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SUMIAAAY STATEMEI'« OF DEFlClENCIES 
(EACH DEFICIENCY MUST BE. PRECEt;DED BY FUU 
REGULATORY OR LSC IDENTlfYl .. G INFORMATION) 

The ~ retlects the flndtlgs of fle California 
Department of Publlc Healttl during the investigation 
of an entity rep<irted incident CA0029932~ 

cooducted on 2110112 to 3126112. 

i Entity reported in00ent CA00299325 regarding 

State Monitoring/Wrong Oas was substantiated 
and a Staie deficiency was Identified (see California 
Code of Regulations, T itle 22, Section 70263(g)(2)). 

Inspection was 6mited to the specifiG entity 
f'epQfted incident investigated and does not 

represent the findings of a full inspedion of the 
hospital. 

Event ID:P61E11 1211212013 

10 
~ERX 

TAO 

lABORATORY ctRECTOR'S OR PROV1DERISUPPU6R RIOPRESENTATIVE'S stGNATURli. 

PROVIDER'S PLAN OF CORRECTION 
(EACH CORRECTIVE P!CTION SHOt,1LD BE CROSS. 

REFERENCED TO lliE ..s>PROPRIA TE DEFICIENCY) 

A. Corrective Actions taken for the 
deficiencies identified du ring the 
... 2event: 

1. Corrective Actions accomplished 
for this patient who had incorrect 
gas administered: 

2:02:59PM 

• On--2 once it was 
recognized that the 
wrong gas (carbon 
dioxide - C02} had been 
applied to the patient, 
the Regl_stered Nurse (RN) 
immediately 
disconnected the tubing 

By lligning this doamef!t. I am ac:knowledghg teOllipt ~!:13' ~ f'lpl{5!. 7 lf!!v 7 

A.fly deftdency staaement ending wifll an asteri9t (1 denom a delldency which the in.atution may be excused from CClmlding protlldlng ft la cllllemrin&a 

that dher lafagualdl. provide llUfliCienl proeectilJn tll hi palillntS. Except ftll' nu~. horn•. ttie llndlnljs illbaw _, disdosable 90 da19 kl!io.nng Iha date 

d 11UM1ywtiethef' or n:na pgn cK OOrTeaioo ill proWled. For nu""1g hcxnee. ltMt allow ftndlngs and plone of oorredkln are dlscbl8ble 14 days.foll<Ming 

the date 1hew document. etv made available to lhe t.cility. If deficiendM ani eitad, 1111 approwd pi.an of CCIT.clloo Is requisite to oortlnlMd prog1am 
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Representing the California Department of Public 
Health: 06780, Health Facilities Evaluaior Nurse. 

Informed Adverse Event Notification 
Health and Safety Code Section 1279.1 (c), 'The 
facility shall inform the patient or 1he party 
responsible for the patient of the advef'Se event by 
the time the report is made.• 

The CDPH verified that the facility infcrmed the 
patient or the party re~ble for the patient of the 
adver&e event by the time the report was made. 

Health and Safety Code, section 1280.1 (c) 
(c) For pufPO&eS of this section "immediate 
jeopardy" means a situation in which tne · licensee's 
noncomplia'lce witti one or more requirements of 
licansure has caused, Of Is likely to c.ause, serious 
if'l!Jry or death to the patient. 

DEFICIENCY 
JEOPARDY. 

CONSTITUTING 

Title 22, Section 70263(9)(2) 

IMMEDIATE 

(g) No drugs shall be administered except by 

lk8nsed personnel authortzed to ~nister drugs 
and upon the order of a person lawfully authorized 
to prescrtbe or furnish. This shall not predude the 
administration of aerosol drugs by respiratory 
therapists. The order shall Include the name of the 
drug, the dosage and the frequency of 
administration, the route of admini$tration, if other 

than oral, and the date, time and signature of the 
prescr1bes" or furnisher. Orders fur drugs· $hould be 
written or transmitted by the prescriber or furnisher. 

Event ID:P61E11 12112/2013 
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ID 
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PROVIDER'S Pl.AN OF CORRECTIOff· 
(EACH COAAECTl\IE ACTION·SHOULO IE CROSS­

REFERENCED TO THE APPROPRIATE DEFICIENCY} 

(continued from pap I) 

to the wrong gas and 
connected the tubing now 
to the correct gas (oxygen 
- 02). The patient 
received approximately S 
minutes exposure to the 
wrong gas. The patient's 
condition improved; was 
stabilized and transf~ed 
to the ICU.for on-going 
care and treatment. 

2. corrective Action~ accompUshed 
for this patient when the 
healthcare team was not notified 
at the time of emergency indude: 

.(X!I) 

COMPLETE 

DATE 

• On~2 once it was 
recognized that the .12 
wrong gas (carbon 
dioxide - C02) had been 
applied to the patient, the 
circulating nurse 
Immediately 
disconnect@d the tubing 
to the wrong gas and 
connected the tubing now 
to the correct gas (oxygen · 
- 02). The patient · 
received approximately· 5 
minutes exposure to the 
wrong gas . 

3. Corrective Actions accomplished 

for this patient when the code 
blue was not activated timely: 

2:02:59PM 

CAUFORNlA DEPAA1MENT 
OF Pl l~UC !~'.=AlJH 

OE:C 2 3 Z013 

I. &I. C u1V!4$1QN 

~JOI· 
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Verbal orders for drugs shall be given only by a 
person lawfully authorized to presaibe or furnish 
and shall be recorded promptly in the patient's 
medical record, noting the name of the person 
giving the verbal order and the signature of the 
individual receiving the order. The prescriber or 
furnisher shall oountersign the Ofder wittin 48 
hours. 
(2) Medications and treatments shaU be 
administered as ordEred. 

Based on documentation and interview, nursing 
. staff failed to administer the correct medical gas to 
a surgery patient. Patient 1 was administered 
cart>oo dioxide gas for ventilation (assisted 
breathing), instead of oxygen as ordered by the 
physician. The nurse obtained the wrong medical 
gas cylinder and connected carbon dioxide gas to 
the patient's ventilation rubing. Failure of 1he patient 
to receive oxygen as ordered caused 2he patient to 
become hypoxic (WilhOOt oxygen) Which required 
em«gency medical treatment for stabilization. l1le 
patient sufMfecl significant me<ical complications, 
inauding neurological damage, as a result of the 
incident. 

Fndings: 

A review of Patient 1·s medical record on -2 
indicated the 68 year oki patient was assessed for 
oomplaintS of ctiest pain and epigastrlc (stomach) 
pain at another hospital on •2. She was 
transfefT'ed to ·this hospital for treatment and 
underwent an immediate surgical procedure to 
detemline an accurate diagnoSis. 

Event IO:P61E11 12/12/2013 

state-2567 

10 

l'Rl!FIK 

.TAG 

PRQVIOER'S PUN OF CORRECTION 
(EACti CORRECTlllE ACTION SHOULD 8E CROSS­

REfERENCED TO lHE APPROPRIATE DEFICIENCY) 

(continued from pas• 2) 

• Immediately upon 
recognition of a change in 
patlen~ status, the 
anesthesiologist ordered 
chest compressions and 
ACLS protocol to be put 
into place in the OR suite. 

• An lnter~al code blu.e 
withirl the OR was called. 

• Immediately upon 
reeognltlon that there 
was no.t house-:"'.111,de 
response (io seconds), a 
code was called to the 
main hospital operator. 
The patient did have ACLS 
and CPR initiated by the 
team In the OR, which 
was lead by the 
anesthesiologist present . 
There was no delay in 
response to the patient 
by the OR team. 

Bf C. Actions taken to reduce the risk of 
other patients potentially affected by 
the same deficient practice and 
measures put into place to ensure the 
def'icient practice does not recur: · 
1. Changes made to eliminate the 

risk to other patients who might 
receive ~he incorrect gas: 

2:02:59PM 

• Elimination of the portable 
C02 cylinder In operating 
room (OR) #5 on 2/19/12. 

(Xs) 
COMPLETE 

DATE 

2/19/12 
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SUMMARY STATEMENT OF DEFICIENCIES 
(EACH DEFIClENCY MUST E PRECEED£D BV FULL 

REGULATORY OR lSC IDENTIFYING INFORMATION) 

Further review revealed ttlat Patient 1 arrived in the 
emefgency room by ambulance on •2 at 9:30 
p_m_, she was hemodynamicaRy stable (stable 
circulation/blood pressure}, alert, awake, and 
oriented. She was taken to surgery at 11 :30 p.m. 
on -2 for a transesophageal echo probe (a 
spedaliZed probe containing an ultrasound 
transducer at itS tip passed into the patienfs 
esophagus, Whid'I aMows image and Doppler 
evaluation Wllieh can be recorded) to determine if 
surgery was needed. The procedure results 
Indicated cardiac surgery was not required­
Because the patient was ll'lder generat anesthesia 
(drug Induced loss of consciousness during wtliCh 
patients are not arousable, and ventilatory and 
cardiovascular functions may be impaired), Patient 
1 was prepared for tranm to the Intensive care 
Unit (ICU). Patient 1 was not able to breathe 
without assistance and the anesthesiologist 
ordered the administration of oxygen to ventilate 1he 
patient while being transfem!d to the ICU. 

Continued review of the patient chart indicated at 
approximately 12:05 a.m. on ~2 during 
preparation for transfer tom the operating room to 
the intensive care unit Patient 1's condition 
deteriorated. Per a physician consultation report 
dated mi2 at 1: 13 p_m., Patient 1 developed 
bradyca'dia (&low heart rate), hypotension (low 
blood pressure) and eventually asystde (no heart 
rate). She was resuscitated but remained in severe 
shock with hypotension and taehycardia (high heart 
rate) on multiple pressors (cardiac medications). 
She was transferred to lhe ICU and wa:> 

Event ID:P61E11 1211212013 

State-2567 

10 
PREFIX 

TAG 

PRO\llllEWS Pl.AN OF coftRECTION 
(EACH CMRECTtvE ACTION SHoULD BE CROSS­

REFERENCED TO lHE APPROPRIA'IE DEFICIENCY) 

(mntlnued from page 3) 
• 002 gas is now delivered 

through a plumbed line 
attached to the centralized 
gas storage system via a 
l>oom from the ceiling. 

• All components of the C02 
delivery system are clearly 
labeled. Additionally, the 

. regulator and flow meter 
have Internal Identification 
from the manufacturer. 

• All clinical OR staff have been 
educated on the new C02 
delivery system. 

2. Changes made to reduce the risk 
of other patients when the 
healthcare team is oot notified at 
the time of the emergency: 

2:02:59PM 

• The two RNs involved with 
this event were suspended 
pending the conclusion of the 
investigation. · 

• At the conclusion of the 
investigation, appropriate 
disciplinary actions were 
taken with regards to the RNs 
involved in the event. 

• 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 
verification was completed by 
4/12/12. 

(X5) 

C9MPLETE 

DATE 

2/19/12 

3/5/12 

2/10/12 

3/16/12 

3/5/12 

4/12/12 
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unresponsive, on a ventilator (machine that provides 
continuous ventilation) with severe postanoxic 
encephalopathy (brain damage from lack of 
oxygen). 

On •12 at approximately 4:00 p.m. an interview 
was conducted with the hospital risk manager 
regarding Patient 1's care in the operating · room. 
The interview revealed that a nurse (Nurse B) 
inadvertef:ltty connected a cylinder of carbon dioxide 
gas to lubing that was supposed to be connected 
to oxygen. 

On 21141112 at 2:30 p.m. an interview with Nurse B 
was oonduded. Nurse B stated he was called for 
assistanoe by Nurse A to transfer Patient 1 to ICU. 
Wlile preparing Patient 1 tor transfer, Nurse B 
stated he was aaced to get an oxygen cylinder . 
Nurse B stated he retriew<I what appeared . to be an 
oxygen cylinder, CQnnecled and actninistered 
Patient 1 the gas in the tank. Patient 1 's vital signs 
became unstable and a code blue was called 
(request tor medical emef'Q8ncy assistance). 
During the code blue It was noted the tank he 
(Nurse B) had retf1eve for Patient 1's use was not 
an oxygen tank but a carbon dioxide tank. 

On 311112 two Respiratory TheraplslS (RT1 and RT 
2) wer1!I Interviewed. RT 1 stated she was marually 
ventilating Patient 1 durtng the code blle, and was 
relieved from the AmbU bag · (se&f-lnftatilg bag used 
tc provide manual positive pressure ventiletion to 

the patient) by the charge respiratory therapist (RT 

2). She heard RT 2 state the tank was cold, and 
not~ [the color of medical oxygen gas tanks). 

EYent IO:P61E11 12112/2013 

State-2567 

ID 
PREFIX 

T/>13 

PROVIOER"S Pl.NI OF CORRECTION 
(EACt l CORRECTNE ACTJ<lH SHOl.l.O BE ~OS$­

REFEREHCED TO THE APPRQPRIATE OEFICIENCY). 

(continued from page 4) 

2:02:59PM 

• All OR and RT staff were 
Required to read the learning 
Module entitled Silence Kills. 
Competeri(;y verification was 
compelted by' quiz by 
4/12/12. : 

• 2012 Organlzatloh-wide 
Culture of Safety Survey was . 
completed by 4/12/12. 
survey data wlll be analyzed 
with appropriate actions 
developed. 

• Instituted a "Patient Safety 
Hot Line'" for staff to report 
patient safety concerns more 
rapidly and readily. The "hot 
line" is not in lieu of 
completing an ocamence 
report, however, an 
additional option for 
employees to report 
concerns. Poster$ advertising 
the "hot line" have been 
placed In the operating room. 

• An internal comprehensive 
Operating Room Assessment· 
was completed on 4/2/12. 
Actions taken as a result of 
the assessment findings 
related to culture of safety 
lndude: charge nurses 
attended classes which 
induded education on aucial 

_.1)(5) 
COMPLETI; 

MTE 

4/12/12 

4/12/12 

4/12/12 

4/12/12 
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REGUl.ATORY OR lSC IOENTIFYlNG l~ORMATIOM) 

~T 1 said she went to check the tank wittl Nurse A 
and noted it was not oxygen. Nurse A pulled the 
tubing from the tank. She further stated she told 
the anesthesiologist to conned the tubing to the 
anesthesia cart as it had an oxygen source. 

On •12, cardiac and neurology oonsuttations 
were conducted. The consunations were obtained 
to determine the extent of the patient's injuries due 
to the medical gas administration error. Acoording 
to the net1rological assessmerit, the patient's brail 
stem reflexes (reflexes regulated at the level of the 
brain stem, sucil as puplllary, pharyngeal, cough 
reflexes, and control of respiralions) were preserved 
but due to the possibility of ()C?Stanoxic seizures, a 
continuous EEG (electroencephalogram, to 
measure electrical activity of the brain) would be 
ordered. The cardiac asses.smert indicated the 
patient was m shock with pulmonary edema 
(excess fluid in the lungs) after persistent hypoxia 
(lack of oxygen) and exposure to carbon dioxide. 
The cadiac consultant concluded the patient was 
in critical condition, in a state of shock (organs and 
tissues of the body are not receiving an adequate 
flow of blood). . 

Subsequent neurological consultations were 

oonducled on -2 and -2. and were 
reviewed by this evaluator on 311112. The •12 
consultation indcaled on -2 the patient had 
s igrnficant cognitive (mental processing) 
impairment, mainly due to ataxia (poor coordtnation 
and unsteadiness, a sign of cerebellar (brail) 
damage), recent memory loss and poor attention 
span. The patient had made significant 

Event IO:P61E11 12/1212013 
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(continued from pqe 5) 

Conversations, lateral 
violence, chain of command, 

(X5) 
COW'LETE 

DATE 

and responslbllitles for being May 2012 

2:02:59PM 

accountable as an extension 
of leadershlp. Charge nurse 
checkllst was developed 
which e"!phaslzes 
accountablllty and Increased 
communication. consultative 
Team Evaluation In OR will 
com.mence in May 2012. · 

• New employee hospital ·•· . 
orientation presentation has . 
been up.dated with an 4/ 12/ 12 

increased ~us on Patient 
safety I Culture. 

• Posters related to "Speak Up" 
have been pJai:ed in the 
operating room and 3/5/12 
Respiratory Therapy 
Department 
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improyement in her neurological condition since 
•2. and was expected to continue to improve. 
Patient 1 was discharged from the hospital to a 
rehabilitation oenter on mi2. 

Nursing stafl's administration of the wrong medical 
gas to the patient, and the resutant failure to 
implement the anesthesiologist's order for 
administration of oxygen during transport has 
caused, or is likely to cause, serious injury or 
death to the patient, and therefore constitutes an 
immediate jeopardy within the meaning of the 
California Healttt and Safety Code Secti01 
1280.1(c). 

This fadli\y failed to prevent the deficiency(teS) as 
desaibed above that caused, or is llkely to cause, 
serious injury or death to the patient, arid therefore 
coostitutes an immediate jeopardy within the 
meaning of Health and Safety Code Section 
1280.1(c). 

ID 

T~ 
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Event ID:P61E11 

State-2567 
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PROVIDER'S Pl.AN OF CO~CTIOff 
(EACH CORRECTM: ACTION SHOULD BE CROSS­

REFEJlENCED TO THE APPROPRIATE OEACIEN::Y) 

(continued from p•e et} 

3. corrective actions taken to 
Identify other patients who might 
be affe~ed when code blue is not 
activated timely: 
• A revJew.ofthe organizations' 

Resuscitation Policy was 
conducted. 

• It was detennlned that the 
policy was a.irrent with 
regulations but Inconsistently 
followed. 

• The circulating nurse failed to 
realize that there was not 
sufficient staff present in the 
OR to assist with the code in 
this after-hour case. She 
should have page~ the code 
to the operator immediately 
instead of calling an Internal 
code. 

• Education was provided to 
the OR staff regarding when 
to activate house-wide .code 
blue response team 3/13/12. 

D. Monitoring 
1. Monitoring for incorrect gas 

administered; 

2:02:59PM 

• All Clinical OR staff were 
educated on the new C02 
delivery system on 3/S/12. 

• competency was verified 
with a·post education quiz 
score of greater than 90%. 

(XS) 
COMPLETE 

OAT£ 

2/19/12 

3/13/12 

3/5/12 

3/5/12 
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Regional Medical Center of San Jose 225 N. Jackson Avenue 
San Jose, CA 95116 

(Continued from page 7) 

• Daily monitoring check of OR 
#5 will occur for 4 months to 
assure the old C02 set-up 
has not been brought back to 
the OR. 

• Data will be presented to the 
Clinical Excellence 4/26/12 

Committee (CEC) and Board 
of Trustees (BOT) monthly. 

• Responsible Party: Director 
of Surgical Services. 

2. 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 
3/5/12 regarding the Chain of 
Command and Sentinel Event 
Policles. 

• Competency was verified with 
a post education quiz score of 4/12/12 
greater than 90% by 4/12/12. 

• All OR and RT staff were 

CALIFORNIA DEPARTMENT 
required to read the learning 
module Silence Kills. r-· _,,,r:-1•r- •:;..\!TH 
Competency was verified with • 4/12/12 

DEC 2 S Z013 post education quiz score 
greater than 90% by 4/12/12. 

L &. C OIVlSION • Monitoring will include 
SANJOSE 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 ls an increase in 
reporting. 

• There will be a short OR 
targeted patient safety survey 
after 4 months. 
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Regional Medical Center of San Jose 225 N. Jackson Avenue 
San Jose, CA 9S116 

(Continued from page 8) 

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

• Responsible Party: Director 
of Surgical Services. 

3. Monitoring when code blue 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 5/12/12 

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 occur every month to 4/12/12 
ensure compliance to the 
code calling process. 

• Responsible Party: Director 
of Surgical Services. 

CALIFORNIA DEPARTIJ ~NT 
re -.,,'l,~,... q!=ALTH 

DEC 2 3 2013 

L & L 01V'ISION 
SANJOSE 
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Regional Medical Center of San Jose 225 N. Jackson Avenue 
San Jose, CA 95116 

(continued from page 9) 

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

1. On-.2 once it was recognized 
that the wrong medical gas (carbon 
dioxide - C02) had been applied to mmi.2 the patient, the nurse immediately 
disconnected the tubing to the 
wrong gas and connected the 
tubing now to the correct medical 
gas (oxygen - 02). Tue patient 
received approximately S minutes 
exposure to the wrong gas. The 
patient's condition Improved was 
stabilized and transferred to the 
ICU for on·golng care and 
treatment. 

2. The RN Involved with this event 
was suspended pending the 2/10/12 
conclusion of the investigation. 

3. At the conclusion of the 
investigation, appropriate 
disciplinary actions were taken 3/16/ 12 

with regards to the RN involved in 
this deficient practice. 

CALIFORNIA DEPARTMENT B/C. Actions taken to reduce the risk of 
: -- • .,,.,. 11!=.llLTH this deficient practice that may 

DEC 2 3 2013 
affect other patients and measures 
put into place to ensure the 

L tit C OIVISION 
deficient practice does not recur: 
1. The RN involved with this SANJOSE 

event was suspended pending 2/10/12 

the conclusion of the 
investigation. 
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Regional Medical Center of San Jose 225 N. Jackson Avenue 
San Jose, CA 95116 

(continued from page 10) 

2. At the conclusion of the 
investigation, appropriate 

3/16/12 
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 

3/20/12 
the "5 Rights of Medication 
Administration" on 3/20/12. 

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

6. Actions were taken to 
decrease the risk associated 
with misidentification of 2/19/12 

medical gases by emphasizing 

correct labeling and de· 
emphasizing the color of the 
cylinder. 

D. Monitoring 
1. Re-education was provided to all 

CALIFORNIA DEPARTMENT eligible OR staff, including the "S 3/20/12 

,... .. ,. .. ,,; •r- •.if:ALTH Rights of Medication 

DEC 2 3 Z013 
Administration" on 3/20/12. 

2. Competency was verified with 3/30/12 

L &. C DIVISION 
post education quiz score of 90% 

SANJOSE which was completed by 3/30/12. 
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Regional Medical Center of San Jose 225 N. Jackson Avenue 
San Jose, CA 95116 

(mntlnued from page 11) 

3. Monitoring will include a 
minimum of 50 direct 
observations to assure compliance 
with "5 Rights of Medication 
Administration, u per month, for 4 
months. 

4. Data will be presented to the 
Clinical Excellence Committee 4/26/12 

(CEC) and Board of Trustees (BOT) 
monthly. 

5. Responsible Party: Director of 
Surglcal 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 

--2 that the wrong medical gas 
(carbon dioxide - C02) 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). 

CALIFORNIA DEPARTMENT The patient received , ... . · .,... ' '~ALTH approximately 5 minutes exposure 

DEC 2 3 2013 
to the wrong gas. ihe patient's 
condition improved was stabilized 

L Ill C DIVISION 
and transferred to the ICU for on-

SAN JOSE 
going care and treatment. 
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Regional Medical Center of San Jose 225 N. Jackson Avenue 
San Jose, CA 95116 

(Continued from page 121 

• The registered nurse (RN) 
Involved with this event -12 was suspended pending 
the conclusion of the 
investigation. 

• At the condusion of the 
investigation, appropriate 
dlsclpllnary actions were 3/16/12 

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 
other patients and measures put into 
place to ensure the deficient practice 
does not recur: 

1. A review of the organizations 
current medical gas pollcy was 
conducted to determine If updates 3/5/12 
were required. It was determined 
that the existing policy was 
outdated with current literature. 

2. A new Policy was developed 
entitled Medical Gas C)'.linder 
Storage and Handling. The new 3/26/12 

policy emphasized a visual 
inspection of the gas cylinder label 
and eliminates identification of the 

CALIFORNIA DEPARTMENT cylinders by color only. 
"" .... "'! !t'." 1·11".4\LlH 3. The policy entitled Gas Cylinder 

DEC 2 3 2013 was retired due to outdated 3/26/12 
information about identification of 

l & C OIVISION gas cylinders based only on color. 

SANJOSE 
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Regional Medical Center of San Jose 225 N. Jackson Avenue 
San Jose, CA 95116 

(Continued from page 13) 

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

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

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

D. Monitoring: 
1. Competency verifications were 

completed with post education 4/12/12 
quiz score of 90% by 4/12/12. 

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

3. Data will be presented to the 
Clinical Excellence Committee 4/26/12 
(CEC) and Board of Trustees (BOT) 
monthly. 

4. Responsible Party: Director of 
Surgical Services. 

CALIFORNIA DEPAilTMEN 
,.,,.., ·-- ,. ... ,.,tTH 

DEC 2 3 2013 
l & C DIVISION 

SANJOSE 
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