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TAG 
 RESUl.ATORY OR ltC IOENTll'YING IN'ORW.TIOH) TAG REJ'EAINCED fO THE APPR~TE OVICIEHCY) 

A) 	 Main OR/PACU Hand-off Monitor- 12/18/13 
Tool created and will be com­
pleted on patients where IV 
medication drips are utilized. 
The form requires confirmation 
of the following activiti es: 
* Anesthesiologist-physical 

act i vity stops 
* surgeon identified 
• 	 Procedure stated 
•Intra-op medications review4d 
• 	 IV i nfusions l abel ed 
• Labels and c l amps checked 
* Medication orders entered 
* 	Opportunity provide d for 

questions 
• Patient Label attached . 

Responsible Person: Director, 
Main OR/PACU 

Tile foftowlng reftects the finding& C1f the Califomla 

Department of Public Health di.Jing the investigaliclrt 
 Bl 	Medication Added Labels and 10/ 17/ 13 
of 	 an entity reported Incident c:onduded on Medication Added infusion label 
11/13113through 11119'13. reminder posted in all OR Suities 

and placed on all Pyxis machires 
For Entity Reported Incident CA00375600 regardng within the 8 Operating Roocns.
Slllto Monitonng, Medk:atlon Error. a Stat9 Medication labels ordered for
defidencr was ~ (aee Ca~ Code of 

IV medication t ubing labelingRegullltions, Tltle 22, Section 702e3(g)). 
and their use has been irrple- 11/16/13 
mented. The followi ng i nforma ionlnapeclion wea limited to the specific entity 
is required :repo'1ed incident investigated and does not 
* Patient/Room Numberrepresent the findings al a full inspection of the 


hospital. 
 * Drug - Amount - Base Solutlon 
* Start Time-Date-Plow Rate 
* Bxpiration Date 

E"811UO:GS1811 	 211&'201.. 10:68:11SAM 

BJ~ lhilt ~I 1111 ~ r9Cllipt d fw enll19 cilllllDll p.aet. pag.q1 I #Joi tg 

Mt dlllcllncy........,. erdr1g wllflM..,.M Mr10ll& 1 dllldeflcy which h ~ mmy a. mal9lld tom~ prcMdirlg 111 diMrmlned 

llW °"91.......pfUWld9 aAnclent ~ tob ...... 
£llCIPI for llUrWlg ,__,the.,..,. ilbD'l9- Cli.cloAbi9 IO dlrya ~Ile dllle 
«a.-..y-... 01noc1 p1111 d llld1.,.,.. t4 ~~IImrNdioft Is pn:Mcled. Fa IU'llng llamm, tie *""9...._end..,,. crf comdDll n 

Illadllla .._~ - '-*......_ ID tt1e '-*ly. Ir d&fldlllCIM are dllld. ., lipCll'CMld ~ crf cxindon ie ~toCGltnu9d Pf'llGIWl'l 
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CALIFORNIA HEALTH NID HUMAN SERVICES AGENCY 
DEPARTMENT OF PU8UC HEALTH 

A llUllDIHG 

11 . ~NGOIOf-45 11fttl2013 

MME OF ~OEROil SUPPLllR 8TIIEET ADORfSS. Cm', 8'TATE, ZP CODf 

~ HOIPfTAL OF THE MONTEREY i2H25 Holmen Hwy, Monllref, CA HMO '"2 llllONTEREYCOUHTY 
PeNINSULA 

SIMMMY ITATBllEWT OF OfAC.eNCIES IDOt4ll0 PR<MOER'S PlAJol a:COARECTIOH 

PAEFDC 
 (iACM D&nGtliHCY MUST IE PRECEEDED BY Fill PREFUI: CEAGM QOMfiCTMi ACltON 8HCU.D SECROS$. 


TAG 
 REGUtATOAY OR t.aC IDENYYYllG INFOAMATIOH) TNJ REFERENCED TO THE .-.PPROPNATE DEFICIEMCY) 

*Added By_ _ 
Representing the Califomla Depertment of Pl.t>lic I Responsible Person: Director,
Heelh wea 27000, Pharmaceutical Consultant II. 

Main OR/PACO 

Heallh and Safety Code SedJon 127Sl.1(c} 

The f8c:l/lly ahaU Inform the patient or the pany 


C) Memo sent to Anesthesia Servic~ sretponllble for the patient of the adverse event by 
in reference to utilization of 1 2/2/13the time the repot1 I• made. 
IV medications and application 
of medication labels.The CDPH verified that the facility informed the 

Subject: Standardization of proto olspetlent "' the pel'ty reeponeible for the petie1t cf the 

actwnse event by the tine ttie repOl't waa made. 
 on vasoactive medications for Cai:ptid 

Endarterectomy Operations at Col!'ll unity 
HeaHh and S8fety Code Section 1280.1(c) Hospital. 
(e) For purpoaes af this aecfion "'immediale Responsibl e Person : Anesthesia 
~ means a aluation In whlc:h the lcensee's Cl inical Director 

nonoomplienoe will one or fnClfe teqUlrements of 

llcensure haa cauaed, °' is licefy to c.aose, Mrioos 

injury or delltt'I to the patient 


D) Review of the first 1 5 out of 
DEFICIENCY CONSTITUTING IMMEDIATE 

20 MOR/PACU Hand-Off Monitorin~ 
JEOPARDY. 

checklists have been completed 12/18/13 
Data collected will be submittedCeRfomll Code or Regulation•. T22 OfV6 CH1, 
and monitored by Quality Mana~e-ART3, Section 70263(g) 
ment.{g) No drugs shall be administered except by 

Responsible Person: Director/AssjstantUceneed personnel 111IM'lorlzed lo adminlsler druga 

Director MOR/PACU
and upon the order of e pnon lawfully authorized 


to preecril:le or funWJ\. TNa stull not preclude the 

adminiatrlltion of 88f080i drugs by '8$pi'atory 

lhermpistl. The ordef lhal indUde the name of the 

drug. the doeage •nd the freqwncy of 

admlnisbiltlon, the route af admlnlstraUon, It other 

than oni~ ..d #le date, time and signature ol the 

,...c:riber or fumiaher. Ordels for drug& 1hould be 

wrtten or nnamnted by fie pnJICl'lber cw fumisher. 

Ewn tD:GS1B1t 2!18'2014 10:A:feAM 
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CALlft>RNIA HEALTH AHO HUMAN SER\11CES AGENCY 
OEPNO'MENT OF PUBLIC HEAl.TH 

tTATl!MENT CW Dl!,.ICIENCIES p!1) PR<MOERISU~ CX2) MUlTIPlE CONSTRUC'TlOH 
A/«l Pl.AH OF COM.ic:TION IOEWfFICATION NUM9ER: 

A llUlt.DING 

11.WIHG0501U 1111912013 

IWle O/FPACJl/ID9 OR~ S'TREETAOOAESS. cnv.STA'll:.llP CODE 

COMMUNITY HOePn'AL Of THE MON'TOEY :z,825 Holnwn ttw,, Monttrey, CA tsNMIOJ MONTEREY COUNTY 

Pl!NINSULA 

SUMIMAY STATEUCWI" OF l>EACIEHCIE6 IO PAOYIDER'S PlM Of CORRECTJOM~llD (XII) 
PREfO( IEAOi DEFICENCY MUST E PRECEEDED BY FLU (EACH catRECTl\IE ACTION SHOUU> 8E CROS~ COMPLETE 

Rf:GUlATOln" OR lSC IDBmFYING ~TION) TAGTAG lt~!llENCa> TO THE APPAOPAtATE oeFlCENCY} DATE 

Verbal orders for drugs shell be given only by a 
person lawfully aulhorlzed lo prescribe or furnish 
and shalt be recorded prornplly in !he petienfs 
medical record. noting the Mme of the penon 
gilling ttie wirbat order and hi slgnature of the 
lnclividtJal receiving the order. The preec:riber or 
UJ1iaher tihal coontersign ht order within 48 
houra. 

Based on lntervtewa and medical recxird and 
doalmenl revtew, the holpftlli failed to pcovlde safe 
medication u.e for one aa~ patient (1} when a 
mediaitiof'I was edministtnd lolltthcU an anter. 
Pelien 1 was gMln Neo-Synephme (generic: 
phenyleptlrine; a medialltion 10 immediately 

il"ICftlale blood pressure in aitiatl c::me seltinO•} 
intmenoUlly (fV. directly !hrough the vein) without 
a physician Onler, resullfng In amedication error. 

The me<Jcatlon error oontrlblbd to the ~ 
rnedc:el complic:atlons the patient experienced 
Goring the recovery period aft8r a carotid 
endlrterec:tomy (a surgery to remov. plaque 
bulld-up In the large artery on the .ede of the nec:lc 
to Pf9V8nl sfrolces). The oompllc&lions included a 
*blown patch" (a patch sewn on the aftefy during 
SUJV8fY that was blown off), profuse bleeding, 
~9 Crad1eodomy (surgical opening through 
the nec:K Into the lnlchea), one-hour code (an 
emergency situation ~ immediate medfcal 
8llantioo WM reqUt9d) with cardiopumonary 
resuscb&n (CPR, emergency ptOCedures to 
revive ~ patient), Md a retum to 
11t.1rgery. Consequentl'/. the pstiert attrered from 
anaxlc brain injury onµy caused ~lad<of~ 

Event ID:GS1B11 211812014 10:58:18AM 
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CALIFORNIA HEALlli ANO HUMAN SERVICES AGENCY 
OEPARTMEflff Of PUBLIC HEALT1i 

()(1) PllO'lllDERISUPPLERICUI\ OQ) MUllll'LE CONSTRUCTION 
N«> PtNI OI CORRECTION 
ITATl!"'911'0f DBICIE.llaES 

IDENTIFICATION NUM9~: 

A. 8Ull.DIN8 

8.WING 1111W2013 

STREET ADOReSS. ()(TY, STATE. 'DP COOE 

COMllUNfTY HOSPITAL C1' TH! MONTEREY 123121 Hofman Hwy, Montllrwr, CA l3M0-6IOZ MONTEREY COUNTY 
l'EMNIWLA 

twit£ OF PACMOE~ OR SUPPUER 

SUilMAAY STAT!MENT 0# DEFICIEHCIES fRDW>ER'S Pt.AH Of COMECTIOH 
Cil'D4 OEFICEICY MUST ff PAEC&OEO BY FIJLI. tEAQf COllMClM ACTION IHOU.O llE ~ 
REOUlATOft'I' Oft t.sc IOeH'Tl'YING IM'ORMA1'IOll) "ff!MHCEO TOnte APPROf'tUAlE OEFICIENCY) 

to the brain), lou of oonadoulness, IW1d rtlNfJf 


reglllned a>nSQouaness. Patient 1 dJed 11 dayt 

after surgery. 


On 1 ttt/13, ttle California Department of Ptblic 

Health received a report from the ho&pital ~ 


a potential cme management ewr1t related to a 

patient's death associated with a mediawtion error. 


Patient 1 was admiHed to the hospital on ­
f« an eMctlve carotid endartflftldomy. Her 

dlagnoees Included high blood pressure (BP). a 

30-~r hisby of smoking, kidney cancer, and 

carotid artery smnolit (cona1r1ctlon of the Inner 

smsce of !he large alf8ry In the nedt). The 

mtdical record indlc:aled the swgery WM 


conduc::ad on She was 

trwlllfened to the post anes1hesta c.e unit (PACU) 


.t9:48a.m. 

During an Interview on 11113113 at 11 a.m. In the 

presence of the operatlnQ room (OR) director and 

the ,.. management director (Admin A), lhe PACU 

nur18 (RH A) said w was the nuree aulgned to 

care for Patient 1 after ui. surgery. She said when 

1he 1-*ved Pao.it 1 from tile OR, there MrV two 

rv begs hinging on lhe IV pole: a big beg of Nfpride 

(nitroprueeide, medioation for immediate reduction 

of blood pressure ., hypel1enaNe aises « *> lows 

blood pntSatn to reduce bleeditg during awgery) 

and a smell bag (100 mHllllten) of Neo-$ynephrine. 

RN A said she did not know the small beg 

contained Neo-Syneptme becaute, she was told
I 

2/1&'2014 10;58:16AMEvent ID:GS1B11 
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CALIFORNIA HEALTH~ HUMAN SERVICES AGENCY 
DEPARTMENT OF PUSUC HEALTH 

STATall"1' Of' De'ICIEHCIES (X11 PftO\/IOEIVSUl'PUEAA:llA OCZ) MUll\Pl.E COHS1RIJC110H 
~ PLAN Of CORRECTION IOENTlflCATIOH NUM8E"R: 

A. ltJIL.DlllG 

9. WING 

llWilE Of PlllOVIDER OR SUPPLIER STREET M>MESS. COY, STATE. ZIP CCDE 

(Xl)o.t.TE~Y 

COMPLETEO 

11/18'2013 

COllllUNITY HOSPITAL OF THE MOlfnREY ~I Haman Hwy,~. CA NIMO-MG2 MONTEMY COUNTY 
PEMNSULA 

~ llfATaENT Of" DEFICIENCIES ID PAOVIOER'S Pl.AN OF CORRECT10N (XI) 
4EACtt DEFICIENCY MUSTBE PRSCEEDED lrY FUU PMFIX (EACH CORIW:TIV& ACTION IHOULD 8E Cff06S. COMPLETE 
tmWLATORY OR l.SC l>Bmn'ING WOMaATlON) TAO Rt!rl!ff!NC!O TOTHI! APPROPRIATE DEACIEHCV) DATe 

llttef, ~ t1'ld 1 small white tape label end was faclng 
the wall, so she did not &ee it. The Neo-Synephrine 
bag wu not In use (meaning not running or n.n by 
the pump), howtlver, the IV tubing was still 
conneded to fhe patient. 

During this Interview, RN A said the 
anesthelfo4oglat (MD A) had mixed (prepared ~ 
medications) the Nipride and Neo-Synephrine bags 
in ttie OR elld wea adminiAlring ttJe medic;;atioua 
Wring the surgeiy. Wien the patient wu 
franaferred to the PACU, the Nlpride was ICil 
running, and the Neo-Syneptirine wee 1umed off. 
The Nipride was later tumed off due to BP being 
below the presalbed parameters. She said 
typaly, In het 1~year experience il the PACU, 
P1tientl coming from the OR would not have ordera 
fur ~ or Neo-Synephrine. RN A said ctimg 
the hand-off (process of passing patienC.apecific 
infonnation from one careg;yer to anolher, or from 
one li8am of caregivefs to another), It was not 
communicated to her there was e bag of 

~~-

r>univ the same inlerview above, RN A 881d peat 
aurgery, the pelient wa& able to communicate with 
her. and complained about he4ldache and tingffng of 
the hands. RN A said .._. ~ints W9f9 prior 
to the medication error. RN A laid shorty after the 
Nlprlde was turned off, the BP started goklg up. 
She said she gave the patient two doses of 
labetllol ('lo treat high BP) 2.5 mg each but they 
cld not lwlp. The medical record showed the 
i.betalof do.es were given at 10:15 a.m. and 10:20 
a.m. 

E~ IO:GS1811 2118/2014 10:58:16AM 
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CALIFORNIA HEALTH AND HUMAN SERVICES AGENCY 
DEPARTMENT OF PUBLIC HEALTH 

STATEME!fl'OY DEFICIEllCIES 
AHD Pl.NI Of CQRRECTION 

1fl19'2013 

NAME ~m<MOl!:R OR SUPPLElt STRUT ADORESS. CITY, STAlE.ZIP COOE 

23121 Holman Hwy, llllonetrey, CA t3NN902 MONTEREY COUNTY 
PENINIULA 
~ITV HOSPITAL OF ntEMOHl!REY 

0(.4) ID IUMMollrf ITATEMIHT Of' DUIClf:NClfS PROV10£R'S PlAH Of CORJIECTION 
(EAClf OEFJCIENCY MUST 8E PAECE£DEO IY FULL~FIX ~ CQRlllECTI\IE AC'OON 8ltCU.O K CAOSS­


TAG 
 REGIA.Al'Offf Oii 1.$(; IDlllllfYING IHfOllNAT'tOlil) TAG REFERENCED TO THE APPAOPRIATE OEflCllljCV} 

During the S«ne Interview as above, RN A 

explllned that the N lubing for Neo-Synephrine had 

lwo damps: the eafety clamp (which was located 

above, cloeer to the IV bag, the one to be ln&erted 


Into l'le pump ~ in U9e) end the roller ~ 


(loc:ated be.low ti. utecy damp). When the rv 

f1Jbi1o was dlloonnec::Ced from tne rv pump, its 

..rety damp ... ~ P'l1 in the doMd 


~ (• NfieCy moc:t.wm to pmtent inedvet1Dnt r 

tree tow wher1 Ile lnfualon Mt Is removed from the 

pur!l)). RN A ~ •h• ... "keeping an eye out on 

the patSent <:0nstantly" and at th9 same !me trying 

to •ci., up• lhe N tubing lo get the patient reedy 

for lrander lo the lnlenaive Care Unit (ICU). By

'*· RNdoing A ufd lile returned the ufety 

clamp lo ifs open po15ition wilhout en&uring the 

roler ~ was cloaed. RN A said ahe did not 

reaiZe lhe roler *'11 wee In open poaltfon. 

Cclnsequently, lhe Neo-Synephrine was alowed to 

ftee-ftow through the rv tubing into the patient. 


RN A said at approxiln8t1Ny t0:4'0 a.m., the patient 

COfl1>Jalnecf of pain at the surgical lite. She then 

came lo lie bed'6de IO Jock at the dresahg 9nd 

notlced bb>d on the outside of the bandage. The 

patient'I a,stolic blood pnll8Ut'8 at Ile time want 

up to 21'4 mmHg (mllimetens ~ Merwy; unit of 

measure; e.>epected r.-ige waa from 130 • 1'40 

mmHg). RN A said she immediately appied 

preain to the surgical site end c:eled for help. 

MO A end the SlJlg80h along wth other caregivers 

Immediately nahed In. 'MMln ulced how long the 

Neo-Synephrine was 8Cddentally inUe<f, RN A 
and the OR direct« uid that c:oLM not be 

E"11nt IO:GS1811 2118/201'4 10:58:18AM 
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~IFORNIAHEALTH AND HUMAH SERVICES AGENCY 
DEPARTMENT OF PUBUC HEAllH 

STATEMINT OF DEFICfENCES (X1) P~OVIDEAAIOPPUERICUA 
NIO Pl.NI O' CORRECTION IDENflF~TlONHUlllllER: 

'50145 11/1Sll2013 

IWilE Of Pf'OWllR OR~ &'TM:ET MIONillli, QTY, ITA15.,2F COOE 

CX>lmUNfTY HOIPITM.. OF THE MONTEREY 121825 HollMn Hwy,~. CA 13MO IM2 MONTe"!Y COUNTY 
l'e.NtNIULA 

(KA) ID llMoWft STATEMENT~ 06ICll!MCll& 
PREFIX (EACH DERaEHCY -..r 8E PAE<:EEDED 9Y J\Jl1 


TAG 
 M'QUlATOll'f Oft LSC IDENTlFWIG1..0IWATlOH) 

deCenrined. RN A said, '"It W8$ just a matter of 
seconds.· 

The manufacturer of Neo-Synephrlne 
(phenyleSJhriM) mJc:ates if is a powerful 
vaeoconslriclor, a drug that causes the blood 
v.aell to CX>nl1rtd, which causes an Wneee in 
arteriat bk>od ~· It is iutauded for the 
treatmenl of ...nn hypatenslon (low bk)od 

pn!llln). shock, and for the maintenance of an 
adeqc181e iev. of biood prelSl.ft ~ apjnll and 
lnhelllUon .,,...,.. (www.dllllymed.nlm.ntl.gov; 
9CC8eeed 11/1W13). 

In fie 2012 u.t of High-Alert Medic.llions, the 
lndlute fot Safe Medlcltiol'I Pradlces (ISMP), a 
08lfon8ly rw.ognl•d e>1g1nization foculi~ on ur. 
~ pndces, 1i9'ed ~ .. one I 

d 11e Ngh-elert medlcallons. ttioae that bear • I 
heightened rt8'; of ~ slgnlllc:ant J)elerC hlnn 
when they... uaed In en-or. 

On 11113113 Ill 1:05p.m., In the preeenc:e of Mnin 
A and a medical l1IC:Ofd staff, MO A said he miRd 
1-e t<ipride and lll9o-Synephrin bags for pelient 
use i't the OR (medlaltion vial8 were added lo a 
b8le eolutlon; al were obCllned from the automated 
dllpen9ing cal*lel, not pflann9cv~). The 
~ WM 10 milligqms in 100 ~r 
80Uion (10 mg/100 ml) beg. MO A said he cld not 
111be1 the N¥ide beg. Aa frN the Neo-Synephrine 
big. MO A Mid he used a marbt pen to label 
dt.aly on lhe beg with Ila name .W COfantratian 
after he mixed it .... lalcf he did nol ..... the 
hospia& sticbr to label the bag. MD A sfBt8cl ha 

JO 
l'flEFIX 

Tit.& 

l'llOWlER'S lt1AN Of OOllRECOOH 

4EACH CORAKT1ll& ACTIOll 8HOUU> eE CROSS. 

~TOnte~TI< DEFICIENCY) 

E119t1t ID:GS1811 211tl2014 t0:5&:1MM 

PllQe 7d12 
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CAUFORNIA HEALTH AND HUMAN SERVICES AGENCY 
DEPARTMENT OF PUBUC HEALTH 

(XII PR~RISUPPllEAICU4 IXJ) MULTIPLE CONSTRUCTIONITATIMEllT OF DEFICIENCIES 
IOENTIACATION M*llER:AHO Pt.AN OF COARECTIOH 

A. BUll.l>ING 

8. IMNG050145 11119l201S 

STREET .AOOAESS. CITY, STATE, lJP CODE 

~HOSPITAL OF THE MONTEREY 23121 Holmmn Hwy, MoNlny, CA UMNltZ MONTEREY COUNTY 
P!NINIULA 

N!WI! Cl' l'flO'llD:lt Oii SUPf'LIER 

8l.NtMR't' 9TATElllEHT Of DEFICIENCIES ID ~'I PLAN Of CORR5CTION 
(EACH DEl'ICll!HC'r MUil a ~D BYFUU. PWl1'11C 4EIOi CORRECTillE ACT10N1MOUL11 Ji CROSS. 
REGULATORY ~ lSC IDEHTFYIHG INFORMATION) TAG llfFEAEHCE>TO THE APPAOPluAlE DEFIC1a.c:Y) 

detlfmlned Patient 1 ~ need the Nipride and 

Neo-Synephrlne in the P.ACU, lheteba, did no4 

cfiec:onnect the IV Ines from the patient when the 

pelent left the OR. MD A llrther ~ when 

he WIS tater c:al'8d In for immedaee help, he 

dlec:cwered the ~Synephrlne bag was running. I 

He ~ly threw fhe beg to the toor ~ stop 

the infusion and diloonnecfed ht IV 1utling from 

"8 patient (tie bag WM l.eer toteeef l/lltfl.'/). Wlef'I 

ISmd f the Neo-Syneptme ~ error 

played a the complcations the patient
'* fn 
eiq:ierienced, MO A said, -Certaintf. h inc:Aleaed 

the blood pressure. lhet'a wtltlt caused the 

protllem." 


On 11113113, a re-Mw ot an anesthesia note 

addendum, dated 11/13113, lndlcafed MD A 

•discovered the tMdieation bag labeled 

Neo-Synephrine 10 mg/100 ml open to patient. 

IM.IU>n dscomlnued and dllCOnneded from pt 

(petienl): 


During 1n lnteNlew on 11/13113 at 1:50 p.m. , 

Adnin A aid when RN A iried to dean up" she 

put the safety damp bide ln&o the open position, 

lhe lhould have doeed tilt toAer damp to pnivent 


aocidertal fi'ee-1tow. Admln A Aid on 1114113, the 

holpillll conducted fie roat C8U80 analyBis {a 

method ot pRlblem aolving to idendfy the ioat 

C8W8S of r.As or p~). She ap.ined the 

pMlanl's eond!lion wn lllready compromised before 

the medfclllon errot happened by her BP atudy 

going up, and she was complahlng of headache, 

aOAI ffnlllf, and qnng In the h#lds. Admln A 

acknowledged the m.dlcation enor contributed to 


EW!l'lt IO:GS1811 2/1&'2014 

1'8ge8d12 



CAUi=ORNTA HEALTH ANO HUllMN SERVICES AGENCY 
DEPAATMENT OF PUBUC HEALTif 

STATl!M0fl OI' Oll'JCll!iNCIES (Xt) PRCMOEMUPPLJERICtlA ()Q) MIA.TPLI! COHSTRVCTION 
IOENTlflCATlON N\IMllER: 

050t46 

4'HO PUW OF CORRECTION 

11119/2013 

STJIEET MlDltEsa, Cl'TY, STATE, ZIPCODE HINE Of PffOWlElt OR 8Urf'llER 

ns25 Ho.Iman Hwy, Mo'*'9y, CA llNO-SM2 MONll!i.!Y COUNTYCOMMUNTY HOSPITAL OF THE MOHTEREY 
PENIHIULA 

(M)ID S\.lilMllR'f STATEMENT Of ~IEHCIES ID ~ PLM '1' COflRECTIOfll 
PAG!X ~O&FICIENCY llUSTBE ~EDEO8Y f'ULL PREFIX fEACH CORRECTIVE AC1lOtl 8HOUlD 91! CAOl-S­

T.-G IU!IOUlATORY Oil lSC lOEHTFt1NG1,.0RMATlOlll} TAG MRReNCEl TO THE N'f'ft°"'IA~ OEIFICllENCY) 

the inc:reese il ~ petient'• BP, but whether It was 
the Ol'1iy factor causing 1he complllcM'ons, She Nld 
the hospital QXlld not~. that cfetermination. 

During the ~rview above, Admln A provided the 
8.5>1: 4.751nc:h ~ Sheet. which came wilh 
fNety IV lubing .et (SrnartSite lrluaion Set, made 
boJ CareFuaion, uaed to deliver Neo-Synephrine for 
Pallent 1). It had a dearly written al-caps 
lfl81ndon under Warning: "TO PREVENT 
FREE-FLOW, CLOSE SET CLAMP W1EN 
SAFETY CLAMP ON PUMP SEGMENT IS 
OPEN." 

A review of 10/2011 CaeFution'• publaoon onlne 
tiled "Alaria PUltp rnocUe FAO.• on 11N8113 
refled9d that the aet roller damp Is the primary 
safety mec:hanfsm to refjUlale the Infusion rat. end 
to prevent or atop flow to lhe patient The Afety 
d8fT1> ia the aecondary aafety mechanism. 
(http:/Jwww.carefualon.comlpdf/lnfuslonlc;linical_doc 
umentationJJ.q_tip_sti.ets/IF0898-02_Alaris_Pump 
_module_FAQ.pdf; accessed 11/18113). 

The PACU l800l'd lndicatad the foDowing of Patient 
1's BP (obtained from arterial lne) and other 

assestment& di.Iring the PACU Aly on-
rime BP 
9:58a.m. 138161 
10:00a.m. 133152 
10:05 a.m. 1361+4 

10:10 a.m. 1'46155 

Aaseaments 
asleep,sedMed 
patient statee no 1igns of pain 

patient more aw11ke; •ble to 
coogh 
patient repot1a headache; 
weak movement 

10:58:1SAMEvent IO:GS1B11 
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CAUFORNIA HEALTH AND HUMAN SERVICES AGENCY 
DEPARTMENTOF PUBUC HEALTH 

STATEMENT M OEflCIENCIES (X1)~ROlllOENllUPPUENCUA Ol2) M.llTIP1.E CONSTRUCTION 
~ Pl.NIOI COAREC?IOH IOEHTl'ICATION HUMBER: 

A.BUl.OING 

8. WING 11118'2013 

STREET~. CITY, STATE. ZJP COOE 

C0191UNl1Y HOSl'IT.AL OF TifE MONTEREY ~25 Holl'Aa'I Hwy,..,,._,., CA Hl4U902 ~COUNTY 

P'EMNSUL.A 

~Of PACMOEAOR S~UER 

SUMllWtY STATEllll!HT Of DEFlCIENCIES ID PRICMOBl'S Pl.AH OI' COAAECTlON IMJ 
(IEACH 0£FICIEHCYMUIT eE PRECEEl>ED BV'Fl.U PA£FIX ~ CORR£CT1IE AC'nOH SHOUlD 8E Cl'IOu. COMPL.ErE 
ltl!GULATORY OR L8C IDBfT1'YINO INFORMATION) TAG ft!nMJICEI> TO THE APl'AOf'IVATtf llEFIClENCY) t\4TE 

10:15 a.m. 1~7 peOent llMee moderate 

pain heedectle; awake, 

conversent; ortented to 

person, place, situation 


10:30 a.m. 157'->6 patient ttllles mcdel'8f.e patri 

heedeche 


10:40 a.m. 161156 petienl t'*8 moderate pain 

heedlche; medication; 

eflledlw b' shat inte.rvae 


10:45 a.m. 21'4186 patienteUlll6 MV8f8 pain 

right '** l&Jrglcal site 


Otn1g a review of the abcw information with the 

OR director on 11/13113 • <4:45 p.m.. he said he 

lhought the meclic8tion em>l happened sometime 


be!Ween 10:-40 a.m. to 10:45 a.m. (on - as 

Ile blood p~re fncreeled sign!ficantly dUl'irle 

#tat period. 


Lexi-Comp onune. a nat1ona11y racognized drug 

infannation rwource, ~ Neo-synephrine has 

.,, immediate effect wt*1 glVen intravenoualy. 


On 11N3113, a review of Patient l's medical l'*lOl'1f 

nweeled lhere was no ph~ order to administer 

Neo-Synephrine poet..gcngery. This wae confirmed 

with Admin A n OR dhdor an 11113113 a1 4:50 


p.m. 

The first O~tive Report (the r.potf from lhe 

sorgeon after the finlt surgery), cicfated - · 
indiadect the inc:lslon was made in the common 
carocld artery (large l*>od veslel In the neck) to 
remove the pl8q&'8 and a Hemuhield p8k:h (.an 
Uftta.lhin petch UMd for cardllc and vaac:uar peCch 

10:58:18AMEwnt ID:GS1811 

P19t f0d12 

http:HOSl'IT.AL


CALIFCJRNIA HEALTH AND HUMAN SERVICES AGENCY 
,DEPAATMEl'IT OF PUBLIC HEALTH 

STATEMDfl' Of' Dt'.flCENCJ£S 
~Pl.NI OF CORMCTION 

(1C1) PWIOlllDER/81.lPPLIElllCl.IA 
IDENTIFICATION HUlol8ER: 

A. IUllCM"6 

(X3) M'U. SURl/5Y 
COMPLETED 

l . 1NING 1111&/2013 

fWIE Of PAO'ollllt!R OR SIJPPUl!R STREET ADDflESS. CITY. STATE.2JP CODE 

COMMUMTY HOIPITAl OF THE MONTEREY 23125 Holnwl HwJ, llol1•q, CA ISMNIOZ MONTEREY COUNTY 

PENJNIUIA 

QU)Cl SOMMMY STATEMfHT OF OEflCIENCIFS PROlllOER'S PLAN OF OOMECTION (X.5) 
PR!1DI CEA01 OEF'ICIEMCY MUST 111! PRtt.ll!DED fl'f FtJU. CEACH COMECTl\IE ACTION eHOU1.D lie C~ COMl't.ETE 

TAG ~TORVOR USC ID£Hl1FVINIJ IHl'ORMATIOH) REF"EREHCED TO THE Al'Pf!OPRIATE OEFICIEHCY) DAT!! 

grafting) was .ewn in place. It indicated the patient 
had a ~ful aurgefy, was awakened in 
recovery room In good oon<ltion. 

The second Operative Report, dlctaled ­
indlceted the aurgeon wn ailled emergently to ttie 
recovery room because of '-Jlirallofy (breathing) 
cfetrua. tt indicated ihe patient had suffered an 
... of 8'Ytre hypertenalon (high blood 
i:ns•ura). fdlowed by n.ave rapid bleeding into 
the neck, 1'9qUirlng .,, ...,. at intJ.bslion (• tube 
inserted into 1he nchea ~) to ma/ntH\ ., 
open airway llO llid br9alling), '4fVc:tl WU noC 
•uocestful, requmg opering the WOW'ld and 
tntdMk>ltomy.· and, "the patient was also 
undelgoing cardiopulmonary re8Uldllltion, wNcti 
was oonclnUed for close to an hour: The patient 
ns trenlported baclc to the OR for a HCOnd 
surgery to iemove Ile Hemashield patch and to 
doeethe~. 

The Oi9dUlrge SUmmary, dated - · Indicated 
Patient 1 autered from •anoxic; brain Injury after 
prolonged hypotenslon due to • cardiac code•• 
respiratory faffure, "putteless electrical cardiac 
~right carotid endarteredomy on 
~. unconscious, .xi "statua post 
rQht endaterectomy with complicetiorw with a 
blown patch and prvfuee bleeding, hypoten5ion 
requiing a trecheoatomy, and 1-hour code wi1h 
CPR.• 

The meclcal record teYealed Patient 1 was 
t!WlS1aned to the ICU after' fie second surgery on 
~wu put on comfor1 care ~and 

EventJD:GS1B11 10:58:1CIAM 

Paige 11ol12 



CAUFORNlA HEAL TH AND HU~ SERVICES /lGENCY 
DEPAAlMENT OF PUBLJC HEAi.TH 

STAl&!EliT OF OEflCll!NCIES ~MULT\PLf CONSTRUCTION(XfJ ""OVIOERAllA'PUERICLIA ()(3) MT!'. SUlllWY 
AHO PLAN Of CO!t*1CTI~ IDEHTIFICATION HUMBER: COMPLETED 

11NIV2013 

lllAMI! OF P1IO\llDl!Jl OR Stl'PUfR S'T~El ADORE.SS. CITY, STATE, XII CODE 

COllMUNITY HOSPfTAL OF T>E MONl'EREY 2M%5 Holmen Hwy, Mollttrty, CA llt4MI02 MONTEREY COUNTY 

PEHINIULA 

SUMlllWW STATEMENT OF DEFICIENCJES ID~) ID PROWJER'9 PL.AN 06 CORAEC'llOH 
PREflX PllEfl)(1tM:H OU1CIEHCY MUST Iif'RSCIEDBI llY FUl.l IE.-cH COMS:'fME AC"TIOH tHOl.lD IECR0$6­

TAG lt!GUlAmR't'OR LSC tDENTlNINO IWCRlllAT!OH) TAG AEFEMMCEO 101lotE APPROPRIATE DEFICIENCY) 

shecied~, 11 days-'lerstqefY. 

RN A's administration of Neo-5ynephrine to an 
already hypertensive !*lent with a fresh airWd 
•rlery pedd1 without en order ha caueed, or wu 
likely lo «*.lie, aerioUI ~ry or deattl tel fhe 
patient, and therefclre condtute& an immediate 
~ wt!hln the ~ af tht Caifomia HHllti 
and Safety Code Section 1280.1(c). 

This facWly failed to ~ the deftciency(les) BS 

described above that caused, Of' is likely to cause, 
aerioua injury or dMth to the patient, Md ther8fore 
coneitules 
meenlng af 
1280.1(c). 

an 
H

immediate 
eallh mid 

jeopardy 

Safety Code 
withln 

Se
the 

ction 

I 

Ewnt IO:GS1B11 10:58:16AM 
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MOR/PACU Hand-off Monitoring 

Date:.______~------
Time:.~~~--~-----~~ 

0 Anesthesiologist-physical activity stops 

D RN- physical activity stops 

0 Surgeon identified 

0 Procedure stated 

D Intra-op meds reviewed 

D IV infusions labeled 

0 Labels and clamps checked 

0 Medication orders entered 

0 Opportunity provided for questions 

"Do you have any questions before I go?" 

Place Patient Lobel Here 



PURPOSE 

To support the organization's goal ofimproving patient safety by limiting the use of verbal 
orders. 

DEFINITION 

Verbal orders for patient care arc those orders that arc oral, spoken communications, 
transmitted face-to-face, by telephone or other auditory device. 

POLICY 

A. 	 Verbal orders should be limited to situations where immediate written or electronic 
communication is net feasible. Verbal orders are not accepted when the prescriber is 
present, unless it is impossible for the order to be written down or entered 
electronically by the prescnl>er. 

B. 	Verbal ordezs can only be givai by a member of the medical staff, including allied 
health pro~ionals such as physician ~istants and nurse practitioners, ~tialed 
by the facility in which the care will be provided (CHOMP and it's satellite facilities, 
Westland House, Hospice of1he Central Coast) and those authorized by medical staff 
physician order protocols (pharmacists and respiratory therapists). 

C. 	 Verbal orders must be within the scope ofpractice of the person receiving the order. 

D. 	Read-back is n:qulled for all verbal orders. 

E. 	All verbal orders require review and signature (including electronic) by the prescriber 
within a designated time frame based on the facility in which the care is being 
provided. lfn~ary. another physician imuming responsibility of the patient's~ 
may electronically sign the verbal medication order in the absence of the prescriber. 
This signature indicates that the covering physician asswncs responsibility for his/her 
colleague's order as being complete, accurate and final. 

1. 	 CHOMP: within 48 hours 

2. 	 Westland House: within T1. hours 

3. Hospice of the Central Coast: within 30 working days. 

Verbal Orden for Tests, Procedures, or Care 

A. 	Within the scope oftheir practice> persons authorized to accept verbal orders include: 

1. 	 registered nurses (RN) ··: 

2. 	 lioensed vocational nurses (LVN) 

3. 	 registered pharmacists (RPb) 

4. 	 respiratory therapists (RCP) 

S. 	 licensed psychiatric technicians (LPT) 

6. 	 registered dietitians (RD) 



7. 	 occupational therapists (OTR/L) 

8. 	 speech therapists (ST) 

9. physical therapists (PT) 


I 0. sonographcrs 


B. 	 A complete verbal order includes: 

I. 	name ofpatient 

2. 	 tcst/proccdurcs or care to be provided 

3. 	 medical nec~ty or diagnosis for outpatient tests/procedures 

4. 	 date and time order is to be completed or frequency/duration 

5. 	 patient spccifk instructions ifapplicable 

C. 	 Persons receiving verbal Oldcrs will enter them directly into the patient's record using 
the Order Source Verbal Or/Mr or Telepltone OrtMI', ifappropriate. 

Verbal Orden for Medicatioa 

A. 	 Within the scope of their practice, persons authorized to accept verbal medication 
orders include: 

1. 	 registered nurses (RN) 

2. 	 licensed vocational nurses (LVN) 

3. 	 registered pharmacists (RPh) 

4. 	 respiratory therapists (RCP) 

5. 	 licensed psychiatric technicians (LPT) 

6. 	 registered dietitians (RD) 

B. 	 A complete verbal medication order includes: 

1. 	 name ofpatient 

2. 	 age and weight ofpatient, when appropriate 

3. 	 drug name, dosage form, strength and concentration 

4. 	 dose, frequency and route 

5. 	 quantity and/or duration 

6. 	 purpose or indication for as needed (PRN) medications 

7. 	 name ofprescriber 

8. 	 dale and time oforder 

C. Persons receiving verbal medication orders will enter them directly into the patient 
record using the Order Source Verbal Order or Telephone Order, ifappropriate. 



0. 	Read back ofmedication orders should include verbalization of: 

1. 	 the name ofthe drug and spelling if it is a Look Alike/Sound Alike Drug (e.g. 
spell back "GLIPIZID~') 

2. 	 verbalization ofthe dose such as 50 mg as "That's fifty milligrams, five zero 
milligrams" 

3. 	 inmuctions for use without abbreviations (i.e. l tab TID should be "Take/give 
one tablet three times daily" 

E. 	 Special circumstances: 

l. 	 verbal orders WILL NOT be accepted for antincoplastic agents~ the preprinted 
chemotherapy Older form must be used 

2. 	 verbal orders WILL NOT be accepted for investigational drugs 

3. 	 clarification ofan original medication order can be verbal. 
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COMMUNITY HOSPITAL OF THE MONTEREY PENINSULA 
POST ANESTHESIA CAR.I mit'IT 
Policy Title: SCOPE OF ASSESSMENT-PACU 

Page 1of1 

I. Post anesthesia assessment is a systematic and continuous process perfonned by a 
Registered Nurse. 

II. The initial assessment begins prior to admission to PACU by utilizing data 
documented in SCM by the admitting RN. This date, in conjunction with the type 
ofanesthesia, surgical procedure, patient age and cultural preferences, allow the 
PACU RN to formulate a preliminary plan ofcare and determine the level of post 
procedure care. 

III. At the time ofadmission to PACU the patient's response to the procedure and 
other pertinent data to include vital signs., medications, IV fluids given during 
procedure, and fluids and medications to be continued post operatively is 
communicated to the PACU RN by the anesthesiologist and by the written 
intra.operative record. This data in conjunction with the PACU RNs initial 
assessment is analyzed and the plan ofcare is modified as appropriate. 

IV. On admission to and discharge from the post anesthesia recovery arc the post 
operative status of the patient is asseSKd using an anesthesia approved scoring 
system. The patient is monitored continuously during the post operative period 
and discharged from the post anesthesia recovery area by physician order. 

V. Patients arc assessed at regular intervals during care to determine the patient's 
response to care. A significant change in the patient's condition or diagnosis 
results in reassessment. 

VI. Staff base patient care decisions on identified patient needs and priorities utilizing 
patient assessment infonnation. Assessment data is docwnentcd in SCM and 
communicated to appropriate clinical disciplines as needed. 

Submiaed by: K. Burtcc. RN AnL Din:clor PACU T. Houscn, RN Dim:tor PACU 
Next review elm: 612016 
El'fcctiYC clllc: 12/2013 
AMliclblelO: PACU 
AllllCO¥cd ~ 219~ 

Rcviewd bv: 1991, 2001 2006,2009, 1212013 
RmllCCS: 2009 
Rderaccs: 
Kev Words: s..-ofAsscssmcat 
~ p;.cupAJI 
Addideul infonllltion: PUIPACUICOfl'&ooeOfAms&meDt 
.Rei.kd oolicies or .,,_..,,...: Post Ancstbesi• Pllienl Assessment 
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Label all medication infusion bags with the following 

information: 

Label all medication infusion bags with the following 

information: 



rrst C'.ooununity Hospital 
l!:!I "the Monterey PenimuJac 

MEDICAL STAFF SERVICES 

MEMORANDUM 

TO: All Members of the Division of Anesthesiology; Ventana Anesthesia 

FROM: Matthew Fritsch, MD - Division Chair 

DATE: 12/02/2013 

SUBJECT: Standardization of protocols on vasoactive medications for Carotid 
Endarterectomy operations at Community Hospital 

The plan ofcorrection from the recent Root Cause Analysis meeting with the quality 
management department ofCommunity Hospital and the members ofVentana Anesthesia 
Associates have agreed that for all CEA cases in the future, an infusion pump will be present 
in the operating room with the pharmacy standard nitroglycerin infusion. No other standard 
infusions will need to be pre-ordered. Should another vasoactive medication infusion be 
needed during the operation, the anesthesiologist will order the pharmacy studard infwion 
if there is enough time before administration. Ifthere is not enough time or ifthe 
concentration ofthe infusion that the anesthesiologist wants is different than the pharmacy 
standard. then the anesthesiologist will make their own infusion. However, this infusion will 
be discontinued and/or switched to the pharmacy studard prior to tran1ferring care in 
the PACU. Any "handmade" infusioo will be labeled with drug name, total bag dosage, and 
dosage per milliliter on an orange adhesive drug label provided in all anesthetizing locations. 
Signing and dating the label is preferred but not necessary. The OR staff have agreed to have 
these adhesive labels readily available in all operating locations. In addition, P ACU sign-out 
will be a more fonnal process. The accepting PACU nurse must stop all activities and listen 
solely to the anesthesiologist during the sign-out. The P ACU bas agreed to supply a second 
nurse to attend to the patient while the primary nurse is rec.eiving sign-out. All vasoactive 
medications in line to the patient will be explicitly pointed out to the accepting nurse. 
LastJy, over then next month, M. Fritsch wiU be having all P ACU nurses sign-off on 
completing a tutorial on vasoactive infusions. They must complete this with Fritsch and be 
cleared by Kathleen Burke. 

Thank you for your compliance on this. 

Sincerely, 

Matthew Fritsch 




