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SORNIA HEALTH AND HUMAN SERVICES AGENCY
WEPARTMENT OF FUBLIC HEALTH

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF GORRECTION IDENTIFICATION NUMBER: COMPLETED
‘ A, BUILDING -
* 050140 6. WING 11/03/2008
NAME OF PROVIDER OR SUPPLIER STREET ADORESS, CITY, STATE, ZIP CODE
KAISER FOUNDATION HOSPITAL FONTANA 2961 SIERRA AVENUE, FONTANA, CA 92335 SAN BERNARDINO COUNTY
(X4) o SUMMARY STATEMENT OF DEFICIENCIES 0 PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX {EACH DEFICIENCY MUST BE FREGEEOED BY PULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE CROSS- COMPLETE
TAG REGULATORY OR LEG IDENTIFYING INFORMATION) TAG REFERENCED TO THE APBROPRIATE DEFICIENCY) DATE
The following raflects the findings of the
Calfomia Department of Public Health during
the investigation of an entity reported incident.
intake # CADO187812
Representing the Department of Public Heaith:
e
The inspection was limited fo the specific entity
reported  incident investigated and does not
represent the findings of a’full inspection of the
facility.
REGULATION VIOLATION;
mem s alm et L Comsteddion
e (o] , - L. 3
maintained and available to personnel Ede:aJ.mn prOVIdEd to the . 11/25/08
responsible  for sterilization of supplies and Registered N}n‘.ses and Op.erahng .
equipment to include, but are not limited to the Room Technicians of the involved
fallowing: department. The in-services were
) e, tomperatute  and  prassure for initiated on 11/20/08. Education
e various . , ings, .
instrum :“3 solutions, : ot P g consisted of two acpfeptable means
(2) Cleaning, packaging, string end issuance of ‘PY which flash sterilized ,
supplies and equipment, instruments are to be cooled prior
(3) Dating and outdating of materials stenhzed to use. The flash sterilization
Egg L"E’;‘d‘l"g °f|:h2k3t‘3r""‘:fr J ng' 4 ndicat policy was reviewed during in-
aily checking recording and indicating . ios
thermometers and filing for one vyear of services and addmon.al Change%
recording thetmometar charts. were fnﬂd@ to the policy following
(6) Monthly bacteriological fest, the bacterial staff in-put from completed
organism used and fiing for one year of the education
test results, :
(7) Length of aeration tme for materials
gas-sierilized.
Event ID:595Q11 12/22/2009 2:04:32PM
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CALFORNIA HEALTH AND HUMAN SERVICES AGENCY
DEPARTMENT OF PUBLIC HEALTH

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENYIFICATION NUMBER:
050140

(X2) MULTIPLE CONSTRUGTION

A, BUILDING

B WING

{X3) DATE SURVEY
COMPLETED

11/03/2008

NAME OF PROVIDER OR.SUPPLIER
KAISER FOUNDATION HOSPITAL FONTANA

STREET ADDRESS, CITY, S8TATE, ZIP CQDE
9961 SIERRA AVENUE, FONTANA, CA 92335 SAN BERNARDINO COUNTY

(X410 SUMMARY STATEMENT OF DERIGIENCIES 10 FROVIDER'S PLAN OF CORRECTION {x5)
PREFIX {EACH DEFICIENCY MUST BE PRECEEDED BY FULL PREFIX (EACH GORRECTIVE ACTION SHOULD BE CROSS- COMPLETE
TAG REGULATORY OR LSC IDENTISYING INFORMATION) . TAG REFERENCED TO THE APPROPRIATE DEFICIENCY) DATE
Continued From page 1
fBa;ﬁd fO‘Td inttervciiews and rgcord review, t:e LInaddition, additional “Triangles” 12/08
I ’ V.. N .
acility alt'aA .o evelop .a written pocedure ar '(posmonmg devices used on
flash  sterilization that included procedures to i » duri hold
protect patients  from bums due to  hot patient 1 uring surgery to‘ 10
instruments. This failure resulted in Patient 1 the knee in the operative position)
developing a third degree burn on the left calf were purchased and placed into
from a flash sterilized instument (tiangle) service.
requiring skin grafting of the bumed area,
FINDINGS: The Flash Sterilization Policy and | 1/22/09
On 11/3/08at 1:00PM a visit was made to the Procedure was revised 12/09 and
facility to investigate a self reported facility 1/6/10 to directly address the
I;ci_dent regardir;fg ad patient receiving a bumn procedures for cooling of flash
uring surgery performed o sterilized inst ents. This
Review on 1/21090f Patient 1's record, revised policy will be presented to
revealed that Patient Twas [lvears of age the Registered Nurses and
and was admitted on for  outpatient Operating Technicians of the
shurge;ryft to rar;m{e orthopedic .hardware %‘rorr:c involved depamnent in January
the left knee. Patient 1 had previous surgery o 2010. Once in-services are
the left knee following a fracture of the knee
cap ' completed, these staff members
will sign an attestation form
In an interview on 1/21/09at 1:30PM, with the validating their understanding and
Dep'artment Adlministrator ' for Operatfve commitment to the department’s
Services  regarding  the mmdentl lnv'olvmg policy and procedm on “Flash
Patlent 1, she stated that a ‘'Trangle" was Sterilization”
used to position Patient 1's knee for surgery.  Sterilization”.
She stated that a triangle was a positioning :
device to hold the knee in the operative Responsible Party:
position. The patient's feg was put on it so that Department Administrator of
the knee was in a bent position, She further Opcratlng Room
stated that the operating room staff “flash Director of Perioperative Services
sterilized” (a procedure to sterilize instruments TECtor O enope |
Event ID:595Q111 12/22/2009 2:04:32PM
LABORATCRY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X8) DATE
Any deficiency statement ending with an asterfek (*) denotes a deficiency which the institution may b excused from correcting providing it 13 determined
that other safeguards provide sufficient protection to the patients, Excapt for nursing homes, the findings above ara disclosable 90 days following the date
of sutvey whethor or not a plan of corraction is provided, For nursing homes, the above findings and plans of correction are diaciosable 14 days following
the date these documents sre made avallable to the facility, If deficiencles ar cited, an approved plan of comaction is requisite to continued program
participation.
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" CALIFORNIA HEALTH AND HUMAN SERVICES AGENCY

DEPARTMENT OF PUBLIC HEALTH

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF GORRECTION IDENTIFICATION NUMBER:
050140

{X2) MULTIPLE CONSTRUCTION

A BUILDING
B. WING

POTR N Y

(X3) DATE SURVEY
CONPLETED

11/03/2008

NAME OF PROVIDER OR SUPPLIER
KAISER FOUNDATION HOSPITAL FONTANA

STREET ADDRESS, CITY, STATE, ZiIP CODE
9961 SIERRA AVENUE, FONTANA, CA 92335 SAN BERNARDINO COUNTY

(X4) SUMMARY STATEMENT OF DEFICIENCIES 0 PROVIDER'S PLAN OF CORRECTION (XS
PREFIX (EACH DEFICIENCY MUST BE PRECEEDED BY FULL PREFTX (EACH CORRECT|VE ACTION SHOULD BE CROSS- COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG REFERENCED 70 THE APPROPRIATE DEFICIENCY) DATE
Continued From page 2
quickly) the triangle before the start of the
surgery. The staff member, who removed the Monitoring Process:
thangle from the sterilizer, felt it was cool Daily flash sterilization logs are
diced on e Wangl, e physican o4 ot posted at cach autoclave, These
iangle, the p i .
feel that it was too wam to be used because m'e'c‘)llectbd, momtc'ored and
he had two paits of thick orthopedic gloves on. reviewed by the Assistant .
Department Administrator and in
Review of the recovery room note dated their absence, the Department
, revealed that Patient 1 was Administrator. A flash
discharged to home after surgery. R -
s 9o sterilization report is generated
I an intenview on BME0%at 2:00PM with the monthly that captures the reasons
Director of Accraditation and  Licensing, she that instrament(s) are being
stated that after Patient 1weni home after the flashed sterilized. Any noted
surgery he felt pain behind ~his left knes, trends onthisrcpon are addressed.
rem i i i d . .
el ovec'i his bandages himself at home an This report is repo rted monthl v 10
saw blisters, The next day, on [jne went : \ ¢
to the .clinic and was diagrosed with second Infectlorf ContmI.Comlmttee 0
degree bums (a bum with blisters or with a the hospital. No issues have been
break in the top layer of skin), She further identified with ﬂashing of
statef:! that Patient 1was then referred fo triangles.
plastic surgery,
Review of a clinic note dated [ rovealed Monitoring '1023 for the past year
that Pafient 1had a 17cm (centimeter) by 9em reflect no tnanglcs have been
area with second degree bums with multiple flashed. They are all processed
small blisters, through the Central Sterilization
Review of a cinic vist note dated [ Department.
revealed that the physician documented that
the burn blisters were debrided and he was
stated on silvadene care (cream) for the
treatment of 1st and 2nd degree bums and
collagenase/double antibiotic ointment for
Evant ID:598Q11 12/22/2009 2:04:32PM
LABORATORY QIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X8) DATE
Any deficiency statement ending with an asterisk (*) denoles a deficlency which the inshtution may be axcused from comecting providing It s detarmined
that other safeguards provids sufficlent protection to the patients. Excapt for nuraing homas, the findings above are diaclosable 80 days following the date
of aurvey whether or not a plan of comection Is provided. For nursing homes, the above findings and plans of cotrection are distlosable 14 days following
the dats meae documents are made available to the facility. If deflclencies ars citad, an approved pian of corraction i requisite to continued program
participation,
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CALFORNIA HEALTH AND HUMAN SERVICES AGENCY
DEPARTMENT OF PUBLIC HEALTH

STATEMENT OF DEFIGIENCIES
AND PLAN OF CORRECTION

(X1) PROVIDER/SUPPLIER/CLIA
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A BUILDING
B. WING

(X3) DATE SURVEY
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14/03/2008

NAME OF PROVIOER OR SUPPLIER
KAISER FOUNDATION HOSPITAL FONTANA

$TREET ADDRESS, CITY, STATE, 2P COOE
2961 SIERRA AVENUE, FONTANA, GA 92335 SAN BERNARDINQ COUNTY
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Continued From page 3

deeper bums. There were three ameas of
deeper burns measuring 2x 3om, 3x3cm, and
1.6% 1.5cm, The rest of the hurn involved
posterior (behind) calf and behind the Kknes,
measuring  17x  9cm. The physician further
documented, “If the deeper burns don't
improve, | have told him the possible need to
excise (cut out) burns and skin graft."

Review of an operative note dated [
revealed that Patient 1had skin grafting to the
3rd degree (burn through the skin into deeper
tissue) burm to the left posterior calf and
behind the knee, Some of the risks of the
surgery as explained to Patient 1included:
bleeding, infection, poor scarring, failure of
graft, and risk of contracture (an abnomal,
usually permanent condition of a joint
characterized by being bent and fixed. May be
caused by loss of elasticity of the skin caused
by extensive scarring) over the long term given
the burmn extsnds into popliteal " fossa (back of
the knee).

Review of the facifity policy and procedure
titled Flash Sterilization effective date 9/94 and
last revised 7/08 under section 3 Transpotting
ltems fo Sterle Field, indicated "Use towels or
other protective material to protect  against
burns from hot items, trays or containers.”

There was no procedure listed on how to
protect a patient from bumns or on how fo
determine if the flash sterilized instruments
were cool enough to be used on a patient. J

N

Event 10:508Q11

12/22/2009

2:04:32PM
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TITLE (X§) DATE

Any deficiancy statement ending with an asterisk (*) denotes a deficiancy which the institution may he excused from comecting providing it is determined
that other safeguards provide suffiient pratection to the patients, Excapt for fiursing homes, the findings above are disciosable 80 days follawing the date
of survey whether or hot a plan of correction is provided, For nursing homes, the above findings and plans of comection are disclosable 14 gays fallowing
the data thase documants are made avallable to the fagility, If deficiencles are citad, an approved plan of carraction is requisite to continued program

participation.
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CAUFORNIA HEALTH AND HUMAN SERVIGES AGENCY
DEPARTMENT QF PUBLIC HEALTH

STATEMENT OF DEFICIENCIES {X1) PRQVIDER/SUPPLIERICUA (X2) MULTIPLE CONSTRUGTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFIGATION NUMBER: COMPLETED
: A BUILDING
050140 8. WING 14/03/2008
NAME OF PROVIDER OR SUPFLIER STREET ADDRESS, GITY, STATE, ZIP CODR
KAISER FOUNDATION KOSPITAL FONTANA 9961 SIERRA AVENUE, FONTANA, CA 92335 SAN BERNARDINO COUNTY
{X4) 1D SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION (X6}
PREFIX (EACH DEFICIENCY MUST BE PREGCEEDED BY FULL PREFIX (EACK CORRECTIVE ACTION SHOULD BE CROSS- COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG REFERENGED TO THE APPRQPRIATE DEFICIENCY) DATE
Continued From page 4
The facility's fallure to develop a  written
procedure for flash sterilization that included
procedures to protect patients from burns due
to hot instrumenis s a deficiency that has
caused, or is lkely to cause, serious injury or
death to the patient, and therefore constitutes
an immediate jecpardy within the meaning of
Health and Safety Code section 1280.1(¢).
Event 1D:595Q11 12122/2008 2:04:32PM
LABORATORY DIRECTOR'S OR PROVIDER/SUPPUIER REPRESENTATIVE'S SIGNATURE TITLE (X8) DATE

Any deficiency statement anding with an asterisk (*) denctes a deficiency which the institution may be excused from correcting providing it is detarmined
that other eafaguards provide sufficient protaction to the patients, Except for nursing homes, the findings above are disclosable 80 days following the date
of survay whether or net a plan of eorraction is provided. For nursing homes, the above findings and plans of cottection are disclosable 14 days following
the date these documents are made available to the facility, If deficiancies are clted, sn approved plan of camection is requisite to continued program

patlicipation.
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