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The following reflects the findings of the LAC+USC Medical Center maintains

Department of Public Health during the . policy and procedure to assure

investigation of COMPLAINT NO: compliance with Title 22 Div5 Ch1 Art3

CAD0172310. regarding the general requirements of

Surgical Services, specifically in

Inspection was limited to the specific relation to the prevention of retained

complalnt(s) investigated and does not foreign bodies after surgical

represent the findings of a full inspection of the intervention. In response to the events

facility. described in CDPH Statement of

) Deficiency LAC+USC Medical Center
Representing the Department of Public Heatth: has done the follow.
I HFEN .
Action

Within 24 hours of becoming aware of | 12/14/08
the event the Department of Quality
Improvement initiated a root cause
analysis. Through the RCA process
the following issues were identified
with accompanying corrective actions.

DEFICIENCY  CONSTITUTING  IMMEDIATE
JEOPARDY

CCR, Title 22DIV5CH1ART3- 70223(b)(2) -
Surgical Service General Requirements.

{b) A committee of the medical staff shall be - The decision to utilize fluoroscopy
assigned responsibility for: _ _ instead of X-ray resulted from a

(2) Development, maintenance and miscommunication between the
implementation of written policies dnd radiology technician and the primary
procedures in  consultation with  other team caring for the patient. The
appropriaie  health professionals and patient had a retained bullet from his
administration. Policies shall be approved by initial trauma as we_II asb

the governing body. Procedures eshall be unintentionally retained sponges. Thed
approved by the administration and medical surgeon had requested imaging to look
staff where such is appropriate. . for both the sponges and the bullet.

The Radiology Technician suggesting
using fluoroscopy as it was more
readily available in the new operating
suit and would be the modality of
choice for imaging a lead bullet (but
not a retained sponge).

The above regulation was NOT MET as|
evidenced by:

Based on record review and staff interview, the
hospital failed to implement the existing

EventIDNDVO11 ~ 5 , 6/2/2009 10:16:53AM
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Continued From page 1 | This decision was influenced by the
petioperative policy ‘and procedure (P&P) for difficult in getting X-rays in the new
surgical sponge counts and to utlize x-rays Operating Rooms. The current OR
instead of fluoroscopy to locate forelgn bodies tables lack clips to hold x-ray plates
unintentionally retained inside the patient's making it extremely challenging to get
abdomen. The failure resuited in Patient Z x-rays on patients who are draped for
having fepeat abdominal surgery  under surgery.

general anesthesia to retrieve 2 laparotomy
towels and 3faparotomy sponges that were left
inside the patient's abdomen.

These compounding factors and a
misunderstanding of the sponge count
policy by both the primary surgeon and
N the radiology technician resulted in the
Findings: decision to use fluoroscopy instead of
getting a flat plate x-ray.

On 2/10/08, in the hospital's perioperative

P&P, policy #108, the “supporiive data" stated The Radiology Technician was 2/4/09
that surgical procedures had the potentja_l for counseled by the Associate Medical

retention of sponges and sharps. Unintended Director regarding the appropriate use

retenfion of a foreign body might result in of x-ray for the evaluating of retained

physical injury.to the patient. sponges after surgery.

Other supportive data stated that x-ray The primary surgeon was counseled by| 1/22/09
defectable elements  faciftated locating  any the Associate Medical Director ‘

regarding the appropriate use of x-ray

item presumed lost or left in the cavity when a ° -
s for the evaluation of retained sponges

sponge/needlefinstrument  count  discrepancy

occured. Towels with radiopaque  markers aﬂersm.:rgery.
were to be used in open wounds. The scrub . .
person was expected ﬁo keep frack of all X;:ii:::;?gefamli?;?g i(r;"Fa);inW; \r/(veith " 2/09
couptable items (i.e., sponges, instruments) ‘r)a s in the OR. These clips allow x-ray
additionally placed on the sterile field 1o assure cayssettes to bé easily placed
accuracy  whila the circulating nurse  was underneath the sterile draped patient
expected to electronically document the final without significant difficulty or delay.
count.
A memo was circulated by the OR 1/09
On intraoperative counts, all countable items director to all of the surgical services :
should be counted at the lime of change of clarifying that X-rays must be obtained
nursing personnel. The nursing personne)
Event DJDVO11 N .,/ | 6212009 10:16:53AM |
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Continued From page 2 . when evaluate for possible retained
would record and electronically sign the foreign bodies after surgical intervention
perioperative documentation. . and that fluoroscopy is not sufficient or
_ acceptable for this,
On “incorrect closing count - Intentional & i . ]
Non-intentional,” it stated that surgeons should The Operating Room Committee has

agreed that the best method for -
prevention of retained sponges is
through a Radiofrequency Device
Retained Sponge Prevention Systems.
Administration has approved the

be nofified of missing items and should be
asked to search the wound. A physician's order
should be requested for x-rays and the x-ray
depariment should be notified for the x-ray

films 1o be read b_'y a"radlologlst. .The circulating purchase of the Radiofrequency Device,
nurse would c?ommuplcate to the Radiology Retained Sponge Prevention System
Dgpartment the immediate need for the films to . and the operating rooms are being
be read. prepared for implementation.
Per clinical record review on 2/10/09, Patient Z " Through the course of the RCA it
was admitted fo the hospital on 12/12/08 via became apparent that there was
ambulance due to a gunshot wound tfo the confusion between the Scrub Tech #2
abdomen. Patient Z wa$ taken to the operating and the Nurse #4 as to whether the
lroem on an emergency basis due to low blood count was ‘Incorrect’ or ‘Correct and
pressure attributed to losing blood. could not be confirmed’ which resulted
in a delay in documentation. The
‘Review of the record of operation on 12/12/08 confusion resulted from the speed of

the case and the complex nature of the
patient’s injuries which required a total
of 85 sponges to control bleeding.
These compounding factors made it
impossible to simultaneously provide
the patient care that was needed and
also document in a timely fashion.

revealed that Patient Z entered the operating
room {(OR) at 2225 hours and left the OR area
at 0549 hours on 12/13/08. The j-m‘tial
‘sponge/sharpfinstrument  count was  petformed
‘at. 2225 hours by Circulating Nurse = #3and
Scrub #1. By 2300 hours, a shift change of OR
nursing personnel occurred. A shift

sponge/needle/instrument count was noted at " In response to the defay in .
2325hours  on  the record of  operation; documentation the following policy and
however, it was electronically entered late at a procedure was reviewed and rewritten

different date on 12[13/08, instead of 12/12/08, to reflect actual practice_
by Circulating Nurse #4and Scrub #2. There ‘
| was no other documentation presented that

Event ID:JDVO11 , . ' 6/2/2009 10:16:53AM
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Continued From page 3
Circulating,. Nurse .#3 and Scrub  #1 were ?ﬁg%vpzzgepggg%il;; Policy and 3/09
present during the shift count..The next count, Procedure was reviewed by the
recorded as -the first closing count, was Operating Room Nursing Management
executed at 0400 hours, dated 12/13/08, by Group and the Operating Room
Circulating Nurse #4and Scrub #2who both Committee. The section addressing
periormed the final closing count at 0456 ‘Intraoperative counts’ was edited to
hours. Moreover, it was stated on “count address situations where the acuity of
comments” that the staff were "unable to clarify the patient does not allow for timely
count due fo lap sponges in abdomen at documentation. The following
change of shiftt X-rays were teken after statement was added to make the
surgical procedure. X-ray result negative.” policy and practice congruent:
Per the report of operation on 12/12/08, the “When the patient's condition demands
patient underwent exploratory that the interventions priorities chgnge,
laparotomy/celiotomy  (surgical incision of the the counts may be delayed or omitted.
abdomen) with wound packing temporarily Any delayed or omlttc_ed cog'nts must be
while repaiing the major vein, pancreas and documented appropriately. .
small  bowsl Iaceratlons: The  patient ;?ls° In addition the section on Incorrect 7/09
underwent furlher' exploration to rule out injury Closing Counts (Intentional & Non
to the stomach, liver and spleen. At the end of Intentional) was edited to read “The X-
the ocase, ‘the sponge/sharp/instrument counts ray request must be for a permanent
were reported by the nurse as all correct and film (flat plate)”.
there was no complication noted. But, "prior to
leaving the operating room and extubating the Quality Monitoring
patient (removing the assistive breathing tube), The performance of the Trauma 4/09 &
the abdominal and pelvic cavities were Surgeon involved in the care of this Ongoing
examined using fluoroscopy, to again rule out patient is current being monitored on a
the possibility of any retained surgical foreign monthly bases and his complications
bodies present in the abdomen. No evidence of are reported to the Director of the
relained foreign bodies was noted” Patient Z Surgical Service.
was ftransferred to the intensive care unit (ICU)
on 12/13/08 at 0610 hours for further care and
recovery. The use of fluoroscopy instead of the
standard x-ray failed to detect 2 laparotomy
towels and 3 laparotomy sponges, left in Patient
Event ID:JDVO11 ANSN 6/212009 10:16:53AM
SEHE 1 Dudp# TITLE (X6) DATE
2
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Continued From page 4 The O ina R R dwill b
. . . e Operating Room Record will be
Z"f abdomen. Therg was o - documented randongly mogitored on a bimonthly
evidence =& radlolo'glst read . the fluoroscopy basis for compliance with ordering
fims as per the hospftal's P&P. permanent X-ray films when indicated
. and the accuracy of nursing
On 12/13/08, Patient- Z was noled to have a documentation. These reports will be
fever and was slightly tachycardic (having fas provided to the Operating Room
heart rate). Further evaluation for a retaine committee for review.
bullet ensued, a possible reason for fever an
resulting fast heart rate. Education
The all nursing staff was educated over | 4/09
The trauma team's progress notes stated thal the course of several staff meetings to
by 1800hours on 12/13/08, multiple plai the P&P changes outlined above and
abdorninal x-rays were taken o lccate th how to use the cassette holding
bullet without confirmation. However, foreig devices.
bodies were detected in the right and left uppe . .
abdomien. The concem was that fthe foreigr Physnc:a_ms were educated regarding the
botlies’ were laparotomy sponges. it was noted appropriate use of x-rays (.n ot
on the progress notes that it was discussed ﬂuorqscopy) when evgluatmg'for
- . . . L possible retained foreign bodies after
with the wife that the foreign bodies identified surgery. This was done at
on the x-ray should be removed though they :
were not likely  to be the bullet. A CT departmental M&M meetings.
[(computerized  tomography) scan was Responsibility
requested by the patient's family to be Chief Nursing Officer
expedited to confirm the location of the foreign Chief Medical Officer
‘bodies.
By 2016hours on 12/13/08, Patient Z entered
the OR again for the second time for remcval
of foreign bodies in the abdomen. The second
report of operation slated that the trauma
surgeon's aftention was first turned to the right
upper  quadrant where 2 radiopaque
laparotomy towels were identified and
removed. - Subsequently, the surgeon’s
attention was focused to the ieft upper
Event 1D:JDVO11 81272009 10:16:53AM
LABORATORY DIRECTORY L5 REPRESENTATIVE'S SIGNATURE TITLE {X6) DATE
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Continued From page 5
quadrant where 3 laparotomy sponge

in the P&P, and not fluoroscopy, were

film.

On 3/5/09at 1315hours, the OR

count at change of shift was a must.
on the day following Patient Z's first
relieved of duty,

In an interview with the attending
unable to explain how the abdomina

surgery. She stated that she

leaving the OR area after the second surgery.

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

5  wers

removed. Further .review of the record of
operation showed that x-ray films as described

obtained

to ensure no further laparolomy sponge was
left in the abdomen. Patient Z was transferred
back to ICU afier confirmation of the final x-ray

nurse

manager was asked regarding the shift count,
She stated that the sponge/needlefinstrument

She was

unable to explain why it was documented late
surgery |
and without the presence of the staff being

trauma

surgeon on 3/5/09at 0935 hours, she was

| towels

and sponges were missed during the first

obtained

numerous x-rays to confirm no foreign object
was left in Patient Z's abdominal surgery before

likely to

6/2/2009

10:16:53AM

icer,

: VEePDEfﬁENTAT

I'_‘ﬁé-fﬁgﬁ tﬁiéialthcare Network

7R0/09  OIPATE
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**AMENDED***

The following reflects the findings of the
Department of Public Health during
investigation of COMPLAINT NO: CA00169178.

Investigation was limited to the specific
complaint(s) investigated and does not

represent a full inspection of the hospital.

Representing the Department of Public Health:
Sanford Weinstein, MD.

DEFICIENCY CONSTITUTING IMMEDIATE

be discussed with and developed as a result of
coordination  with the patient, the patient's

JEOPARDY
;§3702‘:j$(a) Nursing  Service  Policies and 1. Re-education with the nursing 11/21/08

rocedures .

: staff began the evening of 11/6/08
(a) Written policies and procedures for patient and wasgongoing unti—lgall-staff
care shall be developed, maintained and who would be assigned to care for
implemented by the nursing service. . - ;
a patient with

§70215(c) Planning and Implementing  Patient pa an EVD had
c received re-education.

areTh i | for th ient' hall | |
© e nursing plan for the patient’s care sha - 2. Immediate post-operative care for| ¥ 11/10/08 }

a patient with an EVD will occur
in the Pediatric Intensive Care

family or other representatives when Unit
appropriate, + and  staff of other disciplines 1
involved in the care of the patient. - . .
3. Completed a review of national 12/12/08

standards of best practice
regarding care of the pediatric |
patient with an EVD and f
incorporated these standards into
the CHOC Nursing policy and
procedure. |

The above regulations were NOT MET as
evidenced by:

Based on interviews, a review  of
self-reported adverse event and review of a
medical record, the nursing service failed to

Event ID:M2J811 : 3/24/2009 11:54:33AM
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Continued From page 1 -
ensure the development and implementation of 4. Mosby Pediatri.c Colleqtion of 12/08
policies and procedures for the accurate onl%nfe (electronic) Nursing
monitoring and reporting of output rates and policies, procedures, nursing skills
critical values such as color, consistency and anq reference system purchased to
fiuid  volumes, from ventriculostomy drainage assist in the develqpment'and
devices to the physician. The ventricles of the maintenance of written policies.
brain are the internal fluid filled chambers '
separating the brain hemispheres. 5. Mosby Pediatric Collection online
Cerebrospinal fluid (CSF) is a clear fluid that system provides a competency
circulates about the brain and spinal cord. and skill validation component for
Blockage or obstruction to flow of the CSF all policies and procedures which
results in _rising intracranial fluid pressure will be monitored on a quarterly
{(hydrocephalus) with dilatation of the ventricles basis by Nursing Service through
and compression of brain tissue. A the Nursing Committee Structure.
ventriculostomy is a tube inserted into the Person Responsible for
ventricles of the brain to assist with proper Correction: Executive Director
drainage of CSF. In addition, the hospital Acute Care Services
failed to ensure the nursing staff properly
implemented and evaluated the care of Patient
A. The hospital failed to ensure the nursing
staff promptly notified the physician when there T
was a change in the drainage from Patient A's
ventriculostomy. As a result of these failures,
Patient A's brain function changed and the
patient was experiencing brain injury as a 1
result for insufficient blood flow to the brain. W
-~
Findings: =
On 11/14/08, a review of the medical record for L |
Patient A revealed that Patient A came to the ~
hospital emergency room on 11/06/08. The
patient was alet and active. Patient A
underwent a  surgical procedure to remove
Lventriculo—peritoneal shunt hardware on |
Event ID:M2J811 3/2412009 11:54:33AM
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
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11/06/08. (A ventriculo-peritoneal shunt is a
catheter inserted into the ventricle of the brain,
connected to tubing that drains the internal
fluid from the brain into the abdomen. The
shunt is required and essential because of
obstruction to normal flow of the fluid, usually
resulting from a structural, congenital |
abnormality of the drainage system of the
brain).
Further review bof the medical record revealed 1. Staffre-educated on the 11/21/08
that following surgery, Patent A was taken to requirements of documenting in
and observed in the PACU, from 1108 hours the electronic medical record
until 1230 hours. The PACU nursing notes information related to the
revealed no documentation or recording of patient’s initial assessment and
ventricular fluid drainage in the medical record. reassessments, nursing diagnosis,
Interviews  with  the Director of Regulatory plan, intervention, and evaluation.
Affairs and documents provided by the Risk The content included discussing
Management  Department revealed that the with the neurosurgeon their
neurosurgeon instructed nursing staff that little, expectation regarding CSF !
if any drainage would be observed, since he drainage, since the amount of =
had drained all the fiuid from the brain, during drainage expected is case specific~®
insertion  of the new ventricular  catheter. 2. Immediate post-op care fora 35 11/10/08
However, thgre _was  no written dot.:umentatlon patient with an EVD will occur =
of communication with the nursing staff, » once in the PICU since the !
physician ordfers, or a . policy and procgdure in volume of patients with an EVD \
pface to direct nursing staff regarding the is variable and actual cases in the:%
normal or usual .output of ven’mc.:ular fluid, neurosurgical department is less _
appearance, or consistency of the fluid. There than 2 per month. The -
was  no Ii i . : :
uiZance topo “t?]’e an:rsin proc:td;re bto t pr"_‘t{’d‘i neurosurgical department as a =g
n a a .
galues for  fluid volumt;!s color Zznsis(;nnlza whole has at least 2 to 3 surgical ]
, mes, ' ency, inpatient cases per week. |
and rates of fluid drainage to be reported to :
the physician.
Event ID:M2J811 3/24/2009 11:54:33AM
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Continued From page 3 3. Mosby Pediatric Collection of 12/08

online (electronic) Nursing ‘
policies, procedures, nursing skillsi
and reference system purchased to!

assist in the development and |
maintenance of written policies.

Patient A was then transported from the PACU
to the nursing unit for post-operative care at
approximately 1230 hours on 11/06/08.
Observations documented by the nursing staff
providing direct care for Patient A, of

CSF/ventricular  fluid drainage, - indicated that 4. Mosby Pediatric Collection online!
12.0 cc were noted at 1600 hours on 11/06/08, ) . '

system provides a competency
40cc at 1800 hours and 1.0cc at 1900 hours. . o ,
’ i ; and skill validation component for:
There was no documentation of drainage from 1 policies and procedures which - -
the tube at 2000hours. At 2100 hours 3.0 cc at p e p

will be monitored on a quarterly
was documented. There was no output . - . ;
recorded for 2200 hours When requested basis by Nursing Service through

i ' the Nursing Committee Structure. |

the facilty was upable to produce written
guidelines or directives for nursing, to assess if
these fluid volumes were normal.

Person Responsible for
Correction: Executive Director
Acute Care Services

Interviews with the Medical Director of the
hospital and the Risk Manager conducted on . 12/12/2008
11/14/08 at  approximately 1100 hours  revealed 1. Recommendation made
no nursing instructions or policy and| . to Neurosurgical

procedures for the nursing staff to assess ’ Department that surgeons }
ventricular  fluid output volumes, color, placing an intraventricular
appearance that were in pilace to provide shunt document in the

guidance for the hospital nursing staff. ~ When operative report the |
asked regarding the number of cases with presence of drainage post |
similar  surgical procedures, it was stated by placement and/or document|
both  representatives from the hospital, that via imaging study proper |
ventricular drainage procedures were common placement within the ! JJ’
at the hospital, with 2-3such surgical cases in ventricle. Person
the neurological unit, each week. It was stated responsible for Correction: | g
by both representatives that the nursing staff Chief Medical Officer
were trained, with documented competencies -
reviewed, to care for these patients. However, %
when asked to produce policies to manage and
observe ventricular fluid volumes or critical

Event ID:M24811 3/24/2009 11:54:33AM
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values
fluids,

A's

During
back

ventri
tube.

portion

and

prevent

directives
CSF fluids and output and abnormal
report to the physician.

According to
conducted  at

clamped close to the patient's head
and farther down the tube (distal),
the mother
Patient A on 11/06/08.
Manager, the
crib to the
2145 hours.

unclamped the
approximately 2200 hours, but did not
the proximal
clamped,.
external drainage collection bag.
According to
catheters,

staff failed
appropriate

Continued From page 4

for the fluids or appearances of the
the policy produced failed have written
for the nursing staff about normal
results to

interviews with
1100 hours on
ventriculostomy  drainage

the Risk Manager
11/14/08, Patient

tubes  were
(proximal)
in order for
to hold and console
According to the Risk
the patient from her
occurred at approximately

of Patient A

transfer of
mother

A from her mother
registered nurse
clamp of the

catheter at
unclamp
clamp of the ventricular drainage
The Risk Manager stated that this
of the drainage catheter remained fully
preventing normal CSF flow into the

of Patient

crib, the
distal
drainage

transfer
to the

culostomy

the Risk Manager, and
procedure for  ventricular
in place at the hospital, the nursing
to open both stopcocks  to ensure

ventriculostomy drainage, to
hydrocephalus (buildup of fluid in the

the policy
drainage

brain and increased intracranial pressure).

i€

| Wd £~ YdY 60l
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Continued From page 5

nursing assessments in the
revealed that the patient was
entry" recorded on
CSF/Ventricular  fluid

At 2200 hours,
medical record
"lying quietly”. A late
11/07/08 revealed "no
drainage was noted at 2200 hours." "Solid
matter was noted in the external ventricular
drainage (EVD) system." "EVD lowered to floor
to see if CSF moved in the tubing." "Patient
noted to have slowed rate of breathing with
deep gasps of air" A "Code White" for
resuscitating Patient A was called at 2323
hours.

According to interviews with the Risk Manager,
the Medical Director of the hospital, and a
review of the "Cardiopulmonary Resuscitation
Flow Sheet" Patient A was being manually
ventilated at the time of initiation of the Code.
According to these interviews, the physician
intubating Patient A observed that the EVD had
dropped to the floor and no fluid drainage or
movement was seen in the tubing. Patient A
was intubated at 2342 hours.

The physician who intubated Patient A ordered
a "Stat CT Head Scan", to determine the
location of the ventricular catheter. This
procedure  was performed at  approximately
2352 hours. The written interval note by the
physician revealed "Tip of EVD is in the brain
parenchyma, not in the ventricular system."
(This note indicated that the ventricular
drainage catheter was not in the ventricle of
the brain, but within the substance of the brain.

| Hd €= YdY Q1

"
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This indicated that, at some point, the
ventricular  catheter had been dislodged or
pulled frem its normal location within the lateral
ventricle of the brain to a point in the brain
tissue. No CSF/entricular fluid drainage was
possible, since the tube was not in the desired
location).

MD #1, the attending neurosurgeon was
notified at approximately 2400 hours, and
came to the hospital. At approximately 0100
hours on 11/07/08, a bedside insertion of a
new ventricular catheter was performed. The
procedure note, dictated by MD #1revealed "A
new ventriculostomy  catheter inserted  with
prompt return of CSF  (cerebrospinal . fluid)
under  markedly elevated ICP (intracranial
pressure). (This note indicated that the brain
was under severe pressure, with markedly
elevated fluid pressure as a result of the fluid
being unable to be drained externally).

Following the procedure, Patient A remained
obtunded. An MRI was ordered and performed
on 11/08/08. This study revealed evidence of
a "global hypoxic ischemic injury". (During the
buildup of intracranial pressure, blood
perfusion of the brain was impaired, leading to
the hypoxic injury to the brain). Patient A was
not responsive and an inpatient at the hospital
on 11/14/08.

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

8E 11 Hd €~ UdV 4
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The following reflects the findings of the
Department of  Public Health during %é
investigation of COMPLAINT # CA00173787 L
HE
=)
The inspection was limited to the complaint(s) by
investigated and does not represent a full i
inspection of the hospital. L-,
""J‘S‘
Representing the Department of Public Health: o]
Lucy Yang, HFEN; Sanford Weinstein, MD =
i)
DEFICIENCY CONSTITUTING IMMEDIATE
JEOPARDY
70213(d) Nursing Service Policies and ¥e|’(" orary and Permmanent Actions
Procedures Jaken:
(d) Policies and procedures that require
consistency and continuity in  patient care, 1. st .
) ; : . affing on the telemetry unit
co t the nurs rocess and the 12/30/2008
incorporafing  ihe . nursing  proc nd 1 has been changed so that a ‘
medical treatment plan, shall be developed and .
implemented in cooperation with the medical designated Telemetry |
s Technician/Clerical Coordinator
' (TT/CC) is able to maintain
70701(a)(4) Governing Body constant monitoring of the
. ) cardiac monitor, recognize
(a) The governing body shall: s
) . . changes, and inform the
(4) Provide appropriate physical resources and .
: registered nurse of changes.
personnel required to meet the needs of the This began on 12/30/2008
patients and shall participate in planning to 9 )
meet the health needs of the community. '
y 2. The volume on the cardiac
The above regulations were NOT MET as monitoring sySt,em was adjusted
. i to a clearly audible volume.
evidence by: ¢
This was completed on
Based on interview and record review, the 12/31/2008.
hospital failed to ensure that the attending
—_— —
Event ID:V22111 [ 3/12/2009 9:29:10AM
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Continued From page 1 ¢
physician's order for continuous cardiac 3. A wall mounted container with ;
monitoring was  implemented as  ordered, extra leads was placed in each 35
resulting in Patient A being at risk for patient room on the telemetry |,
undetected cardiac  arrhythmias.  Subsequently, unit. This was completed on ()
Patient A was found to have suffered 01/31/09. : i)
ventricular fibrillation, coded and expired. ™
?
In addition the governing body failed to provide Lr=
adequate physical resources to ensure that the c . itori i
monitor technician was sufficiently free of other 0 ! an 0
duties to ensure Patient A, who was off the - .
cardiac monitor for greater than 30 minutes, The D'recwr_or Qesmnee of the
was observed and treated. telemetry unit will conduct an audit
of 10 patients per month for 3 months :
Findings: ‘ beg!nning March, 2009. Items to be
On 2/4/09, Patient A's medical record was audited include Whe,ther:
reviewed. The record showed on 12/28/08 1. The unit has a dedicated
Patient A came to the hospital ED (Emergency Telemetry Tech .
Department) complaining of chest pain. A 2, _Extra Iead_s are available
review of the History and Physical report of in the patient room.
12/28/08 revealed the ED physician .
documented that Patient A had a history of 100% of staff on the telemetry unit
Coronary Artery Disease with insertion of an will be in-serviced on their roles and
intra-coronary  stent. Patient A's ER responsibilities related to cardiac
electrocardiogram  showed evidence  of monitoring and communication,
abnormal changes and the patient was including notification to the
diagnosed with an acute myocardial infarction. appropriate RN of alarms or
Patient A was taken directly to the cardiac arrhythmias. This will be completed
catheterization laboratory for a left heart by 04/30/2009.
catheterization, a coronary angiography, and
stent insertion. The Director or designee(s) of the
telemetry unit will follow up on the
The Physician's Progress Notes of 12/29/08 audit results as applicable. The
showed the patient was monitored in the results of the audits will be tabulated
Coronary Care Unit, having episodes of and reported to the Enterprise Safety
Event ID:V22111 3/12/2009 9:29:10AM
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Continued From page 2

ventricular tachycardia, attributed to
re-perfusion, a common occurrence, following
stent insertion. The patient did not complain of
chest pain. The physician ordered transfer to
the telemetry floor for continuing care and
cardiac monitoring.

At 0607 hours on 12/30/08, the nursing notes
on the telemetry unit revealed that the night
shift nurse assessed Patient A as being "alert
and orientated", ‘“denied any discomfort nor
chest pain.” "No changes in the previous
assessment unless otherwise noted.”

At 0710 hours, the Primary Care Assistant
(PCA) found Patient A in the bed. The patient
appeared breathing, was diaphoretic (sweating
profusely), but showed no wverbal response
when the PCA tried to take AM vital signs. A
Code Blue (resuscitation) was initiated.

At 0715hours on 12/30/08, the Emergency
Physician Record for the Code Blue revealed
that the PCA initiated Patient A's Code Blue.
Patent A was observed to be disconnected
from the cardiac monitor. When placed back
on the monitoring device, the patient was found
to be in ventricular fibrillation. The Code Blue
team delivered electrical defibrillation  muitiple
times. The physician pronounced the patient
dead at 0730 hours.

The  Discharge Summary  dated 12/31/08,
showed Patient A expired on 12/30/08. Patient
A was doing well and was moved to the

Council on a monthly basis for a three
month period. A cumulative report
will be presented to the Joint Quality
Council and the Quality

Improvement Committee of the
Board.

Responsible Persons:

Director of the Telemetry Unit
Director of Patient Safety and
Compliance

j& WML LMY
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telemetry unit on the day following insertion of
the coronary artery stent. On that same day,
Patient A was "apparently off the monitor for 35
minutes and during that time suffered an
arrhythmic death.”

The printed strips of the cardiac monitor for
Patient A showed on 12/30/08 at 0641 hours,
the monitor did not register the patient's
cardiac activity, and the strip went abruptly into
a flat line. The medical record for 12/30/08
revealed no monitoring from 0641 hours to
0715 hours a duration of 34 minutes.

On 2/4/09 at 1045 hours, interview with the
Director of the telemetry unit was c¢onducted.
The Director stated the telemetry technician
(TT) and clerical coordinator (CC) on 12/3/08
was the same person. The day shift started at
0700 hours. Before the new shift started at
approximately 0630 hours, was the busiest time
of the shit. The CC had many tasks to do
including answering the telephone, answering
patients' call-lights - then paging the nurses for
response, updating and writing the unit census,
picking up laboratory reports and placing them
on clipboards. These duties were in addition to
the telemetry duties of watching the cardiac
monitors and notifying the nurses of
abnormalities. The TT assigned to watch the
monitor on 12/30/08 was on his second night of
working in the unit. The TT did not notify the
patients nurse or PCA when Patient A's
cardiac monitor was not registering a rhythm.
The alarm for the cardiac monitoring system
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was not set on the highest volume.

On 2/4/09 at 1100 hours during an interview,
the PCA stated on the morning of 12/30/08,
she walked into Patient A's room to check the
vital signs. She found Patient A was not
responding and the telemetry leads were off.
She went to get a new pack of leads and came
back to the patients room. She called the
Code Blue team.

Review of hospital records showed a statement
from the TT/CC that 12/29/08 night shift was
the second night for the TT/CC on the
telemetry unit. The TT/CC described that night
as busy; there were many telemetry alarms
going off. The assigned workload was 20%
cardiac monitoring and 80% clerical work.  The
TT did not notify the nurse of when Patient A's
cardiac rhythm was not registering and/or the
monitor was alarming.

The Telemetry Technician/Clerical Coordinator
Job Description revealed the TT/CC should
maintain constant monitoring of
electrocardiogram  patients  throughout the
entire  shift, recognize changes in
electrocardiograms  and  inform  the  registered
nurse of changes. In addition to the above, the
TT/CC worked as part of the patient care
delivery team to maintain organization within
the unit including:

* Coordinating patient schedules with other
members of the patient care delivery team
* Managing patient charts and prioritizing; and J
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transcribing orders in an accurate, timely and
efficient manner

* Perform other duties as assigned.

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

The following reflects the findings of the California
Department of Public Health during the investigation
of COMPLAINT NO: CA00168546.

Inspection was limited to the specific complaint(s)
investigated and does not represent the findings of
a full inspection of the hospital.

Representing the California Department of Public
Health: Lily Martinez, HFEN

DEFICIENCY CONSTITUTING IMMEDIATE
JEOPARDY

70223(b)(2) Surgical Service General
Requirements.

(b) A committee of the medical staff shall be

assigned responsibility for:

(2) Development, maintenance and implementation
of written policies and procedures in consultation
with other appropriate heaith professionals and
administration. Policies shall be approved by the
goveming body. Procedures shall be approved by
the administration and medical staff where such is
appropriate.

The above regulation was NOT MET as evidenced
by:

Based on staff interview, review of
policies/procedures, and medical record review, the
hospital failed to ensure implementation of written
policies and procedures addressing sponge counts
resulting in five sponges retained in the surgical

'The patient was returned to the
operating suite for removal of retained
sponges. The responsible circulating
nurse was provided 1:1 education
regarding the correct sponge count
process as identified in the
organization’s policy and procedure.

All patients undergoing operative
procedures were identified at risk. The
operating room staff received additional
inservices related to the organijzation’s
policy and procedure pertaining to E
sponge counts, including the process for
communication hand-off during break 3]
relief. 7
The OR sponge count boards in all the N
OR suites were relocated to ensure
maximum visibility by the entire team. =3
The Director of Surgery incorporated nj
inservices related to the sponge count ,

policy and procedure into the new hireoN |

and annual reorientation/competency
validation process.

A Pl indicator was added to the surgery
department’s PI plan to assess
compliance with the sponge count
policy and procedure, and results were
reported to the PI Committee, minimum
of quarterly, beginning 3rd Q, 2007
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wound of Patient #1. Patient #1 required another
major surgery and the risks of general anesthesia
to remove the retained sponges.

Findings:

On 1/27/09, review of the policy, "Sponge, Needle,
and Instrument Counts,” revealed the statement
"When additional sponges, needles/sharps are
added, they are counted and the number is added
to the count documentation.”

Medical record review for Patient #1revealed an
operative report dated 6/6/07 documenting Patient
#1 had undergone . a laparoscopic, converted to
open, appendectomy. Review of the operating room
record revealed the documentation that the sponge
counts were correct.

Medical record review revealed an operative report
dated 6/8/07 documenting that Patient #1 had
undergone an exploratory laparotomy with control of
bleeding and evacuation of hemoperitoneum.
Review of the operating room record revealed the
nurse documented that the sponge counts were
correct.

Medical record review revealed an operative report
dated  6/13/07 documenting  Patient  #1 had
undergone a re-exploration with removal of foreign
bodies under general anesthesia. In the operative
report, the surgeon documented that there were five
laparotomy sponges that were seen on x-ray. All
five laparotomy sponges were removed.
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On 1/27/09, during interview, staff disclosed that
the hospital, upon investigating the incident, had
discovered that during the operative procedure on
6/8/07, one of the circulating nurses had introduced
a five-pack of laparotomy sponges into the sterile
field and had failed to enter the count on the
worksheet or grease board. Staff stated, and the
operating room record reflected, that other
operating room staff had relieved the original
operating room staff for breaks during the
procedure. Staff explained that since other team
members were not aware of the extra five sponges,
when the subsequent counts were performed, the
count appeared correct.
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The violation(s) has caused, or is likely to cause,
serious injury or death to the patient(s).
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