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The foltowing reflects the findings of the s
Department of Public Health during an < % 8!
inspection visit: r‘g M.
m ;_
Complaint Infake Number: = -
CADR0185841 - Substantiated =R
© w
Representing the Department of Public Health: ;—-
Surveyor ID # 17030, HFEN -
The inspection was limited to the specific facility
event investigaled and does not represent the
findings of a full inspection of the facility.
Heaith and Safc-:*ty Cod_e S?:;lion .1280.1{c}: Fo‘[ 2/26/2013
purposes of this section "immediate jeopardy | L .
means a siuation in which the llcensee's Since this incident in 2009, our facility has taken
noncompliance with one of more requirements many measures to ensure the safety of olr patients.
of iicensure has caused, or is likely to cause, | Our plans of action include:
sgrious injury or death to the patient. ‘
© a) Purchasing devices to assist with Completed on:
T22 DIVS CH1 ART  3- 70213 (a)  Nursing equipment count. Qur facility purchased 8/10/09
Sarvice Policies and Procedures: sponge count hanging bags that were to
(@) Wiilten policies and procedures for patient be used in every procedure.
care shall be developsed, maintained and Responsible Party: Dir. of Peri Op Services
implemented by the nursing service. |
_ b) Policy Review & Revision
'T22DIVS CH1ART ~ 3-  70223(b)2)  Surgical | Our leadership reviewed and revised the | 8/12/09
i Service General Requirements olicy to reflect th f .
() A commitiee of the medical staff shall be | policy to refiect the use of new hanging
assigned responsibility for: bags, proper sponge counting process,
(2) Development, malntenance and & requirement that hand offs during a
implementation of written policies and |  case involve 2 RNs counting all sharps,
procedures in  consultation with  other | - needles, & sponges.
appropriate  health professionals and Responsible Party: Dir. of Peri Op Servic?s
administration. Policies shall be approved by |
e ———
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Any deficiency statement ending with an asterisk {*) denotes 4defzcéancy which the Institution may be excused from correcting providing itis determined
that other safeguards provide sufficient protection to the patients. Except for nursing homes, the findings above are disclosable 80 days following the date
of survey whather or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14 days foliowing
the date these documents are made available to the facility. if deficiencies are cited, an approved plen of correction is requisile 1o continued program
participation.
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Continued From page 1 (Cont)
the governing body. Procedures shall  be ,
approved by the administration and medical - ¢) Staff Educational Program Completed on
staff where such is appropriate. ; ' A "Back to Basics" educational program | 8/19/09
: : was headedby staff involved in this case.
Based on record review and interview, the Their education included the new count
;ar:i{iuzﬂedo::o i‘;‘é’ii’;:;“ 't:po::‘gg:" Fl’l:‘:;y 3%‘: policy and the use of the counting bags
Responsible Party: Dir. of Peri i
Patient B's surgical procedure which resulied in | P y eri Op Services
retention of a foreign object (surgical sponge) ; .
in the patient's abdomen. As a result, Patient B' gd>Staﬁ Education . )
had to undergo a second surgical procedure The cgse an‘d forthcommg education and | 8/14/09
under general anesthesia for the removal of resulting actions were discussed at the
the lap sponge and was placed at risk for ' OR Staff Meetings.
possible additional complications [i.e. bleeding, . Responsible Party: Dir. of Peri Op Servicels
infection, shock, adhesions, ileus (paralysis of |
the bowel), changes in blood pressure, heart | e) Education for Physicians
rate c;r he:;rtr rhytzm and allergic reaction lo: Letters were delivered to all Surgeons 8/20/09
general anesthetic medicine]. Iregarding the requirement to comply with
Findings: ‘ the cou nF process. . ‘
| Responsible Party: Chief of Surgery {
§On January 13, 2010, an unannounced visit;
was conducted to investigate an entity reported : f) New Role for OR Supervisor 8/27/09
incident on a retained foreign object {1ap§ When observing counting process in rooms,
sponge) after a surgical procedure on Patient If procedure is not followed, count will be
B. 'stopped and corrected before staff can be
permitted to proceed.
A review of the clinical record for Patlent B
disclosed the patient was admitted fo the . .
daciity on [l 2000 with a diagnosis of | ?;) S‘ggR'C(.’umI'mp‘eme”tat'o.n L |B12010
gastric tumor. According to the Operative | i ur $ implemented Surgicount with
Record  dated - . 2009, Patient B RFID sponge technology as an adjunct
underwent a partial gastrectomy {partial system to assist with surgical sponge
surgical removal of the stomach) with complex | count practice.
gastric reconstruction and pyloroplasty i
Event ID:7PQR11 2011212013 11:48.00AM
LABORATORY DIRECTOR'S OR PROVIDERISUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

Any deficiency statement ending with an astersk {*) dencles a deficiency which the Institution may be excused from correcling providing it is determinad
that other safeguards provide sufficlent protection to the patients. Except for nursing homaes, the findings above are disclosabdle 80 days following the date
of survey whather or not a pfan of correction is provided. For nursing hories, the above findings and plans of correction are disclosabie 14 days following
the date these decuments are made avellabls to the facility. If deficiencies are cited, an approved plan of correction Is requisite 1o continued program

participation.
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Continued From page 2

(surgical procedure to widen the opening in the%
lower part of the stomach). i

iThe Operating Room Nursing Record datedg

Bl B 2009 disclosed that three lap
sponge counts were conducted and all three g

weare correct.

1 |
A review of Patient B's CT (computed f
lomography)  Abd-Pelvis  scan  without  contrast | !
preliminary report dated ] B  200s.: :
revealod a foreign object (& surgical sponge)
was retained in the patien's left upper
quadrant of the abdomen.

A review of the Operative Report dated [}

2009, disclosed Patient B had an
rexploratory laparotomy (an incision made into
the abdomen and abdominal exploration
performed under general anesthesia) to
| remove a lap sponge.

During an interview on January 13, 2010at|
10:45am., Employee 4stated, Employee 5 |
(Circulating Nurse) might have failed to.
separate each sponge to  wvisually conduct ai i
correct count with Employee 6 and 7,

iIn a telephone interview on January 14, 2010 |
at 3:38p.m., Employee 5stated that she had
conducted three lap sponge <counts  with
Employee 6 (Scrub  Technician} and Employee
7 (Scrub Technician)  during the  surgical
procedure on Patent B on [j I 2c000
Employee 5 stated she had placed all lap

Event ID:7PQR11 2122013 11:46:09AM
LABORATCORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE THE (X6) DATE

Any deficiency stalement ending with an asterisk {*) denctes a deficiency which the instituion may be excused from correcting providing it is determined
that other safeguards provide sufficient protection to the patients. Except for nursing homes, the findings above are disclosable 80 days following the date
of survey whether or not a plan of correction is provided. For nursing homas, the above findings and plans of comrection are disclosable 14 days following
the date these documents are made avallable to the facifity. If deficienciss ane ciled, an approved plan of correction is requisite to continued program
participation.
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Continued From page 3

| with Employee 6 and Employee 7.

A review of the facliity's policy and procedure
(Policy #C4) tilled, "Counts, Sponges and
Sharps" dated as last revised in Apri 2008,
glipylaled the mandatory counl are performed
audibly and wvisually by the scrub person and
circulating nurse.

According to The Recommended Practices for
Sponge, Sharp and Instrument Counts by the
Association of perioperative Registered Nurses
- AORN Slandards, Recommended Practices,
and Guidelines): Sponges should be
separaled, counted audibly and concurrenty
viewed during the count procedure by ftwo
individuals, one of which should be a nurse,

procedure to prevent refention of a lap sponge

Section 1280.1.

Safety Code Section 1280.1(c).

The facllity's failure to Implement its poficy and |

during a surgical procedure for Palient B is a.
deficiency that has caused, or likely 1o cause, |
serious injury or death to the patient, and|
therefore  constitutes an  immediate  jeopardy |
within the meaning of Health and Safety Code

‘sponges on the floor and conducted a count%

This facllity falled to prevent the deficiency{ies) .
as described above that caused, or is likely to
cause, serious injury or death fo the patient, |
and therefore constitutes an immediate |
jeopardy within the meaning of Health and

Event I0:7PQR11

21272013

11:46:00AM

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE

THILE (X6) DATE

Ary deficiency statemant ending with an asterisk (*) denotes a deficiency which ihe institution may be excused from correcting providing it is determined
that other safeguards provide sufficient protection to the patients. Except for nursing homes, the findings above are disclosable 90 days following the date
of survey whether or not a plen of correction Is provided. For nursing homes, the above findings and plans of correction are disciosable 14 days following
the date these documents are made avallable to the facility. i deficiencies are cited, an approved plan of correction i requisite to continved program
pariicipation,
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