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The following reflects the findings of the Department
of Public Health during an inspection visit:

Caomplaint Intake Numbser:
CA00358387 - Substantiated

Representing the Department of Public Health:
Surveyor 1D # 20340, Medical Consultant

The ingpection was limited to the specific facility
event investigated and does not represent the
findings of a full inspection of the facifity.

Health and Safety Code Section 1280.1(c) For
purposes of this seclion "immediate jeopardy”
means a situation in  which the licensee's
noncompliance with one or more requiremenls of
licensure has caused, or is likely to cause, serious
injury or death to the patient.

Health and Safety Code Section 1280.1(c): For the
purposes of this section ‘"immediale jeopardy"
means a situation in  which the Ilicensee's
noncompliance with cne or more requirements of
licensure has caused or lkely to cause, serious
injury or death to the patient.

Title 22: 70213{(d) Nursing Service Policies and
Procedures

Policies and procedures that require consistency
and continuity in patient care, incorporating the [
nursing process and the medical treatmenl plan,
shall be developed and implemented in cooperation
with the medical staff.
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Based on interview and record review the hespital
failed to implement policles and procedures
developed by the nursing slaff and medical staff in
order to safeguard palienls during surgical
precedures. Failure to do so resulted in the
injection of the wrong sclution into the eye of one
patient (Patient 1) and polential loss of vision to
that eye.
THIS EVENT CONSTITUTED AN IMMEDIATE
JEOPARDY (l)) WHICH PLACED THE HEALTH
AND SAFETY OF PATIENT 1AT RISK WHEN
THE OPERATING ROCM STAFF DID NOT
FOLLOW ESTABLISHED PROCEDURES ON THE
DELIVERY, LABELING AND VERIFICATION OF
MEDICATIONS TO THE STERILE FIELD. THIS
VICLATION CAUSED OR IS LIKELY TO CAUSE
THE LOSS OQF VISION IN ONE EYE FOR
PATIENT 1.
Findings:
Completed
Review of the medical record on 9/9/M3at ¢ am. Plan of Correction: Dafe:
showed that Patient 1was a healthy 71 year old 'v1‘":m§;"i'~’;|‘_le'¥ ﬂﬁs_f 'hi*_? 9";‘,“;;:‘5‘,::;%” [ 210113
; h o related to the medication dis
?;rah: }:Tet:sc:g ?g::fdrel;o:a? (r; Os;g:ﬁca: S0 clitio?'\ to the sterile field were addressed and
; : ; reviewed wilh the O.R., LR. and G.l. staff
in which the lens of the eye becomes progressively using the "Medication on and off the
opaque, resulting in  blurred  vision), and Sterile Field, Verification and Labeling”
implantation of an intraocular lens (an atificial lens policy and procedure. Staff were
that is implanted inlo the eye of someone 0 required o return and demonsirale the
feplace a damaged nalural lens or someone who conten! of the policy and verbalize the
has had a cataract removed). acfions. 100% 9! the sic:ffl was requil_'ed
to complete prior to starting their shift.
During an interview on g3 at 1 a.r'n., Surgeon 1 gg{es;gg mﬁr::égi\?: t{r]at;.?:};e;!or I
stated that after the patient was aneslhelized she returning to work.
Event ID:0HT111 212712014 10:52:20AM
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2. The medication carts were removed 9/13/13
asked surgical technician (ST)1for VisionBiue I:%g;%if@:g?xfaﬁgg gﬁ;gﬁ]\s& week
(frypan blue, a solulion used to stain the lens of September 7, 2013, and all eye
capsule and approved for cataract exiraclions) in medications were stored by physician's
order to inject it into the left eye and to enhance the name including drug. name
visualization of the lens capsule. Surgeon 1was concentration, and amount.
:22::8 ?ntzyt::,g;ﬂ? EST bl s o 3. Methylene blue was removed from all | 11/8/13
o Ophthalmology preference cards.
Surgeon 1then examined the left eye through the 4, The eye team was expanded and 12/31/13
Opefaung scope and found the enlire area to be competencies were verified and
stained an opaque, dense blue. Surgeon 1 asked validated, Competency validation wil
ST 1, "What did you give me?" "VisionBlue" was now occur annually.
the reply from ST 1, Surgeon 1then asked
registered nurse (RN) 1, "What did you give the
tech?" to which RN 1replied, "methylene blue" (a Monltoring Plan:
long lasting tissue staining dye not intended for eye 1. Quarferly audifs of medication labeling | Quarterly
injection). in all procedural areas will be conducted
by observation of labeling. The results of
Patient 1's left eye was then repeatedly irrigated the monitoring activities will be provided
with saline (a sterile salt water solution), bul the to the Risk and Safety Committee on a
eye remained opaque. Surgeon 1 stated she does quarterly basis.
not rmow how m e’lhylene. i carr_m wio: the 2. As part of the ongoing education and | Quarterly
surgical field, "as it is nol in my technique, | never performance improvement, results of the
use methylene blue.” Surgeon 1 further stated that medication labeling audits will be
since she nearly always has her eye on the presented to the staff for review and
operaling scope, she asked for the VisionBlue by discussion using a variety of
name, and trusted that the operaling room staff | communication modalities.
would give her the solution she requested. Surgeon
1 slated that she did not observe the solution as it .
was drawn into the syringe nor did she observe the Chief Nursing Execulive
placement of the label on the syringe. Director of Perioperative Services
Operating Room Manager
Patient 1was informed of the error and the need for
a transfer to another acute care specially hospital
for a possible corneal (the clear outer covering of
Event ID:OHT111 212712014 10:52:29AM
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the eyeball) transplant with the final outcome
uncerlain,

A review of the hospital policy and procedure titled,
"Medications on and off the Sterile Field,
Verification and Labeling® dated Aprl 2013,
showed, "Medications delivered to the sterile field in
a surgical or procedural selting must be
concurrently verbally and visually verified by 2
qualified personnel.", and, "All medication labels
are verified both wverbally and visually by two
qualified individuals when the person preparing the
medication is not the person administering the
medication." Further, "In perioperative areas
[pertaining or relating to the period of time
surrounding a surgical procedure], any medicalion
listed on the physician preference list must be
verified with the physician for each procedure prior
to delivery to the sterile field and/or administration."

During an interview on 9/9/2013 at 10 am. with ST
1, she stated that she asked RN 1 for VisionBlue
and in return received a syringe from RN 1. ST 1
put the VisionBlue label on the syringe and placed
the syringe on the sterile field table for use during
the surgery. Vision Blue is on the surgeon
Preference Card, a reference guide for operating
room slaff regarding the supplies needed for that
particular operation. In lhis case the Preference
Card read, "Only uses Viscoat' (a brand of
VisionBlue). She furher states that Surgeon 1,
during the course of the surgery “grabbed the
syringe labeled with VisionBlue and picked It off the
stand." According to ST 1, Surgeon 1did not ask
for VisionBlue and there was no verification as to
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the contenis of the syringe labeled VisionBlue. ST
1 said, "I asked for VisionBlue and got methylene
blue”.

During an Interview on 9/9/13 at 10:30am., RN 1
staled that ST 1called her and said she needed
methylene blue. RN 1then went and found a vial of
methylene blue, brought it to the table and looked
for a receptacle into which she could place a few
drops. RN 1explained thal on occasion some
surgeons used a drop to mark the location of the
incision and all that is needed is a tiny drop. Not
finding a receplacle on the surgical table in order to
deposil several drops of methylene blue, RN 1 drew
the methylene blue into a syringe and handed it to
ST 1, saying “all you need is a few drops”. RN 1
then showed ST 1a prefilled syringe of VisionBlue
and told ST 1that she, RN 1, has the VisionBlue if
the surgeon requests it. When RN 1was asked if
she saw ST 1 place a label on the syringe, RN 1
answered she did not see that, nor did she observe
how Surgeon 1 obtained the syringe; RN 1 said thal
she was charting on the computer at the time. RN |
1stated that she was asked to bring methylene
blue to the table; there was never a request for
VisionBlue.

In a discussion with the Risk Manager, the Nurse
Manager for Surgery and the Direclor of
Perioperative Services on 9/9/12, they agreed,
"there was a communication error between the RN
and the tech; there was also a labeling error
between the RN and the tech.”
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