TRI-CITY HEALTHCARE DISTRICT
AGENDA FOR A REGULAR MEETING
March 30, 2017 — 1:30 o’clock p.m.
Classroom 6 - Eugene L. Geil Pavilion
Open Session — Assembly Rooms 1, 2, 3
4002 Vista Way, Oceanside, CA 92056

The Board may take action on any of the items listed
below, unless the item is specifically labeled
“Informational Only”

Time

Agenda Item Aliotted Requestor
Call to Order 3 min. Standard
Approval of agenda
Public Comments — Announcement 3 min. Standard
Members of the public may address the Board regarding any item listed on
the Closed Session portion of the Agenda. Per Board Policy 14-018,
members of the public may have three minutes, individually, to address the
Board of Directors.
Oral Announcement of Items to be Discussed During Closed Session
(Authority: Government Code, Section 54957.7)
Motion to go into Closed Session
Closed Session 2 Hours

a. Conference with Labor Negotiators:
(Authority: Government Code, Section 54957.6)
Agency Negotiator: Steve Dietlin
Employee organization: CNA

b. Hearings on Reports of the Hospital Medical Audit or
Quality Assurance Committees
(Authority: Health & Safety Code, Section 32155)

c. Reports Involving Trade Secrets
(Authority: Health and Safety Code, Section 32106)
Discussion Will Concern: Proposed new service or program
Date of Disclosure: March 30, 2017

d. Reports Involving Trade Secrets
(Authority: Health and Safety Code, Section 32106)
Discussion Will Concern: Proposed new service or program
Date of Disclosure: December 31, 2017

e. Conference with Legal Counsel — Potential Litigation
(Authority: Government Code, Section 54956.9(d) (7 Matters)

Note: Any writings or documents provided to a majority of the members of Tri-City Healthcare District regarding any item on this
Agenda will be made available for public inspection in the Administration Department located at 4002 Vista Way,
Oceanside, CA 92056 during normal business hours.

Note: If you have a disability, please notify us at 760-940-3347 at least 48 hours prior to the meeting
so that we may provide reasonable accommodations.



Agenda ltem

Time
Allotted

Requestor

f. Conference with Real Estate Negotiators: APN: 165-362-36
{Gov. Code Seclion 54956.8)
Negotiating Parties: Tri-City Healthcare District and OPS Enterprises
Agency Negotiator: Steve Dietlin
Under Negotiations: Transfer of Shares

0. Approval of prior Closed Session Minutes

h. Conference with Legal Counsel - Existing Litigation
(Authority: Government Code, Section 54956.9(d)1, (d)4

(1) Medical Acquisitions Company vs. TCHD
Case No: 2014-00009108

(2) TCHD vs. Medica!l Acquisitions Company
Case No: 2014-00022523

(3) Larry Anderson Employment Claims

(4) SEIU-UHW v. Tri-City Healthcare District
PERB Case Number LA-CE 1079-M

i. Public Employee Evaluation: General Counsel
(Authority: Government Code, Section 54957)

j- Public Employee Evaluation: Chief Compliance Officer
(Authority: Government Code, Section 54957)

Motion to go into Open Session

QOpen Session

Open Session — Assembly Room 3 — Eugene L. Geil Pavilion (Lower
Level) and Facilities Conference Room — 3:30 p.m.

Report from Chairperson on any action taken in Closed Session
(Authority: Government Code, Section 54957.1)

10

i?oll Call / Pledge of Allegiance

3 min.

Standard

1"

Public Comments — Announcement

Members of the public may address the Board regarding any item listed on
the Board Agenda at the time the item is being considered by the Board of
Directors. Per Board Policy 14-018, members of the public may have three
minutes, individually, to address the Board of Directors.

NOTE: Members of the public may speak on any item not listed on the
Board Agenda, which falls within the jurisdiction of ihe Board of Directors,
immediately prior to Board Communications.

2 min.

Standard

12

Special Presentation
1) Recognition of Vista Unified School District for use of kitchen/dish
machine during piping issue

2) Recognition of hospital leadership during our recent kitchen closure
caused by basement pipe break

5 min.

5 min.

COO/Chair

Chair
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Time

Agenda Item Aliotted | Requestor
13 | Introductions: 10 min. €SO
a) Himani Singh, M.D.
b) Aaron Boonjindasup, M.D.
14 | Community Update — 10 min. CMO
a) Media
15 { Report from TCHD Auxiliary- Pat Morocco — Auxiliary President 5 min. Standard
16 | Report from Chief Executive Officer 10 min. Standard
17 | Report from Acting Chief Financial Officer 10 min. Standard
18 | New Business
a. Consideration to appoint Dr. Gene Ma, Interim Medical Director, 5 min. CHRO
Employee Health
b. Consideration to approve 60 day extension to the Employee Leasing 5 min. cso/CcCco
Agreement with Venus Medical Group.
c. Consideration to match community donations for the Back Pack Program 10 min. | Chair/Director
for North County schoals not to exceed $100,000 Schallock
19 | Old Business
a. Consideration to direct staff to implement plans related to an internal 10 min. Director
Board Portal as described in the Report of the Ad Hoc Technology Mitchell
Committee dated March 30, 2017
20 | Chief of Staff 5 min. Standard
a. Consideration of March 2017 Credentialing Actions and Reappointments
Involving the Medical Staff
b. Privilege Cards:
1) Anesthesiology
21 | Consideration of Consent Calendar 5 min. | Standard
(1) Board Committees
(1) All Committee Chairs will make an oral report to the Board
regarding items being recommended if listed as New
Business or pulled from Consent Calendar.
(2) All items listed were recommended by the Committee.
{3) Requested items to be pulled require a second.
A. Human Resources Committee HR Comm.

Director Kellett, Committee Chair
Open Community Seats - 0
(No meeting held in March, 2017)
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Time

Agenda Item Allotted | Requestor
B. Employee Fiduciary Retirement Subcommittee Emp. Fid.
Director Kellett, Subcommittee Chair Subcomm.

Open Community Seats - 0
(No meeting held in March, 2017)

C. Community Healthcare Alliance Committee CHAC Comm.
Director Nygaard, Committee Chair
Open Community Seats — 3
(Committee minutes included in Board Agenda packets for
informational purposes)

D. Finance, Operations & Planning Committee FO&P Comm.
Director Nygaard, Commitiee Chair
Open Community Seats — 0
{Committee minutes included in Board Agenda packets for
informational purposes)

a. Approval of an agreement with Cerner for the required
Meaningful Use project, beginning May/June for a one time fixed
fee, total cost of $297,000.

b. Approval of an agreement with In Motion, Inc. for three (3)
events scheduled in January of 2018, 2019 and 2020, for an
annual cost of $150,000 and a total cost for the term of
$450,000.

¢. Approval of an agreement with Dr. Henry Showah, as the
Inpatient Wound Care Physician for a term of 12 months
beginning March 1, 2017 through February 28, 2018, not to
exceed an average of two (2) hours a month, at an hourly rate of
$150 for a total cost for the term of $3,600.

d. Approval of an agreement with Dr. Henry Showah as the
Wound Care/HBO - Carlsbad Coverage Physician for a term of
12 months from March 1, 2017 through February 28, 2018, not
to exceed an average of six (6) hours a month, at an hourly rate
of $150 for a total cost for the term of $10,800.

e. Approval of a lease agreement with Achieve TMS for a term of
60 months, beginning April 1, 2017 through March 31, 2022 for
an annual rent received of $9,600 (plus % annual increase) for a
total amount for the term of $50,968.

f. Approval to add Dr. Anton Kushnaryov to the currently
existing ED On Call Coverage Panel for ENT for a term of 15
months, beginning April 1, 2017 through June 30, 2018.

g. Approval to add Drs. Rahele Esfandiari, Eimaneh Mostofian
and Marlene Poutney-Levesque to the currently existing ED On-
Call Coverage Panel for OB/GYN for a term of 15 months,
beginning April 1, 2017 through June 30, 2018.

h. Approval to authorize Neurology Physicians, Drs.Andrew
Blumenfeld, Bilal Choudry, Laura Desadier, Benjamin Frishberg,
Gary Gualberto, Any Nielsen, lrene Oh, Remia Paduga, Ray
Rosenber, Mark Sadoff, Gregory Sahagian, Jack Schim, Anchi
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Time
Agenda Item Allotted | Requestor

Wang, Chunyang Tracy Wang, and Michael Zupancic to the
Neurology ED-Call Coverage for a term of 12 months, beginning
July 1 2017 through June 30, 2018 at a daily rate of $740, for an
annual cost of $270,100 and a total cost for the term of
$270,100.

i. Approval of an agreement with Masimo Americas, Inc. for
pulse oximetry technology for a term of 60 months, beginning
April 1, 2017 through March 31, 2022 for an annual cost of
$384,713 and a total cost for the term of $1,923,565.

j- Approval of an agreement with Immucor, Inc. for Echo Blood
Type and Screen Instrument and Consumables for a term of five
(5) years beginning March 1, 2017 through February 28, 2022,
for an annual cost of $114,936 and a total cost for the term of
$574,680.

k. Approval of an agreement with the University of California
San Diego Health System for Medical Directorship and
management of the Behavioral Health Unit and Crisis
Stabilization Units for a term of 36 months, beginning April 1,
2017 through March 31, 2020, for an annual cost of $1,238,215
and a total cost for the term of $3,715,740.

E. Professional Affairs Committee PAC
Director Mitchell, Committee Chair
(Committee minutes included in Board Agenda packets for
informational purposes)

1) Patient Care Services
a. ALARIS System Data Set Approval and CQ! Activities
Procedure
b. Cardiac Wellness Center (On Campus) Emergency
Treatment Standardized Procedure
¢. Care of the Newborn Standardized Procedure
d. Deceased Newborn Stillborn, Care of Procedure
e. Enteral Feeding Preparation, Storage, Distribution, and
Administration Policy
f. Food Brought in From Qutside the Haspital Policy
g. Food Expiration Dates Policy
h. Needle Aspiration Neonates Standardized Procedure
i. Pertussis Nasopharyngeal (NP) Swab, Adult Procedure
j. Physicians Orders for Life Sustaining Treatment (POLST)
393
k. Rapid Response Team and Condition Help Palicy
l. Stroke Code, Emergency Department Procedure
m. Telephone Service for Patient Rooms Policy
n. Therapeutic Hypothermia After Cardiac Arrest Procedure
0. Visiting Guidelines

2) Administrative Policies and Procedures
a. Administrator On Call 281
b) Code Gray- Hostage Response Plan 283
b. Control for Locks and Keys 243
c. Helicopters on District Policy 207
d. Lost and Found Articles 202
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Time
Agenda Item Aliotted | Requestor

3) Unit Specific

A._Education
1. AHA & AWHONN Course Card Acceptance Policy
2. AHA Care and decontamination of AHA Equipment
Palicy
3. AHA Continuing Education Statement Policy
4 AHA Mission Statement and Goals Poalicy
5. AHA Quality Assurance Program Policy
6. AHA TC Course Card Management Policy (DELETE)
7. Copyright Policy

B. Infection Control
1. Meningococcal Exposure IC 6.2
2. Risk Assessment and Surveillance Plan IC 2
3.Toy Cleaning IC 9.1

C. NICU
1. Blood product Aliquot Syringes, Emergent
Preparation of
2. Cardio-Respiratory Monitoring in the NICU
3. Neonatal Abstinence Syndrome, Management of
Scoring

D. Women and Newborn Services
1. Infant Safety and Security

4) Approval of the Risk Management/Patient Safety Plan for FYs
2017-2018

F. Governance & Legislative Committee

Director Dagostino, Committee Chair

Open Community Seats - 1

(Committee minutes included in Board Agenda packets for
informational purposes)

1. Medical Staff Rules & Regulations:

a) Division of General & Vascular Surgery
b) Division of Urology

¢) Division of Orthopedic Surgery

d) Department of Obstetrics & Gynecology
e) Allied Health Professionals

2. Review of Board Palicy 16-037 — Chief Executive Officer and
Chief Compliance Officer Succession Planning Policy

3. Review of Board Policy 15-039 - Comprehensive Code of
Conduct

4. Recommend the Board discuss scheduling a potential Board
Educational Workshop at the April 25, 2017 Strategic Planning
Workshop

5. Recommend presentation to the Board on Midwives

6. Approve submittal of the ACHD Certified District Designation
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Agenda Item

Time

Allotted

Reguestor

application

G. Audit, Compliance & Ethics Committee
Director Schallock, Committee Chair
Open Community Seats ~ 1
(Committee minutes included in Board Agenda packets for
informational purposes.)

1) Approval of Administrative Compliance Policies &
Procedures:

a) Policy 8610-292 - Internal Charge Audit

b) Policy 8610-530 — Emergency Response Employees,
Notification of

c) Policy 8610-562 — Responding to Compliance Issues;
Remedial Action

d) Policy 8750-574 — Tracking, Remuneration & Use of
ltems & Services to and from Referral Source and
Tracking; use of TCHC Resources by Referral Sources

2) Approval of Non-Clinical Contract Spreadsheet
(2) Minutes - Approval of:
a) Regular Board of Directors Meeting — February 23, 2017
b) Special Board of Directors Meeting - March 2, 2017
¢) Special Board of Directors Meeting — March 10, 2017
d) Special Board of Directors Meeting — March 16, 2017
(3) Meetings and Conferences - NONE

(4) Dues and Memberships - NONE

Audit, Comp.
& Ethics
Comm.

Standard

22

Discussion of ltems Pulled from Consent Agenda

10 min.

Standard

23

Reports (Discussion by exception only)
(a) Dashboard
(b) Construction Report — None
(c) Lease Report — (February, 2017)
(d) Reimbursement Disclosure Report — (February, 2017)
(e) Seminar/Conference Reports:
1) Director Dagostino — CHA Leg Days
2) Director Schallock — CHA Leg Days (hand-out)

0-5 min.

Standard

24

Legislative Update

5 min.

Standard

25

Comments by Members of the Public
NOTE: Per Board Policy 14-018, members of the public may have three (3)
minutes, individually, to address the Board

5-10
minutes

Standard

26

Additional Comments by Chief Executive Officer

5 min.

Standard

27

Board Communications (three minutes per Board member)

18 min.

Standard

28

Report from Chairperson

3 min.

Standard
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Time

Agenda ltem Allotted | Requestor
Total Time Budgeted for Open Session 25
hours

29 | Oral Announcement of Items to be Discussed During Closed Session
30 | Motion to Return to Closed Session (if needed)
31 | Open Session
32 | Report from Chairperson on any action taken in Closed Session

(Authority: Government Code, Section 54957.1) — (If Needed)
33 | Adjournment
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Himani Singh, M.D.
Phone: 347-683-1425
Email: sinhim@gmail.com

Profile
HEMATOLOGY & ONCOLOGY

“Providing compassionate, quality cancer care and giving patients the knowledge to make the most
empowered decisions about their cancer diagnoses.”

Board Certified, with experience delivering care to underserved populations and working effectively with
multidisciplinary teams of all sizes. Background encompasses solid oncology, hematologic malignancies,
benign hematologic disorders and cancer survivorship. Seeking to be a partner to patients in the midst of
embarking on treatment plans, always keeping their interests at the forefront. Hindi and Punjabi fluent,
Intermediate in French.

Interests: Patient Advocacy, Patient Safety, Public Health, Preventative Care, Genetic Counseling, Medical
Ethics, Quality Improvement, Medical Education, Services Expansion

Education

*  Fellowship in Hematology-Oncology- Thomas Jefferson University Hospital, PA (7/08-6/11)

*  Residency in Internal Medicine (Associate Chief Resident between 2007-2008)- Norwalk Hospital, CT, affiliated
with Yale University (7/05-6/08)

*  Doctor of Medicine (M.D.)- St. George’s University School of Medicine, West Indies (8/01-5/05)

* Bachelor of Science with Distinction (Biochemistry Major, Humanistic Studies Minor)- McGill University, Canada
(9/97-6/01)

* Academic Honors: Dean’s List at St. George’s University (2001-2003), Member of Iota Epsilon Alpha (IEA)

International Honor Medical Society (2002), Recipient of McGill University Entrance Award (1997), Ontario
Scholar (1997)

Licensure & Certification

* ABIM Certified in Internal Medicine

* ABIM Certified in Medical Oncology

* ABIM Certified in Hematology

*  Active Medical License for the State of NY, Medical Licensure in Progress for State of CA

Professional Appointments

CLAXTON HEPBURN MEDICAL CENTER
Ogdensburg, NY 8/11-Present

Staff Hematologist/Medical Oncologist

* Played integral role in services expansion to satellite clinics, as well as in development of Breast Cancer Program,
providing much-needed medical assistance to an underserved region.

* Collaborated with multidisciplinary team in delivering quality care to a diverse, largely Medicare and Medicaid
patient population. 2 Medical Oncologists, Radiation Oncologist, and NP.

* Addressed diverse range of cases including lung, colorectal, breast, genitourinary, gynecologic, Non-Hodgkin’s
Lymphoma, multiple myeloma and Langerhans Cell Histiocytosis. Displayed a keen interest in cancer survivorship.

*  Gained significant experience with genetic counseling.



Postdoctoral Training

THOMAS JEFFERSON UNIVERSITY HOSPITAL
Philadelphia, PA 7/08-6/11

Hematology/Medical Oncology Fellowship

Executed rotations at Hemophilia/Thrombosis Center, Heritable Anemias Program including adult Sickle Cell
Center, and Coagulation Laboratory, treating patients with a wide range of non-malignant hematological conditions
including myeloproliferative and platelet disorders.

Gained experience across Hematology, Hematologic Malignancy/Blood and Marrow Transplant and Solid Tumor
Oncology.

Research Experience

Case Report, Eliminating the Need for Chronic Immunosuppression in a Kidney Transplant Recipient After Bone
Marrow Transplantation from the Same Donor, Thomas Jefferson University, Margie Kasner, M.D. (4/10).

Cohort Study to_Determine the Impact of Tailored Navigation on Colorectal Cancer Screening Utilization among
African Americans in Primary Care Practices, Thomas Jefferson University Hospital, Ronald E. Myers Ph.D. (1/10-

6/11).

Prospective Study Establishing the Effect of Blood Transfusion on Diagnosing the Underlying Cause of Anemia,
Brown University and Norwalk Hospital, David Berz M.D. and Eric Mazur M.D. (1/06-5/08).

Posters & Presentations

Singh H, Brandy K, Gebert ], Gharagozloo A. Panel Discussion on Breast Cancer Therapy Using a
Multidisciplinary Approach, St. Lawrence University, Canton, NY. (10/12).

Singh H, Ronald M. The Use of Decision Aids in Medical Oncology, Oncology Grand Rounds, Thomas Jefferson
University Hospital, Philadelphia, PA (6/11).

Singh H, Kulaga E. The Treatment of Lichen Planus with Low Molecular Weight Heparin. Poster Presentation,
Annual American College of Physicians Meeting, Southington, CT (9/07).

Singh H, Mazur E. Variant Sickle Cell Syndromes. Oral Presentation, Chief’s Conference, Norwalk Hospital,
Norwalk, CT (8/07)..

Singh H, Peretz D, Seeberger F. Research at Norwalk Hospital. Oral Presentation, Medical Grand Rounds,
Norwalk Hospital, Norwalk, CT (12/00).

Berz D, Singh H, Mazur E. The Effect of Blood Transfusion on Establishing the Underlying Cause of Anemia.
Abstract Accepted to the American Society of Hematology Annual Meeting for Poster Presentation, Orlando, FL

(12/06).
Singh H, Berz D, Mazur E. The Effect of Blood Transfusion on Establishing the Underlying Cause of Anemia.
Oral Presentation, Annual ACP Meeting, Southington, CT (10/06).

Singh H, Hryniewicz K, Ruskin A. The Development of Secondary Hematological Malignancy Following
Radiation & Chemotherapy for Primary Breast Carcinoma. Poster Presentation, Annual ACP Meeting,
Southington, CT (10/05).

Hryniewicz K, Singh H, Story D. A Case Series of Rapid Responses to Intravenous Recombinant Tissue
Plasminogen Activator in Acute Stroke. Poster Presentation, Annual ACP Meeting, Southington, CT (10/05).

Languages

Fluent in English, Hindi and Punjabi, Intermediate in French (Written and Spoken)



Aaron Boonjindasup MD, MPH, MS
2711 joseph St. New Orleans, LA 70115
(949) 293-7680 - Email: aboonjin@tulane.edu

Training:

Tulane University School of Medicine New Orleans, LA
Urology Residency
July 2012 - Present (Completion date: June 2016)
e Interests include Urologic oncology, Urologic trauma, upper tract reconstructive techniques, including robotic
approaches.

Tulane University Hospital and Clinics New Orleans, LA
General Surgery Internship
July 2011 ~ June 2012

Education:

Tulane University School of Medicine New Orleans, LA
M.D.
August 2007 — May 2011

Tulane University School of Public Health and Tropical Medicine New Orleans, LA
Masters in Public Health (M.P.H.)

Concentration: Epidemiology

Thesis: “Laparoscopic and Robotic Partial Nephrectomy: Cost Analysis of Peri-operative and Post-operative Outcomes at a Single
Institution”

Aug 2007 - May 2011

Tulane University School of Medicine New Orleans, LA
M.S. Pharmacology

Thesis: “Serum-Deprived Mesenchymal Stem Cells Undergo Autophagy and Secrete Growth Factors Favorable to Tumor Growth”
Aug 2006 — May 2007

University of California-Irvine Irvine, CA
B.S. Biological Sciences
B.A. Cognitive Sciences
Sept 2001 - May 2005

Fellowships:

Summer Research Internship — Tulane Gene Therapy

Louisiana Cancer Research Consortium (LCRC)

June 2007- August 2007

Worked with mesenchymal stem cells (MSCs) to understand their role in the tumor milieu as well as heartiness in nutrient-
deprived situations. My projects necessitated the use of cell culture techniques along with mice models to determine how
MSCs affect tumor growth and angiogenesis in a solid breast cancer tumor model. Several assays were learned including RT-
PCR, Western Blot, and ELISA techniques.

Summer Researcher — Tulane Hypertension and Renal Center of Excellence (THRCE)

Macronutrient and Heart Disease Risk Study (MACRO)

june 2008 - October 2008

This study analyzed the effect of diet modification to evidence-based proportions of carbohydrates, protein, and fat content on
blood pressure, serum cholesterol, blood sugar, and BMi. The arm of the study that | participated in focused on changes in



bone mineral density as per DEXA scan data. My role was to aid in participant recruitment, DEXA scheduling, data procurement
and maintenance, and patient debriefing.

Awards:
2015 Tulane Department of Urclogy Annual Research Award

2013 Montague Boyd Essay Contest 1* place - Prostate cancer cell-derived microvesicles confers androgen production by adult
stem cells: Implications for tumor growth and metastasis Southeast Section of the American Urologic Association (SESAUA)

Annual Meeting 2013; Williamsburg, VA

2011 Joseph Hume Award for Excellence in Urological Research — Tulane School of Medicine lvy Day Awards 2011, New Orleans,
LA

Accepted abstracts:

Boonjindasup A, Smith A, Colli J, Killackey M, Buell J, Thomas R, Paramesh A. (2014) Boari Flap Reconstruction Offers Superior
Treatment for Late Transplant Ureter Strictures. Southeastern Section of the American Urologic Association Annual Meeting;
Hollywood, FL

Boonjindasup A, Maddox M, Rittenberg D, Shaw E, Dorsey P, Thomas R. (2014) Urologic Reconstructive Surgery of the Upper
Tract: Impact of the Robot. Southeastern Section of the American Urologic Association Annual Meeting; Hollywood, FL

Boonjindasup A, Pinsky M, Wang J, Maddox M, Feibus A, Paramesh A, Thomas R, Silberstein J (2014) Etiologies of Renal
Transplant Graft Failure: A UNOS Database Review. Southeastern Section of the American Urologic Association Annual
Meeting; Hollywood, FL

Pinsky M, Boonjindasup A, Wang J, Feibus A, Maddox M, Thomas R, Sartor O, Silberstein 1 {2014) Genitourinary Malignancy
Before, During and After Renal Transplantation in the United States. Southeastern Section of the American Urologic Association
Annual Meeting; Hollywood, FL

Oommen M, Colli J, Boonjindasup A, Kee! C, Dorsey P, Thomas R (2013) Long-Term follow up of robotic pyeloplasty in the
pediatric population. World Congress of Endourology 2013; New Orleans, LA

Boonjindasup A, Mandava S, Woodson B, Thomas R, Lee BR (2013) Laaroscopic and robotic partial nephrectomy: Cost analysis
of perioperative and postoperative outcomes at a single institution. World Congress of Endourology 2013; New Orleans, LA

Boonjindasup A, Rittenberg D, Shaw E, Dorsey P, Thomas R {2013) Urologic reconstructive surgery of the upper tract: impact of
the robot. World Congress of Endourology 2013; New Orleans, LA

Boonjindasup A, ColliJ, Patel K, Caire A, Paramesh A, Thomas R (2013) Treatment outcomes of ureteral strictures after renal
transplantation. Southeastern Section of the American Urologic Association Annual Meeting 2013; Williamsburg, VA

Boonjindasup A, Pinsky M, Abdel-Mageed Z, Yang Y, Moparty K, Thomas R, Colli J, Abdel-Mageed AB (2013) Prostate cancer cell-
derived microvesicles confers androgen production by adult stem cells: Implications for tumor growth and metastasis.
Southeastern Section of the American Urologic Association (SESAUA) Annual Meeting 2013; Williamsburg, VA

Caire A, Boonjindasup A, Richardson B, Hellstrom WJ (2011) Does the need for a replacement inflatable penile prosthesis lead to
decreased patient satisfaction. American Urologic Association (AUA) Annual Meeting 2011; Washington D.C.

Caire A, Boonjindasup A, Bernie A, Mitchell G, Thomas R, Lee BR. (2011) Is preoperative imaging in prostate cancer overused?
An analysis of the 2010 National Comprehensive Cancer Network guidelines. American Urologic Association {AUA) Annual
Meeting 2011; Washington D.C.

Caire A. Bayne C, Bernie A, Boonjindasup A, Lee BR. Is Robot-Assisted partial nephrectomy an effective technique on T1B (4-7cm)
renal lesions? Southeastern Section of the American Urologic Association (SESAUA) Annual Meeting 2011; New Orleans, LA



Caire A. Bernie A. Armstrong W, Boonjindasup A, Lee BR. (2011) Robotic partial nephrectomy demonstrates favorable ischemia
times compared to laparoscopic partial nephrectomy. Southeastern Section of the American Urologic Association (SESAUA)
Annual Meeting 2011; New Orleans, LA

Caire A, Boonjindasup A, Bernie A, Fifer L, Thomas R. (2011) Stage /I Percutaneous Nephrolithotomy: A Novel Technique for
residual stone disease. Southeastern Section of the American Urologic Association (SESAUA) Annual Meeting 2011; New
Orleans, LA

Caire A, Boonjindasup A, Johnsen N, Bernie A, Thomas R, Lee BR. (2011) /s preoperative imaging in prostate cancer overused?
An analysis of the 2010 National Comprehensive Cancer Network guidelines. Southeastern Section of the American Urologic
Association (SESAUA) Annual Meeting 2011; New Orleans, LA

Caire A, Bowen A, Bernie A, Boonjindasup A, Sikka S, Hellstrom WJ. (2010) Intralesional injections in combination with penile
traction is an effective treatment in Vitamin E refractory Peyronie’s Disease Sexual Medicine Society of North America (SMSNA)
2010; Miami, FL

Caire AA., Boonjindasup A., Bernie AM., Mikkilineni L., Bailey K., Richardson B., Conley SP., Thomas R., Lee BR. (2010) /s
preoperative imaging in prostate cancer overused? An analysis of the 2010 National Comprehensive Cancer Network guidelines.
World Congress of Endourology (WCE) 2010; Chicago, IL

Bernie A.M., Caire A.A., Boonjindasup A,, Fifer GL, Thomas R. (2010) Stage Il Percutaneous Nephrolithotomy: a novel technique
for residual stone disease. World Congress of Endourology (WCE) 2010; Chicago, IL

Boonjindasup A., Caire AA., Bernie AM., Sartor EA., Conley SP., Lee BR.; (2010) Is robot-assisted partial nephrectomy an effective
technique on T1b (4-7cm) renal lesions? World Congress of Endourology {(WCE) 2010; Chicago, IL

Boonjindasup A., Caire A.A., Bernie A.M., Bailey K., Mikkilineni L., Conley S.P., Thomas R., Lee B.R. (2010) Should outside
institution prostate biopsies be reviewed prior to radical prostatectomy? World Congress of Endourology (WCE) 2010; Chicago, IL

Bernie A.M., Caire A.A., Conley S.P., Boonjindasup A., Hopkins M., Sartor E.A., Lee B.R. (2010) Robot-assisted partial
nephrectomy demonstrates favorable ischemia times compared to laparoscopic partial nephrectomy. World Congress of
Endourology (WCE) 2010; Chicago, IL

Dorsey, P.J., Boonjindasup, A., Thomas, R. (2010) Pre-operative decision making: Predictors of extra-prostatic capsular extension
in a contemporary cohort and criteria for selective nerve-sparing prostatectomy. World Congress of Endourology (WCE) 2010;
Chicago, IL.

Boonjindasup, A.G., Bernie, A.M., Conley, S.P., Thomas, R., and Lee B.R.(2010) Gleason Score Upgrading from Biopsy to Final
Pathology Specimen in Robotic Assisted Radical Prostatectomy. Tulane Research Days 2010; New Orleans, LA

Bernie AM, Boonjindasup, AG, Conley SP., Sartor O, Thomas R, Lee BR. {2010)
Robotic Assisted Radical Prostatectomy In High Risk Patients: Biochemical Outcome and Recurrence. Tulane Research Days 2010;
New Orleans, LA

Hopkins M., Boylu, U., Conley, S.P., Boonjindasup, A.G., Sartor E.A., Pinsky M.R., Lee B.R. (2010)
Difference in Tumor Size Measured On Contemporary Imaging Compared to Final Pathology Following Radical Nephrectomy.
Tulane Research Days 2010; New Orleans, LA

Sartor E.A, Boonjindasup A.G., Hopkins, M., Pinsky M.R., Boylu, U., Lee B.R. (2010) Contemporary Analysis of Change in Creatine
in the First Month and Longterm Following Laparoscopic vs. Open Radical Nephrectomy. Tulane Research Days 2010; New
Orleans, LA

Sanchez, C., Penfornis, P., Oskowitz, A.Z., Boonjindasup A.G., Cai D.Z., Rowan B.G., Kelekar A., Krause D.S., Pochampally R.R.
(2010) Stromal Support by Mesenchymal Stem Cells in Breast Cancers. Tulane Research Days 2010; New Orleans, LA



Boonjindasup A.G., Penfornis P., Sanchez C., Pochampally R.R. (2007) Serum-Deprived Mesenchymal Stem Cells Can Survive
Serum Starvation Through Autophagy and Promote Tumor Initiation by Secreted Factors Louisiana Cancer Research Consortium
Summer Fellowship Presentation; New Orleans, LA

Sancheg, C., Boonjindasup, A.G., Penfornis P., Prockop D.J., Pochampally R.R. (2007} Global epigenetics changes in human
multipotential stromal cells (AMSCs) during culture. MSC 2007

Podium Presentations:

Boonjindasup A, Pinsky M, Abdel-Mageed Z, Yang Y, Moparty K, Thomas R, Colli J, Abdel-Mageed AB (2013) Prostate cancer cell-
derived microvesicles confers androgen production by adult stem cells: Implications for tumor growth and metastasis. Southeast

Section of the American Urologic Association (SESAUA) Annual Meeting 2013; Williamsburg, VA - 1* Place Montague Boyd Essay
Contest 2013

Boonjindasup A, Pinsky M, Smith B, Trost L, Chaffin A, Jansen D, Hellstrom W (2013} Management of concealed penis using
meshed split-thickness skin grafting in an adult population (2013) Southeast Section of the American Urologic Association
(SESAUA) Annual Meeting 2013; Williamsburg, VA

Boonjindasup A, Caire A, Bernie A, Mikkillineni L, Bailey K, Conley S, Thomas R, Lee B. Should outside institution prostate
biopsies be reviewed prior to radical prostatectomy. (2011) Southeast Section of the American Urologic Association (SESAUA)
Annual Meeting 2011; New Orleans, LA

Caire A, Boonjindasup A, Richardson B, Hellstrom W. Does the need for a replacement inflatable penile prosthesis lead to
decreased patient satisfaction? (2011) Southeast Section of the American Urologic Association {SESAUA) Annual Meeting 2011;

New Orleans, LA

Peer-Reviewed Journal Publications

Trost, L., Boonjindasup A. Hellstrom W.J.G. Comparison of infrapubic versus transcrotal approaches for inflatable penile
prosthesis placement: a multi-institution report. {2015} Int J Impot Res 27(3): 86-9. PMID 25339138

Maddox M., Mandava S., Liu J., Boonjindasup A, Lee BR. Robatic Partial Nephrectomy for Clinical Stage T1b Tumors:
Intermediate Oncologic and Functional Outcomes. (2015) Clin Genitourin Cancer 13(1):94-9. PMID 25176501

Sanchez, C., Penfornis, P., Oskowitz, A.Z., Boonjindasup A.G., Cai, D.Z., Rowan, B.G., Kelekar, A., Krause, D.S., Pochampally, R.R.
Nutrient Deprived Stromal Cells Support Solid Tumor Growth by Activating Autophagy and Secreting Antiapoptotic Factors.
(2011) Carcinogenesis 32(7): 964-72. PMID 21317300

Caire, A.A., Boonjindasup A.G., Hellstrom W.J.G. Does the need for a replacement inflatable penile prosthesis lead to decreased
patient satisfaction? (2011) Int J Impot Res 23(2): 39-42. PMID 21307871

Book Chapters:
Boonjindasup A., Serefoglu E.C., Hellstrom W.J.G (2013) Risk Factors in Premature Ejaculation: The Urologic Risk Factor.

Premature Ejaculation: From Etiology to Diagnosis and Treatment. Springer-Link Publishing. Editors: Jannini E.A., McMahon
C.G., Waldinger M.D. ISBN: 978-88-470-2645-2 (Print) 978-88-470-2646-9 (Online)

Courses Attended:
Principles of Laser Physics. Safety Precautions: Surgical Laser Education Certification — July 2012, New Orleans, LA

American Medical Systems Greenlight XPS Laser Simulation Training Course - July 2013, New Orleans, LA

Society of Urodynamics, Female Pelvic Medicine, & Urogenital Reconstruction (SUFU) Research Foundation Resident
Preceptorship 2013 — August 2013, Chicago, IL

8th Annual National Urology Resident Preceptorship (NURP) in Adult and Pediatric Reconstructive and Prosthetic Urologic
Surgery - September 2013, Cleveland Clinic, OH



Society of Urologic Prosthetic Surgeons (SUPS) Resident Surgical Lab — November 2013 - New Orleans, LA
Southeast Section of the American Urological Assaciation Robotics Course — January 2015, Celebration, FL

Meetings Attended:
American Urological Association Annual Meeting - New Orleans, LA, May 2015

Southeastern Section of the American Urological Association (SESAUA), 78" Annual Meeting - Hollywood, FL, March 2014
Sexual Medicine Society of North America, Annual Fall Scientific Meeting - New Orleans, LA, November 2013

World Congress of Endourology, 31* Annual - New Orleans, LA, October 2013

American Urological Association Annual Meeting — San Diego, CA, May 2013

Southeastern Section of the American Urological Association (SESAUA), 77" Annual Meeting - Williamsburg, VA, March 2013

Southeastern Section of the American Urological Association (SESAUA), 75" Annual Meeting - New Orleans, LA, March 2011

Current Projects
e Quality Improvement Project — Improvement in timely surgical care within the Veterans Adminstration of New Orleans

(VANO)
e Improving treatments of renal transplant surgical complications
e Characterizing surgical training improvements in regards to laparoscopic and robotic training
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Board of Directors
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Situation

The delivery of health care is more complex and complicated today than it
was when the Tri-City Healthcare District (TCHD) was founded in 1961. In
addition to changes in care delivery such as evidence-based practice, acute care
hospitals are discharging patients sooner than in days past to skilled nursing
facilities, rehabilitation facilities and home (i.e. “sicker and quicker”). This
coupled with the current regulatory requirements and an ever-changing
reimbursement landscape has necessitated an evaluation of the current processes
and practices of the TCHD Board of Directors.

Background

Each TCHD Director devotes approximately 50 hours per month to the work
of the District while TCHD staff spend approximately 90 hours per month on
Board activities (e.g. Board committees). The work of the Board of Directors
occurs on paper. Approximately 34 reams (at 500 sheets per ream) of paper are
used each month. Distribution of Board materials is via United States Postal
Service, Federal Express and courier. The TCHD Medical Executive Committee
currently utilizes an electronic format for the dissemination of information. With
this in mind, the TCHD Board of Directors has created an Ad Hoc technology
committee.

Assessment

Technology Survey.” A technology assessment tool was developed by the Ad Hoc
committee and distributed to Directors, TCHD staff and community and physician
committee members. The information was used to determine the what devices
were being used and individual comfort levels with technology including desktop
computers and handheld devices."

Devices

Computers. The majority of respondents used either/or a desktop computer
(47%) or a laptop computer (45%), with 8% familiar with netbooks. Windows was

" Many respondents are familiar with and utilize multiple devices and operating systems

" Charts in Appendix One



the predominate operating system (OS) on desktop, laptop, and netbook computers
with a few respondents utilizing Mac OS on desktop and/or laptop computers.

Phones. The majority of respondents (93%) have smart phones versus 7%
who use flip (clamshell) phones. The majority of respondents (64%) have iPhones
while 28% have Android and 8% have another or unknown OS.

Tablets. The majority of respondents utilize iPads (57%) with 13% each
using Android and Windows OS and 17% using Amazon Kindle.

Applications and Device Use

The majority of respondents rated themselves as proficient in Microsoft
Word, Excel, PowerPoint and Outlook. Phones and tablets were used for: phone
calls, text/instant messaging/Skype, email, calendar, camera, eReader (e.g. Kindle),
media (e.g. YouTube), social media such as Facebook, and web surfing.

Platforms

The committee evaluated 3 platforms: Board Effect (both from the Vendor
and via the Governance Institute), Diligent, and BoardMax.

BOARD EFFECT
VENDOR BOARD EFFECT GOVERNANCE DILIGENT BoardMax
INSTITUTE
WEB SITE http://www.boardeffect.com/ ----- diligent.com | Boardvantage.com
ANNUAL COST $8750. 00’ $13,900.00 $33,600 $4000.00
Up to 80 users Unlimited users Unlimited users
Unlimited storage Unlimited
Can have trial with 30 day opt- conference
out passes
Access to
online
education
ACCESS Web-based portal Web-based Web-based portal
portal
APPS i0S, Android i0S, Android i0S, Android,
Surface
CYBERSECURITY Data encrypted at rest and in transit. Data Data encrypted at
Three levels of data protection encrypted at | rest andin transit.
Data Recovery rest and in Three levels of data

" The District’s current membership is $21,275. The additional $13,900 upgrades our membership to
enhanced membership.
* On-site training is $2000/day

10



Role based permissions transit. protection
Three levels Data Recovery
of data Role based
protection permissions
Data
Recovery
Role based
permissions
REGULATORY COMPLIANCE HIPAA compliant HIPAA HIPAA compliant
HITECH compliant compliant HITECH compliant
HITECH
compliant
TECH SUPPORT Board Effect’ Diligent BoardMax
COMPONENTS/FEATURES Meeting Cycle: Online board books (workbooks and | Same as Same as Board

(standard across platforms)

workrooms); Scheduling; Approvals; Tasks; Archives.

Annual Cycle: Surveys; Board Policy Handbooks;
New Member Orientation Tools.

Development Cycle: Ad hoc groups; collaboration
tools; board education; profiles

Board Effect

Effect

" The Governance Institute forwards tech support requests to Board Effect

1



Devices (prices are Manufacturer’s Suggested Retail Price for off the shelf

devices)

SPECS iPad Pro Samsung Galaxy Tab A HP ElitePad 1000G2 Tablet

Cost From $599.00 $299.99 $1009.00

Operating System i0S 9 Android Windows 10 Pro 64

Main Display Size 9.7"/12.9" 9.7"” 10.1”

Weight 0.96 pounds 0.99 pounds Starting at 1.5 pounds

Battery 27.5 watt/hour lithium 6000mAh Li-lon 2-cell, long life 20 WHr Li-
polymer lon polymer

RAM 2 GB/4GB 1.5GB 4GB

ROM 32 GB, 128 GB, 256 GB 16 GB 128 GB eMMMC SSD

External Memory No Up to 128 GB 1 microSDXC

Wi-Fi Yes Yes Yes

Bluetooth Yes Yes Yes

Processor A9X chip with 64 bit 1.2 GHz Quad Core, Intel Atom Z3795 (1.6 GHz,
architecture, M9 Qualcomm APQ 8016 up to 2.39 Hz using Intel
coprocessor Burst Technology, 2 MB

caches, 4 cores)

Camera Yes Yes Yes

Audio Yes Yes Yes

Video Yes Yes Yes

Applications/Software,
Installed

Siri, Photos, Messages, Face
Time, Mail, Music, Safari,
Maps, Calendar, iTunes
Store, App Store, Notes,
Contacts, iBooks, Game
Center, Reminders, Clock,
Videos, Photo Booth,
Podcasts, News, Find my
iPhone, Find My Friends,
iCloud Drive. MS Word,
Excel, and Powerpoint are
free at the Apple App Store.

Google: Chrome, Drive,
Gmail, Google, Settings,
Google+, Hangouts, Maps,
Photos, Play Books, Play
Games, Play Movies & TV,
Play Music, Play Newstand,
Play Store, Voice Search,
YouTube; MS Office: Word,
Excel, PowerPoint, One
Note, Cloud Drive, Skype;
Hancom Office Viewer,
Milk, Netflix, ScreenSaver,
SideSync 3.0, Smart
Manager

Buy Office; PDF Complete
Corporate Edition; HP
Mobile Connect; HP
Wireless Hotspot {(models
with WLAN); HP ePrint; HP
Manageability; HP Pagelift;
HP Support Assistant; HP
SoftPaq Download
Manager, Kindle; Box

Free Apps

Pages, Numbers, Keynote,
iMovie, GarageBand, iTunes
U, Apple Store, Trailers,
Remote, Music Memos

MS Office with One Drive
(free for 2 years)

Computer Sync, Windows

Windows 7 or later

Computer Sync, Mac

0S X v10.8.5 or later

12



Recommendations

The committee has reviewed the three portals, with BoardEffect and Diligent
being presented to the entire board and C-Suite. The committee has the following
recommendations:

These portals were developed to bring together boards that are
geographically separated. Per state law, Directors of a Healthcare District Board
are required to reside within the boundaries of the District. Teleconferencing is
permissible for meetings that are within the subject matter jurisdiction of the
District (Calif. Gov. Code 54953(b)(2) and has been used when a board member
has been outside the district during a meeting.

These portals have many features, one of which is the ability to annotate
documents within the portal. This could be problematic for a government entity,
such as a healthcare district, in that the portal copy is the copy of record.

These portals also require an annual subscription fee, ranging from
approximately $4000 annually (Board Max) to over $30,000 annually (Diligent),
with additional one-time and/or enhanced feature costs.

With these aspects in mind, the committee looked at the capabilities of the
Tri-City Healthcare District (TCHD) website. After discussions with the Director
of IT, the Board Executive Assistant and others, the Committee recommends that a
Board Only portal be developed for the web site. This portal would contain
documents the Board currently receives on paper in a format that cannot be
annotated. If a Director wishes to make notes, the document can be downloaded
onto a device of the Director’s choosing or printed by the Director. Community
members of board committees would receive their materials electronically via
email. However, because not everyone is familiar or comfortable with technology,
Directors and community committee members may elect to receive their materials
on paper. The committee recommends that closed session items remain on paper.

With regard to devices, the committee recommends that the Board only be
offered a District issued iPad Pro, with Microsoft Word, Excel, PowerPoint as well
as Apple’s GoodReader app installed (which will allow annotation of PDF
documents). Other committee members (e.g. community members) can use a
smartphone or tablet to access relevant material. TCHD staff should use the
method that is most effective for them.

13



The committee also recommends that this ad hoc committee remain an ad
hoc committee that meets at least once a year and more often on an as needed
basis. The committee also recommends that the chair of this committee (or
designee), the Board Executive Assistant and the Director of Information
Technology be designated as System Administrators. The system administrators
will develop/adapt from existing policies and procedures for use of both the portal
and District issued devices.

14



APPENDIX ONE

Computer Survey Results

COMPUTERS
Computers Types

m Desktop
Laptop

| Netbook

PC vs Mac

| Windows

» Mac
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Windows OS

Mac OS

B Desktop
W Laptop
Nethook

Desktop
B Laptop

B Netbook
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C

PHONES AND TABLETS

Phone Style

Phone OS

10

B Flip Phone

B Smart Phone

@ Android
iPhone

W Other
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Tablet OS

11

= Android
iPad
Windows

Kindle
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(Q))Trl -City
Medlcal Center
TRI-CITY MEDICAL CENTER

MEDICAL STAFF INITIAL CREDENTIALS REPORT
March 08, 2017

Attachment A

INITIAL APPOINTMENTS (Effective Dates: 3/31/2017-2/28/2019)

Any items of concern will be “red” flagged in this report. Verification of licensure, specific training, patient
care experience, interpersonal and communication skills, professionalism, current competence relating to
medical knowledge, has been verified and evaluated on all applicants recommended for initial appointment to
the medical staff. Based upon this information, the following physicians have met the basic requirements of
staff and are therefore recommended for appointment effective 3/31/2017 through 2/28/2019:

BLAKE, Patrick M.D./Dermatolo MedDerm Associates

JACOBS, Karl M.D. / Psychiatry (UCSD)

ONAITIS, Mark M.D./Cardiothoracic Surge CSD
QUAN, Maria M.D./OB/GYN (Vista Community Clinic)
ROCHELLE, Michelle M.D./Radiology (San Diego Imaging)

19



( Tri-City

Medncal Center
TRI-CITY MEDICAL CENTER

MEDICAL STAFF CREDENTIALS REPORT - 1 of 3
March 8, 2017

Attachment B
BIENNIAL REAPPOINTMENTS: (Effective Dates 4/01/2017 -3/31/2019)

Any items of concern will be “red” flagged in this report. The following application was recommended for
reappointment to the medical staff office effective 4/01/2017 through 3/31/2019, based upon
practitioner specific and comparative data profiles and reports demonstrating ongoing monitoring and
evaluation, activities reflecting level of professionalism, delivery of compassionate patient care, medical
knowledge based upon outcomes, interpersonal and communications skills, use of system resources,
participation in activities to improve care, blood utilization, medical records review, department specific
monitoring activities, health status and relevant results of clinical performance:

o ANDRADE, Kristine, MD/Teleradiology/Provisional

o FREDERIKSEN, Rvan, MD/Teleradiology/Provisional

o FURUBAYASHL, Jill, MD/Teleradiology/Provisional

e GOELITZ Brian, MD/Interventional Radiologv/Active

e GREIDER, Bradley, MD/Ophthalmology/Active

s HELMY, Marwah, MD/Teleradiology/Associate

e HELTON, Derek, MD/Oncology/Active

e MUHTASEB, Talal, MD/Obstetrics & Gynecology/Active
e NEWMAN, Jeffrey, MD/Family Medicine/Active

e PARDO, Patricia, MD/Anesthesiology/Courtesy

e POUNTNEY LEVESQUE, Marlene, MD/Obstetrics & Gynecology/Active
o SAHAGIAN, Gregory, MD/Neurology/Active

o SERDAREVIC, Hanna, MD/Anesthesiology/Provisional

e SHAFQAT, Jon, DDS/Oral & Maxillofacial Surgery/Associate

e SMITH, Mark, MD/Ophthalmologyv/Active

e SMITH, Richard, MD/Infection Disease /Active
e SMITH, Ryan, DO/Emergency Medicine/Active

Page 1 of 2
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(Q))Trl -City
Medlcal Center
TRI-CITY MEDICAL CENTER

MEDICAL STAFF CREDENTIALS REPORT - 1 of 3
March 8, 2017

Attachment B

RESIGNATIONS: (Effective date 3/31/2017 unless otherwise noted)
Automatic:

e BIELAWSKI, Anthony MD/Emergency Medicine

Voluntary:

e BLUMENFELD, Andrew MD/Neurology

CORRECTIONS:

BIENNIAL REAPPOINTMENTS: (Effective Dates 02/01/2017 -01/31/2019)

The following application was recommended for reappointment to the medical staff office effective
02/01/2017 through 1/31/19:

e SHIMIZU, Kenneth, MD /Radiation Oncology/Active

BIENNIAL REAPPOINTMENTS: (Effective Dates 03/01/2017 -02/28/2019)

The following application was recommended for reappointment to the medical staff office effective
03/01/2017 through 02/28/19:

e BARAGER, Richard MD /Nephrology/Active
o KURIYAMA, Steve MD /Infectious Diseases/Consulting

Page 2 of 2

21



MEDICAL STAFF CREDENTIALS REPORT - Part 3 of 3

C)Tn -City
Medlcal Center

TRI-CITY MEDICAL CENTER

March 8, 2017

Attachment C

PROCTORING RECOMMENDATIONS (Effective 3/31/17, unless otherwise specified)

ELLINI, Ahmed M.D.

GUPTA, Anshu M.D.

GUTHRIE, Carlie M.D.

JUREWITZ, William M.D.
MAYBERRY, Jennifer M.D.

MITCHELL, Charles M.D.

PENRY, Jackson M.D.

SHOWAH, Henry M.D.

Pediatrics

Plastic Surgery
Anesthesiology
OB/GYN
Radiology
Radiology
Radiology

Family Medicine
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(W)Trl -City
Medlcal Center

TRI-CITY MEDICAL CENTER

MEDICAL STAFF CREDENTIALS REPORT - Part 2 of 3
March 8, 2017

Attachment B

-R T ELAT TATU DIFICAT
1VI L DC

AU TIC EXPIRATI F PRIVILE

The following practitioners were given 6 months from the last reappointment date to complete
their outstanding proctoring. These practitioners failed to meet the proposed deadline and
therefore the listed privileges will automatically expire as of 3/31/2017.

e PERRIZO, Nathan DO/Active Pain Medicine
e ZUPANCIC, Michael MD/Active Neurology

ADDITIONAL PRIVILEGE REQUEST (Effective 3/31/2017, unless otherwise specified)

The following practitioners requested the following privileges

e BEN-HAIM, M.D. Surgery/Neurosurge

o RAYAN, Sunil MD/Consulting General/Vascular Surgery
e SHOWAH, Henry M.D. Emergency Medicine

e WHITNEY, Janet D.O. Family Practice

VOLUNTARY RELINQUISHMENT OF PRIVILEGES (Effective 3/31/2017, unless
otherwise specified)

None
S ST
) CHABAILA, James V. MD

e GOODING, Isaac MD
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Tri-City Medical Center

Delineation of Privileges
Anesthesiology 6/14

Provider Name:
Request Privilege Action

MSO Use
Only

Anesthesiology

CRITERIA FOR OBTAINING PRIVILEGES: As part of the Department’s goal to ensure that its physicians meet
high standards of clinical quality, the Department has determined that Board Certification is an important
indicator of quality. Therefore, the Department of Anesthesiology consists of physicians who are at all times
and remain Board Certified by the American Board of Anesthesiology (ABA), or are a candidate in the ABA
examination system,Board Eligible as determined by the American Board of Anesthesiology. Physicians who
make an initial application to join the Department after January 1, 2013, must become Board certified within
five (5) years of joining the Department. Department members with time-limited certificates must participate
in the ABA’s Maintenance of Certification in Anesthesiology (MOCA) program in order to maintain their
certification. For those members who have non-time limited certificates, the Department recommends
participation in the MOCA program.

SITES:
All privileges may be performed at 4002 Vista Way, Oceanside, CA 92056.
Privileges annotated with (F) may be performed at 3925 Waring Road, Suite C, Oceanside CA 92056.

COGNITIVE PRIVILEGES
—_ Consultation including via telemedicine (F)
- Evaluate and treat patients with anesthesia related problems ez
J— Perform history and physical examination, including via telemedicine (F) S
CORE PROCEDURAL PRIVILEGES
- General Anesthesia
Initial: Training
Proctoring: Three (3) cases need to be proctored
Reappointment: Twenty (20) cases required per two year reappointment cycle
- Regional Anesthesia (Epidural, Spinal) -
Initial: Training
Proctoring: Two (2) cases need to be proctored
Reappointment: Five (5) cases required per two year reappointment cycle
N Invasive Monitoring (Includes: Arterial line, Central line, Midline, and Pulmonary Artery catheters) I

Initial: Training
Reappointment: Five (5) cases required per two year reappointment cycle.

SPECIAL PROCEDURES

— Cardiac Anesthesia
Initial: Cardiac anesthesia privileges are considered for applicants who fall under one of the following two
categories:
Category 1:
Successful completion of cardiac anesthesia fellowship OR completion of six-months of focused cardiac
anesthesia training during third year of residency OR documentation of current activity managing
cardiopulmonary bypass cases.
Category 2:
Completion of approved anesthesia residency training program that included three (3) months of cardiac
anesthesia with additional proctoring: 1) Five (5) cases will be proctored via direct observation; and 2)

Page 1 Printed on Mgnday, February 27, 201 7Fhursday—February23;
2047



Tri-City Medical Center

Delineation of Privileges
Anesthesiology 6/14

Provider Name:
Request Privilege Action

MSO Use
Only

Twenty-five (25) prospectively reviewed cases where the plan for anesthesia is discussed with an eligible
proctor and the proctor reviews the case retrospectively.

N Transesophageal Echocardiography (TEE) —
Initial:
1. Cardiac fellowship training, or
2. Documentation of recent training program where TEE was part of training, or
3. Six (6) months Cardiac Anesthesia during residency
Proctoring: Three (3) cases
Reappointment: Ten (10) cases required per two year reappointment cycle

I Coronary sinus catheter placement —
Initial: Successful completion of all privileging criteria for Cardiac Anesthesia (Category 1 or 2) and

Transesophageal Echocardiography
Proctoring: Two (2) cases

—_ PAIN MANAGEMENT CORE PRIVILEGES - Per Medical Staff "Criteria for Pain Management Privileges” Policy —
8710-541
By selecting this privilege, you are requesting the core privileges listed immediately below. If you do not want
any of the core privileges below, strikethrough and initial the privilege(s) you do not want.
Admit Patients

Chemo-Denervation (i.e. Stellate Ganglion block, peripheral nerve block, Botox injections, Intra-muscular
phenol injections)

Epidural procedures (i.e. Translaminar and transforaminal epidural injections (cervical, thoracic, lumbar),
and epidural blood patch)

Joint Injections (i.e. Facets, SI joint)
Sympathetic Blocks

PAIN MANAGEMENT SPECIAL PROCEDURES - Per Medical Staff "Criteria for Pain Management Privileges"
Policy 8710-541

N Discograms

P Radiofrequency Thermocoagulation Lesion Ablation (RFTC) —

_ Intradiscal Electrothermal Annuloplasty

S Implantables (i.e. intrathecal or epidural infusion pumps with tunneled catheter, spinal cord stimulator) —

P Cranial nerve blocks - All types
OTHER PRIVILEGES

- Fluoroscopy in accordance with hospital policy —

(Refer to Medical Staff Policy #528 and 528A)

Print Applicant Name

Page 2 Printed on Monday, February 27, 2017Fhursday-Febraary23-
2047
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Tri-City Medical Center

Delineation of Privileges
Anesthesiology 6/14

Provider Name:

Request Privilege Action
MSO Use
Only
Applicant Signature
Date
Division/Department Signature
Date
Page 3

Printed on Monday, February 27, 2017Fhursday—Febraary23;
2017
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Human Resources Committee
(No meeting held in
March, 2017)
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Employee Fiduciary Subcommittee
(No meeting held in
March, 2017)
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ED HEALTH CARE

FOR Y@U

FINANCE, OPERATIONS & PLANNING COMMITTEE
DATE OF MEETING: March 21, 2017
Cerner Meaningful Use {MU3) Proposal

Type of Agreement Medical Directors Panel X | Other: Service
Renewal - Renewal — Same
Status of Agreement X | New Agreement New Rates Rates
Vendor’s Name: Cerner
Area of Service: Compliance / Quality / IT
Term of Agreement: Fixed Fee: The total professional services will be a one-time fee

Project kickoff: May/June; July 2017 payment.
Maximum Totals:

Total Cost
$297,000

Description of Services/Supplies:

e Value: Supports Quality Patient Care. Regulatory Compliance related. Meaningful Use/MU is a requirement of
the ACA for all hospitals. This allows us to report regulatory compliance that ties to direct patient care. MU
supports other requirements, data reporting for Stroke Certification and Diabetic Certification.

¢ Whatis MU Stage 37: EHR Incentive Program/Measurements that requires the reporting of key Objective
metrics. Such as Clinical Decision Support, Protect electronic protected health information, patient care related
computerized provider order entry to list a few. The American Recovery and Reinvestment Act of 2009
authorizes the Centers for Medicare & Medicaid Services (CMS) to provide incentive payments to eligible
professionals (EPs) and hospitals who adopt, implement, upgrade, or demonstrate meaningful use of certified
electronic health record {EHR) technology.

o History: MU has already included Stage 1 and Stage 2 completion. MU3 addresses functional reporting for key
Objectives such as ePrescribe, Electronic Access to health info, Secure Messaging, HIE/Data Exchange, and Base
EHR data elements, and ensures that we will meet 2018 compliance requirements.

e Technical: Software upgrade for Cerner for MU3; three month upgrade and 4 month implementation in order
to report regulatory required data.

e TCMCrisks penalties and reduced reimbursement and reduced competitive market edge, if compliance is not

met.
Document Submitted to Legal: X Yes No
Approved by Chief Compliance Officer: X Yes No
Is Agreement a Regulatory Requirement: X Yes No
Budgeted Item: Yes X No

Person responsible for oversight of agreement: Terry Moede, Project Lead, IT / Kapua Conley, Chief Operating Officer

Motion:

I move that Finance Operations and Planning Committee recommend that TCHD Board of Directors authorize the

J agreement with Cerner for the required Meaningful Use project, beginning, May/June, 2017 for a one-time fixed fee,
\_total cost of $297,000.
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ADVANCED HEALTH CARE

Tri-City Medical Center

AMENDED
FINANCE, OPERATIONS & PLANNING COMMITTEE
DATE OF MEETING: March 21, 2017
IN MOTION, INC. PROPOSAL

Type of Agreement Medical Directors Panel Other:

Status of Agreement New Agreement X zeerx\g::; izssswal ~Same
Vendor’s Name: in Motion, Inc.
Area of Service: Marketing, Communications and Public Affairs
Term of Agreement: 3 events, one each to be held in January of 2018, 2019 and 2020

(Actual dates of event undetermined, but will be in January of each year)
Maximum Totals:

Annual Cost Total Term Cost

$150,000 $450,000

Description of Services/Supplies:

e TCMC will be featured as the Title Sponsor of the 2018, 2019, 2020 Carlsbad Marathon and Half
Marathon in Carlsbad, CA.

Document Submitted to Legal: Yes X No
Approved by Chief Compliance Officer: X Yes No
Is Agreement a Regulatory Requirement: Yes X No
Budgeted ltem: X Yes No

Person responsible for oversight of agreement: David Bennett, Chief Marketing Officer
Motion:

| move that Finance Operations and Planning Committee recommend that TCHD Board of Directors
authorize the agreement with In Motion, Inc. for 3 events, one each to be held in January of 2018, 2019
and 2020, for an annual cost of $150,000, and a total cost for the term of $450,000.
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) HEALTH CARE

' YOU

( FINANCE, OPERATIONS & PLANNING COMMITTEE
DATE OF MEETING: March 21, 2017
PHYSICIAN AGREEMENT for Covering Physician for Inpatient Wound Care

Type of Agreement X | Medical Directors Panel Other:
Renewal — Renewal —Same

Status of Agreement X | New Agreement New Rates Rates
Physician’s Name: Henry Showah, M.D.
Area of Service: Inpatient Wound Care
Term of Agreement: 12 months, Beginning, March 1, 2017- Ending February 28, 2018
Maximum Totals: Within Hourly and/or Annualized Fair Market Value: YES

No increase in expense
Rate/Hour Hours per | Hours per Cost for this Annual 12 month
Month Year Contract Cost (Term) Cost
$150 2 hours 24 hours $3,600 $3,600 $3,600

Position Responsibilities:

e Provide supervision for inpatient wound care

e Provide staff education to improve outcome of care

e Resolve conflicts that are intra-departmental or inter-departmental in nature to ensure or improve
timeliness of patient treatment and intervention

e Participate in Quality Assurance and Performance Improvement activities

e Timely communication with primary care physicians

e Documentation: Full and timely documentation for all patients. Comply with all legal regulatory,
accreditation, Medical Staff and billing criteria, including applying

e Medicare guidelines, including, Title 1X for admission and discharge decisions

e Utilization Review, Quality Improvement: Actively participate in hospital and Medical Staff's
utilization review, quality, performance improvement and risk programs

Board Approved Physician Contract Template: | X Yes No
Approved by Chief Compliance Officer: X Yes No
Is Agreement a Regulatory Requirement: X Yes No
Budgeted Item: X Yes No

Person responsible for oversight of agreement: Sharon Schultz R.N., Chief Nurse Executive / Sr. VP

Motion: | move that Finance Operations and Planning Committee recommend that TCHD Board of
Directors authorize Dr. Henry Showah as the Coverage Physician from March 1, 2017 for a term of 12

months, ending February 28, 2018. Not to exceed an average of 2 hours a month, at an hourly rate of
$150 for a total cost for the term of $3,600.
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D HEALTH CARE

FOR Y@U

FINANCE, OPERATIONS & PLANNING COMMITTEE
DATE OF MEETING: March 21, 2017
PHYSICIAN AGREEMENT for Covering Physician at the Carlsbad Wound Care/HBO Center

Type of Agreement X | Medical Directors Panel Other:
Renewal — Renewal — Same
Status of Agreement X | New Agreement New Rates Rates
Physician’s Name: Henry Showah, M.D.
Area of Service: Wound Care / HBO - Carlsbad
Term of Agreement: 12 months, Beginning, March 1, 2017- Ending February 28, 2018
Maximum Totals: Within Hourly and/or Annualized Fair Market Value: YES
No increase in expense
Rate/Hour Hours per | Hours per | Cost for this Annual 12 month
Month Year Contract Cost (Term) Cost
$150 6 hours 72 hours $10,800 $10,800 $10,800

Position Responsibilities:

e Provide supervision for the clinical operation of the Wound Care and HBO Programs in Carlsbad.

e Provide staff education to improve outcome of care.

o Resolve conflicts that are intra-departmental or inter-departmental in nature to ensure or
improve timeliness of patient treatment and intervention.

e Ensure that services provided are in compliance with regulatory standards.

e Participate in Quality Assurance and Performance Improvement activities.

e Timely communication with primary care physicians and/or other community health resources.

e Documentation: Full and timely documentation for all patients. Comply with all legal regulatory,
accreditation, Medical Staff and billing criteria, including applying Medicare guidelines,
including, Title 1X for admission and discharge decisions.

e Utilization Review, Quality Improvement: Actively participate in hospital and Medical Staff
utilization review, quality, performance improvement and risk programs.

Board Approved Physician Contract Template: | X Yes No
Approved by Chief Compliance Officer: X Yes No
Is Agreement a Regulatory Requirement: X Yes No
Budgeted Item: X Yes No

Person responsible for oversight of agreement: Sharon Schultz, R.N., Chief Nurse Executive / Sr. VP

Motion: | move that Finance Operations and Planning Committee recommend that TCHD Board of
Directors authorize Dr. Henry Showah as the Coverage Physician from March 1, 2017 for a term of 12

months, ending February 28, 2018. Not to exceed an average of 6 hours a month, at an hourly rate of
$150 for a total cost for the term of $10,800.
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) HEALTH CARE

FOR Y@U

( FINANCE, OPERATIONS & PLANNING COMMITTEE
4 DATE OF MEETING: March 21, 2017
Proposal for Sub-Lease of the 501 W. Vista Way Suite

'L
Type of Agreement Medical Directors Panel X Other: Lease
Agreement
Status of Agreement X | New Agreement Renewal - fensival =Sgine

8 8 New Rates Rates
Vendor’'s Name: Achieve Transcranial Magnetic Stimulation (TMS)
Area of Service: Outpatient Behavioral Health
Term of Agreement: 60 months, Beginning, April 1, 2017 — Ending, March 31, 2022
Maximum Totals:

Monthly Charge to

Achieve TMS Annual Amount Total Term Amount
$800
0 968
(With 3% annual increase) 29,600 = »50,

Description of Services/Supplies:

e Currently leasing the 501 W. Vista Way suite, for Outpatient Behavioral Health staff offices. No
patient care conducted in the 501 suite.

e Approached by Dr. Manish Sheth, Achieve TMS, regarding sharing our space and using common
areas plus two offices in the 501 suite.

e Proposal allows us to cover half the 501 suite rent by sharing half our space (562 sq. ft.) and

charging the same amount charged by our landlord. Agreement permits cancellation of lease with
30 day notice.

e Positives associated with this move are the close provision of Transcranial Magnetic Stimulation
(TMS) Treatment, expanding treatment options for our Behavioral Health patients. TMS is currently
provided by many hospitals and many patients ask for this treatment modality.

Board Approved Contract Template: X Yes No
Approved by Chief Compliance Officer: X Yes No
Is Agreement a Regulatory Requirement: Yes X No
Budgeted item: N/A| Yes |N/A No

Person responsible for oversight of agreement: Sarah Jayyousi, Operations Manager, Outpatient
Behavioral Health Services / Sharon Schultz, Chief Nurse Executive

Motion:
{ I move that Finance Operations and Planning Committee recommend that TCHD Board of Directors

authorize the lease agreement with Achieve TMS for a term of 60 months, beginning, April 1, 2017 and

ending, March 31, 2022 for an annual rent received of $9,600 (plus 3% annual increase), for a total amount
for the term of $50,968.
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) HEALTH CARE

FOR Y@U

FINANCE, OPERATIONS & PLANNING COMMITTEE
DATE OF MEETING: March 21, 2017
PHYSICIAN AGREEMENT for ED ON-CALL COVERAGE —~ ENT

Type of Agreement Medical Directors X | Panel Other:
Renewal — Renewal — Same
Status of Agreement X | New Agreement New Rates Rates

Physician’s Name:
Area of Service:
Term of Agreement:

Maximum Totals:

Anton Kushnaryov, M.D.

Emergency Department On-Call: ENT

15 months, Beginning, April 1, 2017 - Ending, June 30, 2018

Within Hourly and/or Annualized Fair Market Value: YES
For entire Current ED On-Call Area of Service Coverage: ENT
New physicians to existing panel, no increase in expense

Position Responsibilities:

Rate/Day Panel Days per Year | Panel Annual Cost
$450/Monday - Thursday 260 $117,000
S550/Friday - Sunday 196 $107,800

Total Term Cost: $224,800

e Provide 24/7 patient coverage for all ENT specialty services in accordance with Medical Staff Policy
#8710-520 (Emergency Room Call: Duties of the On-Call Physician)

e Complete related medical records in accordance with all Medical Staff, accreditation, and
regulatory requirements.

Document Submitted to Legal: Yes X *No
Approved by Chief Compliance Officer: X Yes No
Is Agreement a Regulatory Requirement: X Yes No
Budgeted ltem: X Yes No

*Approval is recommended based on utilizing the approved template. Legal review is not necessary when template is used.

Person responsible for oversight of agreement: Sherry Miller, Manager, Medical Staff Services / Kapua
Conley, Chief Operating Officer

Motion: | move that Finance Operations and Planning Committee recommend that TCHD Board of
Directors add Dr. Anton Kushnaryov to the currently existing ED On-Call Coverage Panel for ENT for a term
of 15 months, beginning April 1, 2017 and ending June 30, 2018.
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ADVANCED HEALTH CARE

FOR Y@U

2 ity Wedical enter

FINANCE, OPERATIONS & PLANNING COMMITTEE
DATE OF MEETING: March 21, 2017
PHYSICIAN AGREEMENT for ED ON-CALL COVERAGE - OB/GYN

Type of Agreement Medical Directors X | Panel Other:
Renewal — Renewal — Same
N
Status of Agreement X ew Agreement New Rates Rates

Physician’s Name: Raheleh Esfandiari M.D., Eimaneh Mostofian M.D. and

Marlene Pountney-Levesque M.D.

Area of Service: Emergency Department On-Call: OB/GYN

Term of Agreement: 15 months, Beginning, April 1, 2017 - Ending, June 30, 2018

Maximum Totals: Within Hourly and/or Annualized Fair Market Value: YES

Maximum Totals: For entire Current ED On-Call Area of Service Coverage: OB/GYN

New physicians to existing panel, no increase in expense

Rate/Day Current Panel Days | Current Panel Annual
per Year Cost
Weekday $800 317 $253,600
Weekend/holiday $1000 139 $139,000
Total Term Cost: $392,600

Position Responsibilities:

e Provide 24/7 patient coverage for all OB/GYN specialty services in accordance with Medical Staff
Policy #8710-520 (Emergency Room Call: Duties of the On-Call Physician)

¢ Complete related medical records in accordance with all Medical Staff, accreditation, and regulatory
requirements.

Document Submitted to Legal: Yes X *No
Approved by Chief Compliance Officer: X Yes No
Is Agreement a Regulatory Requirement: X Yes No
Budgeted Item: X Yes No

*Approval is recommended based on utilizing the approved template. Legal review is not necessary when template is used.

Person responsible for oversight of agreement: Sherry Miller, Manager, Medical Staff Services / Kapua
Conley, Chief Operating Officer

Motion: | move that Finance Operations and Planning Committee recommend that TCHD Board of Directors
add Drs. Raheleh Esfandiari, Eimaneh Mostofian and Marlene Pountney-Levesque to the currently existing

( ED On-Call Coverage Panel for OB/GYN for a term of 15 months, beginning April 1, 2017 and ending June 30,
L 2018.
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ADVANCED HEALTH CARE

Tri ity Medical Center

FINANCE, OPERATIONS & PLANNING COMMITTEE
DATE OF MEETING: March 21, 2017
PHYSICIAN AGREEMENT for ED ON-CALL COVERAGE - NEUROLOGY

Type of Agreement Medical Directors X | Panel Other:
Renewal — Renewal ~ Same
X
Status of Agreement New Agreement New Rates Rates
Physician’s Name: Andrew Blumenfeld, M.D.; Bilal Choudry, M.D.; Laura Desadier, M.D.;

Benjamin Frishberg, M.D.; Gary Gualberto, M.D.; Amy Nielsen, D.O.; Irene Oh,
M.D.; Remia Paduga, M.D.; Jay Rosenberg, M.D.; Mark Sadoff, M.D.; Gregory
Sahagian, M.D.; Jack Schim, M.D.; Anchi Wang, M.D.; Chunyang Tracy Wang,
M.D.; Michael Zupancic, M.D.

Area of Service: Emergency Department On-Call: Neurology
Term of Agreement: 12 months, Beginning, July 1, 2017 - Ending, June 30, 2018
Maximum Totals: Within Hourly and/or Annualized Fair Market Value: YES

For entire Current ED On-Call Area of Service Coverage:

Rate/Day Panel Days per Year | Panel Annual Cost

$740 365 $270,100

Position Responsibilities:

o Provide 24/7 patient coverage for all Neurology specialty services in accordance with Medical Staff
Policy #8710-520 (Emergency Room Call: Duties of the On-Call Physician)

e Complete related medical records in accordance with all Medical Staff, accreditation, and regulatory
requirements.

Document Submitted to Legal: Yes X *No
Approved by Chief Compliance Officer: X Yes No
Is Agreement a Regulatory Requirement: X Yes No
Budgeted Item: X Yes No

*Approval is recommended based on utilizing the approved template. Legal review is not necessary when template is used.

Person responsible for oversight of agreement: Sherry Miller, Manager, Medical Staff Services / Kapua
Conley, Chief Operating Officer

Motion:
I move that Finance Operations and Planning Committee recommend that TCHD Board of Directors
( authorize the above Neurology physicians as the Neurology ED-Call Coverage Physicians for a term of 12

months, beginning July 1, 2017 and ending June 30, 2018 at daily rate of $740, for an annual cost of
$270,100, for a total cost for the term of $270,100.
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ADVANCED HEeALTH cAR

Tri-City Medical Center of YOU

AMENDED
FINANCE, OPERATIONS & PLANNING COMMITTEE
DATE OF MEETING: March 21, 2017
PULSE OXIMETRY EQUIPMENT AND DISPOSABLES AGREEMENT
Type of Agreement Medical Directors Panel Other:
Renewal — Renewal — Same
Status of Agreement New Agreement New Rates X Rates
Vendor’s Name: Masimo Americas, Inc.
Area of Service: Nursing Services
Term of Agreement: 60 months, Beginning, April 1, 2017 — Ending, March 31, 2022
Maximum Totals:
Monthly Cost Annual Cost Total Term Cost
$32,059 $384,713 $1,923,565

Description of Services/Supplies:
e Disposable pulse oximetry probe pricing agreement with minimum purchase commitment of

$384,713 annually. Previous agreement was $500,000 per year

e Current annual spend in this category with this vendor is almost $600K, so there are no new or
additional costs to the District with this agreement

e  With this commitment, we will receive $778,699 in new and upgraded ICU bedside/nurses station
monitoring equipment, hand held pulse oximeter equipment, as well as installation and training

e The current ICU monitors are due for replacement

e Pricing of Masimo disposables will remain at our current GPO price schedule

Document Submitted to Legal: Yes X No
Approved by Chief Compliance Officer: X Yes No
Is Agreement a Regulatory Requirement: Yes X No
Budgeted Item: X Yes No

Person responsible for oversight of agreement: Tom Moore, Director, Purchasing / Ray Rivas, Acting Chief
Financial Officer

Motion:

I move that Finance Operations and Planning Committee recommend that TCHD Board of Directors
authorize the agreement with Masimo Americas, Inc. for pulse oximetry technology for a term of 60
months, beginning April 1, 2017 and ending March 31, 2022 for an annual cost of $384,713 and a total cost
for the term of $1,923,565.
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ADVANCED HEALTH CARE

@) TrijCit_y_Mgd_icaI Center

FINANCE, OPERATIONS & PLANNING COMMITTEE
DATE OF MEETING: March 21, 2017
Renewal of Blood Type and Screen Instruments, Consumables and Cerner Interface Proposal

Type of Agreement Medical Directors Panel X Oth‘er: Equipment &
Peripherals

Status of Agreement X | New Agreement Renewal — New Rates Renewal — Same Rates
Vendor’'s Name: Immucor, Inc.
Area of Service: Laboratory
Term of Agreement: 5 years, Beginning, March 1, 2017 - Ending, February 28, 2022
Maximum Totals:

Monthly Cost Annual Cost Total Term Cost
$9,578 $114,936 $574,680

Description of Services/Supplies:

e The Immucor Echo is an instrument that performs antibody type (ABO/Rh D), antibody screen, and blood
unit cross match on patient samples in our Laboratory Transfusion Medicine Department. Itis our
instrument of choice for blood unit transfusion services.

* This proposal includes the renewal of a 5 year instrument lease with 5 years of service on the instrument, 5
years of consumables, and Cerner interface and necessary hardware. Among the consumables are reagents,
quality control and calibration material.

e The agreement delivers two significant financial benefits and allows us to continue to use this tried and
proven technology. It reduces our current annual expenditure by $30,000 and holds the line on this reduced
pricing for the contract term of five years. **This equates to a savings total of $150,000 over the life of the

agreement.
Document Submitted to Legal: X Yes No
Approved by Chief Compliance Officer: X Yes No
Is Agreement a Regulatory Requirement: Yes X No
Budgeted Item: X Yes No

Person responsible for oversight of agreement: Tara Eagle, Operations Manager, Lab / Kapua Conley, Chief
Operating Officer

Motion:

I move that Finance Operations and Planning Committee recommend that TCHD Board of Directors authorize the
agreement with Immucor, Inc. for Echo Blood Type and Screen Instrument and Consumables for a term of 5 years,

beginning, March 1, 2017 and ending, February 28, 2022 for an annual cost of $114,936 and a total cost for the term
of $574,680.
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@) Tri-@',i’fy'\"e“'.ic‘?lI Center

—

FINANCE, OPERATIONS & PLANNING COMMITTEE
DATE OF MEETING: March 21, 2017
BHU/CSU COVERAGE PROPOSAL

Type of Agreement Medical Directors X | Panel Other:

Status of Agreement X | New Agreement Eir\:\?::tle; E::eeswal - Same
Vendor’'s Name: Regents of the University of California (UCSD)
Area of Service: IP Behavioral Health and Crisis Stabilization Units
Term of Agreement: 36 months, Beginning, April 1, 2017 — Ending, March 31, 2020
Maximum Totals:

Monthly Cost Annual Cost Total Term Cost
$103,215 $1,238,580 $3,715,740

Description of Services/Supplies:

e Manage psychiatric medical services on inpatient Behavioral Health Unit and Crisis Stabilization
Unit 24 hours a day, 7 days a week, 365 days a year.

e Provide Medical Director and 4 FTE positions

e UCSD is the sole community provider who is willing to provide these services.

Document Submitted to Legal: X Yes No
Approved by Chief Compliance Officer: * Yes No
Is Agreement a Regulatory Requirement: X Yes No
Budgeted ltem: X Yes No

*Pending review of FMV documentation

Person responsible for oversight of agreement: Wayne Knight, Chief Strategy Officer
Motion:

I move that Finance Operations and Planning Committee recommend that TCHD Board of Directors
authorize the agreement with the University of California San Diego Health System for medical directorship
and management of the Behavioral Health Unit and Crisis Stabilization Units for a term of 36 months,

beginning April 1, 2017 and ending March 31, 2020, for an annual cost of $1,238,215 and a total cost for
the term of $3,715,740.
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@?9 Tri-City Medical Center

ADVANCED HEALTH CARE

FOR Y@U

PROFESSIONAL AFFAIRS COMMITTEE
March 9%, 2017

CONTACT: Sharon Schuitz, CNE

Policies and Procedures

Reason

l

Recommendations

Patient Care Services Policies & Procedures

1. Alaris System Data Set Approval and CQI 3 year review,
Activitiez Procedure i pra)cl:tice change UG O DAL TG
2. Cardiac Wellness Center (On Campus .
Emergency Treatment Stegndardizch)i ) 2 yig ’ re;]new, Forward to BOD for approval
Procedure practice change
3. Care of the Newborn Standardized 2 year review, Forward to BOD for approval
Procedure practice change with revisions
4. Deceased Newborn Stillborn, Care of 3 year review, Forward to BOD for approval
Procedure practice change with revisions
5. Enteral Feeding Preparation, Storage, 3 year review,
Distribution, an% Adnelinistration Poligcy pra{:tice change R EENEIOIR B T Tahie L
6. Food Brought in from Outside the Hospital 3 year review,

Policy

practice change

Forward to BOD for approval

7. Food Expiration Dates Policy

3 year review,
practice change

Forward to BOD for approval

8.

Needle Aspiration Neonates Standardized
Procedure

2 year review,
practice change

Forward to BOD for approval

9.

Pertussis Nasopharyngeal (NP) Swab, Adult
Procedure

3 year review,
practice change

Forward to BOD for approval

10. Physicians Orders for Life Sustaining

Treatment (POLST) 393

3 year review,
practice change

Forward to BOD for approval

11.Rapid Response Team and Condition Help

Policy

3 year review,
practice change

Forward to BOD for approval

12. Stroke Code, Emergency Department

Procedure

3 year review,
practice change

Forward to BOD for approval
with revisions

13. Telephone Service for Patient Rooms Policy

3 year review,
practice change

Forward to BOD for approval

14. Therapeutic Hypothermia after Cardiac Arrest

Procedure

3 year review,
practice change

Forward to BOD for approval

15. Visiting Guidelines 301

3 year review

Forward to BOD for approval

Administrative Policies & Procedures

1.

Administrator On Call - 281

3 year review,
practice change

Forward to BOD for approval

Code Gray - Hostage Response Plan 283

3 year review,
practice change

Forward to BOD for approval
with revisions

Control for Locks and Keys 243

3 year review,
practice change

Forward to BOD for approval

Helicopters on District Policy 207

3 year review,
practice change

Forward to BOD for approval

Lost and Found Articles - 202

3 year review,
practice change

Forward to BOD for approval

slo sl N

Mandatory Reporting Requirements 236

practice change

Pulied for further review

Dama 1
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PROFESSIONAL AFFAIRS COMMITTEE
March 9", 2017

CONTACT: Sharon Schultz, CNE

Policies and Procedures l Reason | Recommendations
Unit Specific
Education
1. AHA & AWHONN Course Card Acceptance 3 year review,
Policy practice change Forward to BOD for approval

2. AHA Care and Decontamination of AHA
Equipment Policy

3 year review,
practice change

Forward to BOD for approval

3. AHA Continuing Education Statement Policy

3 year review,
practice change

Forward to BOD for approval

4. AHA Mission Statement & Goals Policy

3 year review,
practice change

Forward to BOD for approval

5. AHA Quality Assurance Program Policy

3 year review,
practice change

Forward to BOD for approval

6. AHA TC Course Card Management Policy

DELETE

Forward to BOD for approval

Copyright Policy

3 year review,
practice change

Forward to BOD for approval

Infection Control

1. Meningococcal Exposure IC 6.2

3 year review,
practice change

Forward to BOD for approval

2. Surveillance Program IC 2

1 year review,
practice change

Forward to BOD for approval
with revisions

3. Toy Cleaning IC 9.1

3 year review,
practice change

Forward to BOD for approval

NiCU

1. Blood Product Aliquot Syringes, Emergent
Preparation of

2 year review,
practice change

Forward to BOD for approval

2. Cardio-Respiratory Monitoring in the NICU

3 year review,
practice change

Forward to BOD for approval

3. Neonatal Abstinence Scoring

3 year review,
practice change

Forward to BOD for approval
with revisions

WNS

1. Infant Safety and Security

3 year review,
practice change

Forward to BOD for approval

Dama 2
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Distribution: Patient Care Services

PROCEDURE: ALARIS SYSTEM DATA SET APPROVAL AND CQI ACTIVITIES
Purpose: To outline the process for modification/approval of the Guardrails data set on infusion
| pumps and evaluation of CQI reports and data.
A. PROCEDURE
1. Modification of existing Data Set
a. Requests for data set revision by Registered Nurses (RNs):

i. Requests for data set revision may be submitted by any RN to the Clinical
Educator for their unit.

ii. The Clinical Educator shall determine if the change has merit and if a consensus
from the staff utilizing that data set profile approve of the change.

iii. If the change is still recommended, then the Clinical Educator shall forward the
request to the Alaris CQl Task Force.

iv. Changes shall be submitted to the Pharmacy & Therapeutics (P&T) Committee
and forwarded to Medical Executive Committee (MEC) for Medical Staff
approval.

V. Upon Medical Staff approval, changes shall be submitted to the Board of
Directors (BOD) for final approval.

b. Requests for data set revision by the Medical Staff: Requests for data set revision may

be submitted by any medical staff member to the Pharmacy Clinical SpecialistManager.
These requests shall be submitted to P&T Committee, MEC, and BOD for approval.

2. Fast-track Approval of Data Sets

a.

Fast-track approval of data set changes/edits may be granted by the Pharmacy Clinical
SpecialistManager if deemed necessary and in the best interest of patient safety. These
changes may be put into effect without delay, but must be submitted through the
standard approval process after fast-track approval.

3. CQl Data Review

a.

CQlI Data and Reports — Medical Staff: CQl data and reports shall be submitted to the
P&T Committee on a quarterly basis. Pertinent information, trends identified, and
recommended CQ! initiatives shall be summarized and reported to MEC.

CQl Data and Reports — Hospital Staff: A multi-disciplinary task force (Nursing,
Pharmacy, Process Improvement) shall have access to the CQI data and reports via the
Alaris CQI data software. Profile specific CQI initiatives shall be identified and
improvement tracked and trended. Reports to Nursing Professional Practice Council
(NPPC) shall occur on an ongoing basis (at least quarterly).

Practitioners for Each Profile shall be identified as CQ/ Champions to facilitate the
dissemination of progress made to the unit staff and the communication between the
NPPC and the end-users of the Alaris pump system.

Revision
Dates

Clinical
Policles &
Procedures

Nurse
Executive
Council

Medical Staff
Department or
Division

Pharmacy &
Therapeutics
Committee

Medical
Executive
Committee

Professional
Affairs
Committee

Board of
Directors

06/08, 11/16

10/05; 12/00;

04/11, 12116

04/11, 01117

n/a

02/17

05/11, n/a

06/11, 03/17

06/11
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‘C‘) Tri-City Medical Center

Oceanside, California

STANDARDIZED-PROCEDURES-MANUALPATIENT CARE SERVICES

STANDARDIZED PROCEDURE: CARDIAC WELLNESS CENTER (ON CAMPUS) EMERGENCY

POLICY:

A.

TREATMENT

Function: Safe and standardized management of unexpected cardiovascular events or exercise
related changes in cardiovascular status including, but not limited to, acute angina or change in
anginal pattern, stable angina, chest wall/incisional/musculoskeletal pain, cardiac dysrhythmias,
hypotensive/syncopal episodes, and acute dyspnea.

B. Circumstances:

1. Setting: Cardiac Rehabilitation service area (on campus), Tri-City Medical Center

2. Supervision: RN; upon arrival of a physician, nursing staff shall follow physician orders
instead of standardized procedure.

3. Patient contraindications — Patients with written orders to the contrary of the
Standardized Procedure. Patients with Special Considerations:

i. No Code — A no-code is synonymous with “no resuscitation” or “do not
resuscitate”.
C. Definitions:

1. Acute angina: Pain, pressure, heaviness, burning sensation, indigestion. May be felt in
center of chest, arms, neck, jaw, and shoulders. Other symptoms may include
weakness, shortness of breath, diaphoresis, nausea vomiting (1 or more symptoms may
be present.)

2. Change in Anginal pattern: Change in frequency, duration, and pattern of angina.

3. Stable Angina: Angina symptoms are relieved with rest or nitroglycerin.

4, Chest wall/incisional/musculoskeletal pain: Atypical pain associated with movement,
stretching, straining, coughing, and palpable tenderness.

5. Cardiac Dysrythmias: Any rhythm other than sinus rhythm that requires immediate
intervention due to life threatening potential or that results in the patient becoming
symptomatic (compromised).

6. Hypotensive/syncopal episodes: Any decrease in blood pressure of 30 - 40 mmHg or
more from pre-exercise levels or less than 80 mmHg systolic associated with symptoms.

D. Data Base:

1. Subjective: Patient complaints including, but not limited to, pain, pressure heaviness,
burning sensation, indigestion felt in center of chest, arms, neck, jaw, shoulders. Other
symptoms may include weakness, shortness of breath, nausea, dizziness, light-
headedness, and confusion.

2. Obijective: Cardiac rate and rhythm disturbances, decreased level of responsiveness,
hypotension, labored respiration, oxygen saturation less than 92%, diaphoresis,
vomiting.

3. Assessment: Unexpected cardiovascular events/exercise related changes in
cardiovascular status.

4, Plan:

i. initiate standardized procedure as appropriate and notify cardiologist or primary
physician (if no cardiologist) as soon as possible.
ii. Call CODE BLUE by dialing 66 to respond to Cardiac Wellness Center as
appropriate.
Datarhont Clinical Nurse Division of Pharmacy & Interdisciplinary Medical Professional Board of
Rovew | Folideed | Execuiie | cardiology | Tierspetics | Prache | Gneetie | comames | Directors
9/02; : ; i . 8/03, 1/05,
012/12, A A A 10116 RN 11ten3, oy | 21IAONS 03117 2;3(15;1865)183;
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Standardized Procedure: Cardiac Wellness Center (On Campus) Emergency Treatment
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iii. Assist with transportation of patient to Emergency Department (ED) via
wheelchair or gurney as appropriate. Provide protection of umbrella to protect
patient from rain or inclement weather during transportation.

PROCEDURE:
A. ACUTE ANGINA OR CHANGE IN ANGINAL PATTERN:
1. Stop exercise
2. Assess patient’s blood pressure, SpO,, heart rate and rhythm, lung sounds, respirations,
color and mentation. Assess chest pain (location, severity, character).
3. Administer oxygen to maintain SpO, greater than 95%.
4. Administer nitroglycerin (NTG) spray or tablets 0.4 mg sublingual at 5-minute intervals,

not to exceed three sprays for symptoms of angina unrelieved by rest.
i. If chest pain is unrelieved after 3 NTG sprays, transport to ED for further

evaluation.
STABLE ANGINA:
1. Administer prophylactic nitroglycerin as indicated and per physician order.
2. Assess and document patient’s response to nitroglycerin and exercise.
3. Assess patient’s blood pressure, heart rate and rhythm, respirations, color and
mentation.

4, Stop activity if angina is unrelieved and proceed as for acute angina.

CHEST WALLI/INCISIONAL/MUSCULOSKELETAL PAIN:

1 Evaluate cause of pain.

2. Assess blood pressure, heart rate and rhythm, respirations, color, and mentation.
3 Discontinue modalities that aggravate symptoms, or decrease workloads.

4 Notify physician if symptoms persist.

5. Document assessment and treatment on patient’s chart.

6. Re-evaluate at next exercise session.

TREATMENT FOR DYSRHYTHMIAS THAT MAY RESULT IN CARDIOPULMONARY
ARREST:

1. Assessment
i. Establish baseline if time allows and patient is stable (Historical Data)
a) Review baseline ECG
b) Review medications
c) Inquire regarding the use of stimulants (i.e. caffeine, smoking, cold
remedies)
ii. Evaluation of new arrhythmias
a) Evaluate hemodynamic status, i.e., blood pressure, heart rate, skin color
and temperature, lightheadedness, dizziness, shortness of breath.
2. Treatment

i. Ventricular fibrillation and pulseless ventricular tachycardia, asystole, PEA
a) Call Code BlueBeginBLS
b) Begin BLSCall-COBEBLUE
o o han 5%
éjc) Place on a cardiac monitor

ii. Symptomatic Cardiac Rhythm: Complete heart block, symptomatic
bradyarrhythmia or tachyarrhythmia
a) Administer oxygen to maintain SPO, greater than 95%
b) Place on a cardiac monitor
c) Alert Lift Team/Rapid Response Team (RRT) to assist with immediate

transport to ED

iii. New changes in cardiac rhythm: stable bradyarrhythmia or tachyarrhythmia, new
onset atrial fibrillation, increase in premature ventricular contractions (PVC), or
runs of stable ventricular tachycardia
a) Stop exercise
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V.

b) Assess patient’s blood pressure, respiratory rate, SPO, percentage, skin
color, temperature, mentation, and other symptoms

c) Administer oxygen to maintain SPO, greater than 95%

d) Contact physician for further orders

e) Transport to ED with assistance of Lift Team if necessary

HYPOTENSIVE EPISODES:

1.
2.

NA2DORW

R

5.

Assist patient to supine position.

Assess blood pressure, heart rate, rhythm, respiration, oxygen saturation, skin color,
temperature, mentation, and presence of other symptoms.

Administer oxygen to maintain SPO, saturation greater than 95%

Notify physician

If no improvement, transport to the ED

CUTE DYSPNEA:

Stop exercise.

Assess oxygen saturation by pulse oximetry

i. If oxygen saturation is less than 92%, place patient on oxygen and titrate to
oxygen saturations greater than 95%.

Assess breath sounds

Assess patient for use of rescue drug inhalers and encourage patient to use inhaler if

available.

Notify physician if symptoms do not improve and transport to the Emergency

Department (ED) via wheelchair or gurney.

LEFT VENTRICULAR ASSIST DEVICE (LVAD):

1.

apON

Check to see if pump is still working:
i. Look to see if all lights are green
il -{Listen for quiet whirling sound with stethoscope or feel by placing hand over
abdomen):
Check that all connections to power source and fix if loose or disconnected.
Replace current batteries with a new, fully charged pair.
Contact LVAD coordinator
If patient unstable, call RRT to assist with immediate transport to EDstart- ACLS
pratecs!
i. NoWITHOUT compressions-
ii. Keep all connections together if defibrillation is necessary,
a) DO NOT stop pump prior to delivering shock.

DOCUMENTATION:

1.

2.
3.
4

Document event, intervention, and response in the medical record and notify the
physician.

Record subjective data

Record rhythm strip, blood pressure, heart rate, oxygen saturation

Send information to primary physician/cardiologist

REQUIREMENTS FOR CLINICIANS PROVIDING INTERVENTIONS:

A
B
C.
D.
E.
D
A.
B.

Current California RN license.

Education: Successful completion of ACLS course (with current course completion card),
performance of annual mock code.

Experience: Initial job requirements.

Initial Evaluation: During Orientation period.

Ongoing Evaluation: Annually

DEVELOPMENT AND APPROVAL OF THE STANDARDIZED PROCEDURE:

Method: This standardized procedure was developed through collaboration with Nursing,
Medicine, and Administration.
Review: Every two (2) years.
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/. CLINICIANS AUTHORIZED TO PERFORM THIS STANDARDIZED PROCEDURE:
A. All ACLS-certified Registered Nurses who have successfully completed requirements as
outlined above are authorized to direct and perform Cardiac Wellness Center (On Campus)
Emergency Treatment Standardized Procedure.
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Oceanside, California
PATIENT CARE SERVICES

STANDARDIZED PROCEDURE: CARE OF THE NEWBORN

l. POLICY:

A. Function: To define the care and immediate treatment post-delivery for the newborn weighing
greater than or equal to 2000 grams that is equal to and are greater than 35 6/7 weeks gestational
age.

B. Circumstances:

| 1. Setting: Labor and Delivery (L&D), Newborn Nursery, and Mother-Baby
2. Supervision: None required. Physician’s office/answering service will be notified of delivery
time and date.
| 3. Requires that a Registered Nurse (RN) provide inmediate care to administer medications,
provide nutrition and/or nutritional support, and to perform procedures, laboratory and
diagnostic tests that are considered to be routine care to the well born term or near term
newborn infant.
4, The Women and Newborn Services (WNS) RN must adhere to the policies of the institution and
must remain within the scope of practice as stated by the Nurse Practice Act of the State of
California.
1. PROCEDURE:
A. Newborns greater than or equal to 2000 grams and who are greater than 35 6/7 weeks gestational

age shall receive:
| 1. Prophylactic treatment of eyes (Erythromycin ophthalmic ointment) and medication to
normalize coagulation (Vitamin K) within 2 hours of delivery time.
a. Refer to Patient Care Services (PCS) sStandardized pProcedure (SP):
Administration of Vitamin K Injection and Erythromycin Ophthalmic Ointment to the

Newborns.
b. Exception: Parents who refuse verbal consent.
2. The newborn shall receive Hepatitis B vaccine or Hepatitis B vaccine/HBIG

immunoglobulin injection if indicated according to the mother’'s HBsAg status and within 12
hours of delivery time.

a. Refer to PCS SP: Administration of Pediatric Hepatitis B Vaccine and Hepatitis B
Immunoglobulin (HBIGbig) (Hyper B Sd®) to Newborns.
b. Exception: Parents who refuse verbal consent.
B. Infant nutrition:
1. Breastfeeding
a. Initiate feedings as soon as possible but no longer than 2 hours following delivery.

i. If cesarean delivery, as soon as possible (ASAP) when mother and infant
are reunited.

ii. If mother and infant are separated for longer than 3 hours, initiate breast-
pumping (even if mother going to NICU to breastfeed).
1) Refer to WNS Procedure: Breast Milk, Pumping, Handling and

Storage of.

iii. Assess and attempt to feed 8 or more times within a 24 hour period-
approximately every 2-3 hours and on demand.

iv. No supplementation of formula unless ordered by provider, requested by
mother or as per other procedures where supplementation is required.

' Clinical Nursing Department | Pharmacy & Interdis- Medical Professional
beg:ar: ot Policies & | Executive Ngg’:;'&? o°f of Therapeutics ciplinary Executive Affairs gic::;?o?;
Procedures Council ay Pediatrics Committee Committee | Committee Committee
8/12,11/13 1112, 214, | 4/13, 2114, k .
04/15 BRI | ans, 08/16 0515, 11716 | S1IA13 00/15, 09/15, 1015, 03117 | 413204
! 7116 ' 01/17 02/17 -
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| Standardized Procedure: Care of the Newborn
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V. Obtain lactation consult as clinically indicated
’ 1) Refer to WNS pPolicy: infant Feeding.
2. Bottle-feeding
| a. Offer bottle with formula of mother’s choice, 20-Kealfounee-by 3 hours of age
i. Assess feeding status every 3-4 hours, offer formula PRN and on demand.
| ii. Refer to WNS pProcedure: BettlieFormula Feeding.
C. Procedures:
1. Newborn hearing screen

a. Ensure hearing screen is ordered per WNS pPolicy: Hearing Screening Program:
Newborn and Infants.

2. Obtain Total Serum Bilirubin at approximately 24 hours of age or sooner if baby visually
appears to have jaundice.

a. If greater than or equal to 95" percentile (high risk zone) on Bhutani's curve (per

| hours of age) notify provider.

b. Notify provider of Total Serum Bilirubin prior to discharge if he/she is not already
aware of the result and the baby will not be rounded on/seen again by a pediatrician
prior to discharge.

3. If infant Coombs positive, order CBC with manual differential, retic count, and total serum
bilirubin STAT and call provider with results.

a. Contact physician immediately upon return of test results.

4, All infants meeting criteria will have a car seat challenge performed prior to discharge as
per WNS/Neonatal Intensive Care Unit (NICU) pProcedure: Car Seat Challenge Test.
5. All infants meeting criteria will have neonatal abstinence scoring performed as per

WNS/NICU pProcedure: Neonatal Abstinence Scoring.

6. All infants will have pulse oximetry done after 24 hours of life or prior to discharge per PCS

SP: Universal Blood Saturation Screening for Critical Congenital Heart Disease (CCHD).

D. Laboratory tests:
1. Point of care glucose testing
a. Perform per PCS SP: Blood Glucose Newborn Monitoring-Standardized-Procedure.
2. Toxicology

a. Obtain a urine specimen if mother has a positive toxicology screen, a positive
history of substance use, is suspected of substance use or with diagnosis, has had
less than or equal to three prenatal visits, or suspicion of placental abruption.

i. If positive for cocaine, amphetamines and or opiates, lab will perform a
confirmation.

b. Obtain a urine specimen on all babies assigned to Neonatology.

3. Cord blood screen (Direct Coombs and blood typing) ASAP
4, Newborn metabolic screen prior to discharge but at least 24 hours following delivery.

a. Refer to PCS pProcedure: Newborn Screening, Collection of Specimen.

5. Perform CBC with manual differential and biood culture on newborn between 6 - 12
hours of age if:

a. If Mother is GBS positive, and-received no treatment or received a dose 1-dese
enly—of antibiotics less than 4 hours prior to delivery
i. Infant is either less than 37 weeks estimated gestational age (EGA)
5ii. Infantis greater than 37 weeks EGA , but mother had a rupture of

membranes greater than 18 hours:
i-6. Notify provider of CBC with manual differential results if abnormal

Ha. Abnormal CBC for infant, at least one of the following:
ai. WBC greater than 35,000 or less than 9,000
b}ii. ANC less than 1500
elili. Platelet Count less than 120,000
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VL.

E. Call provider immediately for maternal/infant signs of chorioamnionitis/infection or the following
symptoms-:prior-to-delivery
1. Maternal temperature greater than or equal to 100.4 degrees Fahrenheit plus two or more

of the following:

Maternal tachycardia (greater than 100bpm)

Fetal tachycardia (greater than 160bpm)

Uterine tenderness

Foul smelling amniotic fluid

Maternal leukocytosis (greater than 15,000 WBC)

®coo oo

DOCUMENTATION:

A. Document assessment, actions and provider notification/response in electronic health
record (EHR) as appropriate.

B. When administering medications or implementing orders from a standardized procedure, the
Registered Nurse shall enter the medication/order into the (EHR)electronic-healthrecord as
Standardized Procedure.

1. Not required if a screening process triggers the order.

2. Utilizing Computerized Physician Order Entry (CPOE), select the Standardized
Procedure (SP) power plan PCS SP: Newborn Admit.

3. Type in provider's name and select "Standardized Procedure" as the order communication
type.

C. Initiate, sign and refresh Newborn Medications power plan prior to birth in order to readily access
medications in Pyxis.

D. Prlor to admlmstratlon of vaccines see PCS Policy: Vaccmatlon Admlmstratloonewde-a—eepy—ef

G-E. Document patient (mother/legal guardian) teéching in the education section of the EHR.
H-F. Total serum bilirubin will be documented in the EHR

REQUIREMENTS FOR CLINICIANS INITIATING STANDARDIZED PROCEDURE:
A. Current California RN license working in Women’s and Children’s Services

B. Education: Register Nurse

C. Initial Evaluation: Orientation
D. Ongoing Evaluation: Annual
DEVEL
B.

EVELOPMENT AND APPROVAL OF THE STANDARDIZED PROCEDURE:
Method: This Standardized Procedure was developed through collaboration with Nursing,
Medicine, and Administration.
Review: Every two (2) years.

A

LINICIANS AUTHORIZED TO PERFORM THIS STANDARDIZED PROCEDURE:
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VII.

VIl

A

All Registered Nurses who have successfully completed requirements as outlined above are
authorized to direct and perform “Care of the Newborn” Standardized Procedure.

RELATED DOCUMENTS:

A.

AB.
B-C.

PCS Policy: Vaccination Administration

PCS Procedure: Newborn Screening, Collection of Specimen

PCS Standardized Procedure: Administration of Vitamin K Injection and Erythromycin Ophthalmic
Ointment to Newborns

PCS Standardized Procedure: Administration of Pediatric Hepatitis B Vaccine and Hepatitis B
Immunoglobulm (HBIG) (Hyper B Sd®) to Newborns

FE. PCS Standardlzed Procedure Blood Glucose Newborn Monltonng

G-F. PCS Standardized Procedure: Universal Blood Saturation Screening for Critical Congenital Heart
Disease (CCHD)

G. WNS Policy: Infant Feeding

H. WNS Policy: Hearing Screening Program: Newborn and Infants

l. WNS Procedure: Bettle-FeedingFormula Feeding

J. WNS Procedure: Breast Milk, Pumping, Handling and Milk-Storage of

K. WNS/NICU Procedure: Car Seat Challenge Test

L. WNS/NICU Procedure: Neonatal Abstinence Scoring

REFERENCES

B.A. AWHONN Core curriculum for Maternal-Newborn Nursing 4" edition. St Louis, Missouri: Elsevier
Saunders 2007. pp 427- 429.

B. Gilstrap, L.C. ed., et al. Guidelines for Perinatal Care, 7" Edition. AAP & ACOG 2012,

C. Schrage, S. et al Prevention of Perinatal Group B Streptococcal Disease: Revised
Guidelines from CBC. MMWR, 2010; 59 (no. RR 10): November 19, 2010.

C.D. Thureen, Deacon, Hernandez, Hall. Assessment and care of the well newborn 2nd edition.

St. Louis, Missouri: Elsevier Saunders 2005. pp 91-92.
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PROCEDURE: PERINATAL DEATHDECEASED NEWBORN! (MISCARRIAGE, STILLBIRTHBORN;
AND NEONATAL DEATH CARE OF AND DISPOSITION
Purpose: To assist the family in copeinging with a perinatal death via miscarriage, stillbirth or

neonatal-the-death, obtain mementos, if applicable eftheir-nrewborn-and provide
postmortem care. Families experiencing a Perinatal death er-miscarriage-shall be

Supportive Data:

shows that as3|st|ng famllles te—makem makmg memories during a permatal
death helps to-validate the lost life and can help facilitate an effective grieving
process. Use of multldlscmlmary resource support during this time also has a

vital role in helping these grieving familiesfamilies-who-are-grieving.

Equipment:

Personal protective equipment
Infant scale

Disposable measuring tape

ID bracelets, if applicable
Disposition preparation items for transfer to the morgue Shroud—(Chux, baby
blanket, instrument packingdisposable drape, and-tape and 3x 5 card)

Authority for Release of Deceased/ Miscarriage Form — triplicate, if applicable
Authorization for Autopsy form, if applicable

Camera

Grief packet, including:

* Checklist for assisting parent experiencing neonatal death/stillborn

* Mementos folderbooklet

* Care Plan — Perinatal Loss
* Discharge Instruction Form

o=

©oNO

1.

POLICY:

Families who experience thea perinatal death during pregnancy or shortly after birth
may grieve for their baby and the loss of an entire lifetime with that child. Caring,
supportive people can help families move through the initial crisis toward re-
establishing their lives without their babies.

It is important to meet the needs of bereaved parents and their family during the initial
crisis of their perinatal loss by offering comprehensive care that includes compassion
and an interdisciplinary perspectlve

Revision
Date

Clinical Nursing Pharmacy & Medical Professional
Policles & Executive ?)?'z)aart/rgsat N‘Z‘(‘)’:ﬂ&? °°f Therapeutics Executive Affairs git: a;? of
Procedures Council 9Y | Committee Committee Committee SSo1e

12/08; 6/11

04/11, 10/16

04/11, 10/16

12/16

01/17

n/a

05/11, 02117

06/11, 03/17

06/11
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\

PROCEDURE:
1. Miscarriage
a. Assign patient to a room away from other patients and unit activity to promote
a private and quite atmosphere free from chaos, laboring patients and crying
babies if possnble
i If mlscarrlage greater than 16 weeks estimated gestational age (EGA);
occurs in the ED and the ED provider initiates an Obstetrical consult;
arrangements may be made to transfer the patient to the labor and
delivery (L&D) unit for admission and care coordination as available.
ii. Efforts shall be made to ensure the patient has necessary supports to
assist her through this difficult time if not already present.
2. Newborn or stillbirth
a. Complete the same patient admission requirements to the unit per standards of
care for the patient and for the newborn if born alive. See Standards of Care for
Intrapartum, Postpartum and Newborn Care.
i If the delivery is a stillbirth, there will NOT be a medical record created
for baby. All of the delivery information is charted in the mother’s chart.
1) Identification band information shall be entered on the bands
manually and include:
a) Last name and baby’s sex, if known
b) Patient’s first and last name
c) Patient’s medical record number
2) Attach one band to the stillbirth’s arm for identification for
remains disposition.
3) The other baby band/parent bands can be saved and included as
a part of the memory making process.
ii. if the delivery is a LIVE birth, but then later dies, the banding process for
the baby is followed per unit routine and is usually computer generated.

1) One band shall remain on the baby’s arm for identification for
remains disposition.
2) The other baby band/parent bands can be saved and included as

part of the memory making process.

iii. The patient shall be included in the decision of where she would like to
remain post delivery and for the remainder of her stay. Transfer off the
unit may be coordinated with a providers order, once the patient is
stable, and as indicated.

3. Staffing considerations should include recognition that this situation may require
more intense psychosocial and emotional support and assignments adjusted, as
indicated.

4, Post a special bereavement card outside the entrance to the patient to notify staff
entering the space that a loss/ death has occurred to ensure sensitivity.

5. Inform Social Services and/or pastoral care of the perinatal death to ensure alternate
support measures are offered to the family.

a. Social Services can evaluate any psychosocial needs, provide bereavement
support and discuss disposition options with the family if desired.

i For miscarriage see Patient Care Service Procedure: Miscarriage and
Stl"bll’th |dent|f|cat|on and Dlsposmon Process—rs—usual+y—d+spesed—ef

ii. A “Comfort Cub” may be glven to the famlly to a55|st W|th bereavement
support and shall be determined by the social worker.
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b. Pastoral care provides both spiritual comfort and support to families and can
provide blessings, naming ceremony, baptism and/or a memorial service as
indicated.

6. Discuss the antlmpated plan of care with the patlent |nclud|ng these opt|ons as
appropriate:

a. To see and hold their pregnancy tlssue—lbaby

i The family may wish to hold the newborn/fetus immediately after
delivery.

ii. Care should be taken to treat anything that comes from the mother’s
body with respect.

iii. It is helpful to prepare them for what they will see: color, shiny skin,
fused eyes, translucency, tiny hands and feet, any defects, skin sluffage,
deformatiesdeformities, coloring, etc.

iv. When handling the remains it is important to use gloves and complete
good hand hygiene

V. Ask the family if they have an outfit they want the baby to wear, a special
blanket to wrap him/her, when appropriate
1) If no outfit, staff can offer donated outfit layettes from the angel

room. Have the family select one.

Weigh and measure the length of the remains, if able.

c. Obtain footprints, if able Or, if loss is small, can trace around the baby’s hands,
feet and/or body on paper background to represent size.

i. The application of acetone to the surface of the foot and then use of a
black marker (rather than an ink pad) will make prints clearer in this
small gestation

d. Complete newborn identification certificate/card with parent’s name and birth

information.

Discuss naming the baby

Cut locks of the baby’s hair if available.

g. Obtam photos upon verbal consent Arrange-for-photos-te-be-taken

The parents may take their own photos on personal camera

ii. A hospital camera may be used for non-medical photography after
verbal consent is obtained from the parents.

iii. When appropriate, attempt to capture candids with the baby and family
interactions as well as posed positions to highlight some of the physical
attributes of the newborn/stillbirth.

h. Ask family if they want to bathe the baby and facilitate as indicated.

7. Collect all of the mementos and place them in the memory box including any photos,
memento booklet, the outfit the baby was wearing, the blanket and hat and any other
mementos.

a. The Labor and Delivery unit has a dedicated room where the memento box and
other memory making supplies are stored.

b. If parents refuse mementos, they remain in a locked file in Women’s & Newborn
Services Department.

8. If the family desires to make arrangements for the miscarriage disposition, ensure the
Authority for Miscarriage Remains Release form is completed.

a. Staff should move the remains to an appropriate and private room to prepare
for transport.

b. It is important that placement of the remains for transport not be done in the
parent’s presence to ensure dignity is maintained.

c. Send remains to the Laboratory using the corresponding tissue requisition and
per PCS Procedure: Miscarriage and Stillbirth Identification and Disposition
Process.

C

Tho
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9. When the family is ready for the stillbirth/newborn remains (baby) to be brought to the
( morgue, it is important that the preparation and positioning of the baby be performed
in a way that combats the combined effects of rigor mortis, algormortis (cooling of the

body), and permanent discoloration in case the parents wish to view the baby at
another time.

a. The baby should be unclothed except for a diaper in place, if desired and have
an identification band located on its arm.
b. Place on a chucks pad first, the body supine.

i. Care should be taken to not place any textured blankets or towels on
exposed skin because it may leave permanent impressions.
c. Support the head in position, by having two rolled
towels/chux pads positioned at each side of the

(2 v
head to keep it upright. ﬂih\?gﬂ
i. If the head is left unsupported, it may fall to {i}}‘\*i

one side and blood may collect in the soft N

facial tissues, leaving permanent
discolorations.

. . N q

d. Fold the arms with a towel roll inserted under the =§=
arms at the side of the body to support the l\§g
position. \\,._..

i. Place the hands crossed or next to each
other on the chest.

e. Wrap the body in the chux and baby blanket mummy-fashion to secure
positioning, followed by an instrument packing drape which shall be taped in
place.

f. Complete an index card with the following information and tape it to the outside
of the baby’s wrap:

i. Baby’s last name and gender (baby girl/baby boy)
iii. Mother’'s name and medical record number
1) May use an admission sticker
2) Newborn’s medical record number if a newborn death
iii. Date and time of delivery '
iv. Weight (gms) and length (cm)
V. Attending provider
9. Coordinate transfer to the morgue per PCS: Release of the Deceased
Procedure.
i. Ensure the morgue log book is completed when bringing baby to and
from the morgue for family viewing.
10. Give the family bereavement support material to review as indicated and discharge
instructions for follow-up:

a. Provide information about medical care options available to them by their
provider depending on their perinatal loss diagnosis

b. Include in the plan of care regarding post procedure and/or post delivery
options, and disposition options.

c. For a miscarriage please review the “Authority for Miscarriage Remains

Release form” with the family, per Patient Care Services (PCS) procedure:
Miscarriage and Stillbirth identification and disposition process.

d. For a stillbirth or neonatal death, please review the “Release of the Deceased
form” with the family per PCS procedure: Miscarriage and Stillbirth
identification and disposition process.

11. A grief checklist should be completed to provide information on what has been done.
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C. DOCUMENTATION:

1.

Document the miscarriage and/or delivery information and other interventions in the
Perinatal Death Ad Hoc form, including the disposition of thewith fetal remainsfeliowing

Medical Recorden-the-New cord
complete Perinatal Death Ad Hoc form, mcludlng the dlsposmon of the newborn
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D. RELATED DOCUMENTS:

1. Patient Care Service Procedure: Miscarriage and Stillbirth Identification and

Disposition Process

2 Women and Newborn Services Standards of Care for intrapartum

3. Women and Newborn Services Standards of Care Postpartum
4. Women and Newborn Services Standards of Care Newborn Care
5
5.

. Authority for Miscarriage Remains Release Form
6.  Authority for Release of the Deceased Form

511

REFERENCES:

1. Wilke, J. & Limbo, R. (2012) Bereavement training in perinatal death (8" ed.). La
Crosse: Gunderson Lutheran Medical Foundation, Inc.

2, Simpson, K. & Creehan, P. (2014) AWHONN Perinatal nursing (4" ed.). Philadelphia:
Lippincott, Williams & Wilkins.

3. Rosenbaum, J., Renaud-Smith, J., & Zollfrank, R. (2011) Neonatal end-of-life spiritual
support care. The Journal of Permatal and Neonatal Nursing 25(1), 61-69.

2—4 Mattson S &Smlth J.E. (2011) Core- curr/culum to maternal—newborn nursing.(4™ Ed.).
Phlladelphla Saunders
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Tri-City Medical Center
Oceanside, California

PATIENT CARE SERVICES POLICY-MANUAL

ISSUE DATE:

2/94 SUBJECT: Enteral Feeding Preparation,
Storage, Distribution, and
Administration

REVISION DATE: 4/00; 10/02, 6/03, 7/05, 8/07, 5/10, 3/13  POLICY NUMBER: IV.AA.3

Department Approval: 01/17
Clinical Policies & Procedures Committee Approval: 03/1302/17
Nurse ExecutiveRatient-Care-Quality Committee Approval:  83/1302/17
Medical Staff Department/Division Approval Date(s): n/a
Pharmacy and Therapeutics Approval Date(s): n/a
Medical Executive Committee Approval Date(s): n/a
Professional Affairs Committee Approval: 05/1303/17
Board of Directors Approval: 05/13

A PURPOSE:

1. To assure proper preparation, storage, distribution, and administration of enteral feedings.
B. POLICY:

1. Food & Nutrition Services is responsible for preparation, storage and distribution of enteral
feedings.

2. Nursing shall administer enteral feedings to patients.

3 Most enteral formulas utilized shall be prepared and packaged by various medical nutritional
companies and shall be available in cans or closed system liter bottles.

4. Homemade, blenderized formulas shall not be processed at Tri-City Medical Center.

5. Canned or bottled enteral formulas shall be stored in the nursing pantry areas.

a. Opened cans of formula shall be labeled with the date and time of expiration, and
refrigerated and discarded if not used within 24 hours.

b. Unopened cans of formula shall be discarded on manufacturer’s expiration date.

6. Nursing and Food & Nutrition shall process orders for enteral feedings. Food & Nutrition
Service workers shall process and gather product for delivery to nursing station via food carts
after the tube feedings are verified for accuracy by the Food & Nutrition supervisor.

7. Closed feeding system hang times shall be according to the labeled manufacturer’s
recommendation. Document the date and time the container is opened on the container.
Attach new tubing with each container.

a. Closed-feeding-systems—bags—and-tubing-are-good-forforty-eig 8) hours—Label
feeding system tubing with change day sticker indicating date tubing is to be changed
using numerical day and month.

8. Formula used in an open system should be changed every eight hours for adult patient and

every four hours for neonates, the tubing and the bag shall be flushed thoroughly with tap

water; any existing formula shall be discarded and new formula should be added.

a. Open system bags and tubing should be changed every 24 hours. Label the open
system bag with date and time formula is first placed in the bag. Label feeding system
tubing with change day sticker indicating date tubing is to be changed using numerical
day and month.

C. REFERENCES:

a-1.

ASPEN Guidelines (2012)
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ISSUE DATE: 5/78

REVISION DATE: 4/00, 6/03, 7/05, 4/08, 03/11

Department Approval:

Clinical Policies & Procedures Committee Approval:

Nursing Executive Council Approval:

Pharmacy & Therapeutics Committee Approval:

Medical Executive Committee Approval:
Professional Affairs Committee Approval:
Board of Directors Approval:

SUBJECT: Food Brought in from Outside the
Hospital

POLICY NUMBER: IV.AA.1

02/17

oo M asHEfeMen2T

044402/17

n/a

0214 n/a

03/1103/17

03/11

A. Food brought from outside for patient:

a-1. Food shall not be contralndlcated on the pat|ents diet.
2. Food is to be eaten immediately and not stored.
b-a. Food prepared outside of the hospital shall not be stored in the patient food
refrlgerators

documented in the patlent's medical record.
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Oceanside, California

PATIENT CARE SERVICES POLICY MANUAL

ISSUE DATE: 8/02 SUBJECT: Food Storage on Nursing
UnitsExpiration-Dates
REVISION DATE: 6/03, 7/05, 03/11 POLICY NUMBER: XI.D
Department Approval: 02/17
Clinical Policies & Procedures Committee Approval: 04/1110/1502/17
Nursing Executive Council Approval: 04/1110/4502/17
Medical Executive Committee Approval: 0211 n/a
Professional Affairs Committee Approval: 03/1103/17
Board of Directors Approval: 03/11
A. POLICY:
a;1. Food shall not be stored in a refrigérator used to store medicines, chemicals, or specimens.
b.2. Food items shall not be removed from the patient trays and placed in the patient nutrition
refrigerators.
e:3. Refrigerators designated for food are used for food and food products only.

iza.

ib.

jii-c.

All foods without manufacturer’'s expiration dates shall be dated with an expiration date 3
days from date placed in refrigerator.

Upon opening any item, it shall be re-dated for 24 hours from opening and discarded on
new expiration date.

All foods shall be covered or protected during transit.
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Oceanside, California

STANDARDIZED-PROCEDURES-MANUALPATIENT CARE SERVICES

| STANDARDIZED PROCEDURE: NEEDLE ASPIRATION-THORACENTESIS OF CHEST FOR
PNEUMOTHORAX IN NEONATES

I POLICY:
A. Function: To outline the procedureprovide-guidelines for the Neonatal Intensive Care Unit
(NICU) registered nurse (RN) to perform thoracentesis on a neonate.
1. The NICU RN must adhere to the policies of the institution and remain within the scope of
practice as stated by the Nurse Practice Act of the State of California.
B. Circumstances under whlch the NICU RN may perform function:
1. Setting: : A

a. Inpatient neonatal patlents

a:b. -Neonates being admitted or transferred to and from Tri-City Medical Center
(TCMC) NICU.

2. Supervision:

a. The necessity of the procedure will be determined by the RN in verbal
collaboration with the attending-reenatologist physician. |deally the procedure will
first be discussed with the physicianattending, but if time does not permit for that,
then the attending neonatolegistphysician is to be notified as soon as possible
after the procedure. Direct supervision will not be necessary once competency is
determined as provided for in this standardized procedure.

3. Patient Conditions/Indications (Subjective/Objective):

a. Suspmon of a pneumothorax as evidence by:
i. Respiratory distress
ii. Unstable vital signs
iil. Abnormal pulse oximetry
iv. Abnormal blood gas
V. Cyanosis
vi. Shifted cardiac impulse
vii. Tracheal shift
viii. Asymmetrical/absent breath sounds

b. Chest X-ray interpreted as showing
i. Mediastinal shift
ii. Pneumothorax
iii. Pleural fluid collection (effusion, hemothorax, empyema, and/or

chylothorax)

c. High intensity transillumination is interpreted as showing a pneumothorax
b-i.

24. Contraindications:

a. If—the#e—m—a—sSuspected dlaphragmahc hernla
eemp#ems&

b. Current thrombolytic therapy

b-.c. History of known bleeding disorder

e-d. When the vital signs are stable enough to allow for the placement of a thoracotomy
tube instead.

Department Clinical Nursing Department Pharmacy & Interdisciplinary Medical Professional Board of
Review Pﬁggg:::r:s Eégﬁlr’\tt':‘i;e Neon:tfology ngrnal?nelltjtteke:s CORIItas (:E:;ﬁlttitveee C:r:\frzllr:ee Directors
[ | 1112,5116 | 11112,6/16 | 12/12,7/16 08/16 1/13, 11116 1/13, 01117 313, 02117 03/17 3/13
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DC. Definitions:
1. Neonate: Any infant less than 30 days old.inthe-NICU -delivery-room—nrewborn-rursery

2. Pneumothorax: The presence of free air or gas in the pleural cavity.
a. May be produced by the application of positive pressure to the airway and lung
tissue. With ventilation pressures greater than 30 cm water, there is significant
rise in risk.

1. PROCEDURE:
A. Equipment:
1. Cardiac monitor, oximeter and/or bedside nurse to monitor apical pulse
2. Transilluminator

3. Needle Aspiration Kit:
a. 2% chlorhexidine gluconatePovidone-iodine-swab-sticks
&b. 2x2 gauze sponges
é.c. 23 or 25 gauge butterfly needle, or 23 or 25-gauge angiocatheter.

d. Three-way stopcock
€. T-connector (if using an angiocatheter)
f. Transparent Dressing
g. 46/20 20 or 35 mL syringe
B. Pre-treatment evaluation:
1. Notify attending physician of sudden onset of symptoms

1:2. Obtain chest x-ray if possible. |f chest x-ray cannot be obtained promptly, fransilluminate
before placement if pneumothorax is life-threatening. to confirm affected side.

3. Ensure that the neonate is pre-medicated for the procedure and that a plan for pain
control and developmental management is in place.

34. Monitor the patient’s cardiorespiratory status and oxygen status throughout the procedure.
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4.5.  If time permits inform the family of the treatment plan, otherwise notify them after the
procedure is complete.
C. Set-up
1. The equipment is assembled as follows:
a. Connect the 3-way stopcock to the syringe.
b. If using a butterfly needle, cGonnect the tubing of the butterfly needle to the 3

way stopcock—M

b-c. If using an angiocatheter, connect stopcock and syringe assembly to a t-
connector.

1. Perform a time out with-al-the-appropriate-stepsper Patient Care Services (PCS):

Universal Protocol.

2. Positioning of Infant:

a. For the lateral approach position the neonate with a blanket roll behind
the back, the affected side slightly above the mattress, and the arm of
the affected side restrained above the head. The needle or catheter will
be inserted into the 4" intercostals space in the mid-axillary or anterior

axillary line.

Mig-axillary line
Needle herc

Neediz aspiration procedure option 1: Lateral approach.

b. For the anterior approach position the neonate supine for needle
insertion into the second -intercostal space in the midclavicular line.

\ i inerceslal space

\ : j midclavicular line
LN

Needle aspiration procedure option 2: Anterior approach.
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23.

4:5.

5-7.

6-8.

9.
8-10.

1.
12,

Prep this area with 2% chlorhexidine gluconate, pewdene-redme allowing itto dry a
minimum of-30-secends1 minute.— Wipe-pevidone-iodine-away with-sterile-saline-pads-
Have assistant hold infant’s legs and arms.

Puncture the skin at a 45-degree angle, angling over the top of the 3rd rib (5" rib for
lateral approach) to avoid the artery and nerve located on the inferior surface of the
rib. The distance required for needle insertion varies with the neonate's size but is
usually less than 15 mm. Avoid trauma to breast tissue. Insert the needle only once,

and do not move it back and forth Enter—the—pleurat—eawty—threugh—the—seeend

'U q

teward—the—medaetrum— On entry into the pleural cawty, a slight “pop” is often felt The
needle is steadled in thrs pomtron—Gentlyaep#ate—the—symge—te—see#—ams—present-—l#

a. If using an over-the-needle catheter remove the needle from the catheter
while sliding the catheter into the pleural space. Attach the catheter hub to
the pre-assembled T-connector, stopcock, and syringe setup.

b. If using a butterfly needle, have an assistant gently aspirate the syringe as
the needle is inserted into the pleural space. Stop advancing the needle
when air is obtained.

Stabilize the catheter or butterfly needle, and slowly aspirate the air or fluid.

Continue withdrawing until no fluid is aspirated.

air is present, there is free withdrawal. Withdrawal continues until resistance is met.
If plunger is withdrawn to its fullest extent (48/20/35ml), turn the stopcock off to the
patient, then rapidly pushing air out of the syringe from the side port.-

Repeat this process until all of the air is evacuated.

Observe the mfant S hea#t—ratevntal signs and Ilsten for breath sound |mprovement.

Remove the catheter er butterfly needle when no more air or fluid can be obtained.
Apply pressure with a folded 2 x 2 sterile gauze until any oozing or bleeding has
stopped. Cover the site with a dry, sterile, and occlusive dressing.

4—1—:1 3. Obtain a Gchest X-ray to determine continued presence of air or fluid.

N or fuid tod and.d late.

43-14. Potential Complication

a. Lung puncture
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b. Pneumothorax
C. Bleeding
d. Liver puncture
e. Infection
f. Hypovolemia if draining a large amount of fluid.
44.15. Documentation
a. Document the following:
i. Time procedure started
ii. Reason for thoracentesis
iii. Infant’s status before and after procedure including heart rate, respiratory
rate, degree of respiratory effort and blood pressure, Fio2, O2 saturations
and pain management.
iv. Results of chest x-ray or transillumination
V. Size of needle used, and location of insertion
vi. Amount of air or drainage obtained
vii. Infant’s tolerance of procedure
viii. Any complication
ll. REQUIREMENTS FOR CLINICIANS INITIATING STANDARDIZED PROCEDURE:

A. Current California RN license.

B. Education: The RN shall attend the required TCMC didactic class on Needle Aspiration for
Pneumothorax, and pass all written and performance tests. The RN shall demonstrate proper
procedure and technique for thoracentesis on a training mannequin or simulationskills labs.

C. Initial Evaluation: The NICU Clinical Nurse Specialist or designee in collaboration with a

VI.

VII.

Division of Neonatology representative shall validate initial competency. The initial competency
shall be completed in a simulationskills lab.

D. Ongoing Evaluation: The RN shall exhibit knowledge and skills to perform thoracentesis during
annual competency testing on the training mannequin or simulationskilis lab.

DEVELOPMENT AND APPROVAL OF THE STANDARDIZED PROCEDURE:
A. Method: This Standardized Procedure was developed through collaboration with an authorized
representative from Nursing Administration, Administration and Medical Staff.

B Eaviews Biubmrpelbven fira-veare,
_ ”."".S".'g Administration
gl. BI |u|s||.en_ el'l Ileepnatel'egy; it
3—— Medical Executive-Commitiee
4— Board-of Direstors

CLINICIANS AUTHORIZED TO PERFORM THIS STANDARDIZED PROCEDURE:
A. All NICU Registered Nurses who have successfully completed requirements as outlined above
are authorized to direct and perform Neonatal Thoracentesis -Standardized Procedure.

RELATED DOCUMENTS:

A. PCS: Universal Protocol
REFERENCES:
A. Karlsen, K. (2013). Procedures: Pneumothorax Evacuaiton: Needle Aspiration of the Chest.

The S.T.A.B.L.E. Program, 6" edition.

B. Mosby’s Nursing Skills. (2016). Needle Thoracostomy. Elsevier, Inc.

A-C. National Association of Neonatal Nurses. (2011). Procedure: Chest-tube Management:
Placement, Needle Aspiration, and Maintenance. Policies, Procedures, and Competencies

for Neonatal Nursing Care. Ihe—SJ—A—B—L—HlFegFam—é *_adition(2013)
B PMesnalal Resveciizion Frogram 8 adition {2014
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(c‘)) Tri-City Medical Center

Distribution: Patient Care Services

PROCEDURE:

PERTUSSIS NASOPHARYNGEAL (NP) SWAB, ADULT

Purpose:

To identify the process for obtaining a nasopharyngeal swab for Bordetella petussis.

Supportive Data:

Proper technique for obtaining a nasopharyngeal specimen for isolation of Bordetella
pertussis is essential for optimal results. Once a NP swab has been collected it should be
placed into a collection container and transported immediately to the lab.

Equipment:

Nasopharyngeal Swab with flexible wire handle

Transport Container

Personal Protective Equipment (i.e. Mask, Gloves, Face Shield)
Tissue

Nurse Collectable Requisition

Patient Label

ORDERING A PERTUSSIS SWAB

1. Place patient in droplet isolation until an order is obtained to discontinue isolation.

2. Ensure a physician order is obtained prior to collecting a NP swab

3. Ensure a-STAT order is enteredplaced in Cerner as Bordetella Pertussis by PCR -fora Nurse
Collectable Rertussis-Nasal-Swab and notify the laboratory.

4, Obtain the following equipment from the Microbiology laboratory department:
a. Nasopharyngeal swab with flexible wire handle (blue top).
b. Specimen collection container (blue top).

B. LABELING
B.1. Refer to Patient Care Services Specimen Labeling Procedure
C. OBTAINING SPECIMEN

1. Perform hand hygiene

2. Don personal protective equipment.

3. Identify patient per TCMC policy.

4. Place supplies on clean surface.

5. Open Culture Swab Collection and Transport package.

6. Remove nasopharyngeal swab with flexible wire handle (blue-top) from package.

7. Remove the collection and transport culture from the package and discharge (white top).

8. Have patient sit up in bed, place pillow behind shoulders to assist in maintaining an upright
position.

9. Insert swab into one nostril straight back (not upwards) along the floor of the nasal passage for
several centimeters until reaching the posterior wall of the nasopharynx (resistance will be met).

See diagram below.

a. The distance from the nose to the ear gives an estimate of the distance the swab should
be inserted. Do not force the swab, if obstruction is encountered before reaching the
nasopharynx, remove swab and try the other side.

St LA SRS S A4
Clinical Nurse Pharmacy & Medical Professlonal
Deg:\r;l':;n: nt Policies & Executive Therapeu¥|cs Executive Affairs gﬁ:;?o?:
Procedures Councili Committee Committee Committee
10/11%122/14, 12/102;111(;/14, 12/102;/11(;/14, nfa 01/11: 10114 02/1013;/1117/14; 02/11:12/14
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10.
1.
12.
13.

14.

15.
16.
17.
18.
19.

Rotate the swab gently for 5-10 seconds to loosen the epithelial cells.
Remove swab without touching sides of speculum or nose.
Remove the cap from blue-capped specimen container and insert wire swab.

Break or cut wire swab handle with clean scissors to fit the specimen container and reattach cap

securely.

Offer patient facial tissue or using a tissue, wipe any residual nasal secretions from patient’s
nose.

Discard used supplies, remove gloves, and perform hand hygiene.
CLabel-spesimen-and-somplete the nurse collectableNE requisition.

Send specimen to the laboratory immediately.

Perform hand hygiene.

Document collection of specimen in the medical record.

D. REFERENCES:

1.

California Department of Public Health. (2010, March). Pertussis: laboratory testing. Retrieved
October 26, 2010 from
http://www.cdph.ca.gov/programs/immunize/Documents/CDPH_Pertussis

Centers for Disease Control and Prevention (CDC). (2009, August 10). Manual for the
surveillance of vaccine-prevention disease. (4™ e.d.). Chapter 10 pertussis. Retrieved October
26, 2010 from http://www.cdc.gov/vaccines/pubs/surv-manual/chpt10-pertussis.htm

Centers for Disease Control and Prevention (CDC). (2010, August 26). Pertussis (whooping
cough) diagnostic testing. Retrieved October 26, 2010 from
http://www.cdc.gov/pertussis/clinical/diagnostic.html

Mosby’s Nursing Skills. (2006-2010). Specimen collection: nose throat specimens for culture.
Retrieved October 27, 2010 from TCMC intranet.
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ISSUE DATE: 12/09 SUBJECT: Physicians Orders for Life
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REVISION DATE: 05/10 POESYRIMEER 8843202

Department Approval: 08/16

Cllmcal Polrcues and Procedure Commlttee Approval 09/1509/16
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A. DEFINITIONS:

1. Physicians Orders for Life Sustaining Treatment (POLST): A standardized form that
complements an advance directive by taking the individual's wishes regarding life-sustaining
treatment, and converting them into a physician order.

a. The POLST document is a statewide mechanism for seriously il! individuals or those in
very poor health to communicate his or her wishes about a range of life-sustaining or
resuscitative measures. It is portable, authoritative, and immediately actionable physician
order consistent with the patient’s wishes, which shall be honored across treatment
settings.

b. Pink paper is the recognized and recommended color of the form; however, the form
remains valid on any color paper including facsimiles and photocopies.

B. POLICY:
1. Tri-City Medical-GenterHealthcare District (TCHD) shall honor Physicians Orders for Life
Sustaining Treatment (POLST). This policy outlines appropriate actions when a patient enters
the hospital with a POLST form.

2. A health care provider is not required to initiate a POLST form, but is required to treat a patient in
accordance with the POLST form.

3. A legally recognized health care decision maker may execute, revise, or revoke the POLST form
for a patient only if the patient lacks decision making capacity.

4, If the POLST form conflicts with the patient’s previously-expressed health care instructions or
advance directive, then the most recent expression of the patient’s wishes govern.

5. For any conflicts or ethical concerns about the POLST orders, appropriate hospital resources

(e.g., ethics committees, care conference, legal, risk management, or other administrative and
medical staff resources) may be utilized to resolve the conflict.
6. Patient presents with a completed POLST form:

a. The RN shall confirm with the patient, or the patient’s legally recognized health care
decision maker that the POLST form is valid.
b. The RN shall communicate to the treating physician or Allied Health Professional the

existence of the POLST form.
c. A copy of the POLST form shall be placed in the medical record under the Orders tab.
The original POLST form shall be returned to the patient.
i. Enter POLST orders in Cerner.
7. Reviewing/Revising a POLST form:
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a. The POLST form may be revised at any time by the patient or the patient’s legally
recognized healthcare decision maker. Initiate a referral to Social Services for assistance
in revising the form.

i. Discussions about revising or revoking the POLST shall be documented in the
medical record, and dated and timed. This documentation shall include the
essence of the conversation and the parties involved in the discussion.

ii. To void the POLST form, draw a line through sections A through D and write
“VOID” in large letters. Sign and date this line.

| 1. If a new POLST form is completed, a copy of the original POLST marked
“VOID” shall be kept in the medical record directly behind the current
POLST.
1=
C. FORMS/RELATED DOCUMENTSATTACHMENT:
1. Physicians Orders for Life Sustaining Treatment (POLST) sample form

D. REFERENCES:
1. California Hospital Association Consent Manual (2015)
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California POLST Form

In order to maintain continuity throughout California, please follow these
instructions:

¥k Copy or print POLST form on 65# Cover Pulsar Pink card stock. ** *

Wausau Pulsar Pink card stock is available online and at some office
supply stores.

Pulsar pink paper is used to distinguish the form from other forms in the
patient’s record; however, the form will be honored on any color paper.
Faxed copies and photocopies are also valid POLST forms.
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Physician Orders for Life-Sustaining Treatment (POLST) Sample

HIPAA PERMITS DISCLOSURE OF POLST TO OTHER HEALTH CARE PROFESSIONALS AS NECESSARY

Physician Orders for Life-Sustaining Treatment (POLST)

First follow these orders, then contact | -@stName
physician. This is a Physician Order Sheet
based on the parson’s current medical condition | First /Middle Name
and wishes. Any section not completed implies
full treatment for that section. Everyone shell be  [Datg of Birth Date Form Prepared
treated with dignity and respect.

EMSA#111B
(Effective 1/1/2008)

A | CARDIOPULMONARY RESUSCITATION (CPR):  Person has no pulse and Is not breathing.

: D Attempt Resusclitation/CPR Do Not Attempt Resuscitation/DNR  {Allow Natural Death)
<! (Section B: Full Treatment required)

When not in cardiopulmonary arrest, follow orders in B and C.

B MEDICAL INTERVENTIONS: Person has pulse and/or is breathing.
Check D Comfort Measures Only Use medication by any route, positioning, wound care and other measures to
One—| relieve pain and suffering. Use oxygen, suction and manual treatment of alrway obstruction as needed for

comfort. Antibiotics only to promote comfort. Transfer if comfort needs cannot be met in current location.

Limlted Additional Interventions Includes care described above. Use medical treatment,
antibiotics, and IV fluids as indicated. Do not intubate. May use non-invasive positive airway pressure.
Generally avoid intensive care.

[ po Not Transfer to hospltal for medical interventions. Transfer if comfort needs cannot be metin current location.
D Full Treatment Includes care described above. Use intubation, advanced airway interventions,

mechanical ventilation, and defibrillation/cardioversien as indicated. Transfer to hospital if indicated.
Includes inf—

Addition;l DELETE - old form

c ARTIFICIALLY ADMINISTERED NUTRITION: Offer food by mouth if feasible and desired.
Chack D No artificial nutrition by tube. D Defined trial period of artificial nutrition by tube.

Long-term artificial nutrition by tube.
Additional Orders:

J{ SIGNATURES AND SUMMARY OF MEDICAL CONDITION:
Discussed with:
D D Patient D Health Care Decistonmaker D Parent of Minor D Court Appointed Conservator D Other.
| Signature of Physiclan '
My signature below indicates to the best of my knowledge that these orders are consistent with the person’s medical condition
1 and preferences.
| Print Physician Name Physician Phone Number Date

Physician Signature (required) Physician License #

b

Signature of Patlent, Decisionmaker, Parent of Minor or Conservator
By signing this form, the legally recognized decisionmaker acknowladges that this request regarding resuscitative measures is
consistent with the known desires of, and with the best Interest of, the individual who is the subject of the form.

Signature (required) Name (print) Relationship (write self if patient)

Summary of Medical Condition Office Use Only

SEND FORM WITH PERSON WHENEVER TRANSFERRED OR DISCHARGED
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HIPAA PERMITS DISCLOSURE OF POLST TO OTHER HEALTH CARE PROFESSIONALS AS NECESSARY
Patient Name (last, first, middle) Date of Birth

Patient Address

Contact Information e

Health Care Decisionmaksr Address Phone Number

Health Care Professional Preparing Form Preparer Title Phone Number Date Prepared
Directions for Health Care Professional

Completing POLST

s Must be completed by health care professional based on patient preferences and medical indications.

« POLST must be signed by a physiclan and the patient/decisionmaker to be valid. Verbal orders are acceptable with
follow-up signature by physician in accordance with facility/community policy.

¢ Certain medical conditions or medical treatments may prohibit a person from residing in a residential care facility for
the elderly.

o Use of original form is strongly encouraged. Photocopies and FAXes of signed POLST forms are legal and valid.

Using POLST
+ Any incomplete section of POLST implies full treatment for that section.

Section A:

e No defibrillator (including automated external defibrillators) should be used on a person who has chosen *Do Not
Attempt Resuscitation

Section B: DELETE - OId form

« When comfort cannot beracEvET T ITe CUNeTT SemTTy; e persor,; Tnemamyg sumeone with “Comfort Measures
Only,” should be transferred to a sefting able to provide comfort (e.g., treatment of a hip fracture).

« IV medication to enhance comfort may be appropriate for a person who has chosen “Comfort Measures Only.”

» Non-invasive positive airway pressure includes continuous positive airway pressure (CPAP), bi-level positive airway
pressure (BiPAP), and bag valve mask (BVM) assisted respirations.

o Treatment of dehydration prolongs fife. A person who desires 1V fluids should indicate “Limited Interventions” or “Full
Treatment.”

Reviewing POLST
It is recommended that POLST be reviewed periodically. Review is recommended when:

« The person is transferred from one cars setting or care level to another, or
¢ There is a substantial change in the person’s health status, or
o The person's treatment preferences change.

Modifying and Voiding POLST

e A person with capacity can, at any time, void the POLST form or change his/her mind about his/her treatment
preferences by executing a verbal or writien advance directive or a new POLST form.

« Tovoid POLST, draw a line through Sections A through D and write “VOID® in large letters. Sign and date this line.

¢ A health care decisionmaker may request to modify the orders based on the known desires of the individual or, if
unknown, the individual's best interests.

This form is approved by the California Emergency Medical Services Authority in cooperation with the statewide POLST Task Force.
For more information or a copy of the form, visit www.capolst.org.

SEND FORM WITH PERSON WHENEVER TRANSFERRED OR DISCHARGED
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HIPAA PERMITS DISCLOSUR:E OF POLST TO OTHER HEALTH CARE PROVIDERS AS NECESSARY

EMSA #111B POLST complements 2n Advence Directive 2nd | p atient Middle Name: Medical Record #: foptional)
(Effective 142016 is not intended to replace that document.

Physician Orders for Life-Sustaining Treatment (POLST)

First follow these orders, then cortesct | PatientLastHame: Date Form Prepared:
Physician/NP /PA. A copy of the signed POLST
form & a legally valid physician order. Any section | PatientFirst Name: P atient D ate of Birth:

not completed implies full treatment for that section.

A

CARDIOPULMONARY RESUSCITATION (CPR):  ifpatienthas no puise and is notbreathing.
ifpatientis NOT in cardiopuimonary arvest, follow orders in Sections B and G,

Gﬁeqk
One

| [J Do Not Attempt Resuscitation/DNR  (Allow Natural Death)

O attempt Resuscitation/CPR (Selecting CPR in Section A requires selecting Full Trestment in Section B)

5

| MEDICAL INTERVENTIONS: if patientis found with a puise and/oris breathing.

Check
One

] Full Treatment - primary goa! of prolonging life by all medically effective means.
In addition to trestm ent described in Seledive Trestm ent and Comfort-F ocused Trestmert, use intubation,
advanced sirway interventions, mechanical ventilation, and cardioversion as indicated.

[ Teiat Period of Full Tregtment.

O selective Treatment - goal of treating medical conditions while avoiding burdensome mea sures.
in addition to trestm ent described in Com fort-Focused Treatment, use m edical trestmert, 1V antibiotics, and
iV fluids asindicsted. Do not intubate. May use non-invasive positive airway pressure. Generally avoid
intensive care.

O Reguast trans forto Rospital only if comfoit needs cannot be met n curent kcation.

O comfert-Focused Treatment — primary goal of maximizing comfort

Relieve pain and suffering with m edication by any route as needed; use oxygen, suctioning, and meanual
treatment of airway obstruction. Do not use treatm ents listed in Full and Selective Treatment unless consistent
with com fort goal. Request transfer to hospiaf ondy & comfort needs cannot be met in curnent foc ation.

Additional Orders:

ARTIFICIALLY ADMINISTERED NUTRITION:: Offer food by mouth if feasibie and desired.

Cheak
Orne

O Long-tem artificial nutrtion, including feeding tubes. Additional Orders:
O Trial period of artificial nutrition , induding feeding tubes.
O No attificial means of nutrition, induding feeding tubes.

INFORMATION AND SIGNATURES :

Discussed with: O Patient (Patient Has C apacity) O LegallyRecognized Decisionmacer

| O No Advance D irective Phone:

[0 Advance Directive dated available and revieswed -  Health Care Agent if named in Advance Directive:
O Advance Directive not available Name:

Signature of Physician / Nurse Practitioner / Physician Assistant (Phy sician/NP/PA)

Mysignaure below indicates to the best of myknowledge that these orders are consistent with the patient's madical condtion and preferencas.
Print PhysicianMN P/PA Name: Physician/NP/PA Phone # | PhysicianfPALicense#, MP Cert. #:
Physician/NP/PA Signature: frequired) Date:

Signature of Patient or Legally Recognized Decisionmaker
| an aware that this form is voluntary. By signing this form the legally recognized decisionmaker acknowledges that this request regarding
resuscitaive measures is oonsistent with the lnown desires of,and with the best irterest of, the individsal who is the subject ofthe fom.

Print Hame: Relationship: (iwie =¥ ¥ patient)

Signature: (equied) Date:

FORREGISTRY
Mailing Address (street/city/state/zip): Phone Number:

USE ONLY
EVER TRANSFERRED OR DISCHARGED

SEND FORM WITH PATIENT WHE

*Fomn wersions with eflctive dates of 14142009, 4412011 or 1041/2014 are also walid
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PAR PER [} 0 RE OF PO oNe R ! ARE PROVIDERS {§ R
Patient Information '
Name (last, first, middle): D ate of Birth: Gender:

] M _F

HP/P &'s Supesviging Physician Preparer. Hame (if other than signing PhysicianMNP /P A)
Name: M ame/Title: Phone #:
Additional Contact ONone
Name: Relationship to Patient: Phone#:

Directions for Health Care Provider
Completing POLST
« Conpletinga POLST form is voluntary. California lawrequiresthat @ POLST form be followed by healthcare providers,
and provides immunity to those who comply in goad faith. In the hospital settirg, a patient will be assessed by a physicien,
or & nurse practiticner (NP) or & physician assistant (PA) acting under the supervision of the physician, who wil issue
appropriste ordersthat are consistert with the patiert's preferences.

+ POLST does nat replace the Advance Directive. When available, reviewthe Advance Directive and POLST farm to
enstire consistency, and updeate fonns appropristely to resolve ary conflids.

+ POLST must be completed by a health care provider based on patient preferences and medical indications.

+ Alegally recognized decisionmaker may induds a court-gppointed conservetor or guerdian, agent designeted in an Advance
Directive, orally designeted surogste, spouse, registered domestic partner, perent of & minor, closest available relative, or
person whom the patient's physician/NP /P A believes best knows whatisinthe patient's best interest and will make dedisions
in accordance with the patient's expressed wishes and values to the extent known.

» Alegally recognized decisionmak er may execute the POLST form only if the patient lacks capacity or has designeted that the
dedsionmaker's authority is effective immediately.

+ To be valid 8 POLST form must be signed by (1) a physician, o by a nurse praciitioner or a physician assistant acting under
the supetvision of a physidian and within the scope of pradtice authorized by law and (2) the pstient or decisiormaker. Verhe
orders are acceptable with followeup signature by physician/NP P A in accordance with facility/community policy.

« |fatranslated fonm is used wth patient or decisionmeaker, ettach it tothe signed English POLST fonm.

+ Use of ariginal form is strongly encouraged. Photocopies and FAXes of signed POLST forms are legal and valid. A copy
should be retained in patient's medical record, on Ultra Pink paper when possible.

Using POLST

+ Anyincomplete section of POLST implies full ireatmert for that sediion.

Secton A:

« |f found pul seless and not breathing, no defibrillator (induding sutometed extemal defibrillators) or chest compressions
should be used on a patient who has chosen 'Do Not Altempt Resuscitation.”

Section 8:

* When comfort cannd be actieved inthe current setting, the petient, induding someone with "Comfort-Focused Trestment,"
should be transferred to a setting ableto provide comfort (e.g., trestment of a hip fracture).

+ Non-invasive positive airway pressure indudes cortinuous positive sirnay pressure (CP AP), bi-level postive aitway pressure
®iPAP), and bag valve mask (BVM) assisted respirations.

+ |V antibictics and hydration generally are not "Com fort-Focused Trestmert."

¢ Treastmert of dehyctetion proongs life. If a patient desires |V fluids, indicste "Seledtive Treatment" or "Full Treatmert "

+ Depending on local EMS protocal, "Additional Orders” wittenin Sedion B may notbe implemented by EMS personnel.

Reviewing POLST

It is recommended thet POLST be reviewed periadically. Reviewis recommended when:

+ The petient istransferred from one care setting or care level to anather, or

+ There is a substantial changs in the patient's heslth status, or

s The patient'streatment preferences change.

Modifying and Volding POLST

+  Apatient with capacity cen, at anytime, request alternstive trestment or revoke @ POLST by any meansthat indicates intent
to revoke. It isrecommended that revocetion be documerted by drawing a line through Sedions Athrough D, writing "OID"
in large letters, and sigring and dating thisline.

+  Alegally recognized decisionmaket may request to modify the orders, in collaboration with the physicianMNP /P A, based on
the known desires of the patiert or, if unknown, the patient's best irterests.

This form s approved by the California Emergency Medical Services Authority in cooperation with the statewide POLST Task Force.
For more information or a copy of the form, visit www.caPOLST.org.

SEND FORM WITH PATIENT WHENEVER TRANSEFERRED OR DISCHARGED




‘C‘) Tri-City Medical Center

Oceanside, California

PATIENT CARE SERVICES POLICY MANUAL

ISSUE DATE: 10/06 SUBJECT: Rapid Response Team Activation
and Condition Help (H)

REVISION DATE: 3/07, 10/07, 9/08, 6/11, 3/12 POLICY NUMBER: IV.L

Department Approval: 04/1607/16

Clinical Policies & Procedures Committee Approval: 03/1205/1609/16

Nursing Executive Council Approval: 03/1206/1609/16

Critical Care Committee Approval: 10/16

Pharmacy & Therapeutics Committee Approval: n/a

Medical Executive Committee Approval: 05/M1202/17

Professional Affairs Committee Approval: 06/1203/17

Board of Directors Approval: 06/12

A. DEFINITIONS:
| 1. Bipap (NIPPV): A type of mechanical ventilation which provides inspiratory and/or expiratory
positive pressure ventilation via nasal, full face or total face mask in order to improve hypoxemia,
reduce ventilatory muscle fatigue, and to support ventilation.

| 2. Condition Help (H): A program that enables patients and family members to call for immediate
help if they feel the patient is not receiving adequate medical attention.
3. Multidisciplinary Medical Team: A team consisting of multiple members with varying medical

education backgrounds such as an ICU Nurse, an RCP, Patient’s Primary Nurse and the
Administrative Supervisor if duties/time permits. For Condition H, a social worker and a chaplain
also will respond.

| 4, Rapid Response Team (RRT): A multidisciplinary team that responds to urgent patient situations
throughout the hospital.

B. PURPOSE:

1. To provide, within minutes a multidisciplinary medical team approach using a formalized process

to assess and treat a patient, whose condition is deteriorating or when nursing staff on the floors
| has concerns related to patient’s condition.

2. To provide support when a patient/family recognizes a noticeable medical change in condition
and feels they are not receiving the appropriate response from the healthcare team.

3. Tri-City Medical Center (TCMC) will plan for, support, and coordinate a systematic approach to
complex patients such as the implementation of the Rapid Response Team (RRT) to respond to
deterioration in patient status outside the critical care setting.

4, The role of the Rapid Response Team is to:
a Assess
b. Stabilize
C. Assist with communication
d Educate and support
e Assist with transfer to a higher level of care if necessary

C. POLICY:

1. The goal of the team is to provide early and rapid intervention in order to promote better
outcomes such as:
a. Reduced cardiac and/or respiratory arrests in the hospital;
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b. Reduced or more timely transfers to the Intensive Care Unit (ICU) or a higher level of
care;

C. Reduced patient intubations; and
d. Reduced number of hospital deaths.

2. The RRT Nurse provides clinical expertise, advanced assessment skills and support for the
patient’s primary nurse, patient and patient’s family, as well as facilitates a more timely transfer to
a higher level of care when needed.

3. The Primary Nurse is a critical member of the team who shall provide report, remain in room to
collaborate with the RRT Nurse, and assist in the care of the patient.

4, The Respiratory Care Practitioner (RCP) provides advanced respiratory assessment, immediate

oxygen therapy, delivery of aerosolized medications, and assistance in delivering mechanical
ventilation, through Non-Invasive Positive Pressure Ventilation (NIPPV) if required.

D. PROCEDURE:
1. When a nurse is concerned about the condition of a patient or feels that a patient needs
| immediate intervention, they will:
a. Contact the operator by dialing “66.” The operator will announce “Rapid Response Team
to Room ----- “, three times overhead.
i. Once notified, the RRT members will simultaneously respond to that room/location
within 5 minutes.
b. Call RRT cell phone.
2. When a caregiver/family member is concerned about the condition of a patient or feels that a
patient needs immediate intervention, they will contact the operator by dialing “66.” The operator
will announce “Condition H” and the RRT members will respond.

' 3. Criteria to call the Rapid Response Team:
a. Staff member is concerned/worried about the patient
b. Acute change in:

i. Heart rate (less than 50 or greater than 130 beats per minute)
ii. Systolic blood pressure (less than 90 mm/Hg or greater than 180 mm/Hg)
ii. Respiratory rate (less than 8 or greater than 28 breaths per minute) or threatened

airway

iv. Oxygen saturation, which reflects the percentage of red blood cells, saturated with
oxygen (level is less than 92% despite oxygen therapy)

V. Level of consciousness, sudden unexplained agitation and confusion.

Urine output (less than 50 mL in 4 hours)

c. Q%her—neemelegwai—ehanges—sueh—as—nNew onset unilateral motor weakness, sensory loss,
and/or aphasia warrant-a-Gode-Stroke-callor other neurological changes suggestive of
stroke.

d. Patient complains of new onset chest pain or any other symptoms suggestive of Acute

Coronary Syndrome (ACS)

Acute significant bleed

New, repeated, or prolonged seizures

Failure to respond to treatment for an acute problem/symptom

Change in skin tone (pale, dusky, gray or blue)

The patient must be stabilized or a decision to transfer to a higher level of care must be

made within 30 minutes.

4, Criteria to Call a Condition H Rapid Response:

— Q™o

a. A caregiver or family member is worried about the patient’s condition and feels it is not
receiving appropriate response from the healthcare team.
b. Noticeable medical changes:

i. Shortness of breath or barely breathing

ii. Severe pain not resolved after treatment
ii. Feels as though heart is beating too fast
iv. Difficulty speaking or moving arms or legs
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V. Confusion, agitation, or other mental changes
vi. Difficulty waking up when aroused
vii. Using the bathroom less or more frequently
5. RRT Nurse Responsibilities:
a. Takes emergency cart to room.
b. Speak with the primary nurse to get the situation, background, assessment and

recommend (SBAR) of the patient.

C. Assist with further assessment of the patient.

d. Speak with the physician/family/patient about the situation.

e. Assist with/facilitate transfer to higher level of care if indicated.

f. Provides necessary treatment and obtains pertinent diagnostic tests per Rapid
Response Standardized Procedure.

g. In emergency situations implements current standards of care by following ACLS
protocols.

h. Functions as role model.

i. Provides education pertinent fo event and general clinical education as time allows.

j- Follows up on patients maintained on the floor within 4 hours of the call.

k. Completes a RRT Cart check at least daily and documents the following on the RRT

Cart Checklist located inside the RRT Cart:
i Presence of:

1) RRT cellular telephone and charging cable.
2) Cart keys
3) Manual blood pressure cuff
4) Emergency supplies, including
a) Three sets of gel defibrillation pads
b) Three sets of multifunction defibrillator pads
c) Resuscitation bag (Ambu).
d) Restock any missing supplies
ii. Verifies contents of Respiratory bag and tool box
1) Restock any missing supplies
iii. Expiration dates of all supplies completed on the first day of each month
1) Replace any expired supplies
iv. Proper functioning of defibrillator
1) Verify adult paddles are installed and are pushed all the away into

their holders on the side of the M series unit
2) Ensure the Multi-Function Cable is plugged into the unit
a) The Multi-Cable Function should not be plugged into the test
connector
3) Switch unit to DEFIB and set energy to 30 joules
a) The messages CHECK PADS and POOR PAD CONTACTS will
alternately display
4) Plug the Multi-Function Cable into its test connector
a) The message DEFIB PAD SHORT will display
5) Press the CHARGE button on the front panel or on the apex paddle
handle
6) Wait for the charge read tone to sound and verify that the energy
ready value displayed on the monitor registers 30 joules
a) The message will read DEFIB 30J READY
b) The strip chart recorder will print a short strip indicating TEST
OK energy delivered if the unit delivered energy within
specifications
i) During the Energy Delivery Test, unit will only discharge
when energy level is set to 30 joules
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: c) If TEST FAILED appears, contact Clinical Engineering (Biomed)
or ZOLL Technical Service Department immediately
7) Defibrillator battery change performed
iv.  Sign your name in the signature box of the Cart Checklist
6. Respiratory Care Practitioner Responsibilities:
a. Assesses and provides treatment.
b. Assists in managing airway and providing ventilatory support.
| C. Assists with and provides treatment as necessary to facilitate transfer to higher level of
care.
d. Functions as role model.
7. Primary Care Nurse Responsibilities:
a. Briefs the team on patient history, current assessment, and identified concerns.
b. Ensures patient’s chart, all labs and diagnostic test results are available for the team.
C. Remains with patient as a vital member of the team, repeats vital signs and other
assessments as needed.
| d. Contacts Pphysician if asked by RRT Nurse and give information as needed, using SBAR
communication.
| e. Responsible-forfollowing-Follows through with determined plan of action and ongoing
patient assessment.
8. Administrative Supervisor Responsibilities:
a. May-rResponds and assists as needed if duties/time permits.
b. Provides necessary resources.
C. Facilitates efficiency of the team.
d. Recognizes and utilizes the chain of command to obtain appropriate medical care when
! necessary to ensure patient’s well-being.
e. Facilitates transfer and bed assignment if a higher level of care is indicated.
f Responds to Condition H on nights, weekends, and holidays in place of social worker to
address patient/family non-medical concerns.
| 9. Social Worker Responsibilities:
a. Responds to Condition H to address patient/family non-medical concerns.
| 10.  Chaplain:
a. Responds to Condition H to provide spiritual and emotional support to patient/family.
11. In the event the ICU is unable to provide a RRT RN (such as in times of unanticipated low

staffing), the following steps will occur:
a. The ICU Charge Nurse will notify the AS when there is ho RRT; the ICU Charge
Nurse will notify the AS when the RRT becomes available.
b. The AS will notify each unit’s Assistant Nurse Managers (ANMs)/Charge Nurses
that the RRT has been pulled to patient care.
i. Each unit’'s ANM/Charge Nurse will ensure their immediate staff is aware of
the lack of RRT coverage.
ii. Each unit’'s ANM/Charge Nurse will be available to all immediate staff to
address patient concerns prior to calling a Rapid Response event.
C. The ICU Charge Nurse (or other designated ICU RN) will be available for telephone
consults.
i. Call forwarding from the RRT phone to the Charge Nurse phone may be
done to avoid carrying more than one cell phone (optional).

1) Dial *72 760 802 1939 and press CALL from the RRT phone to forward
calls to the charge nurse phone (you will hear 3 beeps when the task
is complete).

2) Dial *720 and press CALL from the RRT phone to cancel call
forwarding (you will hear 3 beeps when the task is complete).

d. The ICU Charge Nurse (or other designated ICU RN) will respond to overhead RRT
pages and/or provide bedside support to floor nurses when necessary.
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i. if a designated ICU RN other than the Charge Nurse will respond to a Rapid
Response call, the Charge Nurse will ensure adequate coverage of that RN’s
patient assignment.

E. DOCUMENTATION:
1. The Emergency Event Record will be used to document the RRT and Condition H activation and
interventions performed.
| 2. An evaluation tool (Form# 6010-1006) willmay be completed by the primary nurse on the floor.

F. RELATED DOCUMENTS:
1. PCS SP: Rapid Response
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Distribution:

Patient Care Services

PROCEDURE:

STROKE CODE, EMERGENCY DEPARTMENT

Purpose:

To outline the procedure for prompt recognition of a patient with signs and symptoms of

stroke or worsening stroke and to outline appropriate interventions.

Supportive Data:

Rapid response is critical to obtain required data for a prompt diagnosis and appropriate |
intervention. I

Equipment:

Stroke Admission Packet

A. POLICY:

1. A Stroke Code shall be initiated if a patient presents to the Emergency Department (ED)
experiencing “stroke-like” symptoms of less than eight (8) hours duration.

B.  PROCEDURE:

1. Stroke Code Activation:
Patient with “stroke-like” symptoms who are en route to Tri-City Medical Center (TCMC)
by Emergency Medical Service (EMS) providers will have a Stroke Code activated by
the Mobile Intensive Care Nurse (MICN) prior to arrival by dialing 66 and notifying the

i. The MICN will notify the ANM/Charge RN as well as the EDEmergency

Patients with “stroke-like” symptoms who present through triage should be immediately

placed in an emergency department bed and notify the Emergency Department-ED

ANM/Charge RN and Emergency-Room-ED physician.
i. The Registered Nurse or Unit Secretary will activate a Stroke Code at the direction

of the Emergency-Bepartment-ED Physician by dialing 66 and notifying the

The operator will page the Stroke Team consisting of:
i. Computed Tomography (CT) Technologist

a.
operator.
Department Physician.
b.
operator.
C.
ii. Lab Phlebotomist
ii. Stroke Coordinator
iv. Radiology Technologist
V. Lab Technologist

2. Notification of Neurologist:

a.

Neurologlst on call will be notlfled by the Emergeney—DepaFt-mem—ED Physman
3. Initial Care of the Stroke Patient:

Initial care of the stroke patient should include immediate stabilization of the airway,
breathing, and circulation (ABC’s). This is quickly followed an assessment using the
NIHSS (National Institute Health Stroke Scale).
The Emergency-DepartmentED Physician serves as the Stroke Team Leader and is

responsible for initial evaluation and stabilizing treatment, as well as determining eligibility
for thrombolytlcs in collaboratlon W|th the Neurologist.

Determine time of symptom onset.
i. This is defined as when the patient was at his or her previous baseline or
symptom-free state. For patients unable to provide this information or who awaken

Pharmacy &

Medical

Professional

Department Clinical Policies Nurse Executive Board of
Therapeutics Executive Affairs
Review & Procedures Committee Committee Committee Committee Directors
4/09; 11/1101/17 12/11, 4/15, 02117 | 12/11; 4/15, 02/17 02/17 1/12, 02/17 2/12, 0317 2/12
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with stroke symptoms, the time of onset is defined as when the patient was last
awake and symptom-free or known to be “normal”.

Obtain finger stick blood sugar.

i. Notify Emergency Department ED Physician of result.

Initiate continuous cardiac monitoring

Monitor blood pressure Q-every 15 minutes until thrombolytic eligibility is determined.

Obtain vital signs including: heart rate, blood pressure, respiratory rate, oxygen saturation,

and actual weight.

Obtain 12 lead Electrocardiogram (ECG).

Obtain Intravenous (V) access.

i. Place 18 or 20 gauge |V in antecubital (AC) or forearm.

Initiate supplemental oxygen as ordered.

Perform NIHSS assessment and Swallow Screen prior to any oral intake.

i. Notify Emergency-DepartmentED Physician of results.

Time Parameter goal is to maintain the best practice times listed below:

a.

Draw STAT labs to include prothrombin time (PT)/international normalized ratio (INR),

partial thromboplastin time (PTT), Glucose, and Creatinine —complete within 45 minutes

of arrival but not to delay FF-RArtPA administration.

i. Draw labs prior to CT scan.

Obtain STAT CT scan — completed within 25 minutes of arrival.

i. The Emergency Department RN accompanies all Stroke Code patients to CT
scan.

ii. CT Technologist will notify Radiologist of the Stroke Code CT for STAT read.

iii. Radiologist will notify the Emergency Department Physician of CT results within 20
minutes of completion.

Obtain portable chest x-ray and ECG - complete within 45minutes of arrival but not to

delay FFRArtPA administration.

6-5.

6.

Care of the i’atients Eligible for Thrombolytics:

Continuous cardiac monitoring

Place second peripheral IV.

Place Foley Catheter prior to FFRArtPA administration if ordered by the Emergensy

Bepartment-ED Physician.

Monitor blood pressure Q 15 minutes.

i. Blood pressure obtained prior to administration of FFRArtPA is a systolic blood
pressure < 185 and dIaStO|IC blood pressure of <1 10.

pharmass
If patient is eligible for FFRArtPA treatment informed consent will be obtained by
Eme%geney—DepaFt-mem—ED Physician and/or Neurologist.

i. Signed consentr is not required for administration of FFRArtPA.

Administer rtPA per Physician Order:

a.
b.

Recommended TOTAL dose of FFRArtPA is 0.9 mg/kg, not to exceed 90 mg.

Reconstitute and administer FFPAIrtPA as follows:

i. Reconstitute10%-of the-total-dose-of FFRA-PA with 100 ml of sterile water for
injection utilizing the transfer device to create a solution with a concentration of 1
mg/mL.

ii. With a second Registered Nurse, calculate the weight based dose of FFRArtPA.

ii. Remove from the vial any quantity drug in excess of that specified for patient
treatment—Fe-de-this, calculate the excess dose and discard 10 ml less than that
dose. This will allow for the complete dose of FFRPAIPA to be infused.
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iv. Withdraw the bolus amount (bolus dose is 10% of total dose) and administer
IVP over 1 minute.
V. Program the infusion pump to deliver the remaining dose over 60 minutes.

| vi. FFRAIrtPA must be double checked by two Registered Nurses and documented in
the Medication Administration Record.

| 87. Monitoring During and Post Thrombolytic Administration:

a. Continuous cardiac monitoring.

b. Monitor blood pressure every@ 15 minutes X-times 2 hours, then Q-every 30 minutes for

6 hours, then Qevery 1 hour X-times 16 hours.

i. Notify Emergency Department Physician immediately for systolic blood pressure >
185 and/or diastolic blood pressure > 110.

C. Monitor neurological status Q-every 15 minutes X-times 2 hours, then Q-every 30
minutes for 6 hours, then Qevery 1 hour X-times 16 hours.

i. Neurological assessment should include: level of consciousness, orientation,
response to commands, motor scoring of upper and lower extremities, language,
dysarthria, and pupillary response.

ii. If the patient develops a severe headache, acute hypertension, nausea, vomiting
or has worsening neurological examination notify Emergency Department
Physician immediately.

iii. Monitor temperature and maintain normothermia.

iv. Monitor blood sugar and maintain euglycemia.

d. Continue monitoring patient upon transport and during diagnostic tests. if unable
to perform assessment/vital signs during test, document reason and resume
assessment/vital signs as soon as test is completed.

. Note: most diagnostic areas have vital sign monitoring capability but staff
may not be able to perform assessment during test
e. Disposition of Stroke Patient:
i. Stroke patients who have received thrombolytics are admitted to the Intensive
Care Unit.

ii. Stroke patients who do not meet the criteria for admission to the Intensive Care
Unlt should be admltted to 4 Pavnllon or Telemetry

C. RELATED DOCUMENTS/FORMS:
1. 24 hour rtPA Flow Sheet. Form # 6010-1010

D. REFERENCES:

1. Guidelines for the Early Management of Adults with Ischemic Stroke. Stroke, Journal of the
American Heart Association, 2007: 1655-1708
2. Guidelines for the early management of patients with acute ischemic stroke: a guideline

for healthcare professionals from the American Heart Association/American Stroke
Assomatlon Stroke Volume 44 pages 870 947 (2013)
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Department Approval: 12/16
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A POLICY:

1. Tri-City Medical Center (TCMC) shall allow telephone access to and from patient rooms while
providing adequate amounts of rest for both patients in the room.
+a. Behavioral Health Services — Public phones are available for patients.

2. All telephones in patient rooms have the capability for direct dialing. Patients can initiate and
receive phone calls on a twenty-four hour basis.

3. Incoming calls to the P.B.X. operator shall not be connected to the patient rooms between the
hours of 2200 and 0700 but shall be referred to the Nursing Unit.

4, If telephone communications need to be limited based on nursing assessment or patient
behaviors, the process shall be verbally explained to the patient and/or family. Restrictions shall
be evaluated by nursing for their effectiveness, so that at the earliest possible time the
restriction may be lifted.

5. At the patient’s request, phone service may be blocked.

6. Accommodations shall be made for patients requesting a private area for telephone usage. The

Assistant Nurse Manager or the Administrative Supervisor may be contacted for assistance.
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Distribution: Patient Care Services

PROCEDURE: FHERAPEUTIC HYROTHERMIA-TARGETED TEMPERATURE MANAGEMENT
AFTER CARDIAC ARREST
Purpose: To manage comatose patients after cardiac arrest using cooling methods to induce

hypothermia in order to improve neurological outcomes.

Supportive Data:

In studies of cardiac arrest, induced hypothermia protocols have contributed to improved
neurological outcomes. This procedure is done in the Emergency Department (ED) and
Intensive Care Unit (ICU).

as ventricular fibrillation or asystole, or due to mechanical failure such as in pulseless electrical

activity (PEA).
2. Hypothermia — Core body temperature less than 35°C3. Severe hypothermia — Core body
temperature less than 30°C

C. PROCEDURE:
1. Assessment:

a. Confirm that patient meets eligibility criteria for therapeutic-hypothermiatargeted
temperature management.

b. Obtain physician orders.

c. Verify that patient will not be going for immediate cardiac catheterization. If immediate
cardiac catheterization is planned, therapeutic-hypothermiatargeted temperature
management may be started after catheterization is complete.

Dopartment | ity | meacutve | CiticalCare | LUCICHS | Sxecutve | | amars . | Boerdef
Procedures Committee Committee Committee Committee
10/12, 08/16 10/12, 09/16 10/12, 09/16 10/16 n/a 01/13, 02/17 02/13, 03/17 02/13

Equipment: Arctic-Sun-Temperature Management System-er-alternrate-system
Ice packs
Core body temperature monitoring system (bladder, rectal, esophageal, or pulmonary
artery)
Refrigerated (4°C) normal saline
A. POLICY:
1. Patient Indications:
a. Adults age 14 years and older.
b. Cardiac arrest followed by return of spontaneous circulation.
C. Persistent coma after cardiac arrest as evidenced by no eye opening, no speech, no
purposeful response to noxious stimuli (Glasgow Coma Scale 8 or lower).
d. Those able to maintain a systolic blood pressure greater than 90mmHg, with or without
vasopressor agents after return of spontaneous circulation.
2. Absolute Contraindications:
a. Active bleeding
b. Severe sepsis
3. Relative Contraindications:
a. Pregnancy (women < 50 years old must have a negative pregnancy test prior to initiating
the protocol)
b. Major head trauma
C. Other causes of coma, ie. drug overdose, pre-existing coma)
d. Recent major surgery within 14 days
e. Greater than 6 hours from return of spontaneous circulation
f. Preexisting DNR status
B. DEFINITIONS:
1. Cardiac Arrest — When the heart stops pumping blood effectively due to a lethal arrhythmia such
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d. Perform neurological assessment, including Glasgow Coma Scale, before initiating
therapy and at the end of therapy.
e. Assess pupil response every hour if paralytics are used.
f. Assess and document vital signs, including core body temperature, every 15 minutes
during therapy.

i. Assess core body temperature using one of the following methods, listed in order
of preference:
1) (H-Pulmonary artery catheter;
2) (2)-Esophageal catheter;
i—3) (3-)—B|adder or rectal probe

h;g. Draw labs frequently, as ordered to monitor patlent for electrolyte abnormalities,
coagulopathy, and infection.
2. Patient/Family Education:

a. Explain the purpose of therapeutic-hypothermiatargeted temperature management and
goals of treatment to family.

b. Assure family that appropriate comfort measures will be taken (i.e. sedation and
analgesia).

b-c. Provide hypothermia teaching handout.

3. Initiation of hypothermia using the Aretic-Sun-temperature management system:

a. Artic Sun (topical cooling device)
i. Artic Sun Instructions for Use

b. Zoll Thermogard Intravascular System (intravascular device)
i. Zoll Thermogard XP Instructions for Use

c. Gaymar Cooling Blanket (topical device)

i. Gaymar Coolmg Blanket Instructlons for Use
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B.E.

4. Communication:
a. Notify the physician of any changes in patient condition, complications of treatment or if
unable to reach target temperature within specified time frame.
8.5. Documentation:
a. Time of initiation of hypothermia shall be documented in the medical record.
b. Patient assessments and communication with the physician shall be documented in the
medical record.

RELATED DOCUMENTS:

1. Artic Sun Instructions for Use

2. Zoll Thermogard XP Instructions for Use

3. Gaymar Cooling Blanket Instructions for Use
REFERENCES:

1. Geocadin, R.G., Koenig, M.A., Stevens, R.D., Peberdy, M.A. (2007). Intensive Care for Brain
Injury after Cardiac Arrest: Therapeutic Hypothermia and Related Neuroprotective Strategies.
Crit Care Clin; 22: 619-636.

2. Bernard, S. (2006). Therapeutic Hypothermia after Cardiac Arrest. Neurol Clin.; 24:61-71.

3. J.P. Nolan, et.al. (2003). Therapeutic hypothermia after Cardiac Arrest: An Advisory Statement
by the Advanced Life Support Task Force of the International Liaison Committee on
Resuscitation. Circulation. 108: 118-121.

4. Palmer, S. J. (2015). Nursing the Out-of-Hospital Cardiac Arrest Patient: Use of Targeted
Temperature Management. British Journal of Cardiac Nursing, 10(7), 335-344 10p.

5. Mathiesen, C., McPherson, D., Ordway, C., & Smith, M. (2015). Caring for Patients Treated
with Targeted Temperature Management. Critical Care Nurse, 35(5) e-1-e13 13p.
doi;10.4037/ccn2015168.
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Artic Sun Instructions for Use
1. Use the sizing chart to determine the appropriate size gel pads for the patient.
a. Apply gel pads to the patient.
i. Gel pads must be placed only on intact skin.
ii. Gel pads may be placed over top of defibrillation pads.
b. Connect the gel pads and temperature probe to the machine’s console.
c. Set the patient’s target temperature to 33°C.
i. Goal temperature is 32 - 34°C.

d. Ensure the Arctic Sun is in “automatic mode” (can only be used with attached
temperature probe.)

e. Time to target should be at MAX.

f. Document time of initiation of patient cooling in the electronic health record (EHR).

g. Administer cold intravenous saline as necessary to facilitate patient cooling, per
physician’s order, if no evidence of pulmonary edema on chest x-ray.

h. If core temperature is NOT decreasing by at least 1°C per hour, see the Arctic Sun
troubleshooting guide.

i. Notify the physician if unable to reach target temperature within 4 - 6 hours.

j. Monitor the patient for shivering during cooling using the Bedside Shivering
Assessment Scale (BSAS) and notify physician if shivering cannot be controlled
with the medications ordered.

k. Monitor the patient for hypokalemia during cooling.

. Avoid severe hypothermia.

m. Assess and document skin condition every two hours during therapy.

2. Maintenance phase:

a. Once the target temperature has been achieved, the patient will be maintained at 32
— 34 °C for 24-hours from the initiation of cooling.

b. Monitor the Arctic Sun water temperature and flow rate hourly in the EHR. A
decrease in water temperature may indicate increased resistance to cooling, such
as with shivering or fever from an infectious source.

c. If the water temperature remains less than 10°C for more than 8 hours, refer to the
Arctic Sun troubleshooting guide.

3. Rewarming phase:

a. Begin rewarming the patient 24-hours after the initiation of hypothermia.

b. Set the patient’s target temperature to 37°C.

c. Set the rate of rewarming to 0.3°C per hour. (Please note that the default setting is
to “warm - MAX.” The rewarming rate must be changed in order to achieve slow,
controlled rewarming over 12 hours.)

d. Monitor the patient for hypotension related to rewarming, secondary to
vasodilation.

e. Potassium replacement should be conservative 8 hours prior to rewarming and
during rewarming.

f. Monitor for hyperkalemia during rewarming.

g. After rewarming is complete the Arctic Sun pads may be left in place for a total of 5

days. Monitor for rebound hyperthermia and reinitiate cooling if necessary to
maintain the patient’s core body temperature less than 37.5°C.
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Zoll Thermogard XP Instructions for Use

Insertion of Zoll Quattro Catheter (note insertion procedure same as with central venous catheter
insertion).

1.

Assemble Supplies:

a. Full body sterile drape
b. Sterile gown for physician
c. Sterile gloves for assistant and physician
d. Mask with face shield for physician
e. Full face shield for physician
f. Caps for assistant and physician
g. Gel hand hygiene solution
h. Zoll Intravascular Temperature Management Catheter
i. Each catheter insertion kits contain all the necessary line insertion
equipment
ii. The “Quattro” heat exchange catheter is a 4 balloon femoral venous catheter
preferred for post cardiac arrest patients who need cooling (orange and
white package). This is a 9.3 French 45 cm catheter . Catheter should be
positioned so that the distal tip is in the inferior vena cava below its junction
with the right atrium and parallel to the vessel wall. All balloons should
reside within the vessel.
i. Zoll Start Up Kit for the Thermogard
j- 500 ml. IV bag of normal saline . Note: takes about 250 ml of normal saline to prime
the Thermogard.
k. Temperature probe connector for “T1” temperature from Foley catheter ; &

secondary temperature monitoring source with temperature probe
Ensure physician/designated healthcare provider (HCP) has performed chlorhexidine skin
antisepsis
Provide maximal barrier precautions for the inserting and assisting personnel (i.e., cap,
mask, sterile gown, sterile gloves, and full body sterile drape)
Ensure “time out” is performed per Patient Care Standards (PCS) Universal Protocol
procedure.
Ensure Central Line Insertion Procedure Checklist is completed in Cerner.
Confirmation of Line Placement:
a. After insertion of the line by the physician, confirm placement with KUB or CXR but
do not delay initiation of cooling while waiting for this to be done.
b. Ensure line confirmation is documented in Cerner .
After femoral insertion keep patient’s HOB at a 30 degree angle or less).
For ongoing maintenance and care of femoral catheter, refer to Central Venous Access
Devices, Adults .
Machine set-up and connection to the patient

a. The Zoll Thermogard consists of three major components: a recirculating chiller, a
sterile fluid roller pump, and a temperature control system.
b. The Thermogard is connected to a ZOLL catheter (a temperature-controlled central

line catheter) by two small-bore plastic tubes (orange luers).
c. Steps for Machine Set Up:

i Check the level of the coolant in the coolant well, add more sterile or
distilled water if necessary to ensure fluid is filled to just below the indicated
“Max” coolant line (note: clinical engineering will add to the coolant
chamber propylene glycol as part of routine machine maintenance). Place a
“do not discard” sticker on the round plastic coolant cap and be sure to
return it to the top of the coolant chamber.
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ii.

vi.
vii.
viii.

xi.

xii.

Xiit.

Plug in the power cord and turn the power switch on. The machine will go

through a self-test.

Make the following selections on the system set-up display screens:

1) When asked if it is new patient, select “no” for the TCMC Thermogard
Trial. This will allow all data to be stored.

2) Bath Pre-Set: Choose Precool and Enter

3) Set Target Temperature: Turn the knob and select 33.0 C degrees for
Hypothermia post-cardiac arrest with ROSC patients and then push

“Enter”.

4) For Normothermia patients select 36.0 C degrees as target
temperature.

5) Set low temperature alarm at 32.5 when using hypothermia.

6) Max Power, Control Rate or Fever: Turn the knob to select MAX

Power and Enter
Install the start-up kit tubing set.
1) Insert the heat exchange coil into the coolant well.
2) Insert the air trap into the air trap holder.
3) Open lid of roller pump. The large section of tubing goes into the
roller pump.
4) Manually rotate the pump to facilitate loading of tubing (see quick
reference guide attached to machine).
Load the pump tubing into the pump, following the tubing circuit diagram
printed on the inside of the machine’s top cover. The side of tubing with
flange fits into the slot on the right side of the roller pump house.
Firmly close the top cover of the pump.
Hang 500 ml of sterile normal saline on the hook.
Using aseptic technique, connect the tubing to the 500ml normal saline
using the spike connector. Ensure that spike is all the way to the hub but be
very careful that you do not puncture the bag as the spike is exceptionally
long.
Lift out the air trap from its holder and turn it upside down. Press and
continuously hold the PRIME switch down until the air trap and tubing are
completely flushed with saline (approx. 2 minutes).
Turn the filled air trap right side up and place it in the holder.
Slip the insulating jacket over the saline container. Note: When you use this
insulating jacket you will not be able to view the amount of fluid in the saline
bag. Therefore, when using the insulating bag be sure to regularly check the
fluid level in the saline bag. Normally there should be about 250 ml. in the
500 ml bag. If the saline bag level is decreasing in volume assess it for a
leak.
Route the tubing out of the machine through notches in the front of the
console and through the channel at the rear of the console.
Close the top cover making sure the tubing is not kinked.

d. Connection to The Patient

Position the Thermogard near the patient’s bed and lock the casters.

Place the primary and secondary patient temperature probes in the patient.
1) Plug the cable from the primary temperature probe into T1.

2) Note: T2 will not display on the Thermogard.

The supply and return connectors of the tubing are connected to each other.
Use aseptic technique to disconnect the two catheters.

Connect the male tubing connector to the female connector on the patient’s
ZOLL catheter.

Connect the female tubing connector to the male connector on the patient’s
ZOLL catheter (orange-to-orange connection).
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vi. Position the tubing so that it is not kinked, obstructed, or cannot be
dislodged by the patient’s movement.
vii. Press the STANDBY/RUN button to place the Thermogard in the Run mode.
10. Disconnection / reconnection procedures:

a. The Thermogard does not have a battery and will have to be disconnected if a
patient needs to be transported.
b. Temporary Disconnection From The Patient:

i. Press the STANDBY/RUN button to place the Thermogard in standby mode.
Do not turn the machine off.

ii. Disconnect the temperature probes from their cables. Leave the temperature
probes in the patient.

iii. Using aseptic technique, disconnect Start up Kit tubing from the ZOLL
catheter. Do not cap the orange ports, simply connect the two ends of the
catheter to each other. Do the same with the start up kit tubing to ensure the
ends stay clean. ** The product used for the evaluation has ORANGE luers.
This is the updated product that was released in April. The orange luers are
custom luers, which provide an additional safety feature and will not be able
to connect to a luer lock syringe or IV tubing, thus preventing the possibility
of a misconnection.

c. Reconnection After a Temporary Disconnection:

i. Using aseptic technique, reconnect the Start up Kit tubing to the ZOLL
catheter.

iii. Reconnect the temperature probes to their cables.

iil. Restart the Thermogard by pressing the STANDBY/RUN button.

d. Thermogard Rewarming & Normothermia

i. This machine will not automatically switch from cooling to rewarming.

ii. RN will note time that rewarming is set to occur.

iiii. Place Thermogard in STANDBY mode.

iv. Push TARGET TEMPERATURE button and use the dial to change setting to
desired temperature 36.5 degree Centigrade and then push “enter”.

V. Push Rate Degree Per Hour Button and dial in Controlled Rate. Turn to
desired rate of .25 degrees Centigrade per hour and Enter. It will take about
12 hours to go from 33 degrees to 36.5 degrees.

vi. Place Thermogard back in RUN mode.

1. Line maintenance
a. Catheter stabilization & Protection of the Patient’s Skin: Once catheter is verified to
be properly positioned utilize standard Central Venous Catheter care for the site.
b. Recommended length of time for line use:

i. Quattro (four balloons) and ICY (three balloons) femoral lines are good for
up to 4 days

iii. The Cool-line inserted via internal jugular or subclavian is good for 7 days

iii. Triple Lumen ports are not power ports.

iv. If continued temperature management is desired after dwell time of catheter
is up, simply replace catheter with new catheter kit over the wire.
V. Replace Start up Kit tubing at 7 days or when changing out femoral line.

12. Ending Treatment
a. Press the STANDY/RUN button. The pump stops turning and the Standby screen

appear.

b. Using aseptic technique, disconnect both tubing connectors from the ZOLL
catheter.

c. Disconnect the primary and secondary patient temperature probes.

d. Press the knob and, select END PROCEDURE, then choose “download data later”
and press knob once to confirm. Or simply turn off system. Patient data will be
saved for 21 days.
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e. Prior to catheter removal, uncap and leave uncapped the inflow and outflow lumen.
This will allow residual saline within the circuit to be expressed. Use a 20 ml slip-tip
syringe from the start up kit to aspirate from the balloons to ensure all the saline is
removed prior to the line being removed (optional with the Quattro catheter, as long
as the orange luers are open to air).
f. The RN or physician can remove the line. It is normal to feel slight resistance as
each balloon on the catheter passes out of the patient.
13. Troubleshooting & other key points:
14. Refer to the Thermogard User’s Manual attached to each machine.
15. Use FICK cardiac output rather than thermodilution cardiac output on these patients.
16. The catheters are MRI compatible.
17.  The catheters are NOT power injectable.
18. Mannitol may run through the ZOLL catheter, however the machine must be put on
STANDBY for two minutes and the lumen must be flushed after the Mannitol has infused.
This is to ensure the medication has not crystallized
19. Check the coolant level each time the machine is initially started. The coolant contains
propylene glycol and distilled water. Engineering will replace the propylene glycol
annually. The nurse will only need to add distilled water, if needed.

REFERENCES:
1. Zoll Thermogard Operator’s Manual 2015
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Gaymar Cooling Blanket Instructions for Use

Targeted temperature management may be performed without the use of the Arctic Sun or
Zoll Thermogard temperature management systems only if all of the Arctic Sun and Zoll
temperature management machines are unavailable.

a.

b.
c.

ThoO

Apply ice packs to the groin, sides of chest, axillae, neck and limbs to initiate
cooling.

Cold IV saline may also be administered, as ordered, to facilitate rapid cooling.
The Gaymar cooling blankets should be placed beneath and on top of the patient,
with a sheet between the patient and the blanket to protect the skin.

The water temperature in the Gaymar system is adjusted manually to achieve the
desired rate of cooling.

Ice packs can be removed during the maintenance phase.

After 24-hours, the water temperature must again be manually readjusted to
achieve slow, controlled rewarming at a rate no faster than 0.5°C per hour.
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A PURPOSE:

1. To promote patient and family focused care in a healing environment while maintaining patient

and staff safety, privacy and infection control measures.

B. POLICY:
1. Visiting is determined by the healthcare needs of the patient.

a. Family members/significant others are encouraged to participate in care planning
through regular interaction with the patient and the health care team.

b. Limitations may need to be made due to the clinical condition of the patient or at the
patient’s request.

2. Recognizing the positive contribution made by patients’ family/significant others; the Medical

Center is open for visiting 24 hours a day.

3. Special Considerations: Visiting hours may be restricted for medical or emergency situations. All
exceptions or restrictions are at the discretion of the Chief Nurse Executive or designee.

a. Adult supervision is required for children in all areas of the facility. Visitors under the age
of 14 must be accompanied at all times by an adult other than the patient when visiting a
patient unit.

b. To provide privacy and confidentiality, visitors may be requested to wait in designated
waiting areas during physician examinations, nursing care, and the performance of tests
or procedures.

C. In order to allow opportunity for medical care to be provided and to ensure adequate rest
and privacy for patients.

i. In rooms with adjoining beds (semi-private), 2 visitors per patient at a time are
allowed.

d. To ensure patient safety and infection control, family members/significant others and
visitors are not allowed in the bed with a patient; nor allowed in an unoccupied patient
care bed.

4. The following areas have special visiting policies. Visitors must check in at the nursing station in

the following departments:

~PQap TP

Intensive Care Unite

Women'’s & Children’s Services
Neonatal Intensive Care Unit
Emergency Department
Inpatient Behavioral Health Unit
Surgical Services
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5.

Visitor responsibilities include but are not limited to:

a.

b.

g.

h.

Observing the visiting hours for the area that they are visiting and leaving the patient
room or care area when asked by hospital staff.

Refraining from behavior that may cause annoyance, inconvenience and/or lack of
consideration and assisting with the control of noise and the number of visitors.
Consideration of the rights of patients and hospital staff by treating them with courtesy
and respect.

Maintenance of patient confidentiality and privacy.

Refrain from damaging or removing any article or property belonging to TCMC.
Refrain from bringing any food, alcohol or medications to the patient without prior
approval from the physician.

Reporting any concerns or complaints to the Assistant Nurse Manager, Manager or
designee.

Use hand sanitizer or soap and water to wash hands.

Violent or aggressive behavior by visitors:

a.

b.

The hospital will not tolerate violence or aggression by visitors towards staff, patients or

other visitors.

The following items and behaviors are prohibited at TCMC:

i. Alcoholic beverages-{unless-ordered-by-physician)

ii. Disruptive or violent behavior

iii. Smoking/electronic smoking devices

iv. Street drugs

V. Weapons (see Administrative Policy # 284)

For the safety of our patients, visitors and staff - visitors who do not comply with safe
conduct regulations may be asked to leave or will be escorted off hospital grounds.

RELATED DOCUMENT(S):
Administrative Policy; Weapons on Medical Center Campus 284

e-1.
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ISSUE DATE: 12/01 SUBJECT: ADMINISTRATOR ON CALL
REVISION DATE: 11/02, 8/03, 3/06, 02/09, 03/11, POLICY NUMBER: 8610-281
11/13, 04/14

Department Approval: 01/17
Administrative Policies & Procedures Committee Approval:  01/17
Medical Executive Committee Approval: n/a
Professional Affairs Committee Approval: 02/17
Board of Directors Approval: 02/17
A. PURPOSE:

1. To provide a process of administrative oversight and direction to ensure effectiveness of service

D.

continues during off hours (after business hours, weekends and holidays).

DEFINITIONS:

1. Administrator on Call: The Chief Operating Officer (COO), Chief Nurse Executive (CNE) and
Chief Financial Officer (CFO) and Senior Leaders are assigned on a rotational basis to provide
administrative oversight and direction.

2. Administrative Supervisor: The Administrative Supervisor on duty is responsible to the Directors
and Managers for the management of patient care activities and hospital operations on their
assigned shift. They have authority to act in the absence of the Chief Nurse Executive, Directors,
and Nurse Managers.

POLICY:
1. The Administrator on Call (AOC) rotates weekly amongst the Senior Team.
2. The Administrative Supervisor will report any Level IV (Sentinel) occurrence/incident or significant

patient care, risk management or operational issues to the Administrator on Call. Types of

occurrences/incidents that are reportable to the Administrator on Call are:

a. Any occurrence requiring reporting to the California Department of Public Health per
Administrative Policy Mandatory Reporting Requirements #236

b. Significant risk management issues
C. Significant physician, staff or operational issues
d. implementation of Hospital Incident Command System (HICS)
e. Media contacts or potential media reportable events
f. Non-availability of inpatient beds
3. All reported occurrences will include the following information in the Administrative Supervisor
report:
a. Brief description of event
b. Individuals involved
C. Action Plan (current and proposed)
d. Impact on Organization or Qutcome (current and potential)
e. Communication Status
f. Requested Assistance

i None Necessary
ii. Approval
iii. Plan Modification

RELATED DOCUMENTS:
1. Administrative Policy: Policy Mandatory Reporting Requirements #236

118



(@))Tri-City Health Care District
Oceanside, California

Administrative Policy Manual
District Operations

| ISSUE DATE: 5/91 SUBJECT: CODE GRAY: HOSTAGE -RESPONSE
PLAN
REVISION DATE: 12/03; 9/05; 9/10 POLICY NUMBER: 8610-283
Department Approval: 02/17
Administrative Policies & Procedures Committee Approval: 044 2/17
Medical Executive Committee Approval: n/a
Professional Affairs Committee Approval: 02/4403/17
Board of Directors Approval: 02/14
A. PURPOSE:
1. To provide a rapid, organized and thorough response at Tri-City Healthcare District (TCHD)

to an incident where there is an individual being held against their will or in a hostage
S|tuat|on wh|Ie in the facmty or in the |mmed|ate surrounding parkmg areas. Ie—assure—the

POLICY:

1. It is the policy of TCHD while responding to a hostage or barricaded suspect situation that
the primary aim of personnel is to ensure the safety of all people on the premises, as well

as, preserve ||fe and protect propedyWhrle—eaeh—and—every—hestagemeleent—wHJ—vaMn—beth

PROCEDURES GESS:

1. The TCHD personnel who witnesses or comes upon a hostage situation within-the facility
shall:
a. Warn others of the situation by calling out for everyone to “take cover” and also

take cover as well.
b. Ifa Iandllne is avarlable dlal “66” and report “Code Gray” to the PBX Operator

GentepEBXﬁQperateeef—a»GedeGray—and advrse of the mcndent Iocatlon and any other

pertinent information, such as the number of hostages, a complete description of the
hostage taker(s), and the description of any weapons.
ai. The PBX/Operator will announce “Code Gray” three (3) times overhead,
followed by the unit, department or location.
b-ii. The PBX/Operator will immediately notify the Security Department of the Code
Gray and the location of the incident. 119
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iiii. The PBX/Operator will also notify Oceanside Police Department via “911”
and advise of the current situation.

TCHD Security Personnel will respond to the incident location and it will be the

responsibility of the l:ead—Secunty Supervisor or designeeOfficer-or-Senior-Officerto

assume the primary Officer designation.

i. Theis Security Supervisor Officer-will-shall remain in this capacity until such time
that they are relleved of command by Oceansnde Police Department
personnel.

ii. The Security Supervisor will be responsible to brief Ocean5|de Police
Department personnel of the hostage situation and will supply any
requested support or additional personnel.

iii. The Security Supervisor will also advise for the facility to be placed into a
securlty Iockdown mode until further orders

|n|t|ates the following call-out process
i. The on-duty Administrator / Administrative Supervisor.
. The Environment of Care/Safety Officer.
iii. The on-call Administrator if after hours.
1) The Chief Executive Officer (CEO) will notify;

a) Board of Directors
fikb) Chief of Medical Staff
iv. The Public Information Officer.
V. The Director of Risk Management.

Security Department personnel will proceed to the incident location and begin to safely
erderly remove all patients, visitors, and staff members to a safe location and properly
ensure that secure-all approaches into and exits out of the immediate situation area are
secured.

The Emergency Reem-Department and Surgery staff shall be advised of the
hostage situation and prepare for possible trauma patients.

During or after the evacuation processes any capable witnesses will be interviewed by
Security personnel for regarding-pertinent information regarding the hostage
situationinscident.

A secure area will be established for use as a command center and central location for the
hostage negotiation team. A floor plan of the incident area will be obtained from the
Facilities Engineering Department and a secured communications system will be
established.

The Administrator or Designee along with Oceanside Police Department will obtain any
pertinent information from the unit Manager or Designee of the affected area or
department, regarding the hostage and hostage taker.; and

TCHD medical personnel will be reassigned as needed additional-persennel to this area
in order to ensure proper staffing and continuance of the necessary medical services if
possible.:

At no time during the hostage situation will any TCHD Medical-Center personnel attempt
to rescue a hostage or disarm a hostage taker. Open communications with the hostage
taker can be attempted to deescalate the incident or obtain information, but at no time will
any TCHD Medical-Genter personnel offer any promises or concessions to the hostage
taker.

It will be the responsibility of the primary Security Officer to assign-the-chronolegical
documentatien of-all pertinent circumstances related to the hostage situation. This
documentation should include but not limited to the date, time, location, actions taken and
personnel involved.
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m. At the completion of the Hostage situationinsident, all involved personne! will remain
available for interviewing by local law enforcement personnel and will only return to

normal operations after first receiving authorization to do so from the Security Supervisor
or Designee.

D. RELATED DOCUMENTS:
1. Emergency Operations Procedure: Code Silver Person with Weapon or Active Shooter
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@Tri-City Health Care District
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Administrative Policy Manual

ISSUE DATE: 6/94 SUBJECT: CONTROL OF LOCKS AND KEYS
REVISION DATE: 5/03; 2/06; 01/09; 02/11; 04/14 POLICY NUMBER: 8610-243

Department Approval: 02/17

Administrative Policies & Procedures Committee Approval:  04/14-2/17

Professional Affairs Committee Approval: 06/1403/17

Board of Directors Approval: 06/14

A. PURPOSE:

1.

To set forth a uniform and systematic control for locks and keys at Tri-City Health Care District

(TCHD W zdical Conte (IO,

B. POLICY:

1.

2.

All locks and keys at Tri-City Medical Center (TCMC) are the responsibility of the Director of
Facilities.

Locks:

a. All door locks in TCMC shall be keyed to the same master keyed system and shall comply
with all applicable codes and standards.

b. Door locks are to be keyed or re-keyed only by approval of the Department Director,
Director of Facilities, or area Executive.

c. Offsite door locks are managed through the Engineering Department.

d. Any lock that is removed from the Master Key MUST- be approved by the Chief Executive
Officer or Area Vice President.

Keypad combination locks are to be used only where absolutely necessary such as the number of

keys to be issued would be impractical. All applicable codes and standards shall be adhered to for

installation of keypad combination locks.

a. Keypad combinations for door locks will be coordinated whenever possible provided
hospital security is not compromised.

a-b. Department Directors or Managers shall be responsible to ensure the integrity of the
door code, and to change/update the code whenever there is a potential security

risk.

Keys:

a. Keys will be issued to employees on an as needed basis upon approval of the Key
Request form by Department Director or Manager,-and Director of Facilities,-or Aarea
Administrator-Vice President or CEO.

b. Keypad combinations and keys for medical staff will be distributed through the Medical
Staff Office.

C. All keys and kkeypad combinations issued to pRhysicians and employees are to remain

protected/confidential with the pPhysician/employee and are not to be givenr-shared
withto anyone else.

d. Any employee who terminates employment or transfers to another Department wil-shall
leave-turn-in the keys with exmng Department Dlrector or Manager who will notify
Engineering Department. Key

Electronic access control systems: The proximity card readers can only be installed with the
approval of the CEO or COO.-
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ISSUE DATE: 1/81 SUBJECT: HELICOPTERS ON DISTRICT
PROPERTY
REVISION DATE: 5/89; 8/93; 10/97; 10/99; 5/03; 01/09 POLICY NUMBER: 8610-207
9/10; 04/14

Department Approval: 02/17
Administrative Policies & Procedures Committee Approval:  04/12-2/17
Professional Affairs Committee Approval: 06/14403/17
Board of Directors Approval: 06/14
A. PURPOSE

1. To maintain a safe environment for all personnel on the helipad.
B.  POLICY

1. The patient’s physician shall request helicopter transport.

2. Departments requesting helicopter transport shall notify the Emergency Department (ED) as to

the estimated time of arrival.

3. The Emergency Department (ED) Mobile Intensive Care Nurse (MICN) shall make appropriate in-
house arrangements for landing and take off.

4, The ED MICN shall be notified by the Aeromedical Dispatcher of helicopter landing.

a. The ED MICN shall notify Security via the radio in radio room of estimated time of arrival of
helicopter.
b. The Security Department will respond to the elevator alcove (and must turn off air handlers

temporarily by pushing red button) to standby in case the fire suppression system needs to

be activated. The elevator shall be kept in the locked position, available to the flight crew.

i If the patient is incoming, an ED technician shall meet the helicopter with a gurney,
oxygen tank and |.V. pole and, when directed, assist the flight crew in the transfer
of the patient and equipment.

5. The following safety rules shall be followed at all times.
a. No running on the helipad.
b. Doors to the helipad shall remain closed at all times (except during patient transfers to
or from the helicopter).
c. Visitors are not allowed on the helipad unless accompanied by the flight crew or TCMC
Security personnel.
d. Gurneys with mattresses, linens, or IV poles are not permitted within 50 feet of the aircraft

when the blades are turning. Make sure all loose objects (i.e., MAST suits; debris) are
secured on the helipad.

e. HASecHreag-oxXygen-cynae Aat-Rotbe1er-unsypperea-h-the-"uprgn ",Oxygen
cylinders must be properly secured at all times (designated cylinder cart or
underneath the gurney in the cylinder slot). At no time may cylinders be left
unsecured.

f. Wait for the pilot's approval before approaching or exiting the aircraft. Approach or exit the
aircraft from the front in view of the pilot.

g. Do not approach the helipad until the aircraft has landed on or lifted off the pad.

h. Do not approach or exit the aircraft when the blades are turning. Do not allow ancillary

personnel to approach the aircraft until the rotors have stopped turning.
i. Tri City Medical Center heliport weight restriction for all medical air transportation is 10k
Ibspounds- maximum with a blade diameter of no more than 36 feet.
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ISSUE DATE: 7176 SUBJECT: Lost and Found Articles
REVISION DATE: 4/89; 6/94; 10/99; 9/00; 9/02; POLICY NUMBER: 8610-202
6/03; 2/06; 01/09; 02/11, 02/14
Department Approval: 01/17
Administrative Policies & Procedures Committee Approval: 01/17
Medical Executive Committee Approval: n/a
Professional Affairs Committee Approval: 02/17
Board of Directors Approval: 02/17

A. PURPOSE:

1. The Lost and Found service provided by Security and the Patient Representative Office provides
a method for returning lost or misplaced articles to their proper owners and/or reimbursement, if
applicable.
B. DEFINITIONS:
1. Items of Value: Money, Credit Cards (to be destroyed after 90 days), jewelry, and watches.
P POLICY:
1. Lost or misplaced items shall be promptly returned to their rightful owners.

D. PROCESS:

1. When an article is found, a reasonable effortis made to determine its ownership immediately,
and, whenever possible, to return the article to its rightful owner. If this is not possible, the person
who found the article must attach a Tri-City Healthcare District (TCHD) “Found Property Slip” and
take directly to the Lost and Found or Security. Call Security and someone will meet you to
receive the item. “Found Property Slips” may be obtained from Security. NOTE: The loss of
hearing aids, dentures and glasses will be reported directly to the Patients’ Representative.

2, If the owner is a patient who has been discharged, a representative from the Nursing Unit where
the article was found will contact the patient or his/her family and ask him/her to claim the article in
the Lost and Found section of Security. The time and date of the contact, the name of the person
contacted, and the person making the call, is to be recorded and provided to Security. The article
may not be held on the unit, but forwarded immediately to Security.

3. The article is to be forwarded by placing it in a container labeled with the name of the person who
found the article, the patient's name, address, room number, contents of container, and recorded
notes of contact with patient or family on the TCHD “Found Property Slip.” A notation should also
be made on the patient's medical record in Clinical Notes.

4, Items found in areas other than patient rooms, which cannot be returned to the owners (or
ownership cannot be determined), are to be placed in a container and labeled with a TCHD
“Found Property Slip”, indicating where the item was found, the time and date of discovery, the
name of the person who found the article, and the contents of the container and sent to Lost and

Found.
5. Upon receipt of lost items Security will:
a. Place all items deemed to be of value in the Security Office safe until claimed. If unclaimed
after 90 days, the item is to be donated to an approved charitable organization.
b. Give all other items an identification number and properly log into the Lost and Found
Control Binder.
C. Attempt to identify ownership, then contact owner.
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6. The Patient Representative will mail identified articles to owners who are unable to come to the
hospital. Mail certified, return receipt.
a. After a period of 90 days all unciaimed items will be donated to a charity as determined by
Administration and allowed by law.
7. Anyone who has lost articles may contact Security through the PBX operator..
8. Reports of lost articles that cannot be found are to be referred to the Patient Representative's

Office via phone, with follow-up in writing for investigational purposes and information with
description and contact information placed in the Lost and Found Inquiry book.

9. If an investigation concludes a hospital representative is responsible for a lost/damaged article,
and reimbursement by the Organization is appropriate, a check request and a copy of the
investigation General Release of All Claims Form (from the patient) will be submitted by the
Patient Representative Office to the Director of Risk Management.

10. The Director of Risk Management will obtain the signature of the proper administrator. The Patient
Representative will obtain the cost center location for charging purposes. The check request will
be forwarded to AP in Accounting.

11. When the check is issued Accounting emails the Patient Representative the date, the check
number and the amount. Accounting sends out the check to the patient/family member or the
professional who is preparing the replacement articles (for example: new dentures or hearing aid).

12.  The original forms will be filed along with the check information to the Patient Relations Specialist
and into the Complaint Resolution file.

E. RELATED DOCUMENT(S):
1. General Release of All Claims Form Sample

125



Administrative Policy Manual
Lost and Found Articles — 8610-202
Page 3 of 3

General Release of All Claims Form Sample

The undersigned, being over the age of eighteen, for the sole consideration for waiving events that occurred on or
about date: with a value in the amount of ($00.00) by TRI-CITY
HEALTHCARE DISTRICT (hereinafter referred to as the "RELEASEE") do/does hereby and for my/our/its heirs,
executors, administrators, successors and assigns release, acquit and forever discharge the RELEASEE, their agents,
servants, successors, heirs, executors, administrators and all other persons, firms, corporations, associations or
partnerships of and from any and all claims, actions, causes of action, demands, rights, damages, costs, loss of service,
expenses and compensation whatsoever, which the undersigned now has or which may hereafter accrue on account of or
in any way growing out of any and all known and unknown, foreseen and unforeseen bodily and personal injuries and/or
property damage or loss and the consequences thereof resulting.

It is understood and agreed that this settlement is the compromise of doubtful and disputed claims, and that the
payment made is not to be construed as an admission of liability on the part of the RELEASEE. The RELEASEE
specifically denies liability therefor and intends merely to avoid litigation and buy its peace. It is further understood and
agreed that this Release in Full of All Claims and the write off herein acknowledged shall be held in confidence and that
the undersigned and his/her attorneys will not publicize, publish, disclose, talk about, or promote the publication or
disclosure of the facts or terms of this Release in Full of All Claims or the payment/write off here acknowledged to any
person not a party to this Release of All Claims.

It is further understood and agreed that all rights under Section 1542 of the Civil Code of California and any similar
law of any state or territory of the United States are hereby expressly waived. Section 1542 reads as follows:

“Section 1542. [Certain claims not affected by general RELEASE.] A general release does not
extend to a claim which the creditor does not know or suspect to exist in its favor at the time of
executing the release, which if known by him must have materially affected his settlement with
the debtor.”

The Undersigned hereby declares and agrees that they rely only upon their own judgment, belief and knowledge of
the nature, extent, effect and duration of said damages and liability. This RELEASE is made without reliance upon any
statement or representation of the RELEASEE or its/their representatives or by any party or person employed by
it/them.

The Undersigned further declares and represents that no promise, inducement or agreement not herein expressed has
been made to the Undersigned, and that this RELEASE contains the entire agreement between the parties hereto and
that the terms of this RELEASE are contractual and not a mere recital.

The Undersigned has been advised by the RELEASEE of the right to have this RELEASE reviewed by counsel and
has either voluntarily chosen not to seek counsel or the Undersigned have been represented by counsel of their own
choosing and have relied only upon the advice and counsel of their attorney.

The Undersigned has read the foregoing RELEASE and fully understands it.

CAUTION: READ BEFORE SIGNING BELOW
I declare under penalty of perjury according to the laws of the state of California that the forgoing is true and correct.
Signed this date. Print or Type Name:
Signature:

FOR YOUR PROTECTION CALIFORNIA LAW
REQUIRES THE FOLLOWING TO APPEAR ON THIS FORM:

ANY PERSON WHO KNOWINGLY PRESENTS FALSE OR FRAUDULENT CLAIM FOR THE PAYMENT OF
A LOSS IS GUILTY OF A CRIME AND MAY BE SUBJECT TO FINES AND CONFINEMENT IN STATE
PRISON.
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EDUCATION DEPARTMENT MANUAL

| SUBJECT: AHA/-AWHONN: COURSE CARD ACCEPTANCE

ISSUE DATE: 8/07;
REVISION DATE(S): 3/10; 12/11; 4/13

Department Approval Date(s): 12/16

Medical Executive Committee Approval Date(s): n/a

Professional Affairs Committee Approval Date(s): 03/17

Board of Directors Approval Date(s): 08/07, 04/10, 03/12; 07/13

A. PURPOSE:
1. To ensure the appropriate documentation is current and valid for all FGMG-Tri-City Healthcare
District (TCHD) employees, Contract Employees, Registry Employees requiring AHA Basic Life
Support (BLS), Advanced Cardiac Life Support (ACLS), and Pediatric Life Support (PALS) course

completion.
B. POLICY:
1. American Heart Association
a. Course Completion must follow the established guidelines per American Heart

' Association (AHA) Emergency Cardiac Care (ECC) Course Matrix 20152040.

b. FGMG-TCHD Training Center (TC) maintains authorization to review and approve all
Basic Life Support (BLS)/Advanced Cardiac Life Support (ACLS)/ Pediatric Advanced Life
Support (PALS) Provider and Instructor cards from outside Training Centers (TC) and
Training Sites (TS). Military Training Network cards are accepted.

C. Employees must present a current AHA BLS/ACLS/PALS Provider and/or Instructor card
from an approved AHA Training Center or Training Site that is current and in good
standing utilizing the AHA guidelines and curriculum.

horized AMA Training Center.

ed. TFGMG-TCHD TC will utilize the Course Card Reference Guide for surveillance of AHA
provider cards.

fe. Contact Education department for most current list of Training Centers in good standing

with the AHA or log onto www.americanheart.org.

0 Vo =
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1. American Heart Association Program Administration Manual, 201208
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EDUCATION DEPARTMENT MANUAL

SUBJECT: AHA: CARE AND DECONTAMINATION OF AHA EQUIPMENT

ISSUE DATE: 7/05
REVISION DATE(S): 08/07, 04/10, 07/13

Department Approval Date(s): 12/16
Medical Executive Committee Approval Date(s): n/a
Professional Affairs Committee Approval Date(s): 03/17
Board of Directors Approval Date(s): 07/13
A. POLICY
1. To ensure the safety, comfort and health of all participates during AHA courses held in

connection with the Tri-City Healthcare District (TCHD)FEME AHA Training Center (TC), all
Instructors will follow current recommendations in the care and cleaning of equipment and other
safety measures during and after all AHA courses.

2. Should a student be in an active state of an infectious disease, or share that they may have been
exposed and are not sure, or have dermatologic lesions on their hands, mouth or face the
Instructor must request that the student must return to class on another day after these situations
have cleared or if possible, assign participant to own manikin to lessen the possibility of
contamination and limiting exposure to other participants

3. Students may not eat, drink, smoke or chew gum dunng class

54, Use of manikins durlng course :
a. Itis the respon3|b|I|ty of each |nstructor to clean the manikins that are used for each class.

6-5. Durlng Class the foIIowmg gwdellnes quI be used
a. Each manikin station will have some type of antimicrobial cleaning agent; this may be
alcoho! wipes, Sani Cloths, or Gel and cloths. These are to be used by each instructor to
wipe down manikin mouth, face and facemask after use.

b. Each student will be given his or her own face shield or green one-way valve. Extra face
shields will be available during class should a student misplace or lose theirs.
C. Instruct students to use gel for hands in- between each manikin station.

g-d. Used green one-way valves wnII be discarded at the end of each class. They can be
offered to the students to take home. Only new green one-way valves will be used for
each class.
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| 76. Instructors responsibilities for cleaning manikins at end of class:
a. Instructor should first apply gloves before dismantling manikins.
b. Remove face and connectors and inspect for any damage. Should any parts be

damaged, discard them; otherwise place them in a plastic bag. Reportto TCC any
equipment that need to be replaced and or ordered in a timely fashion

C. Remove lungs and discard in trash.

d. Clean face, internally and externally, jaw, neck and chest with Sani cloths or other
cleaning solutions recommended on page 1-93 (chapter 6) in your Instructors manual. Let
manikins dry thoroughly.

e. Manikins deemed too dirty to be easily cleaned (manikin has had direct contact with a

student’s mouth, contaminates visible):
i. Instructor will utilize the manikin parts bag in the carrying case to replace all parts
of the manikin with clean parts (lung bag, manikin face, and connector)
8.7. TC's responsibilities for cleaning and care of manikins:

a. TC will take used parts to Sterile processing for sterilization.

b. After sterilization, TC will inspect manikin parts for damage and toss if damage has
occurred.

C. The airway and face pieces will replaced after the last class of each month.

d. These prepared bags of clean manikin parts will be placed in the clearly identified bin in
the Manikin Care Station.

e. TC will be responsible for periodical washing of manikins clothing at least monthly and if
obviously soiled.

f. TC will assume responsibility in caring for any manikins that fall under the situations
mentioned in section G.8 above.

g. The Equipment check-in and checkout log accuracy will be the responsibility of the
Instructor.

h. Any equipment missing from the Training Center and not logged is considered theft of TC
property

Reservation for equipment is on a first come first serve basis

i.

j- Equipment rental process may change periodically

k. Late returns may result in loss of rental privileges

l. Payment is expected when equipment is picked up
B. FORMS

1. BLS Manikin & Other Equipment Check Out

C. REFERENCE LIST:
1. Chapter 6 in BLS Instructor's Manual

34— Clinical-Policies-&Procedures-Commitiee
2 Brofossional Affairs.C .

B—APPROVALPROGESS
l 4. Bospdo-Dirastors
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‘C‘) Tri-City Medical Center

Oceanside, California

EDUCATION DEPARTMENT MANUAL

SUBJECT: AHA CONTINUING EDUCATION STATEMENT

ISSUE DATE: 8/07
REVISION DATE(S): 04/10, 07/13

Department Approval Date(s): 12/16
Medical Executive Committee Approval Date(s): n/a
| Professional Affairs Committee Approval Date(s): 03/17
Board of Director Approval Date(s): 07/13
A. POLICY
| 1. Tri-City Healthcare DistrictMedical-Genter AHA Training Center Continuing Education (CE)
statement:
| a. The AHA does not issue continuing medical education (CME), continuing education (CE

or continuing education hours (CEH) for any AHA ECC courses. Instructors conducting
courses for professional groups eligible to receive continuing education credits are
encouraged to submit information to the appropriate professional organization.

ab. The AHA does issue CE for their Heartcode ACLS and PALS online courses only.
Any instructor led events are the responsibility of the Training Site or Center to
maintain and issue CE or CME.

B. PROCEDURE:
1. At the end of each ACLS or PALS course the Lead Instructor will calculate the total hours of
Instruction and record the number of hours on the course roster.
| 2. TCHDTCMG Education Department issues the Continuing Education hours for participants.

41— Clinical-Policies-&-Procedures-Committee
2 Brofessional-AfairsC ,

C— APPROVAL PROGESS
\ 4- Board-of-Direstors
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EDUCATION DEPARTMENT MANUAL

SUBJECT: AHA: MISSION STATEMENT AND GOALS

ISSUE DATE: 8/07
REVISION DATE(S): 04/10, 07/13

Department Approval Date(s): 12/16
Medical Executive Committee Approval Date(s): n/a
Professional Affairs Committee Approval Date(s): 03/17

| Board of Directors Approval Date(S): 07/13
A. POLICY

1. The American Heart Association's (AHA) Emergency Cardiovascular Care (ECC) is
inspiring the world to save lives through a dynamic message of hope. As the authority in
resuscitation science, research and training, we publish the official AHA Guidelines for
CPR and ECC. Because saving lives is why.

4:2. Tri-City Healthcare DistrictMedical-Center's AHA Training Center supports the AHA mission and
goals through administration, education, and quality assurance support of the AHA Instructor
members and training sites. Our training center is committed to providing quality and current
AHA courses to HGRs-Healthcare Providers and to the public to provide them with the skills to
promote excellence in the delivery of patient/family centered care.

2:3.  Our goals are to provide AHA program to the community and support training courses to our
community. We operate under a written agreement with the AHA and continue to build
relationships with new members of the AHA community network.
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EDUCATION DEPARTMENT-MANUAL

SUBJECT: AHA: QUALITY ASSURANCE PROGRAM

ISSUE DATE: 7/05
REVISION DATE(S): 08/07, 04/10, 07/13

| Department Approval Date(s): 04/1312/16
Medical Executive Committee Approval Date(s): n/a

| Professional Affairs Committee Approval Date(s): 03/17
Board of Directors Approval Date(S): 07/13
A. POLICY

| 1. Tri-City Healthcare District (TCHD)FEMG TC will have a Quality Assurance Plan integrated into
the Education Departments Annual Operational Plan and update it annually. Indicators will be
chosen that will reflect monitoring of course quality, instructor performance, and TC administrative
operations.
2. TC Quality Assurance Monitoring Points to be considered in the annual Quality Assurance Plan
and for the dash board are:
a. Most Current AHA examinations used in all courses and student test scores
b. Each student has the current appropriate provider textbook readily available for use
before, during, and after the course.

A mechanism exists for developing, monitoring, renewing status, and updating Instructors.

AHA core content is taught in every course.

Course completion cards and written exam answer sheets are kept secure.

TC has adequate resources to complete the contracted program requirements, including

staff, equipment, budget, etc.

Appropriate cards are issued to each student who has successfully completed course

requirements.

h. A written internal dispute resolution policy is provided to all Instructors.

i. Sufficient course materials and equipment is on hand to meet course and Instructors
needs. That all equipment is clean and in good working order.

j- All records are complete and filed properly.

k. TC initiates a process that ensures all TCF, Lead Instructors, and Instructors are
adequately trained to fill their roles and are actively involved in the Quality
Assurance/Continuous Quality Improvement process.

I A mechanism exists to monitor courses taught by all Instructors and Training Centers.

~® o0

Q@

m. Courses, Instructors and program administration evaluation process are in place.
3. Additional monitoring of program growth and improvement in performance will be assessed
through the following indicators:
a. -Increased training numbers
b Participation in chain of Survival activities in the community.
C. Improved Course evaluations/summaries
d Expansion of the TC Training Network (e.g. new Instructors, new Training Sites)
B —APPROMAL PROCESS
feBeardatBirestars
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ISSUE DATE: 7/05
REVISION DATE(S): 08/07; 04/10, 07/13

Department Approval Date(s): 12/16
Medical Executive Committee Approval Date(s): n/a

Professional Affairs Committee Approval Date(s): 03/17
Board of Directors Approval Date(s): -07/13
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| REVISION DATE: 8/07; 4/10; 7/13

| Department Approval Date(s): 12/16
Medical Executive Committee Approval Date(s): n/a
Professional Affairs Committee Approval Date(s): 03/17
Board of Directors Approval Date(s): 07/13

A. PURPOSE:
A-1.  Provides guidelines for duplicating or utilizing copyrighted material.

B. POLICY:

| 1. Tri-City Healthcare DistrictMedical-Genter (TCHD) recognizes that federal law makes it illegal
to duplicate copyrighted materials without authorization of the holder of the copyright, except for
certain exempt purposes. Severe penalties may be imposed for unauthorized copying or using
of audiovisual or electronic/printed materials and computer software, unless the copying or

| using conforms to the "fair use" doctrine. The TCMETCHD Staff Medical Library complies
with Title 17 section 108 of the U.S. Code which provides specific guidelines for libraries
and archives regarding the reproduction of copyrighted materials.

2. T+i-City-Medical-Center- TCHD requires its Staff to comply with the United States Copyright Act.

‘ The employees of TCHD T+-City-Medical-Center-are prohibited from reproducing materials not
specifically allowed by fair use, copyright law, licenses or contractual agreements or permission.
Staff shall download, possess, or store only lawfully acquired copyrighted materials and use,
adapt, distribute, or perform them only in ways consistent with the Copyright act, associated
case law, the Fair Use principle, and the intellectual property rights of others.

3. Under the "fair use" doctrine, unauthorized reproduction of copyrighted materials is permissible
for such purposes as criticism, comment, news reporting, teaching, scholarship or research. If
duplicating or changing a product is to fall within the bounds of fair use, these four standards
must be met for any of the foregoing purposes:

a. The purpose and character of the use.

i. The use must be for such purposes as teaching or scholarship and must be
nonprofit.

b. The nature of the copyrighted work.

i. Staff may make single copies of the following for use in research, instruction or
preparation for teaching: book chapters; articles from periodicals or newspapers;
short stories, essays or poems; and charts, graphs, diagrams, drawings,
cartoons or pictures from books, periodicals, or newspapers in accordance with
these guidelines.

C. The amount and substantiality of the portion used.

i. In most circumstances, copying the whole of a work cannot be considered fair
use; copying a small portion may be if these guidelines are followed.

d. The effect of the use upon the potential market for or value of the copyrighted work.

i. If resulting economic loss to the copyright holder can be shown, even making a
single copy of certain materials may be an infringement, and making multiple
copies presents the danger of greater penalties.
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4, Tri-City- Medical-Center- TCHD disapproves of unauthorized duplication in any form. Employees
who willfully disregard the copyright policy are in violation and do so at their own risk and
assume all liability. Every attempt will be made to assist employees who need information so
that they can perform their duties within the intent of the law.
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A

PURPOSE:

1.
2.

o

B-6.

To help prevent the transmission of disease to and colonization of healthcare workers (HCWs).
Health care workers may require prophylactic antibiotics after a significant exposure to a patient
with an infection (meningitis, bacteremia, or pneumonia) due to Neisseria meningitidis Bacterial
meningitis infection presents as a sudden onset of fever, headache, and stiff neck. The
symptoms of bacterial meningitis can appear quickly or over several days. Typically they
develop within 3 — 7 days after exposure.

Prophylaxis is most effective within the first 4 days post-exposure.

Patient is placed in Droplet Precautions if disease is known or suspected before lab

confirmation.

Chemoprophylaxis is offered to HCWs if:

a. the patient’'s CSF gram stain is positive for gram negative diplococci, or blood, sputum,
or CSF is culture positive for Neisseria meningitis and

b. (2) HCW had an “intimate exposure” as defined on the Meningococcal Meningitis

worksheet (Appendix A), was not wearing appropriate PPE, and the patient was not

receiving appropriate antibiotics for at least 24 hours.

Staff Roles (See hyperlink for flow chart):

Microbiology: report significant stains and cultures to patient’s attending physician, public

health and Infection Preventionist (M — F 8-am to 5pm) or the Administrative Supervisor

after hours and weekends.

e. Infection Preventionist or Administrative Supervisor: assist in identification of
departments or units involved and report to San Diego County Health and Human
Services: Epidemiology department: # (619) 692- 8499 FAX # (858) 715-
G455Reteransa-nfestion-Conlrol- Menuals

oo

f. Charge Nurse: review the patient’s chart to identify exposed staff;.-eComplete and send
attached Meningococcal Meningitis Worksheet (Appendix A) to Employee Health.

g. ED Base Coordinator to 1) fill out Communicable Disease Exposure Report Form
(from County of San Diego Public Health Department: Division of Emergency
Medical Services 2) send form to Infection Control staff for follow up 3) notify the
EMS agency s Infectlon Control Offlcer of exposure MJGN—FefeFenee-Patleﬂt—GaFe

Exposed employee: complete an Injury/lliness Investigation Report and sign in to be seen in
Emergency Department.
4+
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B, RELATED DOCUMENTS:
S1. Meningococcal Meningitis Worksheet
2, Neisseria Meningitis Exposure Flowchart

PB:C. REFERENCES:
1. APIC, Ready Reference to Microbes, Washington DC: 3™ Edition. Brooks, K, 201207
2. APIC, APIC Text of Infection Control and Epidemiology, Washington, DC: 4™ Edition.
Association for Professionals in Infection Control and Epidemiology, 201468.

3. Gilmore A, Stuart J, Andrews N, Risk of secondary meningoccoccal disease in health-care
workers. Lancet 2000, 11;356(9242): 1654-1655.
4, 4. http://www.cdc.gov/meningitis/bacterial. htm|
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Meningococcal Meningitis Worksheet

Charge Person/Department Manager:

Date: Time: Patient's MR#

Staff Involved: Exposed

1. Y N
2. Y N
3. Y N
4. Y N
5. Y N
6. Y N
7. Y N
8. Y N
9. Y N
10. Y N
11. Y N
12, Y N
13. Y N
14. Y N
15. Y N

Exposure is defined as intimate and unprotected (no mask or face shield) contact with a patient with meningococcal
disease (Neisseria meningitis) prior to antibiotic administration for at least 24 hours. There is a negligible risk of
disease following casual contact. The following are examples of an “exposure”

Mouth to mouth resuscitation

Suctioning without using personal protective equipment (mask and goggles or face shield)

Participation in intubation without using personai protective equipment (mask and goggles or face shield)

Oral or endoscopic examination without using personal protective equipment (mask and goggles or face shield)

Assisting with vomiting patient without using personal protective equipment (mask and goggles or face shield)

Other mucus-membrane contact with respiratory secretions.

All staff identified as “exposed” are directed to the Emergency Department for further evaluation and possible
prophylactic treatment.

Please fax the completed form to Employee Health Services at (760) 940-4005.
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Department Approval Date(s): 0#1501/17
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A. PURPOSE OF RISK ASSESSMENT

1. Sound epidemiological principles must be considered in the formation of the surveillance program
designed to provide maximum information and identify opportunities to reduce disease. Measures
directed toward cost effective care must include best practice and technology to prevent infection.
The economic impact of an efficient and flexible infection control plan is especially relevant in
times of changing reimbursement and payment patterns. Tri-City Medical-CenterHealthcare
District’'s (TCHD) plan outlines how this may be accomplished within the confines of resources,
external regulatory guidelines, and medical staff requirements.

B. PURPOSE OF SURVEILLANCE
1. The foundation of and most important purpose of this program is to decrease the risk of infectious
complications for all patients, healthcare workers, visitors and staff. Ongoing epidemiological
information assists with identifying at risk populations and opportunities to interrupt prevent or
reduce the occurrence of healthcare associated infections. Surveillance will be compared to
nationally recognized benchmarks such as the National Healthcare Safety Network (NHSN) rates
whenever possible.

C. RESPONSIBILITY
1. Successful creation of an organization-wide infection control program requires collaboration with

all relevant components/functions. Individuals within the hospital who have the power to
implement plans and make decisions related to prevention and control of risks related to
infections are included in the design and coordination of processes. In consultation with the
Medical Staff, Directors, Medical Director of Infection Control, Environmental Health and Safety
Committee, Patient Safety Officer and the Infection Control Committee, the Infection Preventionist
(IP) shall implement a systematic process for monitoring and evaluating the quality and
effectiveness of the infection control program. Significant deviations are discussed in Infection

| Control Committee, Quality Improvement Medical Staff Committees as needed, Environmental
Health and Safety Committee and the Patient Safety Committee and referred to appropriate
councils and committees for action.

| 2. Infection Prevention and Control Services are staffed with 2.04-8 FTE (includes one FTE with
certification in Infection Control). There are computer resources with Internet connection,
Microsoft Office software, NHSN National internet based database and access to the hospital's

| electronic medical records (CernerGempass and Affinity). Telephone with voice mail, and fax
access is provided. The office is located within the Surgical Scheduling office.

3. Infection Control Services works in conjunction with others, as a consultant and resource for best

practices. We support system changes and an interdisciplinary focus to improving care. We
believe that all our employees, medical staff, and volunteers play an important role in preventing
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and controlling infections. Ultimately, the leadership team within the district is responsible for
| adopting and ensuring compliance with appropriate policies and practices.
3:
D. LINKS WITH INTERNAL SOURCES
1. On at least an annual basis, the IP department will meet with the affected departments (i.e.
| Medical Staff and Employee Health) -to assess whether the goals and priorities have been
achieved and what steps are required to implement any indicated changes. The goals are shared
with and reviewed by the Infection Control Committee. Education on infection control goals and
priorities will be included with quarterly reports and during individual meetings with the hospital
leadership. The IP staff reports to Infection Control Committee quarterly and attends other
medical staff and hospital committees as requested, regulatory requirements and department
specific Quality Reports are reviewed.

E. LINKS WITH EXTERNAL SOURCES

1. The San Diego County Public Health Department, state health authorities, the Division of
Occupational Safety and Health, and other recognized infection control specialists, for example,
the Centers for Disease Control and Prevention (CDC), Association for Professionals in Infection
Control and Epidemiology (APIC), Society for Healthcare Epidemiology of America (SHEA), and
the California Healthcare Association (CHA) are important links between the district and outside
resources. Infection Control department subscribes to automatic notifications available via email
from the CDC, San Diego County Public Health (CAHAN) and California Department of Health
and Human Services. Infection surveillance covers a broad range of processes and activities
with potential for intervention and these organizations assist with the where, when, and how of
targeting.

2. Healthcare associated infections (HAI) are reported by the IP staff to the external healthcare
organizations when the infection was not known at the time of transfer. TCMC receives reports
from outside organizations when a patient develops an infection that might meet criteria for a
healthcare associated infection. Home Health/Hospice quality review staff report directly to
Infection Control Committee.

3. The following conditions will be reported to external healthcare organizations with the intent to
satisfy JGAHO-The Joint Commission IC 02.01.01(and recorded in the patient's chart using
PowerForm). The Infection Surveillance Report will document notification to the referring
healthcare organization within 7 days of discovery by the TCMC Infection Prevention and Control

Staff:

a. Positive culture from a surgical site and surgery performed at another facility.

b. Influenza rapid test is positive and patient was discharged to another healthcare facility
prior to results being known.

C. Positive C difficile toxin test known after the patient was discharged to another healthcare
facility.

d. Positive MDRO culture known after the patient was discharged to another healthcare
facility and the patient had no history of the same MDRO.

e. Unusual occurrences based on the opinion of the Infection Prevention staff in consultation

with the Infection Control Medical Director and Director of Regulatory Compliance.

F. PERTINENT RISK FACTORS

1. Each facility is unique and we considered the following factors in our planning.
a. National and international published scientific studies, community standard of care,
professional recommendations and regulatory requirements.
b. A review of hospital specific surveillance data from years past.
C. Medically fragile and at-risk populations such as newborns and those with invasive
devices.
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d.  The increasing antibiotic resistance in our facility and across the United States (as
reported by the CDC in by NHSN).
e. The vaccination/immunity rates of the community and employees.

G. EPIDEMIOLOGICAL FACTORS: INTERNAL AND EXTERNAL

1.

Tri-City Medical Center is impacted by factors such as location, population served, community
health, financial status, population age, clinical focus, and healthcare worker demographics and
these were included in our planning.

The hospital’s geographic location is in northern San Diego County. San Diego County is the
second most populous of California's 58 counties, and the fifth largest county in the United
States. San Diego is currently home to 3.21 million residents, and is anticipated to grow to four
million by 2020.

Located within the North County geographic region are 3 college campuses along with a Marine
Corp Base (Camp Pendleton).

San Diego County is becoming increasingly bicultural due to its close proximity to Mexico. In
addition, the county is already ethnically diverse, and will be increasingly so. Of residents under
18, 372% are Hispanic, and the Hispanic population is expected to continue to grow at a rapid
rate. Approximately 21.5% of the county's populations are immigrants, including refugees, who
come from other countries, speak 68 different languages, and have a variety of needs as they
assimilate into their new environment. The senior and disabled populations are growing
disproportionately compared to the rest of the population.

Demographic information on the three cities most often served by Tri-City Medical Center is listed
below.

City Median Total # residents Percent White Hispanic | Asian &
income increase Pacific
since 2000 Islander

Oceanside

161,029 (2000)

1742,558794 +8.473%
48,37558;640 (20143)

46.78-5
% 36.30% | %66.3%

Vista $ 45,322 89,857 (2000) +9.27.9%
98,07996,920 46.242. | 445490 | 4.72%
(20143) 9% %

Carlsbad $ 78,247 (2000) +43.544-8%

82,68178.238 | 112,299410,072 72.85.2 | 14.53.6% | 7.494%
(20143) %

a. http://www.city-data.com/city/Oceanside-California.html!

b. http://www.city-data.com/city/Vista-California.html

c. http://www.city-data.com/city/Carisbad-California.html

Enteric illness represents a significant burden of disease in the US and because of this the San
Diego County Health and Human Services Agency conducts outbreak investigation and
education to reduce the medical and cost-related impact of these diseases in the community.
Food borne ilinesses largely result from the ingestion of food or water contaminated by fecal
matter or ingestion of infected animal products. Hospitals play an important role in early
intervention by the identification and reporting of significant bacteria. The most common
mandated reported enteric illnesses in SD County are Campylobacter, Giardia, Hepatitis A,
Salmonella and Shigella.

In San Diego, overall rates for the three major reportable sexually transmitted diseases
(Chlamydia, Gonorrhea & Syphilis) have increased from 20154 to 201620642. National trends
were reflective at the local level, including high rates of STD’s among young women and MSM
(men who have sex with men). San Diego County has the thlrd largest number of HIV & AIDS
cases in California. ; ;
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10.

were reported - - TB drug
susceptibility lnformatlon was avallable for 100%9% of the culture proven cases for 20154 in
San Diego. Multidrug-resistant (MDR-TB) strains were found in 12 (0.5%) of the cases. In 2015,
Tri City Medical Center reported 1 casereported-beth-cases-of of MDR-TB.ineurfasility= In SD
County, Hispanics -had the highest rates of TB at 532%, Asian/Pacific Islanders at 382%, non-
Hispanic Whites at 748% and non-Hispanic Blacks at 26%.TB cases born outside of the US
comprom|sed 749% of San Dlego County s cases.(Source: County-of- SanDiego-Health-and
County of San Diego
TubercuIOS|s Control Program 2015 Fact Sheet Date March 18, 2016).;-April- 20,2045}

At TCMC, most AFB positive smears and cultures grow organisms that are not communicable
person to person. In 20154, there were 68 patients with pulmonary TB and 1 rere with
extrapulmonary TB. An additional 2734 cases were reported as rule out TB in 20154. The number
of active TB patients seen annually at Tri-City Medical Center varies from 5 —12.

TCMC Active TB Cases

16 — — e S —
14 i
12 TR
10 - @Extrapuimonary

BPulmonary

N B
=

o

:l'ri City Medical Center Financial Characteristics for Fiscal Year 20164
a. The top six insurance coverage seen the acute care setting are as follows: (Not including
OB/Newborn, BHU and Rehab):

MEDICARE 33.64%36-03%
MEDICARE SR HMO 15.69%13-46%
MEDI-CAL HMO 12.33%%85%
HMO 6.91%#%54%
Other GoverrnmentalHMO-Cap 7.00%%+41%
Sr

Medi-Cal 8.16%6-98%

i. The majority of insurance coverage for our newborns (nursery and NICU) is
funded by Medi-Cal or Medi-Cal HMO (85.4#9:2% compared to HMO and PPO
insurance (8.542-3%) and other (6.18:5%).

b. Patient census:

Average. Daily Census Average. | Total Pt. Days

Length of

Stay*
Acute Care (excludes all below) 137.44472 3.894:04 | 50,16053,728
ICU” 16.34441 3.382.83 5,9456.245
BHU 17.023:8 6.7643 6,2098.703
NICU 15.544-0 6.819.84 5,660424-
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| Rehab Serv. | 6.27 | 13.7045-49 | 2,275432 |

i. *ICU ALOS includes discharges, transfers out, and expirations. All other areas are
based only on discharges.
C. In acute care FY 164, the three largest age groups are 56-65#6-85 year olds (19.26%),
66-7556-65 year olds (18.84+%), and 76-8566-75 year olds (17.846-3%).
d. FourteenNineteen percent (9,386/65,82840,745/57,193) of Emergency Department
patients are admitted to the hospital.
11. The total number of employees working at Tri-City Medical Center FY 2016{Fiscal-Year2014) is
approximately 2,158686 with aboutabeut 1,403 (65%)4:2%5 staff providing direct patient care.
12. Tri-City Medical Center’s primary focus is on basic community services. Infiscalyear2014-the
The top ten major dBiagnostic categories (DRGs) are the following:
Obstetrics
Newborns & Neonates
Musculoskeletal & Connective TissueGireulatory-System
Circulatory SystemMusculoskeletal-&Cennestive Tissue
Infectious & Parasitic DiseasesMental-diseases
Digestive System
Respiratory
Nervous System-lnfectious-& Parasitic Diseases
Mental DiseasesNervous-System
Kidney & Urinary Tract
Top five Inpatient Surgical Procedures (Fiscal Year 20163): Cesarean section (CSEC), hip
prosthesis (HPRO), knee prosthesis (KPRO), spinal fusion (FUSN), and open reduction of
fracture (FX).

T TS@ e o0 oD

-
w

3-H.

FY12-13 Total

m C Section m Laparoscopic Cholecystectomy = Appendectomy

= Replacement Total Hip B Replacement Total Knee

141, Home Care Services provides skilled, intermittent care to individuals in a home setting. The
restorative, rehabilitative services are provided by Registered Nurses, Licensed Vocational
Nurses, Masters of Social Work, Licensed Clinical Social Workers, Certified Home Health Aides,
Physical Therapists, Occupational Therapists, Speech Therapists and/or Dietitians. For FY
201614 in Home Care:

[ Average LOS [ Top Payers | Top 4 Primary DX |
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‘ 33 days Medicare- 5314% Aftercare-Surgical/procedure
HMO/PPO 309% Cardiovaseular

PiscascalElda-fEnnsrianands
Hesue

-Other Health Services for Specific
Procedures

-Diseases of the Cardiovascular
System

-Diseases of the Respiratory
System

-Signs and Symptoms of lll Defined
Conditions

48:2. General Process
a. Infection Prevention staff will regularly review, information from internal sources (case

manager, RLs) or external sources (other IC practitioners, home health/hospice, or

nursing homes) and the positive microbiology reports (furnished by the clinical laboratory).

The following are some of the patterns or issues that are evaluated:

i. Clusters of infections by the same organism, in the same ward or service or
infections after undergoing the same procedure.

ii. Infections due to unusual or highly resistant/significant organisms such as MRSA,
VRE, ESBL, CRE, and/or C.difficile Infection.

iii. All cases of reportable communicable diseases as mandated by Title 17. These
shall be reported in accordance with the ordinances of the County of San Diego

Department of Health.
b. Unusual or problem situations shall be brought to the Infection Control Committee for
review and discussion. See Epidemiologic Investigation of a Suspected Outbreak policy.
C. In the absence of the Infection Prevention staff, hospital staff can direct questions to

Employee Health Services, Director of Regulatory Compliance, Medical Director of
Infection Control and/or Chair of the Infection Control Committee.

| 4. TARGETED AND FOCUSED SURVEILLANCE FOR FY 20176 {CalendarYear2015)

1. Infection control surveillance activities are systematic, active, concurrent, and require ongoing
observation while meeting mandated reporting requirements. Our efforts are directed towards
high risk, high volume and device/procedure associated infections. (such as urinary tract
infections, selected surgical site infections, ventilator-associated events , and central line
bacteremia) Goals will include limiting unprotected exposure to pathogens throughout the
organization, Enhancing hand hygiene and limiting the risk of transmission of infections
associated with procedures, medical equipment and supplies and medical devices.

2. Surgical Site Infections:

a. Due to ever-decreasing lengths of stay, the majority of postoperative infections are not
seen while the patient is in the hospital. Further, the increasing trend toward more
outpatient surgery and shorter postoperative hospital stays limits the ability of infection
control practitioners to detect infections.

b. Surgical Site Infections that occur within 30 to 90 days (based upon the individual NHSN
definitions). Surgical patients are risk stratified using the methods described in the CDC's
NHSN surgical site component.

C. Case finding methods include a review of all microbiology cultures, and ICD coding for
post-operative infection. Potential cases have a chart review performed by Infection

I Prevention staff using the most recent NHSN definitions (-Centers for Disease Control and
Prevention).
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d. Infection rates are identified using the NHSN definitions and are reported to the California

Department of Public Health through NHSN. In accordance with California senate bill
requirements: facilities are required to report surgical site infections on 29 surgical

procedures. Tri City Medical Center performs 256 of the procedures, they are listed below:

A A A Abdominal aortic Resection of abdominal aorta with
aneurysm repair anastomosis or replacement
. Operation of appendix (not
APPY Appendix surgery incidental to another procedure)
Excision of bile ducts or operative
Bile duct. liver or procedures on the biliary tract,
BILI pancreatic surgery I_lver or pancreas (does not
include operations only on
galibladder)
Open chest procedures on the
valves or septum of heart; does
CARD Cardiac surgery not include coronary artery
bypass graft, surgery on vessels,
heart transplantation, or
pacemaker implantation
Chest procedure to perform direct
Coronary artery bypass o .
and donor site incisions Ining .
from donor site for grafting.
Chest procedure to perform direct
Coronary artery bypass o .
CBGC graft with chest incision vascularization o_f the heart using,
for example, the internal
only :
mammary (thoracic) artery
CHOL Gallbladder surgery Cholecystectomy and
cholecystectomy
Incision, resection, or
anastomosis of the large
CoLO Colon surgery intestine; includes large-to-small
and small-to-large bowel
anastomosis; does not include
rectal operations
Obstetrical delivery by Cesarean
CSEC | Cesarean section section
FUSN Spinal fusion Immobilization of spinal column
Open reduction of fracture or
Open reduction of dlslopathn of long bones that
FX requires internal or external
fracture N .
fixation; does not include
placement of joint prosthesis
Incision or excision of stomach;
GAST Gastric surgery includes sub.total or totgl
gastrectomy; does not include
vagotomy and fundoplication
HPRO Hip prosthesis Arthroplasty of hip
HYST Abdominal Removal of uterus through an
hysterectomy abdominal incision
KPRO Knee prosthesis Arthroplasty of knee
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Exploration or decompression of
LAM Laminectomy spinal cord through excision or
incision into vertebral structures
Resection or manipulation of the
NEPH Kidney surgery kidney with or without removal of
related structures
OVRY Ovarian surgery Operations on ovary and related
structures
Insertion, manipulation or
PACE | Pacemaker surgery replacement of pacemaker
REC Rectal surgery Operations on rectum
Incision or resection of the small
SB Small bowel surgery intestine; does not include small-
to-large bowel anastomosis
Resection or manipulation of
SPLE Spleen surgery spleen
Non cardiac, nonvascular thoracic
surgery; includes
. pneumonectomy and hiatal hernia
THOR Thoracic surgery repair or diaphragmatic hernia
repair (except through abdominal
approach.)
. Removal of the uterus through
VHYS Vaginal hysterectomy vaginal or perineal incision
Abdominal operations not
involving the gastrointestinal tract
XLAP Abdominal surgery or biliary system. Includes
diaphragmatic hernia repair
through abdominal approach.

e. GOAL#1: The combined surgical site infection rate will not be statistically significantly
higher than the most recent published NHSN rates, using the standardized infection ratio
(SIR).

f. GOAL#2: Each individual surgical site infection rate (that is able to be calculated) will not
be statistically significantly higher than the most recent published NHSN rates, using the
standardized infection ratio (SIR).

3. Antibiotic Resistant Bacteria

a. Antibiotic resistance is an ongoing concern. Multiple studies have documented increased
costs and mortality due to infections caused by multidrug resistant organisms. Data will
be collected using positive cultures on patients with community acquired and hospital
acquired methicillin resistant Staphylococcus aureus (MRSA), V¥ancomycin resistant
enterococci (VRE)-), Extended spectrum-beta-lactamase (ESBL),Klebseilla,and-ESBL
L‘Lee#- and Carbapenem— reszstant Enterobacter/aceae ( CRE)—GRE -A-healtheam
assessment is performed annually to determine need for addltlonal lnterventlons
resources, and surveillance. In addition, positive blood cultures with MRSA or VRE and
positive C.difficile iinfections are reported to CDPH through NHSN Multi-Resistant
Organism & Clostridium difficile Infection Module (LabID Event Reporting).

b. GOAL#1: The number of healthcare associated MRSA infections and-celenization will

remain below the Institute for Healthcare Improvement’s (IHI) published rate of 3.95
hospital acquiredresocomial infectionsacquisitions per 1000 patient dayshespital

discharges for the calendar year.
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# Patients with + MRSA and/or VRE cultures
# Hospital Discharges
C. GOAL#2: The MRSA and VRE Lab ID events (Blood culture specimen) rate will not be
statistically higher than the most recent NHSN published rates (using the SIR).
4. Clostridium difficile (C. difficile) surveillance is performed utilizing the Multi-Resistant Organism &

Clostridium difficile Infection Module (LabIlD Event Reporting).

a. All positive C. difficile results are entered into NHSN.:

NHSN: Increases in hospital onset (HO) cases will be reviewed and action taken if they
are epidemiologically associated.

b. GOAL #1: The C. difficile hospital onset (HO) rate will not be more than expected based
upon NHSN SIR Rates.
o Ventilator Associated Event — Adult Critical Care Unit
a. VAE is conducted on persons in the ICU who had a device to assist or control respiration
continuously through a tracheostomy or by endotracheal tube within the 48 hour period
before the onset of infection (inclusive of the weaning period). Current CDC/NHSN VAE
definitions are followed.. The definition has three tiers: ventilator associated condition
(VAC), infection related ventilator associated condition (IVAC), and possible ventilator
associated pneumonia (PVAP). All three tiers will be reported and each PVAP case will be
reviewed.
i. GOAL: There will be seven consecutive months without a possible ventilator
associated pneumonia (PVAP- Tier 3).

VAE cases in ICU x 1000
Total # ventilator days for the month

6. Central Line Associated Bloodstream Infection (CLABSI) —lntensive Gare-Units
a. Patients with a central line (defined by NHSN as a vascular access device that terminates
at or close to the heart or one of the great vessels) and a primary bloodstream shall be
counted. If a bloodstream infection occurs while a central line is in place or if a central line
was inserted > than two calendar days before the onset of infection a chart review will be
performed Current CDCINHSN deflmtlons are used to determlne CLABSI

b. GOAL #1: Usmg NHSN deflnltlons for CLABSI the CLABSI rate for ICU patlents W|II
not be statistically higher than the NHSN standardized infection ratio (SIR).
C. GOAL #2: Using NHSN definitions for CLABSI, the CLABSI rate for non-ICU patients will
not be statistically higher than the NHSN standardized infection ratio (SIR).
7. Catheter Associated Urinary Tract Infection (CAUTI)
a. Symptomatic urinary tract infection — Patients with positive urine cultures and

mdwellmg foley catheters are rewewed an—mdwelkng—unnaﬁheameter—at—the-nmeef-er

Current CDC/NHSN deflnltlons are used to determme CAUTI events. Gurrent—GDG#
RSt detiziionsand-rathedelagy

150



Infection Control Manual

Risk Assessment and Surveillance Plan

Page 10 of 14

10.

11

C.

# of CAUTI cases x 1000
Estimation of urinary catheter days

GOAL #1: Using NHSN definitions for catheter associated urinary tract infection (CAUTI),
the CAUTI rate for ICU patients will not be statistically higher than the NHSN standardized
infection ratio (SIR).

GOAL #2: Using the NHSN definitions for CAUTI, the CAUTI rate for non ICU patients will
not be more than expected based upon the NHSN standardized infection ratio (SIR).

Hand Hygiene

a.

b.

C.

Hand hygiene compliance rates are collected by manual observation performed by unit
staff on a monthly basis. The Hand Hygiene compliance rates are reported to the
Managers, Directors, Regulatory Compliancedeint-Commission Committee, and the

Infection Control Committee. Number-ofopperunities-per Tri City Medical Center
foIIows the World Health Organlzatlon sb Moments model for hand hyglene -GDQ)—te

GOAL #1: . Hand hygiene observations are performed in every patient care area at least
once a month.
GOAL #2: Overall hand hygiene compliance rate will be at least 90% per quarter.

Environmental and Patient Care Rounds

a.

Environment of Care rounds are performed monthly -and overseen by the Environmental
Health & Safety (EHSC)-ef-Care Committee. These rounds will identify risks associated
with, but not limited to, medical equipment and supplies. In addition, tracers are performed
monthly on a schedule throughout the patient care areas.

GOAL #1: Infection Control assessments will be represented 90% of the time during
scheduled environmental rounds.

GOAL #2 Infection Control assessments will be represented 90% of the time during
scheduled tracers.

GOAL #3: Engineering staff in collaboration with infection Control will complete an
Infection Control Construction Permit 100% of the time for projects that require a Class Il
or higher containment.

Reportable Diseases

a.

b.

Assisted by the Microbiology Laboratory and Emergency Department, required reporting
to Public Health is performed by phone, fax or mail using the California Confidential
Morbidity Report or other special form as directed by the County of San Diego Department
of Health. Case finding is done through review of microbiology reports and calls from
hospital staff (including physicians).

GOAL: Required reportable disease will be sent to the local health department within the
required time frame 100% of the time.

Employee Health collects and reports the following:

a.

GOAL#1: There will be 10% less needle stick injuries from the previous calendar year

i. Number of needle sticks injuries and details of department involved, device, and
cause.

GOAL#2: 100% of employees will complete the annual tuberculosis screen

i. # Staff completing annual TB screening (PPD, blood test or survey)/ # Employees
in whom compliance is required.

GOAL #3: Greater than 90% of Tri City Medical Center staff (per NHSN definition) will

receive influenza vaccine.

i. # Employees and who received influenza vaccine/# employees who worked at
least one day during the flu season.
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12.

d. GOAL #4. Greater than 90% of Tri City Medical Center inpatient Acute Rehab unit and
Behavioral Health Services staff (per NHSN definition) will receive influenza vaccine.
Home Care, collects and reports the following:
a. GOAL #1: CAUTI and CLABSI rates will be monitored and reported to the Infection
Control Committee quarterly.
b. GOAL #2: There will be less than two CAUTI infections in the calendar year.
i. # Cases UTls with foley catheter/Total # device days.
C. GOAL #3: There will be no infections related to central lines in the calendar year.).
i. # Cases BSI with Central Line/Total # device days.

REFERENCES:

1.

2.

County of San Diego Public Health & Human Services Agency, (June 2015) Public Health
Services. Retrieved from http://www.sandiegocounty.gov/hhsa/programs/phs/

Centers for Disease Control and Preventions, National Healthcare Safety Network (NHSN)
Tracking Infection in Acute Care Hospitals/Facilities. (2016)(2013,=ebruany)
http://www.cdc.gov/nhsn/acute-care-hospital/index.htmi

County of San Diego Tuberculosis Control and Refugee Health Program. (Julyre 2015) TB
Statistics. Retrieved from

http: lIwww sandlegocounty govlhhsalprogramslphsltubercuI05|s control _program/

43—14Rev4934—94—4¢pd¥

Friedman, C. (2014). Infection Prevention and Control Programs in P. Grota (Ed.), APIC Text of
Infection Control and Epidemiology (4™ ed). Washington DC; 2014

The Clty of San Dlego (2015) Economlc development Populatlonn—RetFeved—en—June-4—2945-

https IIwww sandlego govleconom|c-developmentlsand|egol

RELATED DOCUMENTS:

1.
2.

Infection Control Policy Manual, Philosophy
Infectlon Control Pollcy Manual, Epldemlologlc Investlgatlon of a Suspected Outbreak

162



(Buiuue|d % uoneonp3) Indu| e

(Buluuelq
»n uoyeonp3) sbunaayy siojoaulq Jo siebeuey e

uejd asue|jiIaAINg
yodaJs Buusauibul Jo/pue Jadl0
. . . . Aojes jualied ‘1900 a4e) JO JUsWUoIAUT e
. N sBuipuiy pue s(esibojoig uo Joday Aoeueyd e
. N . . voday Juawpedaq Buissadold 9jUBlS e
s)0al0.1d uojoNsuUoD
. . N . . . . . . . . . JUS.1IND JO MBIABI JE)S [0JJUOD UoROBJU| e
aled Jo JUBWUOIIAUT
x . uibag ubledwe) ezuanyu| e
. - v K sainsodx3 saseasi snoiosjul e
* a 3 3 sainsodx] 4gg ® sdieys e
F Bunsal-lid G6N
u (suonsanb 1o gdd) buiusans g1
yyjeaH salkojdwg
Mmalnay
. ue|d josuo) ainsodxg usboyled asulogpoolg
. 3 MaIARY UB|d j0ju0) aunsodx3 sisoinosagny e
aouejldwo) YHSO
* s * * R . * s * * R . Bunuoday eseasig pue uoljeblisanuj yeaiqino

se1el |ISEV10 PUE | LNVD 4O Wodal yjjeaH swoH

M ® . * NJl Ul IYA
2 . o » 1LNVD
* . x M 1Sav10

4D e

1gs3 e

VSHN *

JHA
® M x x swsiuebiQ juejsisay dnolqiue-NN
* M * . ISS

aunp Aepy 1dy = ged uer 29Q AON 90 1deg bny inr aoue||IaAINg pajabie]
198\ 198\ 199N 199N 289)}IWWOoY [0JIU0D UOoII3JU|
610Z Ad INITFNIL WVHO0Hd TOYLNOD NOILIO3NI b

1 jo z| abed
JUSWISSOSSY YSIY § ueld 2ouef|isAIng g Ol
|enuey [0AU0D UOHIBJU|

153



9} 0} pajuasald,

Bujwes
BN

‘anuIw Jamod ‘suoijejuasaad
‘spunoJ Buunp ‘Jsanp ybnouy) pauopad
-(pa)senbau sy) oioadg oidoy Jo paseg Juy e

saoAojdwg moaN e

uonesnpy

s|Sgv10 budnpay e

aoueldwo) ausibAH pueH

suoioau| a)s |ealbing Buonpay

syosfold Juswanoidw| asuewiopiad

ue|d Jo [enouddy DD

0019

ue|d 9oUB||IaAINS PUB JUBLUSSASSY YSIY Juasald

¥1 jo g abed
JUBWISSASSY YSIY § UBl4 3dUejlaAIng Z D
|enue |© 10 UONddU|

154



NSHN 0328 $U3
uop umumads poolg
VSHIN SO TYA SV 3
<
“NSHN 031 Uy
sequed papaau
NSHN 5339w 3
= _
3 sousd Ao ¢ sousd
pRRDOISR ou 31 pannboe MIAY ey
H gy, THSHN o3ul 52qu3
sansed papasu
NSHN TR Y
o ~
— = )
S3A ON
srdoyy 20 pRetossy
Axipey 3asug Lmmuaoy IS5 50 “1SAVI ‘UNWD 15S
R Ramag & 51 30 {Ascaspy soud 2 LLAW ‘ISAVD i __ on
§ LUNID WA “NSHN - OMS LM} uoEZRUPE 10U R PWpe aou [sAep
ogn suunSds (B s3uU3 [poas shep 2« paoapm shep 7> pagaageo 06 03 0} pouad B
uawoads ity aum pauyap NSHN
wigim sapadmg
T T 6Z 3y jo Iuo osTRIpa
OJ SR PAID 15 sAmp Z< PIgIS|IoN
Rwnads
_ M
(e asn suny) puno, {unvo e
ouaw Uss) "M —_g.o@:d..ﬂl
1

|

swisjuedio jensnun pue 3jqeuodail ‘s,0qIN aresedas “g
*$31N}jNJd 3ulIN pue poojq ‘punom ajeiedss 't
S2INYND IAINSOJ [|E MDIAIY

UBWSSASSY YSIY § Ue|d S2UeiIBAINS Z DI

155



(@) Tri-City Health Care District
Oceanside, California

Infection Control Manual

ISSUE DATE: 7/2008 SUBJEC: Toy Cleaning
REVISION DATE: 7/2014 STANDARD NUMBER: IC. 9.1
Infection Control Department Approval: 07/11401/17

Infection Control Committee Approval 07/1401/17

Medical Executive Committee Approval: 071402/17
Professional Affairs Committee Approval: 08/1403/17

Board of Directors Approval: 08/14

| A BACKGROUND:PROCEDURE:

1. Children can be in close proximity to one another and spend time in common areas, such
as playrooms, where sharing of contaminated toys, equipment, and secretions can occur.
Toys may be colonized with infectious pathogens.

2. An outbreak of multiresistant P. aeruginosa on an oncology ward related to bath toys has
been described, as has a rotavirus outbreak in a similar population. There are no
published guidelines on toy cleaning in the hospital setting, but we extrapolate from
experience with community and home care of children.

3. Avoid high-risk toys, such as water-retaining toys, soft/stuffed toys, and others that are
difficult to clean and dry. Stuffed and cloth toys quickly become colonized when used by
hospitalized patients and have the potential to serve as fomites for infection and are
discouraged.

B. PROCEDURE:
4:1. Toys will be cleaned and dlsmfected Appmpnate—tey—eieamwlves—sewbbmg—m&h

on with a low level, non

toxic the hospltal approved d|S|nfectant—'Feys—a¥e—then—theFeughly—mrsed and air-dried

completely between patients.

5:2. Toy cleaning is performed by the Rehab Aide. Therapists perform cleaning on an as
needed basis during therapy sessions.

6-3. Phenolics are not used

46-4. Clean toys are clearly separated from dirty ones.
4+1-5. Sharing of toys between children is avoided to prevent cross-transmission.

| B.C. REFERENCES:
1. West, K. L., Nyquist, A., Bair, T., Berg, W. & Spencer, S. (2014). Pediatrics. In P. Grota
(Ed.), APIC Text of Infection Control and Epidemiology (4" ed. Vol. 2, 42- to 42-19)
Washington, DC: APIC.
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B.

PROCEDURE: BLOOD PRODUCT ALIQUOT SYRINGES, EMERGENT PREPARATION OF
Purpose: To facilitate rapid preparation of blood aliquots for emergent use at the bedside.
Supportive Data: Bedside preparation more rapid than procedure required in lab.
Equipment: 1. Neonatal/pediatric syringe set (150u filter and 60cc syringe)
2. Alaris smart site
3. Alaris male/female Luer lock caps
3-4. Blood warmer
A. PROCEDURE

21. Per physmuanlAlIled Health Professuonal (AHP) order not|fy Iab of emergent need for “O
Negative Uncrossed —Matched Blood.”

3:2. Gather equipment. Obiain-reonatal/pediatric-syringe preparation-bag
4.3. Confirm patient identity using two-identifier system per hospital policy. Referto-RatientCare

SE ry ‘.IEE S “IEiE ?tIfIEEtiEP, PEtiEHt" (Il !. ﬁ) s EI-E] .
4, Perform hand hygiene and don non-sterile gloves.
5. If emergent blood requires warming, utilize the “Blood Administration Set-Neonatal” with

150 micron filter and spinlock, spike the blood bag, and follow the manufacturer’s
guidelines for warming.

5 Attach il he O veAlicuctl
76. Slowly w1thdraw warmed blood from unlt into attaehed 60 mI syrlnge Heldmg—bag—and—synnge

8.7. Mult|p|e syrlnges may be drawn from the same umtbag
9.8. Label each syringe with patient label; include on label the blood type, unit number, date and
time.

449. Referto Patient Care Services Procedure: Blood Products Administration for administration
procedure.

42:10. Once the unit is empty or blood administration completed, discard all components in
biohazardous waste. Do not return blood unit to laboratory.

43-11. Document procedure in patient’s medical record.

RELATED DOCUMENTS:
1. Patient Care Services Procedure: Blood Products Administration

REFERENCES:

1. Charter Medical Ltd. product information: Neonatal/Pediatric Syringe Sets.

4+2. MacDonald, M. G. & Ramasethu, J. (Eds.). (2013). Atlas of procedures in Neonatology, 5%
ed. Lippincott Williams & Wilkins.

NICU Department
Review

Perinatal
Collaborative
Practice

Division of
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Committee

Professional
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Board of
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09/07, 6/11, 8/12,
12/16

01117

01/17

n/a

02/17

0317
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PROCEDURE:

Purpose:

CARDIO RESPIRATORY MONITORING IN THE NICU

te-the—pa%;ent—s—hea#h—+e-ﬁapnea—-abneFmaI-heaFt—Fates To prowde rellable and accurate

monitoring of neonatal cardiac and respiratory activity.

Supportive Data:

Cardio-respiratory monitoring should be used in any patient who requires intensive or

intermediate care and in any patient at risk for apnea or rhythm disturbances.

Equipment:

1. Cardio-respiratory monitor

2. Neonatal monitoring electrodes

Issue Date: 9/07

A POLICY:

1. All patients admitted to the NICU will be placed on a cardio-respiratory monitor and continuously

monltored until dlscharged from the NICU.

G-B. PROCEDURE:

1. Skin should be clean and dry prior to placement of electrodes.
2, Do not place electrodes to broken or bruised skin.

3. Avond placed electrodes directly on the nlpples

4, BaS|c three-lead conflguratlon for electrode placement
White: Right lateral chest at level of the nipple line.
Black: Left lateral chest at level of the nipple line.
Red or green Left lower rib cage.

a.

po o

12/16

Perinatal Medical Professional
P Roviow | Collborative | e | eics | [Executive Affairs Directors
Practice ay P Committee Committee
6/09, 6/11, 8/12, 0117 0117 n/a 0217 0317
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3.5. Connect electrodes, matching color/corresponding electrode placement, to the ECG cable
attached to the monitor.

4.6. Ensure that the monitor is turned on and in neo mode. Select the lead that provides the best
signal and QRS size.

7. Alarm parameters will be audible and » e phyelsiae
based-upon-patient condition-day-of life-and-gestatio -set per NICU Standards of Care or
physician/allied health professional (AHP)’s order.

a. When alarms are silenced, they must be reactivated before leaving the patient’s
bedside.

b. Ensure that alarms and alarm limits are set and checked at the beginning of every
shift.

c. Alarms should prompt immediate patient assessment.

i Note alarm indication (i.e. tachycardia, apnea)
ii. Treat patient condition as necessary or correct the source of any false alarm.
iHii.  Notify physician/allied health professional if indicated.

5.8. Electrodes will be changed as needed to provide an artifact free monitor tracing.

6—_Au'd'l'bl'e. j -a-la'Fms—VVi" be Se't—a't_a" ti”‘es_.

| B.C. DOCUMENTATION:
The following is to be documented in the patient's medical record:
1. Vital signs per NICU Standards of Care.

2. Episodes requiring intervention.
2.3. TFreatments-Intervention performed and patient’s responses to intervention.s-
4 Alarm limits every shift.

| 3-5. Physician/AHP notification ad hoc form as necessary.
| E——EXTERNAL LINKS:

| £D. REFERENCES:

1. Aehlert, B. (2009). ECGs Made Easy Pocket Reference, 4™ Ed. Mosby: Elsevier.

2. Jacobson, C. (2003). Bedside cardiac monitoring. Critical Care Nurse, 21(6); 71-73.

3. Lippincott Manual of Nursing Procedures, 9" Ed. (2009). Lippincott, Williams & Wilkins.

4. MacDonald, M. G. & Ramasethu, J. (Eds.). (2013). Atlas of procedures in Neonatology, 5"
ed. Lippincott Williams & Wilkins.

4.5. Smith-Temple, J. (2009). Nurses Guide to Clinical Procedures, 6™ Ed. Lippincott, Williams &
Wilkins.
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| WOMEN’S AND CHILDREN’S SERVICES MANUAL—NICU

| SUBJECT: NEONATAL ABSTINENCE SYNDROME, MANAGEMENT OFCORING

| ISSUE DATE: 12/08
REVISION DATE: 4/09, 6/11, 8/12

Department Approval Date(s): 11/16
Perinatal Collaborative Practice Approval Date(s): 11/16
Division of Neonatology Approval Date(s): 11/16
Department of Pediatrics Approval Date(s): 02/17
Pharmacy and Therapeutics Approval Date(s): n/a

Medical Executive Committee Approval Date(s): 02/17
Professional Affairs Committee Approval Date(s): 03/17

Board of Directors Approval Date(s):

A DEFINITIONS:
1. Neonatal Abstinence Syndrome (NAS):

a. A condition characterized by a constellation of drug withdrawal symptoms in the
neonate, following intrauterine exposure to drugs of abuse.

42. Drugs frequently associated with neonatal withdrawal include the following:

a. High risk drugs:s-include long-acting opioidsates and narcotics: codeine, fentanyl,
heroin and methadone, meperidine, morphine.

b. Low risk/other drugs: short-acting opioids, barbiturates, caffeine, cocaine, diazepam
and lorazepam, ethanol, marijuana, nicotine and selective serotonin reuptake
inhibitors (SSRI).

i. Withdrawal from these substances typically requires non-pharmacologic
treatment only.
3. Long-acting opioids:
Fentanyl transdermal patch
Methadone
Buprenorphine
Oxymorphone hydrochloride extended-release (Opana)
Oxycodone hydrochloride controlled-release (Oxycontin)
. Morphine sulfate extended release
hort-acting opioids:
Hydrocodone
Hydrocodone + APAP (Vicodin, Norco)
Oxycodone + APAP (Percocet or oxycodone IR)
Tramadol
Fentanyl (IV)
Morphine (IV or immediate release)
Codeine
Hydromorphone (Dilaudid)
2:5.  General signs of drug exposure in the infant include:
a. Central nervous system dysfunction, such as high-pitched cry, hyperactive reflexes,
irritability, and disturbed sleep patterns.
b. Metabolic, vasomotor and respiratory disturbances, such as sweating, mottling, fever,
tachypnea, and sneezing.
C. Gastrointestinal disturbances such as vomiting, loose stools, and poor feeding.
3-6. Goals of Neonatal Abstinence Syndrome (NAS) evaluation and management.

a. Proper feeding and growth.Mirimal Gl symptematelogy

@rPooTIOmORN DD
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b. Facilitate appropriate development.tMinimally-disturbed-sleep-wake-cycles
c. Foster the maternal-infant bond.Sescially-interactive-with-caretaker(s)

e-d. Prevent neurological sequelae.

B. POLICY:

1.

1-8.

2:9.

Maternal use of narcotics and/or other illicit substances during pregnancy can result in
the birth of infants with drug dependency with the potential for subsequent
complications. The proper identification and care of these infants and their families is
essential in minimizing medical complications and improving infant and family
outcomes. A team approach involving Obstetrics, Neonatology, Newborn Service,
Nursing, Social Work and Occupational Ttherapy will optimize patient outcomes.

Infants at low risk for NAS from maternal non-narcotic or narcotic short acting
prescription medication can generally remain in couplet care for a period of observation.
Infants at risk for NAS due to maternal use of methadone, heroin, buprenorphine or high
dose prescription narcotic exposure should be admitted to the NICU. Infants exposed to
multiple psychotropic medication exposure may also need to be considered for NICU
admission.

Proper non-pharmacologic measures may be used to minimize the need for medical
treatment and decrease the length of therapy.

Proper use of NAS scoring will help in consistency of treatment and weaning of
medication used to treat NAS.

Adherence to NAS medication initiation and weaning protocols may assist in shortening
the length of NAS therapy.

Encouraging families to visit daily and care for child may improve infant-parent
attachment.

Discharge planning, including Social Services, should be started as soon as an exposed
infant is identified. Detailed planning for the discharge of these high-risk infants may
minimize readmission or adverse outcomes after discharge.

Individuals, who appear under the influence of drugs including alcohol, cannot be
allowed to handle the infant and in most instances, should be asked to leave the unit at

the discretion of the nursmg, medical and social work staff. 1-Neonatal-abstinence-scering

C. PROCEDURE:

1.

Infants will be identified as at risk for NAS by:

a. Prenatal identification of mother on narcotic medication.

b. Mother with positive toxicology screen at delivery not explained as an in-hospital
administered medication.

c. Mother who discloses prenatal narcotic use at delivery

A urine and meconium toxicology screen will be sent on all infants delivered to mothers
with concern for illicit or known drug use:
a. Urine Toxicology Screen:
i After delivery, the RN will place urine collection bag on infant or cotton
balls in the diaper
ii. Stool contamination does not preclude assessment
iii. If positive screen, notify attending physician or allied health professional
(AHP) and social worker.
Meconium Toxicology Screen:
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a. Use a tongue depressor to scrape meconium into a sterile container

b. Continue collection until all meconium is passed (until transitional stool).

ac. Provider to follow up on result (can take up to 1 week or longer to result)

4. Management of Infants on Mother Baby: Low Risk for NAS (non-narcotic medication, low-
dose prescription opiate with a short half-life, THC, methamphetamines):

a. If an infant develops significant symptoms of withdrawal, the RN will notify the
infant’s provider for evaluation of the symptoms which may require transferring
the infant to the NICU.

b. Infants exposed to marijuana or methamphetamines do not need extended
observation.

c. Infants exposed to multiple medications (such as narcotics and benzodiazepines,
or narcotics and multiple psychotropic medications) may not show signs of
withdrawal until later; consider longer observation in the hospital and close,
frequent follow up in the days after discharge.

d. Consideration of medications, dose, exposure, half-life and complicating factors
should be weighed when deciding length of hospital observation.

5. Mother Baby Couplet Care

a. Mother and infant will remain together in couplet care for observation until the
mother is discharged.

b. Infant will not be on a cardio-respiratory monitor.

c. Infant will be monitored for NAS using the Lipsitz scoring performed by RN every

6 hours and as needed if concern for escalating withdrawal symptoms. First

assessment should be done around the time that the infant is transferred to

mother baby.

i. Scoring will occur at approximately 30-60 minutes after a feeding, at a time
when an infant not at risk for NAS would normally be sedate.

ii. Sleeping infants will not be disturbed and will receive a score of 0

iiii. Scoring for factors such as sneezing, yawning and emesis will be taken
into consideration the entire period of evaluation since the last scoring.

iv. Parents can be included when gathering information for the score.

V. Infant with Lipsitz score greater than 8 will be transferred and admitted to
NICU with orders from Provider.

6. Management of Infant at High Risk for NAS:

Infant at high risk for NAS whese-or infant in couplet care/newborn nursery with
Lipsitz score greater than 8 or significant withdrawal symptoms should be
admitted to NICU for pharmacologic treatment, per physician/AHP’s orders.

Finnegan Neonatal Abstinence Sscore sheetUsing-the-Neonatal-Drug-Abstinence
Sheet—ésee—a#aehment—)—m patient’s electronic medical record.

The first score should be recorded two hours after birth or admission to
Mother Baby/NBN/NICU. -This score reflects all behavior up to this first
score.

ii. Scoring is dynamic, all signs and symptoms observed during the scoring
interval are included in the point total for that time period.

Hii.  Crying infants should be soothed prior to assessing of muscle tone, Moro
reflex, and respiratory rate.

iv. Infants will not be woken in order to obtain a Finnegan Score.

7. Breastfeeding/Breastmilk: the following mothers will be encouraged to breastfeed:

a.
b.

C.

Women engaged in substance abuse treatment program.

Women who plan to continue in their substance abuse treatment program in the
postpartum period.

Women who have been abstinent from illicit drug use or licit drug abuse for 90
days prior to delivery and have demonstrated the ability to maintain sobriety in an
outpatient setting.

Women who have a negative maternal toxicology testing at delivery except for
prescribed medications.
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e. Women who received consistent prenatal care.

f. Women who do not have HIV or other contraindications to breastfeeding.

g. Women who are not taking a psychiatric medication that is contraindicated in
lactation.

h. Women on a stable methadone maintenance regimen wishing to breastfeed,
regardless of their methadone dose.

i. Women and their partners should be fully informed about the risk of rapid
weaning from breastmilk or exposure to street drugs during lactation.

8. Non-Pharmacologic Treatment of Neonatal Abstinence:

a. Use of non-pharmacological interventions should be initiated immediately after birth
and prior to use of pharmacological interventions and include but are not limited
to the following:-

i. Skin to skin contact

ii. Swaddling

iii. Rocking

iv. Massage

V. Decreased sensory/environmental stimulation

vi. Maintaining temperature stability

Vii. Protected sleep

viii. Avoiding unnecessary handling and abrupt changes in the infant’s
environment

ix. Avoiding overstimulation; do one procedure at a time, use partial
swaddling with assessment and procedures

X. When feeding, consider alternating use of pacifier and bottle to help
compensate for excessive sucking and to assist with decreasing emesis.

fxi. Use of breastmilk (when appropriate) can help to decrease overall NAS
symptoms.

2:9. Pharmacological interventions:
a. Begin pharmacological interventions when Finnegan scores are greater than_or equal

to 8 x 2, the average of any three consecutive scores is 8 or greater (i.e 9, 7, 8), or

greater than or equal to 12 x1.

b. Refer to Neonatal Narcotic Withdrawal Syndrome, Pharmacological Treatment of

(policy #8710-559) for medication interventions.

10. Discharge Planning for infants with diagnosed NAS:
a. Discharge criteria:

i. Infants who are exposed to methadone or buprenorphine but do not show
signs of withdrawal severe enough to require narcotic medication should
be watched in the hospital for a minimum of 5-7 days.

ii. Infants who have been treated in the NICU for NAS with narcotics should
be monitored closely for a minimum of 48 hours off medication before

discharge.
iii. Term NAS babies do not need a car seat challenge.
iv. NAS infants are at an increased risk for SIDS and parents or guardians
should know the importance of the safe sleep and anti-SIDS measures.
b. Educate parents regarding the challenges associated with taking on the care of a

NAS infant, with weeks of fussiness/ crying/ residual NAS symptoms being
commonplace in the weeks following discharge.

c. Follow-up developmental screening via High risk Infant Follow Up program may
be indicated and depends on the infant’s risk profile.
d. If the mother is breastfeeding at discharge inform and provide a copy of the NICU

discharge summary to parents for the mother’'s methadone clinic physician so as
to minimize the risk of communication gap regarding breastmilk nutrition or rapid
weaning
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e. Provide clear information in the discharge summary for the infant’s pediatrician
regarding ongoing concerns, residual NAS symptoms, medications to be weaned,
breastmilk provision, and high risk social situations.

f. Home health referrals for nursing, social work, and therapy (if needed).

aalaVda
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Medical Executive Committee Approval Date(s): n/a
Professional Affairs Committee Approval Date(s): 04/4503/17
Board of Directors Approval Date(s): 04/15
A. POLICY:
1. To protect infants from removal by unauthorized persons.
2. Refer to Patient Care Services procedure: “Infant ldentification. Follow the procedure regarding
banding of infants and mothers.
3. Procedures which address the safety and security of infants will be followed by all staff working at
Tri-City Medical Center (TCMC).
4, To ensure that when the infant is removed from nursery and then released to:
a. Banded birth mother or birth father/significant other or the intended legal parent(s)
b. Identification band numbers must be presented to nursery staff
c. The number given must match the number on the infant’s identification band before the
infant is released.
d. If there is any question about the number given, hospital staff shall accompany baby to
the mother’s room and confirm identification band numbers at that time.
5. To ensure newborn infant is only removed from mother’s care (hospital room) by authorized

Women and Newborn Services’ (WNS) staff, WNS staff will wear TCMC photo identification

badges with distinctive TCMC Women and Newborn Services’ logo.

a. Mothers will be instructed upon admission regarding the method of identifying WNS photo
ID badges.

b. Staff without wWomen’s and ehildren’s Newborn’s photo ID badges, (i.e., floats, students,
outside registry) will wear temporary name tags that shall be distributed by the employee
health staff and/or shift supervisor/designee
i. Temporary name badge shall include staff name, shift, date and the distinctive

WNS logo.
ii. These name tags will be collected by the shift supervisor/designee at the end of
the shift and destroyed.

6. Mothers will be instructed to release their infant only to WNS staff wearing this identification. This
instruction will be discussed initially in OB education classes, and then reviewed and reinforced
upon admission to the WNS unit through direct instruction and information sheets.

7. Newborn infants will be transferred outside the department through halls only in bassinets,
attended by twe-WNS staff members.

a. Anyone carrying an infant in arms in WNS hallways will be questioned.

b. This information shall be explained by the registered nurse verbally and on preprinted
information sheets upon admission to Labor and Delivery and again when transferred to
the Mother-Baby unit after delivery.

8. To insure the safety of the mother-baby couplet, all visitors shall be closely monitored by the
WNS staff and volunteers.
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a. An occupied stroller is allowed on Women and Newborn Services, but not in the NICU
area.

b. Car seats and are not permitted in the following areas unless bringing a car seat in for a
car seat challenge:

i. Labor and delivery
H lll;e"bs'ﬁ“ AUFSEry
ii. Mother Baby

iii. NICU

C. Car seats may be allowed at the time and date of discharge or in the specified areas for
pre-scheduled car seat challenge tests, newborn hearing screening or lactation
consultation appointments.

9. WNS staff education will include the following:

a. Upon hire and updated yearly, staff shall be instructed in the above policy.

b. Staff shall be monitored for compliance by the shift Assistant Nurse Manager/or designee
on each shift.

C. Instructions shall include creating an awareness of the risk of infant abduction and what to
look for when observing activity on the unit, i.e., individuals loitering, persons in uniform
without appropriate identification badges.

d. Instruction shall include appropriate action(s) to take when discrepancies in practice or
questionable individuals are observed on the unit.

e. A risk assessment shall be conducted annually by the environment of care officer and
submitted to EOG- Environmental Health and Safety sCommittee (EHSC). {ndividual

10. Infant abduction:
a. In the event of a suspected infant abduction, the attending staff nurse will immediately:

i. Call “Code Adam” by dialing 66 (see Patient Care Services Code Adam Policy).

B. RELATED DOCUMENTS:

1. Patient Care Services Code Adam Policy
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Risk Management & Patient Safety Plan
FYs 2017-2018

PURPOSE: The Risk Management/ Patient Safety Plan is to provide a formal comprehensive and
ongoing program to improve patient safety, reduce risk, and preserve organizational assets (human,
financial, physical, reputation, and standing in the community). Effective health care error reduction
requires an integrated and coordinated approach. The following plan relates specifically to a
systematic hospital-wide program to minimize preventable injury or harm for all Tri-City Healthcare
District stakeholders.

INTRODUCTION: Leadership assumes a role in establishing a culture of safety that minimizes

hazards and patient harm by focusing on processes of care. Leaders shall promote a fair and just
culture while encouraging organizational learning and process improvement activities. The plan is
designed to provide guidance and structure for the organization's clinical and business services that
drive quality patient care while fostering a safe environment.

Risk management activities include identifying, investigating, analyzing, and evaluating risks,
followed by selecting and implementing the most appropriate methods for mitigating, reducing,
managing, transferring and/or eliminating the associated risks.

MISSION: To advance the health and wellness of the community we serve.

VISION: Be recognized as a healthcare system of choice in our community

VALUE: The needs of our patients come first.

GOALS AND OBJECTIVES:

1. Promote safety as everyone’s priority

2. Prevent errors, system breakdowns, and harm

3. Minimize clinical risks and liability losses

4. Support regulatory accreditation compliance

5. Protect organizational resources and assets

6. Maintain an effective system of monitoring, analyzing, and reporting events and near

10.

misses

Ensure medical staff participation in the measurement, assessment, and improvement of
patient safety

Review the results of root cause analysis and monitor action plans

Provide education to hospital staff, medical staff, patients and families on risk
management and safety activities

Create highly reliable processes that are designed to minimize the chances of human
error

PRIORITIES FOR FYs 2017-2018
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11. Define Serious Safety Events and develop process to measure the number of serious
safety events by June 2017.

12. Beginning in July 2017 measure the number of serious safety events per month to
establish a baseline and report to Patient Safety Committee monthly.

13. Increase incident event reporting by 2% per fiscal years 2017 and 2018.

SCOPE:

Risk management and patient safety is a hospital-wide integrated system that encompasses all
areas of patient care, visitor, employee, property and medical staff safety. All employees and
members of the medical staff who have authority to influence patient care outcomes directly or
indirectly are actively involved in the Risk Management Program. The Risk Management Program
will pursue occurrences and circumstances that may present the potential for loss.

Overlzpping
Risk Management Functions Patient Safety
Pattant Satisfaction R - ]
Risk Identifications {e.g. n2ar- Safety and Security

Analyeis of adverse

Proaciive Risk Assessment
and Seniinsltvenis .

miss and adverse reparting)

Risk Control and Trends Pztient Safety Initiatives
Raot Cause Analysiz . . -
Patierit Relations National Patisnt Safety Goals
Mandatory Event Reporting Soard Regoris Accraditation Compliance
Workers’ Compensation seedback 12 All Facility Letter’s
) - . . Providers and Staff P . o
Patient Complaint Handling Senitinel EventAlerts
Service Excellence Staff education and
. Training

Risk management will influence, persuade and educate leaders within the following departments
in order to achieve guality care in a safe environment and protect the organization's resources:

1. Administration

Billing Services

Business Development and Marketing

Clinical and Ancillary Services

Data/Health Information and Privacy Management

Employee Health

No ok N

Human Resources
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8. Infection Control

9. Legal Services

10. Medical Equipment

11. Medical Staff

12. Patient Relations

13. Quality/Performance Improvement

14. Safety Management/Environment of Care
15. Security Management

16. Utilization Management

Complaint
Management

Event

Patient Safety Reporting

Risk
Management

Patient Quality
Satisfaction improvement

IV.  ORGANIZATION AND FUNCTION:

The Patient Safety Committee is a standing interdisciplinary group that manages the organization’s
Patient Safety Program through a systematic, coordinated, continuous approach. The committee will
meet monthly (at least 10 times per year) to assure the maintenance and improvement of Patient
Safety in establishment of plans, processes and mechanisms involved in the provision of patient
care.

The Patient Safety Committee will be chaired by the designated Patient Safety Officer. Committee
membership includes services involved in providing patient care, i.e. Medical Staff PSO, Nursing,
Pharmacy, Laboratory, Surgical Services, Risk Management, Infection Control, Imaging, Rehab, and
Pulmonary.

V.  AUTHORITY AND RESPONSIBILITY FOR IMPLEMENTATION:

3
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The Director of Risk Management has been authorized by the Chief Executive Officer to provide the
overall coordination of the Risk Management Program. It is the Chief Executive Officer, Chief
Operating Officer , Chief of Staff, and Chief Nurse Executive who have the authority delegated by the
Board of Directors to protect the interests of the hospital and patients by initiating necessary
corrective action when the Risk Management Program has identified potentially adverse situations.

The Director of Risk Management and the Patient Safety Officer maintain compliance with patient
safety standards and initiatives, evaluation of work performance as it relates to patient safety,
reinforcement of the expectations of the Risk Management/ Patient Safety Plan, and acceptance of
accountability for measurably improving safety and reducing errors. These duties may include
listening to employee and patient concerns, interviews with staff to determine what is being done to
safeguard against occurrences, and immediate response to reports concerning workplace
conditions.

VI.  CONFIDENTIALITY AND CONFLICT OF INTEREST:

Appropriate safeguards have been established to restrict access to highly sensitive and confidential
Performance Improvement and Peer Review information, which is protected against disclosure and
discoverability through the Health Care Quality Improvement Act and California Evidence Code:
Section 1156-1157.

Confidential information may include, but is not limited to, Patient Safety or Risk Management
Committee minutes, any associated medical staff committee minutes, organizational performance
improvement reports, electronic data gathering and reporting, untoward incident reporting and
clinical profiling.

Vil.  DATA SOURCES AND REFERRALS:

Risk Management and Patient Safety opportunities are selected by reviewing the hospital's strategic
plan, organizational balanced scorecard, departmental balanced scorecards, and care management
initiatives, regulatory requirements including Core Measures, National Patient Safety Goals (NPSGs),
and recommendations from the following:

1. Board of Directors

2. Medical Executive Committee

3. Quality Assurance Performance Improvement (QAPI) Committee

4. Medical Staff Departments

5. Medical Quality Assurance/ Performance Improvement/Patient Safety Committee
6. Other Hospital Committees

7. Root Cause Analysis and other focused investigations

8. American Hospital Association

9. California Hospital Patient Safety Organization (CHPSO)

10. Hospitai Quality Institute (HQI)

11. California Hospital Engagement Network (CHEN)

12. State and Federal Agencies, including Centers for Medicare and Medicaid Services (CMS)

and National Healthcare Safety Network (NHSN)
13. The Joint Commission (TJC)

4]
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14. National Center for Patient Safety
15. National Patient Safety Foundation (NPSF)

16. Other Benchmarking Resources, American Society for Healthcare Risk Management

(ASHRM)

MONITORING AND IMPROVING:

A. Aggregate data from internal (Incident Reporting System data coliection, incident reports,
questionnaires, ORYX reports, Core Measure reports) and external resources (Sentinel Event
Alerts, evidence based medicine, etc.) will be used for review and analysis in prioritization of
improvement efforts, implementation of action steps and follow-up monitoring for
effectiveness. The severity categories of medical/health care errors include:

e No Harm Error - an unintended act, either of omission or commission, or an act that
does not achieve its intended outcome

e Mild to Moderate Adverse Outcome - any set of circumstances that do not achieve
the desired outcome and result in an mild to moderate physical or psychological
adverse patient outcome

e Hazardous Conditions - any set of circumstances, exclusive of disease or condition
for which the patient is being treated, which significantly increases the likelihood of a
serious adverse outcome

e Near Miss - any process variation which did not affect the outcome, but for which a
recurrence carries a significant chance of a serious adverse outcome

e Sentinel Event - an unexpected occurrence involving death or serious physical or
psychological injury or the risk thereof. Serious injury specifically includes the loss of
limb or function. The phrase “or risk thereof” includes any process variation for
which a recurrence would carry a significant chance of a serious adverse outcome

Ongoing monitoring of Risk Management/Patient Safety initiatives at the Leadership level in the
following forums:

1.
2.
3.
4,
5.

Governing Board

Professional Affairs Committee
Executive Council

Medical Executive Committee

Quality Assurance and Performance Improvement Committee

Additional monitoring and evaluation is conducted by hospital committees: Risk Management
Committee and performance improvement teams at the department and staff levels where
appropriate including:

1.
2.
3.

Staff opinions and expressed needs
Staff perceptions of risks to individuals and suggestions for improving patient safety

Staff reporting events in an environment where honest monitoring and reporting is
encouraged through RL Solutions incident reporting system

Safety huddles

Administrative Executive rounding
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6. Environment of care rounding

DOCUMENTATION AND REPORTING MECHANISMS:

Risk Management/Patient Safety reports are standardized in the Joint Commission Root Cause
Analysis format to ensure uniformity in documentation. In order to promote the use of
appropriate methodology, tools and work group structure, Tri-City Medical Center provides Risk
Management/Patient Safety education and training to staff, physicians and hospital leaders.

The TCMC approach to a Sentinel Events is to utilize them as a means to identify system issues
that will improve patient safety and prevent further unanticipated outcomes. All potential
sentinel events are evaluated for reporting to the California Department of Public Health as
required by California State law. Adverse events or potential adverse events as described in
Section 1279.1 that are determined to be preventable and health-care-associated infections
(HALl) as defined in the federal CDC National Healthcare Safety Network that are determined to
be preventable (See attachment). The same reporting is applied to the California 28 Never
Events.

The hospital also receives Sentinel Event updates published by The Joint Commission, which
contain information on root causes and prevention of Sentinel Events. These notifications are
distributed by the Patient Safety Officer and immediately referred to the appropriate forum for
evaluation of recommendations and subsequent action as needed.

The hospital also receives All Facility Letters/AFL updates published by the California
Department of Health, which contain information on reported concerns of other Hospitals. These
notifications are distributed by the Patient Safety Officer and immediately referred to the
appropriate forum for evaluation of recommendations and subsequent action as needed.

The Senior Director of Risk Management and the Patient Safety Officer will submit Annual
Reports to the TCHD Board of Directors and will include:

1. Definition of the scope of occurrences inciuding sentinel events, near misses and serious

occurrences and identifying topics for process improvement

2. Detail of activities that demonstrate the patient safety program has a proactive
component by identifying the high-risk process selected

3. Detail of the Failure Mode Effects Analysis selected for improved patient safety

Descriptions of the Root Cause Analysis completed for unusual/ unexpected events or
near misses.

Analysis of results from AHRQ Culture of Safety Employee Survey

A description of how the function of process design that incorporates patient safety has
been carried out using specific examples of process design or redesign that include
patient safety principles

7. The results of the program that assesses and improves staff willingness to report
medical/health care errors

8. A description of the examples of ongoing in-service, and other education and training
programs that are maintaining and improving staff competence and supporting an
interdisciplinary approach to patient care
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A, INTEGRATION OF ACTIVITIES AND INFORMATION:

Under the auspices of the Risk Management Department, senior leaders review root cause
analyses of sentinel and significant events, including tracking and trending the nature of the
event and the effectiveness of the action plans in order to develop and implement appropriate
systems or to suggest actions to enhance the quality and/or safety of care.

Xl. PROGRAM EVALUATION:

To ensure the appropriate approach to planning processes of improvement, setting priorities for
improvement, assessing performance systematically, implementing improvement activities on
the basis of assessment, and maintaining achieved improvements, the Risk Management and

Patient Safety program is evaluated for effectiveness at least annually and revised as necessary.

APPROVAL SIGNATURES:

Marcia M. Cavanaugh, RN, MSN, MBA,
CPHRM, CNOR, NEA-BC
Sr. Director Clinical Risk Management

Quality, and Patient Relations

Kevin M. McQueen, MHA, BA HCM,
RCP, RRT, CPPS, CM

Director of Safety/Environment of Care/
Patient Safety Officer

7]
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1.

Rules and Regulations

Section: Medical Staff

TRI-CITY HOSPITAL DISTRICT Subject:  Division of General and

Vascular Surgery

Page 1 of 11

MEMBERSHIP

The Division of General and Vascular Surgery consists of physicians who are Board Certified or in the
first thirty-six (36) months of Board Eligibility and actively pursuing certification by the American Board of
Surgery, or able to demonstrate comparable ability, training and experience.

FUNCTIONS OF THE DIVISION

The general functions of the Division of General and Vascular Surgery shall include:

A. Conduct patient care review for the purpose of analyzing and evaluating the quality, safety, and
appropriateness of care and treatment provided to patients by members of the Division and
develop criteria for use in the evaluation of patient care.

B. Recommend to the Medical Executive Committee guidelines for the granting of clinical privileges
and the performance of specified services within the hospital.

C. Conduct, participate in and make recommendations regarding continuing medical education
programs pertinent to Division clinical practice.

D. Review and evaluate Division member adherence to:

1. Medical Staff policies and procedures
2. Sound principles of clinical practice

E. Submit written minutes to the QA/RIMedical Quality Peer Review Committee and Medical

Executive Committee concerning:

1. Division review and evaluation of activities, actions taken thereon, and the results of such
actions; and
2. Recommendations for maintaining and improving the quality and safety of care provided
in the hospital.
F. Establish such committees or other mechanisms as are necessary and desirable to perform

properly the functions assigned to it, including proctoring.

Take appropriate action when important problems in patient care, patient safety, and clinical
performance or opportunities to improve patient care are identified

Recommend/Request Focused Professional Practice Evaluation as indicated (pursuant to
Medical Staff Policy 8710-509).

Approve On-Going Professional Practice Evaluation Indicators, and

Formulate recommendations for Division rules and regulations reasonably necessary for the
proper discharge of its responsibilities subject to approval of the Medical Executive Committee.

r o

_ -

DIVISION MEETINGS

The Division of General and Vascuilar Surgery shall meet at the discretion of the Chief, but at least
quarterly. The Division will consider the findings from the ongoing monitoring and evaluation of the
quality, safety, and appropriateness of the care and treatment provided to patients. Minutes shall be
transmitted to the @A/PRIMedical Quality Peer Review Committee, and then to the Medical Executive
Committee.

Twenty-five percent (25%) of the Active Division members, but not less than two (2) members, shall
constitute a quorum at any meeting.

DIVISION OFFICERS

The Division shall have a Chief who shall be a member of the Active Medical Staff and shall be qualified
by training, experience, and demonstrated ability in at least one of the clinical areas covered by the
Division.
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Rules and Regulations

Section: Medical Staff

TRI-CITY HOSPITAL DISTRICT Subject:  Division of General and

Vascular Surgery

Page 2 of 11

The Division Chief shall be elected every year by the Active Staff members of the Division who are
eligible to vote. If there is a vacancy for any reason, the Department Chairman shall designate a new
Chief, or call a special election. The Chief shall be elected by a simple majority of members of the
Division.

The Division Chief shall serve a one-year term, which coincides with the Medical Staff year unless

he/she resigns, is removed from office, or loses his/her Medical Staff membership or clinical privileges
in that Division. Division officers shall be eligible to succeed themselves.

DUTIES OF THE-DIVISION CHIEF
The Division Chief shall assume the following responsibilities:

A. Accountability for all professional and administrative activities of the Division.

B. Ongoing surveillance of the professional performance of all individuals who have delineated
clinical privileges in the Division.

C. Ensuring practitioners practice only within the scope of the privileges defined within their
delineated privilege form.

D. Recommendations to the Department of Surgery and the Medical Executive Committee the
criteria for clinical privileges in the Division.

E. Recommendations of clinical privileges for each member of the Division.

F. Ensuring that the quality, safety, and appropriateness of patient care provided by members of
the Division are monitored and evaluated; and

G. Other duties as recommended by the Department of Surgery or the Medical Executive
Committee.

PRIVILEGES

A. All privileges are accessible on the TCMC Intranet and a paper copy is maintained in the
Medical Staff OfficeDepartment.

B. All practitioners applying for clinical privileges must demonstrate current competency for the

scope of privileges requested. “Current competency” means documentation of activities within
the twenty-four (24) months preceding application, unless otherwise specified.
C. Physician Assistants — Refer to the Allied Health Professionals Rules and Regulations for

basic credentialing requirements.lr-accordance-with-Depadment-of Surgeryrules-and

reguladians.
B—Registered Nurse First Assist (RNFA) — Refer to the Allied Health Professionals Rules and
Regulations for basic credentialing requirements.in-aceerdance-with-Department-of Surgery

rlesand-regulations:

Forensic-Progressive Care Outpatient Site-Specific Privileges — Privileges annotated with
an (F) indicates privileges that may be performed at either Tri-City Medical Center or the
Forensic-Progressive Care Outpatient Clinic.
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Section: Medical Staff
TRI-CITY HOSPITAL DISTRICT Subject: Division of General and
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Rules and Regulations
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Proctoring | Reappeointment
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/

VIII.

REQUIREMENTS FOR REAPPOINTMENT

A

Active certification by the Division of General and Vascular Surgery or demonstration of
comparable ability, training and experience shall satisfy the requirements for receiving cognitive
privileges for all categories as well as for admitting privileges to Tri-City Medical Center.

Procedural privileges will be renewed if the minimum number of cases is met over a two-year
reappointment cycle. For practitioners who do not have sufficient activity/volume at TCHD to
meet reappointment requirements, documentation of activity from other practice locations may
be accepted to fulfill the requirements. If the minimum number of cases is not performed, the
physician will be required to undergo proctoring for all procedures that were not satisfied. The
physician will have an option to voluntarily relinquish his/her privileges for the unsatisfied
procedure(s).

PROCTORING OF PRIVILEGES

A

Each Medical Staff member granted initial privileges, or Medical Staff member requesting
additional privileges shall be evaluated by a proctor as indicated, until his or her privilege status
is established by a recommendation from the Division Chief to the Credential Committee and to
the Medical Executive Committee, with final approval by the Board of Directors.

All Active members of the Division will act as proctors. Additional cases may be proctored as
recommended by the Division Chief. It is the responsibility of the Division Chief to inform the
monitored member whose proctoring is being continued whether the deficiencies noted are in:
a) preoperative b) operative, c) surgical technique and/or, d) postoperative care.

- )0

er by the proctor will include concurrent review for invasive cases or

Supervision of the memb

retrospective chart review of cognitive processes for noninvasive cases and direct observation of
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APPROVALS:
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Rules and Regulations

Vascular Surgery

Page 13 of 11

J.

procedural techniques. The monitor must be present in the Operating Room for a sufficient
period of time to assure himself/herself of the member's competence

In elective cases, arrangements shall be made prior to scheduling (i.e., the proctor shall be
designated at the time the case is scheduled).

The member shall have free choice of suitable consultants and assistants. The proctor may
assist the surgeon.

When the required number of cases has been proctored, the Division Chief must approve or
disapprove the release from proctoring or may extend the proctoring, based upon a review of the
proctor reports.

A form shall be completed by the proctor, and should include comments on preoperative workup,
diagnosis, preoperative preparation, operative technique, surgical judgment, postoperative care,
overall impression and recommendation (i.e., qualified, needs further observation, not qualified).
Blank forms will be available at the front desk in the O.R. from-the Operating-Roem-Supenssor
and/or at the Medical Staff OfficeDepartment and provided to the proctor for completion.

Forms will be made available to the member scheduling the case for surgery and immediately
forwarded to the proctor for completion. It is the responsibility of the new member to notify the
Operating Room Supervisor of the proctor for each case.

The proctor's report shall be confidential and shall be completed and returned to the Medical
Staff OfficeDepartment.

The proctor shall have current unrestricted privileges to perform the procedures s/he is

proctoring.

EMERGENCY DEPARTMENT CALL:

A.

Division members shall participate in the Emergency Department Call Roster or consultation
panel as determined by the Medical Staff. Refer to Medical Staff Policy and Procedure 8710-
520.

It is the policy of the Emergency Department that when a patient indicates that a staff member
has previously treated him or her, that member will be given the opportunity to provide further
care.

The member of the Division will then determine whether to provide further care to an emergency
room patient based upon the circumstances of the case. If a member declines, the on-call
physician will provide any necessary emergency special care.

The care provided by an on-call physician should be completed with regard to the particular
problem that the physician was called to treat. The care provided by an on-call physician will not
create an obligation to provide further care.

Provisional or Courtesy staff may participate in the Emergency Call panel at the discretion of the
Division Chief or Department Chair.

Medical Executive Committee: 10/26/2015
Sovernance Committee: 10/6/2015
soard of Directors: 10/29/2015
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MEMBERSHIP
The Division of Urology consists of physicians who are Board Certified or actively pursuing certification by
the American Board of Urology, or able to demonstrate comparable ability, training, and experience.

FUNCTIONS OF THE DIVISION

The general functions of the Division of Urology shall include:

A. Conduct patient care review for the purpose of analyzing and evaluating the quality, safety, and
appropriateness of care and treatment provided to patients by members of the Division and
develop criteria for use in the evaluation of patient care;

B. Recommend to the Medical Executive Committee guidelines for the granting of clinical privileges
and the performance of specified services within the hospital;

C. Conduct, participate in and make recommendations regarding continuing medical education
programs pertinent to Division clinical practice;

D. Review and evaluate Division member adherence to:

1. Medical Staff Policies and Procedures
2. Sound principles of clinical practice

E. Submit written minutes to the QA/RIRSMedical Quality Peer Review Committee and Medical

Executive Committee concerning:

1. Division review and evaluation of activities, actions taken thereon, the results of such
actions; and
2. Recommendations for maintaining and improving the quality and safety of care provided
in the hospital.
F. Establish such committees or other mechanisms as are necessary and desirable to perform

properly the functions assigned to it, including proctoring;

Take appropriate action when important problems in patient care, patient safety and clinical
performance or opportunities to improve patient care are identified.

Recommend/Request Focused Professional Practice Evaluation as indicated (pursuant to
Medical Staff Policy 8710-509)

Approve On-Going Professional Practice Evaluation Indicators; and

Formulate recommendations for Division rules and regulations reasonably necessary for the
proper discharge of its responsibilities subject to approval of the Medical Executive Commitiee.
DIVISION MEETINGS

The Division of Urology shall meet at the discretion of the Chief, but at least annually. The Division will
consider the findings from the ongoing monitoring and evaluation of the quality, safety, and
appropriateness of the care and treatment provided to patients. Minutes shall be transmitted to the,
QA/RHPSMedical Quality Peer Review Committee, and then to the Medical Executive Committee.

T e

_ —

Twenty-five percent (25%) of the Active Division members, but not less than two (2) members, shall
constitute a quorum at any meeting.

DIVISION OFFICERS
The Division shall have a Chief who shall be a member of the Active Medical Staff and shall be qualified
by training, experience and demonstrated ability in the clinical area covered by the Division.

The Division Chief shall be elected every year by the Active members of the Division who are eligible to
vote. If there is a vacancy in the office for any reason, the Department Chairman shall designate a new
Chief, or call a special election. The Chief shall be elected by a simple majority of the members of the
Division.
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The Division Chief shall serve a one-year term, which coincides with the Medical Staff year unless
he/she resigns, is removed from office, or loses his/her Medical Staff membership or clinical privileges
in the Division. Division officers shall be eligible to succeed themselves.

V. DUTIES OF THE DIVISION CHIEF

The Division Chief shall assume the following responsibilities:

A.

B
C.
D

am

Be accountable for all professional and administrative activities of the Division;

Continuing surveillance of the professional performance of all individuals who have delineated
clinical privileges in the Division;

Assure that practitioners practice only within the scope of their privileges as defined within their
delineated privilege form;

Recommend to the Department of Surgery and the Medical Executive Committee the criteria for
clinical privileges in the Division;

Recommend clinical privileges for each member of the Division;

Assure that the quality, safety and appropriateness of patient care provided by members of the
Division are monitored and evaluated; and

Other duties as recommended from the Department of Surgery or the Medical Executive
Committee.

VI PRIVILEGES

A.

All privileges are accessible on the TCMC Intranet and a paper copy is maintained in the
Meéedé%aﬁ—@#&eeMedlcal Staff Department

All pract|t|oners applying for clmlcal prMIeges must demonstrate current competency for the

GB. .
scope of privileges requested. “Current competency” means documentation of activities within
the twenty-four (24) months preceding application, unless otherwise specified.
B-C. Sites:
1. All privileges may be performed at 4002 Vista Way, Oceanside, CA 92056
2. Privileges annotated with (F) may be performed at the Outpatient Ferensie-Progressive
Care Clinic(s).
(every-2 years)
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REAPPOINTMENT OF CLINICAL PRIVILEGES:

Procedural privileges will be renewed if the minimum number of cases is met over a two-year
reappointment cycle. For practitioners who do not have sufficient activity/volume at TCMC to meet
reappointment requirements, documentation of activity from other practice locations may be accepted to
fulfill the requirements. If the minimum number of cases is not performed, the practitioner will be
required to undergo proctoring for all procedures that were not satisfied. The practitioner will have an
option to voluntarily relinquish his/her privileges for the unsatisfied procedure(s).

PROCTORING OF PRIVILEGES

A.

Each Medical Staff member granted initial privileges, or Medical Staff member requesting
additional privileges shall be evaluated by a proctor as indicated until his or her privilege status is
established by a recommendation from the Division Chief to the Credential Committee and to the
Medical Executive Committee, with final approval by the Board of Directors.

All Active members of the Division will act as proctors. An associate may monitor 50% of the
required proctoring. Additional cases may be proctored as recommended by the Division Chief.
It is the responsibility of the Division Chief to inform the monitored member whose proctoring is
being continued whether the deficiencies noted are in: a) preoperative, b) operative, ¢) surgical
technique and/or, d) postoperative care.
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GCOMPRETENGE . Supervision of the member by the proctor will include concurrent review for
invasive cases or retrospective chart review of cognitive processes for noninvasive cases and
direct observation of procedural techniques. The monitor must be present in the Operating
Room for a sufficient period of time to assure himself/herself of the member's competence

D. In elective cases, arrangements shall be made prior to scheduling (i.e., the proctor shall be
designated at the time the case is scheduled).

E. The member shall have free choice of suitable consultants and assistants. The proctor may
assist the surgeon.

F. When the required number of cases has been proctored, the Division Chief must approve or
disapprove the release from proctoring or may extend the proctoring, based upon a review of the
proctor reports.

G. A form shall be completed by the proctor, and should include comments on preoperative workup,

diagnosis, preoperative preparation, operative technique, surgical judgment, postoperative care,
overall impression and recommendation (i.e., qualified, needs further observation, not qualified).

Blank forms will be available at the front desk in the O.R. from-the-Operating-Reom-Supervisor
andfor the Medical-Staff OfficeMedical Staff Department and provided to the proctor for

completion.

H. Forms will be made available to the member scheduling the case for surgery and immediately
forwarded to the proctor for completion. It is the responsibility of the new member to notify the
Operating Room Supervisor of the proctor for each case.

l. The proctor's report shall be confidential and shall be completed and returned to the Medisal
StaftOfficeMedical Staff Department.

J. The proctor shall have current unrestricted privileges to perform the procedures s/he is

proctoring.

EMERGENCY DEPARTMENT CALL

Division members shall participate in the Emergency Department Call Roster or consultation panel as
determined by the medical staff. Please refer to Medical Staff Policy and Procedure #8710-520.

Provisional staff members may be assigned to the Emergency Department Call Roster at the discretion
of the Chief of the Division. The care provided by an on-call physician will not create an obligation to
provide further care.

APPROVALS:
Division of Urology: 06/15/2015
Department of Surgery: 06/18/2015

Medical Executive Committee: 07/27/2015
Governance Committee: 08/04/2015
Board of Directors: 08/27/2015
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l MEMBERSHIP (5/15)
A. The Division of Orthopedic Surgery consists of physicians who are board certified or in the first
thirty-six (36) months of board eligibility and are actively progressing towards certification by the
American Board of Orthopedic Surgery, or able to demonstrate comparable ability, training and
experience. (5/15)

il FUNCTIONS OF THE DIVISION (s/15)
A. The general functions of the Division of Orthopedic Surgery shall include:
1. Conduct patient care review for the purpose of analyzing and evaluating the quality,
safety, and appropriateness of care and treatment provided to patients within the Division
and develop criteria for use in the evaluation of patient care;

2. Recommend to the Medical Executive Committee guidelines for the granting of clinical
privileges and the performance of specified services within the hospital;

3. Conduct, participate in and make recommendations regarding continuing medical
education programs pertinent to Division clinical practice;

4. Review and evaluate Division member adherence to:

i Medical Staff policies and procedures
ii Sound principles of clinical practice
5. Submit written minutes to the Medical Quality Peer Review Committee and Medical

Executive Committee concerning:

i Division review and evaluation of activities, actions taken thereon, and the results
of such actions; and

ii Recommendations for maintaining and improving the quality and safety of care
provided in the hospital.

6. Establish such committees or other mechanisms as are necessary and desirable to
perform properly the functions assigned to it, including proctoring;

7. Take appropriate action when important problems in patient care, patient safety and
clinical performance or opportunities to improve patient care are identified;

8. Recommend/request Focused Professional Practice Evaluation (FPPE) as indicated
(pursuant to Medical Staff Policy 8710-509);

9. Approve On-Going Professional Practice Evaluation (OPPE) indicators;

10. Formulate recommendations for Division rules and regulations reasonably necessary for
the proper discharge of its responsibilities subject to approval of the Medical Executive
Committee.

Ml DIVISION MEETINGS (5/15)
A. The Division of Orthopedic Surgery shall meet at the discretion of the Chief, but at least annually.
The Division will consider the findings from the ongoing monitoring and evaluation of the quality,
safety, and appropriateness of the care and treatment provided to patients.

B. Minutes shall be transmitted to the Department of Surgery, Medical Peer Review Committee, and
to the Medical Executive Committee.
C. Twenty-five percent (25%) of the Active Division members, but not less than two (2) members,

shall constitute a quorum at any meeting.

V. DIVISION OFFICERS (5/15)
A. The Division shall have a Chief who shall be a member of the Active Medical Staff and shall be
qualified by training, experience and demonstrated ability in at least one of the clinical areas
covered by the Division.
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B. The Division Chief shall be elected every year by the Active members of the Division who are

VII.

| i,

eligible to vote. If there is a vacancy for any reason, the Department Chairman shall designate a
new Chief, or call a special election. The Chief shall be elected by a simple majority of the
members of the Division.

C. The Division Chief shall serve a one-year term, which coincides with the Medical Staff year
unless he/she resigns, is removed from office, or loses Medical Staff membership or clinical

privileges in the Division. The Division Chief shall be eligible to succeed him/herself if elected.
(5/15)

DUTIES OF THE DIVISION CHIEF (5/15)

A. The Division Chief shall assume the following responsibilities:

1. Accountable for all professional and administrative activities of the Division;

2. Ongoing monitoring of the professional performance of all individuals who have delineated
clinical privileges in the Division;

3. Assure practitioners practice only within the scope of their privileges as defined within the
delineated privilege form;

4, Recommend to the Department of Surgery and the Medical Executive Committee criteria
for clinical privileges in the Division;

5. Recommend clinical privileges for each member of the Division;

6. Assure the quality, safety, and appropriateness of patient care provided by members of
the Division are monitored and evaluated; and

7. Other duties as recommended by the Department of Surgery or the Medical Executive

Committee. (5/15)

REAPPOINTMENT AND RENEWAL OF CLINICAL PRIVILEGES (s/45)1/17)
A. All privileges are accessible on the TCMC Intranet and a paper copy is maintained in the Medical
Staff OfficeDepartment.

B. All practitioners applying for clinical privileges must demonstrate current competency for the
scope of privileges requested. “Current competency” means documentation of activities within
the twenty-four (24) months preceding application, unless otherwise specified. (5/15)

C. Procedural privileges will be renewed if the minimum number of cases is met over a two-year

reappointment cycle. For practitioners who do not have sufficient activity/volume at TCMC to
meet reappointment requirements, documentation of activity from other practice locations may be
accepted to fulfill the requirements. If the minimum number of cases is not performed, the
practitioner will be required to undergo proctoring for all procedures that were not satisfied. The
practitioner will have an option to voluntarily relinquish his/her privileges for the unsatisfied
procedure(s).

CLASSIFICATIONS (5/15)

A. Members of Division of Orthopedics are expected to have training and/or experience and
competence on a level commensurate with that provided by specialty training, such as in the
broad field of internal medicine although not necessarily at the level of sub-specialist. Such
physicians may act as consuitants to others and may, in turn, be expected to request consultation
when:

1. Diagnosis and/or management remain in doubt over an unduly long period of time, especially
in the presence of a life threatening iliness.

2. Unexpected complications arise which are outside this level of competence.

3. Specialized treatment or procedures are contemplated with which they are not familiar.

PRIVILEGES (515) See Orthopedic Surgery Privilege Card (1/17)
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IX.

“indicates privileges required-for participation-on-the- Orthepedic ED-Call Schedule 515
ALLIED HEALTH PROFESSIONALS See Allied Health Professionals Rules & Regulations (s:451/17)

A. Physician Supervisor for Physician Assistants

1. A Physician Assistant may only provide those medical services, which he/she is
competent to perform and which are consistent with the physician assistant's education,
training and experience, and which are delegated in writing by a supervising physician
who is responsible for the patients cared for by that physician assistant.

2. A supervising physician shall be available in person or by electronic communication at all
times when the physician assistant is caring for patients.
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3. A supervising physician shall delegate to a physician assistant only those tasks and

procedures consistent with the supervising physicians specialty or usual customary
practice and with the patient’s health and condition.
4, A physician assistant may not admit or discharge patients.
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B. Orthopedic Surgery Technician — As-outlined-in-the-privilegetable-below—5/15See Orthopedic
Surgery Technician privilege card. (1/17)
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| X. PROCTORING OF PRIVILEGES /4551/17)
A. Each new Medical Staff member granted initial privileges, or Medical Staff member requesting

| additional privileges shall be evaluated by a proctor with current unrestricted privileges as
indicated until his or her privilege status is established by a recommendation from the Division
Chief to Credentials Committee and to the Medical Executive Committee, with final approval by
the Board of Directors.

B. The member is responsible for arranging a proctor.

C. All Active members of the Division will act as proctors. An-assesciate-One or all of the associates
of the physician being proctored may monitor up to a total of 50% of the required proctoring.
Additional cases may be proctored as recommended by the Division Chief. It is the responsibility
of the Division Chief to inform the monitored member whose proctoring is being continued
whether the deficiencies noted are in: a) preoperative, b) operative, c) surgical technique and/or,
d) postoperative care.

B—Supervision of the member by the proctor will include concurrent review for invasive cases and

direct observation of procedural technigues. The monitor must be present in the Operating Room

for a sufficient period of time to assure himself/herself of the member’s competence.

AR HMeERHERSELE O THE SURGECN S COMPETENCE.

In elective cases, arrangements shall be made prior to scheduling (i.e., the proctor shall be
designated at the time the case is scheduled).

, The member shall have free choice of suitable consultants and assistants. The proctor may
assist the surgeon.

When the required number of cases has been proctored, the Division Chief must approve or
disapprove the release from proctoring or may extend the proctoring, based upon a review of the
proctor reports.
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A form shall be completed by the proctor, and should include comments on preoperative workup,
diagnosis, preoperative preparation, operative technique, surgical judgment, postoperative care,
overall, impression and recommendation (i.e., qualified, needs further observation, not qualified).
Blank forms will be available at the front desk in the O R. or at the Medlcal Staff Department and
provided to the proctor for completionfrom ~LOBEF

StefCHfics,

Forms will be made available to the member scheduling the case for surgery and immediately
forwarded to the proctor for completion. It is the responsibility of the member to notify the
Operating Room Superviserpersonnel of the proctor for each case.

The proctor's report shall be confidential and shall be completed and returned to the Medical Staff
OfficeDepartment.

XI. EMERGENCY DEPARTMENT CALL (5/15)

A. Division members shall participate in the Emergency Department Call Roster or consultation
panel as determined by the Medical Staff. Refer to Medical Staff Policy #8710-520.
B. The care provided by an on-call physician should be completed with regard to the particular

problem that the physician was called to treat. For future different orthopedic problems, there is
no obligation on the part of the physician to provide care.

C. Provisional staff members may participate on the Emergency Department Call Roster at the
discretion of the Chief of the Division.

APPROVALS:

Division of Orthopedic Surgery: 3/2/15
Department of Surgery: 4/15/15
Medical Executive Committee: 4/27/15
Governance Committee: 5/05/15

Board of Directors: 5/28/15
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I MEMBERSHIP
A. The Department of Obstetrics and Gynecology consists of physicians who are board certified or

actively progressing towards certification by the American Board of Obstetrics and Gynecology
and have successfully completed an ACGME/AOA-accredited residency training program in
Obstetrics and Gynecology.

B. Any member of the Department of Obstetrics and Gynecology who was Board Eligible when initially
granted surgical privileges, and who was granted such privileges on or after June 1, 1991, shall be expected
to obtain Board Certification within thirty-six (36) months of his/her appointment to the Medical Staff.

L. GENERAL FUNCTION

The general functions of the Department of Obstetrics and Gynecology shall include:

A.

r ®

o« =

Conduct patient care review for the purpose of analyzing and evaluating the quality, safety, and

appropriateness of care and treatment provided to patients by members of the Department and

develop criteria for use in the evaluation of patient care;

Recommend to the Medical Executive Committee guidelines for the granting of clinical privileges

and the performance of specified services within the hospital;

Conduct, participate in and make recommendations regarding continuing medical education

programs pertinent to Department clinical practice;

Review and evaluate Department member adherence to:

1. Medical Staff policies and procedures;

2. Sound principles of clinical practice.

Submit written minutes to the QA/PI Committee and Medical Executive Committee concerning:

1. Department review and evaluation activities, actions taken thereon, and the results of
such actions; and

2. Recommendations for maintaining and improving the quality and safety of care provided
in the hospital.

Establish such committees or other mechanisms as are necessary and desirable to perform

properly the functions assigned to it, including proctoring;

Take appropriate action when important problems in patient care, patient safety and clinical

performance or opportunities to improve patient care are identified.

Recommend/Request Focused Professional Practice Evaluation as indicated (pursuant to

Medical Staff Policy 8710-509);

Approve of On-Going Professional Practice Evaluation Indicators; and

Formulate recommendations for Department rules and regulations reasonably necessary for the

proper discharge of its responsibilities subject to approval of the Medical Executive Committee.

It DEPARTMENT MEETINGS

A

The Department of Obstetrics and Gynecology shall meet at the discretion of the Chair, but at
least quarterly. The Department will consider the findings from the ongoing monitoring and
evaluation of the quality, safety, and appropriateness of the care and treatment provided to
patients. Minutes shall be transmitted to the QA/PI Committee, and then to the Medical Executive
Committee.

Twenty-five percent (25%) of the Active Department members, but not less than two (2) members
shall constitute a quorum at any meeting.

V. DEPARTMENT OFFICERS

Medical Staff OB/GYN Rules & Regs — Revised: 10/03, 8/06, 12/06, 2/07, 2/08, 6/08, 10/09, 7/11, 10/11, 7/12; 10/13; 11/14
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The Department shall have a Chair and Vice-Chair who shall be members of the Active Medical
Staff and shall be qualified by training, experience and demonstrated ability in at least one of the
clinical areas covered by the Department.

The Department Chair and Vice-Chair shall be elected every year by the Active members of the
Department who are eligible to vote. The Chair and Vice-Chair shall be elected by a simple
majority of the members of the Department. Vacancies of any officer for any reason shall be filled
for the un-expired term through a special election.

The Department Chair and Vice-Chair shall serve a one-year term, which coincides with the
Medical Staff year unless he/she resigns, is removed from office, or loses his/her Medical Staff
membership or clinical privileges in the Department. Department officers shall be eligible to
succeed themselves.

V. DUTIES OF THE DEPARTMENT CHAIR

A.

The Department Chair, and the Vice-Chair, in the absence of the Chair, shall assume the
following responsibilities:

1. Be accountable for all professional and administrative activities of the Department;

2. Continue surveillance of the professional performance of all individuals who have
delineated clinical privileges in the Department.

3. Assure that practitioners practice only within the scope of their privileges as defined within
their delineated privilege form.

4, Recommend to the Medical Executive Committee the criteria for clinical privileges in the
Department.

5. Recommend clinical privileges for each member of the Department.

6. Assure that the quality, safety, and appropriateness of patient care provided by members
of the Department are monitored and evaluated; and

7. Assume other duties as recommended from the Medical Executive Committee.

VI. CLASSIFICATIONS

A

B.

PHYSICIAN

1. Members of Department of Obstetrics and Gynecology are expected to have training
and/or experience and competence on a level commensurate with that provided by
specialty training. Such physicians may act as consultants to others and may, in turn, be
expected to request consultation when:

a. Diagnosis and/or management remain in doubt over an unduly long period of time,
especially in the presence of a life threatening illness.

b. Unexpected complications arise which are outside this level of competence.

c. Specialized treatment or procedures are contemplated with which they are not
familiar.

PHYSICIAN ASSISTANT (PA)

1. Physician Assistants may only provide those medical services for which he/she is
competent to perform and which are consistent with the physician assistant's education,
training and experience, which are delegated in writing by a supervising physician who is
responsible for the patients cared for by that physician assistant, and as privileges
granted.

a. A supervising physician shall be available in person or by electronic
communication at all times when the physician assistant is caring for patients.

Med Staff R&R - OB/GYN- Revised: 10/03, 8/06 12/06, 2/07, 2/08, 6/08; 10/09; 7/11, 10/11, 7/12; 10/13; 11/14; 12/16
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b. A supervising physician shall delegate to a physician assistant only those tasks

and procedures consistent with the supervising physicians specialty or usual
customary practice and with the patient’s health and condition, (e.g., surgical
assisting).

c. A supervising physician shall observe or review evidence of the physician
assistant performance of all tasks and procedures as delegated to the physician
assistant until assured of competency.

d. A physician assistant may initiate arrangements for admissions, complete forms
and charts pertinent to the patient’'s medical record, and provide services to
patients requiring continuing care.

e. Refer to the AHP rules and regulations for further delineation of sponsoring
physician’s supervision requirements.
f. A physician assistant may not admit or discharge patients.

N

The Department of Obstetrics and Gynecology requires a physician co-signature as
delineated in the AHPs Rules and Regulations.

REGISTERED NURSE FIRST ASSISTANT (RNFA)

1 A registered nurse first assistant is a healthcare provider who, under the supervision of a
physician, performs a variety of pre, intra, and postoperative services for patients
undergoing a surgical procedure in the surgical suites. The RN first assistant directly
assists the surgeon by controlling bleeding, providing wound exposure, suturing and other
surgical tasks in accordance with privileges granted. The RN first assistant practices
under the supervision of the surgeon during the intraoperative phase of the perioperative
experience. The RN first assistant functions under standardized procedures and must
adhere to the AHP’s rules and regulations.

CERTIFIED NURSE MIDWIFE (CNM)
1. The midwife (CNM), a dependent allied health professional (AHP), functions under

standardized procedures and must adhere to the AHPs rules and regulations. Refer to
CNM standardized procedures for specific criteria.

PRIVILEGES

A

The Department of Obstetrics and Gynecology will define privilege criteria requirements on the
privilege card. Recommendations for privileges are made to the Department, Credentials
Committee, Medical Executive Committee, and Governing Board.

All privilege cards are accessible on the TCMC Intranet and a paper copy is maintained in the
Medical Staff Office.

By virtue of their training and experience all practitioners with Obstetrical privileges are
considered competent and able to perform FERN testing and other associated testing within their
scope of practice, or for any emergency procedure, which, in the physician's judgment, is deemed
indicated.

All practitioners applying for clinical privileges must demonstrate current competency for the
scope of privileges requested. “Current competency” means documentation of activities within
the twenty-four (24) months preceding application, unless otherwise specified.

The categories and applicable privileges are as follows:

1. Obstetrical

2, Gynecological

3. Maternal-Fetal Medicine
4, Gynecological-Oncology
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F. Members of Department of Obstetrics and Gynecology are expected to have training and/or

experience and competence on a level commensurate with that provided by specialty training.
Such physicians may act as consultants to others and may, in turn, be expected to request

consultation when:

d. Diagnosis and/or management remain in doubt over an unduly long period of time,
especially in the presence of a life threatening illness.

e. Unexpected complications arise which are outside this level of competence.

f. Specialized treatment or procedures are contemplated with which they are not
familiar.

Med Staff R&R - OB/GYN- Revised: 10/03, 8/06 12/06, 2/07, 2/08, 6/08; 10/09; 7/11, 10/11, 7/12; 10/13; 11/14; 12/16
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VIII.

REAPPOINTMENT OF CLINICAL PRIVILEGES

Procedural privileges will be renewed if the minimum number of cases is met over a two-year
reappointment cycle. For practitioners who do not have sufficient activity/volume at TCMC to meet
reappointment requirements, documentation of activity from other practice locations may be accepted to
fulfill the requirements. If the minimum number of cases is not performed, the practitioner will be
required to undergo proctoring for all procedures that were not satisfied. The practitioner will have an
option to voluntarily relinquish his/her privileges for the unsatisfied procedure(s).

PROCTORING

A.

Each new Medical Staff member granted initial privileges, or Medical Staff member requesting
additional privileges shall be evaluated by a proctor as indicated until his or her privilege status is
established by a recommendation from the Department to the Credential Committee and to the
Medical Executive Committee, with final approval by the Board of Directors.

All Active members of the Department will act as proctors. An associate may proctor 50% of the
required proctoring. Additional cases may be proctored as recommended by the Department
Chair. 1t is the responsibility of the Department Chair to inform the proctored member whose
proctoring is being continued whether the deficiencies noted are in: a) preoperative, b) operative,
c) surgical technique and/or, d) postoperative care.

For invasive cases, proctor must be present for the procedure for a sufficient period of time to
assure himself/herself of the member’s competence. For noninvasive cases the proctor may
review case documentation (i.e. H&P) entirely to assure himself/herself of the practitioner's
competence.

In elective cases, arrangements shall be made prior to scheduling (i.e., the proctor shall be
designated at the time the case is scheduled).

The member shall have free choice of suitable consultants and assistants. The proctor may
assist the surgeon.

When the required number of cases has been proctored, the Department Chair must approve or
disapprove the release from proctoring or may extend the proctoring, based upon a review of the
proctor reports.

A form shall be completed by the proctor, and should include comments on preoperative workup,
diagnosis, preoperative preparation, operative technique, surgical judgment, postoperative care,
overall impression and recommendation (i.e., qualified, needs further observation, not qualified).
Blank forms will be available from the Operating Room Supervisor and/or the Medical Staff Office.
Forms will be made available to the member scheduling the case for surgery and immediately
forwarded to the proctor for completion. It is the responsibility of the new member to notify the
Operating Room Supervisor of the proctor for each case.

The proctor’s report shall be confidential and shall be completed and returned to the Medical Staff
Office.

DEPARTMENT QUALITY REVIEW AND MANAGEMENT

A.

B.

The Department of OB/GYN will have a Quality Review Committee (Q.R.C.) compromised of no
less than four (4) department members. The committee Chairman is the department's
representative to the Medical Staff QA/PI Committee. The Department Chairperson shall appoint
the remaining members for a two (2)-year term. Committee members are able to succeed
themselves. At least one (1) member from each OB/GYN “group” will be on the Q.R.C. if
possible. The Q.R.C. will meet at least four (4) times per year.

General Function:

Medical Staff OB/GYN Rules & Regs — Revised: 10/03, 8/06, 12/06, 2/07, 2/08, 6/08, 10/09, 7/11, 10/11, 7/12; 10/13; 11/14
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1. The Q.R.C. provides systematic and continual review, evaluation, and monitoring of the

quality and safety of care and treatment provided by the department members to OB/GYN
patients in the hospital.

Specific Functions. The Q.R.C. is established to:

1. Identify important elements of OB/GYN care in all areas in which it is provided.

2. Establish performance monitoring indicators and standards that are related to these

elements of care.

Select and approve their performance monitoring indicators.

Integrate relevant information for these indicators and review them quarterly.

Formulate thresholds for evaluation related to these performance monitoring indicators.

Review and evaluate physician practice when specific thresholds are triggered.

Identify areas of concern and opportunities to improve care and safety, and provide

education to department members based on these reviews.

8. Highlight significant clinical issues and present the specific information regarding quality of
care to the appropriate department member in accordance with Medical Staff Bylaws.

9. If needed, request Focused Professional Practice Evaluation when/if questions arise
regarding a physician’s practice.

10. Monitor and review the effectiveness of any intervention and document any change.

Other functions:

NGO AW

1. Assist in the reappointment process through retrospective review of charts.
2. Review any issues related to OB/GYN that are forwarded for review by other departments.
3. Assist in the collection, organization, review, and presentation of data related to OB/GYN

care, safety, and department clinical pathways.

4, Review cases involving any OB/GYN deaths in the hospital.

Reports:

1. Minutes are submitted to the Medical Staff QA/P| Committee and the M.E.C. The Q.R.C.
will provide minutes and, as needed, verbal or written communication regarding any
general educational information gleaned through chart review or the Performance
Improvement process to the department members and to QA/P! Committee.

Xl EMERGENCY ROOM CALL

A

Medical Staff Department members within the Department of OB/GYN may participate in the
Emergency Department call roster or consultation panel as determined by the medical staff or
Department Chair or their designee who:

1. Have been successfully removed from proctoring for Obstetrical Category Privileges, and

2. Have had one (1) Laparoscopic case and one (1) Abdominal Hysterectomy case
proctored. This does not preclude complying with proctoring requirements as outlined
above.

Refer to Medical Staff Policy, #8710-520 Emergency Room Call: Duties of the On-Call Physician.
When a patient indicates that she has been previously treated by a staff member, that member
will be given the opportunity to provide further care.

When a patient presents to the Emergency Department and advises that they are under the care
of a community clinic. The community clinic OB physician on call must see any patient, including
obstetrical patients, who is under 13 weeks pregnant and who has been seen within the past two
years by a primary care provider of that clinic, with the exception of vaccination clinics. Any
obstetrical patients greater than 13 weeks with the above-referenced criteria are unassigned
patients and will be cared for by the on-call OB/GYN for unassigned patients.

Med Staff R&R - OB/GYN- Revised: 10/03, 8/06 12/06, 2/07, 2/08, 6/08; 10/09; 7/11, 10/11, 7/12; 10/13; 11/14; 12/16

217



TRI-CITY HOSPITAL DISTRICT

Section:

Medical Staff

Subject: Department of
Rules & Regulations Obstetrics/Gynecology
Page 7 of 7
E. The members of the Department of OB/GYN will then determine whether to provide further care
to an emergency room patient based upon the circumstances of the case. If a member declines,
any necessary emergency special care will be provided by the on-call physician.

Approvals:

Department of Ob/Gyn: 10/6/14; 10/16
Medical Executive Committee: 11/16

Board of Directors: 12/16
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I. DEFINITIONS:

Allied Health Practitioner (AHP) means a health care professional, other than a
physician, dentist or podiatrist, who holds a license or other legal credential, as
required by California law, to provide certain professional services and who,
pursuant to the terms of the Medical Staff Bylaws, are not eligible for Medical Staff
membership, but have been granted clinical privileges to provide certain clinical
services.

A

Clinical Privileges (or Privileges) means the permission granted to

an AHP to provide specified patient care services within his or her qualifications
and scope of practice.

QUALIFICATIONS:

An AHP -is eligible for clinical privileges at Tri-City Medical Center (TCMC)

if he or she:

1.

Holds a license, certificate, or other legal credential in a category of AHPs
which the Board of Directors has identified as eligible to apply for clinical
privileges; and

Meets the qualifications described in these Rules and Regulations; and

Documents his or her education, experience, background, training, current
competence, judgment, and ability with sufficient adequacy to demonstrate that
any patient treated by the practitioner will receive care of the generally recognized
professional level of quality established by the Medical Staff; and

Is determined, on the basis of documented references to adhere strictly to
the lawful ethics of his or her profession, to work cooperatively with others in the
hospital setting so as not to affect adversely patient care, and to be willing to
commit to and regularly assist the Medical Staff in fulfilling its obligations related to
patient care, within the areas of the practitioner's professional competence and
credentials; and

Agrees to comply with all Medical Staff and Department and Division
bylaws, rules and regulations, policies and procedures, and protocols to the extent
applicable to the AHP; and

Maintains professional liability insurance, or is covered by the terms of their
employer's insurance, with an insurer meeting the requirements specified in
Medical Staff Policy 8710-558 (Liability Insurance Requirements), with minimum
limits in the amount of $1 million per occurrence and $3 million per aggregate.
More specific qualifications may be established by Departments and/or Divisions

as stated in their respective rules and regulations and/or other privileging documents.

CATEGORIES OF AHPs ELIGIBLE TO APPLY FOR CLINICAL PRIVILEGES:

The following categories of Allied Health Professionals have been

approved by the Board of Directors:

5

Audiologist

Certified Nurse Midwife

Clinical Psychologist

Marriage and Family Therapist Intern
Medical Physicist/Radiation Physicist

MedStaff. R&R — Allied Heaith: Revised 2/07; 6/08; 4/12; 6/13
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Nurse Practitioner
Orthopedic Surgery Technician
Physician Assistant
Registered Nurse First Assist
B. The Board of Directors shall review the designation of categories at least annualily <
and at other times; within its discretion or upon the recommendation of the Medical
Executive Committee (MEC).

v. PROCEDURE FOR GRANTING CLINICAL PRIVILEGES:

A. An AHP whose scope of practice allows independent practice must apply
and qualify for clinical privileges and, at the time patient care services are
rendered, must designate a physician member of the active medical staff who is
responsible, to the extent necessary, for the general medical condition of the
patient for whom the AHP proposes to render services in the hospital. This
provision currently only applies to clinical psychologists. Each AHP who practices
independently must maintain communication with the relevant physician in order to
enable the physician to assume responsibility, to the extent it is indicated, for the
general medical condition of the patient.

B. An AHP whose scope of practice does not allow independent practice must
apply and qualify for clinical privileges and must provide services under the
supervision of an active Medical Staff member. An AHP under this subsection
may apply to work under the supervision of one active Medical Staff member or a
group of medical staff members. Such supervision must be in strict accordance
with any hospital-developed standardized procedures and with any rules and
regulations_or other policies developed by the appropriate department/division and
approved by the MEC_and does not replace any supervision requirements
mandated under state law.

C. All AHP applications for initial granting and renewal of clinical privileges
shall be submitted to the Interdisciplinary Practice Committee (IDPC). All such
applications shall be processed in a parallel manner to that provided in Articles IV
(Membership and Membership Renewal) and V (Clinical Privile