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The following reflects 1hc findi1>9s of vie Ocpanmcnt 
of l'ubl•C Heal111 during an inspeclion •n..:. 

Conpta•rit Intake Nvmber· 
CA00208~!.>B - Svbslantialeo 

Represenung ltle Departmenl of Pub!lc Health. 
Suiveyor II) " 2!.>937, HFEN 

The inspection was limited to the specific faci'oly 
Gvenc 1nves1lgated ard <foes ~ot represent the 
f ndings of a Iv' ! inspection of the facility. 

Healih and Safety Code Section 1280 ·(c). rOf 
pLmo~Ps ot lhlS seciJOn "urmediate ieopardy" 
means n ~ituallon in vihici1 the lie<,,SC()·~ : 
noncomµ!iance willl one or ll10fe requiremenis of I 

lic:ensure nas cavseo. ~· is tKely to cause. Sl!rious 
1n.Jry or dealh to the pallenl 

Health ,1nd Safety Code Section 1279. 1 , 
(b) ;:or purposes of this section, "Mverae event' 
includes ar1y or the follovmig. 
(1 ) Surglcal 1;vC!ntu. i11<:lu01ng U•e rouow1n9. 
(D) Re1en\lon of a foreign object in a patient a!ter 
surgery or o:ller proce®re. exciud1ng objects 
1n1ent>Ol'aHy implanted as par1 of a planned 
lnle<vcnllon and ob,ects prcsem P'•°' :o surgciy 
lha1 ate u1tenhonalty tt:tained 
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Initial Comments 

Southwest Healthcare System receiveo 
this Statement of Deficiency on M11y 13, 
2014. The hospital reallirms lls 
commitment to ensure lh11t the surgical 
count process 1s followed in 01der lo 
prevent an unintentionally retained 
surgicfll item. 
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I lhO llfTIO lho mpo<1 is 11'13<!0. • 

I 
The COPH ver\Oed tha: the faaltty onfoMled the 
pallonc .,.. llie party respor\Sible for lllo p?.beot of tne I 
advers11 evanl by lhu time th" re:ion was Made. 

l 
I
I TiUe n. California Cooo or Re{lulations. snctron 
70223 {b)(2). S1;rg1cal Se•vice General I flequ1rem,nts. 

I (o) A comm1lt4'e ol the •radical stall ShaU be 

I assicned respoos b<iJty lor: 
(2) ~loptrent, matnteJ\aflc:e and implementa~on 
ol ""'"on pohe.es ard procedures in COl15tdlabon 
j wit•i other 011µ1op1i111e ~ealth pl'C1fess'.on3Js Md 
, adm1n•slrat100. Po1rcies shall be approved by the 
, 9ovcrni<1g body Procedures shall be approvecl by 

I th"' a<1rn:nintraUon and medica• staff whom suc:h in 
~p;i1 opriate 

I 
, Ba~eo OI'\ 1n:ervtew an<1 record review, tno tacihty 

I 
fa1"'° to ensure the ·surgical Counr policy Md 
procet1urc wus 1mp1cmert1ed ior ooe Pal•ont 
(P3tien1 1 ). A tour Inch by four inch piece o! gauze 
was r..tt 1n the pabent (Patieni !) after surgical 

1 plat.C'llCnl or a p<>eemoker (surgical 11>C>S•on/l)OCke1 
1 made 11110 Ille cllest area in wl\ICh a pac-.em.1~11t I:; 

irrl)lanted) As a ·esult. Pallent 1 had an add1:iora1 
I hosp1t:it stay, with two ad<titionat surge:ios, due to 

the re tar nee 9au;:e and subsequem in rcction 

I 
(;venl rti:CKCDl1 519120 14 
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nt1e 22 California Code ol Regulations. 
Section 70223(b){2), Surgical Setv1ces 
General Requirements 
Actions Taken: 

I (X!'>) 
C.J'.,PLfll 

OAr 

1. The Surgical Services Director 213!20 12 
(SSO) reviewed the Incident with lhe 
nurse and scrub tech Involved in this 
case and conducted a remod1al review 
of the surgical count process. A 
performance management action plan 
was completed which Included 100% 
score on the surgical count quiz and 
direct observation of the stall members 211712012 
appropriately implementing the surgical 
count process. 

I 2. The hospital conducted a root causA 213/2012 

l 
analysis regarding lhis case 10 identily 
issues that con1riouled to the retained 
I gauze when Patient 1 undoMen1 a 

I 
pacemaker insertion. l he meeting 
included on stall members and I leadership, the Chief Medical Officer, I 

3: 11'16f'M 

http:PatiP.nt


CAUF~N1A tel lli ANO I IU\\AN SERVICES AGa(CY 
09'ARTMEHT CF POOLIC MCAL nl 

Sl"-••Ul'NTO fl£TCl~'laftt 
r...~O Pt,u or C()A"l(C l 0-. 

(.( 1} PA.C.V.o....""ll:rui:tOU:.M:ll.A. 
IOC.ll~TtOK MUM¥.Q 

050701 07)'17/2012 

tlA'IC Ot N'tU\ttOtn Oft toU;>t'1 llH 

$ao1ln .. 0'5t Hcl'UI''-"• &;•to1n 

Slfftrt AO,Rtst. Ctf't, STATf. lfl COOE 

2S600 f,t •.-l crit C.-,nter 01 1 "1urrloli11 t;A 926S1 S9$$ RIVER$10'- t;Ol)U rv 

('4110 
P•ffl.< 

!AO 

Sl.ltl'-'A-lh' $TA.JeJVff((I Ot~IClf;.."fCfl:S 

(l'ACH CIEflCl!•<:v MUSl 6~ mtcU:l.ltO avrULL 
l\tGUU10iO' Oft lSC U,,_ HfVNGtW-Of(MAl()N} 

On Martn 1. 2012, me 
ra.!f!\~ed P>l:iont 1. a 
adm tied lo tho hosoita 

On - Patient 1 under,,ent a surgical 
1n&ort:on ot .;I permanent ~ac.emaker. rhe re-f.)01l 
rr.vea1eo iwo procoduro oo~nts. an initial r.omt and 
a f•1al co111t, we rt oer fof'Tled Trie final count 
ndfc-atcd the GPol'lfle CO.Jfll .. vas con-eel Pat.o'"lt 1 
was disc\arg~ home on .012. 

011 - 2012. Pa'e'll 1 re:urr:ed I<> '"" 
Emercercv Deoartrn'!lll (EO). w:lh corr.l)la·nts Ille 
paCMU!l<Or site on tne left U!Jf.e< cncsi wa' wns 
tWOIM ano (l.11n'.ul 10 me 1ouc11. Pa11en1 1 was 
11>-adrniue<l co tM rnispit31 ,.;,~ a dlagnos's cl ctiest 
wa~ hcmatoma (couecbon of blooo or a CIOt that 
hn~ acrum1Mled ootsioe of a t>loo<l Vl!St.OI) vs 
ob11cet~ (c:olloclion of 1)4.lt within ti!:SUC ;, rMponr..n 
an 1nfectJOn). 

An opor~ov<I rnriort for Pall-0!\t 1, dat<>d 

2012. rev<:a.cd th81 there was uuunda111 puru1enl 

l(pus) mmcrial n the pacemaker silo. nrd upo~ 

funrrr exP'o aHn V10 fin<lln!J$ cf a • ind> by ~ 1ocll 

gau<c llehond the paoernakei generator (when was I extracted) The Operative Reooo indle<otcd Ille 
fOllctll'•llij p•<lctl(Jures wt!re 1-'t!flerme-J. 

1

1 "Oual-ci\amber pacemaw 1ead extraclion·· 
2 "Pacc'T!a«er romova1.· 

Event •O:EKE01 I 5181201~ 
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and a risk/patient safety representative. 

3. The DSS conducted a case reviow 
regarding this event at the Febluaiy 
s1aU meeting. The nurse involved In the 
case provided his acc:ounting, giving a 
rron:-line staff member's perspective. 
111e discussion incluned a ravl0w of 11 1e 
S1ir9ical Count policy. 111& need for lhe 
surgical team to clearly coinrnunlcc1to 
:he use of sponges, and awareness 
amongst lhe tol!m n1cmbor~ Including 
lhe physician ol when 1he surgical 
count is being performed. 

1
4 The oss ensured tnal lhe on staff 
membeis successfully comple!ed the 
surgical count policy qu11.. 

15. The Surgical Services Du actor 
(SSD) coordinated tho revfow and 

!revision of the Surgical Count policy 
and procedure lo clnrify tho sponge 

!
counting process based upon lhe 
l\ssocialion ot periOpera111•c 
I Rogislered Nurses' guidelines The 
revisions included the need for the 

i surgeon or ass;stanl to communicale 
item(s) placed in lhe wound: for !ho 
1eam 10 alert the physician that the 

1colSflt o·ocess has staned; if the 
spooge package ts banded. the b;ind Is 

lbro~en and each sponge 1s coonted 

311 '16PM 
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lA() RfCUl>TO'IYOAISC I00"11FVl"\\111~0f;M<Tl0NJ ' llO 

' 
13 "f'&cema~er pocxel debldemenr (re111•>1a' ol I 

infcctnd t.nttue). nl\d 

~
"Tissut sarrplmg f0t culture a'ld sensll1v:1ies • 

l•ent 1 mm.01ned i11 the ti03pitbl. ord on 

2012. ou1IC11l 1 underwent m>Olher su191ta 
p ocedvre tor reinsertion of the pacemaker 'rnµlont 

I on inc r9ht s1rlo "' his Chest. F0< 4 days. P&t1en1 1 
did no1 havo the pacemaker in place 

I 
On Maren 1, 2012, at t 1:00 am., the Oirec1or or 
Risk M•MC'"mM1 (DRiil) was inleiv1eweo. The 
ORM staled, 1hc laotrty did a Root Call$1? An;ity;ls 
ol ltte tnCldent Tne DR!.4 sia1ed \!lat. accorclng to 

"'" op')1-tlw - tnere wa3 onv two sporoe 
courcs pcrlormro (whlC/\ ndi.ded tne <1><4 orcn 
gaJze). Md !he fin~ co.ml was COl!l!CL The ORM 
could ~Cl o>j>laln hCIW thu oount cou'd be m:c:uraio 
when a piece d gau~e was left in the patient, 0< 

how lhc guuzc wau left UMCCOU'llcd for The ORM 
lt~ted Y.e suspected that the $urgeon moy hevo 
placeu 1he 4 Inch by 4 cnch gauze inside !he 

I pacema\<er pocl<et oun~g 1~e fr.at sponge count 
WTUHIUI ttW(>'Ull(l::m Lly the svrgfc(,1 lGc;.tlnidcin Of 

j circulatmu nurso 

I On May 29, 201 2. at 10 a.m.. Keg:s1ereo Nurse 
{RN) ' "'~" •nl~rvcnwarl RN 1 stateu ne w~s ll\i• 

I circula1111g oorse ror Patienl \ o.i 2012. 
RN 1 stale~ !hey d>d iv.o spo'13! counts. a 

j prol '"'""'Y e<>unt (dono bolom f\e wrgory bog,i.) 
and a final counl (done at Ille end or surgery wnen 
Ille surgc:on Slllf1S lo close tile rnciSlOO) RN 2 
stated he st•rted th• ftnal ccvnt at t'le beg1m1ng ol 
skin closure. and when lh!! colllt was cooiptete<l 

Ev•nl iO·FKEOl 1 51817014 
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ind vidva:ly, if the wound closu1e count 
ffnishcs alter lhe sl<ln Is ctooccJ, a skin 
closure coulll is sllll required; mid the 

use of a pocketed bag or other system 
lor separating used sponges to 
!ac1lltate the counting process. 

6. The SSD implemented lhe 

I 
j212a12012 

consistent use ot white bo:irs in the 
ope1aling rooms to track ilems In end I 
out ol the suroical field, induchno 
surgical wounds such as a pacemaker I 
pocket; a sranc1ardl?ed sponge count!!! 
dollice was 1mpleme11ted 

131912012 7. The DSS educated lhe OR staff 
regarding sponge counts. The lopic ol 
imptemenling a correct surgical count 
process was reviewed In unlHlased I 
huddles for three weel<s, beginning on 
February 6, 20 12. lnf0trn:ihon l 
highlighted included tne need to 
complete three sponge coun1s. 

a. The SSD collaborated with the 312612012 
Medical Staff Olfice lo onsuro each 
pnvdeged/credenliaJed surgeon on slall 
111c:eived notification reaardino 11\e 
revision 10 Ille Surgical Cou111 policy. 
This was accomplished via 1hc 
provldor's preferred melhod ol 
communication. i.e mail. fax. or email. 
The notice i11cluded the responsib~ities 

l .11. 18f'M 
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31e surgeo11 had 11relldy COfll)letely closed lhe 
nc!SIOn. so no arM":t couna v1as done. RN 2. wos not 
sure \\hat lhe ll'Olq was ac Uiat :.me. bul said ii 
was rotunon ptaeijce and acceptab'e to CJlly 

1 pertorm rNO •pot>gc counts for 111•1 typ'.l al small 

• 1>1ocedure RN I stt~lld he has since learned ltlat 
, there should always (no maltei how small ll1e 
I rncision) he a m·rvm11m of three sponge r.otJnts: 
1 .. Proftmins.ry .. l"t•ior 10 thn ntirt of ~urgp.ry, 

I. EJ)(fof surg~ty 1Jrio1 :os1artofsl<in closu,.,, and 
• F1MI • wher 1nc.slon was corroleteiy eiosed 

On May 29, 2012, at 10 15 am. lhe Surgical 'rcch 
(ST 1) was irrte:v1ewl!d. ST 1 •tate:! She was U-e 
scn..o 1•<11 for >'at>enl • on I 1• I 2012. She 
skltC<I It was a routmo, qrncl< proccwre, tor a 
oacema~er placarnenl. ST 1 stated lhEy did iwo 
~pun_ge cQUnis. ooi.: orior to svrgery, (HH:S llle
second at lhf) l1rsl sl1leh of skin closuro. She 
slated when lh~y were do11e wilh lhe count, tno 

I 
sur~'On had oready co1np'Cte<l ttie skin cJosute, 
and no other c:oi.rl was don~. ST 1 ste·co the 
pcllty on m~truct Imm to do a millimtm of tlYce 
counts, but u wa~ com'llCO Jl<a<:licc :o <IO r.'IO 

I coun1s for I"'' IYJ)e uf piocedure. ST 1 st:>led lll::tl 
rs no ton,iei lhe 17aetice. and all surgcal 

j proce<lures, no matter how smallreqwe ~ 

t minmum or tnrce count.a.. 

I 
10n May 29. 2012. al 11:1sa.m. lhe Sur~ical I 
I Sef'lices Oiroc1oc (SSOJ W J>' .nteN•eweo Tne ~SD 
statP.d tie fae1li1Y POOr.·1 1<7 Surgical Cou•ls l\lls I 

!always been to CIO a mllimum of th·ee spoige l 
!counts (tile 1n1~a1, tile statt or s~ri closure, a11<1 the I fina~ She staled 1: should r ever be :omonon I 

Event IO:EKED1 I 
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of ll;e phyc;ician and s1alf regarding 1he 
surg[cal oounl process in order 10 
n1a1n1ain awareness of alt sponges, 
sharps, '1nd 111siruments used during 
ihe cou1so of a procedure. 

9. The OR smlf participaled in the 
annual competency event. This 
includotl a surgical count "stalion" In 
which the employees demons1ra1ed 
competency wilh lhe counl process 
technique via dlreci obsef\lalion by a 
'Tlembor or 1he OR leadership team. 

10. The DSS recommended u furt'1er 
enhanc&ment to the Surgical Count 
policy lo highlight Ille need for an 
audlbla counl. The final revisions lo 
the 1>olicy were routed to the 

IDepanmenl of Surgery. the Medical 
Executive Commitlllo and the Board of 
Governors lor approval. 

I 
11. CJ1culaUng nurses and SSTs are 
educated 10 the Surgical Count policy 

!and procedure upon hire and annually. 
Evidence or this maintained In 111e 

•employee'~ competency file. 
' (The 2014 annual competency reviow 
lor surgical slalt was scheduled lor 
mid·Ap1il lo n>td·May lo ensure that all 
•staff members co~lete the required I 
elemonls, including the surgical CQunt 
jproccss) 

3:1 l:!GPM 
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I p1aciice to 0·1ly co lwO counts for smaller 
procedures T~e SSO staled t11e case t~nl involved 
Pa1111<11 1 was •1Yelllig81ed and 11 was de111rmi1>e<I 
lllA! st.all d.d 1101 do a mi'limum or three sponge 
counts as 011l11nco In Um policy. n addi11cn. tho 
SSD staled, the surglcul ,1art did nol 11sc <1 sponge 

, counter bag that may have nelpecl to vlsuOli• e if the 
oount was incorrect. 

I 

TI>e fac.l<ty pohcy entiUed. ·surgical Couut," dated 
No-ember 2010, was revieNed. TM policy 

llld•cates. "The circula~ng reg•slered nurse '" '" 
ensure that all svrg.cal counts ate performe:I to 

, nccovnt for 311 i tems and to les5"'n the potential for 
I n1ury lo pauents as a result of a retained foreign 
body • rhe policy aiso Indicate.~ ·sPOl'IQcs aie to 
be coun:e!l on a'I 11'ocedures In whldl lhe 
poss«ldity eJ(;sl$ that a spcr.ge cou1d ae retaineo 
Sponge ccunt w1,1 be perlormed: Before tr.e 

I 
prO<'.caure lo cstabt:sn " basetinc... Bcfotc WOJnd 

ctosure bcg1os J\t skin closure 01 onu of 
pro~dure.. Sponoes snail be contained rn sponge 

I counter bags Uso nf a oocKetcd bag 01 other 
system for separating used sponge5 rnay lac•lilatc 
'"sualizaL-oo f()( counting." 

I The faedrty failed to ensure l/lelr policy and 
procedure for sur9.ca1 c.ouot was ro11ow0<1, when 

I 
rnsultcd in a four l11ch by four inc!1 piece <>f gauze 
oclny left 1n Pallel\l 1. This failure le3rJ 10 ~" 
in!edJoo. an atfdi~o"a1 two surgenes for removal of 
\l\P. four by four' inch gauze and 1cmoval and 
re:nser.oon of Pa1ren1 l's pacem;i~er. ooo an 
1t!di11nnai stay 1n the hnspil:ll for Panenr l Ttte I facility's laiiure is a deficiency .... 11ich nar. caused. 01 

EvMtlO EKFIJI I 5181201" 
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PRO>.UA SfrU.1' O~ CORRECtlOH 
(E!O'CORRECINI! ACl'O>t SllOU<O Ill' llROSS
RCFCAL•tCEO TO THE "PPROP$UATE n'EF.CiE!>ICY) 

ContiPucd From pugc 5 

Monitoring: 

The DSS (or qualillcd designee) 2/2612012 
conducts direct observations of the use 
of a sponge cou1111n9 device and the 
count process to ensure staff 

I implement anti comply with the 
Surgical Count policy. 

' I 
I 

The outcome is reported to the Hospital 
Performance Improvement Committee 
for analysis !Ind action planning as 
warranied. The report forwards through 
the quality ovarsighl structure 10 Um 
Board of Governors. 

Person Re~ponsible 
Chief Nursing Olllcer 
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•v' '-Of l OOV!SltR OR .$t.IPPlfC_CI 

$()~t!w.Ul Ht•llh:~ .. Sy<1on1 

$'1R:E.t1 A:M>ltc-SS CHY STAl'E,. lP COOf 

2$500 lolodic•I Ctnltr Or, l.lurtlob. CA 9:562-S'6~ RIVERSIDE COUllTY 

tX·lP.l 
PRt:J'IX 

IAC 

SlJW.IAAY Sf AfEL.'il"t1 OF OEF.C1EttC ES 
(£1\Cll DEl'ICIGNCY MUSH£ PA£CEA:0£0 ev FV<.t 
qecut.1110AY OA lSC IOENfl..,W(l1·1; 0RMAT10N) 

is li'<ely lo cause, serious m1urv or de31h IO lhe 
p3hent 

Thrs l«<.1l~y laded lo prevent tile deflciency(1es) as 
deset1ced atx>ve IMl caused, or •S lil<ely 10 cavse, 

serrout injury m death to lhe pal;nnl. and lherorore 
constitutes an 1mrnediale jeor1ar<ly wilh1n thll 
meaning 01 Heallh and Safety Code Sect.o~ 

1280.1(c) 
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