
1 1/snG10 

CALIFORNIA HEAlTH AND HUMAN SE.RVICES AGENCY 

DEPARTMENT OF PUBLIC HEALiH 

.,l\,j D"1i SUR\l£.,.\~: M\JL1'lh£ CONSTRllC1lCNIJ.' PROVIDER/SUPPlIER-'eLlASTMEMfNT 0; OfFJCIEPfCIES 
C(.....PlE'tfOl[)f:I'IJlf"':AT10~ ""UM8ERM'O "LA~ ()J' CORIU: C' ION 

050701 11f05/2009 

S~RHT AD:J~ESS c,r't' StAlE ZIP CODEI,lA')~ or "~l)v!lJER OR SUPPlIE.R 

SOUTHWeST HE~LTHCARE SYSTEM 25500 MEDICAL CENTER DRIVe, MURRIETA. CA 92$6~ RlveRSIOE COUNTY 

·lt~~ :!J SIJY.WAv STATEMl:NT or OEFa:,ENCIES PROVIDER SPLAN ()~ ~ORRECllbN It!>, 
PItEIIX \'.....:~4 DHIClf~CYMuSl BE PRECEEPED Bl' FUU, (8'C"" CORRer.TIYE ACTlO/'w ~~OULD BE c~oss' .. OMPlE ~E 

"J,,() RC::,v1".ATClRV ,)!;/ LSC iOEN11fYING INFOfolMAT,O/ll· ~EFERENCEO TO THE ,l,PPROPRlo\iE DEFICIENCY. oAn 

Event IO:E40 4:29'1SPM 

LABORATORV OIR TiTlE IX6}DAU: 

1./S". /0 
Ally (Jt}ltCl",ney SlaHHr.enl "nd'''9 'Nllh an 1I111e"Sk (f) t2enoIQi. ;} efjrtci~rC1' wtl,ClI \..,~ ".~\;\ul~ 1'1\3~ be (,1.(',vS>iIJ 'rom OOlJTeel,ng P'O" ~",~ :1 ,~ lJeltt,r11,,\e<l
 

,~, C":tt'!lT ~u'~ullrchl provll10 suftioenl !'IOtad\on 10 ~"'t' pal/~"'s £,t.:"~p: ~()~ "UI~'''''9 t'lOn'1':!) 1t1e fN'~~S iiI)O"e a''il Ols.c:;:>s.ablto ve ca';s le·la-.... ir;) ''''e Oa!e
 

t)f "lP$'J~ VI't1ct/:ut or nol a plan 01 oollect'Ol1 1\ pro\l'tS<:d For nur~n)9 norTW~ lilt' aoo',e fl/'l~jnos ",...>3 Plans oIlXiJ'1'ec'.JOn ,)re o:.cos,Ab'o! '4 l:a~ i'QI'OWil'\l
 

Ihe tMlt!' \r.c~~ (1Q(.UI'M(,.·f'(!1 al/! m"d~ :\V3~n~\t: 1o ~I'i~ !Iltoht)' ~~ Gt'lC'~"C~" ;Jll! ci~~d an "W'O"'~ plan t,,1 l::.:>r'~lCI1 I~ 't'Q~;$<l9 !~ ~r.t;r\J~ ;:'C1;l'<lf'I
 

Ililrl.Clp"tJon
 

1 0' 9 

The follOWing reftecl$ the fmdings or the 
Callforr-:a Departmenr 01 PublIC Health during a 
complalni investigatIon conducled October 28, 
2009 Tne Southwest Heallhcare System is 
comprised or rwo hospilals under the same 
lICensure (Inland Valley Medical Center ana 
Rancho Springs Medical Center) 

Complaint Number CA00206439 

Representing the Department 01 Public Health. 

__HFEN.
 

HFEN. and,
 
.....HFEN 

The Departmenl was abje to $ut)slantiate a 
VIOlation of the regulations 

Preparation and submission of this Plan 
of Correction does not constitute an 
admission or agreement by Southwest 
Healthcare System (the Hospital) of the 
truth of the facts alleged or conclusions 
set forth in the Statement of 
Deficiencies. The Hospital is submitting 
this Plan of Correction as required by 
state regulations. This Plan of 
Correction documents the actions taken 
by the Hospital to address the alleged 
deficiencies. 

A. Administration determined that the 11/05/09 
three cited patients had their C-sections 
completed alreadyI so corrective action 
would not affect them. 

On October 29, 2009, at 6:20 p.m. rhe CEO. 
COO. Direclor 0' Quality Outcomes. and 

I ASsociate AdmiOistrator. were notified a serious 
I and immediate Ihreal to t"e healtt't and safety 
of Patients " 2, and J. as well as ("elr babies, 
and (he mOI~er$ and babies in lhe surrounding 
areas, was IdentiRed. The sedous and 
Immediate threat was due to the perfOlmance 

of three elective CSs In the OB CS room at 
RSMC whde the recorded humidIfy In the room 
was low. crealrng a fisk for it fire 10 Slaf1 dunng 

. the procedures 

CEO· ChIef ExeculNe Officer 

B. Administration identified that 
humidity below the allowed minimum 
could affect any patient needing surgery 
or a C-section at Rancho Springs. 
Therefore, the Hospital took the actions 
outlined below in sections C. and D. to 
protect patients needing surgery or' 
C-section. 

C. Actions to improve maintenance and 
monitoring of humidity in the operating 
rooms (ORs) and C-section ORs at 
Rancho Springs: 

* The CEO verbally advised the 
Chair of the Board of Governors on 
10/26/09 that the operating rooms 

11105/09 

11/06/09, 
11/16/09, 
12114/09 & 
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A 014 1280.1 (c) 

I For purposes of lhis sectIon "Immediate 
ieopardy" means a silualion in wMlcM tMe 
I,censee's noncompliance with one Of more 

I requ;rernents 01 ~censure has caused. Of IS 

likely 10 cause, serious inJUry or death 10 the 
patient 

T22 OlV5 CH1 ART8·70837 (a) General Safelv 
and Main1enance 

(a) The hospital shall be clean, sanitary and in 

good repair at a" 11mes Maintenance ShaM 

include ptO\liSlOn and sUlVelllance of seMCes 
and procedures for the safety and well-being of 
patients, personnel a"d vlsilOfS 

Based 0" observBlion, intervi9W. and record 
reVIew. the facllllY failed to proIJide 
maintenance Ihal shall Include provisIons an<! 
sUl\I8,Uance of serVices and procedures for the 
safety and well be.ng of palients, personnel, 
and vrsitors bV fading to ensure the humidity In 

the CS OR at RSMC WZlS within acceptable 

range p(lor to perlormmg elective CSs on three 

(ORs) at the Hospital were taken off·line ongoing 
due to humidity problems. The Board of 
Governors met three times, on 
11/06/09, 11/16/09, and 12114/09, to 
discuss the humidity issues at the 
Hospital. At each of those meetings, 
the CEO presented to the Board of 
Governors the findings identified during 
'the November survey, and the actions 
the Hospital had taken to address the 
findings. Subsequently, the Board of 
Governors directed the CEO and senior 
leadership team to continue 
implementing process improvements for , 
monitoring and acting on the issues 
Identified, and to report progress to the 
Board of Governors at subsequent 
meetings. 

"It The Chiet Nursing Officer reviewed 11/05/09 
.and revised the policy on monitoring 
temperature and humidity in the 
peri·operative areas as follows: 

-The cirCUlating RN (rather than 
·a technician) must check and log 
temperature and humidity in 
peri-operative areas before each case 
rather than just before the first case,_of 
the day to confinn temperature and, 
humidity are in range, 

--The reading must be don~ ~, , 
before bringing a patient into the-'OR. 

-If a reading is out-ot-range, staff 
must document the out-ot·range reading 

Even110:E40411 IJSJ2010 4:29'18PM 
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1 
on a log. Continued From page 2 

of three pallents (PatienlS " 2, and 3), oy -Staff must then notify Plant 
perlomllng the surgeries In a roem w/"leie Ihe Operations of the out-of-range reading 
hUmidity was too lOW Patients, and 2 had and initiate a work order. 
elect,ve CSs on October 26. 2009, when tne 
lecorded humidity In the room was 25%. ana -A Plant Operations staff 
PatIent 3 had an e1eclive CS on October 28, member must immediately investigate 
2009. when the recorded humidity ,n the room and take appropriate action to bring the 

I was 22% ThIS failed practice resulled in the out-of-range level back into range. 
potential lor fire in the OR, and Injury to mother 

I and baby in the OR, as well as mo'hers and --If any OR has a temperature or 
babieS in the same sUIte as the CS OR humidity reading that is not within 
(neWborn nursery. two triage rooms. and three compliance range, then that room is not 
L&O rOOms) to be used until Plant Operations staff 

has brought the temperature and/or 
The event constituted an Immediate Jeopardy humidity levels back within the 
because the facility's failures caused. or were appropriate ranges, 
Il~ely \0 cause serious InjUry or death 10 
patients, pursuant to Heallh and Sarety COde --Ongoing concerns are reported 
SectlOt11280 1(c). to the Plant Operations Manager, who 

forwards those concerns to 
FIndings: Administrative Leadership. 

Dunng a tOUt of the CS OR ill RSMC 0" 
October 28. 2009. at 3 pm. accompanied by 
the 08 Manager, lhe humid,ty in Ihe room was 
obselVed to be 200/0 The manager stated no 

* The Board of Governors approved 
the revisions to the humidity monitoring 
policy. 

11/16/09 

. CSs were done thal day. and lhey had 
cancetled a oreviously stheduled CS because 
the low humidity created a potential lor fire in 

* The Chief Nursing Officer 
developed a new Temperature/Humidity 
Log to use to document (1) all 

11/05/09 

the room temperature and humidity readings in 

Ouring 8n Interview Wllh OB Tech 1 on October 
28. 2009, at 3 09 pm. the tech staled she 
reCOl'ded a humid,ty of 25% In the room at 7 
a nt. she repone611 '0 her CN. and the eN 

peri-operative areas prior to the start of 
each case, and, when temperature 
and/or humidity readings are not within 
the appropriate ranges, (2) that Plant 
Operations staff has brought any 

Event IOE4OA 11 1J~1010 42918PM 
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I 
out-of-range readings back into range Continued From page 3 
before any case proceeds in that OR. 

feported it to plant ops 

* The Director of Medical Staff 11/05/09
A review of Ihe humidity log for the CS OR at. Services faxed an educational 
RSMC on October 29. 2009, indl~led the low memorandum from the CEO regarding 
humidity readings started October 26. 2009 the changes to the policy to all 
with entries as follows physicians on the Medical Staff. 

a. October 26, 2009, 25% (plant OPS notlfted): * On 11/05/09, the Perioperative, 11/05/09 &. and, 
Women's and Cardiovascular Services 11/19/09 
leadership team provided initial 

b October 28. 2009. 22% (plant OPS notined. 
education on the revised policy and new

plant ops dIrector and 
aeheduled ~e cancelled). 

admInistrator aware. I form to all OR and L&D nursing staff. 
Education continued prior to each shift 

A review of the RSMC deliYeIY room log on I 
October 29. 2009, Indicated two non emergenl I 

CSs were performed In the CS OR on OCtOber 

26, 2009. and one non emergent CS was 
performed an lhe room on October 28. 2009. 

until 100% of appropriate staff were 
educated; no staff member began his or 
her shift without first being educated. 
Education of OR and L&D nursing staff 
included: (1) review of the revised 
policy, (2) review of the new 

The record f()l' PatIent 1 was reyiewed on 
October 29 and November 3. 2009 Patient '. 
a 28 yea' old female, was admitted to RSMC 
on October 26, 2009. for a reoeal CS, wl'\en 

Temperature/Humidity Log, and (3) 
demonstration on the use of 
temperature/humidity monitoring 
devices. 

the recorded 
2~%. 

humIdity In the CS room was 
* On 11/05/09, Plant Operations 

Managers provided initial education on 
11105/09 & 
11/08/09 

The labor and delivery summaty IIldicated 
the revised procedure to all members of 
the Plant Operations staff. Education 

Pallent 1 was not in labor on imval 
. continued prior to each shift until 100% 
of appropriate staff were educated; no

The lacor notes indicated the patlenl 
staff member began his or her shift 

presented to lSO at 11'20 am, "for scheduled 
without first being educated. Education 

CS.~ walked to rhe OR at 12 p.m. and the baby 
of Plant Operations staff included: (1) 

was delivered ar 12 32 p.rn 
review of the new 
Temperature/Humidity Log and (2) 

Evenl iO:E4041\ IJ512010 
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expeetea response time and Contldued Fro", page 4
 
documentation requirements.
 

1M anesthesia record indICated when lI1e
 
patient was laken Into the OR. she was placed
 D. The Hospital implemented the 
ono)(ygen. following steps to monitor compliance 

with the corrective actions: 
, The Intraoperatille nursing record indicated a 
I bOllie (an electrrcal cautery machine that uses * The Chief Nursing Officer 11/05/09
\heal to (1) make a surgIcal InCISion by burnmg developed a report fonn for Department 
I and destroying tissue, or (2) close small Directors to use to aggregate and report 
bleeding blood vessels) was set up In the room that temperature and humidity levels are 
and turned on, checked and documented before each 

case, that Plant Operations staff is
 
The operabve repon. dictated by the surgeon
 being notified if readings are out of 

,October 28, 2009, indicated Ihe initial inCISIon range, and that Plant Operations staff is 
I was extended bilaterally (on both Sides) uSing bringing the levels back into range and 
I a bovie documenting that action before any 

case proceeds in that OR. I 
I 2. The record for Pattent 2 was reviewed on 
OClober 29 and November 3, 2009 Patient 2, * Department Directors use the new 11/05/09, 
a 31 year old female. was admitted to RSMC report form to report aggregated data 12114/09 & 
on October 26. 2009, tor a repeat es. whe" from audits of 100% of the OR logs to ongoing 
the recorded humidity in rhe es room was assure compliance with the revised 

~ 25%. policy and procedure, and
 
completeness of documentation. Daily:.:::


The labor and diliver,t summary indicateo audits began on 11/5/09 and continued "
 
PatlSnt 2 was nOlln labor on amval
 until all staff were educated. . .. 

Department Directors began 
Tl'le labor notes mdlcated the patient aggregating data from the OR logs .: 
presented at 3:30 p,m I for a. "scheduled es," ,weekly. The Directors of Perioperative,- ..... 
walt<ed to the OR at 4:30 pm. and the baby ,Women's, and Cardiovascular Services .".
 
was cIeli~red at 503 p,m.
 are responsible for reporting compliance ,-' 

data on a monthly basis to the Qq~iity ~_. 
T.,,:c aneslhtila record indIcated the patIent Pillar, Patient Safety Council, Medical·"·' 
was placed on oxygen In the OR Executive Committee, and Board of 

Governors. The November compliance 
The intraoperative nursing record Indicated a data was reported to the Board of 

Event 10 E40411 1/5'2010 4"2918PM 
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boW! was set up In the room and turned on. 

The operative report, dictated by Ihe 
surgeon on October 26. 2009. Indicated lhe 
pt\ysiclan u!ed fulguratIon to conlrol bleeding 
(an eleetnc spark trlal jumps from Ihe bovie to 
ttoe tISSue, wlthoul lhe bovie actually louching 
t~e lissue, closing Sn'lill blood vessels) 

3. The record for Palient 3 was reVIewed on 
OClober 29 and November 3, 2009 Pallent 3. 
a 37 year old female. was admitted to RSMC 
on OClober 2B. 2009. lor a repeat CS. when 
lhe recorded humidity tn the CS room was 
22%. 

. The labor and delivery summafY Indicaled 
Patlen, 3 was not ,n labor on arrival 

I Tne labor nQte.s In'healed the palient walked 
into the OR al 7 35 a m (35 minutes after the 
5taff obtained a humidity reading of 22&.4), and 
the baby was dehverecJ 818:01 a.m. 

The anesthesia reGord Indicated (he Dalienl 
was placed on o>cygen In the OR. 

The irdraoperatrve nursing record indicate<' a 
bovie was sel up in the room and turned on 

The operatfve reool'l. dictated by the surgeon 
on October 28. 2009. Indicated lhe phYSician 
used fulguration to cofllrol bleeding (an electric 
spark that lumps (rom the bovie (0 (he lissue. 
Without the bovle actually touching t"'e tissue, 

Governors on 12114/09. After three 
consecutive months of meeting 100% 
compliance, the Patient Safety Council 
will determine further auditing and 
reporting requirements. 

The Hospital hereby also requests an 
informal conference with the district 
administrator/district manager to 
discuss the following additional 
:information, which indicates that the 
Hospital was in compliance with this 
rule: 

-The Hospital was monitoring 
humidity in the ORs dally before the first 
case of the day and notifying Plant 
Operations if humidity levels fell below 
the acceptable range. When extremely 
low atmospheric humidity led to difficulty 
maintaining the minimum humidity level 
in the ORs at RSMC, the Hospital 
self-reported the humidity issues to 

I CDPH on 10/28/09 in order to request 
program fleXibility so that the Hospital 
could resume surgeries at RSMC. In 
the meantime, the Hospital cancelled, 
rescheduled, or moved 24 surgeries to 
the IVMC ORs during that week. 

-The citation mistakenly states that 
two C-sections were performed on 
10/26/09 When the humidity was below 
30%; Plant Operations staff had brought 
the humidity level back into proper 
range prior to the start of the first 
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closing small blood vessels)
 

Ttle pre scheduled CS records were reviewed
 
on OGIObef 
following 

30, 2009, and indicaled the 

Ia. Patient 1 was scheduled for 
2009. CS on September 22.2009, 

an October 26. 

b Patient 2 was scheduled for an Oclober 26. 
,2009. CS on September 22. 2000; and. 

c. Patient 3 wets scheduled for an Octooer 28, 
2009, CS on October 6. 2009 

,The facility po'icy lilted, "Temperature/Humidity 
. MoMonng. Pen-Op.w was revIewed on October 
'29,2009 The poliCY Indicated Ihe follOWIng 

a The plJrpose of ,he policy was to monllO( U'le 

temperature and h.umldlty levels '" the 
penoperatlve areas. as bach were assoCiated 
With principals of fire safety 

b, The expected penoperative hlJm1dily range 
was35·~%. 

C A ,taff member would record the readIngs on 
a log eaCh day before the beginning of the first 

case. and. 

d A surgical ease would not begin until the 
humIdIty 11'\ the OR was In the propel range 

Ounng an Intervtew WIth OR AN 10n November 

C-sectlon. In accordance with the 
Temperature/Humidity Monitoring, 
Peri-Op Policy (Humidity Monitoring 
Policy) in effect at that time, nursing 
staff checked the humidity in the 
C-section OR at 8:30 a.m., noted that 
humidity was 25%, and notified Plant 
Operations, Before the start of Patient 
1's C-section at noon, two maintenance 
engineers at the Hospital successfully 
brought the humidity in the C-section 
OR up to 36%, within the required 
humidity level range, and the two 
C-sections were able to proceed at 
12:00 p.m. and 4:30 p.m. The Hospital 
has already provided evidence of these 
actions for further discussion at the 
informal conference. 

-Although the citation is correct that 
one C-section was performed that week 
when the humidity level was 22%, this 
humidity level did not pose an 
immediate jeopardy. Recent scientific 
research indicates no increased risk of 
infection or fire with humidity levels 
above 20%. Although it appears that 
08 Tech I read the low humidity on .::: 
October 28, she failed to document the --. 
low humidity level or notify anyone until 
after the performance of the C-section. 
At that time, the system subseque,~tly .. 
corrected the problem and no patient ." ~ 

was harmed as a result of the humidity 
level for the following reasons: .. 
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A revew o( the RSMC noor plan Indicated the 
08 CS OR WiS In the same sUite as lhe 
newborn nursery. two lriage rooms. and three 
L&D rooms, If a fire t>roke out In the CS OR. It 

According to the NFPA (National fire. 
Protection Act) 99. Standard for Health Care I 
FaClli,ies, AnesthetizIng location are protected 
by matnta.nlf\9 relallve hum'dlry equal to or 
greater that'! 35% 

The faellJty document hHed, "Procedural 
Checlclls' VlAth FIre Risk Assessment." was 
reviewed on November 4, 2009, The 
documenl included IOC.llon o( the surgical 
prooeclure. use of open flow oxygen, and use 
of a boYie as risks tor fire. The document did 
not Identify low humidIty In the foom as a nsk. 
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4 2009. at 1.40 pm. the RN acknooMedged 

low humidity creBled an Increase nsk 10r 
. spal1(s and frre in the OR, and it was. "a given 

for a circ:ul~lor (lhe RN In the room dUflng .. 
surgical case)," who should be contInuously 
CheCl<lng the humidity The RN stated a fire 

r sk assessment was done as p,n 01 1he lime 

out procedure before the surgical CClse st,med. 
but It drd not include the humidity level 

*When the Charge Nurse in 
Women's Services learned at 9:00 a.m. 
on October 28 that the humidity level in 
the C-section OR was 22%, she 
immediatety contacted Plant Operations 
about the humidity level, and cancelled 
the remaining C-sections scheduled for 
that day. 

*Since the survey, the American 
Society of Heating, Refrigerating and Air 
Conditioning Engineers {ASHRAE) has 
pUblished its determination that 
scientific research finds no increased 
risk of infection or fire in ORs from 
humidity levels as low as 20%. 
ASHRAE concluded that the minimum 
humidity requirement is an outdated 
holdover from the era when flammable 
anesthetics were used in operating 
rooms, and has proposed reducing the 
minimum humidity level for short-term 
patient treatment stays to 20%. NFPA, 
which sets national fire safety 
standards, also plans to eliminate its 
35% minimum humidity standard and 
follow the revised ASHRAE humidity 
standard. 

-Finally, the risks to adjoining areas 
in the unlikely event a fire occurred in 
the C-section OR were remote. The 
C-section OR is contained within its own 
fire compartment, separated from those 
other areas by a one-hour fire-resistant 
smoke barrier wall and a one-hour 
fire-resistant occupancy separation wall. 

1, 2. and 3 had prescheduled, non 
surgICal procedures S)er'ormed In the 

with low humidity aod oxygen and a 
use. in vIolatIon of the facihty polity, 
of fire safely. and AORN standards 

Patienrs 
emergent 
CS OR 

bOVie In 
principles 
01 practice 
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could spreed to those rooms. 

On OctOber 29. 2009. at 620 pm, the CEO. 
COO. Director ot Quality Outcomes, and 
Associate Admlnlslrator. were notified a serious 
and immediate threat to the health and 5af~ty 

of Patients 1. 2, and 3. as well 3$ thetr babies, 
: and tI'1e mothers and babies in the surrounding 
areas. was rdenllfied. 

The facility's tailure to ensure maintenance. 

Including prOVISions and surveillance of 
services and procedures. to ensure the 
humidrty In the 08 CS OR was within 

appropriate and safe ra nges. prror to 
performing three electIve CSs, is iii de6ciency 

I thaI has caUsed. or is likely to cause serious 
In,ury or death to the patient and therefore 
eonslitules an immediate jeopardy within the 
meaning of Health and Safety Code SectlOl'l 
1280.1. 
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