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The fOIlOl'ling reflects lhe findings of the

Department of Public Health during an
inspection visit:

Complaint Intake Number:

CA00241706 - Substantiated

Representing the Departmenl of Public Health:
ISurveyor 10 # 22363, HFEN --

I . 'WS·
The inspection was limited 10 the specific lacilily

I

evenl investigated and does not represenl Ihe [ IIOlfil)dings 01 a lull inspection of the facilily. OE :J3Q

Heallh "d Safely Code Seclion 1280.1 (c): For

purposes of lhis section "immediate Jeopardy~ HJ..IV':lri or:!, ;.-! Je lJJU 1;6
means • situation io which th, licensee's Oini J031:1

noncompliance wilh 000 0' more requirements

of licensure h., caused, 0' i' likely 10 cause,

serious injury or death 10 lhe patien\. T22 orV5 CHl ART3-70223(b)(2)

PLAN OF CORRECTION

Informed Adverse Event Notification Health "d
1, Updated and implemented Operating Room policy and Polit.:)' approved

Safety Code Section 1279.1 (c). "The facility procedure enli~ed "Count ami DOCllmenlatioo of Items by Surgical

""'=shall inform the patient 0' the party responsible Used in Surgical Procedure' to indude:
Commlltee

'0' Ih, patient of the adverse event b, th, timo •All fIOI'1-«tdlopaque towels not used for sel up of back table. September

the report is made.~
ma)'Q stand ami dra~ng of surgical site wi~ be removed 2010
from the stflf~e fi~d t>efore surgical indsioo.

The CDPH verified lhal t"e facility informed the • Aller surgical irlCisioo ooly dearty identifiable white

pallent 0' Ihe party responsible fo, th, patieni radi~e towels win be used for duratioo of case,

of the adverse event b, the time Ih' report was • An x-ray is obligatory prior to dosing skin in the event of a

made. significant unexpected eYeIlt in the operatir.g room

ego massive blood loss unless COfllraindicatiorl of an

1279.1 (b) Fo, purposes of this section x-ray is docIJmenled by the surgeorl.

"adverse event" includes any of lhe following:

1279.1 (b) (1 ) (0) Relention of " foreign object Policy appfO'Ied by the Surgical Services Committee am:!

in a patient alter surgery or olller procedure. Medical ExerolMl Committee.

Evel'lllD:VIJR11 1211312011 9.21.21AM

I
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Continued From page 1

mlervention "d objects present prior 10 surgery

Ihat are intentionally retained. 2. All membefs of the Surgical Team (Surgeons. IntelVl3!llional All staff
Anesthesiologists, Operating Room RNslQperaling Room in-.serviced in

70223 (b}(2) Development, maintenance "d
Circulator RNs. Scrub Tachs) were in·serviced on the February 201 1
updated 'Count ami Documentation 01 Items Used in

implementation of written policies "d procedures Surgical PlOcedureo policy and procedure 10 prevent the

'" consultalion with other appropriale health reoccorrl3!lce 01 aretained loreign object during asignificant

professionals "d administration, Policies shall be unexpected event in the opera~Il9I00m.

approved by the governing body. Procedures shall 3. F>-J; part of lIle Surgical SeMces Dep<lrtmenfs orientatioo all On!loill;l
b. approved by the adminislaation "d medical newly hired operating staff wi! review lIle 'Count and
slall where such is appropriate. Documentation of Items Used in Surgical Plocedure Policy'.

Based 0" interview aod record review. the facility 4. The Nurse Assistant process is the process b~ lI'hidllhe All staff

failed 10 that Operating Room staff
Qperatiog Room Circulator RN calls lIle Charge Nurse in-se!\liced b~

ensure to assist during an unexpected event in the operating February 201 1
implemented their policy and procedure related to a _.

complete count of towels used for one (1) sampled •All Qpefating ROOOl Ch8fge RN'slQperating Room

Patient (Patient A) during surgery. As a result, , Circulator RN's were in·serviced on the Nurse Assist

blue towel was left undetected ;" Patient A', process,

abdominal cavity lor a period of 16 months. Patient MONITORING
A required a second surgery on .10 for removal 1, Perioperati~e staff audited JO renclom surgical cases per $eplembef
of Ih. retained blue towel from Patient A', month that InllOtve asurgical procedure of an open cavity to 2010 to

abdomen. ensure that all extra towels are removed flom the surgical January
fl8ld prior to incision until 100% compliance is obtained 101' ""three months.

Findings: • Audit results reported to the Pa~ent Safety and Risk
Department

Patient A, a 69 year old female. we> admitted 10

Ihe facility on .09 fonowing , 5 day history of RESPONSIBLE PARTIES
• Director, Perioiperalive SeMces

abdominal pain according to Ihe history "d • Ph~sician Director of Surgical SeMces
physical (H&P). Pe, Ihe H&P, Patient A we>
diagnosed with Cholelithiasis eod
choledocholi1hiasis (gallstones ;" the gallbladder

and common bile dUCI).

On _g Patienl A we> laken 10 Ihe operating

room (OR) for a Laparoscopic cholecystectomy "d
inlraoperaHve cholangiogram (small tubes and

Event 10 VIJR11 12/131201\ 7.5614AM
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Continued From page 2

cameras a" inserted through liny abdominal
rnciSI()(lS '0 view and remove lh. gaUbladder and
study the common bite duct for further gallstones),

According to the~ operative report, during the
procedure, the surgeon encountered signifICant
bleeding from a large branch of the hepatic artery.
Because of 'h. emergent situation the surgeon
found It necessary to change Ih. operation '0 ao
open cholecystectomy (large abdominal incision '0
remove the gallbladder) in order 10 clearty view lhe
source of the excessive bleeding. Following the
surgery Patienl A was transferred to tho ICU
(Intensive Care Unit) and evenlually discharged
hOmeon~.

Patient A was readmrtted to ",0 facilily on .10
with ao abdormnal mass suspicious to< a relained
foreign body (according to the discharge summary
dated .10). According 10 Ih. sam. discharge
summary, a CAT (Computerized Axial Tomography
a three dImensional X-Ray) performed on _0
revealed "A 14 em mass."the appearance 01 a
retained towel " sponge., ." According '0 the
operative report, on • ,0. Patient A had an
exploral0ry laparoscopy (surgical opening of the
abdomen fo' exploration) and removal of foreign

body where a slM'gJcal blue towel measurrng
approxImately 12lnches by 24 inches was removed
from the abdominal cavity

The .09 operative report and OR records for the
first surgery were reviewed with administrative staff

0" _'D. There were 3 physicians, two
cireulaling nurses (one of the circulatrng nurses

EventlDVtJR11 12/1312011 7'S8:1tlAM
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Continued From page 3

w" 001 available '01 inlerview) "d three scrub
technicians 101 Ih. ca,. which lasled from 2:32
p.m. 10 7:44 pm. Th. estimated blood loss during
Ihis procedure was 2 112 liters and a lolal of 5 units0' blood were given during the surgery.

Physician 1 (the surgeon who per10rmed both
surgeries). spoke about Patienl A on 9127110 at
1:30 p.m. Th. surgeon slaled Ihal Patienl A had

developed massive bleeding during the operative

procedure on .9 and he immediately opened

Ih. patient "d called 101 assistance from anolher

general surgeon " well "' , vascular surgeon.

According 10 Physician 1 h. did 001 recall using

"y lowels during Ih. operation only I" sponges
(Radiopaque or X-Ray detectable sponges).

CirculaHng nurse (CN 1) was inlerviewed on 9/27/10

" 2:00 p.m. According to CN 1 the surgical towels

are used 10 cover the mayo stands (sterile lrays on
a sland) and the back tables. CN 1 stated she had
no idea how a lowel was left in the patient. and did

nol recall anyone in the OR telling her lhal sterile

towels were pul in lhe abdominal cavity. According

to CN 1, anything that goes in Ihe palient should be

accounted fo, "d ;f ;1 ;s called 0", 10 her. ,h,
marks it on the counl board.

Th. scrub technician (ST 1) was interviewed 00

9/27/10 at 2:30 p.m. According 10 ST 1 once lhe
patienl started bleeding Ih, OR 9°' '.IY loud.

According 10 ST 1 h. kept calling fOI morc '"sponges due to Ih. blood loss. They were calling
fOI more instruments "d Hlefe w", only 00.

cirCUlating nurse who was also trying to page lhe

Event ID"VIJR11 12/13/20\1 756 14AM
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surgeon on call. 10 assist Physician 1.

Scrub tcctl 21ST 21 was Interviewed on 9127/10 al

3:15 p m. According to ST 2 the environment in the
OR w" .." hectic. ST 2 stated it wa' ""common for the surgeons to use lowerS under the
liver 10 maYe Ihe liver forward when repairing
bleeding vessels sUCh as the one In this case, ST 2

slaled Ihe policy would be 10 u,e Ihe radiopaque
lowels bul according 10 ST 2. the circutating nurse

was not there 10 get the radiopaque towels. ST 2
stated he recalled one or the surgeons ( he couldn't

lemember which one) ;" the room taking a sterile

towel rrom the mayo sland and using it to move the
liver forward ;" order 10 slabilize Ihe vessel fo'
sulure repair. ST 2 slaled he yelled oul ·sterile

lowel in· but Ihe circulating nurse (CN 1) wasn't in

Ihe 'oom. ST 2 slaled CN 1 had left 10 get more

instruments/supplies fo' fhe surgery. ST 2 said he
beheved he did mention lhe fact Ihal the 10wel was
;n Ihe abdominal cavity '0 CN 1 when ,he came

back Inlo lhe OR but said (t was so hectic that eN

1 didn't wrrle it on lhe count board. ST 2 stated he

was cer1ain l1lat the sterile 10wel he saw go in lhe

patient's abdominal cavity came out. Sf 2 said Ihe
sterile lowel wenl ;" Ihe abdominal cavity before

repair of lhe bleeding vessel and slayed in until just

before the close 01 the case but was not recolded

00 Ihe count board, ST 2 IUr1her slated Ihe
surgeon wa, concerned aboul 'he count '0 Ihe
staff did a re-count before dosing.

ST 3 was inlerviewed 9/27/10 at 3:45 p.m. and
slated the only reason ,he wa, involved wa, to
help eN , althe end of the case with the count. ST

penllD,VIJRll lV1312011 758 14AM
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3 stated ,h, scrubbed in to count instruments with
CN 1

Th, facility's policy aod procedure entilled "Count

aod Documentation 0' Items Used ;0 Surgical
Procedure,~ last revised 10109 addressed Ihe
procedure 10< blue towels. According 10 Ih, poHcy
blue towels are to be included ;0 the count undel
miscellaneous items. Further Ih, policy clarifies

under procedure number 4 "Foreign body placed
inside the body cavity/vault that is not intended 10

be implanted will be audibly leported to the RN and

documented '" Ihe count board" aod under

procedure number18: .....For ooy items placed
inside a cavity that is not intended to be implanted,

Ihe circulator ood scrub and surgeon will visually
ensure 01 its removal aod accounled 10' its

entirety".

Patient A h,d unexpected bleeding during h"
surgery necessilaHng , change ;0 the original

planned laparoscopic procedure 10 ao open

abdominal surgery lasling longer than anticipated.

ST 2 recalled observing a physician ;0 Ihe mom
place a 000 radiopaque towel under Patient A',

liver. ST 2 yelled out lowel in. however CN 1 was

not in the operating room. ST 2 failed to ensure thaI
CN 1 heard and recorded the use of the towel on

the count board. Although ST 2was sure h,
recalled seeing Ihe towel come out, , lowel,

whether that towel m another unobserved 01

unrecorded towel was lelt '0 Patient A following

surgery.

The facility'S failure to ensure that OR stat! followed

AventlD'VIJR11 1211312011 7'58:1<lAM
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their policy and procedure, by not recording tile use

01 Ih' towel{s) during the surgery 0" th, count

board, and ensuring a correct count prror to closure

01 Patient A-, abdominal cavity ;, a deficiency that

h" caused, or is likely to cause, serious injury 0'
death 10 Ihe pallen!. a"d therefore constitutes a"
immediate )eopardy within Ih, meaning 01 I",

Heallh and Safely Code Sec1ion 1280.1 (C),

ThiS facility failed to prevent th, deficlency(ies) "described above that caused, or is likely to cause,

serious injury or death to lhe patient, oed therefore

constitutes " immediate jeopardy within Ih,

meanrng 01 Health a"d Safety Code Sec!ron

1280,1(c).
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,\r,~ OOr'Clllf\C)' st. menl elld,"9 w,ttl an aster,s',;l'} denolH ~ defoc,encv wh'ch lhe Inst,luboo m;IJ 1m e/cused from CO!fl,"C~og prO'lldmg ,\,$ delermlOed

thlll otller safeguafds Pfo....de su!l:l:Jenl pmleC1JOO to Ihe pallents Except for oU'$lng homes, Ihe roodln9S above afe (hscl05abll) W Oil,S fOllovnng loe !lato

or surv<!'y wt>eIO(!, or nOI a plan 01 C(J"e<:t'oo 'S pro'iload F()t OU'SIl'9 home5 Ihe above fJM,ngs BOld 01;)(\5 of rolle(:llon ale d,scl05able 14 da)'5 fo"(>'... '''9
loe !lale loese dOClJmenlS o'e made av;:l,lallle to the fac,hl~ II de~c'efiOCs a'c coted an l,lPPIOV!!'Cl plan 01 COrlC'CI>oO ,s reqUI",I';' to COt1houed program
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