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e SUMMARY STATEMENT OF DEFICIENGIES o PROVIDER'S PLAN OF CORRECTION (X5}
FREFLE {EACH DEFICIENCY MUST BE PRECEEDED BY FUILL PREFIX {EACH CORRECTIVE ACTION SHOULD BE CROSS COMPLETE
W REGULATORY OR 1L5C DEKTIFYING INFORMATION] TRG REFERENCED TO TRE APPROPRIATE DEFICIENGCY] RATE
B. The title or position of the
an Incision wes nesded to open the srea lo person responsible for the
complets ihe surgery. R
correctiom:
At the end of tha surgery the surgeom's report Operating Reom Manager
nofes identified that “the pelvis was irigsteg
with normal saline and the Jep iApes [sponges)
wore exiiected and  accounted  for by the €. A description of the
croulating nurse  The incision was ihen closed . monitoring process to prevent
and Paillent A was transfemred {0 the recovery
roem.” recurrence of the deficiency:
On 2614 at 10:30am.. a phone intarview was The foliowi .
conducted  with this  sumeon. The sutgeon e jollowing monitoring
noted that Patient A had ‘lots of adhesions and system was put into place to
required lots of lep tapes.” The surgeocn stated .
- . reduce recccurrence:
Ihat his usual procedure at that tme "would be educe r .
b do a visual and manual exploration of the s Sponge count 3/31/09-
cavity v check for any objects.” He stated that, reconciliation is verified 5/29/09
“the chroutating nurse and scrub persen do a
count of tha spongesilapes, and  other and documented before
equipment when | stat o close tha innarmost incis]on) during each stage
cavity. AMer the first count i3 corect 1 will £ closi £ an incisi
continue closing and efter a second count is Of Ciosing ot aninaision,
verified | would complete the dosure of the duringcase CONVersion
skin. { don't recall how fthe nurses monitered f
) rom ctosed to open, and
e count because | am concenlrating on the . 0_p_
patient. | was told the counmt was comect two during any transition of
times. | felt confdent that the count was scrub and circulating nurse
comect at the end of the surgery based on the !
inpLt from the staff." during a procedure.
s Immediate investigation of] 3/31/09
A rteview of a fadlity document titled Nursing t di ies by th
Peri-Operative  Record, in a  section litled count discrepancies by the
"Counts” directed that thee counls  were surgical team both on and
performed by the staff a pre-cperallve couny, off the sterile field. Jf
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]

PROMIDER'S PLAN OF CORRECTION X5

PREFEX {EACH CORRECTIVE ACTION SHOULD B CROSS COMPLETE
TAG AREFERENCED TO THE APPROFRIATE DEFICIENCY ! DATE

a first count, and a fina! count, each signed by
two nurses. The next line on the document is
"Alf  counds comect unless otherwise  nofed.”
and there was no note on the document to
mdicate  otherwise. Another area of the
Nursing Par-Operative Record identified “staff
in the room" that indicated a change in
parsonnel  in which  circulatng RN #1was
replaced by circutaiing RN #2for a period of 15
minutes.  This tme penod was identified as a
break time by the Operating Roem  Manager
{OIRM). In Hospital #t's policy tifled. "
Management of the Enviconment of Care
Sponge Count” revised 4/07, indicated under
tem 6.2, "A sponge count will ocour anytime
there ls closure of a cavity within a  cavity,
before wound cliosure begins, at the end of the
procadure, AND at any tme there is iransition
of care between scrub  personnel  andior
cireulating  nursing  steff  {anyone responsible
for  counts)." However the Nursing
Per-Operative Repord did not document that a
count occured with the crcuiator changes.

On  11/26/13between 1.00p.m. and Z30pm.,
phona inlanews were conducled with  three
members of the Qperating Room  gleff  that
were Involved in this cese, the Qperating Room
Manager (ORM)  the  Assistant  Cperating
Room  Menasger (AORM) and the Circulating
Nurse {CN. manages the work of the OR dwing
the  surgery). These interviews were
conducied  individually. The ORM was
guestioned sbout how many counts were to be
done during a surgical procadure. The ORM

Practice and policy refinements
continue into 2014 as a continuoug
improvement process.

D.

sponge is not found, an x-
ray will be performed and
incision re-opened as
needed to retrieve
retained sponge.

The date the immediate 33149
correction of the deficiency
will be accomplished:
iarch 31, 2009
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