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E000 | Initial Comriments E000 | Corrective Action Plan:
7 o ' g Temporary Compliance:
E‘he;:‘:;i;mgﬁ;? }i;ﬁiﬁﬁ; Z%zmplaint The items listed below were implemented
S immeédiately.to correct our processes. Each
Investigation : 5 :
i corrective action is also part of the resolution
; and compliance with the regulations.
Complaint Intake Number:
CA00166431 - Substantiated
' 1. Policy & procedure revision: Immediately 1. 10/15/08
-The inspection was limited to the specific facility following the event the policies listed below y
adverse event investigated and does not represent the :\Egeojg;?ewid tar;gc;r revised. On ; 10/31/08
TR SRS s , Substantial revisions were made
SSRGS ST TERTR 1 S0 B to meet the Standards and intent of the
; b s : regulations. :
chresentmg the Department of Public Health: e ldsnilication Polley
S ; » Universal Protocol, Team Time Out
‘N'HFEN s Hand Off Communication ;gﬁﬁ% by
RN, Sr. HFEN e  Out Patient Process Governing
. ; Y »  Communication for Impaired Board
! 1280.1(c) Health & Safety Code Section 1280 Individuals
For purpose of this section, “Immediate jeopardy™ Responsible Person: CNO :
mearis a situation in which the licensee’s : '
noncompliance with one or more requirements of 2. Form Revisions: The following Forms were | 2. 10/15/08
licensure has caused, or likely to cause, serious reviewed and/or revised. On 10/30/08
injury or death to the patient. further for revisions were implemented to | 10/31/08
coincide with policy revisions. i1/04108
S i ol * Pre Procedure Check List
Boicny Coniision Botndiske fornaity . »  Pre Anesthesia Questionnaire g%%gﬁ?nzy
S : T = Patient Identification Form
E347 T2.2 DIVS CHl ART3-70223 (b)(2) Surgical Service 47 & P Bl AsEasansit. Board
General Requirements Responsible Person: CNO
(b) A comhittee of the medical staff shall be 3. An Ad Hoc Commitiee of Hospital
assigried responsibility for: Administration and Medical Staff 3.10/15/08
(2) Development, maintenance and implementation Leadership met regarding the OR incident
of written policies and procedures in consultation for a pian of action regarding the
with other appropriate health professionals and physicians’ inyolvement. Focus of
administration. Policies shall be approved by the EOUE WD, My Gwoghs g
governing body. Procedures shall be approved by the ;);psec;?.‘t;?giae. S 05D
administration and medical staff where such is 4 5
appropriate. AdHoc meeting held 10-30-08 with medical | 10/30/08
staff and key leaders to establish policy &
procedure for compliance with regulations.
Responsible Person: CEQ, CNO
)R PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TILE . (¥X8) DATE
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E347 | Continued From page 1 E347 i
4. Medical staff meetings were held for all | 4.see below
This Statute is not met as evidenced by: divisions who conduct surgery, special :
Based on review of facility documents, a review of PrOCScATE, oF ofher nvasve
patient’s clinical records and interviews with staff, proced_ures. Education . provided
L S o regarding the event, actions taken,
the facility failed to ensure policies and procedure policy & form revisiors.
were implemented for patient safety by accurately A.  Aresthesia Committee met A. 11/03/08
identifying a patiént prior to implementation of a 11/3/08 B. 11/12/08
treatment, medication and/or procedure which B. Surgery Committee met 11/12/08 | . 141/11/08
resulted in a wronig surgical procedure being C. OB Committee met 11/11/08
performed on Patient 1. The facility failed to endure D. Medicine Committee met D. 11/17/08
| the “Hand-off Communication” policy and 11/17/08
procédure was imipléménted when Patient 1 was A :
s e e e o 5. Education:
St fethd 10 W uiers 1l sl (OO st : a. Conducted Perioperative Update 2' Initiated
exchange of accurate information about the patient’s course for nursing staff to educate to s
o el 3 10/29/08
care and treatment which 1’_63111ted mRN 1 policy revision, form revision and and Is on-
transporting the wrong patient to the OR. RN 1 failed impleméntation expectations. going :
to identify Patient 1 by checking the patient’s Responsible Person: OR Director,
identification aim band prior to transporting the Directors where procedures are
patient to the OR as stipulated in the Identification of performed.
Patient policy and procedure and Standards of Care o Sl .
For The Operating Roorn. Thé surgical team failed to b. Written Notification of policy
check Patienit 1’s identification band with the chart G e led b. 10/14/08
T EEEE R : irectly to all physicians. ;
prior to induction of anesthesia and prior to start of Responsible Person: CEO
the surgical procedure. Patient 1 was scheduled for a
Port-a-Cath placéinent, however, according to the c. General Staff Meeting for all c. 11/18/08
documentation in the medial record “Because of physicians was held. Policy changes i ;
mistaken identiy was given general anesthesia and and expectations were reviewed and
dilatation and curettage was attempted.” (Removal of discussed. Compliance, with
contents of the uterus, after stretching, by means of suggested policy changes were -
an instruiment.) discussed by Medical Staff/Hospital
Leadership. Changes approved.
On October 30, 2008 at 4:40 p.m., an immediate Responsible Person: Hospital CNO
jeopard was identified due ility’ : 3
Jfajlﬁre % (ch)nsis tently impler(llm'n: ;gszif::ig g 6. tShiag,m::lge posted in prominent places 6. 10/29/08
; . : e : j roughout the facility including the
pml?ct.il.lre's for accu_rat.ely identifying patient prior to Pre-op, OR, OR suites, physician
Fhe initiation of a spxgtcal procedur.e a13d fallurr:a to lounges, dining room, dictation areas
implement the “Hand-off Communication” policy and scrub areas. Further revision of 10/31/08
and procedure by exchanging accurate information the posted signage done to coincide
about the patient’s care and treatment. In addition, with policy & form revision. :
approximately two weeks after the adverse surgical Responsible Person: Director of OR
incident involving Patient, 1 the facility continued to ;
fail to safely protect patients from the wrong surgical
procedure being performed on them by incomplete
implementation of policies/procedures relating to
STATE FORM Y61911 If continuation sheet 2 of 9
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her head. RN 1 brought the patient to the operating

requirements
Responsible Person: DCPI and

STATEMENT OF (X1) PROVIDER/SUPPLIER/CLIA | (X2) MULTIPLE
DEFICIENCIES AND IDENTIFICATION NUMBER CONSTRUCTION _
PLANOF CORRECTION e €.
(e 050735 ABUILDING _ 10/30/2008
| BWING _
: NAI\/fE OF PROVIDER OR SUPPUER STREET ADDRESS CITY, STATE, ZIP CODE
-'WHITTJ:ER HOSPTIAL MEDICAL CENTER 9080 COLIMA RD
'WHITTIER, CA 90605 !
(x4) D SUMMARY STATEMENT OF DEFICIENCIES ~ DD PROVIDER’S PLAN OF CORRECTION X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEEDED BY PREFIX | (EACH CORRECTIVE ACTION SHOULD | COMPLET
TAG FULL REGULATORY OR LSC IDENTIFYING TAG s : EDATE
INFORMATION) CROSS-REFERENCED TO THE
APPROPRIATE
__ DEFICIENCY)
E347 | Continued From page 2 Permanent Compliance: :
Permanent Compliance is achieved by
properly identifying patients prior to the initiation of integrating the above changes into
a surgical procedure. o_n_entahon, tralr'llng and. oo_n'lpf:tenqy
process. Ongoing monitoring is being
Findings: g?anhdduac__:rt;sd to assure adherence to
On October 21, 2008 at 8:40 a.m., an unannounced i
complaint investigation was conducted to investigate Hospital Staff:
a facility repotted incident regarding a wrong All temporary changes were implemented.
surgical procedure performed on Patient 1. Further corrective actions were
implemented based on application into
A review of Patient 1’s clinical record on October practice.
21, 2008, disclosed the patient was a 63 years old 1. General and nursing orientation 1.11/08
with diagnosis of colon cancer and was admitted to moddlﬁed t‘é include fewsedtpohcy
. R i - and procedure requirements,
%Bog?tpm@ Surgery ey O‘Ember “ Responsible Person: CNO and
| or placement of a Port-a-Cath device for Fi :
s ex Education
chemotherapy.
: o 2. Department specific 2. 10;.29!08
A review of MD 1’s (Medical Doctor) progress competencies revised and and on-
notes, dated October 15, 2008, documented that, implemented in the OPS, PACU, geid
“Because of mistaken identity the patient was given OR departments. _
general anésthetic and dilatation and curettage was Responsible Person:OR Director
attempted, which was terminated when found that _
the patient did not have a uterus. Some biopsies 3. g:‘argag(?gs?eurﬁﬁ: Eor?ncelseste d 3.11/08
apparen‘_tly curetting of the vaginal cuff were taken.” : compgetendesc!(o be sentpto and on-
L s : Human Resources within the first | 9°N9
A review of MD 2’s progress notes dated October 90 days of employment. A
15, 2008 at 1:40 p.m., indicated the patient was Responsible Person: Director of
already asleep when MD 2 entered the operating Human Resources.
room. After the patlent was prepped, there was some .
bleeding from the vagina. A pelvic exam was 4. Annual Competency Assessment | 4.2009
performed and MD 2 “Did not feel the cervix and i&evis_ed to ilncmfoe 1}93"" Timte ]?OU"
uterus.” MD 2 placed a weigh speculum and SRS DR LON ERVSH S O
retractor and “could not see the cervix.” MD 2 “used all S OR, OP.S : PA(::U Unit
A : _ : specific competencies revised to
medium sized curette to collect the blood, did not do include dept specific process
curettage and finished the procedure.” elements.
_ Responsible Person: CNO, OR
During an interview on October 21, 2008 at 10:35 Director, Directors where
a.m., RN 1 stated she went to pick up the patient and procedures take place.
there was no nurse available in the Outpatient
Surgery area. RN 1 stated she “grabbed the chart, 5. Annual Safety Update to be PO
called out the patient’s name and Patient 1 nodded revised to include current. 2609arc

room and the anesthesiologist started putting the Diretlor Bucnoit Seivices
leads on the patient while he was “busy looking at s
the chart.” RN 1 stated the patient was already asleep

Yo61911 If continuation sheet 3 of 9
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NAME OF PROVIDER OR SUPPLIER ST_REBT ADDRESS CITY, STATB, ZIP CODE
WHITT]ER HOSPTIAL MEDICAL CENTER _9080 COL]J\IA RD
WHIT IER, CA 90605 - A e
(X4) ID SUMIMARY STATEMENI‘ OF DEFIC]ZENCES “ID | PROVIDER’S PLAN OF CORRECTION e
PREFD( (EACH DEFICIENCY MUST BE PRECEEDED BY PRE (EACH CORRECTIVB ACTION SHOULD BE COWLETE
TAG FULL REGULATORY OR LSC IDENTIFYING FIX CROSS-REFERENCED TO THE DATE
INFORMATION) TAG APPROPRIATE
o DEFICIENCY) i
Continued From page 3 6. After implementation of temporary 6. see
: compliance changes, further revision was | below
perly identifying pati : iniiiasd necessary to achieve a smooth compliant
gr;ﬁ_gg;iiz cedure_Pahents i s process. Changes were made based on
compliance with regulation, physician
Findings: input, and implementation into practice.
Policies that were further revised are listed
On October 21, 2008 at 8:40 a.m., an unannounced }??lﬁih;htiﬁcaﬁon Policy A. 12/02/08
complaint investigation was conducted to investigate B. Universal Protocol, Team Time Out B. 12/02/08
a facility reported incident regarding a wrong C. Hand Off Communication C. 12/02/08
surgical procedure performed on Patient 1. D. Out Patient Process D. 12/02/08
E. Communication of Impaired individuals | E. 12/02/08
A review of Patient 1°s clinical record on October Responsible Person: CNO 1
21, 2008, disclosed the patient was a 63 years old ey e
with d.lag;uosm of colon canicer and was admitted to F. Dlsruptwe Phy3tcran Behavior Policy - | F. 12/02/08 o
the Outpatient Surgery (OPS) area on October 1 4, gtzsffpolnsnble Person: Director of Medncal
2008 for placemert of a Port-a-Cath device for .
chemotherapy. 7. After lmplernentatlon of the temporary 1.
% compllance changes to the forms, further
A review of MD 1’s (Medical Doctor) progress revision was necessary fo achieve a
notes, dated October 15, 2008, documented that, compliant form. Further changes were
“Because of mistaken idéntity the patient was given made based on review of records, staff &
general anesthetic and dilatation and curettage was physician input, and application into
attempted, which was terminated when found that practice. The following Forms were
the patient did niot have a uterus. Some biopsies B ciovsme finalized with improvements,
Sl N ; o 5 orwarded for printing and implemented: .
SPpéretly Aetinng of the vagirial cult Were taken A. Pre Procedure Check List A. 11/10/08
: ; _ B. Pre Anesthesia Questionnaire B. 11/10/08
A review of MD 2’s progress notes dated October C. Patient Identification Form C. 11/10/08
15, 2008 at 1:40 p.m., indicated the patient was D.Pre Anesthesia Assessment D. 11/10/08
already asleep when MD 2 entered the operating : :
room. After the patient was prepped, there was some Responsible Person: CNO
bleeding from the vagina. A pelvic exam was
performed and MD 2 “Did not feel the cervix and
uterus.” MD 2 placed a weigh speculum and
retractor and “could not see the cervix.” MD 2 “used
medium sized curette to collect the blood, did not do
curettage and finished the procedure.”
During an interview on October 21, 2008 at 10:35
a.m., RN 1 stated she went to pick up the patient and
there was no nurse available in the Outpatient
Surgery area. RN 1 stated she “grabbed the chart,
called out the patient’s name and Patient 1 nodded
her head. RN 1 brought the patient to the operating
room and the anesthesiologist started putting the
leads on the patient while he was “busy looking at
the chart.” RN 1 stated the patient was already asleep
Y61911 If continuation sheet 4 of 9
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STATEMENT OF (X1) PROVIDER/SUPPLIER/CLIA | (: JLTIPLE
DEFICIENCIES AND IDENTIFICATION NUMBER CONSTRUCTION
| PLANOF CORRECTION ; P ST
SR ; 050735 'A.BUILDING 10/30/2008
B.WING _. -

NAI_V_EE OF PROVIDER OR SUPPLIER
i '_W]EIITTIER HOSP’I‘IAL MEDICAL CENT] ER

STREET AD_DRESS CITY STATE ZIp CODB
9080 COLIMARD - -
WHITTIER, CA 90605

X4) D ~SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER’S PLAN OF CORRECTION X5)
PREFIX (BEACH DEFICIENCY MUST BE PRECEEDED BY | PREFIX | (EACH CORRECTIVE ACTION SHOULD | COMPLET
. TAG . FULL REGULATORY OR LSC IDENTIFYING TAG AR E DATE
INFORMATION) CROSS- REFERENCBD TO THE
APPROPRIATE
Ll DEFICIENCY)
Continued From Page 4
when the surgeon entered the room. When asked if Physicians:
the surgical team had done the “Time-Out,” RN 1 g e :
e e : e The items listed below were implemented
stated they “did a quick time-out with the patient’s g e fande with
S R i permanent compliance with our
chart by cl{»;ackmg consent for the patient’s name and processes involving Universal Protocol. .
prqqedure. When asked 1f the ldeanlcatlon arm 1. All temporary compliance measures 1. 12/02/08
band was checked, RN 1 stated he did not check the were implemented with changes as
arm band during the “Time-Out.” Wheh asked if she required secondary fo clinical
checked Patient 1’s identification arm band in the * application, as indicated above. sy
pre-op area, prio to transpoting the patienit to the 2. NeWw Physician Orientation was revised | 2. 12/02/08
Opemt]_ng room RN l Statcd Sh.e “Chd not check ﬂle tO .lnCIUde expectatlc:‘ns f0r pahenl an_don-
patIent s arti band.” er “Identification going
Pollcy , Universal Protocol and Team
A review of Patiéiit 1’s Intraoperative Nursing ;;’gecgr‘:fmﬂﬁ:gg‘iﬁg‘e”gti’}:gﬁg‘}gr
Record dated October 14, 2008, disclosed Patient 1 translator use.
was in Operating Room 5 at 12:20 p.m., anesthesia Responsible Person: Director
was staited at 12:35 p.m. and the surgery ended at . Medical Staff
12:40 p.m. There was no documented evidence in = e
Patient 1’s clinical record that the Correct Side/Site 8. Monitoring of Team Time Out 3. Initiated
ditiil Tiitie-Chat Vetification Checkhst was completed compliance with drill down by MD. 12_1210208
prior to the procedure, Report findings to Medical Staff e s
Committees, MEC and Governing going
A review of the facility’s “Hand-Off - ??c;irgt:ﬁrs?géogerson Quality
Communication” policy and procedure (H.107.0) Manager and Director of Medical Staff
dated 06/20/06, indicated the objective was, “To '
provide accurate information about a patient’s care, 4. Notification to Physicians that fallouts
from these policy changes and 4. On-going

treatinent or services when responsibilities are
“handed off” from one care provider to another.”
The policy and procedures stipulate the hand off
communication would occur when, “transferring a
patient from one internal level of care to another or
nursing unit.”

A review of the facility’s Identification of Patient
policy and procedure (I.108. 1) dated, as revised
02/28/08 disclosed, “Before any procedure begins on
a patient, the identification of the patient will be
verified by the health care professional providing the
care.” The policy and procedure stipulate to, “Verify
information on the patient armband on
conscious/alert adult/child.” The policy also
indicated that all patlents in the facility being

expectations will be filed in their
Credentialing Packet and appropriate
action taken.

Responsible Person: Director
Medical Staff

STATE FORM
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Continued From Page 5 Education:
provided care would be given a wristband at the time 1. Mandatory Hospital staff education 1. On-going
of registration and stipulated that, “Before any was conducted for all the surgery and
interaction or procedure begins on the patient, the pre operative staff post incident
identification will be verified by the healthcare regarding the Identification Policy,
professional providjng care. The paﬁent will be Universal F’I‘Otocol, Team Time Out,
asked to verbally provide his/her name when Hand Off Communication,
possible.” Communication of Impaired
; Individuals and the Out Patient
A review of thie Universal Protocol — Process. (Competencies) To date,
Surgical/Procedural Site/Side Identification and ___ % of surgery staff have
Verification For Invasive Procedures policy and completed.
procedure (S.118.3) dated as revised 03/07/07, Responsible Person: OR Director and
disclosed that, “The surgical/procedural site/side will Directors where procedures take place.
B¢ berizod by ts ptictt ahil/of logal roprescutitive 2. Unit Specific orientation/competencies 2. 10/31/08
and the physician performing the procedure, prior to were revised and implemented. :
entering the operating/procedural room.” The policy Responsible Person: OR Director
stipulate that, “Prior to the start of any non-emergent
invasive procedure, there will be a final verification 3. Medical Staff was re- educated regarding | 3- ;
process that will identify the patient, procedure, the importance of the Universal Protocol
physician performing the procedure and procedure through one to one meetings with quality
side/site. “The policy indicated that the information manager, medical staff meetings and
would be documented in the medical record, &O"JF““I"'S‘;a?ij’m, gdm“gstfa:!‘m-
Sl Siealaineciits edica
utilizing the Time-Out Vérification Form. A %nestiesia néglrlnr?]?tt?;euca ol g 11 }{Eg{gg
A reviéw of the Standards of Care For The Opcratmg g ggﬁ%g?&g'ﬁee C. 11/11/08
Room (OR) policy and procedure (291) dated as D. Medicine Committee D. 11/17/08
revised 09/03, included proper identification of :
patient on transportation of patient to OR, Responsible Person: CEO, CNO,
Identification (ID) band checked with chart on initial Director of Surgery, Quality Manager
e .by i : 4. Expectations redefined by the CEO of the | 4. 10/14/08
: LW : facility .
A review of the facility’s action plan in response to : :
the inbident involvingt-);aﬁent 1, doteh ke 31, It Pamon: GEC
2008, disc_losed nsk reduction strategies to include 5. Quality Manager sent follow up letter to 5. 12/08/08
the following: “Surgeon must lead the Time-Out physicians for expectations.
procedure. Patients are not put to sleep until Time- Responsible Person: Quality Manager
Out had been completed. Revise Universal Protocol
Policy. Reinforce identification of Patient policy to 6. 1 to 1 Education to Anesthesia regarding | 6. 10/31/08
ensure armbands are checked before a procedure.” Team Time Out Policy and their okl oy
responsibilities and expectations. going
i Responsible Person: Quality Manager
STATE FORM Y61911 If continuation sheet 6 of 9
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| higs completed the Team Time-Out.”

'On October 30, 2008 at 10:58 a.m., during
.| observation in the operating room prior to a surgical

procedure, the OR staff was observed conduction a

| Time-Out procedute, the sufgeon led the Time-Out

and all members of the team participated. The patient
was sedated during Time-Out observation.

In an intérview at 11 am., RN 2 stated a Time-Out
'had been done then the surgeon had to g0 the

bathroom. RN 2 stated the Evaluators observed a
second Time-Out,

At 1:35 p.m,, the same day, during an interview,
Scrub Tech 1 stated that after Time-Out was called
the surgeon left for about 15 minutes.

On October 30, 2008, a review of 6 closed clinical
records, of patient admitted since the incident
involving Patient 1 on October 14, 2008, revealed
that 5 of the 6 records identified the patients had
received anesthesia prior to the Time Out procedure.

For example:

a. A review of Patient 3’s clinical record indicated
the patient presented to the Emergency Room with

_acute pelvic pain on October 29, 2008.

STATEMENT OF (X1) PROVIDER/SUPPLIER/CLIA
DEFICIENCIES AND IDENTIFICATION NUMBER ~ | CONSTRUCTION

PLANOF CORRECTION S et P oS
S 050735 'A.BUILDING 10/30/2008

. ' I BWING .. ..

o NAME OF PROV]DER OR SUPPLIER R STREET ADDRESS, CITY, STATE, ZIP CODE
5] R BOSPT]AL MfEDICAL CENTER ; -9080 COL]:MA RD -

e B 'WHITTIER, CA 90605 s et
X4)ID SUIVIMARY STATEMENT OF DEFICIENCIES SID g PROVIDER’S PLAN OF CORRECTION (X5)
 PREFIX (EACH DEFICIENCY MUST BE PRECEEDED BY | PREFIX | (EACH CORRECTIVE ACTION SHOULD | COMPLET

TAG FULL REGULATORY OR LSC IDENTIFYING TAG MO e
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: APPROPRIATE -
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Continued From page 6 On-Going Monitoring:
100% audit of all surgery cases until Initiated
On October 30, 2008, a review of the facility’s hospital is able to demonstrate a four - 10/31/08
action plan, dated October 30, 2008, revealed the month sustained performance of 90% and on-
| following: “Surgeon must lead the Time Out compliance. going
_pI.iooe.('.l.l]IeT.Patl.ent.E‘. are th. » be_Put i _‘vfleeP _um] Responsible Person: Quality Manager, Current
Sl‘n‘_g.epn. an_d lerculau.:tr Nurse have ’_comPleted the OR Director, Directors where procedures Compliance
_Tlme Out. Policy Revisions — Identification of a are done, Medical Staff, CNO, CEO pr__ 2008
Patient, Universal Protocol - Team Time-Out, Hand- 99.6%
Off Commiinication.” In addition, the Anesthesia Dec. 1-16,
Documentation requirement disclosed that, “A 2008
| patient is niot to be put to sleep until after the stirgeon g:ggg%llance

STATE FORM
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Procedure Surgery Checklist miust be completed.

Continued From page 7

The Pre-Procedure Surgery Checklist Section,
designated for the Surgery/Procedure Unit was not
comipleted. The Anesthesia Documentation Record
dated October 29, 2008, indicated the anesthesia
started at 1:45p.m., surgery started at 1:57 p.m. and
ended at 2:06 p.m. The Correct Side/Site and Time-
Out Verification Checklist documentation for Patient
3 indicated the Time-Out was done on October 29,
2008 at 2 55 p m., , one (1) hour and ten (10) mmutes

minutes after the surgmal procediire ended which
was not in accordance with the Time-Out policy and
procedure. The recotd indicated Patient 3 had a
dilatation and curettage procedure under general
anesthesia.

During an interview, on October 30, 2008 at 3:15
p.m., Administrative Staff B stated the Pre-

Administrative Staff B acknowledged the time of -
“Time-Out” and was not able to explain the
discrepancy with the time.

b. A review of Patient 4’s Anesthesia Documentation
Record dated October 28, 2008, revealed anesthesia
started at 10:46 a.m., and surgery started at 11:26
a.m., and Time-Out Verification Checklist
documentation indicated Time-Out was done on
October 28, 2008 at 11:25 a.m., thirty-nine (39)
minutes after anesthesia was startéd. The record
indicated Patient 4 had dilatation and curettage
procedure under general anesthesia.

In an interview at 4 p.m., RN 2 was not able to
explain why the Time-Out documentation for Patient
3 indicated 2:55 p.m. when the surgery started at
1:57 p.m. RN 2 acknowledged the time of “Time-
Out” verification for Patient 4.

c. A review of Patient 5°s Anesthesia Documentation

Record dated October 28, 2008, indicated anesthesia
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started at 8:34 a.m., and surgery started at 9:09 a.m.
The Corréct Side/Site and Time-Out Verification
Checklist documentation indicated the Time-Out was
donie on October 28, 2009 at 9 a.m., twenty six (26)
miinttes after anesthesia was started.

| d A review of Panent 6’s Anesthesm Documsntatton

after anesthesia was sfarted. The record indicated
Patienit 6 had general anesthesia.

e. A review of Patient 8’s Anesthesia Documentation
Record dated October 29, 2008, indicated anesthesia
was started at 1:05 p.m. and surgery started at 1:25
p.m. The Correct Side/Site and Time-Out
Verification Checklist documentation indicated the
Timé-Out was doné at 1:24 p.m., nineteen (19)
mintites after anesthésia was started. The record
indicated Patiesit 8 had general anesthesia.

These policy and procedure failures resulted in
Patient 1 having the wrong surgical procedure
performed on her and subjected the patient to
unriecessary use of general anesthesia.
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