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The fcHowing reftects the findings of the Department 
of Public Health during an inspection visit 

Complaint Intake Number: 
CA00312640- SIJbslantiated 

Representina the Department of Public Health: 
Surveyor 10 # 22968, HFES 

The inspection was limited lo the specific facility 
event irwesligated and does not represent the 
flr~dings of a fuJI inspection ofthe facility 

Health and Safety Code Section 1280 t(c): For 
purposes of this section "immediate jeopardy'' 
means a situation in which the licensee's 
noncompliance with one CN' more FeCJUiremenls of 
licensure hOi$ caused, Of is likely to cause, serious 
Injury or death to the patient. 

HsaHh and Safety code Section 1279 1(e): ''The 
facilily shall inform lhe patient or the party 
~ponsible for the palient of the adverse event by 
the time the report is made." 

The CDPH verified that the hic:ility informed the 
patient or the patty responsible tor the patient of the 
a~verSE!/ event by the time tile r-eport was made 

Heallh and Safety Code 1279 1 
(b) For purposes of this secUon, hadvBrse eventft 
inc:lut;Ws arty of the foJtowing: 

(1) Surgical events, Including the following: 
(B) Surgery performed on the wrong patient 
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Corrective actions accomplished for 
the patient(s) identified to have been 
affected by the deficient practice: 

Patient A who underwent the IVC filter 
placement was informed of the fact that 
results from another patient were read 
into her record resulting in placement of 
the IVC filter. Medical options were 
eviewed with the patient at that time 

with plan to re:r:nove the filter at a later 
date as appropriate. 

Patient B's case was reviewed to 
deterxnine the need for additional follow 
up. It was determined that the results 
or Patient: B were correct and that the 
atient was on the appropriate medical 

reiimen. 

ow other pat:lents ha'ring the 
otential to be affected by the same 
eficient practice will be identified, 
d what correcti-ve actions will be 
en: 

Upon recognition of the event, a 
orough review was conducted to 

determine contributing factors and to 
ffirm that no additional patients were 
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TiDe .22 Radiologic: Service General Requirements 
70253(b) WritleFI poi"!Cies and procedures shall be 
developed and maintained by the person 
responsible for the service in consultation with other 
appropriate health professionals and administration. 
Policies shall be approved by the goveming body. 
Procedures shall be approved by the administration 
and medical staff where such is app~riate 

Deficiency Constitutes Immediate Jeopardy 

Based on staff interviews, elinieal record and 
admlnl&tratlve document review, the hospital failed 
to prevent a surgery on the wrong patient when the 
incorrect ultrasound result led to inappropriate IVC 
Qnfeliot vena cava - large blood vessel canylng 
blood back lo the heart from !he lower bod~) filter 
placement for Palienl 1 (An IVC filter placement Is 
a mechanical filter surgically implanted into the 
inferior vena cava - the purpose of which is to 
prevent a blood ~;lot traveling Into the heart and 
lungs) 

This · faill..lre resulted In Patient 1 suffering an 
unnecessary surgical procedure and an 
unnecessary device implanted into PaHent l's 
bOdy 

Findings: 

On 6/1/12 the enlity reported event submitted by 
· the hospital to the department on 5131112 was 

reviewed The report indicated Patient 1·" . 
undenvent an Invasive proc:edtn {IVC filter 
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impacted. No additional patients were 
impacted. The process from physician 
otder to staff exam processing and 
reading/resulting by physicians was 
examined in detail to identify current 
practices and to develop an appropriate 
action plan. 

What immediate xneasures and 
systematic changes will be put into 
place to ensure that the deficient 
practice does not recur?: 

The following actions were taken 
'mmediately: 

• Staff exam processes were 
modified to require staff to do 
no more than two (2) exams 
prior to placing exams in the 
physician reading cubicle. 

• Patient control sheet a.nd 
te~hnologist worksheet must 
have pre-printed patient 
demographic stickers on each 
document 

• The patient control sheet and 
technologist worksheet must be 
stapled together. 

• A mandatory staff meeting was 
held for all staff (except those 
on leave of absence) to review 
the process changes. 
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placement} secondary to lest results placed in the 
palieot's chart in error .. • 

On 6114/12 at 11:SOa.m., the clinical records for 
Patient 1 and Patient 2 were reviewed: 

Patient 1 was seen in the Emergency Department 
(ED) on -2 with symptoms of chest pain and 
rfght lower leg pain and swelling The EO physioian 
discharged Patient 1 from the ED for conlinued 
treatment in the Ob$ervallon Unit of the hospital. 
Pr1or to dischargE! home on -12 at 12:00 p m. 
an ultrasound of the right lower leg was ordered and 
performed 

The clinical record fur Patient 2 indicated the 
patient was .5een in the ED oo .12 for the chief 
complaint of leg Sllllelling and possible blood clot to 
the right leg. An ultrasound was ordered and 
pel"formed at 11 :50 a m. on -2. The results of 
this ullrasound indicated a blood clot to !he 
saphenous vein of the right leg Patient 2 was 
;!~pptoptialely treated and discharged home. 

The clinical record for Patient 1 indicaleci that the 
result of Patient 2's ultrasound was dictated onto 
Patient 1's medical record. The result of the 
ultrasound meant for Patient 2 was dicblted by the 
cardiologist (MD 2) on ~2 which stated • .• 
Findings: Examinatlon o{'""'Ui; right deep vein 
system and proximal (upper) portion or the greater 
.saphenous vein (large vein of the leg) shows deep 
venous thrombus (deep blood c:lot) at the ostium of 
greater saphenous vein • The ultrasound result for 
Patient 1 which showed a blood cklt was reviewed 
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• The Department of Cardiology 
notified all cardiologists by 
letter relllinding them to 
correiate the Powerscribe 
(dictation system) and PACS 
(imaging system) to confirm 
the proper patient is being 
accessed on both 
systems/ COlilputers. 

• A follow up item was placed on 
the next Department of 
Cardiology agenda to remind 
the cardiologist of the necessity 
to correlate Powerscribe and 
PACS. 

• Contact was made with Nuance 
(Powerscribe dictation system 
parent company) and GE (PACS 
imaging system parent 
company) to request an 
interface between the two 
systems that would allow the 
Cardiology PACS system to 
function in the same manner as 
the Radiology PACS system. 

In addition to the bnmediate change in 
staff processes, a systematic change was 
made to connect the Powersctibe 
dictation system to the PACS imaging 
system so that the physician can call up 
~the patient in the PACS system and it the 
F2 key to populate that patients 
demographics will automatically 
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Continued From page 3 

by Patient t's PrltnaJY Medical Doctor {PMO). The 
PMD sen! Palienl I to !he hospital for admission 
on-12forthe treatment of a blood clot 

MD 3 (Intervention Radiologist) performed the IVC 
filter placeiTlent oo -12 at 7:50 am. on Palient 
1 and indicated in lhe medical record: "Impression: 
Successful retrievable infelior vena cava filter 
placement. M Ths procedure was performed under 
conscious sedalion (a tecllnique of providing 
ane5thetic medication in such a vr.rt that patient 
remains awake}. Patient I was discharged home in , 
stable condilion on -12 on medications to 
follow-up with. PMD. 

The clinical record for Patient 1 lnclieated a return 
visit to ths ED on -12 for continued right leg 
pain and swellng During this visit, 1he EO 
physician (MD 4) ordered a repeat ul!l'asound of the 
right lower extremity This ultrasound was 
interpreted as being normal (no bleed clot seen). 
Bec:ause of questions related to this inte!pl'etation, 
the MD 4 asked for the origlnml ultrasound image to 
be pulled and re-looked at. ihe image of the fii'St 
ultrasound for Patient 1 was reported as normal 

On 6f14112 at 12 p m • during an interview, the 
Qualify Manager (QM} stated Patient t undeJWent 
an unnecessary surgical procedure when an IVC 
filter placement was done on .12. Thi$ surgery 
was based on an ultrasound result from another 
patient (Patient 2) The QM stated the hospilal did 
not have a policy and procedure ror the processing 
of ullrasounds at the time of the ultrasound for 
PBiient 1 _.12). The QM stated the reason for 
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populate the Powerscribe patient 
report tern plate. 

Title/Position of person responsible 
for inlplementing tbe correction: 

Director of Imaging Services 
Chair. Department of Cardiology 

Date the immediate correction of the 
deficiency was accomplished: 

Process changes were made and staff 
meeting held on May 30,2012 
Letter to Cardiologist was sent on July 7, 
2012 
Department of Cardiology meeting was 
held on july 27, 2012 
Enhancement to Nuance was requested 
on June 14. 2012 
Enhancement/systematic correction to 
Nuance was completed and 
implemented on August 2, 2012 

fA description of the monitoring 
tpr:ocess and positions of person 
~sponsible for monitoring. How the 
~acility plans to monitor its · 
IPerfornuw.ce to ensure corrective 
!actions are achieved for Its 
~effectiveness, and how it will be 
~ntegrated into the quality assu:ranc:e 
!system: 
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the error in dictating Patient 2's ultrasound result$ 
onto Pa!lent 1'$ medical record was due to an 
ullrssound processing error. 

On 6/14/12 at 2 p.m. the Dnctor of Imaging 
Services (DIS) stated t!Nil hospital internal 
investigation found !hat the likeftesl reason why 
Patient 2's results were dictated onto Patient 1's 
medical record was thal the Control Sheet and 
WOf1<sheet for Patients 1 and 2 were il'ltermixed by 
the US Tech The US Tech is responsible to ensure 
the Control Sheel and Worbtteet were for the 
same patient 

The DIS explained the pl'lyslclan would lake out the 
two sheets of paper (Control Sheet and Worksheet) 
and input the patient name in one system {EHR) 
and bring up the patient in the other system in 
order to uiew the ultrasound on the c;omputer 
monilcr. The DIS explained that the intermixing of 
the Control Sheet of Patient 1 with the Worksheet 
or Patient 2 was tha me${ likely scenario In how the 
results for Patient 2 were dictated onto Patient 1's 
medical record. 

The DIS stated on and prior to ~2 physicians 
did not routinely cheok to make sura the digital 
tlltrasound that was being read on one computer 
monitor matched the patient for which the EHR was 
being dictated on the oCher computer monitor. The 
DIS Slated that the two comptlter systems ~ the 
EHR or medical record for patients and the digilal 
storage of lhe ultrasaunds • cfJd not directly 
communicate. The DIS slii!ted that the hospital had 
no policy and procedure on the processing and 
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• Effective May 30,2012, clerical staff 
will run an "End Exam List" daily to 
ensure all exams are dictated within 
24 hours of exam completions. 

• An audit tool was developed to 
assess the rnatching of the control 
sheet and technologist's worksheet 
have no handwritten patient 
demographics and that only pre· 
printed stickers have been used on 
both sheets. 

o 30 records per month will 
be audited 

• An audit tool was developed and 
used by staff to evaluate the 
cardiologist reading area checking 
each physician's reading cubicle 
three (3) times per day to ensure 
that technologist's worksheets and 
patient control sheets are for the 
same patient, have been stapled, 
and the appropriate exam has been 
done. 

• The Director of Imaging will 
summarize the audits statistically 
on a monthly basis using the 
hospital performance improvement 
methodology (FADE) and submitted 
to the Risk Management 
Coordinator by the thir-d (31'd) 
Monday of the month for the 
previous month for a minimum of 
(4) months. 
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dlt:lafion of ultraSOI.mdS 

During an interview on 6/14/12 at 3:45 p m., MD 3 
(Intervention Rao10tcgist) stated he performed the 

filter placement procedure on Patient 1 on 
at 7:50 a m MD 3 stated, in retrospect, 

that the NC filler placement was not Indicated in 
Patient 1 because of the norrnal ullra$0und 

On 6/14112 al 4:30 p m., dtlring an interview. US 
Tech 2 staled he was lhe techn!dan assigned to 
penorm the ultrasound fer Patient 1 US Teet] 2 
could not offer an explanation as to how lhe ConlroJ 
Sheet and Worksheet for Patient 1 got intennixed 
~thatofF'atient2 

On 5114112 at 5:00pm, MD 2 slated he was the 
cardiologist assigned to rea.d and dictate lhe 
ultra~nd ~ults for Patient 1. MD 2 confirmed he 
dictated, In error, the ultrasotmd 1"8$1JitS For Patient 
2 onto the EHR for F'a!ienl 1 

On 7/17/12 at 4:45p.m., during a telephone 
interview MD 4 stated he treated Patient 1 on her 
return visit to the ED on .12. MD 4 stated the 
reason Patient 1 returned to the ED was continued 
tight lower leg pain. MD 4 stated he reviewed 
Patient 1's clinical history and lhe placement of the 
JVC fitter on ~2 MD 4 staled that he 
questioned the original reacfll'lQ of the ultrasound for 
Patient 1 because of the continued right lower leg 
pain MD 4 requested a re~lew of the ultrasound 
performed on Patient 1 and noted the Ultrasound 
was normal and did net show a blood clot. MD 4 
ordered a repeat ultraSilund of the right lower leg 
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(EAtli COAIW:llVIil ACTION SHDULO W CROSS. 
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• A summary will be provided to the 
Quality Assessment & Improvement 
Committee following the four ( 4) 
months as part of the QAPI process. 

I• Compliance goal for both audits = 
100%. 
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(XS) 
COMPLIIT.E 

DATI;! 

(X~CATE 

ttte c-. IMSB Clotl.lf'tlei'IIS are maCia a~Uable to 1t1a fa(;Dly If defiCiencies are cited. ~ 11pproved pta" of correclton is ~lll&llllt'ld'i!llllllr!Dllltt!-----== 
parlicipaticn 

Slal~2567 



NOV. 19.2012 12: 13PM MHA QUALITY MANAGEMENT 

CAUFORNIA HEALTH ANO HUMAN SERVICf:S A~E!NCY 
DEPARTMENT OF PUBI.JC HEALTH 

NO. 265 P. 1 0 

STATBIIENT OF DSFtC:IEJICIES 
AHO I'LA~ 01' CORREC110N 

~~~ ~R~DE~SUPPUBVCuA 
IOEI'I'I'IFICATION NIJUEIEA; 

0121 MUL TlPLE C:ONS'mUCT10N QO)OAT'ESURVEY 
c;:oMPLETI;rl 

050557 
ABUilDING 

8 WING 06M412012 
NAME" 0~ PROVIDeR a~ $UI'PLIIiR 

lllemoriaiiVlldlcal Center 
STAEii ~- CllY STATE. ZIP cone 
1700 Coffee Rd, Nlodasto, CA .96355-2803 STANISLAUS COUNTY 

IX4)1D 
PRefiX 

TAG 

SUMMARY STAT!M£NT OF OEFtC:IENCI&S 
\EACH DEFICIENCY MUST Ell:: ~CEEDED BY FUU. 
RB;IJI,ATORY OR ~SC IOENTIFYING INFORW\TION) 
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which velffied !hat "o blood dot was present In 
Patient 1. MD 4 then stated he notified the PMC, 
MD 2 and MD 3 of the erro~us reading of the 
ulb'asotJnd performed on ~2 and !he 
unnecessary pl~cement ofthe IVC filteron-2. 

The results dated -2 for the ul!rasouncl 
proc:ec:IUres performed an Patient 1 were reviewed 
by MD 2. MD 2 amended the re$Uits to tead: 
"Venous Doppler (ultrasound) on fhe right lower 
extremity dooe on -12, read by me has been 
reported in &n:or Lo be positive for thrombus (blood 
clot) in the greater saphenous vein (large vein of ths 
leg). lhis error hills happened secondary to wrong 
Control sheet/bar CQde given to me Control 
&heetlbar code belonged to a cflfferent pBiienl. 
Current study is negative ror deep V81WUS lhrombuil 
in the right lower extremity. " The ultrasound 
resulls for the procedure performed tin Patient 1 on 
-12 was read as normal (without blood clot) by 
MD5 

The hospital failed to prevent a surgery on the 
wrong patient by not having a policy and procedure 
for the processing of ul'truountls, Patient 1'lil 
ultrasound result was nat dictalad correctly lbis 
f'aiiurB resultetl in Patumt 2's ultrasound resuli being 
dictated onto PaUent 1 's EHR The wron.g dictation 
resulled in an unnecessary surgical procedure 
performed on Palienl 1 and an urntecessary 
medical device (IVC filler) implanted into her body 

The failure to develop ancl implement a policy and 
procedure for the processing of litrasounds led to 
surgecy on a wrong paiJent (Patient 1) and led to 

Event ID:B3Z211 11/71.2012 
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(!!AC'l CORFI!EC'Illie ACTION .SI'IOIJI.tiBE CflOSS· 
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the licensee's noncompliance wilh one or more 
requirements of licensure and caused, or is likely to 
cause, serious injury or death to the paJient. The 
above facility failures may result in an 
AdmiRistrative Penally. 

This facility failed to prevent the cleficienc:y(les) as 
deseribed above 111ilt caused, or is likely to cause, 
serious injury or death to the patient. and therefore 
constitutes an immediate jeopardy within the 
meaning of Health and Safety Code Seetlon 
1280.1(e) 

1ln/20f2 
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PAOIJIDER'S PLAN 01' CORRECTION 
(!ACH CORRI!CTM ~CTION SHOULD EIE CROSS.. 

AUERBICED TO THE APPROPRIATE OEI'ICIENCY) 
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