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The fnl!mfmg mﬂects the findings of the Dapzrhnent
of Public Heulth during an lﬂ&{)ﬁﬂﬂﬁﬂ vigit:
Compiaint Intake Number:
CADD540685 - Substantisted
Representing the Depariment of Public Health;
Surveyor 1D # 2865, HFEN g
‘ ; — P
The Inspection was limited 1o the specific faciity -
eventinvestigatsd and does not represent the 1, i |
findings of a full inspection of the facility. 3 ] X
Heslth and Satety Cade Section 1280.3(g): For SE o
purposes of this section “immadiate’ jeopardy” s o
means.a situation Iin which the iicensed's \f}\ —
noncompliance with one. or more requirements of o 5
licensure has caused, or is likely to cause, serious S b
injury or death to the patient. R o
e ‘Q -
Haalth and Safety Coda Section 1279.1 (a) W \};
A haglth facllity Jicensed pursuant to subdivision (a), Qx\
{b),.or {f} of Section 1250 shall repart an adverse N
svent tumadapamntna later than five days. after 3=
e adversa evant has besn detectsd, ar, I that N
evant is an.angoing utgentor amemmt thraat to the "‘c.}\
welfare; ‘health, or eafety of patients, persunnel or .‘“
visitors, nof iater than 24 hours after the adverse O~
avent has been detected: Disclosure of individually g
idntifiable patient informatiai shalt be consistent [N
with applicable faw. =
{ Health and Safew Cods Section 1279.1, subdivision
(1N} - -
qum IB:EBSW 442049 .1.:13=5é§‘-"-‘
LABO! 5 sueNA'ruﬁE T ;omz

- : / @-1?
Byeignmg mlsduwmmt.lama owiaaging mau!gturm:mﬁmdm%pmg Eggg{ﬂ_}_mqg
Aniy deficiancy statsmant -anding with an, astwriak (%) denotes a deﬂnlmmy whiuh the Instittian miy he axeussd fram sorrecling prayiding !t is determined
thet oiher ssfegusnds provide suifident protastion to thi patients, Exeapt for nursing heines, the ﬁwilngs above sre disclossble 00 days tallowlng the dae
of sirvey whather or.not a plan of comection (s pmvided For nursing hemes, the above findings and plac of corraction are disclosable 14 days following
© the data these dosuments e made available fo the fm:ﬂuy if dnﬁﬂmnhs e aied; an approved plan of carrection i reduisite to continued program
patticipafion.
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147 North Brent Street
Ventura, CA-93003

To:

California Department of Public Health

1889 North Rice Avenue, Suite 200
Oxnard, CA 93036

Re:

Plan of correction for CDPH 2567 — CA00540695 RFO

January 15, 2018
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Plan of correction:

Title 22 California
Code of
Regulations
Division 5 Chapter
1 Article 3 Section
70223(b)(2).
Facility failed to
ensure surgical
counts for
instruments were
performed
according to facility
policies and
procedures

"A. Actions taken for patient identified:

On 6/18/2017 upon discovery of the foreign object fuli disclosure was provided to
the patient by her physician and the object was removed. 5taff in the LED OB ares
were notified of the event and a thorough investigation was completed. Risk
strategies were developed along with monitors for compliance and effectiveness.

B. How other patients are protected from deficient practice. Immediate
measures and systemic changes to ensure deficient practice does not recur:

The counting of surgical instruments is identified as a high risk problem prone

process having a significant impact on patient safety. As a result of the

investigation corrective actions were implemented along with an auditing process

with iAuditor and observations:

1. The Count Process:

a. Risk Reduction strategies reviewed on 08/10/17 & 08/14/17 for
prevention of Retained foreign objects (RFO) at L&D staff meetings. Staff
educated to importance of speaking up for patient safety. Count policy
reviewed including when to get an X-ray: in cases where initial count was
not performed, count was incorrect or if any member of the team has
concerns about the validity of the count. Discussed importance of
minimizing distraction during surgical cases. The count process is initiated
prior to incision at the start of the case, when wound closure begins, prior
to dressing ar skin adhesive.

b. Items are counted with the circulator visualizing the field and verbally
participating. This process ensures that all counted items are visualized
and verbally identified.

¢. “Stop the line” was implemented and education was provided. On

06/21/17, an email was sent to L&D staff regarding counting and speaking
up for patient safety, using C-U-5 (I am concerned, I'm uncomfortable,
this is a safety issue.) This process was implemented to assure staff that if
they have any concerns related to the count they are empowered to
speak up and will be supported by management.

Education module was developed for Prevention of RFO for RNs and
Scrub Techs. ' '
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8.

9,

10.
11

closing the wound are removed from the wound and returned to the
scrub.

Items acdded to the sterile field are noted on the dry erase count board of
instrument count sheet immediately

If the count is interrupted the count is resumed with recounting of items
currently being counted.

ltems are counted with circulator visualizing the field and verbally
participating.

Hand off report to relief circulator includes report of any counted items
removed from the field and held for final count.

Appropriate actions are taken for count discrepancies

Minimal talk/distractions during the case

Minimal talk distraction during the counts

The ongoing audit of counts has shown improvement. Data since Feb. 2018 to Jan
11, 2019 has shown full compliance.

The audits and reporting of compliance is the responsibility of the Director,
Maternal & Children's Health Services

D. Dates corrective actions will be completed.

All corrective actions have been completed. Dates of implementation are noted

above.

Meonitoring of compliance remains an ongoing process.

e wldte_

Cindy DeMotte

Community Memorial Hospital Representatives Signature:

Title: VP, Quality

Date: 1/16/2019
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| STaTEMENT OF DEFCIENCIES
AND FLAN OF GORRECTION

X1 PﬂWl

DEWSUPPLIEWCUA
IDENTIFICATION NUMBER:

050334

X2} MULTIPLE CONSTRUCTION

A, BUILDING

| 043) DATE SURVEY

B.WING

oLETED

09(2212017 -

| MAwE OF PROVIDER OR SUPPLIER
COMMUNITY MEMORIAL HOSPITAL - SAN

STREET ADDRERS, CITY, STATE, ZIP CODE
147 N Brent St, Ventura, GA 930032809 VENTURA COUNTY

{ BUENAVENTURA

D

TAS

- PREFIX .

SUMMARY STATEMENT OF GEFICIENCIES
(BAGH DEFICIENGY MUBT BE PRECEEDED BY FULL
REGULATORY OR LEG IDENTIFYING INFORMATION)

0 PROVIDER'S PLAN DF CORRECTION 1X5)
PREFX (BACH CORRECTIVE ATTION SHOULD BE GROSS-
TAG REFERENCED TO THE APPROPRIATE DEFICIENGY) BATE

{b) For purposes of this section, “adverse event”
inciutles any-of the following: '

(1) Surgical svents, including the following:

(D) Retenton of a forelgn object in a patiant after
surgery or other pracedure, axdudmg objects
intentionally. lmpmmd as part of 4 planned
intervention ang ahjnm pmaant prior to surgery that
arg Inienlmna!iy retained.

Health & Safety Code Section 1280.3 (a) and (g):

{8) Commencirtg on the effactive date of the
regulations adopted pursuant to this section, the
director may assass an administrative psnalty
-ageinst a iconses of & health faclity licensed under
subdivision (a) , {b) , or {f) of Section 1250 for a
deficiency conetituting an immadiate jeopardy
viclation s determinad by the depariment up to a
maximim of seventy-five thousand dollars ($75,000)
for the first administrative penalty, up to one hundred

{ thousand: dolfars {$100,600) for the second

subsequent administrative penaity, and up o one
‘hundred twenty-five thousand deliars ($425,000) for

the third and every subsequent violation. _

{g) For purposes of this section, "immediate
jpopardy” means a sitmstion in which the licensee’s
nencompliance with one or mora reguirements of
licensure has caused, or is likely to causs, derious
injury.or death o the patient.

Title 22, California Gode of Regulations Division 5,
Chapter 1, Article 3, Section 70223 (b)(2)

11 3:5‘39'M

GveiDEGSOT . 1isgom
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'{ STATEMENT OF QEFIDIENGIES {X1) PROVIDER/SUPPUERICUA
M0 PLAN OF GORRECTION IDENTIFICATION NUMBER:

050354

. (X MULTPLE CONSTRUCTION

A BUILDING

8 WING

(%) DATE SURVEY
COMPLETER

0o/2212017

1 BUENAVENTURA.

| MAME OF PROVIDER GR SUPPLIER S STREET ADDRERS, CITY, STATE, TP CODR
COMMUNITY MEMORIAL HOSEITAL - SAN 147 § Brent St, Vantura, CA D3003.2800 VENTURA COUNTY

fam SUMMARY STATEMENT OF DEFIGIENCIES
e (EAGH DEFIGIENGY MUST BE PRECEGDED Y EULL
TG  REGUUATORY OR L5G IDENTIEVING INFORMATION)

s} PROVIDER'S PLAN OF CORRECTION - X8y
PREFIX {EACH CORRECTIVE ACTION SHOULD B8 CROSS. | COMPLETE
TAG REFERENCED 10 THE APPROPRIATE DEFICIENCY) 1. | DATE

Sirpical Service. Ganeral Requirements

{b) A committes of the medical staif shall be
assignad r@ﬁ;mnsiblllty foi:

{2) Davelapraent, maintenance and implementation
of written policies end procedures In consultation.
with oiher appropriate health professlonals and
edministration, Policies shali be approved:by the
tioverming bady. Pmcedum shall be approved by
the adminiatfatmn and madiical. staff where such is
appropriata.

| Based on interview and regord raview, the facllty
falled to ensure surglcat courts Tor Instruments were
performed according to facility policies and
procedures.

Thig fallure resufied in the setention of a surgical
ribbon mallesble Instrument, measyring 12. 89
Inches indength:by 2 inches inwidth, nside one
patlent (Patient 1), after Cesarean Saction
{C-Section) and Tubal Ligation surgety (delivery of a
baby theough a surgica! incigion inthe thniher's
abdomen and'uterys and  having tha fallopian tubas
tled or prmanent birth controf).

On.6/22117, an entity-reportad avant (ERT) was
submitted by the faciiity to the. Ca;lfumla
‘Department of Public Haalth indiwﬁng ita discovery
of & retalned foreign ohject inside Patient 1's
abdomen foliowing surgery.

D191 217, an on-site abbraviatad survey was

11358PM

EvemtiDEBEOY | 1412019

Stte-a5sT
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H‘?A‘!‘WNT QF ﬂE‘IC{“NUlE'B (X1, PROWMSUFWEFUCL[A
AND PLAN OF CORBECTION IRENTIFICATHRN NUMBER;

050254

{2) MUETIPLE CONSTRUGTION

A BUILDING

1B, WING

1X3) bATE. WRVEY
COMPLE‘I‘E.D

caizz;zm?- ‘

NANE OF PROVIDER OR SUPPLIER
COMMLINITY MEMORIAL HOSPITAL - SAN
BUENAVENTURA

BIREET ADDRESS, LITY, STATE, 2 GOLE
147 8 Broat BL, Venturs, GA 93003-2600 VENTURA COUNTY

(%4)/D
- PREFIX
A

SUMMARY STATEMENT OF DEFIGIENGIES
(EAGH DEFIGIENGY MUST BE PRECEFDED 8Y FULL
REGULATORY OR LSG DENTIFYING INFORMATION)

m ' FROVIDER'S PLAN OF CORRESTION TG
PREFX (EACH CORRECTIVE ACTION BHOULD BE CROSS- . COMPLETE
TAG REFERENCED 10 THE APPROPRIATE DEFICIENCY). DAYE -

initiated & conduct an investigation of the
entity-reported event (ERI). A review of Patient 1's
madical tecerds was tonductad on 912017,
According 1o the "Delivery Repart,” dated 5/20/17,
Patient 1 had a C-Section and Tubal Ligation on
5120717, Patient 1 raturmed to the faclity Emargency
Department (E0) o &18/17 (29 days fater),
complaining uf abdominei pain. A raport of GT sesn’
{series.of spacial Xyays) compisted on 6/18/17 ity
the £ set forth the following: "Very large foreign

-boddy within the abdominat cavity as dstailed below

likely mpmaanﬁng natained foraign body from -
surgesy.”

The same CT scan repert, datnd 6/18/17. sat forth
e foliowing under stomachfbowelimesentery:
“There I8 8 large ohiong metallic density foraign
body within the shdominal cavity extending from the
left upper quadmnt o the right jower quadrant
mesasuring up to 33 am (33 om Is equal to 12.95
inches).”

An undatied photograph weas provided by the facilly's

| quality vice president on {9/1217). This photograph-

was identified by the faciiﬁy‘ﬁ duafity vice president
ag thi retsined farelgn poady located within Patient.
1's abdominal cavity. The photograph was observed
and demonsirated 8 th baa retractor {a gumml

Instrument used to saparata the adges of a surgical

incislon or wound; or ti hvld back underiying organs
and tigsudy 80 that body parts under the incision
may be sceessed). The fadility representative

| confirmed that the retractor mtaimed it Padient 1's

body was measured at 33 om {1288 inches)in
langth and 2 inches In width.

= Sl : WA L7 "
Event 10:E85011 ‘ B

1:13:53PM
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STATEMENT OF DEFICIENGIES : PU) PROVIDERMSUPPLIER/GLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

050384

{42) MULTIPLE CONSTRUCTION

A BUILOING

B.WING

(X3) DATE SURVEY
COMPLETED

09/2212017

NAME OF PROVIDER OR SUPPLIER STREET AUDRESS, CITY, STATE, ZIF COUE

1 COMMUNITY MEMORIAL HOSPITAL « SAN 147 M Bront 8¢, Ventura, GA #3003-2809 VENTURA COUNTY

| BUENAVENTURA

- xayio © BUMMARY STATEMENT OF DEFICIENCIES
PREFIX (EACH DEFICIENCY MUST BE PRECEERED BY FULL
TAG REGULATORY OR L5C IDBNTIFYING INFORMATION)

i - PROVIDER'S PLAN OF CORRECTION 05)
PREFIX {EACH CORRECTIVE ACTION SHOULD BE CROGS- COMPLETE
TAG REFEAENCED TO THE APPROPRIATE DEFICIENCY) DATE

During an intarview with Patiant 1 on 9187 at 1:26
p.im., Patient 1 sxplained she was disgharged home
with abdominal pain radiating ta her back, Pationt 1
statad the following: "Evary time: | bent down | felt a
grind!nu Topling, ke my muscles weee rubling

somathing,” Patient 1 was taking Percocet
{medication used to relieve moderats o sevars pain)
for 4 weeks o afleviate the pain. Howaver, according
to Batlent 1, the pain got worse and whean ehe coyld
not oleraté § anymore sha rewmed to the' facmt;rs
ED on 6/18/17.

Tha facility's policy and procadure sntifled,
"Caounting Surgical lthS and Prevertion of Retained
Surgloal lems,” reviaed §/5/14 and in effect during
Pafient's 1 surgical procadure, was reviewed.
Saclion 111; part A, entitiad, "COUNTING
1 BURGICAL ITEMS sst:fuﬂh ﬂ‘&afoﬂowmg:

"Number. 1. Time must be allowad for counts to be
| performed carefully and pracisety. The following
‘procasses must be followed: g

(d) Surgical fiems are caunted audibly snd viewsd
concurrently by the opsrating roam nurse/techinician
and the circulating nurse.”

The same policy, under Saction I, Part A. Nurnber
7, sst forth the following:

"Counts must be performed in the.same eequence
each ime, The count shokld beghn at the surgical
site and the immediate surrounding area, procesd to

PAKEIPM

Event ID:E65011, ' ' YAREE

~Pagesa iz


https://modereta.to

B1/16/2013 11:52AM B8B5-585-3036

© CALIFORMIA MEALTH AND HUMAN SERVICES ACGENCY
. DEFARTMENT OF PLBLIC HEALTH

CMH QUALITY

PAGE 1 27/ 18

s'mmmam OF W!i‘SENCIEB .
AND PLAN O GORRBECTION IMENTIETCATION MUMSER:

(X1} PROVIDER/SURFLISRICLIA

_b50a84

(52) MULTIPLE CONBTRUGTION

A, BULBING
B, WING

{X9) DATE SURVEY
coMpLETED

09/22/2047

NAME UF PHOAVIDER OR SUPELIER
COMBIUNITY MEMORIAL HOSPITAL - SAN
'BUENAVENTURA

STREET ADDRESE, GITY, SYATE, ZiP GODE
147 N Brent Bt, Vortiars, CA 23003-2808 VENTURA COUNTY

x4y
PREFIX
R

SUMMARY STATEMENT OF DEFICIENGIES
{EACH DEFIGENCY MUBY BE PRECEEDED 8Y FULL
- REGULATORY O LSC {DENTIFYING INFORMATION)

e}
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION
[EACH CORRECTIVE ACTION SHOULD BE CROSS-
REFERIENCED TO THE APFROPRIATE DEFICIENCY)

R85y
BOMPLETE
DATE:

the Mayo stand and back Eble, and finally tp the
couted tems that nave besn diszarded from the.
fimig." '

Furthac roview of the policy, under subpart {03),
antitled, "INSTRUMENTS COUNTS." under Number
1, set forth:

"nstruments are-countad on all procedures entaring
the abdemital and tharaic cavities In which the
likefihood exisis that ati Instrumant sould be
retainad, if them is & quesﬁan about whmher acase

will need’a count, an inithl caunt is to-be dona,”

 Further, Numbor 3 of Subpait D sigtes:

“Counts of insiruments should be performed:

a. Bafore the procadure has bagun to establish a
bassline court,

b. Whizn wound closure begins, ;

¢, Atthe fime of. permanerit. réilef of sither the scrub
person orihe cinculating nurse, sithoudh diredt
visualization on all items may not be poysible,”

The *Delivery Report,” dated 512017 at- 3:60 p.m,
was naviewed and set forth that Patient 1 had a
G-saction and Tubal Ligation on 5/20/17. The report
further documented that thie Surgical ftem counts
weta parformiad by licansed nursa (LN 1) and

{ spediaity techniiun (Tech 1) disring Patient 15

surgica! procadure. The surgical counts included on

1 the réport were docurientad ae performed on the -

initled, first, second, and third counts, Instaument

44412018

"&vam'!DZEEEQH
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STATEMENT OF DEFGIENCIES (X1) PROVIDERSUPFLEERICUA
AND BLAN OF CORRECTION {DENTIFICATION HUMBER:

050394

(X2} MULTIPLE CONSTRUCTION

A, BUILDING

1 txs pare sunvey

8. WikG

COMPLETED

002212017 .

| BUENAVENTURA

| NANE oF PROVIDER OR SUPPLIER $TWEET AUDHESS, CITY, STATE. 24P CODE
| COMMUNITY MEIMORIAL HOSPITAL - SaN ' 147 N Brant 8t, Ventura, GA 83001-2800 VENTURA COUNTY

(<3 1D SUMMARY STATEMENT OF DEFICIENCIES
* PREFIX {EACH DEFICIENGY MUST BE PRECEEDED BY FULL
T TAG HEGULATORY R LBCINENTIFYING INFORMATION)

) ' PROVIDER'S PLAN OF CORRECTION iXs)
FREMX {EACH CORRECTIVE ACTION SHOULD BE CROBS. - COMPLEYE
TAG REFERENCED TO THE APPROPRIATE DEFIGIENCY) DATE

counts included on the report were dotumented as
petformed during the infilal and third counts,

"During an nterview with Tech 1, on H/1217 at 11:35
a.m,, she roviewed Patient, 1's “"Delivery Seport,”
dmed 5I26/17 at 250 p.m., and carfitmed there
were two instrument counts completed. Tech 1
confirned thess colimts included the initiat court o
astablish the Instrumaent count basieline and-the
third courd at wound closure. Tech 1 explalned the
initied count was conductad witfy the surgical
sirculating nursa (LN 1) ealling out the names of
listed instruments.from & count sheet. LN 1
physically chiecked off the hames on the caunt
shest after shie (Tech 1) stoted they warp present
and.coursbad. :

Tach 1 further explained, during the third count,
Tech 1 was holding 4 retracior while assisting he

| surgeon to retract the patient's skin: Teoh 1 stated
that she started counting the retractors from the
patient t the table by visualizing the retractor and

e mrbﬂﬁy counting ot loud-the nimbar comeggonding
{ o that retracior, Tech 1 aﬂvimd she counted 7
tetactons, Hewever, she.expiginer mat she verbally
out lowd said the number 8, assurning the sighth -
retractor was already inside th& basket. Tech 1
statad, *i did nothave a visyal ofthe. eighth
retractor, | desumed-the sightis reiractor was inside
or hehind the basket.” Tach 1 axplained the baskat
is & metal wirg omta{mrw%m the instnuments ame
placed,

During an intarview, on 912117 at 11:53 a.m. with

1E5PM

EventIDEBBO1S _ 1412019

Shate-2567
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STATEMENT OF DEFIDIENCIES
AND FLAN OF CORRECTION

{#1) PROVIDERSUPPLIERICLIA
IDENTIFICATION NUMBER;

050394

; A BUILDING

{%2) MULTIPLE CONSTRUGTION

BWING

(X3) DATE SURVEY
COMPLETED

NAME OF PROVIDER OR SUPPLIER

BUENAVENTURA

COMMUNITY MEMORIAL HOSPITAL - BAN

- { STREET ABDRESS, OITY, STATE, ZIP GODE
147 Brant Bt Vantura, CA 930032809 VENTURA COUNTY

001222017

prEfiX
TAG

ap

BUMMARY STATEMENT OF DEFICIENCIES
{EACH DEFICIENGY MUST BE PRECEEDED 8Y FULL
REGULATORY OR'LSC IDENTIFYING INFORMATION)

. PREFIX

i PROVIDER'S FLAN OF CORREGTION
(EACH CORRECHIVE ACTION SHOULD 88 CROBS-
TAG REFERENGED TO THE ABPROPRIATE DEFICIENCY)

%5}
. COMPLETE |
bATE

ma.ﬂurg}éal sayvices director (Admin 2), and

| concurrent review of the policy and procedura
| enfitied, "Counting Surgical items and Prevention of

Retaned Surgical ems,” (last revised 8/6/14),
Admin 2 atknowledged the surgical instruments
courits for Patient 1's procedisre on 5/20/17 ware not
performed as per the facility's policy and procedure.
According Yo Adrrin 2, she was:involvad in a facility
investigation of the incident pertaining to the
‘ratainad forelgn object inside Patient 1's abdomen.
Admin 2 explained that facllity invastigation found
the surgicatl team staff had not performed the
instrument counts ag mandated by facility policy
and procadure, Admin 2 furthér explained the

| surgical instruments were notcounted audibly nor

vigwed concurrently by tha circutating nuirse and the
‘serub-technician, Admin 2 was asked if the two |

‘surgical staff had visualizad the sighth retractor

during the third count. Admin 2 confirmed the sighth

Tetractor was not visualized by the two.surgical staff,

Adrnin 2 stated: *Ves, this is corract there was no
visual of the aighth retrastor.”

Further interview with Tech 1 occurred on 9721/17 at
8:30 am. Tach 1 explainad that the “Third® count
during Patient 1's surgery ccourred at the surgical

| suturing. of the peritoneum (Lining in the stomach
| araa). Tach 1 stated soveval distractions occurred

during this part of the procedure. According to Tech

1 1, the primary surgeon dismissed the assistant

surgeon at this paint in the procedure. Tach 1
indicated she then asswned the role of assigtant to

ihe primary surgeon.

Tach 1 desaribed having to hold an instrument used

Event ID:E65011

10412019

1:13:53PM

Stale-2567
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STATEMENT QF: DEFIGENCIE& 1 (X1) PROVIDERSLIPPLIERICLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMAER:

050394

D) MULTIPLE CONSTRUCTION

A, BUILDING

8. WING

{X3) DATE SURVEY
_ COMPLETED

08i22/2017

NAME OF PROVIDER OR BUPPLER : SYREET ADDRESS, OITY. STATE, ZIP CODE
COMMUNITY, MEMORIAL HOSPITAL - BAN - {347 N Brent 82, Ventura, CA 83003-2809 VENTURA COUNTY
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to retract (hold back tissue) the wound with her right

hand, whilis hoiding a needle holder (instrument

used to hoid the stitch) with her feft hand in
pamﬂon for the surgeon's next step.in tha

procedure. According to Tech 1, the attention to the

surgeon's needs made it difficult for Tach 110

visualize all of tha retractors as counis were

| performed. When the circutating nurse (LN 1) named

a countable item, Tech 1.explained ghe used her

t head to pol_m to the countable iem, Patient 1 bagan

to cough. Tech 1 wasn't-able to vigibly see Patient

1. but_éowrdlng o Tech 1 it svunded as if Patient 1

hadvomited. At this Hime, Tech 1 stated the

surgeon asked for ap instmnmant to:hold back the

| wound (incision made to deliver baby) as Patiant 1's

hody movemént caused an Interruption in the

| surgical suturing of the wound. Tech 1 handed the

Ssurgeon a ribbon malieable retractor.

Tech 1 stated the "Thind” count witfr the cinculsting
nurse was a count for instrumenis only, Tech 1
‘axplained when counting instruments.out of her
range of vision she (Tech 1) used her head to point.
in the direction of where tha instrurnents were
usually placed.

Tech 1 aiso explained that the ribbon malieable
retracior was usually placed inside or in the back of
the baskat (metal wine basket-wiich containad the
instruments). Tech 1 stated on the (thind) caunt, she
started counting the ratractors with the one she was
holding in her right hand to retract the akin and
continued counting towards the back of the table.
Tech 1 stated that sha verbally counted out loud ™,
2,3,4, 5,6, 7." Tech1 also stated that she
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vorbalty sald out loud the number “8." However,
Tech 1 stated that she did not aotually see the
eighth retractor (ribbon malieable). Tech 1
acknowiadged she had notvisualized the eighth

| retractor {ribbon malleabie) duding ihe third count.
| Tiech 1 atated, "l assumed. the (ribbon malleable)
" | ratractor was behind or inside the basket in its usual

plave.”

During an interview with LN 1, on BM2/17 at 10:45
a.n., sha reviewed the *Dellvery Report,” dated
5/20/17 at 3:50 p.m. LN 1 confirmed ihers were
two instrument counts. The Initial count to establish.
&n instrument count baseling andma third couni at
wound closure,

LN explained that during the third count in Patient

| 1's 6/20/17 surgery, LN 1 verbally calied out,

"retractors,” and.she thought Tech 1 verbally replied

-{ qut loud the number "8." LN 1 also confirmed not
| visualizing the eighih metractor during the third count.
LN 1 siated™ did not see the sighth refractor, We

aszumed 8 retractora wers thare. Bt clearty, the 8
refragtors were niot there. Since, thera was a

| retractor left tnside the patient (Patient 1),

Ancther intendew was held with LN on 9/21/17 at.
1:20 p.m., LN 1 explainad that during Patient 7'z
SUrgeTY n:iami 5!20!17 thare wera savenal - '

| distractions as the primary stirgeon informed the

assistant surgeon toleave. LN 1 stated the “Third"
coupt with Teoh 1 was theipstriarant count, LN 1
further explained the surgeon's phone rang saveral
timas during the third count process, before being -
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answersd by the anesthesiologist, LN 1 slso stated
Patient 1 had thiown up {vomited), which is why the
sungeon requested the use of 2 fibben maﬂeab@a
retractor.

Accarding to LN 1, Patient t was moving arcund &
* | ot during the third caunt. The surgaon ‘used the
retragtor. to hold down and biack Pmiant 1's tissues,
LN 1 also confirmed she had not aclually seen the
1 8th {ribbon ma!laabim} retractor during the third
insteutnant count. ‘LN 1 sfated she did ot visuslize
tha ingtrument basket 1o ses if the matleable
rateactor wis Hers. She remembered the instrument
count, beamg & coirect court end there ware no
varlances at ﬁ"ua end of tha case.

nuring an imervigw with medical doctor MD 1 {the
surgeon during Patient 1's surgety), on 0112717 at
12:05 p.m., ha axplained that durng Patiént 1's
surgloal procedune on 572017, Patient 1 started
vamiting. MD 1 stated, "It was hand to close the
stomach incision whin the intestines are cutside
the patient's storach. | used 3 (bbon) rmalioable
retracior 1o push the bowels in befon i closed the
patient's gtomach indision.” MD 1 stated not
rermembering removing the malieable wiractor duting
wound closure, MD 1 stated, "I don't remember.
Obviousty { didn't remove i (ribbon malisable
retractor), Since; it was left insids the' patient. We
!ﬂﬁt. sight, clearly, it was our grror.”

‘The "Surgical Case Regord," daled 6/18/17 st 2:44
p., doturmenied that Patient 1. ‘undernwent an
exploratory lapanctmy pvmedure {Burgical
aperation whene the abdoiten is apanad and the
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drugs rendering a patient unresponsive and
unsonscious) to remova the retainad ribbon

days after Patient 1's-original surgery.

| death to the patient.

abdominal organs examined for injury or disease,
and removal of retalned ingtrument under the use of
general anesthesia (medically induced coma with

melleable ralvsctor. This procadure ocourrad, 29

The failure of the facility staff to follow the facility's
polivies and proceduras, pertaining to counting and
accounting for any and all tems eritering ihe patient
duringa surgical procedure, and ensuring tha itoms
came back cut of the:patent, resulted:in the
ratention of a-ribbon maiteable retracter in Patient 1.
As g result, Patient 1 underwent a second surgical
procedure; under general anesthesia, 28 days after
the ortginal surgary to remaove the ribbon malleabia
1 retractor, This fellureis & reguiatory viclation that

{ has caused, or is likely 10 cause, sarlous injury or

18/18

This -facl!ily,faiied to prevent the deficiency(ies) as

described: dbove that caused, or is likely to cause,
serious Injury or death to the patient, and mamfom

constifutes  an.  Immadiste - jeopardy within - the
meaning of Heaith and Safety Code Section

1280.3(g).
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