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CALIFORNIA, _H_EAL11i.N!JQ HUMAN §e'RylC~S AGENCY 
· DEPARTMENT OF f'UE\Ll~hEM.TH . 
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·ST.A'l'EMl:NT Of' OEF1cis-ic1es ' 
AND Pl.AN .Of coAAE.CTION 

0(1) PRQVJOER/SUPPUER/CUA . 
-1pet,im:iCAnON NIJMIIER: 

(X3) 
· COMPu;reo 

OA'lp SU~ 
. 

050394 

.NAME. OF PROVIDER OR SUPPUl£R 

A. 81JILOING 

IJ, WING 

STREET AOORE.00. CrTY. 3T/{TE,21P CODE 

·. C6MM0tUTV MeMORIAL *OSPIT-A.L ~ SAN 
al.lEN,WENTVAA 

_/" -------. 147 N Bntnt St,-Vent~, CA.9®0W&i19 YENTIJRA COUNTY 

· ();4) ID 
PREFIX 

TAG 

"SUMMARY !,TA)EMENT OF O,EflCIEHCil!S 
(l:ACH OEFJCIENCYMWJ: l!E PRECelil)l:l) EIY FCJU. 
REGIJlAT~Y OR~· iOJ;M'IFYIIIG INFORW,110fl) 

The-fo!Jo~ing ~fleets the flndiqgs otthe Dapartment 
ot Public HE!al!h during an insPeC!)on visit: 

Comp~int-111take _Number: 
CA00~95" .. Stibstantillted 

Represe11tJng·the·Depsrtroent of Public Health: 
Suf'\!~yor ID # ·2895, HFEN 

The lnsp,.tction was- limited 1o Uie specific_ facility 
event inveSUgated and:does not-rap~ent tha 
flnd!J1~$ of a fl.lit inspeclicn of·l}ie facility. 

Hl:381tl1 1,1nci ~fety CQde s.e,ction ,280.3(g): F.or 
putAOSMo•oflhis section.,l~i~'jePpi\r~ · 
means.a situation II) 1Nhl~ the lleimsue's . 
non<?OO'lplianpe with one.or more.1'9CjUirements of 
flrerisure :ha~· ?iiutiect or is likely .ti;) csu~, se,;ous 
injury or death to ~ patient. 

Hs2ilth ant;l Safety C()d~ Section 1_279.1 (e) 

A naaffh facil!ty licani;ed pursuaflt to ~ubdivlslon (a), 
· (b);.Or (f) ot.Sectl~.:1250 sna.U-repo_rt.an· adverse 

eve.nt to~e !lepa!tme".lt no )a"t8rthao fiv.e:cays.after 
ttie adlle~ event has,~ deteci&d,or, If that 
event-is: a·n-ongn_lng ·urgeRt-0r ~rgoot thr.eat·to tt,e 
welfare; heatt:h, or@hlty of patterns, ~rsonnel, or; 
vlsik>~ riot laterthan.24 houro after-the,adyerse 
event has been ~~: ol~osure of individually 
Identifiable patient infol'!'l'lafion ehl!tltbe popsletent 

. with applicable law. . . 

· H~ith and_ Saf~--~~ Se~on -t27.9J, S\J!J"hli!iion 
(b)(1)(0) : - . . . 

10 
PREFIX 

TAG 

PROVI~ PLAN OFCOMECTION 
(EACH COAAa'TM: ACTION ~Ul !IE CROSS-­

REfERENCIW io llfl: APP!tOPRIATc oeFICUal-lCY) 

11412019 Ev!)nt 10:EG591"1 

- ·s,siGNATI.IRE Tln.E 

E!!geJsJ> 1-tllru 12 
Ariy•ooflelaocy_ Bla!$1Ja11tehdil:111:>Mtn an_(if;Wrltlk r} de~tel\ -~ delloi8tlr,y which ttie lnirt?a!UOII mw_l>e G"lC~(l lrom <lOlt~ng prayldirt!l:lt ,~ (!elem,lne(I 
~1-Qthw aef91J1R1rda pmvld!t <Jllll'k:lerrt-p~n.-to \~ p»llenjg. Exeflp\ior n\J!}llnlJ hom8!l, lh,iflr,db1gs iibov•:11re.dl9':ll0$0bWI 00 days. loJla,,,lngt/le dale 
Of 8~ whll1fier ~ ~ a plan ot QPmlciJon t, _pravide1{ Fa< riurslng 11,,in.-. ~ ~b<Mt ~lldll'(lt; (l..;,, plane of corra~Jon •re dlsclosabl~ 14 dsya tollowfng 

· tt1i1 d8'81tiese doCUmoob\ et9 made ~Uob~ ip IIJ'! fl!dll)Y. lfdalkl'.-ni:!es•ars'4'ted; an appl'0\/1.!!l plan ol-oorr~ I& !ir4Ul$lll! to conUnU<ld progrtm 
llal1ic#~lon- . . . . . 
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Coi11munity:, M~ITlOfial Health System 
;Where Excellence Begins wi.th ·Caring 

From: Community Memorial Hospital of San Buenaventura 

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 - CAO054O695 RFO 

January 15, 2018 

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 id~ntified: 
On 6/18/2017 upon discovery of the foreign object full disclosure was provided to 
the patient by her physlclan and the object was removed. Staff in the L&D OB area 
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 surgicai cases. The count process is initiated 
prior to incision at the start of the case, when wound closure begins, prior 
to dressing or skin adnesive. 

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. 

C. "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-S (1 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. 

d. Education_ module was developed for Prevention of RFO fpr RNs and 
Scrub Techs. 

Page 1 of 3 
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closing·the wound are removed from the wound and returned to the 
scrub. 

5. Items added to the sterile field are noted on the dry erase count board of 
instrument count sheet immediately · 

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

7. Items are counted with circulator visualizing the field and verbally 

participating. 
8. Hand off report to relief circulator includes report of any counted Items 

removed from the field and held for final count. 
9. Appropriate actions are taken for count discrepancies 
10. Minimal talk/distractions during the case 
11. Minima.I 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 Dlrector, 
Maternal & Children's Health Services 

0. Dates corrective actions will be completed. 

All corrective act ions have been completed. Dates of implementation are noted 
above. Monitoring of compliance remains an ongoing process. 

Cindy DeMotte 

Community Memorial ·Hospital Representatlves Signature: 

Title: VP, Quality Date: 1/16/2019 
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CALlFORl'slA·HEAL TH AND.HUMAN SERVICES AGENCY 
O~ARTMENT OF Pl.1£11.JC_ ~➔EALTH . 

. ·ST>,lBJl:N'T OF 0Ef)CIENCIE$ 
AND i>lAN OP CORFU_;:cnml 

(X!) PR0\11,DER/SUPP.t:mRICUA 
. IDEN1WJCA1l0N NU>ABER: 

~ M\JLTIPI.£ COJIIS'TRUC'llON 

A.8UILDINO 

B.WING 

{)(3) OATE SURVI!'I' 
. COMPUITEO . , 

09/22J20:17 . 

. NA,t,!E Of ~IDER OR SIJPf>l.fER· . . 

COJAMUNITV M1910~ H()$~1TA1. • S~ 
BUetfA\fj;lijTIJRA . 

sr.flS:f ADilAE'!8, CITY; STATE, ZIP COPE 

l47 N -~ S't, Venblta, CA 831103~09 Vl!HTURA COUNTY 

· ()\4)10 
'PREFJX . 

TA13. 

SUll!MARY STA1EMSNTOF lll:l'ICl!lNCIES 
(e,.,QH oe;1c18icv:Musr.a.e ffif:i;:eEOa1 av ~1J1..1. 
ru!OOI..AtORY. OR LSC'IO"'..llnWYIN~ INFORMA-TI9N). 

10 
f'i'IEfl)( 

TAG 

ff«)VIQER'8 PLAN OF COARECTION 
(l,;ACH CORRSC'U\IE .AC'l'loti lilHCUI-D 131;; CROSS. 

-RE~ lo 'llif APP!IDPIUA~ Qa:!CIENCV) 

(b) For purpqses of this s.ection, "ad~ evenr 
Includes ~r,y-of the foiJowlng: 

(1) Sul'gi¢al·~Vool$, jr,cludlng the following: 

(0) Retention of a foreign ·object in a patient after 
surgery or other procedure; excluding ob~ 

· infentlonally: lmp~nted ·rui part of a planned 
1nte!Verrllon an.c;! objects present prior to surgery that 
are _lnlsntion~ly retained. ' 

.Health&, $~ety.CodeSectlon 12~.,3'(a) and (g): 

(a} c~mm~~cirtg on ttie -~e date-0f tile 
.ragulatJoris atlopt~-pur.s1.1ant ~tt'lls:secoon, 1tie 

... director may~S&!!Q en admlnlstratl.ve-1:ienalw 
,against a lloonl:)e8 of a he~lth .facllity llcer\SeO under 
isUb<iMSiOO (a) ,{.b) , er (f)of SE!dlon ·1250 fora 
deficiency constltuting.!<ln lmmsd1a1e Jeopardy 
·vJofatior\.llS·~rrnlr.l$.d by the-de~rtment up 19 a 
maicirrium of.seventy41ve thousand dollare ($75,000) 
~or tne ·fir5t :adminis~a .pemllty, :U,p·to one ./lundred 

· thousand:dotlal"$ ($,10Q,000) fO.r. the .secon<l · 
subSaquent. ad(llinl&ti.ftlvE!:~ilalfy, an(l .up-:to or-,e 
:h~ndr.e<1 t\venty,fivethou&and dollars ($125,000)·for-
the thirc"s:'and every su~uent violat\{)n. . · · 

(g) For purposes of.tnls septiQI"!, ~immediate 
jeqpardy' me~na a si~lfori in whlcn the licensee's 
riOIICQ.0,P,l{aACe ~ one or m6r8 '1'8QUlremMts of 
licensure hatrl::aused,. oi' is likely to cause, serious 
injury. or detrtb t9 tne patiarit. · 

Title 22;,Callfomla.Code of Reg1:1l~tlon1>, DM$iOn 5, 
Cl'lapter 1, Arll~e 3,.$ection 70~ ('b){2): 

Efyent lD:E659'11 1:13:53PM 

https://Pl.1�11.JC
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CAI...IFORNIA HEALTH AND HUM.AN SERVICES AGENCY 
DEPARTMENT OF PUBLIC HEAi.TH 

()(llJ IJAitt $!.IRVEY · (X2) MUl-TI'PI.E CONSTRUCTION (X1) PROVIOER/SUPPUERJCl.t.A STATI™tlNT Of Oel'ICIENCIES 
COMflLl>'ffil) IDl:N'llfiCATIOO. ~UMBER: ./\ND PLAN OF CORR~ON 

A.8lllLOING 

S,WIN_O 09~2017 

S'l'Ri:£r ADl.lR6SS. _CrtY. STATE!, ZIP COD'E ,NAM!! 0.1' PR.OVI~~ OR Sl.)PPi.11:!R. 
1471f Brel\l&t., VaRttJra, CA 93003,taoa VENTURA COUNT'V . COMMUNfTY M~ORIAL HOSPITAi. • .SAN 

8U!NAVENTURA. . 

.(X4)1D $Ul,l"4AAY $TA'TEl.!ENT OF OEl'ICll:NCIES JO PROVIDER'S F'LAIII OF coRREcnON 

l'!W'IX (EACH Ofl'lCIENCY MUST BE PRici;EiDS, .eYfUl.L . PREFIX (EACH CQRRECTI\iE ACTION 61-lOUUl el! CROSS, 

• ',jAG , REG\JlATOR'!'. ci~ l$C lOl:NTll:YlNG lll~TION) tA@ R,E,Fio,RliNCE'O TO TH.e APl'1KJ?RJATE DEFICIENCY) 

Surgical Sar11loe Gsneral Requ\remenbi 

(b) A commi~e of the medical staff .shall be 
assigned resPOr,~lblllty for:· · 

(2) Development •. m~lntenan.ce and li:nplementation 
of written policies and procedures In consultation. 
wlth othsr appropriate haalth _professionals and 
!i!r::lminlstratlon. Policies shell b& appi:oved:by the 
governing body. Proc~u~s shall be approved by 
the admlnl$1(8tion and medlcal.Sb,lfi wh&re su¢h is 
appropriate. 

Base.d on intatview and rei;iord teView, tha facllfy 
failed to ·aosure surgloal counts for lnstrum~nis ware 
performed according to facility policies and 
pro~ures. · 

Tf!is failure resu~ in the retentiOo ofa surgical 
ribb(m ,:nalleable Instrument, me;.,s~~ng 12.99 
lnchfJS il'l'lel1Qtht1y 2 lnches lnwklth, inaideona 
paflent {Patient 1), after CQsa~en $~ 
(C-Sectton) and Tubal Ligation surgery (d~lvery of a 
b~by tt,rough a surgical lnclf;lon lMh.il!_:rnothers 
abdpmen ail1;fol:erus li!lld having th~ fialtbpian tubes 
tloo orpem1anent.blrth cimtrnl). . · 

Qn.6122117, an eot!ty-repo.rted &\lent (ERi) was 
submlttl;!d l:lY. the facility ro the Ca11fomfa 
~~rtrnMt .of Public .1-lealth lndlcat.ing ttie discovery 
of a retained fomlgn obJ$Ct inside Patler;rtJ'$ 
~bdornen f'ollowln~ S1Jrgery. 

Ori.9/12/17, a.n on--sl~ .abbrevlate.d survey was 

-;:, ; .:-•:.1 r-1 I 
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CALIFORNIAHF.Al-TH AI\ID HUMAN. SERVlCE$.AGl=NCY 
DEPARTMf;NT OF PUBLlC HEALTH 

(X3

A, jlUll.OIJIIG 

8.WING 

l OATE,SURVf;.Y (X1l. Pl'!.0\/tOER/SUP.PLIER/CLV,. 8TAWAfNT OF OE.FJCl.i<MCIEe 
COMP.l.E1'll.0 . Jl)l;;NllFJCAilON NUMBER; AND~ Oi= OOR8ECTIQJII 

NAME Ol'·PROViOER OR SUPP.LIER ··srru:a ~OORESS, CITY. Sf,.1'e. ZIP.Cor,j; 

CO~l!AUl\l.l'.N MEMO~ tiOSPITAl. • SAM 147 ij Br11t1i St.. Vuntµra, CA 931)93~0~. 'll'ENTU~ OOUtm' 
BlilJ5AA\llimTORA 

l>RO\Jiom'S Pl.Ml OF ~'TION (XS} .81JMOAARY·.STAT'f1Ma(r OF OEFICll:NCII:$ 10 (~}.J_D 
(l:ACH ~CTMe.A.C110N ~HOULD BE ctID5S- COMPl.¥fE PREFIX PruaF1)( (eAGH-WICfeNCY MUST a~ PE\EC€E'OIID BY A/1.l. 

1'Ari REFERENCEt> TO 1l1E Al"l'ROPRlt\Tlal)EFlCIENCY/ - OA"J'v. · ReGULATORY OR LSC ll>EmlFVING 11'/fORMATION) 'TAG 

lnitlared to oonduct an Investigation of the 
entity~rep¢rted event (ERi). A m'M)w of Patient 1 !s 
m8dicalreoords was concb.1tied on 9/12/17. 
Acrording,to tha "Oeliverv Report,• dated 6/20/17, 
Patleilt1 had.a c.sectfon and To~ l,.igatlon on 
"5/20/17. Patient 1 rat\Jmed to_the.fl'lcllity EiinetJJ8T1Cy 
Department (ED) an 6/_18117 (~ d/:lys later), . 
comptainiog of-abdomlnfil pa.lo. A ~rt of CT scan· 
($~rl~:Pf spet;la!X-J'ey&) oomplete1{on 6/18/17 lci 
tn1;1 ED. set for.th the following: "Ve,:y hili'ge. foreign 
body within the· ebdomlnal-Cls~lty as· detaffed. below 
likely representing· reta\n!3d for-el!,i1\ bQdy from · 
surgery.• . 

The same CT scan :report,·qalJ:ld 6/18/17 ,;s~tforth 
the following und.~ .~machfb()wel/mei,entery; 
"Them la a large oblol'lg minalllc density furai90 
~Y Wiltiin the· abdominal cavity ail.tending from the 
left (lpper quadl'arit to the right lower quadrant 
measuring-lip w· ~ cm (33 cm Is equal to 12.99 
Inches)." · 

An undated pllotog~ph was provJded µy ·tn~ tat:llll:Y'~ 
qua11ty vice Pf:eGld~nt on (W12i17). _This: pho.tograph · 
was identified by the faclllty'.s quality vjce,p~ident 
~ th~ mU\inoofQrelgn:bQdy lqcated W'l!hln·Patlerit 
1's abdomlnal -cavity'.· Toe ph~faph was ob~Ned . 
and demonlil~too a ro ~ --a mtacto((a.surgioal 
lnstrumsntus,ed to ~pa.rat& ¢e.iidges of:a.surglcal 
lnc{slon. or wnund; or to.:hold. ba,(;lc,,un!ieriyilig.orgun!i 
and tissue~· $0 that_ body parts under it!E) lnc!~tm . : 
may~ ,acc&S$ed). Th~ facility representative . 

· confirmed.that tM ratracior retained in Patient 1's 
body wills ~asuted at 33· cm (12:99 lncbes) ln 
len{llh and 2 lncl!es ih width. 

''f'•;. 

1/-4/2019 1:13:53PM t;~nt 10:E8S911 
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CAUFORNIAHEAL TH ANQ' HUMAN.SERVICES AG~CY 
DEP/\RTMENT OF PUBLIC .HEM. TH 

p(1) PR.OVlDe'IWlJl'PLlffi/CUA STATEMEl(T· OF OeACIENqES (X3) DATE SURVEV 
AJ:1.D "'-AN OF COAAECTtON IDENTl~ICA'OON NUMBER: COMP!.ETE!) 

.A. BUILOING 

B. WING 

NAME OF PROVJOER ~ SUPPLIER sw.arr AOORl!SS. orr. srATEi. ZlP cove · • 

14!.N a«Jntst, Veil~, CA. ille0l·2809 Wtm.lRA COUNTY 
BUENAVENTURA 
~MUIJ.NITY MEMO~AL. HO~i:»rrA,t.. -~AN 

'(){4)10 GUMfMRY STA1cMENT o,:'·oeF1c11:NCl!cS 10 · f'RO\llOER'S PLAN OF COMECTION· (XI,) 
PREFIX (EACI-I.P!:l'ICtEMCY'MUST9E:PRJ;Cli£01iDBHl.ll.l. PR~IX COMPLEI'S 

TAG 
(Ei\CH CORRECl'M: ACTION SHOI.JIJ> ae CROO&­

.!lEGUCAYORY OR LSC 11'.8111FYIHGi INFORMA'J'.lON) TAl3 llffER~ TO THE M'PROPRJATE Oel'ICIENCV) DATE 

During an int81View with·Patlent 1· on 9/18/17 .at· 1 :25 
p.m:, Patient 1 explained she WB!:I dJs(:har.ged home 
with abdoininal,.pairi radlatlng to hertiack. Patient 1 
stated the.following: "Ev~ry 'tlme I bent down I felt a 
grinding ~ling, like my muscies weta rubbing 
sometlling." Patient 1 was taking Pereoe8t 
(meclication used to relieve modereta.to severe pain) 
fur 4 week$ to alleviate.the.pain. However, according 
to Pa!l.ent-1, ttie pain got.worse and-when she:col.!ld 
not10te'rate It anymor6 she retumsd to ~e·faclllty's· 
ED on '6/1'6,1-1.7. 

Jhe ·f,icility's poffcy and proc.edure er)tltl~d, 
"Counting Surgl~l 11Biiis and Pi'iJventlon of Retained 
Surgical llemst revised ·s/5/14 and ih etfeci:_duririg 
P.atient's 1- surgical prooedure. ~ reviewed. 
Section °1'11~ part A. entitled. ~POVNTJNG . 
SURGICAL 11:EMS" setfurtb tne:foHowiog: 

"N_um~-.1. Time must. be_ allowed fi:>t: oounts to t>43 
performed ·~tefully: and preci~ely, The :folloWing 
processes-must befo.llowed: 

(d} S1.1rgli;:al .!tern$ ~i:-e.coun~ _autfibly imd_. v~ti 
concurrently by. the opsraUng room m.u:settectmf<;lan . 
and the clrculating-m.1rset . . . . . 

TM same poUcy, under Sect!on)ll; Part A. Number 
7, seI_forth the foUowing: 

"Counts-muat·be perfomted In tl11(1 ,_s1;1me ee_quence 
·each tlme; The ~untshoold begin at the surgical 
Bite a_nd ~ irn~lata-surrounding ~. proceed to. 

1:13:53PM Event.l0:E6.5911. 
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· GAL1FO~NIA HEALTH ANO HlJMAN Sl;'.RVlCES AGENCY 
DEPARTMENT OF PUaUc HEAl,.TH . 

(X1) PRO:vt~f'P.t.la\lCUA (X-3) DATE SIJRYl;Y, . 

lOEN'nFiCATION NI.IMBEl:t: COMi"lE'l'EO 

A. BUJlDING 

a, W11'¥i .o~ 09/22i2017 

S1'R.E.E't AOORl:SS, CITY, STATE, ZlP cooi;. ~ OF ffiOIIIDER Olt$UFP)..ll!R 

· COMl!ilUl'llTY Ul:!1110,IWµ;' HO$.PIT1'L- SAN 
'.BUJ~N,AVENTURA 

147 N ~l'lint St, VollttW, CA 9309_g-2309 VEtfruftA COUNTY 

(XSJ· PRO\/lOER'S PLAN 9F coAAE'.CTION Ill 
PREFIX 

$1.JMMAA'f STA'reMEm' Of' OB'ICIENC!f.$ (X4)1~ 
·COMf'l.laTJ; ll<ACH CO~C'flVlo ACTI6i-i SfiOULll Bll!-CR03S; (EACH oa:1cieicv wsr ai:; J>ru!Cf:EDs:i av Fuu. PREFIX 

OATE· REl'EReNCEO TO TI1E APPROPffl>\Tio o,EFICIENCY) TAG · Rl!l3UlA'l'OOY ~ LSC 10.i'!NTil'YiNG INF.Ol<W,.TION) 1'AG ' 

the ~ayo stand and ~ck table, and finally to 1he 
co1.u,ted items tllat have been dtsi.arded from ths. 
field-" . . .. . 

Further !l>viaw of ttie pQlicy, under subpart (0), 
entilled, "INSTRUMENT$ COUNTS," underf.tumber 
1, set forth: 

"lh.strumenta are-counted Of! all prc,cedures eulBrjng 
th~ abdominal .and thot,aclc.cavltl.s,s In wt1lch tne 
likelihood exists Wit an .lnstrumarit could' be 
r~talned: If.there is a ·question about whether a case 
will n~ed.'a co~nt, an ·1111tit1.1 co.unt .is t;o be tiona. • . 

. Further, Number 3 of Subpart D:tlt~tea: 

•coUJ1ts ofinstrumen1S should be performed; 

a. Befo~ the p~l.lre has b,agun to ~stablish a 
basaline · count. 
b. wlitJn wound closure begins, 
c. At the time of.permanent rEll!af.~f either 1he scrub 
pal'i30n (;)r:ttie cJrculating nurs&1 slthough dlreci. 
vl~alii.ation on all. Items may not bi pooslble." 

· The •Dettvery-Report," dated 5/20/17 at ~:~O p.m .• 
wa$ relliewed and:$1.'it forth 1hat Patient 1· had a ~~~c:m arid TubalL~tiOO'OJ'.I 51'21Jlfr. TI!8 Mport 
further. documen~ .tn1" ttie surgft;/31 it~ ~iJnt.s 
were pa!'forrried byllcatlsed nuise (LN 1:)and 

· speclelty teohnloian (T&Ch 1) during PaliBnt 11s 
surgical procedure, The 94,glcal ooi.s.ots :lnclud"1d on 

. the report ~vere :~oaJrtianted aef ~rtned Oil the . 
initlal, first. second, and_ third .co.lints. Jostn.iment· 

· 114.12019 1:1 3:53PM 

· Pllli)o 6i:il' 12 

https://HEAl,.TH


a::::-. 
,r.C ~ .-,, 
x i::.· 
_..\ .:.S.-

c: ';!: ~z ,-
' ... -',., . 

c ~ 
if}r .-1;-.,:, 
::o::.:; 
c=; _~ ~--. .,-i. - .,-, _ .... ,. -;~ 
o'F.• -n-. N: 
-n::::-4 _; 
("") c, 
•"':-

01/15/2019 11:52AM 805- 585-3035 CMH QUALITY PAGE 13/18 

CAI,:IFORNIA !-IEA!.. TI-I AND HU~AN ·SERV!CES.AGENCY 

OEPAATMl=NT OF Pl.JBUC HEALTH 

llTATl:.Ma-r; ~ Olcf'1CJENCIE$ (1(1) PRO\ltO~'lJP~eRICUA (X2) MUL Ttl'l..e .C-ONSTRI.ICTION (X'S) PAYE SURVEY 
ANO Pl.AN. OF CDRRl,CTION IOENTIFICATIOI\I JM,1;j~P,; COMP~b · 

Ali.lUllDING 

060394 9. WJNG 09/22Ji~17 . . 

S"TR.Eliil" ADDRESS, CITY, Sf.ATE. ZIP_ GOOE : N,MIIS Or l'!I.OYlOl!~ OR SUPPLIER 

CO ... Utill;l'YM~l ~Q$PITAL. • $AN 147 N _Brent st, Ventunl, CA 931!~3-laGD VE;tm.fAA COUNTY 

BUENAVENTOM 

10 P.ROVIDE!i'S l>LAN Of' CORRl:CTION 
·· PREFIX 

SUMMARY :SiArEf.1a('r_(!f' DEf:ICll'!NCllt•f ~)10 
Pl\,S'lX (EACH ·coRRECTiVE ACTION ~OVU'.l ~ CROSS. 

· TA<il 
{f.ACMDE!'lCIENC'YIIWS'rB6 ~EiEDl:J::i"ElYFl.lU. 
RrolJLt;'fORY: OR-1,SC IDENTIFYING !NFORMATION) TAG R£ftEREN~lo0'TO THE APPRQPAJATE DEFICIENCY) 

oounl6 Included o.n the rt:port were documented as 
performed during ·Iha Initial and_ third oouots. 

· During an .interview with Tech 1, on ~/1211_7 at 11 :35 
a.m., she revlew.ed Patlent_ 1i$ "Oellvary .R,eport,H 
_dated 5/20/17: at 3:&l p.m., Md corifirmed there 
were two instrument counts oomp~. Tech 1 
confirmed these oounhl included ltl8' initial count to 
_establish the lnswme,,t c;ount_basellne !lhd the 
third count at woµntj closure. Taco 1 ~plained the 
_initial coi.mt was oonductoo with the: surgical · 
circulating nurs:e (t...N 1) .calling ¢\It tt)e riames of 
iisl:JJd lnstTIJmenw.from .a count sh_eet. LN 1 
phyflloal_!y:checiwa off·tha namas on the:cxiunt 
.sheet after she ·(Tl?C~ 1) .statsd they wfi!m present 
and counte_d. 

·Tam t furt11~r eiplail'.lad, durtng the third count, 
Tech 1. was holding a ~r while Melstlng u,e 

· si.lrgeori to retract the patiant'a skltt T l30fl 1 slated 
·t!iat_she etarted ~untlng too i'f:lltabb)!'S fmm the 
patlent ti) .the table by vlsua1~1lg 1he retractor and 

· ver'Ptilly._l;)Otlnflng Qut ,loud-tfle nu~r (;.Ofr~tldlng 
. t> that relraciOt, Tech 1 etMsed she counted 7 . 

l'Bt~Cb;lrt.l, However, s~,expla!ned thl/rt she vernally . . 
out loud ia!d.the-nurnber ~s/ alnlumfng th_e elgitin 
re.ll'.8~torwas ·aiready inside. ~e ~~et. Tech .1 
ttatoo, "I did nothavtt:a\;1i9ual:of;ihe·e1g_htt, ·· 
ral;(l;!ctX)l\ l assumed-the. elghtf'I ~~clor i,v~a .lnslt..1e 
or behind:ttie basket:• Tech-1 ilxpl21lned the basket 
Is a metal wire _oo,iialner.where tne. irisfnlments are 
pl~ced. 

During an interview, -on 9/12117 _at 11 :53 a.m. wllll 

1i4/~019 1:13:53P.M Ev&nt lO:E.65911 

https://revlew.ed
https://EiEDl:J::i"ElYFl.lU
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CALJFORNIA HEALTl:f ANO HUMAKSE:RVICE.S AGENCY 
O~ART~ENT OF PUBLIC HEAL TH 

.. $TATEM.ENT oi= 0Ef!u:::1er,1cies 
:Atjp PLAN 01':_CO~TION 

(X1) PR(lVIOEIW\JJ>P~IEfl/CLIA 

IDENTIFICATIC>r.,I NUMBl:R; 
(X2) !.IUI-TIPI.E ¢9NS'TRUOTION 

A.llUILPINO 

8 •. WlNG 

{)(a) DATE SURVEY 
·cOMPL.EreO 

09/W2017 · 

lliMle Of' PROVIPEROR &lf'PIJER 
.COMMIJIIITY .M&MORIAl. HPSPIT"1- • SAN 
BUEHAVeNTV~ 

STREE!' /\OORES$. Cll'Y. STATE. ZIP.CODE 

147·N_B,-nt 6t,,\farittJ,a, CA 93~.;2809 · VE;HTUAA COUNTY 

O,(A) lP 
~EFIX 

TAG 

8UMMAAV STATEMENT' OF.PEFlClENCll:S 
(eACH £11,FlCIEHCY MUST 81: ~0$! SY FULl. 
RE:GULATORV"O!HSC IOENTlFYiHG INFORMATION) 

lD 
. PREl-lX 

TAG 

PROVIDE~~ OF CoAAl:CTION 
{EACl't CQRIU:Cril/'E ACTION·SttOIJLO 8e CROSS.­

Rl!FERe.NCE.D TO TtlE /\PPROl'R!AT.E DEFIC191CY.) 

(X6) 
. . (.)OMPI.Elc 

DATE 

·. 
· 

tne.8\Jrglcal se,vices di.rector (Admtn 2), and 
concurrent r&Yiaw of the policy and procedure 
entltled; !'Countt(ig Suf'glcal· Items llfld Preventioti of 
Retaine_d Sur,glcal )terns,"' (last mvi~ 8/5/14), 
Admin.2 aci91owledged ihe-sull!ieal Instruments 
counts for Patient 1's prooedure on:5/2Qf17 were not 
performed a.~ pat the ·raciltty's policy and p~ura. 
Accordlrig to Admln 2,.sha was involved in a fe.cillty 
irrvestig~U911 of the lllCident pertaining to the 
r~lned fore.Igo olJjact -loslde Patieflt 1's abdomen. 
Admin 2. ~i<plalned ttiat facility in'll!l~ge,on found 
the. surgjr.el team staff had not.perfumled the 
instrument counts a~ mandated, by faci!ity policy . 
an_d p~ute. Adl'nln 2.further e)(J)lalried the 
surglci:'11.lhst(Uments·were not=counte<l audibly 1101' 

vlewad concurrently .by the citoolatlng .ni.trsa and the 
·scrub,te(?hnlclan. Admin2was~)<edlftlletw6 · 
_surgfcel staff tiad.vlsualfze<I the ~ghlh .retractor 
dur.lng·the Yllrd count Aamin 2 conllmied the e!ghth 
~ct¢r-~as ~t visualized by the two,si.11:gical staff. 
A.dmln-2 stal8d:.:"Ves, this. (s 001TBot1hE!l"e Was no 
visual of.the eighth ret@®r.• 

Further lntaivlew with Tech 1 occuJTed_ on.-9/~1/17 at 
9:30 a,rri. T~ch 1. explained 1hat-the ~Third" count 
-during Petient.1 !s. surgery ooowr!'}d at.the- sutglcal 
suturtng. of ttie i:iert.tonoom {Lining in ttie ~tomacil· 
.area). T~ 1 st~-.s&veqij di~!,tlona occurred 
during this part of lh~ procadc,1te. ~g Ix> Tecii 
1,'1.tie primary sui:geon diS(nlssed .~1~_ ~S$!$tant 

.s1Jrg8!ln at:thls point _in 'lhEI procedure. !~h 1 
.indicat~thhe tnen ass~ed tt1e. t'P\a of a~i,tsntto 
iha ·prirr,ary·surgeon. 

Tec:h tdesarlbed havir,g to_hold an ln~ument_use.d 

<.-

r-:5 
I' .· _ 

, . ,_ 

I' • 
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~nt"I0;E659H 1/~l2019 1:1_3:53PM 
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CALIFORNIA HEALlH AND HUMAN SERVICES AGENCY 
DEPARTMENT .Of PUBLIC HEALTH 

: 

stATil',\4er,rr Of':OEF.ICIENCIES . (X1) P:~~'SIJP.PUER/Cl!A (XZ) MVL.TIPL~ CONSTroJCTION (Xa) DATE SURVEY 
AND Fl.AA OF CORREeTJOjll IDENTIFJCA1i01fNUMQEJl, 

A.81JIU)JNG 

8, WING 

oo,.1Pl.:erea 

09/2~2017 . 

-~ OF PR.OVIOER OR SUpPUl:J'I 
-C:OMl!lUNnY ti~ tfOSim'.AL. SAN . 

~\11,:AAVEH'lllRA 

S-mEE:r AODRSSS. CITY. S'l'ATE; zip CODE 

14nt-Sl'llnt st. Ventura,.CA 93003~ Vl:HTURA COUNTY 

.cw,o.· 
PREFIX 

TAG 

SUMMARY. STA~ OF DEF1£1EJWfES 
(EACti Dl:rlCIEtJCYMOSTtJE ~ SY.FULL 
Rfi.001.AroRY OR I.SC \01:Mll'YIHG l~TIQffl 

J_O 
PR!:FIX 
'tAG 

PROVIOEJl'S P1AN OF COAAECllON 
(EACH~ ACTION Sii_ouuj at CROSS­
RER:RENC€D TO Tlil: N>PROPRIATE:WIOlENCY) 

, ~) 
cOMPl.ae , 

Of.TE 

. 

. 

· 

: 

to re1ract (hold -back tiss1.1,9) the-wound wtttrher right 
hand. whije holdi_ng a ~ hok:l&r (Instrument 
used to hold the stjtch)wlil1 her .left hand In 
preparatlon for tfle surgeon's next 6tsp:in 1h8 
procedure~ According to Tech-1, the attention !ti the 
surgeon's nee<Js ma\'.!~ It difficult tor Teci'l 1 to 
visualize an of'the,rlitractors as-counts were 
pertormad. When th~ e1rcuiat1ng ·nul'88 (LN 1) named 
a COl.lflbi!bie ltem, Tech· 1 .~;xplalned s~-us.ed h$r 
head to poJ_nt t.o i.he ¢0untable, Item. Patient 1. began 
to cough; Tech 1 wasn't able to vleibly.see Patient 
1, but_accordlng to 1'.ecb .1 it soun(,lsd as if Patl1:1nt 1 
.ha!,:l .vomlt_ed. At this time, _Tech 1 st.alad th1!i 
Sl,/rg&Qn asked for an· Jn~merit_ to: hold. baol<.the 
wound (incision made to dellv~r baby)'-&S'Patisot 1'8 
b,ody movement caustitfan lil~rropllon In the 
surgi~l-.suturin_g·ofthe.wound. Tech 1 handed-the 
,su,:geon a ribbon malleable ~ctor. 

T~ch 1 stated ~e "Thlfd~.oount-with the clreulating 
ourae was a ccuotior. instru1T.1en!S'.only. Tech 1 . 
: explained When .oount1n9 lrnrtrorrients .. out trf her. 
rat1ge of vielon ~tie (T 8dl 1) ·uli,8(1-h~F 11tlad •Jtl point. 
ln th&·cllrection of where the. fristri.imertts:'!','ere 
usually placed. 

T 6Ch 1 .~lso exp/all19d th~t the ribbon malleable 
retractor was 1.1s1.,1ally pla<;ep.ins!de or In tt.Je .b~ of 
the bas/$t-(metal wire;baSket-wt:1icllCOl't!3ln_ed lhe 
Instruments); 'T ~ 1 stated or'! :the .(thlt:d)-oount, she 
started oouiitiog the ·ratrael'Ors wiifHhe one e.f'.l& ~s. 
ltolding ln her ·right hao.d·to retr~cf tl)e qki~ 11!/'ld · 
co~~~ e9unflng. toward$ the ~ of the-table. 
Tech· 1 state.d that she verbally_ cou~ted_ out loud "1 ( 
2, 3, 4, 5, 6, 1.- Tech 1 also stated that'*~ 

. 1f4~tQ · 1:13:5,3~ 

· · p;;;,.9~f .12 
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C.N.IFORNIA Hl:Al. TH ANQ HUw,.N.SERVICeS AGENCY 
DEPARTMENT OF PUBLIC·HEALTH 

. 8'.l'ATJ:Me!T OF DEf)OleNctES (XH PROVIOERISUPl'µERJCI.IA (X3) PAT£ SURVEY 
ANO ~'I Of;.~lotl I0mJ'l~IC,i,TlON N~ OOMl"L.ETEO 

A. Bl;liLDlNG 

8 . W\NG 050394 09122/2017 =====--1-~..:::::.== .. .:.:._~: 
. _NM4EDF P
1---, __ ......,... ____ .1;_.......:.----,-----1..----==

IW)IIOER,OR ~P.Pl.iER _STRi:al' ~CITY, STAT!", ZIP CODE 

COMMUNITY' MEMO~L.HQSl'ftAt. • SAN 1;47 N B"'llt St, VenWra, CA 93003~2809 V~AA COUNTY 
BDfN.AVeNTUAA 

(X4)10 SUMMARY stAl'EMENT OF DftFICIENCIES 
(1:ACH DeFlCIEHC'.'I' MUST 81:-MEWPEO .ftf FULL 
REGULATORY OR LSCIPl:NTIFYltla •~r0iuM110t'Q 

PIIOVIDER'S Pl.AH OF COAAECT1q,J 
(t;ACH -CORRE.CiM!ACTION 6/'lOUl.0 BE CROSS· 
RSf'ERENCED ro lHF..APPIIOPRIATI; OEfJCiENCY) 

Ff!EflX 
·T>JJ 

verbally said out loud ttie number. •a.• !-lowever-, 
Tach 1 state:d·tti~t she did not actually see the 
eighth retractor (Jibbon_mal!aable)~-Teoti 1 
acknowladge,d she had not.vl&ualizeiHhe eighth 
rebi,1$r (rlbbon,malleable) dtirfog.ihe. third count. 

.. Tech 1 s~rotf, "I a~~umed the (ribb9n mallea~le) 
· · ratra~r.was.behlnd or inside the.basket in its-U&Ua.l 

place.~ 

During al"I intarviaw with LN 1, on 9/12/17 at 10:46 
·a.m., she review~ tne ~Delivery Report; dated 
5/Z0/11 at 3:50 p.m. L.N· 1 00!'1firtned ihere were 
twe.lnstrument.col.UII:$. The lnilial.oouJtt'lo establish 
.an lnstnlment coµnt t>a~ne and-~ Ulird count et 
wound.closure·. 

· I.N'.1 explained tha~ d1.1ring th~. third oount in Patient 
- 1's 6/20/17 st,trgEiiy., LN 1 verbally called out, 
"retra~torl:lt emishe thotight T.ecti_.1 verba_lly replied 
out loud 1he number •s;· LN 1 also oonflrmed not 
·vlsi:Jal!zlng-ltte eighth ·mtractor during -~e. third ~unt. 
LN 1 stated"! did. not see.the eighth retractor, We 
8StilJl'l'l8d 8 retractors were tnaie: :Sµt'claarly, ·the 8 
retractors were not·the(l:l. Since, there was a 
retractor left Jrniid_e the patlant (P~ent 1 )." 

Analher blb:livi~ was-held with LN,1 on.9/21/17 at­
·1 :20 p;m .• LN..1 el(l)la!Md th~-~urlr,g Pati~t 1's· 

. surgery dated 5/20/17, t11ar_e-w.ere,:s~ve~I · 

. (jlsttactlorn; es the priinary·surgeon lhfom,ed -the 
asaistan~ ~urgeon .to :leave. LN 1 e~d; ~ ~rro• 
count wllh .Tooli 1' W¥ the:instri.il:Yfflnt count. LN 1 
-further expJaineditie aurgeon'.a.l)hone i°t'ing-sever.al­
tlmes d4rlng -the third oount;p~ ®~·being: -

. Evant 1D;E659_11 .1!41201& 1:13:53flM 

https://i�t'ing-sever.al
https://PROVIOERISUPl'�ERJCI.IA
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CAI..IFORIIIIAHEALTH ANO.HUMAN SERVICES AGENCY 
DEPARTMENT Of PUBWC HEAL™ ' 

()(2) MIJLT!Pl,E CONSil'lUCTION {X1\, PROVIDER/eUPl'UER/CllA STAT!if~ENT OF l)a,!Ctl:Ncil!::S 
IQEITTIFlcATIOti·HUMBl!R; 'AIIIO M-j OF CORl'-l~ON 

A,BU!l.Jl!NG 

e. Wlt-lG 09IW2017 050894 

NM!!. OF Pfl,01/IO'!t.R OR SUPP!Ji:.11 S'l'REE! il\DMl:$8: Csl\', STAT!:. ZIP CODE· 

CQMIIIUNITY lla$0RIAl HOSP.mu. -$AN · 147 N B«lnt St, Vemura, CA 93003"2!)09, VENTURA COUl'ITY 

_BUENAV;ENTIJ.AA 

J'IROll!OER'S Pl.Al< OF COMECTION 10 . Ww.!J\RY trrATEMW·OF. D!,FIGIENClf.8 (X4Jll) 
(EACl-1.CORRl:Cil\lE AC'l'I0N SHOULD BE CR08$­PREFIX (EACH Of:l'!CIENCY MUST BE~ WY F.ULL 

'TI\G 
P.REFIX 

~ TO 1llE APf'ROP!M'fE Dei'ICIENC.Y) IU:GU!.A1'00V. OR t,sC IOEN11fY-ll,IG INi'Oll;.lATION/ TAC. 

answered by the anesthesiologist, Llll 1 also stared 
Patient 1 had thrown up (vomited), which Is why the 
surgeon r:equ~ste9 the .use of a ribbon malleable. 
retractor. 

According .to L~ 1, Patient 1 .was moving arouoo a 
·lot during ltie ttllRl count: The sµrgeon' used the 
retraotok to hold down and baci< Patl~nt 1's tissues, 
LN 1 also oon1jm,ed she had notaclual!y se.en u,e 
8tti (riboon malle£!ble} retractor during the third 
instrument count'. lN 1 stateo $he did not visuaHi:e 
in& instrument basket fl:> SEIi!! If ihe nialleable 
ret~r-was ttle11:1. She_ ren1em~~d the. ln~tru.ment 
count ~il')g a ~r.r8Ct COJJnt and tt>am.were no 
vartaru.;e$ at tile encl of ttie ·case •. 

During t:in !ntennew wlth medical doc\Qr MD 1 (the 
surgeon dµring Patient 1's surgery}, on e1f2111 at · 
12;05 p.m., he a-xplalned that during Patient 1's 
surglcal procedure on 5120/17, Patient 1 $tarted 
vomiting. MD 1 stated, "If was hard to close the 
stomach inclslon·wtien the Intestine$ are duttide 
the pi1ttent'$ stomach: I used a (rlbbon) malleable 
retracto:r. to pu$h. tt:ie bowels in bef()!):l l-ctqE!8d:the 
patier1t's.atomach incision.• MD 1 stated riot 
remembering-remo\lUl\) th~ mall!:)!ible rtllt,:ap\or during 
wound closure •. MD 1 slated, "I don'.! remember. 
Obviously 1 d!cl(l't remove .It (rlbbo11 malleable 
retractor); Sll'ICE!;Jtwas left. Inside the·~nt. We 
lost_ si(Jh.t. dEll:111Y, it was 9U.r em,r." 

The "Surgical ca~-Reqord," dated 6/18/17 at 2:44 
p,m.1 ·documented.tl'.lst Patient. 1 un¢efl.',/GOt an · 
eipl9rawry taparotomy procedure. (sur-glcill 
ope~ttcm JN'.here:t!'.18 .abdomen Is .openE!d and. the. 
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CAl..lF.ORNIA Hl::AI-TH ANO HUMAN SERVICES AGENCY 
()EPARTMENT OF Pl:JBLIC_ HEAL TH .. 

.... . 
&rAi'EMENT OFDEFICli'.NC1ES (X1) ffiCM~PPIJ~LIA (X2J MUI. TIPLE CON8TAUCTION {X3) PAT'li SURVEY 
-A.-.oil:AN OF CC~ECTION · 10£NTIFICATION NIJM9ER: COMP!E-fa). 

A. B\)ILOING 

060394 8.WING .09~~017 

NA;1JE ?" PROVIDER OR&IPPl..leR 

CQWUNITV¥EMORJA.l.1iQSP,ITAL ·SAN ·
: B!Jli!tfAVE.NTUAA 

STREET AOORJ:.$$, CllY, STA'tl; ZIP OOj)E 

147 N Brent St, Vt111tunl, C'-9300J-31>9 vt::NTURA C()UNTY . 
: 

()(4)10 
Pru!.l')X 

TN} 

SUMMA/)~ STA~.Of._OEFJpI6NC!l!S­
(SACH DEFICIEtlCY MU$T: SE PRltCl!E)ElJ ~V FVLl 
REGUl/(JUR.Y OR_ LSC IDEHT-l~'Yl~ llfl'O~ TION) 

f'l'\OYIDER'S P_LAN OF COAASCTION 
(l:ACH CORREGTfl/E ACTION SHOUUJ Ill! CROSS­

J:if..FEE!ENCeO 1't)'l}IEAPPRC!'RIATE PEFIClENCY) 

abdomln<!l org~ns examined for injury or-disease), 
and.removal of retained i~ttun:t8!1J-undar the·usa of 
-g_ei:leral an.asthesia· (medically lnd~d _ooma ~llh 
drugs .rendering a_ patient UOr-6$/)00S!ve and 
uncons<;ious) w ~emova the rafall'lad ribbon 
. malleable rel(aotor. Tl'l.is P.~udt occurred, 29 
clays a1ter-Patiaol.1's,originaJ surger-y. 

. 

' 

The fajlure of the -facility staff to follow the f.aciUtys 
policies.and procedures, pertaining !xi.counting-and 
accounting for any and all.Items al'lterlng-the·patlent 
. during a surgjc,,:al p~ure, and ensulintf · ll)e !tern~ 
came ba!ik out of th~ pa~t. reSl!~ :In the . 
. retei:rti:On <;tf_ ~-t'ibbon ·malleebfe i:~clx)r Jn Patient 1. 
As a result, P;atlent 1 unde,want a ~nd _s1,1rglcal 
p~re; under. general anesttiesl!?'; 29 days after 
·ttie -original" surgery to ren,pye the ribbon malleable 
: rettactor. ·111is failure. is a regulatpry violation that 
h~s caused,_or is llktilY to cause, ·serious injury_ or 
death to.thel)Stient. 

This ·facllity _ fal~ to prev~rt the df:.lficiency(ieS) as 
described-·_ -~bav'~ that caused, .or ~ llktil)i ~ - cause, 
-~nous . injury or death to the patient, and -therefore 
constitutes an. ltnmedl!ile · jeop_~ridy within · . the 
meaning of Heam,· and .Safety -Coda SectiOn 
12ao;s(g). 
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