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STATE OF FLORIDA
Rick Scott, Governor

PHYSICIAN OFFICE
ADVERSE INCIDENT REPORT

SUBMIT FORM TO;
, Consumer Services Unit

4052 Bald Cypross Wny, Bfn C7S Jy\ I 3
Tallahassee, Florida 32399-3275

OFFICE INFORMATION

Dlagiw

III., INCIDENT INFORMATION

Onie nnd Tiiw
of IncldonU

D Oliiur
wovBfy Room

Note; If Ihe incident involved ade8th,waB thstnedicolexomlnBrnoiified? a Yes o No
Was an autopsy perfonned? a Yes O No

A) Describe circumstances of the incident (narrr.tlva)
(us* additional steal* us nocoswry (pi



q,/ .

-iA S
w A.- 5 -t?U>j ̂  fa/vr g K £ h

B} ICD-9-CM Codes

Surgical, dlagnositc, or treatment Accident, event, circumstances, or Resulting Injury
procedure being performed a| lime of specific agent ina{ caused the Injury (ICD-9 Codes 300-999.9)
incident {ICD-9 Codes 01-99.9) or event. (ICD-9 E-CodoaJ

C) List any equipment used if directly Involved in the incident
(Uia additional ibse la os necessary loi complotu fosponBo)

D) Outcome of Incident jpia

a Death

a Brain Damage

0 Spinal Damage

D Surgical procedure performed on tnt» wrong pallenl.

D A procedure to remove unpinnnud foreign objects
remaining from surgical ptoceduro.

/
•s/ Any condition that required Hie transfer of the

patient to a hospital.

Ojjtmrnejt transfer - e.g., death, brain damage,
fobservBtiononiiP
NarWrofTacinty to which patloni was transferred;
^tf-tftjie-n £s>Mf\*>**.-K/ U-o<P.'0*7

'

Q Suiglcal procedute periorrnod on the wrong slto "

a Wrong surgical procedure performed *"

a Surgical repair of Injuries or tiamafle from a planned
&Uffl!co! pmcedurs.

"If It resulted |n;
0 Death
p Brain Damage
O Splnfil Damoge
D permanent diBfigurement not to Includi* pto

incision scar
O Fiaclure or dislocation of bones or Joints
Q Limitation o( neurological, physical, or sensory

function.
D Any condition that required (he Iransfar of the

patient to a hospital.

E) List all persons, Including license numbers If licensed, locating information and the capacity In which
they were involvod in this incident, this would Include anesthesiologist, support staff and other health
care providers. '*•

A^-n**,. U-r-rw y> N

F) List witnesses, Including license numbers If licensed, and locating Information If not listed above

IV. ANALYSIS AND CORRECTIVE ACTION
A) Analysis (apparont caueo) of this Incident (u»>Btiditibii

B) Dcscilbn corrective or proactive actlon(s) taken |U» otwi *h««<* ** nBe*..»ry ft.< twnpi.i. r«pon>.) Afr-o

DH-MQA1030-l2/0(i
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STATE OF FLORIDA
Rick Scott, Governor

PHYSICIAN OFFICE
ADVERSE INCIDENT REPORT

SUBMIT FORM TO: DOH Consumer Services
Department of Health, Consumer Services Unit

4052 Bald Cypress Way, Bin C75
Tallahassee, Florida 32399-3275 MAR 3

OFFICE INFORMATION

Name of offiqo

City"' Zip Code County

NafwToff'hystcian or Licensee Reporting

Patient's address for Physician or Licensee Reporting

H*/3
Stf eol Address

Tfilephone

License Number & office registration number, if applicable

PATIENT INFORMATION

p a
Medicaid Medicare

Patient Identification Number

1CD-9 Code tor descriplion of Incident

III. INCIDENT INFORMATION

Incident Dalo and Time

Love! of Surgery (II) or (111)

Location of Incident:
O Operating Room
Q Other

Recovery Room

Note; If the incident involved a death, was (he medica! examiner notified? a Yes jtf No
Was an autopsy performed? a Yes a No ^

A) Describe circumstances of the incident (narrative)
(use additional sheets as necessary for complete response)

,a^
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STATE OF FLORIDA ^Un consumer Services

Rick Scott, Governor

APR 1 8 2017
PHYSICIAN OFFICE

ADVERSE INCIDENT REPORT.

SUBMIT FORM TO:
Department of Health, Consumer Services Unit

4052 Bald Cypress Way, Bin C75
Tallahassee, Florida 32399-3275

OFFICE INFORMATION

Nome of office

32aSk
City Zip Code County

Name of Pnysldan or Licensee Reporting

Palienfs address for Physician or Licensee Reporting

U.
SIreet Address

Telephone

License Number & office registration number. If applicable

PATIENT INFORMATION

Patient Identification Number
XML
Dragtiosis

*AIJ-J « tS

Ml. INCIDENT INFORMATION

Incident Dais and Time

Afle Gendsr
a a
Medlcald Medicare

Date of Oince Visll

Purpose o( Olfice Visit

1CD-9 C escription ofjncWent"
Level of Surgery (I!) or (111)

Location ol Incident:
Q Operaiiqg Room . Jp Recovery Room

KCom

Note; If the incident involved a death, was the medical examiner notified? a Yes p No
Was an autopsy performed? O Yes o No

A) Describe circumstances of the incident (narrative)
(use additional sheets as necessary for complete response)

At? \e-C-X

LS-61
once.
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STATE OF FLORIDA

PHYSICIAN OFFICE
ADVERSE INCIDENT REPORT

SUBMIT FORM TO:
Department of Health, Consumer Services Unit

4052 Bafd Cypress Way, Bin G75
Tallahassee, Florida 32339-3275

OFFICE INFORMATION

arn9 of office' ' Street

City Zip Code Cotiniy

Warns of Physjcfart.of Licensee Reporting

Patient's address for Physician or Licensee Reporting

«. PATIENT (NFQRMAT10N

, Number

1CD-9

Level

ill. INCIDENT INFORMATION

Address

Tel o phone

License Nuniber S office reglslrailon number, ff applicable

a
Genda r Medlcaid

Q
Medicare

Code (or description of incident

of surgery. (I!) or (III)

LopaS
RoomIncident 0;«e and Time

Note; If the incident involved a death, Was the medical examiner notified?ia Yes a Mo
Was an autopsy performed? a Yes a No

A) Describe circumstances of the mcident (narrative)
{us& additional sheets as necessary for complete response)

Recovery Room

DH-MQA1030.12/06
Page I of 2



STATE OF FLORIDA
Charlie Octet, Governor

PHYSICIAN OFFICE
ADVERSE INCIDENT REPORT

SUBMIT FORM TO:
Department of Health, Consumer Services Unit

4052 Bald Cypress Way,.Bin C76
, Florida 32390-3275

OFFICE INFORMATION
us

Slreet Ad(jmeS

Cjly zip Cad9 Couhly

Omar
humber,'if .appllcs!)l»

Petlenl's attdfots (or Physician or Uconsop Reporting,

H. PATIENT INFORMATION

X

Dlagno'Ela

HI, INCIDENT INFORMATION

Note; K i|\ incident Involved a ^eaih, \ras (he medical examiner notified? q Yes d No
Was an autopsy performed? a Yes q KO

A) Dascr[be circumstances of tho Incident {ri
/KM uildHliinsi stwiiU a« nocosaa^y for coittp!al« roappfiso^

i^^

n&nna a&i&d rrr -fn r /no/n on

^h^rrh ifftf- njSadiJLtrn&t:
'H- was
o --/D

ft)f medico,!
O,Y\C(
*



F FLORIDA
Rick Scott, Governor

DOH Consumer Services

PHYSICIAN OFFICE
ADVERSE INCIDENT REPORT

SUBMIT FORM TO:
Department of Health, Consumer Services Unit

4052 Bald Cypress Way, Bin C75
Tallahassee, Florida 32399-3275

NIG 11

OFFICE INFORMATICS

Narne of office

City Zip Code

Patient's address for physician or Licensee Reporting

II. PATIENT INFORMATION

if!. INCIDENT INFORMATION

inddenl Date and Time

Telephone

, if applicable

D
Age Ssnder

D
Medicare

Datagf QJflce Visit ,

purposp of OfjJceVJSJt

ICD-9 Code for doacrlption ofjncldent '

Level of Surgery (I!) or'

f Incident:

Qihsr
P Recovery Rcpm

Note: |f the incident involved a death, was the rnsdjcal examiner notified? o Ygs a No
Was an autopsy performed? D Yes P No

A}- Describe circumstances of the incident (narrative)
(use additional sheets as necessary for complete response}

DH-MQA1030-12/06
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STATE OF
Rick Scott, Governor

PHYSICIAN OFFICE
ADVERSE INCIDENT REPORT

SUBMIT FORM TO:
Department of Health, Consumer Services Unit

4052 Bald Cypress Way, Bin C75
Tallahassee, Florida 32399-3275

I. OFFICE INFORMATION
Radiology Regional Center

f^anw of office

Fort Myers, Fi 33901 Lee
City 2Jp Code

Robert M- Stanlill, MD

County

.Name of Physician or Licenses Reporting

IU. INCIDENT INFORMATION

08/03/17 13:55 pm
Inddenl Data and Time

3680 Broadway
Slreel Address
239-936-2316

Telephone

ME 114265
License Number & office registraflon nurnber, If Applicable

95
Age
0&t)3/17

Gender
D a
Medicaid Medicare

DMo of Office WCTabd/peMs74177

purpose of Office Visit. oo

tcb-o'code'tordescrfptfon i of incident

Location of Incident'
Q Operating
EJ Other "-"

D Recovery Room

Note: If the incident Involved a death, was the medical examiner notified? a Yes p No
Was an autopsy performed? & Yes D No

A) Describe circumstances of the incident (narrative)
(mje additional sheets as necessary fof comptefo response)

The patient presented to Radiology Regional Center for an abdomen and pelvis CT, After the delayed phase of
the abdomen QT the patient indicated thai she needed to use the rest room. While In the rest room the patient

-explained that she was feeling dizzy. The patient then became altered and lost her balance. The technologist
was with the patient the entire time and slowly guided her io the floor to make sure that the patient did not strike
'her head. At this point the technologist called Dr. Slapflfl In to the room. The patients immediate pulse ox was
,88% and pulse was 113. Initial Bp was 57/35 and elevated to a bp of 70 systolic, 911 was called and showed
up within 5r10 minutes. An AED was placed on the patient and no shock was advised, During the entire episode

-the pstlent did have a pulse though was not responding and was completely altered. The patient had
spontaneous respiration throughout the entire episode, The patient left the radiology department In EMS care
'and v/as taken lo Lee Memorial Hospital.

DH-MQA1G30-12/06
Page 1 of2



••-'STATEWFUOR1DA •
Charlie Crist, Governor

' PHYSICIAN OFFICE
ADVERSE INCIDENT REPORT

SUBMIT FORM TO:
Department of Health, Consumer Services Unit

Tallahassee, Florida 32399-3276

DPi e-E
OFFICE INFORMATION

of office

City Zip Code Counly

Name of Physidap or Licensee Reporting

Street Address

Telephone

License NurnbeTjForfice registration number^Tf applicable

Patient's address for Physician or Licensee Reporlins

PATIENT INFORMATION

Diagnosis

III: • INCIDENT INFORMATION

Incident Data and Time

Age & Gender
o-'n-t -f . •

Medlcaid Medicare

Date of Office Visit

ICP:9 Code for description of incident
,_-.. f^/A_ — ' _ . ' _ --'..'
LeveJ.o.f Surgery fl!) or (111)77. 77.

' ' Location "oflncident:
Q Operating Room D Recovery Room

Note; If the incident involved a death, was the medical examiner'notified? a Yes a No
Was an autopsy performed? Q Yes a No

A) Describe circumstances of the incident (narrative)
(use additional sheets as necessary for complete response)

:k_fiku2

. b 6lU>d/itX>\- $>+ called

^t/yf uxe
fr>

an
Qdwv\a\' tH.ra^-Pir.'fe^Ay

. P-V Jorg?l a rri

DH-MQA1030:12/06
Page 1 of2



08>29/2017

3TATE OF FLORIDA
RlcK Scott, Governor

PHYSICIAN OFFICE
ADVERSE INCIDENT REPORT

SUBMIT FORM TO;
rtment of Health, Consumer Services Unit

4052 Bald cypress Way, Bin C7S

P.002/007

t, OFFICE INFORMATION

Uc«me Number * efftca rtslsnatbo twml»f,

IH. INCIDENT INFORMATION

d t|ma

.....
Uvei of Stjfgajy (11} or (111)"

D Other

Note: tf the incident involved a death, was the modwa! examiner notified? D Yes Q hio HR
Was an autopsy performed? Q Yes a NO

A) Describe circumstances of the incident (narrative)
' (USB additional shcste an fiocMtary to compieic respotiss)

UO.HQ. _o£
4>fesaA^edL^TL -Q^lnli^^or. a ftkwnerj YTaAio&neaUi

i, ^ * — ^» J—»-\ _ i ^ \ \ _ « i I . _ i \J' 3&.te/

DH-MQA1030-I2/05
Page! of3



08/29/2017 . n:OS (FAX) P,DOS/007

170717-Physiciaa Office Adverse Yinddent Report for S.S.

HI. Incident Information

A) Describe circumstances of the incident (narrative)
Additional narrative

56 year-TpUl rnale pr^seute^ to Florida, Splntb Institute, for a planned, radiofretjueacy
ablation, (KFA) of left lumbar L3*5 oa 68/17/17. As room turnover was occurring
between procedures, the certified registered nurse
the record for the
waiting area, Patienj
taken to the pr
askedifhe

it in the queue and called
i the call and apj

pause was conducted, the patient was
a possible bilateral cervical epiduial

„.__,_,. '„ ^ . "**7™î k^HeM**V^yF^P^*^TrTr>'?ifrng

(fcSl) with sedauoa and he answered affirmatively pnor to sedation.

The cervical procedure was then performed and completed without complication
and the patient was transferred to the post anesthesia care unit and post operative
vital signs were stable and the P^^^l^^^^^^i^ria. The patient
continued to answer to the name o^^^^S^^^ST^e patient was asked for
.his driver's name mid number and heprovidSjais^Se's number. She arrived
and discharge instructions were provided to the patient and wife for the cervical
procedure performed.

As the patient "was assisted to the car, the discharge nurse
and the patient at that point only voiced that his name
asked, him why he didn't correct anyone earlier and ho respo

•ell
ie nurse

15 worries.11

Q

The recovery nm!se returned upstairs and the surgical team discovered the surgical
iTdsadvejiture that occurred, Tlic, surgeon was then notified of the occurrences
and the investigative process began,

The surgeon comacted the patient and explained What occurred. The patient was
not upset and understanding of the event. The patient was pleased that his
shoulder and arm pain was improving and expressed his desire to return for the
lumbar RFA as soon as possible.

The patient's initial treatment plan included aplanned cervical ESI after the
lumbar .RFA was completed. The patient thought that since ha had increased pain
jn his shoulder and arm on the date of the procedure that the surgeon had
switched the plan to do the cervical procedure before the lumbar procedure.

ICD-9-GM Codes: IC0-10-OM Codes now required: sec re-port form.

"No equipment used was directly involved hi the incident.

(a) When the surgery is scheduled
(b) When the patient is admitted to the healthcare facility
(c) Anytime the patient is transferred to another caregiver
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STATE

Rick Scott, Governor

PHYSICIAN OFFICE
ADVERSE INCIDENT REPORT

SUBMIT FORM TO:
Department of Health, Consumer Services Unit

4052 Bald Cypress Way, Bin C75
Tallahassee, Florida 32399-3275

\, OFFICE INFORMATION
Constantino G. Mendteta MD

Nomo of oflicc

Miami 33133 Dado
City Zip Code

Constantino G, Mendieta MP

County

2310 South DIxIahwy

9tPi)B| Addrosc
305-389-5238

Telephone
OSR217

office fdglsi7ali6n"mjmber,"

Lipodystrophy

Female a a
Medlcald Medicare

Date o( Offico Visit
_ggst_Qperaliv9 follow uo_yjsjt

ffigi e Visit

ICD-9 Code for description of Incident

Level of Surgery (II) or (111)

Location of Incident:
D Ojoratinfl Room

oragrrasis
She moved to Ft Myers temporarily her address there is
1828 Pine Valley Dr. #310 Ft. Myers Florida 33907

III. INCIDENT INFORMATION

08-25-2017
I ncldent DaTe and Time " ~~

Note: If the incident involved a death, was the medical examiner notified? a Yes a No
Was an autopsy performed? a Yes a No

A) Describe circumstances of the incident (narrative)
{use additional sheets aa necessary for complete response)

SEE ATTACHED

0 Recovery Room

DH-MQA1030-12/06
I of 2



B) ICD-9-CM Codes

86.99 E876.8

SUrgical, diagnostic, or treatment Accident, event, circumstances, or
procedure being performed at time of specific agent that caused the injury
incident (ICD-9 Codes 01-99.9) or event. (ICD-9 E-Codes)

C) List any equipment used if directly involved in the incident
(Uso additional shoots as necessary (or complete response)

NONE

998.59

Resulting injury
(ICD-9 Codes 800-99D.9)

D) Outcome of Incident (Pieaso check)

O Death

D Brain Damage

Q Spinal Damage

D Surgical procedure performed on the wrong patient.

Q A procedure to remove unplanned foreign objects
remaining from surgical procedure.

[3X Any condition that required the transfer of the
patient to a hospital,

Outcome of transfer- e.g., deathj brain damage,
observation only Incision and Drainage antibiotics
Name of facility to which patient was transferred:

Doctors Health South Hospital

p Surgical procedure performed on the wrong site

Q Wrong surgical procedure performed "

D Surgical repair of injuries or damage from a planned
surgical procedure.

" If it resulted In:
q Death
a Brain Damage
D Spinal Damage
Q Permanent disfigurement not to Include the

incision scar
D Fracture or dislocation of bones or joints
D Limitation of neurological, physical, or sensory

function.
O Any condition that required the transfer of the

patient to a hospital.

E) List all persons, including license numbers If licensed, locating Information and the capacity in which
they were involved in this incident, this would include anesthesiologist, support staff and other health
care providers.

Or Constantino G Mendlota MD 070055

Elena Gonzalez Medical Assistant, Camille JVIonasterior Office manger
Norma Morales Medical AssilarH, Yamlie Gedeon PA 9104532

F) List witnesses, Including license numbers if licensed, and locating information if not listed above

IV. ANALYSIS AND CORRECTIVE ACTION
A] Analysis (apparent cause) of th(5 incident (Uso additional ahocta us noeoseary for complete response)

Surgical Infection
Ai

BJ Describe corrective* or proactive action(s) token (Uso additional shoots OBrmcensary for complete ruiportoo)

PatieptfTflli/sfered to teh hospital for IV antibiotics while in hospital required Incision and drainage of inlectlon
_____

V. 8M70055
SIGNATURE OF PHYS1CIAN/LICENSEE SUBMITTING REPORT LICENSE NUMBER

09-21-2017 8:00 AM __^____
DAT£ REPORT COMPLETED TIME REPORT COMPLETED

DH-MQA1030-12/06
Page 2 of2



NCJDENT (NARRATIVE)

HISTORY: The patient a 44 year old female presented for a follow up
day 11. She was brought in by her father, her mother, and personal " " _^^^__^
routine postoperative follow-up. Prior to me examining the patient, I was asked by the parents
and the friend to meet them in a private conversation, in the conversation my office manager.
Camille Monaslerio, was present. They proceeded to tell me that the patient has a long history of
drug abuse that is currently active, as well as a history of alcohol abuse with a recent stay in an
alcohol rehabilitation facility. This information was never disclosed to us or to our anesthesia
personnel at any time during the pcrioperative process prior to this. Their concern was that the
patient has been incoherent and the personal friend, who lives in Miami, called her parents to
drive down and see her. When1 the parents arrived at the house they noticed that she had
tremendous amount of medications that had been prescribed from another physician (or
physicians?) and the patient apparently had been prescription/doctor shopping. They brought in a
list of medications which we photocopied and placed in the chart. They stated that the patient
had been doing well after her liposuction and fal grafting to the buttock surgery, which was
performed without complications under general anesthesia on Monday August 14, 2017, The
patient maintained her postoperative appointment ihe following day, August 15th where she
exhibited normal behavior and appeared to be progressing well surgically. She presented again
on Friday August 18, having driven herself to the appointment, and was again, doing 'well and
we observed her interacting with family members in positive way. However, after that, the^
account of events by her friend and family is somewhat unclear. According to her friendHHthe
patient apparently was found by a neighbor on either Sunday August 20th or Monday August213t

passed out on the floor, and the patient had vomited all over herself.

Today was the first lime that we had been acivised of these events. The family was concerned
and asked the neighbor (when she was able to speak to the patient) if It appeared that the patient
was on medications or overmedicated, and the neighbor said that it was obvious that the patient
was taking medications that impaired her mental alertness. The patient overheard that
conversation and expressed anger towards her friend who was concerned. The family and friend
stated that at times the patient appeared to be somewhat incoherent - they say that she will carry
on normal conversation, but ihen occasionally will say certain things that do not make any
sense. In light of her history of alcohol and drug abuse, they feel she more than likely has been
abusing or overmedicating over the weekend. Additionally, they state that she has had
extraordinarily poor hygiene, has not showered, and has vomited all over herself. The family
members also told me that whenever she is confronted about her drug abuse that she is in denial,
becomes angry, and stops talking lo them.

PHYSICAL EXAMINATION: On examination of the patient today, the patient has an
extraordinarily bad odor. She has some drainage of what appears to be purulent material from
the lower abdominal incisions. These areas were expressed and drained. There was no obvious
fluid collection, but just a general ooze of this material, which was sent, to the lab for
Gram-stain and culture and sensitivity. She does have redness throughout the abdomen and
appears to be tender over those areas. I. have marked the leading edges of the redness lo monitor



progress in this area. The patient's blood pressure is 93/48 with a heart rate o(M 01 today as
compared with her baseline vital signs of BP 122/90 HR 80 as seen in her preoperative medical
clearance. She is afebrlle at 96.5 degrees. The patient is clearly dehydrated and is not taking
care of herself, and has extraordinarily poor hygiene.

The patient is coherent and complains of pain. An IV is started and five liters of lactaied ringers
arc given as well as one bag with iron. Biood work is drawn and sent, off for CBC and chem-20
and PT and PTT. She is also given IV antibiotics - vancomycin I gram 3V. Post IV fluid
administration, the patient is stable with a BP of 110/60 and HR, of 90, I am sending the patient
to the hospital SR for IV antibiotics and further treatment as indicated, and recommend
evaluation for treatment of her drug dependency. I discussed this decision with Ihe parents, the
friend and the patient prior to going to the emergency room, The patient was stable and taken to
the hospital by her family.

The patient was admitted to the hospital and 1CU and had to undergo several incision and
drainage procedures under my care for the surgical infection. She was discharged on September
18th and she is doing well. She is currently receiving wound care and dressing changes in the
office,

IV. ANALYSIS AND CORRECTIVE ACTION
A) Analysis (apparent cause) of this incident

The patient developed a postoperative infection which may have been compounded by poor self-
care secondary to substance abuse-the history of which was not previously disclosed by the
patient to our office. Due io her mental impairment, she apparently delayed seeking treatment
from our office when the wound showed obvious signs of infection. Patients in our office have
extensive preoperalive preparation, including teaching sessions where the signs of infection arc
discussed verbally and in printed material, Patients are directed to call us immediately with any
signs of infection so that we can have them present to the office for early intervention to
optimize outcomes.

.8) Describe corrective or proactive action(s) taken

The patient was transferred to the hospital for .IV antibiotics and incision and drainage
procedures to successfully treat the infection. As soon as possible after the event, I spoke with
my staff to discuss this incident, why it may have happened and what could be done to prevent it
in the future. We felt that our preoperative teaching processes were adequate and that this patient
was deliberately hiding her history of substance abuse. It was decided, based on this event and
for patient safety in the future, that; all surgical patients will submit to a urine drug test the
morning of surgery. This policy will be discussed with patients at the preoperative visit, well in
advance of their surgical date to facilitate cooperation.

This incident will be further peer reviewed through my accreditation requirement and the facility
licensed healthcare risk manager was notified for state reporting purposes,



ADDENDUM:

Per State regulation, we are aware that we are to submit adverse incident, reports within 15
calendar days, which would have been Saturday September 911. We had planned to complete
this report after the labor day weekend. However, this process of submission was interrupted by
Hurricane Irma for which Governor Scott issued a State of Emergency on September 4th. Our
office, which is in the potential flood zone, was in hurricane preparations September 4 -6U and
closed on September 7 - September 18th. Power was restored on September 18th however, it
took several days to restore the computer systems, internet, mid the physical status of the office
to be able to work effectively. We are reporting as soon as we can after the restoration of office
services, and are asking for an extension, on the 15 day requirement due to these extraordinary
circumstances,

Thank you,

Constantino Mendieta, M.D., FAGS



7 STATE OF FLORIDA
Rick ScoU, Governor

PHYSICIAN OFFICE
ADVERSE INCIDENT REPORT

SUBMIT FORM TO:
Department of Health, Consumer Services Unit

4052 Bald Cypress Way, Bin C7S
Tallahassee, Florida 3239Sr3275

Jaek$onvlije
City*" '?lpCoc!e ' ' County'

FCCICATHLAB
i

Btf&eT îgfsss

Telephone'

N/A

M. PATIENT INFORMATION

.5t=a

111. INCIDENT INFORMATION

09/13/2017

72 male
Age Gender ~~ Medicald

mm**
Pufppse of Office Visi
^Fjslulagram
ICR-S

***

Leval'Df Surgery or (III)

Note: If the incident involved a death, wa.s the
Wss an Autopsy performQd?QYes

examinar notlfi^d?pv^

A) Describe fijrcutnstances t>f the incident (narrative)
• ' (use additions! sheets as necessary fa po'rw^e responso)

During the procedure, the patient experienced sudden onset of shortness of breath. Oxygsn was administered via

NC. The NC v.'as exchanged for a non rebreather mask with 02 delivered at 15LPM. The patient then __.,

expertanced unfesponsivenass:at which time ACtS was> administered anci rescue was called.

He-had hypertensive crisis with pink frothy sputum consistent with ftesh . Subsequent

electrical activity- CPR was tmmediateiy initiated. Ambubag was used Upon errivai of EMS,

inUibatton wasaUemptedbut^unsuccessfui. L^ still at FCCi

jcath lab in arnbulance. patten {.regained blood pressure jarid paipaiaje puise. patient was trgngfeffgd to the SVgS.

PH-MQA1030-12/06
Page 1 of2



STATE OF FLORIDA
Scott, Governor

PHYSICIAN OFFICE
ADVERSE INCIDENT REPORTD°H Consumer * tees

SUBMIT FORM TO:
Department of Health, Consumer Services Unit

4052 Bald Cypress Way, Bin C75
Tallahassee, Florida 32399-3275

SEP I 7 2017

I. OFFSCE INFORMATION

^^^.f^U^^^ffZA^^^A^f----^^^^-^^^^^loToffra '^V*^^^&"^/ "̂  ^'f^ "̂ ^^^

"city County

Name of Physician or Licensee Reposing

Patient's address for Physician or Licensee Reporting

11. PATIENT INFORMATION

HI. INCIDENT INFORMATION

t>/7 #<?'!<> ft
snd Time

f ess

.-._Telephone

License Niimber 8 oEficie registration number, if spplicabie

a a
Medicaid Medicare

PufpoBeofOfficeVisit '
/CO *=> - /V6*Q__ /CO

ICD-9 Code for desaiptldn of Incident

Uvsl of Suiaery (If) or (ill)

L.opstlpn of incident;
D ppafB|.ir>a Boom a Recovery Room

Nate: If the Incident involved a death, was the medical examiner notified? a Yes a No /J//f-
Was an autopsy performed? a Yes a No ^A^

A) Describe circumstances of the incjdent (narrative)
(use additional aheets as neteassry for complete response)

V

ftr
5
*.—

DB-MQA1Q30-J2/06
Page 1 of2



ONCOLOGY & HEMATOLOGY ASSOCIAT
| OF WEST BROWARD, RA.
I 7431 NORTH UNIVERSITY DRIVE, SUITE 110
| TAMARAC, FLORIDA 33321

RETURN SERVICE REQUESTED

7D1S 5166

02 IP $006.56°
2000087*164 SEP 22 2017

MAILED FROMZIP CODE 33321

TALLAHASSEE,

\- t'U i ."5^



STATE OF FLORIDA
Rick Scott, Governor

PHYSICIAN OFFICE
ADVERSE INCIDENT REPORT

SUBMIT FORM TO:
Department of Health, Consumer Services Unit

4052 Bald Cypress Way, Bin C75
Tallahassee, Florida 32399-3275

I. \E INFORMATION

Nartie of Physician or Licesee Rportin

PATIENT INFORMATION

III. INCIDENT INFORMATION

Incident Date aricL/Time
<^->

e andjl

Age Gender
- in

o a
Medlcald Medicare

Dgte of Office Visit
,A a.-. cA J f̂e.̂

Purpose of Office Visit
^ . x f x . t ^

[CD-9'Code for de^ription of incident

Level of Surgery Jl̂ ar (III)

Location of Incident
Operating Room
0 ther VtJ

Q Recovery Room

Note: if the incident involved a death, was the medical examiner notified? a Yes a No
Was an autopsy performed? Q Yes o No

A) Describe circumstances of the incident (narrative)
(use additional sheets as necessary for complete response)

7£
A - '*flr> ±

J>-
f

£
-f \

"U-J JL*?^o

DH-MQA1030-12/06^
Page 1 of3



B) ICD-9-CM Codes

Surgical, diagnostic, or treatment
procedure being performed at time of
incident (ICD-9 Codes 01-99.9)

Accident, event, circumstances, or
specific agent that caused the injury
or event (ICD-9 E-Codes)

C) List any equipment used if directly involved in the incident
(Use additional sheets as necessary for complete response)

YJ1

Resulting injury
(ICD-9 Codes 800-999.9}

D) Outcome of Incident (piease check)

a Death

D Brain Damage

a Spinal Damage

Q Surgical procedure performed on the wrong patient.

a A procedure to remove unplanned foreign objects
remaining from surgical procedure.

^ Any condition that required the transfer of the
patient to a hospital.

Outcome of transfer -e.g., death, brain damage,
observation only
Name of facility to which patient was transferfied:

fl<FC~ (?.*-*! ,TWT-f H>^»4-*-/
0

D Surgical procedure performed on the wrong site **

Q Wrong surgical procedure performed **

a Surgical repair of injuries or damage from a planned
surgical procedure.

** if it resulted in:
a Death
Q Brain Damage
a Spinal Damage
a Permanent disfigurement not to include the

incision scar
a Fracture or dislocation of bones or joints
Q Limitation of neurological, physical, or sensory

function.
Q Any condition that required the transfer of the

patient to a hospital.

E) List all persons, including Hcense numbers if licensed, locating information and the capacity in which
they were involved in this incident, this would include anesthesiologist, support staff and other health

re providers.

F) List witnesses, including license numbers if licensed, and locating information if not listed above

IV. ANALYSIS AND CORRECTIVE ACTION
A} Analysis (apparent cause) of this incident (Use additional sheets as necessary for complete msponsej

VV^r^M

B) Describe corrective or proactive act)On(s) taken {Use additional sheets as necessary for complete response)

\ ^T~l et^j/ ^^yx.o^^ ^J-rJ-VJi—,

Cv.

DH-MQA1030-12/06
Page 2 of3

J
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STATE OF FLORIDA
Rick Scott, Governor

PHYSICIAN OFFICE
ADVERSE INCIDENT REPORT

SUBMIT FORM TO;
Department of Health, Consumer Services Unit

4052 Bald Cypress Way, Bin C75
Tallahassee, Florida 32399-3275

__ OFFICE INFORMATION
V W ̂  Q

Name of office

City Tip Code County

Name of Physician or Licensee Reporting

CLUn*
Street Address

Telephone

-So-.

License Number & office registration number, if applicable

Patient's address for Physician or Licensee Reporting

PATIENT INFORMATION

Patient Identification Number,

Diagnosis

HI. INCIDENT INFORMATION

B-io-n
Incident Date and Time

8.
Age Gender

Q

Merflcaid Medicare

Date of Offtce Visit

Purpose of Office VisitPurpose ol
^S2L
iCD-9 Code for description of incident

Level of Surgery (II) or (III)

.Location of Incident:
^Operating Room Q Recovery Room

Note: If the incident involved a death, was the medica! examiner notified? a Yes Q No
Was an autopsy performed? Q Yes a No

A) Describe circumstances of the incident (narrative)
(use additional sheets as necessary for complete response)

DH-MQA103Q-12/Q6
Page 1 of3



B) (CD-9-CM Codes

Sfla.ni/30VC
Surgical, diagnostic, or treatment
procedure being performed at time of
incident (ICD-9 Codes 01-99.9)

Accident, event, circumstances, or
specific agent that caused the injury
or event. (1CD-9 E-Codes)

C) List any equipment used if directly involved in the incident
(Use additional sheets as necessary for complete response)

Resulting injury
(ICD-fl Codes 800-999.9)

D) Outcome of Incident (please check)

a Death

o Brain Damage

Q Spinal Damage

.Q Surgical procedure performed on the wrong patient.

a A procedure to remove unplanned foreign objects
remaining from surgical procedure.

^ Any condition that required the transfer of the
patient to a hospital.

- e.g., death, brain damage,

ame or racilrfy to which patient was transferred:

a Surgical procedure performed on the wrong site **

O Wrong surgical procedure performed **

Q Surgical repair of injuries or damage from a planned
surgical procedure,

** ff it resulted in;
Q Death
D Brain Damage
a Spinal Damage
a Permanent disfigurement not to include the

incision scar
O Fracture or dislocation of bones or joints

• a Limitation of neurological, physical, or sensory
function.

a Any condition that required the transfer of the
patient to a hospital.

E) List all persons, Including license numbers if licensed, locating information and the capacity in which
they were involved in this incident, this would include anesthesiologist, support staff and other health
care providers.

, H n

F) List witnesses, including license numbers if licensed, and locating information if not listed above

IV. ANALYSIS AND CORRECTIVE ACTION
A) Analysis (apparent cause) Of this incident (Use additional sheets, as necessary for complete response)

Patient sent to Delray Hospital

B) Describe corrective or proactive action(s) taken (Use additions! sheets as necessary for complete responsa)

V.

DH-MQA1030-I2/06
Page 2 of3

SIGNATURE OF PHYSICIAN/LICENSEE SUBMITTING REPORT LICENSE NUMBER

Boca Raton, FL33496
(561)988-8988

Fax (561) 988-7075
www.floridaback.com

CONTINUED



Florida Back Institute
August 10,2017
Page 2

Notably, I discussed with her daughter later m^^^^m^^hat *ne

patient should take her aspirin today, as the CAT scan was apparently
negative for bleed. She was discussed with her daughter whether her
symptoms were resolving. If not, then send her back to the emergency
room for re-evaluation, MRl and Neurology evaluation, if not done
already.

Jeffrey C. Fernyhough, M.D.
JCF/aeh

Electronically signed, transcribed, but not proofread to expedite
transmission

Cc: Vernon Rebello, M.D.
Fax: 561 5268313



.Date of Incident: g
Time of Incident:
Admitting DlaRnosls:
Purpose of Admission: Vft

Description of Event;

hi In
Incident Report

Patient Narr,
Patient MR
Address:
Telephon

erWC6S

Type of Incident:
Fall:

Slip/Fall - movement from one level to another without voluntary control. Injury Is not a criteria.
Found on floor- an un-wltnessed fall from some surface (bed, wheelchair, etc., to floor). Injury Is norvej|«rhrnnc c

Near fall - a trip or assisted fall to the floor or other surface. Injury Is not a criteria. ' UJnsu W6f 5
Other - any fall related event not noted above.

SEP 1 ( 2017

Medication Variance:
Contraindlcated - medication should/should not have been given because of a contraindication.
Extra doses -extra doses given. Can be a single error If a transcription error was at fault or multiple errors If other causes,
!ncorrect-IV related - same as wrong med except when IV solution and not an actual drug.
Omission -one or some doses not given. Can be one error If transcription error or multiple errors If other causes.
Patient reported allergy - medication given even though allergy was noted on chart or by patient.
Transcription error- medication Improperly transcribed,
Medication not ordered - medication not ordered for this patient. Wrong patient got the drug.
Wrong dose -wrong dose to the right patient.
Wrong drug -wrong drug to the right patient.
Wrong patient - medication given to wrong patient.
Wrong route - medication given by the wrong route.

o Wrong time -dose given greater than 30 minutes before or after time ordered. Onstatdose, drug given more than 30 minutes from
time ordered.

o Other -other medication error no noted above.

Treatment or Procedure Variance:
o Consent/not documented - failure to obtain legal consent according to the policy and procedures of the facility.
o Consent/different procedure performed - a procedure other than the procedure consented to by the patient was performed.
o Delayed - treatment or procedure not done within the time limits dictated by the policies and procedures of the facility.
o Delayed/while under anesthesia - Patient was already under anesthesia when the delay occurred.
o Not Ordered - treatment not ordered for this patient,
o O.mltted - treatment or procedure not performed as ordered,
o Technique - treatment or procedure done with incorrect technique.
X Undeslred Effect - treatment or procedure done correctly but patient suffered a side effect or 111 effect,
o Specimen handling error/at facility -failure to handle specimen at facility according to the policies and procedures of the facility.
o Specimen handling error/ other- failure to properly handle specimen at lab or treatment facility other than facility.
o Complications following procedure - patient experienced complications while In recovery or following discharge.
o Cancellation/ on day of procedure - Cancellation of procedure on day scheduled for any reason. Cancellation/ after induction of

anesthesia - Procedure canceled for any reason while patient Is under anesthesia,
o Inability to complete procedure/ with complications -Procedure not completed for whatever reason due to complications with patient.
o Inability to complete procedure/without complications - procedure not completed for whatever reason without complications,
o Surgical count/unresolved - Surgical count Incorrect, but no signs of retained foreign body.
o Surgical count/retained foreign body - Retained foreign body (surgical sponge or other surgical material) conformed by x-ray following

procedure.
o Unscheduled return to OR - Return to OR was not part of patient's original treatment plan.
% Unplanned transfer/admission -Transfer to facility/admission was not part of patient's original treatment plan.
o Received unplanned blood/blood products -Receipt of blood or blood products was not part of patlent's.orlglnal treatment plan. Other -

other procedure or treatment related incident not noted above,

Equipment/Product-Related Incident:
o Defective - equipment was faulty (not electrical) when attempt was made to use. Does not necessarily result In harm or Injury. Applies to

new equipment ... first time use.

CCC OUTPATIENT CATH LAB



o Electrical Problem - problem related to electrical system, electrical parts of equipment or product. Electrical Shock - faulty equipment or
product resulting In electrical shock,

o Equipment Unavailable - product not available for use when scheduled. Results In delay,
o Improper Use - equipment was not used In accordance to directions or standards,
o Malfunction -equipment or product did not function as designed. Not first time use.
o Wrong Equipment-wrong equipment was used for the right person,
o Other - equipment or product related Incident not noted above.

Note: In any Incident related to product or equipment, the equipment Identification numbers must be recorded on the Incident Report.

Miscellaneous:
o AMA/Elopement - patient leaves facility after signing AMA or without permission.

o Contraband Possession - possession by any person of contraband such as drugs, alcohol, guns, Exposure/Blo-hazardous or Chemical -
includes exposures to patients or visitors.

o Fire/Thermal - incident occurring because of fire or chemical burning,
o Loss/Damaged Property-incident Involving lost, damaged or stolen property of patients, visitors, staff, or facility,
o "Near-Miss" Event—circumstances or events that could have resulted In an adverse event
o Patient Abuse -Includes any allegation or patient abuse by patient, staff, family or visitor.
o Struck Against Object-a broad category that Includes bumping, scraping against another object. Struck by Object- a broad category that

includes Incidents of being struck by objects such as doors, thrown objects, etc,
o Other-any unexpected Incident not Included In any category above whether or not there is injury,

Medical Treatment Provided (if any):

>%*• /1-ec - 5 Y * jf •_, ; ;/yg •/«*_ J fc^kg-ks caiJ.'oc, ' ce.tf<T3-*^ oT <frn/.' -

Nature of Injury:
0 - None/not applicable 0 -

5fVj.it I U e .35 e-1 oyt.ffi' O-** • •''fJ r-t ifj /J-,'.

Unable to determine % - Other (describe below)
So r &* t/t,afj 4*,^ ,\an«** <* CO ' \

rfjptJS-t-b
^« .̂

Related Factors:

Individuals Involved In Incident (Name, License #, Role):
Dr L7.; ,. U &<• cl *So\c^ /w d /n £—Utl—, irm. \.C r* U1—U3 '•'-•-'• "*—I ' " * " " • "' —'"•™7^

A J ; t L

«.<•

Witnesses (Name, Address, Telephone Numbers):

.?A. Sli-e* J* <-

Preparer of Report!_^2j^/
Risk Manager (signature):

Date/Time of Completion:
Date/Time of Receipt;

T ft
- 1,*\ \~[

Investigation, Follow up, and Corrective Actions

CCC OUTPATIENT CATH LAB /y-



DOM Consumer Servict.

SEP 1 9 2017
Kft&Scatt, Governor

OFFICE
ADVERSE E&CIDE&T REPORT

SOBMtT FORM TO:
Department of Health, Consumer Services Unit

4Q52 Bald Cypress Way, Bin C75
Tallahassee,

Lee

Paltenfs wMosss fcr Ffcyjidan a r Licensee Rc?i3feM3

a - -a . —

IWCtDEWT

Koie: tf the incident itwofeerf
Was an autopsy perforrnect? O Yes a- t-to

AJ Describe circumstances of the incident (narrative)
*i3l siltots
attached.

t of 3



B) 1CD-9-CM Codes

1CD-10-183.812; 83.S92 1CD-10- 183.812; 83.892 N/A
Surgical, diagnostic, or treatment
procedure being performed at time of
incident (ICD-9 Codes 01-99.9)

Accident evsnt, circumstances, or
specWcagenllfcat caused the injury
or event (ICD-9 Erodes)

Resulting injury
0CD-9 Codes SflG-3993)

C) List any equipment used If directly Involved in the incident
(Use stJdtUonai shoots as necessary for complete reeponso)

N/A

D) Outcome of Incident cpfeasecnecfc)

Q Death

D Brain Damage

Q Spinst Damage

D Surgical procedure performed on the wrong pallent.

& A procedure to remove unplanned foreign objects
remaining from surgical procedure,

a Any condition that required the transfer of the
patient to a hospital.

Outcome of transfer - e.g*. dealfu brain damage,
observation only
Name of facility ID which patient was transferred:

a Surgical procedure performed on the wrong sfta "

a Wrong surgical procedure performed **

D Surgfcal repair of Injuries or damage from a {toned
surgical procedure.

** If ft resulted in:
a Death
a Brain Damage
a Splnat Damage
o Permanent disfigurement not to include ttia

Incision scar
D Fracture or dislocation of bones or joints
a Um&alion of neurological, physical, or sensory

function.
D Any condition that required the transfer of the

patient to a hospital.

E} Ustall persons, Including license numbers if ttc&nsed, locating [nformatfon and the capacity in which
they were involved In this Incident, this would Include anesthesiologist, support staff and other health
care providers.
PtaesesQQ attached.

F) Ust witnesses. Including license numbers [f licensed, and locating Information if not listed above
Dr. Lawrence Utah - Rcense # ME80021. " ________

IV. ANALYSIS AND CORRECTIVE ACTION
A) Analysts (apparent cause) of this
Pfsass sae attached.

B) Describe corrective or proactive acflon{s} taken (use adctttranai stiaota as Mc0s«ry cor cctnp&tn rospoflso)
Please EGO attached.

DH-MQAJ030-12/Q6
"Page 2 of 3



FLORIDA DEPARTMENT Off
PHYSICIAN OFFICE ADVERSE INCIDENT REPORT

III. INCIDENT INFORMATION -

A) Describe circumstances of tlie incident (narrative) :

On August 30, 2017, I performed an endovenous laser
ablation of the great saphenoû ^̂ md̂ WT̂ ^̂ jt&rior accessory
saphenous veins on Patient, ̂Î ^̂ ^̂ Î ^̂ Ĥ at: Radiology
Regional Center Vascular Spec^u^sts^^Pr^corto doing so, I
obtained an ultrasound of the patient's left thigh. During the
course of performing my sonographic evaluation of the veins to
be ablated, it was noted that there was a 0.9 centimeter long
echogenic focus, which had imaging characteristics of a retained
fragment of a micropuncture sheath. The patient had a prior
endovenous las er ablati on performed on June 16, 2017 at
Radiology Regional Center Vascular Specialists and on ultrasound
the raicropuncture sheath's location correlated to the previously
treated, anterior accessory saphenous vein .area in. the raid to
upper left thigh. Upon completion of the ultrasound, I informed
the patient of the incidental finding. It was. then decided that
the micropuncture sheath would be removed during our scheduled
vein therapy procedure.

During the course of my August 30, 2017 endovenous laser
ablation procedure, I made a one (1) centimeter incision to
remove the piece of micropuncture sheath, which was made without
difficulty. The micropuncture sheath, fragment actually measured
9 millimeters in size. Thereafter, I enclosed the incision site
with two (2) sutures. No complications were sustained and the
patient tolerated the procedure well. The patient has also been
seen in follov7~up where no complications or injuries have been
personally observed or reported by the patient to date.

E) List all persons, including license numbers if licensed,
locating information and the capacity in which, they were
involved in tnis incident, tiiis would include anesthesiologist,
support staff and other health, care providers.

First endovenous laser ablation (performed on June 16,
2017) - Dr. Ravi Dalai.

Dr. Dalai is not presently employed with. Radiology Regional
Center, He practices in Raleigh, North Carolina to the best of
my knowledge and belief.



Second endovenous laser ablation (performed on August 301
2017, where incidental finding of micropuncture sheath fragment
was found and removed) - Dr. Lawrence Leigh.

Additional witnesses with knowledge may include ARNP Emily
Laser and Dr. Hazem Matta. However, I discovered and removed the
micropuncture sheath.

IV, AKALYSIS AND CORRECTIVE ACTION" -

A) Analysis (apparent cause) of this incident (Use additional
sheets as necessary for complete response)

The presumed cause is that _ a micropuncture sheath fragment
was left behind for unknown reasons during the course of the
patient's endovenous laser ablation procedure performed on June
IS, 2017 at Radiology Regional Center Vascular Specialists by
Dr. Dalai.

B) Describe corrective or proactive action(s) taken (Use
additional sheets as necessary for complete response)

Corrective and/or proactive actions taken included:
informing the patient of the incidental ultrasound finding on
August 30, 2017, and making a one (1) centimeter incision
wherein the 9 millimeter fragment of micropuncture sheath was
removed in its entirety and closed with two (2) sutures. Dr.
Dalai was also promptly informed of the incident's occurrence.



SUBMIT FORM TO:
Department of Health, Consumer Services Unit

4052 Bald Cypress Way, Bin C75
Tallahassee, Florida 32399-3275

OFFICE INFORMATION

Name of office

City Zip Code County

Name of Physician or Licensee Reporting

Patient's address for Physician or Licensee Reporting

£ fen
Street Address

on?-Qi
Telephone

License Number & office registration number, if applicable

PATIENT INFORMATION

Patient's Addressmmmnmm
Patient Identification Number

Diagnosis

INCIDENT INFORMATION

incident Dale and^Time

a -£0?
Medicaid Medicare

11
Date of Office Visit

Purpose of Office Visit,1

ICD-9 Code for description of inddent
II

Level of Surgery (II) or (III)

Location of Incident
'̂Operating Room

O Other
O Recovery Room

Note: If the incident involved a death, was the medical examiner notified? a Yes a No
Was an autopsy performed? a Yes a No

A) Describe circumstances of the incident (narrative)
(use additional sheets as necessary Tor complete response)

TO-Vurvj ur^rrrniVir* ruubrnl rrrnVTiflrn.
riaKj-of

n
Ho nraf n

. -EfvAto iWnvJ. -_-

. Pa-hm-i- t)
J'

DH-MQA1030-12/06
Page 1 of 3



Surgical, diagnostic, or treatment
procedure being performed at time of
incident (ICD-9 Codes 01-99.9)

Accident, event, circumstances, or
specific agent that caused the injury
or event (ICD-9 E-Codes)

Resulting injury
(ICD-9 Codes 800-999.9)

C) List any equipment used if directly involved in the incident
. (Use additional sheets as necessary for compiete response)

D) Outcome Of Incident (Please check)

a Death

a Brain Damage

a Spinal Damage

a Surgical procedure performed on the wrong patient

.a A procedure to remove unplanned foreign objects
remaining from surgical procedure.

(4 Any condition that required the transfer of the
patient to a hospital. :

Outcome of transfer- e.g., death, brain damage,
observation only
Name of facility to which patient.was transferred:
Srtf 1- U)p fc.W-\- •WUc.U^ J Ae^ta/
v|i-z.-ol -Vr^oJRrr/* 4o "Oy^kV T&Wiio £>£-,

a Surgical procedure performed on the wrong site **

a Wrong surgical procedure performed **

Q Surgical repair of injuries or damage from a planned
surgical procedure.

** if it resulted in:
a Death
Q Brain Damage
Q Spinal Damage
a Permanent disfigurement not to include the

incision scar
a Fracture or dislocation of bones or joints
a Limitation of neurological, physical, or sensory

function.
Q Any condition that required the transfer of the

patient to a hospital.

E) List all persons, including license numbers if licensed, locating information and the capacity in which
they were involved in this incident, this would include anesthesiologist, support staff and other health
care providers. '
TV. OvVv?MuA

vWk~&vL

7-rs

F) List witnesses, including license numbers if licensed, and locating information if not listed above

I /an

]V. ANALYSIS AND CORRECTIVE ACTION
A) Analysis (apparent cause) Of this incident (Use additional «ho*t* a* nocewary for complete reaponee)

7?_ . \ ( n

o
j

KK-I A
o

B) Describe corrective or proactive action(s) taken (UM additional «h<wt* as noeoisary for complete re*pon«o)
" (

DH-MQA1030-12/06
Page 2 of 3
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SJATE OF FLORIDA
Rick Scott, Governor

PHYSICIAN wrriwt ~usufa
ADVERSE INCIDENT REPORT^

Deparl:ment
4052 Bald Cypress Way, Bin C75

I. OFFICE INFORMATION
8>oA.\, UkfiaAyv._. ^

onjce I • X—)

City Zip Code County

\—i^Qix^a,—,\^\... ^U.sd" )—L^J
Name of ̂ rjysician or Licensee Reporting

or Physician or Licensee Reporting

PATIENT INFORMAT ON

Patient Identification Number
\ fKnA\
DIagnosisO

HI.

ncident Date^Pid Time

Note: If the incident involved a death, was the medical e

/- r
"SUBMIT FORM TO:

of Health, Consumer Services Unit

Tallahassee, Florida 32399-3275

Street Address
V

ephone

License. Number & office registration number, if applicable

W a a
Medicaid Medicare

Putpose of Office Visit
2-T7R.. 1
IC0-9 Code for description of incident

H

Level of Surgery (II) or (II!) ,

Location of Incident
Q 6perating Room Q Recovery Room

aminer notified? Q Yes a No
' Was an .

A) Describe
(use addition;

l /M

lutopsy performed? a Yes a No

circumstances of the incident (narr
1 sheets as necessary for complete response)

^ > ^ " r\
1 [If G-K Ki I" W ( c

Y/Shq. ' <:K^, 1^

tive) '

~ii A/V<L.

^, f t— *O T

f + jw^cj^*') w^V T-" ~>
U\/OCA^, -4 ^ / t-si A~i ~ i K/^

Cti^LB^T^- -S t Vvl/vX,(AA />C. ( p

^

DH-MQA 1030-
Page 1 of 3-

VNJ&J-
3.0.

12/06 v \

.5

x^
^

.. ^-^w



B) ICD-9-GM Codes

Su îc^rdiag^nostw, or treatment"
procedure being performed at time of

Accident, event, 'Circumstances, or

incident (ICD

C) List any

9 Codes 01-99.9)
specific agent that
or event. (ICD-9 E

equipment used if directly involved
(Use additional sheets as necessary for complete response)

-aused the injury
'odes)

n the incident

Resulting injury
(ICD-9 Codes 800-999.9)

D) Outcome of Incident (Please check)

Q Death

Q. Brain Damage

Q Spinal Da "nage

,b Surgical procedure performed on the wrong patient.

Q A procedi ~e to remove unplanned foreign objects
remaining From surgical procedure.

Q Any condi ion that required the transfer of the
patient to a -hospital.

Outcome of transfer- e.g., death, brain damage,
observation only
Î Jarne of facility to which patient was transferred:

Surgical procedure performed on the wrong site

Wrong surgical procedure performed

Surgical repair of injuries or damage from a planned
surgical procedure.

** rf it resulted in:
Q De|ath
a Brain Damage
a Spinal Damage
D Permanent disfigurement not .to include the

incision scar
a Fracture or dislocation of bones or joints
a Limitation of neurological, physical, or sensory

/function.
a Any condition that required the transfer of the

patient to a hospital.

E) List at! persons, including license numbers if (ice sed, locating information and the capacity in which

care providers. '

h-NOrV\̂ -y~ \\~A. v^fVySmr ^A\ WOES HM^V

ftv -̂V^N ̂ 9kU~o P^ P-UM^4?i

(Jj^rr\ l̂ r^cx^rx^^Q. ^T -:
11

F) List witnesses, including license numbers if licens

1 .̂('r̂ ^V^ HftVifT^iV-X

'I II
' 1

IV. ANAUYSIS AND CORRECTIVE ACTION

\

sd, and Ic •eating information if not listed above

I

B) Describe Corrective or proactive action(s) taken (Use additional sheets as necessary for completo response

> vv\L -*L u
y. X

DH-MQA1030-IJ2/06
Page 2 of 3



HEALTH SUBMIT FORM TO:
Department of Health, Consumer Services Unit

4052 Bald Cypress Way, Bin C75
Tallahassee, Florida 32399-3275

Name of office

OFFICE INFORMATION
WQiVu* MM
..... J /

City Zip Code County

- ,
Name of Physician or Licensee Reporting

1 \ , Fl
Patient's address for Physician or Licensee Reporting

n^Z?3o
Street Address

Telephone

License Number 8 office registration number, if applicable

PATIENT INFORMATION

PaEienUldeatification Number

Diagnosis

III. INCIDENT INFORMATION

O i l l l
Incident Date and Time

Aqe
D
Medicaid Medicare

Date of Office visit

Purpose.of Office Visit

ICD-9 Code for description of incident

Level of Surgery (II) or (III)

Location of Incident:
Q OperatingRoom D Recovery Room

Note: If the incident involved a death, was the medical examiner notified? a Yes a No
Was an autopsy performed? Q Yes Q No /O/A

A) Describe circumstances of the incident (narrative)
(use additional sheets as necessary for complete response)

iVidr «5o
> M P/VdU ^Ife

Dr. G Ur<h r^.

ho AWfVa<<;?ei/i <rf
Dr. V-Sagay-

o

DH-MQA'l 030-12/06
Page 1 of2
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C) List any equipment used it directly involved in cne incident
(Use additional sheets as necessary Tor complete response)

D) Outcome Of Incident (Please check)

D Death

D Brain Damage

a Spinal Damage

a Surgical procedure performed on the wrong patient.

Q A procedure to remove unplanned foreign objects
remaining from surgical procedure.

X^ Any condition that required the transfer of the
patient to a hospital.

Outcome of transfer -e.g., death, brain damage,
observation only
Name of facility to which patient was transferred:

a Surgical procedure performed on the wrong site **

a Wrong surgical procedure performed **

D Surgical repair of injuries or damage from a planned
surgical procedure.

" if it resulted in:
a Death
Q Brain Damage
a Spinal Damage
a Permanent disfigurement not to include the

incision scar
D Fracture or dislocation of bones or joints
Q Limitation of neurological, physical, or sensory

function.
Q Any condition that required the transfer of the

patient to a hospital.

E) List all persons, including license numbers if licensed, locating information and the capacity in which
they were involved in this incident, this would include anesthesiologist, support staff and other health
care providers.

, e. /O 30 0 10

i-i-ol
F) List witnesses, including license numbers if licensed, and locating information if not listed above

IV. ANALYSIS AND CORRECTIVE ACTION
A) Analysis (apparent cause) Of this jlJCldent (Use additional sheets as necessary for complete response)

\U

B) Describe corrective or proactive action(s) taken (Use additional sheets as necessary for complete response)

to pflft\/rg(g .fî -lofilr^ckvi, Cfl/^^tJ

hgrg?5faf.i anktAv
V.

SIGNATURE OF PHYSICIAN/LICENSEE SUBMITTIN.G.REPORT LICENSE NUMBER
tei/goM L]

DATE
DH-MQA1030-12/06
Page 2 of2

mCOMPLETED TIME REPORT COMPLETED
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1. OFFICE INFORMATION
The Cardiac and Vascular Institute

PHYSICIAN OFFICE-
ADVERSE INCIDENT REPORT

SUBMIT FORM TO:
Department of Health, Consumer Services Unit

4052 B'ald Cypress Way, Bin C75
tallahassee, Florida 32399-3275

1151 NW 64 Terrace
Name of office

Gainesville 32608 Alachua
city

Dr. Daniel Van Roy

Zip Code County

Name of Physician or Licensee Reporting

Same
Patient's address for Physician or Licensee Reporting

PATIENT INFORMATION

Patient Identification Number
Atherosclerosis of low^Lejrtcem'ities wjth intermittent claudication

Diagnosis

HI.

1/14/17
Incident Date and Time

Street Address

352/416-2646
Telephone

ME 77995 OSR 805
License Number & office-registration number, If applicable

Note: If the incident involved a death, was the medica
Was an autopsy performed? Q Yes a No

A) Describe circumstances of the incident (narrative)
(use additional sheets as necessary for complete response)

Please see attached document

DH-MQA1030-12/06
Page 1 of i

examine

Age
1/14/17

Female
Gender

a a •
Medicaid Medicare

Date of Office Visit
Lower extremity angtography witii probable intervention

Purpose of Office Visit

ICD-9 Code for description of incident

Level of Surgery (II) or (III)

Location of Incident:
a, Operating Room
Q Other

Recovery Room

notified? a Yes a No NA



OSR805

external iliac artery was crossed from the

Following this, balloon angioplasty of thejoccluded segment
left common femoral arterial approach, anterograde.

was performed and upon restoration of
artery was stented. This stent wasi:antegrade flow, with significant recoil,the right external ilia

postdilated with significant recoil at the mid segment, necessitating'high pressure inflation of 14 atm.

Following high pressure inflation, a test injection of contrast demonstrated extravasation of contrast
II i'

into the" netroperitoneum due to perforation of the right external iliac artery. Subsequently, from the
I r ' - I

radial arterial access, we were able-to balloon tamponadet e perforation. Following this a covered
stentingpf the right external iliac artery was performed and
resulting in a.widely patent right external iliac artery.

this completely sealed the perforation,



B) ICD-9- :M Codes

CPT37221 ancjp7226
77TT

EB7Q.8

Surgical, diagnostic, or treatment Accident, event,
procedure doing performed, at time of specific agent th
incident (IGD-9-Codes 01-99.9)" or event. {ICD-9

C) List any equipment used if directly, involved
(Use additional sheets as necessary for complete response)

0 ' r
CookZilvecSelf Expanding Slent; Cook Angioplasy Balloon ]•

;ircumstances, or
t caused tpe injury
E-Codes)

in the incident

997.79

Resulting injury
(ICD-9 Codes 800-999'.9)

i.

D) Outcome of Incident (piease check}' [

a Death

a ' Brain Damage

a Spinal Damage

a Surgical procedure performed on the wrong patient

Q A procedure to remove unplanned foreign objects
remain ng^from surgical procedure.'

3 Any co idition that required the transfer of the
patient to a hospital.

Outcome o
observatio

transfer-e.g., death, brain damage,
Only _ Observations transfusion of 1 untt packed cells

Name of facility to which, patient was transferred:
North Florida Regional MedicaLCenter '

a Surgical procedure performed-on the wrong site **

I' -
D Wroiiig surgical procedure performed **'

a Surgical repair of injuries or damage from a planned.
surg cal procedure.

if rt resulted in:
Death
Brain Damage
spinal Damage
ermanent disfigurement not to include the

ncision scar
^rapture or dislocation of bones or joints
.imitation of neurological, physical, or sensory
imction. .

a- ^riy condition that required the transfer of the
Datientto a hospital.

E) List all
they were

persons, including license numbers if licensed, Ic eating information and the capacity in which
involved in this incident, this would incl jde anesl hesiologist, support staff and other health

care providers
Dr. Daniel VanRvf, ME779BS Jamey Spencer. CVT

TonlSanlin, RN 93147B1

Megan Paradls, RC1S OOOJ609S_ Padgett. RC1S 00088925

F) List witnesses, including license numbers if lie snsed, and locating information if not listed above
Kendra Claude. Medical Assistant

Csriee WelctilRCIS 00079231

!V. ANALYSIS AND CORRECTIVE ACTION
A) Analysis (apparent cause) of this incident (Use additional sheets

"Rie REIA apjaranlly did nolloleralettiB high pressure Inflation, resulting In the perforation.

as necessary for complete response) t

[I
B) Describe corrective or proactive action(s) taken (Jse additional sheets as necessaryfbr complete response)

PerfoiaHon otithe iPac artery, while rare, tea known complication oftnls procedure. ABemallves Mqh pressure baBQQOJnllalkin in the Ulan arteries wJI be

DH-MQAfl 030-12/06
Page 2 of1



Department of Health. Consumer Services Unit
4052 Bald Cypress Way, Bin C75
Tallahassee, Florida 32399-3275

OFFICEINFORMATIONA

+
Name of office

.
/Cit Zip Code County

I I . PATIENT INFORMATION

Diaonosis

111. INCIDENT INFORMATION

O//AP/7 3
Incident D^fe ary^Time .

Street Address

- 777^
Telephone

Name of Physician or Licensee Reporting

Patient's address for Physician or Licensee RepoltfQH

License Number S office registration number, if applicable

JAN 1 5 21)17

Patient Identification Number/

a a
Medicaid Medicare

Date of EceVisit
•) /p no

Purpose of Offi

iCD-9 Code for descrbtion of incidentsscrjopi
IE-

Level of Surgery (II) or (II!)

Location of Incident:
O Operating Room Q Recovery Room

Note: If the incident involved a death, v/as the medical examiner notified? D Yes a No
Was an autopsy performed? Q Yes D No

A) Describe circumstances of the incident (narrative)
fuse additional sheets as necessary for complete response)

DH-MQA1030-12/06
Pa°e 1 of 2



C) List any equipment used if directly involved in the incident
(Use additional sheets as necessary for complete response)

D) Outcome of Incident (please check)
D Death

D Brain Damage

D Spinal Damage

a Surgical procedure performed on the wrong patient.

a A procedure to remove unplanned foreign objects
remaining from surgical procedure.

^" Any condition that required the transfer of the
patient to a hospital.

Outcome of transfer - e.g., death, brain damage,
observation onlv
Name of facility to which patient was transferred:

D Surgical procedure performed on the wrong site **

D Wrong surgical procedure performed **

D Surgical repair of injuries or damage from a planned
surgical procedure.

** if it resulted in:
Q Death
D Brain Damage
a Spinal Damage
D Permanent disfigurement nol to include the

Incision scar
D Fracture or dislocation of bones or joints
D Limitation of neurological, physical, or sensory

function.
a Any condition that required the transfer of (he

patient to a hospital.

E) List all persons, including license numbers if licensed, locating information and the capacity in which
they were involved in this incident, this would include anesthesiologist, support staff and other health
care providers.

Lfk -

F) List witnesses, including license numbers if licensed, and locating information if not listed above

IV. ANALYSIS AND CORRECTIVE ACTION
A} Analysis (apparent Cause) Of thisJncident (Use additional sheets as necessary for complete response)

B) Describe corrective or proactie action (s) taken (Use additional sheets as necessary lor complete response)

V. 037516
SIGNATURE OF PHYSICIAN/LICENSEE SUBMITTING REPORT LICENSE NUMBER

DAtE REPORT COMPLETED TIME REPORTXIOMPLETED
Ofri
RTX:<

DH-MQA1030-I2/06
Pagc2of2



B) ICD-9-CM Codes

Surgical, diagnostic, or treatment Accident, event, circumstances, or Resulting injury ~~
procedure being performed at .time of specific ageni that caused the injury (ICD-9 Codes 800-999 9)
incident {ICD-9 Codes 01-99.9) or event. (ICD-9 E-Codos)

C) List any equipment used if directly involved in the incident
(Use additional sheets as necessary for complete response)

fiP fl
" — J

0) Outcome of Incident (please

lt/

tf Death

a Brain Damage

a Spinal Damage

D Surgical procedure performed op the wrong patient.

a A procedure io remove unplanned foreign objects
remaining from surgical procedure.

& Any condition that required the transfer of the
patient to a hospital.

Outcome of transfer- e.g., death, brain damage,
observation on!v
Name of facility to which patient was tra/isferrod; ,

/ f I i (J-^-l r I ,f f ft f t 1 I X i /— • / f A ->/ *t f ^"- •

/

Q Surgical procedure performed on the wrong site *"

Q Wrong surgica! procedure performed "

a Surgical repair of injuries or damage from a planned
surgical procedure,

** if it resulted in:
D Death
a Brain Damage
Q Spinal Darnago
a Permanent disfigurement not to Include the

incision scar
D Fracture or dislocation of bones or Joints
a Limitation of neurological, physical, or sensory

function,
a Any condition that required fhe transfer of the

patient to a hospital.

E) List all persons, including license numbers if licensed, locating information and the capacity in which
they were involved in this incident, this would include anesthesiologist, support staff and other health
care providers. -
Krel

J

F) /List witnesses, including license numbers If licensed, and locating information if not listed above
M2&7£: A '

IV. ANALYSIS AND CORF?ECT!VE ACTION
A) Analysis (apparent cause) of {pis Incident (Uac additional shoulinanoceHaatyfor complete response}

B) Describe corrective or proactive acijon(s) taken (Uso additional ahootaat nocoB«Bryiorcotnpiotowsponso)

V' \.

PHY
//^

__
SIGNATURE"^ PHYSICIAN/LICENSEE SUBMITTING REPORT LICENSE NUMBER

DATE R^PdRT COMPLETED, / TIME REPORT COMPLETED

DH-MQAI030-12A)6
Page 2 of 2



DATE:
TIME:

in
INCIDENT REPORT

LOCATION:
REPORTED

DESCRIPTION OP INCIDENT: fVx H Q i
A^oron"

TYPE OF INCIDENT: PLEASE CIRCLE ONE

STICK. EXPOSDUE SPILLAGE

ANESTHESIA NURSING ADMINISTRATIVE PATIENT ACC1DEN'

EMPLOYEE VISITOR PHYSICIAN RECOVERY

DETAILS IN DEPTH:,

u m 0 0 _Sc^-"g> 7

REPORTING PERSON:
NOTIFIED WHOM:

OUTCOME:

INITIALS^



( ' . "j - ' . • - . ' .' • fr*+" f • Tl*
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STATE OF FL1

Rick Scott, Governor

PHYSICIAN OFFICE
ADVERSE INCIDENT REPORT

SUBMIT FORM TO:
Department of Health, Consumer Services Unit

4052 Bald Cypress Way, Bin C75
Taiiahassee, Florida 32399-3275

OFFICE INFORMATIPN

Name of office

—t-
City ipp Codo County

mD
me of Physician gr Licensee Reporting

HI. INCIDENT INFORMATION

Telephone

Uqehae Ny"mi??r& office registration number, ffappifcafeje"

Q
Age Jlillr

a
M&dioare

Date of Office Visi
r o rvtUI

Purpose of Office Visit

1CD-9 Code for description of Incident
t it. offita.

Level of Surgery (fl) or (III)

Rp«9Y9ry R

. f if the incident Involved a death, was the medioai examiner notified? q Yes a No
Was an autopsy performed? q Yes P No

A) Describe circumstances of the incident (narrative)
(use additional sheets as necessary for eprnplete response)

our dil^c -fir L£PT ,̂

DH-MQAJ 030-12/06
Pag? I of2
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S) ICD-S^CM Codes

R10.32 74177
Surgical, diagnostic, or treatment
procedure being performed at lime of
incident (iQD-3 Codes 01-93,9)

E879.2 999.9
Accident, event, circumstances, or
specific agent thai caused the injury
or event. {ICD-9 E-Codes)

Resulting injury
(ICD-9 Codes 800-999.fi}

C) Ust any equipment used if directiy involved in the incident
(Use additional sheets an necessary for complete response)

s Scope CT, ZOLL AED(X03D014245), Zoii AED Plus Pads, Nasal cannula 4707F-10, Pu|se-Ox:CMS50D.

O) Outcome of incident (please check)

p ' peath '

D Srajn Damage

p Spinal Damage

.a Surgical ̂ ceditre performed on the wrong patient.
'
D A procedure to removs unplanned foreign objects

remaining from surgical procedure,

fit Any condition that required the transfer of the
patient to a hospital,

Qufqqme of transfer- e.g,, death, brain damage,
observation oniy
Kama of facility to which patient was transferred:
Lea MfcmcjrJel Hoenltal

O Surgical procedure performed on the wrong site "*

a Wrong surgical procedure performed *"

D Surgical repair of Injuries or damage from a planned
Surgical procedure.

" ]f It resulted In:
0 Death
Q Brain Damage
n Spinal Damage
a Permanent disfigurement not to Include the

incision scar
Dj Fracture or dislocation of bones or joints
D Limitation of neurological, physical, or sensory

function,
n Any Condition that reqyirad the transfer of ih9

patient to ,a hospital. '

E} Ust all persons, including license numbers if !ica»ssd, locating Infprmatlprt and the capacity in which
they were involved In this Incident, this woukf irjcUicis anssthesioipgisi, support staff and other health
c.are providers.

Evan Rosenberg: State license CRT 73741, ARRT: 478684
Stacy Budc: State license CRT 34384, ARRT; 262978
Kim Morris; State license CRT 12139, ARRT: 223330

Stapflll. MD; ME 114265

S:) List wltnssses, Includ'na Ucense numbers If licensed, and locating Information

Same as above

listed above

IV. ANALYStS AND CORRECTIVE ACTION
A) Analyaia {apparent cause) cf thJs Incident (Use sddlUonai 8h"Mrt« «s necessary for

Patient is known to be having dizzy spells. Patient had dizzy spell post QT of abdomen anci became completely
altered and not responding.

B) Describe: corrective or proactivii action{s) Uken (UB« additiona

V.
SJGNAtORe OF PHYSIGlAfl/LfCEHS^

DATE REPORT COMPLETED T
DK-MQA1Q30-12/Q6
Page 2 of2

REPORT COMPLETED



c H *f Radiology Regional Centei
3660 Broadwjy - i:r. Myers, FL 31901-8005

TEMP-RETURN SERVICE REQUESTED
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V-'08/29/2017 11;OS (FAX) P.003/007

B)' 1CD-9-CM Codes ^n 3 ««H

- Resulting InjurySurgical,^lBgnc¥tic7or treatment Accident, event, circumstances,-or , ,„,,*, ., PJ_.,
procedure being performed at time of specific agent that caused the Injury (ICD-9 Codes 800-999.3}
Incident (ICD-9 Codes 01-99.9) or event £1CD-S Encodes}

equipment used if directly involved in the incident $0 ^\JO\\)64C} List any
(Use adtJHioruJl ehftsta as ftocastaiy (or complete reafOftae)

D) Outcome of Incident {pi

D Death

a , Brain Damage

p ' Spinal Damage

sr Surgical procedure pef formed on the wrong patient.

o A procedure to remove unplanned foreign objects
remaining from surgical procedure.

a Any condition that required the transfer of the
patient toe hospital.

Outcome of transfer- e.g., death, brain damage,
observation only
Name of facility to which patient was transferred;

o surgical procedure performed on the wrong site **

D Wrong surgical procedure performed **

q Surgteal repair of Injuries or damage from a planned
surgical procedure,

"if It resulted In:
a Death
a Brain Damage
D Spirts) parnage
D Permanent disfigurement r>otto include the

incision scar
a Fracture or dislocation of horns or joints
a Limitation of neurological, physical, or aensory

funcfon.
Q Any condition that required the transfer of the

patient io a hospital.

E) Ust all persons, inciuding lioensts numbers if SteensfccE, locatina information and the capacity in which
they ware Involved In this incident, this would irtfitusla anesthesiologist, support staff arid other health
care providers,
mp -icm\

fti
\) Ustwrtneases* including license numbers if fieattsed. and locating information If not listed: abovt

P^LU ..

IV. ANALYSIS AND CORRECTOE ACT1OM
A) Analysts {apparent Cause) Of this incident (U:.* *ddM<waUh*«u » i>=cea,«ory <orctxnp!*t.B/Mifwn««)

i
'See

B) Doacribe corrective or proactive action(s) takon (U»osti4fitiu



08/29/201? . 11:05
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• 08/29/2017 ti:Q5 (FAX) P.QOB/00?

D) Outcome of Incident (please see response listed on report)

E) List all persons, including license numbers if licensed, locating information and
the capacity in which they were involved in this incident:

MB 70421- Surgeon
AKNTP 2620362- Certified 'Registered Kurse Anesthetist (CRNA)
RN 9411213 - Operative Nurse
CRT 87731- Radiology Technician,

F) List witnesses, including license numbers if licensed, and locating information, if
not listed above.

SN 9266564- Assistant Nurse
PN 5220438- Preoperative Nurse
RN9265085- PACU Nurse

IV. Analysis and Corrective Action
A) Analysis (apparent cause) of this incident:

The surgeon involved risk management and a root causa analysis of the event is
underway. The causes of this event are multifactojial including but act limited to;

1) Chart prepanoicn How process- preoperative charts have been placed in a
stack with, the most lecent arriving patient placed on the bottom, of the
stack.

2) The CRNA- was attempting to help out and called the patient back from
the preoperative waiting area,

3) The patient did pot have an ID bracelet on.
4) The patient repeatedly answered to the incorrect name,

: 5) A White Board was not utilized in the procedure room.
6) The operative nurse did not cover the consent during the pause.

B) Describe corrective or proactive actiorjs(s) taken
1) Chart preparation flow process- final process for preoperative charts vail,

be chauged 'With vertical presentation.
2) KK must be responsible for calling patient back from preoperadve waiting

area,
3) Patient communication- all patients will be addressed by Mr,, Mrs., Ms.

arid Miss as titles used before surnames or fall names as a sign, of respect
4) The following are times to be folio wed for verification of patient identity

and surgical procedures;
(a) When the surgery is scheduled
(b) Wlieu the patient is admitted to the healthcare facility
(c) Anytime the patient is transferred to another caregivet



08/29/2017 11:05 (FAX) P.O07/007

(d) Prior to sedation
(e) Prior to the patients entry into the operating/procedure room

5) The following will be instituted for the identification of the conscious,
competent patient prior to the start of the surgical procedure:
(a) Staff will address the patient using their iull name and introduce

themselves, including job title or position
This -will aid in lessening the anxiety of the patient.

(b) Patient should be asked to say their name, the surgical procedure to
be performed, and location of the operation,

(c) The patient's name and assigned identification number on the
surgery schedule and scheduling worksheet should correspond
with {he information, noted on the patient's wristband,

(d) Tne information on the patient's wristband should correspond with
the information in the patient's chart

(e) Verity that the procedure listed arid described on the informed
consent in the patient's chart is the same procedure that the patient
verbally stated.

(f) Confirm that the correct procedure is on the operating room
schedule,

6} A White Board will be placed in the procedure room.
7) The office Administrator ttnd Medical Director will make decisions and

implement disciplinary action as deemed necessary.


