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The folloWing reftects the findings of the i
Department of Public Health during a complaint !
Investigation. I

;Complaint Intake Number:
CA00212417 ~ Substantiated
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RepreMntil1g the Department ofPublie H~Ith:, '
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12SO.1(c) Health.and Safety Code secti¢f112S0

For purposes of this section, nJmmecflate
Jeopardy" means a situation in WhiCh the
fic:el"lsee's noncllmpflanoeWith one ormore
requirements of liCensure has causedl or likQly to
cause, seriolJs injUry ordaath to the patient

T22 DIV CH1 ART 3~70223 (b)(2) Surgical
service '
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A committee of the medical staff shall be
assigned responsibiJJty for: (2) DavetopmeF'ltl
maintenance and implementation of written -
policieS and prooedLJ1'QS jOl::OnSUitation W!ttI othel" :
appropriate health professionals and !
administration. f

E264 T22 DIV5 CH1 ART3~70213(a)'Nursin8 SelVice I E~64
PolICIeS aod procedures.· I 1/15/2010
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(a) Written policies and procedures for patient
careahell be developed, maIntained ~nd

Implemsnted by the nursmg service.

This~ is not met as evidenced by:
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100% ofthe OR staff (RNs and ORTechs)
were educated to the new policy and procedure
at staff meetings and one-on-one sessions.
This edu~ofl inoluded review of the
aforementioned policy and procedure ohanges.
demonstration ofthe correctuse of the Bag It
Sponge Counting System, and aDVO
presentation on the correct and incOllect way to
count spol;lges. 100% 01 staff signed an
Aooountability Commitment Fonn to
acknowledge thei{ understanding of how to use
the Bag. It Sponge COul'lting System, how to
co\lnt Correctly, and their commitment to patient
safety. All new OR personnel are educated
and sign this Commibnent Form upon
orientation into the OR.

~ aresult of Ole'RCA, the follOwing Plan of
Correction has been initrated:

Anew practice was implemeotedand added to ,
the existing Poficy and Procedure #N.E67 ti~ed -~-"'­

"Counts: Instruments, Sponges, Sharps and .
Miscellaneous ltems-. This new practiCe is the
use of the "8ag Ir Sponge Counting System)
which allows sponges to be separated during
the count processwitheach sponge being
placed in a clear pocket so that they are easily
viewed and accurately counted. Full

~ irnplementation-.of -thrs-naw-process_~- _i~C1uding

installation of lIle Bag It Sponge Counting
System in all operating rooms, was completed
1f1612010. ACopy of the revised policy N.E.67
titled ·Counts: Instruments: Sponges, Sharps
and Miscellaneous Items" is attached,

E264

Finding.;:

On July 21, 2010, an unannounced visit was
conducted at the facility to invastigate an
entity-reported incident ofa retained foreign l

objectafter a surgical procedure on Patient A. I
A review of the clinical record for Patient A I
d'~'• twas E1dm.itted.'. to. the. facility i
on 2009, with a l'flagnosls of I

esop gea caneer. AceorcI!ng to. the Operative
Recorddated~. 20.09. Patient A
unaeswent a~ proximal ' !
Becphagus. . !

A revilliiew'0 Operating Room Nursing Record I
dated 2009, dis'closed three lap I
sponge cou were conducted and all three waM i
documented as being cermet. .

IE264 Continued From page 1 I
. I

Based on inte~ and recordrev;ew, !he f.acility ;
.- . surgical ~taff failed to implement their "CQu(lt$j r

. '~. InstnJme.n1s.. Sponges. Sharps arlCf MisoellaneoU$.
lt9msN policy and procedure during Patient A's I

surgical procedure. This faIlure resulted in tM '1

retention ofa lap sponge in the patient's
abdominal cavity anet subsequently sUbjected I
Padent A to an additional surgical procedure ,
LInder generer anesthesia for the removal of the I
fOreign object ~nd was pJaced at risk for possible !
a(f(jitfDnSllcompfieationJjke..bJe~rngl infection,
Shook I adhesionS. WellS' (parafYsfs or the bowel).
changes in blood pressure, heart rate or heart ,
rhythm and allergic reacrtJon to general anesthetic !
madicfne. i

3/2010
to

812010

7CX611

The policy change and process was monitored
A review of Patient A'$ Chest X..ray report dated , for six months via, direcl ooservation of the use
~~009, dlsokl$ed a foreign object (a I or the Bag It system during surgical procedures.
~e) was ret2lined in the patient's f Observations were CQnduGl:eif bylhe OR
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and the educstoron boIh day shift and evening
shift to ensure the Bag It system was being
utilized correctly and sponge oounts were
accurate, The counting process was obselVed
in a total of 163 procedures with compliance at
100%.

In addi~on to the aforemennonecJpoBcy
change, apractice change was introduced to
encourage staff to carl for extra help when
counting during procedures that were complex
to ensu~e cor,rect counts wereCOllfirmed prior
to incision·cI¢S~; 1'his wBsmcllftated via the
"Hall Nurse" monitoring activitY inOR's and
prioritizing the need for addllional resources.

PersOlls responsible for this Plan ofCorrection
include tha Direct,or Periopara~ve Services,
Clinical Educator Perioperative Services, and
the Sr. VP Patient Servl~CNO,

1E264:

AreviewoftheOperatWe~eport,dated.._, I

~2009, discJo$ed Patient Ahad an ;
~parctomy (an inclsion made Into the I
abdomen and abdominal eXploratign performed I

under general anesthesia) to -remove slap i
sponge. '

I
I

Duril'lg a telep~one Inl-efView at tile facif/ty on July i
23.2010 at 9:50 a~m., in the presence of
EmplOyee 2 (Opera~ng ~l?Om Manager). j

Employee 4 (Scrub teCh) stat~ he had r
conducted three lap sponge counts With '
Employee 3 (R&giatered Nurse) dU_inthe .:
surgical procadure on Patient Aon I
2~.Em~oyee4S3~dEm~~ee p
~lIlap sponges in s basket and oonduot£ld a .
count with him. Acoord"UlQ to .Empfoyee 2, !
Employee 3 might have raVed to separate each I
sponge to visueDy condUct acon'ect cDunt with J

Employee 4. Employee 3 (Registered Nurse) was .
not InteNlewed. Multfple attM1pts to interview !

Employee 3, were unsuccessful. I
IA review of the facility's policy and procedure

titfed, ncounts: InstFuments,Sponges, Shatpa .
and Miscellaneous Items" dated as last revlsad in :
November 2007, stipUlated the count shaD be I
aUdibly and visually Performed by two (2) I
persons, one ofwhom iS9 registered nurse. Ii

The facility's failure to imp/ernant Its polIcy and
. procedure to p~nt retention ofa. lap sponge
during asurgical procedure for Patient A is a
defictency that haS causedj or likely to cause Ii
serious injUry or deatfl to the patient and ' ,
therefore constihJfes an immediate jeopardy J

wfthln the muning of the Health aM safety Code:
Section 12eO.1.. .
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