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The following reflects the findings of the Department
of Public ] Health during the investigation of See responses below
COMPLAINT NO: CA00160389
Inspection was limited to the specific complaint(s)
investigated and does not represent the findings of
a full inspection of the facility.
Representing the Department of Public Health:
I HFEN.
DEFICIENCY CONSTITUTING IMMEDIATE
JEOPARDY
T22 DIVS ART3-70223(b)(2) ~ Surgical ~ Service How the correction will be accomplished,|  1/15/09
General Requirements both temporarily and permanently.
) ) The correction will be accomplished through
(b) . A commltte.e ' .of tf\e medical staff shall be a change in Operating Room Policy and
assigned responsibility for: Procedures, with education of surgeons and
. 4 imol tati OR nursing personnel, and with a program of
@ D.e velopment, maintenance and implemen atf°" monitoring to ensure compliance. At the
of written policies and procedures in consultation Operating Room Committee meeting of
w;th. .oihef appmplf'a.te hhea::thb pmfess'o';a"; at':ld November 24, 2008, final approval of the
adminis ration.  Policies shall be approved by the revision of the policy on OR surgical counts
governing body. Procedures shall be approved by was adopted
the administration and medical staff where such is ’
appropriate. On page 6 of the Policy and Procedures
The above regulation was NOT MET as evidenced under Step 13, the follow.mg Changexlas
by: made: Step 13 had previously read “The A
¥ surgeon is notified each time an \\Jﬁ)
Based on interview and record review, the medical mtra(:‘.)era“:e (tzoun.t IS()c:mt[),!e;gi(l,;t:lstlng thef 7
staff failed to ensure implementation of a surgery c;:un ISdCtOI’ ecdo‘r'llac ru?c .on is notified \ ,@V
sponge count policy and procedure with the result ¢ a:gt? ore.at €s ﬁge t'o e %P
that a sponge was retained for over ten months, the eac I'T%ant"}.rao{;era vet(:pun IS i ﬁ@(/
J patient experienced pain, and another surgery was completed, stating the count is correct or
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Continued From page 1 . . .
. ° . incorrect and stating if there is any
required for removal of the sponge for Patient M. paf:king." Eurthermore, the rationale/key
N point associated with Step 13 was changed
Findings: from the previous “The surgeon will actively
) ) acknowledge the report of the count,” to
::: the d2:08:er|?perat|vebr lft;ndabrds Aoa};yc\j read “The surgeon will actively
Aecom.mf" € ; ra?olces " pu : © X dy N acknowledge the report of the count by
Eh SSOC': '°tn ot‘tl Ze” Rpera ve deg's E:e i urs";s) repeating back the count results.” In
Seo gc apsirarp' eand |:§‘::Lnnr:‘e€:1r': eCountsracal:i::rsess:; addition, on page 8 under Step 14 anew
nge, , I
oserative count procedures. A sponge is defined as p_a ’agr?'ph was added that reads When the
M 4. for exam |e' a gauze pad. used fo circulating RN announces the count to the
ab sob ?lo':i' °°tect ti:sue ?\ d/or ap I' essure surgeon, he/she will say: ‘count is correct
:rsotrractizlns‘ Zrcc:rdin to, aAC)RN ngu:t: are with # (type) sponges packed.’ The
: g ' surgeon will repeat back this statement.”
performed to account for all items and to lessen the
potential for injury to the patient as a result of a These changes in the Operating Room
retained foreign body. Sponge counts should be Policy and Procedures relating to surgical
performed _ before the  procedure - fo  establish Counts will be disseminated to all surgeons
baseline, before closure of a cavity within a cavity, 4 OR nursing personnel through
before wound closure begins, and at skin closure or ag ational a ?v?t‘ess ecificall gintended
end of the procedure. Closed claim studies feorutﬁeIOSr osce' I:nmegiatel thyereafter he
conducted over the past 20 years show that roughly dp P 'Il.b imol ); d for all ’
two-thirds of reported cases of retained surgical procet_ures Wi 4 etm(lip_eThen SR or
items are attributed to sponges. operations conducted in the UR.
- . The title or position of the person
An additional AORN recommendation is that reSJtonsibl:for the co"ect?on
counted sponges should not be used as post C - " =
i . : ; o-chairs, Operating Room Committee
operative packing. According to the AORN, in ¢ Operating
certain circumstances, when counted sponges are e .
. . . : p nitoring Process
intentionally used as packing and the patient leaves ng';%::] ::r: (;;toher(rﬂ’? c;::?llz)R casces
the OR with this packing in place, the number and will be audited?m‘til 90% °com liance is
types of sponges retained and the reason for the achieved and maintaim:d forgmonths
variation should be documented and confirmed by cin the following indicators:
the surgeon. using 0 9 )
B On 8/25/08, review of Hospital A's policy and
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procedure for "Surgical Counts,” showed surgical
counts are the responsibility of the circulating nurse
and the scrub person responsible for the case.
Additionally, the policy and procedure showed
when counted items are used for packing the
wound the surgical team must make the scrub and
circulating RN aware of any sponges that are to
intentionally remain in the patient. The number and
types of sponges remaining with the patient will be
documented under the packing section of the
Perioperative Care Plan by the circulating nurse.

On 8/25/08, review of Patient M's medical record
showed, on an operative report, the patient had
abdominal surgery on 9/15/07 for removal of an
infected peritoneal dialysis catheter (placed in the
abdomen to remove bodily wastes) and for
exploration of the abdomen. On the operative
report, in the final count section, a "Correct" box
was checked. Under the box were the initials "N/A"
and then a star with "Lap sponge x 1 abd packing."
The Perioperative Care Plan showed on the line
titted "Packing” a 4inch by 4inch lap sponge in
the abdomen. Review of the post operative
physician notes, postoperative physician orders,
operative report, and recovery room nurses notes
failed to show mention of a lap sponge in the
wound. Patient M was discharged on 10/3/07 with
instructions for the retention sutures to be removed
during a clinic follow-up visit.

On 8/27/08 at 0900 hours, a telephone interview
was conducted with RN C who was the circulating
nurse in the operating room for Patient M's surgery

J on 9/15/07. RN C said during the surgery the

The RN notifies the surgeon of the
completed count status, including any

The surgeon actively acknowledges the
count status by repeating back the count
results.

i

packs intentionally left in the patient's body.
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abdomen was washed out and a lap sponge was in
the abdomen before the abdomen was sutured with
retention  sutures. According to the nurse,
sometimes when they do surgeries that require a
wash out of the abdomen they leave sponges in
and remove them several days later and that was
why she charted a sponge was in the wound.
When asked if the surgeons called out they were
leaving a sponge in the patient the RN said no.
When asked if the surgeons were asked if they
wanted to leave a sponge in by either the
circulating nurse or scrub person, RN C said no.

On 10/14/08 at 1350 hours during an interview, the
surgeon for Patient M's 8/15/07 surgery stated that
when a sponge was to be left in for wound packing
the surgeon would say out loud "we're packing the
belly." The surgeon also stated no packing was
used for Patient M's surgery because the fascia
| (connective tissue) was closed. Packing was only
used if the fascia was left open.

Review of Hospital B's medical records on 8/26/08
showed an ED (Emergency Department)
physician's report for Patient M dated 8/5/08.
According to the physician's history Patient M
presented with nausea, vomiting, and abdominal
pain. According to the physician’s notes a CAT
scan of the abdomen showed an apparent abcess
associated with a foreign body.

Further review of Patient M's medical record from
Hospital B showed in the surgeon's history and
physical, dated 8/5/08, the patient had the feeling
of a mass in the upper abdomen since he had

1
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surgery for removal of a peritoneal catheter at
LAC/Harbor-UCLA Medical Center.

An operative report, dated 8/6/08, showed the
patient had an exploratory abdominal surgery. The
operative report showed a mass was felt in the
abdomen. After the surgical incision was made a
cyst (an abnormal membranous sac containing a
gaseous, liquid, or semisolid substance) was
identified. After the cyst was opened an obvious
foreign body, a laporatomy sponge was removed.
The cyst contained the sponge and the cyst
including the sponge was surgically removed.

The violation(s) has caused or is likely to cause,
serious injury or death to the patient(s).

|
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