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CALIFORNIA HEALTH AND HUMAN SERVICES AGENCY _ ’
DEPARTMENT OF PUBLIC HEALTH : ¥

STATEMENT OF DEFICIENCIES (K1) PROVIDERSUPPULRICUA (X2) MULTIPLE CONSTRUCTION m;‘:nﬂ
AND PLAN OF CORRECTION IDENTIFICATION NMUMBER: COMPLETED
A BUILDING
050125 8. WING 0312612012
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
Regional Medical Certer of San Jose 225 N Jackson Ave, San Jose, CA 95116-1603 SANTA CLARA COUNTY
x4 ID SUMMARY STATEMENT OF DEFICIENCIES (b} . PROVIDER'S PLAN OF CORRECTION X5)
PREFIX {EACH DEFICIENCY MUST BE PRECEEDED BY FULL PREFX (EACH CORRECTIVE ACTION SHOLKLD BE CROSS- COMPLETE
TAG REGULATORY ORLSC IDENTIFYING INFORMATION) TAG REFERENCED TO THE APPROPRIATE DEFICIENCY) DATE
DF
CPu:.,r w10 “im“
1003
el ® 3
o, oW
LY OsE
o
The foliowing reflects the findings of %o Calfomia A. Corrective Actions taken for the
Department of Public Health during the investigation deficiencies identified during the
of an ently repoted incident GAO0298325 B 2 cvent:
conducted on 2/10/12 to 326112, ; .
1. Corrective Actions accomplished
, . : 3
Entity ted incident CA00298325 regarding for thclls qa}ient w!'no had incorrect
State MoniioringMirong  Gas  was  substantiated Gasacminsterad:
and a Stale deficiency was identified (see California »  On[IL2 once it was
Gode of Regulations, Title 22, Section T0263(g)(2))- recognized that the
wrong gas {carbon
Inspection was Jfimited to the specfic entity dioxide — CO2) had been .2
reported  incident  investigaled and does not applied to the patient,
represent the findings of a full inspection of the the Registered Nurse {RN]
hospital. immediately
disconnected the tubing

Event ID:PGIE11 121122013 2:02:59PM

LABORATORY DIRECTOR'S OR PROVIDER/SUFPPLIER REPRESENTATIVE'S SIGNATURE NTLE (X8} DATE
“Nn eRO0 /2-2013

By signing this documert, | am acknowledging receipt of the entire packet, Page(s). 1 thu7

Any defidency statement ending with an asterisk (*) denotas a deficency which the institution may be excused from correcting providing @t is deternined
that cther safeguards provide sufficient protecton 1o the patients. Except for nursing homes, the findings above ave disclasable 80 days following the date
of survay whether or nut a plan of correction is provded.  For nursing homes, the above findings and plans of correction are disclosable 14 days following
e date these documenis ar rmade available to the faciity, If deficiencies are cited, an approved plan of comection is requisite to continuad programn
participation.
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CALIFORNIA HEALTH AND HUMAN SERVICES AGENCY

DEPARTMENT OF PUBLIC HEALTH
STATEMENT OF DEFIGIENCIES 1) PROVIDERSUPPLIERSCLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURNEY
AND PLAN OF CORRECTICN IDENTIFICATION NUMBER: COMPLETED
A BUILDING
050125 B. WING 032612012

NAME OF PROVIDER OR SUPPLIER
Reglonal Medical Center of San Jose

STREET ADDRESS, CITY, STATE, 2P CODE
225 N Jackson Ave, San Jose, CA 95116-1603 SANTA CLARA COUNTY

(41D SUMMARY STATEMENT OF DEFICIENCIES 18] PROVIDER'S PLAN OF CORRECTION (X3)
PREFIX {EACH DEFICENCY MUST BE PRECEEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE CROSS- COMPLETE
TAG REGULATORY OR LSC IDENTFYING INFORMATION} TAG REFERENCED TO THE APPROPRIATE DEFICIENCY} DATE
{continued from page 1)
Representing the Calffornia Department of Public
Health: 06780, Health Facillies Evaluator Nurse. Yo ERE WeONE S8 Mt
connected the tubing now|
Informed Adverse Event Notification to the correct gas (oxygen
Health and Safety Code Section 1279.1(c), 'The —02). The patient
faciity shall irform the patient or the party received approximately 5
responsibie for the patient of the adverse event by minutes exposure to the
the fime the report is made." wrong gas. The patient's
condition improved; was
The CDPH verified that the facility informed the stabilized and transferred
patient or the party responsible for the patient of the to the ICU for on-going
adverse event by the time the report was made. care and treatment.
' 2. Corrective Actions accomplished
Health and Safety Code, Saction 1280.1(c) for this patient when the
(c) For pumposes of fthis section ‘immediate healthcare team was not notifled
jeopardy” means a situation in which the licensee's at the time of emergency include:
| noncompliance with one or more reguirements of :
licensure has caused, or is likely to cause, serious » Onfllh once it was -12
injury or death to the patient recognized that the
’ wrong gas (carban
DEFICIENCY ~ CONSTITUTING  IMMEDIATE lande = (2] hd boen
JEOPARDY. applied to the patient, the
circulating nurse
Title 22, Section 70263(g)(2) immediately
(@ No drugs shall be administered except by disconnected the tubing
licensed personnel authorized to administer drugs tothe wronggasand
and upon the onder of a person lawfully authorized connected the tubing now
to prescribe or fumish. This shall not predude the to the Eorvect gas (?"VEE“ '
administration of a@erosol drugs by respiratory —02). The patient
therapists. The order shall include the name of the received approximately 5
dug, the dosage and the frequency of minutes exposure to the
administration, the route of administration, i other wrong gas.
than oral, and the date, time and signature of the 3. Corrective Actions accomplished
prescriber or furnisher. Orders for drugs shoukd be for this patient when the code
written or transmitted by the prescriber or furnisher. blue was not activated timely:
Event ID:PSIE1 1 1211212013 2:02:50PM
CALIFORNIA DEPARTMENT
-.4;1.0,1%,301‘(. QRO 13-30-L> OF PIRLIC HZAITH
DEC 23 2013
L & C nvISION
AN JOBE
Sate-2567 Page2af 7



CALIFORNIA HEALTH AND HUMAN SERVICES AGENCY

DEPARTMENT OF PUBLIC HEALTH
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPFLIER/CLIA (X2) MULTIPLE CONSTRUCTION thﬁﬂi SI.M\’
AND PLAN OF CORRECTION 1DENTIFICATION NUMBER: cmt‘rm :
A BUILDING
050125 8. WING 03/2612012

NAME OF PROVIDER OR SUPFLIER
Rogional Medical Center of San Jose

STREET ADDRESS, CITY, STATE, ZIF CODE
(225 N Jackson Ave, San Jose, CA 95115-1603 SANTA CLARA COUNTY

{X4) 1D SUMMARY STATEMENY OF DEFICIENCIES 1¢] PROVIDER'S PLAN OF CORRECTION {x5)
PREFIX {EACH DEFICIENCY MUST BE PRECEEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE CROSS- COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) _TAG REFERENCED TO THE APPROPRIATE DEFICIENCY) DATE
{continued from page 2)
Verbal orders for drugs shall be given only by a _
person lawfully authoized to prescribe or fumish ¢ Immedetlyupor.
and shall be recorded promptly in the patient's recognition of a change in
medical record, noting the name of the person patient status, the -
giving the verbal order and the signafure of the a"eﬂhes'd"g's‘f ordered
lindividual receiving the order. The prescrier or chest compressions and
fumisher shall countersign the order within 48 ACLS protocol to be put
hours. into place in the OR suite.
(2) Medications and treaiments shall be * Aninternal code blue
administered as ordered. within the OR was called.
* Immediately upaon
Based on documentation and intarview, nursing recognition that there
staff failed to administer the correct medical gas to was not house-wide
a surgery patent. Patient 1was administared response (20 seconds), a |
carbon dioxide gas for ventilation (assisted code was called to the
breathing), instead of oxygen as ordered by fthe main hospital operator,
physician. The nurse oblained the wrong medical The patient did have ACLS
ges cylinder and connected carbon dioxide gas to and CPR initiated by the
the patients ventilation tubing. Failure of the patient team in the OR, which
to receive oxygen as ordered caused the patient fo was lead by the
become hypoxic (without oxygen)} which required anesthesiologist present.
emergency medical treaiment for stabilization. The There was no delay in
patient suffered significant medical complications, response to the patient
incliding neurclogical damage, as a result of the by the OR team.
incident. B/C. Actions taken to reduce the risk of
other patients potentially affected by
Findings: the same deficient practice and
measures put into place to ensure the
A review of Patient 1's medical record cn K2 deficient practice does not recur:
indicated the 68 year old patient was assessed for 1. Changes made to eliminate the
complaints of chest pain and epigastric (stomacn) risk to other patients who might
pain at another hosptal on HMlh2 She was receive the incorrect gas:
ransfered o this hospital for lreatment and s Elimination of the portable
underwent an immediate surgical procedure 10 CO2 cylinder in operating 218/13
determine an accurate diagnosis. room (OR) #5 on 2/19/12.
Event ID:PBIE11 121272013 2:02:50PM
w}& Clo (2-20-13
State-2567 Pageaot?



CALIFORNIA HEALTH AND HUMAN SERVICES AGENCY
DEPARTMENT OF PUBLIC HEALTH

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

{X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

050125

(%2} MULTIFLE CONSTRUCTHON

A. BUILDING
B. WING

(X3) DATE SURVEY
COMFLETED

‘0312612012

NAME OF PROVIDER OR SUPPLIER
Regional Medical Center of San Jose

STREET ADDRESS, CITY, STATE, ZP CODE
225 N Jackson Ave, San Jose, CA 951156-1603 SANTA CLARA COUNTY

(%4} ID SUMMARY STATEMENT OF DEFICIENCIES 143 PROVIDER'S mecbﬁaﬁcﬂo« . (s8)
PREFIX [EACH DEFICIENCY MUST BE PRECEEDED BY FLHL PREFIX (EACH CORRECTIVE ACTION SHOULLD BE CROSS- COMPLETE
TAG REGULATORY DR LSC IDENTIFYING INFORMATION) TAG REFERENCED TO THE APPROPRIATE DEFICIENCY) DATE
! {continued from page 3}
& (O2 gas is now delivered
Further review revealed that Patient 1 arrived in the thraugh a plumbed line
emergency room by ambulance on 2 at 9:30 attached to the cmtl:alized
p.m., she was hemodynamically stable (stable GBS Storage: Systen ven
circulation/blood  pressure), alet, awake, and boom from the ceiling.
otiented. She was taken fo surgery at 11:30p.m. e Allcomponents of the CO2
on h2for a transesophageal echa probe (a delivery system are clearly 2/19/12
specialized probe containing an  ultrasound labeled. Additionally, the
transducer at #s tip passed into the patients . regulator and flow meater
esophagus, which aliows image and Doppler have internal identification
evaluation which can be recorded) to determine i from the manufacturer,
surgety was needed The procedure resulls e  All clinical OR staff have begen
indicated cardiac surgery was not required. educated on the new CO2 3/5/12
Because the paltient was under general anesthesia delivery system. ;
(drug induced loss of consciousness during which 2. Changes made to reduce the risk
petients are not arousabie, and ventilatory and of other patients when the
cardiovascular functions may be impaired), Patient healthcare team is not notified at
1was prepared for transfer to the Intensive GCare the time of the emergency:
Unit (ICU). Patient twas not able to breathe & The two RNs involved with- _
without assistance and the anesthesiologist this event were suspended 2/10/12
ordered the administration of oxygen to ventilate the pending the conclusion of the
. . ) . »  Atthe conclusion of the
Cmﬂn@ review of the patient chart mdicatacl_ at investigation, appropriate
approximately 12:05am. on |2 during Sisciolinancad ionssere 3/16/12
preparslion; (or: sy fony e opersiing: mom o taken with regards to the RNs
the intensive care wunit FPatient 1's condition ; :
) » , invoived in the event.
detericrated. Per a physician consultation report . .
: ; » Re-education was provided to
dated 2at 1:13p.m., Patient 1developed o
: 2 all eligible OR and RT staff on
bradycardia (slow bheart rate), hypolension (low . < 3/5/12
3/5/12 regarding the Chain of
blood pressure) and eventually asystole (no heart Command snd Sefitiriel Event
rate). She was resuscitated but remained in severe Polici ancaﬂ entinel Even
shock with hypotension and tachycardia (high heart °!';_'es£, °mpe_te"°’l dby | 41212
rate} on muliple pressors (cardiac medications}. :‘}"22;?2‘0" Was completed Dy
She was transferred to the ICU and was 5
Event ID:PSIE11 121272013 2:02:59PM
ooy fo cQo  12-70-13
State-2567 Pogei# of 7



CALIFORNIA HEALTH AND HUMAN SERVICES AGENCY

DEPARTMENT OF PUBLIC HEALTH
STATEMENT OF DEFICIENGIES l (X1) PROVIDER/SUPPLIER/CLIA (2) MULTIPLE CONSTRUCTION (%3} DATE SURVEY
AND PLAN OF CORRECTION IDENTIRCATION NUMBER: COMPLETED
A BUILDING
050125 B. WING 0312612012

NAME OF PROVIDER COR SUPPLIER
Ragional Medical Center of 5an Jose

STREET ADDRESS, CITY, STATE, ZiP CODE
225 N Jackson Ave, San Jose, CA 95116-1603 SANTA CLARA COUNTY

(x4)1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION 1%5)
PREFIX {CACH DEFICIENCY MUST 8E PRECEEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE CROSS- COMTE
TAG REGULATORY OR LSC IDENTFYING INFORMATION) TAG REFERENCED TO THE APPROPRIATE DEFICIENCY). DATE
{continued from page 4)
unresponsive, on a ventilator (machine that provides .
continuous  ventilation) with severe postanoxic * :“ OR a;‘i RY "’tdaf;w‘:’e )
equue Qrea € 1earning
gxn:z:;l UINE QU ieemge: hon - B o Module entitled Silence Kills. _
Competency verification was 4/12/12
On 12 at approximately 4.00p.m. an interview compelted by quiz by
was conducted with the hospital risk manager 4/12/12.
regarding Patient 1's cae in the operating room. ® 2012 Organization-wid
The interview revealed that a nuse (Nurse EB) Culture of Safety Survey was
ingdvertently connected a cylinder of carbon dioxide completed by 4/12/12. 4/12/12
gas fo tubing that was supposed o be connected | Survey data will be analyzed
1o oxygen. with appropriate actions
developed.
On 214/12at 230 p.m. an inderview with Nurse B s |nstituted a “Patient Safety
iwas conducted. Nurse B stated he was called for Hot Line” for staff to report
| assistance by Nurse A to transfer Patient 1to ICU. patient safety concerns more 4/12/12
|While preparing Patient 1for tansfer, Nurse B rapidly and readily. The “hot
stated he was asked to get an oxygen cylinder. line” is not in lieu of
Nurse B stated he retrieved what appeared to be an completing an occurrence
oxygen cylinder, connecled and administered report, however, an
Patient 1 the gas in the tank. FPatient 1's vital signs additional option for
| became unstable and a code blue was called employees to report
(request for medical emergency assistance). concerns. Posters advertising
During the code blue it was noled the tank he the "hot line” have been
{Nurse B) had retrieve for Patient 1's use was not placed in the operating room.
an oxygen tank but a carbon dioxide tank. e Aninternal comprehensive
Operating Room Assessment
On ¥112two Respiratory Therapists (RT1and RT was completed on 4/2/12. a/12/12
2) were interviewed. RT 1 stated she was manually Actlotis taken 85 @ resutt of
ventilating Patient 1 during the code blue, and was the assessment ﬁnd'ings
relieved from the Ambu bag (seif-inflating bag used
i e related to culture of safety
f; grovide: rmanusl: poWive (reesum ventieion 1 incdude: charge nurses
T patiers) by e charge respicaiary: ermplst. (FY attended classes which
2). She heard RT 2state the tank was cold, and nckidied aacasion oa cvital
not green [the color of medical oxygen gas tanks].
Event ID:PSIE11 121242013 2:02:59PM
“Naviey e QO 1272043
PageEof 7
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CALIFORNIA HEALTH AND HUMAN SERVICES AGENCY

DEPARTMENT OF PUBLIC HEALTH
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION ougmmzsum
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A BUILDING
050125 B. WING 032612012
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

Regional Medical Center of San Jose

225 N Jackson Ave, San Jose, GA 95116-1603 SANTA CLARA GOUNTY

(XD SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)

PREFIX (EACH DEFICIENCY MUST BE PRECEEDED BY FLAL FREFIX {EACH CORRECTIVE ACTION SHOULD BE CROSS- COMPLETE

TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG REFERENCED TO THE APPROPRIATE DEFICIENCY) DATE

{continued from page 5)
{RT 1ssid she went to check the tank with Nurse A
and noted it was not oxygen. Nurse A pulied the Conversatlons, lateral
fubing from the tank. She further stated she told violence, chain of command,
the anesthesioiogist to connect the tubing to the and responsibllities for belng May 2012
anesthesia cart as it had an oxygen source. accountable as an extension
of leadership. Charge nurse

On 2. cardiac and neurology consuitations checklist was developed
were conducted. The consultations were obtained which emphasizes :
to determine the extent of the patient's injuries due accountability and increased
to the medical gas administration emror. According communication. Consultative
to the neurobgical assessment, the patient's brain Team Evaluation in OR will
stem reflexes (reflexes regulated at the level of the commence in May 2012.
brain stem, such as pupilary, pharyngeal, cough * New employee hospital-" -
reflexes, and control of respirations) were preserved orientation presentation has
but due to the possibility of postanoxic seizures, a been updated with an 412/12
continuous EEG'  (electroencephalogram, fo increased focus on Patient
measure electrical activity of the brain) would be Safety / Culture.
ordered. The cardiac assessmernt indicated the s  Posters related to “Speak Up”
patient was in shock with pulmonary edema have been placed in the
(excess fluid in the lungs) after persistent hypoxia operating rcom and 3/5/12
(lack of axygen) and exposure to carbon dioxide. Respiratory Therapy
The cardiac conslitant concluded the pallmt was Department.
in critical condition, in a state of shock (organs and
tissues of the body are not receiving an adegquate
flow of blood).
Subsequent  neurological consultations were
conducted on [2zand HEEZ2, and were
reviewed by this evaluator on 3/1/12. The |2
consultation indicaled on [J#2 the patient had
significant cognitive (mental processing) ,
impairment, mainly due to ataxia (poor coomdination .
and unsteadiness, a sign of cerebellar (brain)
damage), recent memory loss and poor afttention
span. The patient had made significant

Event ID:PBIE11 121212013 2:02.:59PM

“Tansy ?m; QD 13-2043
Page 60f 7
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CALIFORNIA HEALTH AND HUMAN SERVICES AGENCY

DEPARTMENT OF PUBLIC HEALTH
STATEMENT OF DEFICIENCIES (X1) PROINHERSUFPLIER/CLIA (X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A BUILDING
050125 B. WING 0312652012
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, Z CODE
Regional Medical Center of San Jose 225 N Jackson Ave, San Jose, CA 95116-1603 SANTA CLARA COUNTY
(X4}1D SUMMARY STATEMENT OF DEFICIENCIES 1D PROVIDER'S PLAN OF CORRECTION K5)
PREFIX (EACH DEFICIENCY MUST BE PRECEEDED 8Y FULL PREFIX (EACH CORRECTIVE AGTION SHOULE BE CROSS- COMPLETE
TAG AEGULATORY OR LSC IDENTHFYING INFORMATION) TAG REFERENCED TO THE APPROPRIATE DEFICIENCY) DATE
(continued from page 6}
improvement in her neurclogical conditon since
-2‘ and was expected to continue to improve. 3. Corrective actions taken to
Patient 1 was dlSGhEFQEd from the hDSpllal to a Identifv other patients who might
rehailitation center on 2. be affected when code blue is not
activated timely:
Nursing staffs administration of the wrong medical * A review of the organizations’ ool
gas to the pafiert, and the resultant failire to Resuscitation Policy was
implement the anesthesiologist's order for conducted. _
administration of oxygen during transport has s |t was determined that the
caused, or is likely to cause, serious injury or policy was current with
death to the patient, and therefore constifutes an regulations but inconsistently
immediate jeopardy within the meaning of the followed.
Califomia Health and Safety Code Section e The circulating nurse failed to
1280.1(c). realize that there was not
sufficient staff present in the
This facility failed fo prevent the deficiency(ies) as OR to assist with the code in
described above that caused, or is likely to cause, this after-hour case. She
serious injury or death to the patient, and therefore should have paged the code
constitutes an immediate jeopardy within the to the operator immediately
meaning of Health and Safety Code Section instead of calling an Internal
1280.1(c). code.
* Education was provided to
the OR staff regarding when
to activate house-wide code 313712
CALFORMA D;_?ynMENT blue response team 3/13/12.
o i i T 1TH
D. Monitoring
DEC 29 w3 1. Monitoring for incorrect gas
b administered:
L& C Dﬁg « Al Clinical OR staff were
SAN educated on the new CO2 3/5/12
delivery system on 3/5/12.
¢ Competency was verified 3/5/12
with a post education quiz
_ score of greater than 90%.
Event ID:PSIE11 1211272013 2:02:59PM
‘-’Wm\w}, }u. CR0 13-20+3
Page 7o 7
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Regional Medical Center of San Jose

225 N. lackson Avenue
San Jose, CA 95116

CALIFORNIA DEPARTMENT

o s HITANTH

DEC 23 2013

L & C DIVISION
SAN JOSE

{Continued from page 7)

2,

Daily monitoring check of OR
#5 will occur for 4 months to
assure the old CO2 set-up
has not been brought back to
the OR,

Data will be presented to the
Clinical Excellence
Committee (CEC) and Board
of Trustees {BOT) monthly.
Responsible Party: Director
of Surgical Services.

Monitoring when the healthcare team
is not notified at the time of the
emergency:

Re-education was provided to
all eligible OR and RT staff on
3/5/12 regarding the Chain of
Command and Sentinel Event
Policies.

Competency was verified with
a post education quiz score of
greater than 90% by 4/12/12,
All OR and RT staff were
required to read the learning
module Silence Kills.
Competency was verified with
post education quiz score
greater than 50% by 4/12/12.
Monitoring will include
number of calls to the Hot
Line and number of
occurrence reports from the
OR related to patient safety.
The monitoring will continue
for 4 months to determine if
there Is an increase in
reporting.

There will be a short OR
targeted patient safety survey
after 4 months.

4/26/12

3/5/12

4/12/12

4/12/12

Wu?,?m CQO (#2043

State-2567
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Regional Medical Center of San Jose

225 N. Jackson Avenue
San Jose, CA 95116

CALIFORNIA DEPARTMENT

£ TR UEATH
DEC 23 2013

L & C OivISION
SAN JOSE

{Continued from page 8)

3.

Data will be presented to the
Clinical Excellence
Committee (CEC) and Board
of Trustees (BOT) monthly.
Responsible Party: Director
of Surgical Services.

Monitoring when code biue is not
activated timely:

Mock Code Drills are
included in the annual skills
day competencies. Next
annual skills day validation is
scheduled for 5/12/12. All
clinical OR staff are required

to attend the didactic,

observation and clinical
demonstration of skills and
are verified at this training.
Mock Code drills in the OR
will oceur every month to
ensure compliance to the
code calling process.
Responsible Party: Director
of Surgical Services.

5/12/12

4/12/12

Tlaneny ?:m. LRO 13-20-13

State-2567
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Regional Medical Center of San lose

225 N, Jackson Avenue
San Jose, CA 95116

CALFORNIA DEPARTMENT
R e ”FALIH

DEC 238 2013

L & C OMVISION

SAN JOSE

{continued from page 9)

A,

B/C.

Corrective Action accomplished for
this patient when the RN failed to
administer the correct medical gas as
ordered:

On L2 once it was recognized
that the wrong medical gas {carbon
dioxide = C0O2) had been applied to
the patient, the nurse immediately
disconnected the tubing to the
wrong gas and connected the
tubing now to the correct medical
gas (oxygen —02). The patient
received approximately 5 minutes
exposure to the wrong gas. The
patient’s condition improved was
stabilized and transferred to the
ICU for cn-going care and
treatment.

The RN involved with this event
was suspended pending the
conclusion of the investigation.

At the conclusion of the
investigation, appropriate
disciplinary actions were taken
with regards to the RN involved in
this deficient practice.

Actions taken to reduce the risk of

this deficient practice that may

affect other patients and measures

put into place to ensure the

deficlent practice does not recur;

1. TheRN involved with this
event was suspended pending
the conclusion of the
investigation,

>

2/10/12

3/16/12

2/10/12

CRo (-2 (3

State-2567

Page 10




Regional Medical Center of San Jose

225 N. Jackson Avenue
San Jose, CA 95116

CALIFORNIA DEPARTMENT
e rmi e LEALTH

DEC 23 2013

L & G DIVISION
SAN JOSE

{continued from page 10)

2. At the conclusion of the
investigation, appropriate
disciplinary actions were
taken with regards to the RN
involved in this deficient
practice.

3. RN was found to be non-
compliant with medication
administration.

4. Re-education was provided to
all eligible OR staff, including
the “5 Rights of Medication
Administration” on 3/20/12.

5. Competency was verified with
post education quiz which was
completed by 3/30/12.

6. Actions were taken to
decrease the risk associated
with misidentification of
medical gases by emphasizing
correct labeling and de-
emphasizing the color of the
cylinder.

D. Maonitoring

1. Re-education was provided to all
eligible OR staff, including the “5
Rights of Medication
Administration” on 3/20/12.

2. Competency was verified with
post education quiz score of 90%
which was completed by 3/30/12.

3/16/12

3/20/12

3/30/12

2/19/12

3/20/12

3/30/12

-mr/nag,}n,c CRO 13-70-13

State-2567
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Regional Medical Center of San Jose

225 N. Jackson Avenue
San Jose, CA 95116

CALIFORNIA DEPARTMENT
¢ ERLTH

OEC 29 2013

L & C DIVISION
SAN JOSE

{continued from page 11)

3.  Monitoring will include a
minimum of 50 direct
observations to assure compliance
with “S Rights of Medication
Administration,” per month, for 4
months.

4. Datawill be presented to the
Clinical Excellence Committee
(CEC) and Board of Trustees (BOT)
monthly.

5. Responsible Party: Director of
Surgical Services,

A. Corrective Actions accomplished for
this patient when the RN failed to
implement a policy and procedure for
safe use of medical gas cylinder:

1. On -2 once it was recognized
that the wrong medical gas
(carbon diexide — CO2) had been
applied to the patient, the nurse
immediately disconnected the
tubing to the wrong gas and
connected the tubing now to the
correct medical gas (oxygen - 0Q2).
The patient received
approximately 5 minutes exposure
to the wrong gas. The patient’s
condition improved was stabilized
and transferred to the ICU for on-
going care and treatment.

4/26/12

%WG‘T?D‘L CRY [(F~-d-[3

State-2567
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Regional Medical Center of San Jose

225 N. Jackson Avenue
San lose, CA 95116

CALIFORNIA DEPARTMENT
D ReOe uea T

OEC 23 2013

L &C DMISION
SAN JOSE

{Continued from page 12)

¢ The registered nurse (RN}
involved with this event
was suspended pending
the conclusion of the
investigation.

« At the conclusion of the
investigation, appropriate
disciplinary actions were
taken with regards to the
RN involved in this
deficient practice,

B/C. Actions taken to reduce the risk of
this deficient practice that may affect
wther patients and measures put into
place to ensure the deficient practice
does not recur;

1. Avreview of the organizations
current medical gas policy was
conducted to determine 1f updates
were required. It was determined
that the existing policy was
outdated with current literature.

2.  Anew Policy was developed
entitled Medical Gas Cylinder
Storage and Handling. The new
pelicy emphasized a visual
inspection of the gas cylinder labeal
and eliminates identification of the
cylinders by color only.

3. The policy entitled Gas Cylinder
was retired due to cutdated
information about identification of
gas cylinders basad only on color.

3/16/12

3/5/12

3£26/12

3/26/12
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4. The new policy was presented and
approved at Clinical Excellence
Committee on 3/22/12 and to
Medical Executive Committee on
4/2/12.

5. All eligible OR and RT staff were
educated on the new policy and
procedure by 4/6/12.

6. Competency verifications were
completed by 4/12/12.

D. Monitoring:

1. Competency verifications were
completed with post education
quiz score of 90% by 4/12/12.

2. Daily charge nurse rounds will
include verbal questions or direct
observations to assure policy
compliance. There willbe a
minimum of 30 observatlons per
month for 4 months.

3. Data will be presented to the
Clinical Excellence Committee
{CEC) and Board of Trustees {BOT)
monthly.

4. Responsible Party: Director of

Surgical Services,

3/22/12

4/12/12

4/6/12

a/12/12

4/12/12

a/26/12
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