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The following reflects the findings of  the LA9+U.SC Hea}thcare Network
L . . maintains policies and procedures to
Depaitment of Public Health during the S . N
investioation of COMPLAINT NO: CACD157362 provide for the planning and delivery of
investigation of CO - : . patient care in compliance with Title 22
. Div 5, Article 3 regarding Surgical
Inspection was lHmited to the specific Services.
complaint(s) investigated and does not ] .
represent the findings of a full mspecbon of the In respanse to the self reported 6/30/08
facility. retained surgical sponge, LAC+USC
initiated an intensive review of the
Representing the Department of Public Heaith: sponge count process and how it is
documented in the medical record.
DEFICIENGY  CONSTITUTING  IMMEDIATE Action
JEOPARDY In review of the case it was determined  7/1/08
that the nursing staff involved failed to
CCR, Title 22DIV5CH1ART3- 70223h)(2) -] adhere to LAC*+USC OR policy and
Surgical Service General Requirements | procedure regarding the
documentation of sponge counts. The
: il Nurse Manager of the OR verbally : .
LZ)S. Q edc;r:n;i::;msztrhe medical staff shall be counseled each staff involved with an %
2,@“ D. ' p‘ oment ’ int d emphasis on compliance with the S
(2) evelopmeni, mainienance  an sponge and needle count 2
implementation of written policles -and -documentation. A
procedures in consultation with other . L/
B ~
appropriate  heaith professionals.. and
adminiStratiori.  Policies shall be .approved by a
the .goverhing body. Piocedutes shall be .
approved by the administration and medical i5
staff where such is appropriate. 1:""
The above regulations were NOT MET as
‘evidenced-by; .
Based on record review and staff interview, the
‘hospital failed to implement existing policy and
procedurgs thereby failing 1o ensure accurate
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Continued From page 1 . Policy and Procedure
accounting of sponges used during Patlent X's In review of the policy and procedure 6/30/08
three operative’ procedures. The failure ;ega(l)rrtt!:‘n%t;go?ge and needle counts an| On-going
resulted in Patlent X having repeat surgery to i dzeuﬁﬁeg regoar:iri?\prz‘;e’::tgtﬁ::: for
| retrieve a retained sponge that was left inside documentation. Tge pzllcy and 711/08
the patients abdomen causing the patients ‘ procedure was updated and now clearly :
subsequent illness. outlines the expected methodology for
_ performing sponge, needie and
Findings: instrument counts, and more cleatly
‘ ' ] delineates the roles and responsibilities
J'Per review of the hospitals policy and of the circulating nurse and the scrub
“fprocedure  (P&P) on 8/13/08, the P&P on technician in regards to counting and
'sponge and sharp count should define the documenting.
methodology, role and responsibility in :
accounting for all sponges, sharps and other In pa(alle.l with the updated policy the 7/1/08
coyniable #tems placed upon the sterile field for OR'_S lmp’qmented the electronic
use during an operative procedure, Perioperative Care Plan. The electronic
: . care plan allows nursing to more
The P&P called for a total of three sporige and Stcﬁ‘" atel}( document counts. By. % :
sharp counts. On initidl oount, the  circulating pelnf)l:gr: tﬁg’ 22:: tpel:'npféf:ere
nurse and the scrub persgn were to count as a prompt to remind staff in real time 2
together all sponges, - needles, and other h ; ! =
‘ oy 4 of the established and accepted ~
countdble items audibly; in view of both, and In: < : 8o
; ! . X methodology for performing and ~4
the order they appeared on the Sponge and documenting the sponge, needle and .
Needle Count  Worksheet WITHOUT)|. instrument counts. : x
JEXCEPTION on every casefproocedure  to C N
establish a baseline for subsequent counts. " Col
. : nd -
On the intra-operative count, all countable ~3
items were fo be counfed at the time that (he
countable jtem was ‘addéd o the sterle  field.
-All countable ltems were to be counted agaln at
the time of change of nursing-personnel.
On the dlosing courit, the circulating nurse and
scrub techniclan wers to caunt together audibly
EventiD:217311 ] _ 312:2000 9:14:0 T ’ .
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] Continued From page2 = Education
and in view of both. The cirouldting nurse was 1. ghe ‘?ple['?tlnﬁ Room RNs and 9A1/08
to record if the count was comect or incorrect N u{r? cal lec # r;:c?ns w%"e oriented | On-going,
on the Peroperative Patisnt Care Plan form. l;)r ocz éﬁ‘rlése olicy an
:\ri‘ee nee:;::I ?::d:rz bevwmwugg at&gzﬁmﬁl 2. The Operating Room Nursing RNs
v p . : ' and Surgical technicians were
The "sponges were fo be counted at closure on oriented to the electronic
every casé/procedure except skin grafts with Perioperative Care Plan
no additionsi procedures, biopsy with no
additional procedures, closed wurology Quality Monitoring
|procedures, sigmoidoscopies/colonoscopies The Operating Nurse Managers
and percutaneous pinning. ~ or Assistants will do monthly random
* monitoring of the Perioperative Care
On the " progression of the count, the closing Plan Counts documentation. The results
count should be initiated when the :surgeon { ofthis monitoring will be reported at

Nursing Clinical Council on a monthly
basis and reported to the Network
Quality Committee on a quarterly basis.
Any variances will be addressed by the

began closure of the outermost membrane or
{ hollow -organ... The second ¢losing count should
be initisted when the surgeon began the first
layer of wound closure, ie. peritoneum, eto.

The final dosing ‘count should be dunng the OR Nurse Manager. :
sKin closure. . i

: . . ) Chief Nursing Officer
‘|Under remarks of the Perigperative: Patient .

Care Plan form, the circulating nurse was to
regord the kind of countable item purpesely left
in the patiedt by the ‘surgeon . (6. sponges for
packing). An additional note stated the
circulating nurse should record the count was
Incomrect on the Record of Operation amd the
Perioperative Patlent Cam Plan foms. DOn
|incorrect closing counl the surgeon Should be
notified so ‘the wound -and opemtmg flelds
could be searched or detemina i x-ray would:
|be appropriate. The incomect court should be
reposted fo the nutse-In~charge. ]
Event IDiZ17311 L L 3112/2009
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Continued From page 3

Per clinlcal record review on 7/24/08, PRatient X
was admitted to the faclity on 6/22/08 via
ambulance due to multipla gunshpt wounds to
the abdomen and pelvis. Patient X wads taken
to the -operating room on an emergency basis
due to low biood pressure atifbuted to losing

in the operating room (OR), the patient
underwent a left groin exploration and repéir of
the superficial femoral artery. The -patient -also
underwent  exploratory laparotorny  (surgical
incision through the flank) of the abdomen with
sigmoid resection and pelvic exploration with
wound packing to lemporarfly control the deep
bleeding. Per the repor of operation on
6/22/08, “A Gelfoam and Nu-Knif plug was
made and this was patked Into the bullst tract
in the presactal space. A laparétomy pad was:
used to pack the remsinder of the presacral
space in the psivis,

Temporarily abdominal closure using a
perforated wound VAC. {vacuum assisted
closure) abdeminal dressing was done.”
Patient X wds transferred to the lIntensive Care
Unit {ICU) to be closely monitored. The repont
of operation did not contain the note from the
surgeon whether the sponge and sharp count
was correct or incorrect.

Following 24 howrs of wobservation in the |CU,
Patient X was taken back to OR.on 6/23/08.for
re-exploration of the abdominai cavity, The left

internal ilfa¢ artery was ligated (by tying or

1A
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Continued From page 4

binding) and Quikclot was applied on the peivis
|to control the bleeding. The pravious bowel
connections were reexamined and were proven
to be intact.  Again, the pelvis ‘was repacked
‘using 1single laparotemy pad "o achieve
meticulous hemostasis (the arrest of
bleeding)." Attempt was made to clese the
abdomen but was found difficult secondary ‘to
sevare swelling of the abdomen. Temporary
closure of the abdomen was again achieved by
placoment of & woumd V.AC, abdominal
dressing. Toward - the end of the report of
operation, it was noled that, "All . spengs,
needle and instrument counts were comacét at
the end of the case.”

On 6&/25/08, Patient X went hack to OR for
removal of a laparotomy pagk and closure of

‘[the abdominal cavily. The pack was removed
|with  no additional bleeding noted. The

abdominal cavily was ¢losed with no
documented evidence by the nursing staff that
the intra-operative ceunt and the closing count

|was Inftiatetd before the skin closure, as

required by the’ P&P. The =urgeon
documented "The spenge, lap, needle and
insirument counts were- correct.”

Per the record of operation on. 7/13/08, Patient
X retumed fo the hospital on 7M3/08with a
fever of 102degrees Fahrenheit as wéll as
worsening -abdominal paln. A €T. {(computed
tomography) scan demonstrated a  refained
foreign body, most likely a laparotomy .spohge;

Patient X was taken to the OR again for -

" EvertiD:Z17311 - ©13M2/2009
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Continued From page 5

abdomilnal exploraton and removal of the
foreign body. “The peritoneal cavity was
entered and immediately - upon ertering the
peritoneum, a copious amoéunt of pus was
encountersd. The abscess cavity was imigated
With two liters of wamm sterile saline.”

On 7/24/08 review of the Record of Operation
and Perioperative Patient Care Plan revealad
that the sponge and sharp count recorded on
the three surgical procedures, dated - 6/22/08,
62308 and 6/25/0B, were executed only once
during each OR procedure instead of the
minimum three courts as required by the
hospital's P&P.

On the first surgical procedure performed on
6/22/08, the Perioperative Pafient Care Plan
form tevealed that there was no intraoperative
and olosing sponge and sharp count fecorded.
A lzparctomy sponge pad was intentiondlly leR
by the surgeon that rendered’ the sponge
tount incorrect, as steted in the P&P, yét thers
was no indication on the form .that the count
was incorrect. e

LT H W L2 AN

Per report of operation on 6/23/08, # was
documented by the surgeon that all sponge,
needle and instrument counts were correct at
the end of the case. However, the review of |
the Perioperative Patient Care Plan of 6/23/08
demonstrated, again that only an initial count
was recorded without the required)
intraoperative- and final closing sponge and
sharp count.

Evert IZ47311 - 3112/2009
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Continued From page 6

The sponge: pad applied to help control the
bleeding dufing the first surgery on 8/22/08
was removed during ‘the second surgery,
6/23/08. However, continuous bleeding was

{noted and again, a sponge pad was

purposefully left by the surgeon rendering the
sponge count incormect, yet no staff inilial was
found on the respsective slots to denote that the
sponge and shajp count was ingorrect.

‘| Insteag,  both circulating nurse and socrub

technician documented their inltials on the
correct-siots of the sponge courit.

On 6/25/08, Patient X went back to surgery for
removal of the laparotomy pad and closure of
the abdominal cavity. Per report of the
operation, it was documented thal the sponge,
needle and instrument counts were -correct at
the end of the case. However, only an Initial
count was done without ‘the required
intracperative and closing counts. '

On 7/24/08 at 0945 hours, the Chief of the
Trauma Surgery was interviewed.  He stated
that a "damage contrl" approach was used fo
save the paliepts lfe during the first surgery.
Severe use of packing was done to temporarily
stop the bleeding then care for the patient
futher in ICU.  The patient, once stabiltzed,
was taken batk to OR for moré repairs and
possibly more packing uniil the bleeding was
corrected. He stated that there was a good
possibility that one of the operating surgical:

-residents forgot to tie the multiple packing

a

JEE S A
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Continued From page 7 ' ‘
together during the first surgery wherein some
sponges may have been lost in. the- abdominel
cavity. '
On 7/24//08at 1100 hours, the Director of OR-
declared that she did not know exaclly what
happened. It was elther they counted wrong
from the .very beginning or they added extra
sponges and did not accourit for. t. She made
no comment when ‘the Perlaperative Patient
Care Plan forms were shown containing oply
the initia} count with no middle or final count on|
fhree surgical procedurss.
The Vviolation(s) has caused or 5§ likely fo
cause, sefious injury or death to the patient. '
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