, and implicitly rationed 

care: State of the science review. Int J Nurs Stud. 2015 Jun;52(6):1121-37. doi: 10.1016/j.

ijnurstu.2015.02.012. Epub 2015 Feb 23. PMID: 25794946. PDF, p. 1131-1132.

282 Colleen Balestrieri et al vs. Marion Community Hospital d/b/a Ocala Regional Medical 

Center et al. Fifth Judicial Circuit Court of Florida for Marion County. Case No. 

422019CA000056CAAXXX (filed January 8, 2019). Complaint (filed January 8, 2019). p. 3-6.

283 Schwendimann R, Blatter C, Dhaini S, Simon M, Ausserhofer D. The occurrence, types, con-

sequences and preventability of in-hospital adverse events - a scoping review. BMC Health 

Serv Res. 2018 Jul 4;18(1):521. doi: 10.1186/s12913-018-3335-z. PMID: 29973258; PMCID: 

PMC6032777. https://www.ncbi.nlm.nih.gov/pmc/articles/PMC6032777/

284 LESTER III, JOSEPH LANCELOT MD V JFK MEDICAL CENTER LIMITED PARTNERSHIP. 

Fifteenth Judicial Circuit Court of Florida for Palm Beach County. Case No. 

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC6033178/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC6033178/
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50-2018-CA-015521-XXXX-MB (filed December 11, 2018). Complaint and Demand for Jury 

Trial (filed December 11, 2018). pp. 2-5.

285 LESTER III, JOSEPH LANCELOT MD V JFK MEDICAL CENTER LIMITED PARTNERSHIP. Fifteenth 

Judicial Circuit Court of Florida for Palm Beach County. Case No. 50-2018-CA-015521-

XXXX-MB (filed December 11, 2018). Complaint and Demand for Jury Trial (filed December 

11, 2018). p. 4.

286 LESTER III, JOSEPH LANCELOT MD V JFK MEDICAL CENTER LIMITED PARTNERSHIP. Fifteenth 

Judicial Circuit Court of Florida for Palm Beach County. Case No. 50-2018-CA-015521-

XXXX-MB (filed December 11, 2018). Complaint and Demand for Jury Trial (filed December 

11, 2018). p. 5.

287 Event ID: M9JP11. Deficiency Tag: 0395. Deficiency Description: RN SUPERVISION OF 

NURSING CARE. JFK Medical Center. 2/28/2019.

288 Section 394.459(4)(c), Florida Statutes (2021). http://www.leg.state.fl.us/statutes/

index.cfm?App_mode=Display_Statute&Search_String=&URL=0300-0399/0394/

Sections/0394.459.html

289 Event ID: 6ITU11. Deficiency Tag: 0395. Deficiency Description: RN SUPERVISION OF 

NURSING CARE. Research Medical Center. 1/10/2018.

290 Garick Ambrose et al v. Concepcion Ravelo Diaz-Arrastia, MD et al. Texas District Court for Harris 

County. Case No. 2021-30904 (filed May 24, 2021). Petition (filed May 24, 2021). p. 5-8.

291 Event ID: BFTM11. Deficiency Tag: 0385. Deficiency Description: NURSING SERVICES. Palms 

West Hospital. 6/26/2017.

292 Andel SA, Tedone AM, Shen W, Arvan ML. Safety implications of different forms of understaff-

ing among nurses during the COVID-19 pandemic. J Adv Nurs. 2022 Jan;78(1):121-130. doi: 

10.1111/jan.14952. Epub 2021 Jul 9. PMID: 34240461; PMCID: PMC8450811. https://www.

ncbi.nlm.nih.gov/pmc/articles/PMC8450811/

293 Mary Susan Steiger vs. Northwest Medical Center, Inc , et al. Seventeenth Judicial Circuit Court of 

Florida for Broward County. Case No. CACE21012092 (filed June 18, 2021). Complaint (filed 

June 18, 2021). pp. 4-7.

294 James Bozard, et al VS Trident Medical Center Llc, et al. Court of Common Pleas of South Carolina, 

Charleston County. Case No. 2020CP1002796 (filed June 30, 2020). Complaint (filed June 30, 

2020). pp. 4-5.

295 Event ID: VH5S11. Deficiency Tag: 0144. Deficiency Description: PATIENT RIGHTS: CARE IN 

SAFE SETTING. Memorial Mission Hospital and Asheville Surgery Ce. 5/28/2021.

296 Event ID: QYX111. Deficiency Tag: 0144. Deficiency Description: PATIENT RIGHTS: CARE IN 

SAFE SETTING. Reston Hospital Center. 12/16/2021.

297 Event ID B9TL11, Deficiency Tag: 0144. Deficiency Description: PATIENT RIGHTS: CARE IN 

SAFE SETTING. HCA Houston Healthcare Southeast. 5/2/2019.

298 Event ID MY8311, Deficiency Tag: 0145. Deficiency Description: PATIENT RIGHTS: FREE 

FROM ABUSE/HARASSMENT. HCA Houston Healthcare Clear Lake. 3/29/2018.

299 Beatrice Copeland Jenkins et al VS Walterboro Community Hospital et al. Court of Common Pleas 

of South Carolina, Colleton County. Case No. 2020CP1500095 (filed February 10, 2020). 

Amended Complaint (filed November 3, 2020). pp. 15-16.

http://www.leg.state.fl.us/statutes/index.cfm?App_mode=Display_Statute&Search_String=&URL=0300-0399/0394/Sections/0394.459.html
http://www.leg.state.fl.us/statutes/index.cfm?App_mode=Display_Statute&Search_String=&URL=0300-0399/0394/Sections/0394.459.html
http://www.leg.state.fl.us/statutes/index.cfm?App_mode=Display_Statute&Search_String=&URL=0300-0399/0394/Sections/0394.459.html
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC8450811/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC8450811/
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300 Event ID: IENB11. Deficiency Tag: 0144. Deficiency Description: PATIENT RIGHTS: CARE IN 

SAFE SETTING. Parkridge Medical Center. 1/13/2017.

301 42 CFR 482.13(e)(1)(i)(A). https://www.ecfr.gov/current/title-42/chapter-IV/subchapter-G/

part-482#p-482.13(e)(1)(i)(A)

302 42 CFR 482.13(e)(1)(i)(B). https://www.ecfr.gov/current/title-42/chapter-IV/subchapter-G/

part-482#p-482.13(e)(1)(i)(B)

303 Colaizzi J. Seclusion & restraint: a historical perspective. J Psychosoc Nurs Ment Health Serv. 

2005 Feb;43(2):31-7. doi: 10.3928/02793695-20050201-07. PMID: 15745238. PDF, p. 

36-37

304 Wilson C, Rouse L, Rae S, Kar Ray M. Is restraint a ‘necessary evil’ in mental health care? Mental 

health inpatients’ and staff members’ experience of physical restraint. Int J Ment Health Nurs. 

2017 Oct;26(5):500-512. doi: 10.1111/inm.12382. PMID: 28960742. PDF, p. 509.

305 Staggs VS, Olds DM, Cramer E, Shorr RI. Nursing Skill Mix, Nurse Staffing Level, and Physical 

Restraint Use in US Hospitals: a Longitudinal Study. J Gen Intern Med. 2017 Jan;32(1):35-

41. doi: 10.1007/s11606-016-3830-z. Epub 2016 Aug 23. PMID: 27553206; PMCID: 

PMC5215153. https://www.ncbi.nlm.nih.gov/pmc/articles/PMC5215153/

306 Bowers L, Crowder M. Nursing staff numbers and their relationship to conflict and contain-

ment rates on psychiatric wards-a cross sectional time series poisson regression study. Int 

J Nurs Stud. 2012 Jan;49(1):15-20. doi: 10.1016/j.ijnurstu.2011.07.005. Epub 2011 Aug 2. 

PMID: 21813126. PDF, p. 19.

307 Olds D, Cramer E. Predictors of physical restraint use on critical care units: An observational 

structural equation modeling approach. Int J Nurs Stud. 2021 Jun;118:103925. doi: 10.1016/j.

ijnurstu.2021.103925. Epub 2021 Mar 10. PMID: 33853022. PDF, p. 8.

308 Unruh L, Joseph L, Strickland M. Nurse absenteeism and workload: negative effect on 

restraint use, incident reports and mortality. J Adv Nurs. 2007 Dec;60(6):673-81. doi: 

10.1111/j.1365-2648.2007.04459.x. PMID: 18039254. PDF, p. 678.

309 Event ID: K5QO11. Deficiency Tag: 0144. Deficiency Description: PATIENT RIGHTS: CARE IN 

SAFE SETTING. West Valley Medical Center. 3/7/2017.

310 Event ID UKR111, Deficiency Tag: 0395. Deficiency Description: RN SUPERVISION OF 

NURSING CARE. HCA Houston Healthcare Tomball. 11/27/2018.

311 Muir-Cochrane E. A wicked problem: Chemical restraint: towards a definition. Int J Ment 

Health Nurs. 2020 Dec;29(6):1272-1274. doi: 10.1111/inm.12780. Epub 2020 Sep 4. PMID: 

32888233. PDF, p. 2.

312 Event ID B6E911, Deficiency Tag: 0154. Deficiency Description: USE OF RESTRAINT OR 

SECLUSION. HCA Houston Healthcare Northwest. 8/28/2019.

313 Event ID LZVU11, Deficiency Tag: 0175. Deficiency Description: PATIENT RIGHTS: 

RESTRAINT OR SECLUSION. Henrico Doctors’ Hospital. 10/27/2021.

314 Event ID: UX8H11. Deficiency Tag: 0213. Deficiency Description: PATIENT RIGHTS: 

RESTRAINT/SECLUSION DEATH RPT. HCA Florida Osceola Hospital. 6/3/2021.

315 Event ID: RJ0211. Deficiency Tag: 0213. Deficiency Description: PATIENT RIGHTS: 

RESTRAINT/SECLUSION DEATH RPT. HCA Florida Poinciana Hospital. 5/4/2021.

https://www.ecfr.gov/current/title-42/chapter-IV/subchapter-G/part-482#p-482.13(e)(1)(i)(A)
https://www.ecfr.gov/current/title-42/chapter-IV/subchapter-G/part-482#p-482.13(e)(1)(i)(A)
https://www.ecfr.gov/current/title-42/chapter-IV/subchapter-G/part-482#p-482.13(e)(1)(i)(B)
https://www.ecfr.gov/current/title-42/chapter-IV/subchapter-G/part-482#p-482.13(e)(1)(i)(B)
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC5215153/
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316 Ralph E Rohrssen, et al VS Trident Medical Center Llc, et al. Court of Common Pleas of South 

Carolina, Charleston County. Case No. 2020CP1004180 (filed September 22, 2020). 

Complaint (filed September 22, 2020). p. 5.

317 Event ID: F8TN11. Deficiency Tag: 0392. Deficiency Description: STAFFING AND DELIVERY 

OF CARE. TriStar Centennial Medical Center. 1/17/2019.

318 Event ID: AIRI11. Deficiency Tag: 0398. Deficiency Description: SUPERVISION OF 

CONTRACT STAFF. Westside Regional Medical Center. 4/11/2018.

319 Dall’Ora C, Maruotti A, Griffiths P. Temporary Staffing and Patient Death in Acute Care 

Hospitals: A Retrospective Longitudinal Study. J Nurs Scholarsh. 2020 Mar;52(2):210-216. 

doi: 10.1111/jnu.12537. Epub 2019 Dec 10. PMID: 31821722. PDF Source p. 4.

320 Event ID: H9HV11. Deficiency Tag: 0397. Deficiency Description: PATIENT CARE 

ASSIGNMENTS. The Medical Center of Aurora. 7/23/2019.

321 Greg Harris VS Andrew Cooper et al. Court of Common Pleas of South Carolina, Horry 

County. Case No. 2020CP1000906 (filed February 19, 2020). Second Amended Complaint 

(filed January 19, 2021). p. 2.

322 Greg Harris VS Andrew Cooper et al. Court of Common Pleas of South Carolina, Horry 

County. Case No. 2020CP1000906 (filed February 19, 2020). Second Amended Complaint 

(filed January 19, 2021). p. 5.

323 Clare Gaskill Owen vs. University Hospital LTD. Seventeenth Judicial Circuit Court of Florida for 

Broward County. Case No. CACE18016535 (filed July 11, 2018). First Amended Complaint 

(filed September 26, 2018). pp. 1-3.

324 Event ID: D6M911. Deficiency Tag: 0397. Deficiency Description: PATIENT CARE 

ASSIGNMENTS. Good Samaritan Hospital. 6/14/2021.

325 Event ID: 40R511. Deficiency Tag: 0398. Deficiency Description: SUPERVISION OF 

CONTRACT STAFF. HCA Florida Blake Hospital . 8/25/2020.

326 Event ID: D6M911. Deficiency Tag: 0385. Deficiency Description: NURSING SERVICES. Good 

Samaritan Hospital. 6/14/2021.

327 Event ID: K5QO11. Deficiency Tag: 0286. Deficiency Description: PATIENT SAFETY. West 

Valley Medical Center. 3/7/2017.

328 Event ID: US3F11. Deficiency Tag: 0145. Deficiency Description: PATIENT RIGHTS: FREE 

FROM ABUSE/HARASSMENT. Tulane Medical Center. 10/14/2021.

329 Event ID: I7GO11. Deficiency Tag: 0145. Deficiency Description: PATIENT RIGHTS: FREE 

FROM ABUSE/HARASSMENT. Corpus Christi Medical Center, The. 6/2/2021.
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