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The following reflects the findings of the Department 
of Public Health dunng on inspection v1s1t 

Complaint Intake Number. 
CA00224633 - Subslanlia18d 

Repr8senting U1a Department of Public Health: 
Surveyor 10 # 16499. HFEN 

The inspection was limited to the specific facility 
event investigated and does not represent the 
findings of a full 1nspect1on of the facility. 

Health and Safety Code SecUon 1280.1(c) For 
purposes of this section "immediate jeopartly" 
means a situation In which the licensee's 
noncompliance with one or more requirements of 
hcansura has caused. or Is hl<ely to cause, serious 
injury or death to the patient. 

REGULATION VIOLATION. 
Title 22 70223 Surgical Service Genera l 
Requirements 

(b) A committee of the madrcal staff sl1a11 be 

essrgned responsibility for: 
(2) Development. maintenance and Implementation 
ot written policies and procedures in consultation 
with other appropriate health professionals and 
administration Poltcles shall be approved by the 
governing body Procedures shall be approved by 
the administration ond medical staff where such is I 
<ippropnato. 

Based on inteN1aw an<.1 record revlaw, the facility 
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INITIAL COMMENTS: 
St. Mary Medical Center ('SMMC') promotes 
perlional and professional development, 
accountability, innovation, teamwork, and a 
commitment to quality (SMMC Core Value or 
Excellence). SMMC is committed to adhering 
to tile requirements of the Medicare 
Conditions of Participation and all other 
relevant Federal end Slate laws. This 
document 1s subfllltted as evidence 01 
c;orrection of lhe deficiencies identified for 
enUty reported Incident number CA00224633 
during the investigation which was completed 
on April 8, 2010. 

Preparation andJor execution of this Plan of 
Correction does not constitute admission or 
agreement by the provider of the truth of the 
facts alleged or conclusions set forth on the 
Statement or Deflclencles. The Plan of 
Correction is prepared and executed solely 
because it is rt1Qulred by provisions of federal 
and state law. None of the actions taken by 
SMMC pursuant to its Plan of Correction 
should be considered an admission that a 
deficiency existed or that additional measures 
should have been in place at the time of the 
survey. The provider submits lhls Plan of 
Correction with the intention that It Is 
inadmissible by Any third party in any civil or 
criminal action or proceedings against the 
Provider, its employees. agents. off1eers. 
directors, or shareholders. TI1is Plan of 
Correction is submitted to meet requlremenL<; 
established by slate and federal law. 
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failed to follow \hair Polley and Procedure for 

Suroical Fire Prevention. and failed to ensure 
Patient A' s safety dU(ing a surgica l procedure on 
the patient ' s face. 

FINDINGS; 
Pallant A received 1Sl and dee~ bums 

on the face and upper llp on --2010, 
wMn the physician engaged the Bovie cauteiy (a 
device used for burning and/or Cl1ttlng the skin or 
other tissues by maans of heat and electrlo current) 
while the patient was receiving oxygen via oannula 
(a tube) into the mouth. causing a flash fire on the 

1 

1 
patiemr s rigl1t cheek and upper lip. I 
Dunng an inte1view with the Operating Room (OR) 
manager, on Aprll 7, 2010 at 9·30 AM, she stated 
she was not In the OR for the procedure, and when 
she Md the Risk Manager gol thellil, the patient 
was already bandaged and treated. No piclures 
were taken. The surgical staff told them that as 
soon as the Sovie engaged, there was a nash fire. 

During en inte1view with the Risk Monoger, on April 

7, 201oat 9:20AM. she stated that the Bovie 
machine was taken out of service and checked by 
Biomedical maintenance staff on 
2010. The machine checked out witli no pro ems 
noted. She also stated that Blomed had previously 
checked lhe machine ln January. 2010 and 1t 
checked out with no problems noted than. s11e 
stated, "The physician did not let tho 
anesthesiologist know the! he was going to engage 
the Bovie". She also statad that the ' Surgical Fires. 
Prevention OP' Policy and Procedure (P&P) 

Event IO:GCN3t 1 5/22/2014 
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TITLE 22 70223 SURGICAL SERVICE 
GENERAL REQUIREMENTS: 
SMMC has an effective governing body 
legally responsible for the conduct of the 
h0$pital as an inslitution and ensures that 
medical staff are held responsible for 
maintaining quality provided to patients, 
ensures Iha\ Quality Assurance Performance 
lmp;ovemenl (QAPI) programs focuses on 
prsvenUon of surgical errors, and ensures that 
surgical care serv1ces are achieved at the 
highest standards of medical practice and 
patient care. SMMC h~ es1Abll$hed policies 
and procedures to prevent surgioal fires, 
spBcifically the Policy and Procedure titled 
"Surgical Fires, Prevention or effectiVe March 
24, 2010. 

The following plan of correction detalls the 
actions undertaken by SMMC to correct each 
deficiency listed on tho State 2567 and 
provides e<edible evidence of compliance lo 
the SMMC Policy and Procedure titled 
·surglcal Fires, Prevention or and to ensure 
patient safety. 

IMMEDIATE ACTION(S) TAKEN: 
Upon cauterization of the basal cell on the 
right side of the nose, a spark 1YdS noticed 
and then a flame around Pa\lent • A"'s cheek 
(approximate size of a Y: doUar). Immediately, 
the surgeon instructed the anesthesiologist to 
tum off the Ot (ox.ygen). The $Urgaon 
removed the nasal cannula, placed a wet 
sponge on the operating sae, and the 
circulating RN pulled off all the drapes. The 
surgeon and anestheslolOgist pertorrne<t en 
assessment of the burned area. 
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1nstf\1ct.'l surglC<ll starr to 1um off the oxygen for 1 
minute prior lo en909ln9 the Bovie. Surgical staff 
did not follow lhe facility l'&P. 

Review of Patient A's clfnical record on April 7, 
2010, noted Patient A, a 68 year old fem111e. had 
minor surgery on her nose to ~al cell 
carcinoma (skin cancer) on --2010. 
Surgical noles snowed a <letailed time~ne of the 

event documenting lhet the anssllieslolcgisl turned 
off tho oxygen after Ule name appeared, and the 
circulallng nurse removed the sterile drapes 

During an interview with the plastic surgeon oo 
41712010 at 1:40 PM. he slated that "he d id the 
wound care himself for aµproxmatery 2 weeks•. He 
also slated that the patient was ~s~ll applying 
ointment to en area about the size of the tlp of an 
eraser'. When asked if he had lal<en pictures, he 

I staled • No, but the patient did, and she sent U1em 
to ma". 

J During M interview on 418/2010 at 2:40 PM, the 
anesthesiologist stated that In this case, "no 
warning was given thllt the Bovie was going lo be 
u3ed. Th& Bov1e waa not holstered, the phy~iciein 
picked It up and b1191¥1 using it ", without letting the 
surgical team know The anesthesiologist stated 
that the surgical team did not follow the facllity 

!P&P. 
Review of the racrlfty P&P tilled "Surgical Fires, 
P1evention Of "dated May 2009, under Use or 
Etectroceutery, noted. •stop supplemental oxygen 
:it least orie minute bofore and dunng use of the I 
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TITLE 22 70223 SURGICAL SERVICE 
GENERAi. REQUlREMENTS {Continued): 
Subsequondy, Patlonl •A• wns transferred from 
OR#1 lo Post Anesthesia Care Unit (PACU). 
The surgeon and anesthesiologist notified the 
patient and family abOut the Incident. Orders 
for Arterial Blood Gases (ABG) and Carbon 
Monoxide tests were ordered by 
anesthesiologist; csrtlon monoxide results were 
negative and Anesthesiologist Immediately 
lnf0<med the patient end rmilly mombGrs with 
results. 

On Februa~ 26, 2010, upon diScovery or Ille 
event, SMMC Risk Management irnmedie!ely 
initlated an lnvesttgallon Into this event in 
rollaboration wlth the Surgical Setvlte$ 
Leadership Team to ensure inme<!iate 
pr~sos wore Implemented for !lie 11af6ty or 
0U1er palients that could be affected by the 
same outcome. 

On February 26, 2010, the Interim PerioperaUve 
Servtcea Director lnillated 1: 1 verbal education 
10 the SUl'!llcet Services staff members to raise 
awareness of the risk of su~lc:al fires and lo 
reinforce the polley and procedure tiUed 
'Surgical Fires, Prevention or. During this 
education, lhe staft members were made irNaie 
of the requirements when electro-cautery Is 
used With an open oxygen delivery system to 
stop supplemental oxygen al least one minute 
before and during caulery use. 

On February 26, 2010, en Immediate 
comalnment strategy was i'tl!lated to ensure me 
five (5) steps listed below are followed when 
elettro-cautary Is used with an open oxygen 
delivery system du1ing cases that Include 
head/neck su~eries: 

3:16:05PM 

(ltS) 

COMPLETE 
OAT't 

02125/10 

Initiated: 
02126/10 

Completed: 
03/10/10 

Initiated: 
02126/10 

Completed: 
03/10/10 

Pago l ol~ 



CALIFORNIA HEAL TH ANO HUMAN SERVICES AGENCY 

DtPAR™ENT OF PUBLIC HEALTH 

ST,t\lEMfNT OF DEFICIENCIES 
,\.NO PlAll or: COl<ReCTION 

(XI) PROVIOERISUPPLIEIVCLIA 
IO&NWICA'TION NUW.9~R 

050300 

FAX ti ~. 

(X2l MUlTIPLE CONS mucnoN 

A 9\.llLOING 

S. V>1NG 

P. C09 

(1(3) OATe SUl\VEY 
COMrL.f'Tl:o 

04/08/2010 

NM1c OF PROVIDER 011 SUPPLIER 

St. M;uy Mo>dlcal Centor 

llffil:ET llO:lAES~. CllY, STATE, ZIP CODE 

18300 Ug Mlahw:iy 18, ApplO V~lloy, CA 92307-2206 SAN BJ::RNAROINO COUNTY 

SUMIM:'IY STATEMENT OF OGl"IClliNClliS 
(EACH DEFICIENCY MlJST BE PRECEEO!!O SY FULL 
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unit, 11· possible ", 

Durfng s telephone interview with lha patiant. on 
April 9. 2010 al 2:30 PM, she stated the physician 
told tier "it was almost a 3rd degree burn". She 
stated lhat it was healing nicely, the wound was 
still discolored but closed. and then this past week, 
it blistere<t again. about tna size of a quarter coin. 11 
wa:; originally "covered by a 4 X 4 gauze pad, and 
you could see the nw~ved". The~ 

sent pictures taken on -- 2010 and -
2010. showing tha deep 2nd degree burn. 

The facility's failure to prevent the surglcal lire on ! 
t11a patient's face has caused, or ts likely to cause, 
serious injury or death to U1e patianL 

This facility failed lo prevent the deficiency(ies) as 
described above that caused, or is likely to cause, 
serious lnilll'Y or death to the patient, and tharofore 

; constttutes an Immediate Jeopardy within the 
I meaning of Health and Safet)' Code Section 
11280.i(c) 

Event ID:GCN311 512212014 

State ·25il7 

PROVIDER'S PLAN or CORRECTION 
(eACH CORREcr;ve ACTION SHOULD ee CROSS. 

l\l;FER;.NCEO ro ™~ APPROPRJATI? DEl'ICIENCV) 

TITLE 22 70223 SURGICAL SERVICE 
GENERAL REQUIREMENTS (Continued): 

1. The sutgeon announces aloud to the 
anesthesiologist the intent to •energfze 
the cautal)'•. 

2. Tile anesthesiologist will acl<lloWledge 
and announce aloud 'the oxygen is 
being turned off. 

3. The anesthesiologist will give the 
surgeon notification when It Is sale to 
proceed (i.e., after one mlnuts of oxygen 
being turned off). 

4. Thereafter, the surgeon will notify the 
anesthesiologlst when finished with the 
oautety and, 

5. The anesthesiologist will notify the 
surgeon and \he OR nursing staff that 
oxygen has commenced. 

On March 8, 2010, U1e Vice President or 
Medical Affairs (VPMA) referred the case 
Involving Patient 'A. totheAnesthesle 
Departmenl and on March 17, 2010 to the 
Surgery Department for Peer Review for lni\lal 
screening, The case was reviewed and final 
disposition obtained wilh a recommernlaUon 
to foUow up with a pr~entaUon to the Medl¢al 
Executive Committee (MEC) during the nex1 
scheduled meeting on May 11, 2010. 

On Ma1cl1 ZO, 2010, the Jnlerim Director of 
Perioperative Ser.foes Department reviewed 
and revised the Policy and Procedure titled 
•surgical Fires, Prevention or. Revisk>ns 
Included ''When electro-cautery Is used wilh an 
open oxygen deliv&1y system, to stop 
supplemental oxygen at least one minute 
before and during cautery use', to ensure this 
policy meets the guidelines from Association 
of Per!QperaUve Regl$\erecl Nur~3 (AORN) 
and American Society of Anesthesia (AOA). 
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unit, if possible''. 

During a telephone interview with the pati~mt. on 
April 9, 2010 at 2:30 PM. she stated the physician 
told her ''ii was almost a 3rd ~agree burn". She 
stated that it was healing nicely, the wound was 
still discolored but closed. and then this past week, 
it blistered again, about the size of a quarter coin. 1\ I 
was originally "covered by a 4 X 4 gauze pad, and 

~ you could see the swelling involved". The patient 
1 
sent pictures taken on March 12, 2010 and April 9, 
2010, showing the deep 2nd degree burn. 

The facility's failure to prevent the surgical fire on 
tha patient's face has caused, or is likely to cause. 
serious injury or death to the patient. 

! This facility failed to prevent the deflciency(ies) as 
·described above that caused, or is likely to cause, 
!!e<ious injuiy or death to the patient, and therefore 
constitutes an immediate jeopardy within 'the 
rneaning of Health and Safety Code Section 
1280.1(c). 

Evant ID:GCN311 512212014 
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TITLE 22 70223 SURGICAL SERVICE 
GENERAL REQUIREMENTS (Continued): 
The revised policy was reviewed and 
approved by the Interim Director of 
Perioperative Services Department, Vice 
Pre.sidenl/Chief Nursing Officer {VP/CNO), 
Senior Vice President/Chief Operating Officer 
{SVP/COO), Chief Executive Officer (CEO) on 
March 20, 2010 In addition, this policy was 
approved by the Medical Executive 
Comrnitlee (MEC) and Board of Trustees 
{BOT) as noted below: 

1. Medical Executive Committee 
2. Board of Trustees 

On May 11, 2010, the VPMA presented to the 
MEC the recommendations from the March 8, 
2010 Anesthesia Department Peer Review for 
their review and approval as follows: 

1. E$labllsh a clear communication 
process betv-ieen surgeon and 
anesthesiologist 

2. Surgeon must announce to the 
anesthesiologist and OR Team that 
he/she is ready to start engaging 
cautery unit (Bovie) for cases that 
includo head/nock surgeries and 
require the delivery of supplemental 
oxygen. 

3. Mandalory training for OR staff and 
Medlcel Staff In regards to the 

i Policy aod Proredure titled 
J •surgical Fires, Prevention of. 

; On May 4, 2010, U1e Chief of Surgery (COS) 
1 

and Chlef of Anesthesia (COA) developed 
and sent a memorandum to the 
anesthesiologists and surgeons including 
OBIGYN reinforcing the importance of 
implementing lire precautions in the OR 
set.ling. 
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unit, if possible ". 

During a telephone lntel\lisw with the patient, on 
April 9, 2010 at 2:30 PM. she stated the physiclon 
told her "it was almost & 3rd degree bum•. She 
stated that ii was healing nicely. the wound was 
still discolored but closed, and then lhis past week, 

; il blistered again. about the size of a quarter coin II 
was originally "covered by a 4 X 4 gauze pad. and 
you could see lhe swelling involved''. The patient 
sent pictures taken on Marcn 12, 2010 and April 9, 
2010. showing U1e deep 2nd degree burn. 

The facility's failure to prevent the surgical nra on 
the patient's face has caused. or is likely to cause, 
serious inf ury or death to the patient 

Thrs facility failed to prevent the delicienoy(ies) as 
described above that caused, or Is likely to cause, 

I serious Injury or death to the patient, and theretore 
t constitutes an irnmedrate jeopardy within tne 
meaning of Health and Safety Code Sectlon 
1280.1(c) 
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TITLE 22 70223 SURGICAL SERVICE 
GENERAL REQUIREMENTS (Continued): 
On May 4, 2010, the Anesthesiologist 
Implemented a new process to demonstrate 
compliance with the established process 
which indudes: After the surgeon 
communlca1es aloud to the anesthesiologist 
and OR Team that he/she is ready to start 
engaging the cautery unit, the 
anesthesiologist will also announce to U1e OR 

• T earn lhal he/she is going to stop the oxygen 
by documenting In the anesthesia record the 
time the oxygen was stopped. 

On May 18, 2010, the surgeon directly 
lnvolwd In the care of Patlen1 "A' provided an 
In-service to the Surgery Department 
members present with regards to surgical fires 
In the OR. The members were apprised that 
they need to establish a clear communication 
process between the surgeon, 

• eneslhestologlst end OR staff im;senl In 
1 addition, a copy of the policy and procedure 
I tiUed ·surgical Fires. Prevention or was 

shared with the department members. 

On July 19, 2010. the Chief of Anesthesia, 
who was directly Involved In the care of 
Patient •A", provided an In-service to tt1e 
Anesthesia Department members present 
wilh regards to lhe recent case Involving the 
use of 'Bovie" In which a patient suffered a 
bum during the surgical procedure. The 
policy and procedure tiUed ·surgical Fires, 
Prevention or was prnsented and every 
member was requested to arlhere to such 
policy. 
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STATEMENT OF OEFICIENCIES 
ANO Pl/IN OF CORRECTlOM 

(l<l) PR.OVIOEAISUPPLIER/CLIA 
1m;NT1F'ICATION NUMUeR 

050300 

!XZI MUL nPLE CONSTRU(;TION 

A. 8UilDiNO 

; VANG 

?. 012 

{X3l OATe SURVEY 
COM?ltTEO 

04108/2010 

NAl.lli OF' PROV.DER OR SUPP\.IEJI 

SL Mary Medleal Center 

StREET /\OOReS3, CITY, STATE ZlP COOE 

18300 Us Highway 18, Apple Valley, CA 92307·2201 SAN BERNARDINO COUNTY 

SUM~AAY STATQ.IE>ll' OI' OEF'ICl&.CIES 
(EACH OEl'IClfNCY MUST ee l'RECEEOrn av l'V'-L 
REGUIATOllV OR LSC IDENTIFYING INFORMATION) 

unrt. it possible ". 

Duong a telephone Interview with the paUent, on 
April 9. 2010 at 2:30 PM, she stoled the physician 
told her "1t was almost a 3rd degree burn", She 
stated that i1 was heallng nicely, the wound was I i sllll discolored but closed, and lhell this pa&t week, 
it blistered again, about the size of a quarter coin. It 
was originally "covered by a 4 X 4 gauze pad, and 
you could soe the swelllng Involved". The patient 
sent pictures taken on March 12, 2010 and Apnl 9, 
2010, showing the deep 2nd degree bum. 

The facility's tallure to prevent the surgical llro on 
the patient's face has caused, or 1s likely to cause. 
senous injury or death to the patient 

This facility fallad to prevent lhe deficiency(ies) as 
described above that caused, or is likely to cau~e. 

serious injury or death to the oatient, and therefore 
constltutas an Immediate jeopardy within tho 
meaning of Health and SafetY Code Seclion j 
1280i(c) 

Event ID.GCN311 512212014 

StolD·25~7 

IO 
PKEl'll\ 

TAG 

?ROVlofR"S 1'1.AN OF CORRECTION 
(EACH CORRCCTIVE AC110N 6HOVLO SE CROSS· 
REfERENC!'.D TO™' APPROPRIATE bff!CIE:'iGYl 

TITLE 22 70223 SURGICAL SERVICE 
GENERAL REQUIREMENTS (Continued): 
Perioperatlva Services staff members 

received lnitlal education during New 
Employee Orientation (NEO). Fire in OR 
pre¢autlons are a component for those 
employees who work in the Penoperalive 
Services Departments. ln addition, 
PerioperaliVe Services stalf members receive 
annual reorientation as a requ~ement for 
employrmmt. The staff members unable to 
complete the annual reorientation due to 
family medical leave or vacation time are 
required to complete such education prior to 
getting baci<. to their normal assignment. 

QUALITY ASSURANCE PERFORMANCE 
IMPROVEMENT MONITORING: 
The Interim Director of Perioperative Services 
Department or deslgnee performed monthly 
chart audits or ldenUfled cases Involving head 
and neck surgeries that required the delivery 

I of supplemental oxygen. This was done to 
ensure the established process as approved 
the Medical Executive Committee was 
followed as evidenced by the AnesU\estologist 
and Surgeon documentalion. 

The Interim Dire<.1.01 of Perioperalive Services 
Department or deslgnee documented the 
results of such audits tor at least three (3) 
consecutive months and until 100% 
compliance was achieved. Thereafter, 
Performance Improvement Indicators were 
monitored on a periodic basis to ensure 
ongoing comptianoe/sustainment 

3'16:05PM 

Ongoing 

Initiated: 
05/01/10 

Completed: 
04130/11 

Papa ~of4 



· ··l· . , · " '\ I ' .. ~, - ~ J ' ' '/ ' "'J4 .. Jr:, . .i.' !.. ~ : 11 ~ .,, t t.: ~ . t ';; 

CALIFORNIA HEAL TH ANO HUMAN SERVICES AGENCY 
DEPARTMENT OF PUBLIC HE.AL TH 

SfAT"eMEITT OF OEFICIE.NClfS 
AfJO Pi.All OF CORRECTION 

(XI) PROVIOfR/SVPP'.IER/Cl1A 
IOENTIFICA TION NUMBE'.R 

060300 

FAJ~ Ne. 

(X2) M\IL TlPLE C·ONSif\VCTION 

A. !lUILOING 

8. WING 

P. 013 

(X3) DATE SVRVCY 
COMPLET1:0 

04/0812.010 

NAME OF PROVIDER OR SUP?UER 

St. M~ry Medical Ce1uer 

STREl:I A00f\ESS. CITY, STATE. ZIP COOli 

18300 Us Highway 18, Apple Valley, CA 9Z307·2Z08 SAN BERNARDINO COUNlY 

(X4) ID 
Pl'\El'l)I; 

TAC 

SUMMARY STATEMENT OF OeFICIENCIES 
(EACH DEFICIENCY MUST EIE PR~Ceeoeo llY l'ULL 
REGUi..ATORY OR LSC IOE:NTil'YING INl'ORMAllONI 

ur1it, if possible ". 

During a telephone interview with tho patient, on 
April 9, 2010 at 2:30 PM, she stated the physician 
to ld her "it was almost a 3rd degree burn". She 
stated that it was healing nicely, the wound was 
still discolored but closed, and then this past week, 
it blistered again, about the size of a quarter coin. It 
was originally "covered by a 4 X 4 gauze pad, and 
you could see the swelling involved", The patient 

1 
sant pictures taken on March 12, 2010 and April 9, 
201 0. st1owing the deep 2nd degree bum. 

The facility's failure to prevent the surgical fire on 
the patient's face has caused, or is likely to cause, 
serious injury or death to the patient 

This facility failed to prevent the dsficiency(ies) as 
described above that caused, or is likely to cause, 
serious injury or death to the patient, and therefore 

r 
constitutes an immediate jeopardy within the 

, meaning of Health and Safety Code Section I 1280.1(c). 

Eve11t ID:GCN311 512212014 

Slate-2567 

!O 
PR€~LX 

l'AG 

PROVIDER'S Pl.AN OF CORRECTION 
(EACH CORR!<CTNE. ACT:ON SHOVLO BE CROSS­
REFERENCEO TO THE APPROPRIATE DEFICIENCY) 

TITLE 22 70223 SURGICAL SERVICE 
GENERAL REQUIREMENTS (Continued}: 

REPORTING PROCESS: 
The outcome of these audits was presented to I 
the Pertormance lmprovementAdvlsory 
Committee (PIAC), the Medical Staff Surgery 

I Department, and Medical Staff Anesthesia 
Department meetings on a regularly 
scheduled basis as part of the hospital wide 
Quality Assurance Perfoonance lrnprovement 
(QAPI) program and for their review and 
recommendations. The PIAC reports to the 
Quality Committee of the Board (QCB). 
Medical Executive Committee (MEC) and the 
Board of Trustees {BOT). 

l RESPONSIBLE PERSON(S): I • Chief of Staff 
• Chief of Surgery 

• Chief of Anesthesia 
• Chief Nursing Officer . Vice President Medical Affairs 
• Director of Perioperative Services 

t 

3:16:05PM 

(X5) 
COMPLETE. 
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