TRI-CITY HEALTHCARE DISTRICT

AGENDA FOR A REGULAR MEETING
December 9, 2021 - 3:30 o’ciock p.m.

In accordance with California Government Code Section 54953 teleconferencing will be
used by the Board members and appropriate staff members during this meeting. Members
of the public will also be able to participate by telephone, using the following dial in

information:

Dial in #: (669-900-6833) To Listen and Address the Board when called upon:
Meeting ID: 846 1620 3775; Passcode: 385000

“Informational Only”

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

Time

Agenda ltem Allotted Requestor
Call to Order 3 min. Standard
Approval of agenda 2 min. Standard
Roll Call / Pledge of Allegiance 3 min. . Standard
Public Comments — Announcement 2 min. Standard
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 19-018, 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 the Board of Directors,
immediately prior to Board Communications.
October 2021 Financial Statement Results 10 min. CFO
New Business —
a) Consideration and possible action to elect Board of Director Officers for 15 min. Chair

calendar year 2021:

1) Chair

2) Vice Chair

3) Secretary

4) Treasurer

5) Assistant Secretary
6) Assistant Treasurer
7) Board Member

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.




Time

Agenda Item Allotted Requestor
b) Consideration of proposed 2022 Board Meeting Schedule 5 min. Chair
c) Approval of Redistricting Proposal with National Demographics 10 min. Chair/
Corporation (NDC) Board Counsel
d) Consideration to award Board Scholarship to the Tri-City Hospital 5 min. Nancy
Auxiliary in the amount of $10,000. Miller,Chair
Auxiliary
Scholarship
Committee
Old Business — None - -
Chief of Staff 5 min. COSs

a) November 2021 Credentialing Actions and Reappointments Involving
the Medical Staff as recommended by the Medical Executive
Committee on November 22, 2021.

Consideration of Consent Calendar 10 min. Standard

Requested items to be pulled require a second.

(1) Approval of the addition of Mihir Barvalia M.D., Farah Dawood. M.D.,
Genaro Fernandez, M.D., Jesse Naghi, M.D., and Dimitri Sherev, M.D. to
the currently existing Ed On-Call Coverage Panel for Cardiology-General
and STEMI for a term of 12 months, beginning November 1, 2021 and
ending October 31, 2022.

(2) Approval of the renewal of an agreement with Victor Souza, M.D. as
the Medical Director/Covering Physician for the Specialty Care Clinic and
Progressive Care Unit a term of 24 months beginning September 1, 2021
and ending August 31, 2023, not to exceed an average of 20 hours per
month or 240 hours annually, at an hourly rate of $163, for an annual cost
of $39,120 and a total cost for the term of $78,240.

(3) Approval of Resolution 805, a Resolution of the Board of Directors of
the Tri-City Healthcare District Re-Ratifying the State of Emergency and
Re-Authorizing Remote Teleconference Meetings

(4) Approval of the amendment to the agreement with QuadraMed Affinity
Corporation for a limited software support renewal for a term of 12 months,
beginning January 1, 2022 and ending December 31, 2022, for an annual
and term cost of $294,520.63.

(5) Administrative & Board Committees
A. Policies

1. Patient Care Services Policies & Procedures
a. Accounting of Disclosure of Patient Information (PHI)
Procedure
b. Allied Health Students in Patient Care Areas Policy
¢. Documentation in the Medical Record Policy
d. Duty to Warn Potential Victims Policy
e. Interdisciplinary Plan of Care IPOC
f. Medical Record, Making Corrections to Documentation
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Agenda ltem

Time
Allotted

Requestor

Procedure

g. Minors Attempting to Leave Without a Parent-Domestic
Partner-Legal Guardian Policy

h. Patient Classification (Acuity) Procedure

i. Point of Care (POC) New Test Method Request and
Implementation Policy

j. Program Flexibility

k. PureWick Female Urinary Incontinence Management

|. Reporting Suspected Child Abuse/Neglect

m. Reporting Suspected Dependent Adult/Elder Abuse/Neglect
n. tdap (Tetanus, Diphtheria & Pertussis) Vaccine
Administration for Antepartum & Postpartum Obstetric Patients
Standardized Procedure

2. Allied Health Professional Manual
a. Oncology Standardized Procedure

3. Environment of Care Manual
a. Acquisition of Furniture and Furnishings
b. Battery Management and Disposal
c. Fire Plan — Code Red
d. Disposing of Recalled Products
e. Environment Health and Safety Committee Charter
f. Exit Doors
g. Fire Safety Hazards (DELETE)
h. Handling & Use of Gas Cylinders
i. Hazardous Material and Waste Management and
Communication Plan
j. Hazardous Materials Management
k. Hazardous Waste & Material-Ordering, Receiving and
Storage
|. Hazardous Waste & Materials Responsibilities
m. Life Safety Management Plan
n. Medical Equipment Management Plan
0. Patient Age Related Hazards
p. Providing a Safe Environment
g. Radioactive Contaminated Waste Handling at Storage Area
r. Reporting Hazmat Incidents
s. Risk Assessment Policy
t. Safety Plan
u. Safety Walk Through Program (DELETE)
v. Security Management Plan
w. Visitor Safety

4. Infection Control
a. Risk Assessment and Surveillance Plan

5. Interventional Radiology
a. Abdominal Angiogram (DELETE
b. Abscess Drainage (DELETE)
c. Acute Stroke Angiogram (DELETE)
d. Angiogram (DELETE)
. Biopsy (DELETE)
Blood Patch (DELETE)
g. Carotid Cerebral Angiogram (DELETE)
h. CAT Scan Guided Biopsy (DELETE)]
i. CAT Scan Guided Bone Marrow Biopsies (DELETE)

o
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Time
Agenda ltem Allotted Requestor

j. Central Line Insertion (DELETE)
k. Dialysis Graft Fistula Angiogram, Plasty or Thrombus
(DELETE)
[. Gowning and Gloving (DELETE)
m. implantable Power Port Access Device (DELETE)
n. Inferior Venacava (DELETE)
. Mesentric Aortogram (DELETE)
. Mesentric Aortogram (Embolization) (DELETE)
. Myleogram (DELETE)
Percutanecus Nephrostomy (DELETE)
s. Percutaneous Nephrostomy Stone Removal (DELETE)
t. Pre-Operative Skin Preparation Using Alcohol Based
Solution (DELETE)
u. Pulmonary Angiogram (DELETE)
v. Renal Angiogram (DELETE)
w. Renal Angiogram (Embolization) (DELETE)
X. Scrub Person Setup (DELETE)
y. Sterile Tray Setup (DELETE)
z. Surgical Hand Scrub (DELETE)
aa. Trans Jugular Intra Hepatic Portal Cava Systemis Shunt
(TIPS) (DELETE)
bb. Tunneled Dialysis Catheter Placement (DELETE)
cc. Ultrasound Guided Biopsies (DELETE)
dd. Upper Lower Extremity Aortogram (DELETE)
ee. Uterine Artery Angiogram (Embolization) (DELETE)
ff. Vascular Catheter Placement (Delete)
gg. Vertebropiasty (DELETE)

o0 T O

6. Laboratory General
a. Laboratory Infection Prevention and Control

-J

. Medical Staff
a. Credentialing Policy, da Vinci Robotic-Assisted Surgery
8710-563

8. NICcU
a. Consultation to Perinatal Unit
b. Family Centered Care — NICU (DELETE)
¢. Intrafacility Transport of the NICU Patient
d. Visitation in the NICU

©

Outpatient Behavioral Health
a. Exchange and Replacement of Medication

10. Women & Newborn Services
a. Dinoprostone [Cervidil]
b. Laminaria
c. Obstetrical Hemorrhage
d. Shift Change Responsibilities (DELETE)

(6) Minutes — Approval of:
a) October 28, 2021 Regular Meeting

(7) Meetings and Conferences — None

(8) Dues and Memberships - None
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Time

Agenda ltem Aliotted Requestor
(9) Reports
(a) Dashboard — Included
(b) Construction Report — None
(c) Lease Report — (November, 2020)
(d) Reimbursement Disclosure Report — (November, 2020)
(e) Seminar/Conference Reports — None
10 | Discussion of Items Pulled from Consent Agenda 10 min. Standard
11 | Comments by Members of the Public 5-10 Standard
NOTE: Per Board Policy 19-018, members of the public may have three minutes
(3)
minutes, individually and 15 minutes per subject, to address the Board on
any item not on the agenda.
12 | Comments by Chief Executive Officer 5 min. Standard
13 | Board Communications (three minutes per Board member) 18 min. Standard
14 | Report from Chairperson 3 min. Standard
15 | Total Time Budgeted for Open Session 1.5 hour
16 | Adjournment
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TCHD BOARD OF DIRECTORS
MEETING SCHEDULE
CALENDAR YEAR 2022

Regular Board of Directors Meetings — Open Session to begin at 3:30 p.m.
Closed Session (when necessary) to begin at approximately 2:00 p.m.
(depending on agenda items).

» January 27, 2022 (Last Thursday)

»  February 24, 2022 (Last Thursday)
»  March 31, 2022 (Last Thursday)

»  April 28, 2022 (Last Thursday)

» May 26, 2022 (Last Thursday)

» June 30, 2022 (Last Thursday)

» July 28, 2022 (DARK)

»  August 25, 2022 (Last Thursday)

»  September 29, 2022 (Last Thursday)
»  October 27, 2022 (No Board Meeting due to November General Election)
» November 17, 2022

» December 15, 2022

The Board may meet “virtually” pursuant to Assembly Bill 361, signed into law
September 16, 2021

Special Board Meetings — Special Board Meetings will be scheduled periodically
throughout the year for Strategic Planning, Budget Consideration, etc. We will
provide as much notice as possible.

Board Committee Meetings: the newly elected Board Chairperson will designate
committee assignments.

Proposed Schedule: December 9, 2021
Approved by BOD:




LAW OFFICES OF
JEFFREY G. SCOTT

16935 WEST BERNARDO DRIVE, SUITE 170
SAN DIEGO, CA 92127

(858) 675-9896
FAX (858) 675-9897 Of Counsel
JEFFREY G. SCOTT JAMES R. DODSON

DATE: December 9, 2021

TO: Board of Directors
Steven L. Dietlin, CEO
Susan Bond, General Counsel
Tri-City Healthcare District

FROM: Jeffrey G. Scott, Board Counsel

RE:  Consideration of Proposal from NDC for Redistricting Services

Currently, the seven zones that elect members to the Tri-City Healthcare District
(“District”) Board of Directors are based on the population and demographics of the 2010
Census.

Following completion of the 2020 Census, the District is required by law to update the
demographics of the District and take into account increases and changes in the
population of the seven zones. The current deadline for completing the rezoning process
for the November 2022 election is May 12, 2022.

National Demographic Corporation (“NDC”) is familiar with the District and performed
the demographics and population analysis that created the current District Zones Map
approved by the Board in April 2018.

Attached for Board consideration and approval is a proposal from NDC to analyze and
update the data and attend the necessary public meetings to complete the redistricting
process for the 2020 election. The base fee is $25,500 plus $2,250 to attend each hearing.
It is anticipated that the process should be completed in 2-3 meetings.

It 1s recommended that the Board approve the NDC proposal.



AAana

National Demographics Corporation
N D C Tri-City Healthcare District

November 10, 2021

NDC Districting Scope of Work

e Project Setup and coordination:

o Development of demographic database including Census Bureau and California
Statewide Database data of total population, citizen voting age population, voter
registration, voter turnout, and socio-economic data on language spoken at home,
renters vs homeowners, age, education level, and other factors useful in identifying
communities of interest;

o Incorporation of any Geographic Information System (GIS) data that the jurisdiction
wishes to include and provides (often including school locations; school attendance
areas; important local landmarks; or local neighborhood boundaries);

o Initial telephonic discussion with about data, communities of interest, schedule, criteria
and special concerns of the jurisdiction;

o Assist jurisdiction with developing a communications plan for public outreach,
including suggestions for webpage content and design, public feedback logistics, and
strategies for engaging constituents;

o Assist jurisdiction with developing a project plan, including a detailed timeline, goals
and objectives, and specific deliverables list;

o Provide progress reports on an as-needed basis as determined by the project manager
and meet regularly with project team;

o Any phone- or web-conference calls to discuss the project's progress or to answer any
questions that may arise;

o Provide education and guidance on required redistricting criteria, and advice on
selecting optional redistricting criteria, for staff and elected officials;

e Plan Development:

o Provide memo on population balance and any potential divisions of “protected class”
population concentrations in the existing election areas map;

o Creation of 2 to 4 initial draft maps;

o Analysis and preparation for presentation of all whole or partial plans submitted by
the public;

o Conversion of all maps and reports to web-friendly versions;

o Online posting of all maps to an interactive review website;

o Create any requested additional and/or revised maps as requested,;

e Plan implementation:

o Provide spatial data in GIS-friendly format of any dataset used or created for this
project to staff upon request;

o Work with the County Registrar of Voters to implement the final adopted plan;

e Project Options
o Number of virtual or in-person meetings (and resulting per-meeting fee);
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National Demographics Corporation
ND C Tri-City Healthcare District

Standard Project Pricing

1. Basic Project Elements (covers everything except for per-meeting and

6o aTurn ] coon Tl S —— $ 25,500
2. Per-Meeting expense:
s In-persen attendance, Per MEEHNG oo $ 3,750
e Virtual (telephonic, Zoom, etc.) attendance, per meeting.............c........ $ 2,250

For each meeting, NDC will prepare meeting materials, including presentation materials and
maps; present and explain key concepts, including mandatory and traditional redistricting
criteria and “communities of interest”; facilitate conversations; answer questions; and gather
feedback on existing and proposed boundaries. Per-meeting prices include all travel and other
anticipated meeting-related expenses. Telephone calls to answer questions, discuss project
status, and other standard project management tasks do not count as meetings and do not
result in any charge.

Exception: “Still Balanced” Jurisdictions

For a few jurisdictions, the existing election areas will still meet the equal population and voting
rights act requirements using new 2020 Census data. These jurisdictions have the option
simply retain the existing map without drawing and holding hearings on alternative maps. For
jurisdictions electing this approach, the project would conclude with that decision.

"Still Balanced" Basic Elements includes all the services listed below:...... $ 7,500
e Compile total population and Citizen Voting Age Population data.
e Import existing election area lines.

e Compile population data by election area and calculate population deviations, prepare
memo summarizing findings.

® Assist with staff report language or other materials for the report to the Board.

“Still Balanced” optional project elements and per-meeting expenses

Meeting attendance and optional project elements are not included in the “minimal change”
project base fee. If requested, NDC team members participate in “minimal change” project
hearings or forums at the same “per meeting” expenses, and optional project elements are
provided at the same prices listed for a standard project in the previous section of this
proposal.
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National Demographics Corporation
N D C Tri-City Healthcare District

Proposal Acceptance

The terms of this proposal are available for 90 calendar days from its delivery to you. In most
situations, NDC is open to extending that period of time to meet any particular needs of your
jurisdiction.

If your jurisdiction has specific contract and/or letter of agreement language you prefer to use,
please provide it and ignore the signature block below. If you prefer, simply sign two copies
of this proposal in the signature block below and return them to NDC. Once signed by NDC,
one copy will be returned to you.

Thank you.

For National Demographics Corporation For Tri-City Healthcare

Douglas Johnson, President

Date Date
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2\ Tri-Cit
“) Medicyal Center

TRI-CITY MEDICAL CENTER

MEDICAL STAFF INITIAL CREDENTIALS REPORT
November 10, 2021

Attachment A

INITIAL APPOINTMENTS (Effective Dates: 12/10/2021 - 10/31/2023)

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 12/10/2021 through 10/31/2023:

e ATTREYA, Akash DO/Family Medicine - Telemedicine (Sound)
e BARVALIA, Mihir MD /Cardiolo Sherev Heart and Vascular

e COLEY, Nicholas MD /Pathologv (North Coast Patholo

e HOANG, Ngoc MD /Emergency Medicine (TeamHealth)
e KOMMANA, Sandhya MD /Internal Medicine - Telemedicine (Sound)
e KWON, Steven MD /Internal Medicine - Telemedicine (Sound)

e FRY, James DO/Internal Medicine (Kaiser)

e GHODSI-SHIRAZI, Anoosha MD/OB/GYN (Kaiser)

e LIU, Nina MD/Oncology (Kaiser)

o MACINTYRE, Elizabeth MD /Pediatrics (Children’s Primary Care Medical Group)
e MURALI Sujatha MD/Oncology (Kaiser)

e NAGHLI, Jesse MD/Cardiology (Sherev Heart and Vascular)

e PASAMBA, Michelle MD /Anesthesiology (ASMG)

e PATEL, Mihir MD /Internal Medicine - Telemedicine (Sound)

e PRASAD, Rupa MD/Pain Medicine (The Neurology Center)

e RAJA, Wasim MD /Internal Medicine - Telemedicine (Sound)

e RUSSELL-ROY, Lydia MD/OB/GYN (Kaiser)

e ROEDER, Zachary MD /Teleradiolo StatRad

e SHEREV, Dimitri MD /Cardiolo Sherev Heart and Vascular
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) Tri-City
(“) Medlcal Center

TRI-CITY MEDICAL CENTER

MEDICAL STAFF CREDENTIALS REPORT - Part 1 of 3
November 10, 2021

Attachment B
BIENNIAL REAPPOINTMENTS: (Effective Dates 01/01/2022 -12/31/2023)

Any items of concern will be “red” flagged in this report. The following application was recommended for
reappointment to the medical staff office effective 01/01/2022 through 12/31/2023, 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:

BONOMO, Rica, MD/Emergency Medicine/Active
BRION, Paul, MD /Rheumatology/Active

CHAYA, Nina, MD /Anesthesiologv /Active

GUERENA, Michael, MD /Urologyv /Active

GUPTA, Anuj, MD /Pain Medicine /Refer and Follow
HEIFETZ, Susan, MD/Internal Medicine/Refer and Follow
HELGAGER, James, MD /Orthopedic Surgery/Active
LAWLER, Abigail, MD /Neurology/Active

MILLER, Donald, MD /Pediatrics/Active

MORRIS, Jeffrey, MD /Ophthalmology/Refer and Follow

PADILLA, Patrick, MD /Orthopedic Surgery/Provisional

PEREIRA, Isabel, MD /Internal Medicine /Active

PERKOWSK]I, David, MD/Cardiothoracic Surgery/Active Affiliate
ROTUNDA, Edward, MD/Emergency Medicine /Active

SHUEN, Jessica, MD /Emergency Medicine /Provisional

STERN, Mark, MD /Neurological Surgery/Active

THALKEN, Gregory, MD /Teleradiology/Provisional

ZENZEN, Charles, MD /Ophthalmology/Provisional

Page 1 of 2
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Tri-City

f')
‘ Med|cal Center
MEDICAL STAFF
TRI-CITY MEDICAL CENTER

MEDICAL STAFF CREDENTIALS REPORT - Part 1 of 3
November 10, 2021

RESIGNATIONS: (Effective date 12/31/2021 unless otherwise noted)

Automatic:

Voluntary:

BRUNQO, Gillian, MD /Internal Medicine
GLASSER, Judd, MD /Emergency Medicine

GUNTA, Sujana, MD /Pediatrics

JARIWALA, Amar, MD /Pathology

LEON, Josue, MD /Obstetrics & Gynecology
LUSCHWITZ, Brian, MD /Pediatrics
MCCAMMACK, Bradley, MD /Pediatrics
MOREIRA, Lucila, DO /Pediatrics

RAHIMI, Nassrin, MD /Pediatrics

SNYDER, Bradley, MD /Teleradiology

Page 2 of 2

Attachment B
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Medical Center
TRI-CITY MEDICAL CENTER

MEDICAL STAFF CREDENTIALS REPORT - Part 2 of 3
November 10, 2021

AUTOMATIC RELINQUI ENT OF PRIVILE

The following practitioners were given six 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 December 10, 2021

e AFRA, Robert, MD Orthopedic Surgery
e MOUKARZEL, Elias, MD Uro-Gynecolgoy
e SILLDORFF, Morgan, MD Orthopedic Surgery

ADDITIONAL PRIVILEGE REQUEST (Effective 12/10/2021, unless otherwise specified)

The following practitioners requested the following privilege(s) and met the initial criteria for the
privilege(s):

e RAJAMANICKAM, Anitha, MD Cardiology
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(’v) Tri-City
Medlcal Center

TRI-CITY MEDICAL CENTER

CREDENTIALS COMMITTEE REPORT - Part 3 of 3
November 17,2021

PROCTORING RECOMMENDATIONS

e BRAHMBHATT, Hetal, MD Tele-Psychiatry

e GIRGIS, Alexander, MD Anesthesiology
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ADVANCED HEALTH CARE

Tri-City Medical Center "of YOU

TCHD Board of Directors
DATE OF MEETING: December 9, 2021
PHYSICIAN AGREEMENT for ED ON-CALL COVERAGE — CARDIOLOGY, GENERAL & STEMI

Type of Agreement Medical Directors X Panel Other:
Status of Agreement X | New Agreement Renewal — New Rates E:::swal —ame
Vendor’s Name: Mihir Barvalia MD, Farah Dawood MD, Genaro Fernandez MD, Jesse Naghi MD,
Dimitri Sherev MD
Area of Service: Emergency Department On-Call: Cardiology-General and STEMI
Term of Agreement: 12 months, Beginning, November 1, 2021 — Ending, October 31, 2022

Maximum Totals: Within Hourly and/or Annualized Fair Market Value: YES
Addition of new physicians to current shared call panel; no increase in expense

Rate/Day Panel Annual Cost Panel Term Cost
$300 - General $109.500 $109,500
$1,000 - STEMI $365,000 $365,000

Total Term Cost S474,500

Description of Services/Supplies:

e Provide 24/7 patient coverage for all Cardiology-General and STEMI 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 for Review: 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: Eva England, Cardiovascular Services Service Line Administrator /
Gene Ma, M.D., Chief Medical Officer

Motion:

I move that the TCHD Board of Directors approve the addition of Mihir Barvalia MD, Farah Dawood MD, Genaro
Fernandez MD, Jesse Naghi MD, and Dimitri Sherev MD, to the currently existing ED On-Call Coverage Panel for
Cardiology-General and STEMI for a term of 12 months, beginning November 1, 2021 and ending October 31, 2022.
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@9 Tri-City Medical Center

ADVANCED HEALTH CARE

FOR Y@U

TCHD BOARD OF DIRECTORS
DATE OF MEETING: DECEMBER 9, 2021
PHYSICIAN AGREEMENT FOR SPECIALTY CARE CLINIC & PROGRESSIVE CARE UNIT

Type of Agreement X | Medical Directors Panel Other:
enewal — R Jo=
Status of Agreement New Agreement Renev X Eneal—~Same
New Rates Rates
Physician’s Name: Victor Souza, M.D.

Area of Service:

Term of Agreement:

Maximum Totals:

Specialty Care Clinic and Progressive Care Unit

24 months, Beginning, September, 1, 2021 — Ending, August, 31, 2023

Within Hourly and/or Annualized Fair Market Value: YES

Hours per Hours per | Monthly XX month (Term)
Rate/Hour RS Vaar e Annual Cost ey
$163 20 240 $3,260 $39,120 $78,240
Position Responsibilities:
° Participates in daily UR on the inpatient unit with the CDCR patients as needed.
° Participates in risk management investigation and evaluation of events.
° Establishes and reviews policies and procedures for medical care.
° Participates in quarterly or more frequent meetings with CDCR and Sheriff Departments.
° Communicates as needed with attending and referring physicians; provides oversight of chart audits,
and peer review and delinquencies in documentation.
° Assists in introducing new services/programs requested by the vendors.
Document Submitted to Legal for Review: 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: Jacque Bender, MSN, Clinical Nurse Manager, Specialty Care Clinic
& Progressive Care Unit / Candice Parras, Chief Patient Care Services

Motion:

I move that the TCHD Board of Directors approve the renewal of an agreement Dr. Victor Souza as the Medical
Director/Covering Physician for Specialty Care Clinic and Progressive Care Unit for a term of 24 months beginning
September 1, 2021, and ending August 31, 2023. Not to exceed an average of 20 hours per month or 240 hours
annually, at an hourly rate of $163, for an annual cost of $39,120 and a total cost for the term of $78,240.
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RESOLUTION NO. 805

RESOLUTION OF THE BOARD OF DIRECTORS OF
TRI-CITY HEALTHCARE DISTRICT RE-RATIFYING
THE STATE OF EMERGENCY AND RE-AUTHORIZING
REMOTE TELECONFERENCE MEETINGS

WHEREAS, Tri-City Healthcare District (“District”) is committed to preserving
and fostering access and participation in meetings of its Board of Directors; and

WHEREAS, Government Code section 54953(e) makes provisions for remote
teleconferencing participation in meetings by members of a legislative body without
compliance with the requirements of Government Code section 54953(b)(3), subject to the
existence of certain emergency conditions; and

WHEREAS, a required condition is that a state of emergency is declared by the
Governor pursuant to Government Code section 8625, proclaiming the existence of
conditions of disaster or of extreme peril to the safety of persons and property within the
state caused by conditions as described in Government Code section 8558; and

WHEREAS, a proclamation is made when there is an actual incident, threat of
disaster, or extreme peril to the safety of persons and property within the jurisdictions that
are within the District’s boundaries, caused by natural, technological, or human-caused
disasters; and

WHEREAS, it is further required that state or local officials have imposed or
recommended measures to promote vaccines, masking, and social distancing, and that
meeting in person at the hospital would present imminent risks to the health and safety of
attendees; and

WHEREAS, the Board of Directors previously adopted Resolution No. 8§03 on
September 30, 2021, finding that the requisite conditions exist for the Board of Directors of
the District to conduct remote teleconference meetings without compliance with paragraph
(3) of subdivision (b) of Government Code section 54953; and

WHEREAS, as a condition of extending the use of the provisions found in
Government Code section 54953(e), the Board of Directors must reconsider the
circumstances of the state of emergency that exists in the District, and the Board of
Directors has done so; and

WHEREAS, emergency conditions persist in the District and vaccine compliance,
masking, and social distancing measures are required to be followed on the premises of the
hospital for the continued health and safety of the patients, workers, and public; and

WHEREAS, as a consequence of the local emergency persisting, the Board of
Directors does hereby find that the District shall conduct its meetings without compliance
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with paragraph (3) of subdivision (b) of Government Code section 54953, as authorized by
Government Code section 54953(e), and that such meetings shall comply with the
requirements to provide the public with access to the meetings as prescribed in
Government Code section 54953(e);

THEREFORE, BE IT RESOLVED by the Tri-City Healthcare District Board of
Directors as follows:

Section 1:  Recitals. The Recitals set forth above are true and correct and are
incorporated into this Resolution by this reference.

Section 2:  Affirmation that a Local Emergency Persists. The Board of Directors
hereby considers the conditions of the state of emergency in the District and proclaims that
a local emergency persists throughout the District.

Section 3:  Re-Ratification of the Governor’s Proclamation of a State of
Emergency. The Board of Directors hereby ratifies the Governor’s Proclamation of a
State of Emergency.

Section 4: Remote Teleconference Meetings. The District’s Chief Executive
Officer is hereby authorized and directed to take all actions necessary to carry out the intent
and purpose of this resolution, including conducting open and public meetings in
accordance with Government Code section 54953(e) and other applicable provisions of the
Ralph M. Brown Act.

PASSED AND ADOPTED at a regular meeting of the Board of Directors of
Tri-City Healthcare District held on December 9, 2021, by the following roll call vote:

AYES: Directors

NOES: Directors

ABSTAIN: Directors

ABSENT:  Directors

Rocky J. Chavez, President
Board of Directors

ATTEST:

Tracy M. Younger, Secretary
Board of Directors
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ADVANCED HEALTH CARE

Tri-City Medical Center R YOU

TCHD BOARD OF DIRECTORS
DATE OF MEETING: December 9, 2021
AFFINITY LIMITED SOFTWARE SUPPORT RENEWAL PROPOSAL

: Sof
Type of Agreement Medical Directors Panel X Other: Sottware
Support
Status of Agreement New Agreement X Renewa'l = W e ETiEw |~ s
(reduction) Rates
Vendor’s Name: QuadraMed-Affinity Corporation
Area of Service: Patient Accounting
Term of Agreement: 12 months, Beginning, January 1, 2022 — Ending, December 31, 2022
Maximum Totals:
Quarterly Cost Annual Cost Total Term Cost
$73,630.16 $294,520.63 $294,520.63
Description of Services/Supplies:
° Amendment to agreement dated 2/23/1996 to renew limited software support for current patient billing
system scheduled to terminate on 12/31/2021, for a term of 1 year.
° Limited Support is 8:00 am to 5:00 pm, EST, Monday through Friday, excluding holidays. All patient billing
activities come out of Cerner. Affinity is kept as historical archive and for regulatory considerations.
° The renewal rate reflects an $87,800 decrease from previous renewal.
Document Submitted to Legal for Review: X Yes No
Approved by Chief Compliance Officer: N/A Yes No
Is Agreement a Regulatory Requirement: Yes X No
Budgeted Item: X Yes No

Person responsible for oversight of agreement: Mark Albright, VP-Information Technology / Ray Rivas, Chief
Financial Officer

Motion:

I move that the TCHD Board of Directors authorize the amendment to the agreement with QuadraMed Affinity
Corporation for limited software support renewal for a term of 12 months, beginning January 1, 2022 and ending,
December 31, 2022 for an annual and term cost of $294,520.63
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ADVANCED HEALTH CARE

FOR Y@U

@ Tn-CityMed:cal Center

ADMINISTRATION CONSENT AGENDA

November 30", 2021
CONTACT: Candice Parras, CPCS

Policies and Procedures

Reason

Recommendations

Patient Care Services Policies & Procedures

1.

Accounting of Disclosure of Patient
Information (PHI) Procedure

3 year review

Forward To BOD For Approval

2. Alligd Health Students in Patient Care Areas 3 year review, Forward To BOD For Approval
Policy practice change
3. Documentation in the Medical Record Policy S  orundlpg v Forward To BOD For Approval
practice change
4. Duty to Warn Potential Victims Policy 3 el s Forward To BOD For Approval
practice change
5. Interdisciplinary Plan of Care IPOC 3 gEalTENIE Forward To BOD For Approval
practice change
6. Medical Record, Making Corrections to 3 year review,
Documentation Procedure practice change Fanvare TobECiRarARp!
7. Minors Attempting to Leave Without a <
Parent-Domestic Partner-Legal Guardian 3 ye_a Freview, Forward To BOD For Approval
Policy practice change
8. Patient Classification (Acuity) Procedure 3 s o Forward To BOD For Approval
practice change
9. Point of Care (POC) New Test M_ethod 3 year review, Farviand Té BOD: For Atiproval
Request and Implementation Policy practice change
10. Program Flexibility s P A R, Forward To BOD For Approval
practice change
11. PureWick Female Urinary Incontinence 3 year review,
Management practice change Forward To BOD For Approval
12. Reporting Suspected Child Abuse/Neglect 3 yegr TENISW, Forward To BOD For Approval
practice change
13. Reporting Suspected Dependent Adult/Elder 3 year review,
Abuse/Neglect practice change Forward To BOD For Approval
14. Tdap (Tetanus, Diptheria & Pertussis)

Vaccine Administration for Antepartum &
Postpartum Obstetric Patients Standardized
Procedure

2 year review,
practice change

Forward To BOD For Approval

Allied Health Professional Manual

1.

Oncology Standardized Procedures

2 year review

Forward To BOD For Approval

Environment of Care Manual

1.

Acquisition of Furniture and Furnishings

3 year review,
practice change

Forward To BOD For Approval

3 year review,

2. Battery Management and Disposal g Forward To BOD For Approval
practice change

3. Fire Plan - Code Red 3 Lok PerIen Forward To BOD For Approval
practice change

4. Disposing of Recalled Products 3 year review, Forward To BOD For Approval

practice change

Environmental Health and Safety Committee

3 year review,

Forward To BOD For Approval

Page 1
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ADMINISTRATION CONSENT AGENDA

November 30", 2021
CONTACT: Candice Parras, CPCS

ADVANCED HEALTH CARE

FOR Y@U

Policies and Procedures

Reason

Recommendations

Charter practice change
6. Exit Doors 3 ye.a i i Forward To BOD For Approval
practice change
7. Fire Safety Hazards BELETE Forward To BOD For Approval
8. Handling & Use of Gas Cylinders 3 year review Forward To BOD For Approval
9. Hazardous Mgter-lal and Waste Management 3 year review, Forward To BOD For Approval
and Communication Plan practice change
10. Hazardous Materials Management 3 el 1eIGH, Forward To BOD For Approval
practice change
11. Haza_rd_ous Waste & Material-Ordering, 3 year review, Forward To BOD For Approval
Receiving and Storage practice change
12. Hazardogs.\_/\./aste & Materials 3 year review, Forward To BOD For Approval
Responsibilities practice change
13. Life Safety Management Plan 3 ¥ e Forward To BOD For Approval
practice change
14. Medical Equipment Management Plan 3 s ol i, Forward To BOD For Approval
practice change
15. Patient Age Related Hazards 8 B Ty Forward To BOD For Approval
practice change
16. Providing a Safe Environment d yegr i Forward To BOD For Approval
practice change
17. Radioactive Contaminated Waste Handling 3 year review,
at Storage Area practice change Forward To BOD For Approval
18. Reporting Hazmat Incidents DELETE Forward To BOD For Approval
19. Risk Assessment Policy . i Forward To BOD For Approval
practice change
20. Safety Plan 3 i, Forward To BOD For Approval
practice change
21. Safety Walk Through Program DELETE Forward To BOD For Approval
, 3 year review,
22. Security Management Plan : Forward To BOD For Approval
practice change
23. Visitor Safety @ year raview, Forward To BOD For Approval

practice change

Forward To BOD For Approval

Infection Control

Forward To BOD For Approval

i,

Risk Assessment and Surveillance Plan

1 year review,
practice change

Forward To BOD For Approval

Interventional Radiology

1. Abdominal Angiogram DELETE Forward To BOD For Approval
2. Abscess Drainage DELETE Forward To BOD For Approval
3. Acute Stroke Angiogram DELETE Forward To BOD For Approval
4. Angiogram DELETE Forward To BOD For Approval
5. Biopsy DELETE Forward To BOD For Approval
6. Blood Patch DELETE Forward To BOD For Approval
7. Carotid Cerebral Angiogram DELETE Forward To BOD For Approval

Page 2
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ADVANCED HEALTH CARE

FOR Y@U

ADMINISTRATION CONSENT AGENDA

November 30", 2021
CONTACT: Candice Parras, CPCS

Policies and Procedures Reason Recommendations
8. CAT Scan Guided Biopsy DELETE Forward To BOD For Approval
9. CAT Scan Guided Bone Marrow Biopsies DELETE Forward To BOD For Approval
10. Central Line Insertion DELETE Forward To BOD For Approval
11. Dialysis Graft Fistula Angiogram, Plasty or DELETE Forward To BOD For Approval
Thrombus
12. Gowning and Gloving DELETE Forward To BOD For Approval
13. Implantable Power Port Access Device DELETE Forward To BOD For Approval
14. Inferior Venacava DELETE Forward To BOD For Approval
15. Mesentric Aortogram DELETE Forward To BOD For Approval
16. Mesentric Aortogram (Embolization) DELETE Forward To BOD For Approval
17. Myleogram DELETE Forward To BOD For Approval
18. Percutaneous Nephrostomy BDELETE Forward To BOD For Approval
19. Percutaneous Nephrostomy Stone Removal BRELETE Forward To BOD For Approval
B e T RIS LSl DELETE Forward To BOD For Approval
21. Pulmonary Angiogram DELETE Forward To BOD For Approval
22. Renal Angiogram DELETE Forward To BOD For Approval
23. Renal Angiogram (Embolization) DELETE Forward To BOD For Approval
24. Scrub Person Setup DELETE Forward To BOD For Approval
25. Sterile Tray Setup DELETE Forward To BOD For Approval
26. Surgical Hand Scrub DELETE Forward To BOD For Approval
= ;;Zrt‘: n‘:i“sg‘s‘fdr:[‘zﬁﬁgfat'c Pl Caie DELETE Forward To BOD For Approval
28. Tunneled Dialysis Catheter Placement DELETE Forward To BOD For Approval
29. Ultrasound Guided Biopsies RELETE Forward To BOD For Approval
30. Upper Lower Extremity Aortogram DELETE Forward To BOD For Approval
31. Uterine Artery Angiogram (Embolization) DELETE Forward To BOD For Approval
32. Vascular Catheter Placement DELETE Forward To BOD For Approval
33. Vertebroplasty DELETE Forward To BOD For Approval

Laboratory General

1. Laboratory Infection Prevention and Control

2 year review,
practice change

Forward To BOD For Approval

Medical Staff

1. Credentialing Policy, da Vinci Robotic-
Assisted Surgery 8710-563

3 year review

Forward To BOD For Approval

NICU

1. Consultation to Perinatal Unit

2 year review

Forward To BOD For Approval

2. Family Centered Care -NICU

DELETE

Forward To BOD For Approval

3. Intrafacility Transport of the NICU patient

2 year review,
practice change

Forward To BOD For Approval

4. Visitation in the NICU

2 year review,
practice change

Forward To BOD For Approval

Outpatient Behavioral Health

1. Exchange and Replacement of Medication

Practice change

Forward To BOD For Approval

Page 3
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@) Tri-City Medical Center

ADVANCED HEALTH CARE

PR YOU

ADMINISTRATION CONSENT AGENDA

November 30", 2021

CONTACT: Candice Parras, CPCS

Policies and Procedures

Reason

Recommendations

Women & Newborn Services

1. Dinoprostone [Cervidil]

3 year review,
practice change

Forward To BOD For Approval

2. Laminaria

3 year review,
practice change

Forward To BOD For Approval

w

Obstetrical Hemorrhage

3 year review,
practice change

Forward To BOD For Approval

N

. Shift Change Responsibilities

DELETE

Forward To BOD For Approval

Page 4
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%’? Tri-City Medical Center

Distribution:
Patient Care Services

PROCEDURE:

ACCOUNTING OF DISCLOSURE OF PATIENT INFORMATION (PHI)

Purpose:

To outline the procedure for capturing information on disclosures of patient information

which Tri-City Medical Center (TCMC) is required o account and track

Supportive Data:

Reporting reference included on reverse side of form.

Equipment:

Form — TCMC Accounting of Disclosures Form

A. PROCEDURE:

1. Clinical Departments and Nursing Units:

a. Complete and forward the attached form for each disclosure referenced, to the Privacy
Officer.

b. Record the patient identifying information (patient name, medical record number, account
number).

c. Record specific information relating to the recipient of the disclosed information.

i Name of Requestor (person’s name)
ii. Name of Entity (facility name)
jii. Current Address (location of the entity)

d. Record the purpose of the disclosure by marking off the appropriate box on the form.
Check only one box per disclosure.

e. Record the reason for the disclosure by marking off the appropriate box.

i State or Federal law or regulation
ii. Court order (attach accompanying supporting documentation)
iii. Other — specify reason for the disclosure

f. Record a description of the information disclosed (i.e., lab results, Form #1234)

g. Record the treatment date for the information disclosed.

h. Identify the originating location of the information disclosed (i.e., medical record for lab
results).

i Record the method of disclosure by marking off the box that describes how the
information was disclosed. Multiple answers to this question may apply and can be
recorded on the single form.

j. Print the name, department, and date of disclosure.

k. Forward the completed sheet to the Privacy Officer for data entry into the Release of
Information database.

2. Privacy Office/Release of Information

a. Stamp the Accounting of Disclosures form upon receipt.

b. Log into the electronic health record (EHR)Gernerofnformation/Correspondense
module.

C. identify the patient based upon the identifying information provided on the disclosure form.

d. Insert/Add the disclosure utilizing the following information:

i. Name of Entity (Organization)
ii. Purpose of Disclosure (response that begins with prefix PRI)
iii. Reason for Disclosure
iv. Description of Information disclosed
V. Method of Disclosure
Vi. Name of Person who disclosed (record in comments field)
e. Date and initial entry of the information into the tracking system
f. Scan completed document to the patient’'s medical record.
B. FORMS:
Patient Care
Services - Leadership . . .
Coment | it | Nursng” | Y S| Pters | e | Admni | e | somdor
Revisi Procedures c " or Division Committee Committee Committee
Dates
g//%% 06| T ane, | 8L Sle n/a na n/a 11721 911 M6} gnt;ere
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Patient Care Services
Accounting of Disclosure of Patient Information (PHI) Procedure
Page 2 of 4

1. Accounting of Disclosures Form
2. Disclosure Tracking References Form

26



Patient Care Services
Accounting of Disclosure of Patient Information (PH!) Procedure
Page 3 of 4

TCMC - Accounting of Disclosures Form

Complete and submit to Medical Records/Health Information (Attn: Privacy Officer)
NOT PART OF THE PERMANENT RECORD

Disclosures to be entered in the Accounting:

Patient’s Name:

Last First MI
Patient MRUN: Acct #;
Disclosure made to:
Name of Requestor: Name of Entity:
Current Address:
City: State: _ Zip Code: Phone #
Purpose of Disclosure (check only one)

Animal Bites

Assault & Battery to on-duty Health Care Personnel

Assault Victims — Domestic Violence

Child Abuse (suspected)

Chromosomal Defects in Fetus or Infant

Drug Use (illegal)

Elder and Dependent Abuse

Fircarms reporting

Infectious Diseases (reportable)

Lapses of Consciousness/Seizures

Locating suspects, fugitives, and witnesses

Mental Health Holds beyond 24 hours

Missing Patient

Multiple bee stings

Neural Tube Defects in a Fetus

Newborn Screening Test Refusal (PKU)

Occupational Injuries/Illnesses (if not for payment)

Patient Death (not LifeSharing and Funeral Homes/Directors - standard releases)
Patient Injury/Death due to faulty equipment

Patient Transter Violation

Pesticide Poisoning

PKU Specimen not obtained

Research if done without authorization

Reye Syndrome

Threat to Kill

Unusual occurrences that threaten the welfare of the patient, staff or visitors
Vendors/Contractors (if not for Treatment, Payment, Operations)
Other (specify)

o o e v o ot o e e e I o A o

Why Disclosure Made: (check only one)
1 State or Federal law or regulation 0O Court Order 0O Other

Brief Description of Information Disclosed:

This record was for treatment date:
This information is in a: 0O Medical Record 00 Billing Record {0 Other (specify)

Method of Disclosure: [ Phone Call/Verbal 0 Form Submission/Fax [ Other (specify)

Person Disclosing Records: (please print)

Last Name

First Name Department Date

Rev, B/30A18
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Patient Care Services
Accounting of Disclosure of Patient
Page 4 of 4

Information (PHI) Procedure

Disclosure Tracking References

Health Care Personnel

Management

Disclosure Type Disclosed by Disclosed To Method of Disclosure
1}Animal Bites Emergency Department Business Office  |Humane Society Phone Call
2|Assault & Battery to on-duty|Security Department - Director Law Enforcement, Employee Health, Risk |Phone call

3lAssault Victims - Domestic

Emergency Depariment Business Office

Law Enforcement

Phone Call with written report follow-up

Viclence Registrars, Social Services, Security, Risk
Management
4iCancer Reporting- Oncolegy Data Registry Dept of Health Services Cancer Protection |Data Abstract/Cnet
Neoplasms Service
5|Certificate of Birth Birth Certificate Clerk San Diego County Registrar Birth Certificate/AVSS

[o2]

Child Abuse (suspected)

Social Services, Health Practitioner, Child
Care Custodian

Child Protective Services, Local Law
Enforcement

Phone Call with written report follow-up

7|Chromosomal Defects in
Fetus or Infant

Lab performing the analysis or physician
making diagnosis

Dept of Health Services

8|Drug Use (illegal)

Security Department

Oceanside Police

Phone Call with written report follow-up

9|Eider and Dependent Adult
Abuse

Social Services, Health Practitioner, Care
Custodian

County Adult Protective Services

Phone Call with written report follow-up

10[Firearms Reporting

BHU Nurse Designee

Dept of Justice

Firearms Report

11jinfectious Diseases
(Reportable)

Physician, Nursing Staff, Emergency
Department, Infection Control, Laboratory

Public Health Dept

Phone Call with written report follow-up

12iLapses of
Consciousness/Seizures

Central source of Medical Staff Support
Services

Department of Motor Vehicles

Form (PM110) completed and faxed

13|Locating suspects,
fugitives, and witnesses

Privacy Officer. Risk Management

Law Enforcement

Verbal with written report follow-up

14iMental Health Holds
beyond 24 hours

Director of Emergency Services

Dept of Health Services

Phone Call with written report follow-up

15|Missing Patient

Security Department

Law Enforcement

Phone Call with written report follow-up

16|Multiple bee stings

ED Nursing Staff Designee

Dept of Health Services

Phone Call with written report follow-up

17|Neural Tube Defectsin a
Fetus

MRD/HIM Director

Dept of Health Services - Alpha-Feto
Protein Screening Program

ritten report

18|Newborn Screening Test
Refusal (PKU)

Maternal/Child Health Representative

Department of Health Services - Genetic
Disease Branch

Written report (#NBS-PR)

18i0ccupational
Injuries/llinesses (if not for

payment)

Physician

Employer & Employee, Insurer

[Written report

20;0SHPD (Office of State
Healthwide Planning &
Development)

MRD/HIM - semi-annually

OSHPD

Data Abstract/Electronic

21]|Cutbreaks or undue
prevalence of infectious or
parasitic disorder

Infection Control

Dept of Health Services

Form (PM110) completed and faxed

22|Patient Deaths

Health Care Practitioner, Physician

LifeSharing (organ donation), Medical
Examiner, Funeral Homes/Directors, Dept
of Health Services as required

Phone immediately

23|Patient Deaths due to
unusual circumstances

Health Care Practitioner, Risk Manager

Law Enforcement, Medical Examiner,
Dept of Health Services. HCHA (if relate

Phone Call with written report follow-up

24|Patient Injury/Death due to
faulty equipment

Health Practitioner, Risk Manager

Federal Drug Admn - Medical Device &
Lab product problem reporting program

Phone Call with written report follow-up

25iPatient Transfer Violation

Risk Manager

Dept of Health Services, HCFA

Phone Call with written report follow-up

26|Pesticide Poisoning

Emergency Department Nurse

Dept of Agriculture Health Officer

Phone Call

27|PKU Specimen not
Obtained

Matermnal/Child Health Representative

Dept of Health Services - Genetic
Screening Branch

Form (BS-No-90)

28iResearch if done without
authorization

IRB Coordinator

Regulatory Agencies

ritten

29|Reye’s Syndrome

£D Dept, Central Source - Medical Staff
Support Services

Dept of Health Services

Form (CBC Reye Syndrome) completed
and submitted

30/Subpoenas, court orders,
discovery request of other
lawful process (unless
authorization is provided)

MRD/HIM Release of Information Desk

Entities as outlined in the subpoena/court
order.

Copy service copies as designated or
copy mailed/delivered to court.

31Threat to Kill

Psychotherapist, Behavioral Health
Manager, Security, Risk Manager

Law Enforcement, Intended Victim

Phone immediately with written report
[follow-up.

32{Unusual occurrences that
threaten the welfare of the
patient, staff or visitors

Health Care Practitioner, Risk Manager

Dept of Health Services, Law Enforcement

Phone Call with written report follow-up

Rev. B/30/18
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gﬁ? Tri-City Medical Center
Oceanside, California

PATIENT CARE SERVICES POLICY MANUAL

ISSUE DATE: 5/06 SUBJECT: Allied Health Students in Patient
Care Areas
REVISION DATE: 7/08; 05/11; 01/15, 01/17 POLICY NUMBER: VIO
Patient Care Services Content Expert Department Approval: 09/1606/1812/20
Clinical Policies & Procedures Committee Approval: 48/1610/21
Nursinge LeadershipExecutive-Council Approval: 10/1611/21
Medical Staff Department or Division Approval: n/a
Pharmacy & Therapeutics Committee Approval: n/a
Medical Executive Committee Approval: 144611/21
Administration Approval: 11/21
Professional Affairs Committee Approval: 0H4% nl/a
Board of Directors Approval: 01/17
A. POLICY:
1. Students from several allied health schools are affiliated with Tri-City Medical Center (TCMC)
Allied Health Services (hereafter referred as “allied health”).
2. The specific allied health department retains responsibility for allied health care services and
related duties where the student is providing care.
a. For Respiratory Students see Pulmonary Care Services Authorization To Perform

(Respiratory Care Students)

b. Emergency Medical Services (EMS)

i Patient care procedures within the Paramedic scope of practice (as established by
the State of California and the County of San Diego) may be performed by a
Paramedic intern under the direct supervision and guidance of the EMS program
instructor, supervising physician or the RN assigned to that patient.

ii. Emergency Medical Technician (EMT) students in the Emergency Department are
only allowed to observe Emergency Department staff in the performance of patient
care. EMT students do not provide patient care.

Allied Health Students may only observe in the Pre-Operative Setting.

Imaging Services

i Students are required to perform procedures in accordance with published imaging
procedure protocols.

ii. Imaging procedures may be performed by the students under the supervision and
guidance of the Clinical Instructor or assigned staff in accordance with the
following:

1) Students use equipment and accessories, employ techniques and perform
procedures in accordance with accepted equipment use and radiation
safety practices to minimize radiation exposure to patients, selves and

oo

others

2) Medical imaging procedures are performed under direct supervision of a
qualified practitioner until a radiography student achieves competency.

3) Medical imaging procedures are performed under indirect supervision of
a qualified practitioner after a radiography student achieves competency.

4) Radiography students repeating unsatisfactory radiographs are under the

direct supervision of a qualified practitioner
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Patient Care Services
Allied Health Students in Patient Care Areas

Page 2 of 2
3.

4.

10.

11.

12.

The faculty and students of affiliated schools are responsible for knowing and complying with
TCMC Policies and Procedures.

The allied health school is responsible for planning the education program and providing Allied
Health Services with outlined goals and objectives relating to the clinical experience. The clinical
coordinator is responsible for updating and reviewing clinical goals for each student for all
department rotations.

The allied health clinical coordinator is responsible for establishing orientation dates for the
student. Orientation shall include time spent in the department to learn the standards, physical
layout, fire and code responsibilities, communication skills, methodology of patient care,
documentation system, daily schedules and roles of the staff and students. The student must
review the Hospital Orientation for Non Employees of Tri-City HealthCare District Orientation
Manual and complete the appropriate orientation paperwork

Each student will be assigned a preceptor or specified allied heaith staff member in their
department who will be accountable for all of the student’s actions (hereafter referred to as
“preceptor”).

The preceptor has the right and responsibility to intervene or prevent a student from performing
any allied health activity that appears inappropriate or potentially injurious to patients. Fhe
Department LeadershipDirestor/Operations-Manager or designee has the option to discuss
behavioral or practice issues with students, preceptors, and school instructors. Staff issues
identified by the preceptor are to be directed to the Operations Manager or Director of the unit.
Students shall report to work at a specified time to receive report on their assigned patients. The
preceptor shall also receive a report (if applicable), which provides current information related to
the patient population and identifies potential learning activities for the students. Students shall
report to their preceptor before leaving the department.

Student Responsibilities:

a. Goal setting, evaluation, communication, and clinical competency.

b. Participate in primary care of assigned patients including accurate documentation under
supervision of preceptor as applicable.

C. Communicate all pertinent information including finding problems, concerns, and
questions or learning needs {o preceptor.

d. Work with all health care and team members in an effective/professional manner.

Handoff/Communication:

a. Students must communicate any/all changes in patient status to preceptor.

b. Students are not to leave the department without reporting to preceptor.

c. Documentation must be reviewed and co-signed by preceptor as applicable.

d. All unfinished work is to be reported to the preceptor.

Limitations of Function:

a. Students shall not perform any procedures/functions identified without the preceptor
present.

i Radiography students may perform medical imaging procedures under indirect
supervision of a qualified practitioner after a radiography student achieves
competency.

b Students may not take verbal or telephone orders.

c. Students may not perform any procedure requiring specialized certification.

d. Students may not perform procedures without a physician’'s order.

Medication Administration:

a All medications shall be administered under the direct supervision of the preceptor
following Patient Care Services “Medication Administration” Policy.

b. Students may only access medications from Pyxis under direct supervision of the
preceptor. Students are not given access to Pyxis MedStation.
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%S? Tri-City Medical Center

Oceanside, California

PATIENT CARE SERVICES

ISSUE DATE:

12/01 SUBJECT: Documentation in the Medical
Record

REVISION DATE: 06/03, 12/03, 02/04, 08/04, 01/05, POLICY NUMBER:1X:}

02/07, 07/10, 08/12, 09/16, 01/18

Patient Care Services Content ExpertDepartment Approval: 02/1707/21

Clinical Policies & Procedures Committee Approval: 40/4710/21
Nursing LeadershipExecutive Committee Approval: 104711/21
Medical Staff Department or Division Approval: n/a
Pharmacy & Therapeutics Committee Approval: n/a
Medical Executive Committee Approval: 44711/21
Administration Approval: 11/21
Professional Affairs Committee Approval: 04448 nl/a
Board of Directors Approval: 01/18

A. PURPOSE:

1.

2.

To maintain documented information for each patient that is accurate, timely, legible, readily
accessible, and is performed by authorized personnel.

To ensure the medical record contains sufficient information to identify the patient, support the
diagnosis, plan of care, continuity of care justify treatment and document the course and
outcome of treatment.

B. DEFINITION(S):

1.

SIS

No o~

10.
11.

12.
13.
14.
15.

16.

Activity View: A set of clinical data elements related to a specific activity that may include
required documentation elements.

Annotation: Ability to add a comment to documentation.

Authentication: Review process of documentation completed by a student or other caregiver
requiring review by a licensed staff or instructor.

Carry forward functionality: fields which bring forward the last charted data.

Clinical Range Bar: Indicates the date range of displayed information.

CPOE: Computerized Provider Order Entry.

Duplicate Results: Allows clinician in lview to copy and paste data to a different time column for
review and signing.

Edit Fields: The ability to modify or delete documented fields.

EHR: Electronic Health Record

Encounter: Each patient visit/admission is assigned a Financial (FIN)/encounter number.
Erasing fields: To delete or “unchart” information placed in a current field currently or from a
carry forward function.

iview: An interactive view for clinical documentation that allows direct charting.

MAR: Medication Administration Record.

Patient-Access-Hist{RAL)Care Compass: An interactive screen available to the nursing staff to
view and perform patient care tasks by selecting icons, which launch a form or screen for
completion of the task.

PowerForm: Electronic forms with one or many sections. Each section provides data entry
options for documenting assessments, procedures, and other patient care events.

Task List: An electronic list of tasks or reminders within a specified time frame that may be
attached to a form or activity.
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Patient Care Services
Documentation in the Medical Record

Page 2 of 4
C. POLICY:
1. Documentation is the primary communication medium. Each practitioner is responsible for
accurate documentation of care provided. All entries manual or computerized are permanent.
2. Documentation will be complete and reflect patient specific care, support the medical diagnosis,
course of treatment, and Plan of Care.
3. Documentation shall be efficient with minimal to no duplication of charting.
4, Documented patient information must be readily accessible to all providers rendering care.
a. For management of patient's medications information includes:
i. Age
ii. Sex
iii. Diagnosis
iv. Sensitivities
v, Current medications
vi. Height and weight
vii. Pregnancy and lactation information (as applicable)
viii. Lab results
5. Documentation in the Medical Record shall include key components such as:

a. The patient’s initial admission information, transfer information, and discharge summary,
with a full and accurate description of the patient’s condition and responses at the time.

b. Any change in the patient’s condition.

C. A record of communication with physicians, patient or family.

d. Upon discharge, clear documentation of understanding of all discharge education and
instructions to patient/responsible party.

e. When an unexpected event occurs, complete the following:

i Document the facts of occurrence in the Medical Record and complete an
incident report/quality review report.
ii. Do not document or reference that an incident report/quality review report has
been completed in the medical record (See Administrative Policy: Disclosure of
Unanticipated Adverse Outcomes to Patients/Families 8610-275).
6. Documentation in the patient’s record shall be complete, factual, accurate, and legible.
a. When charting on paper, do not pre-date or back date patient information. (See Late
Entry into the Medical Record).
i. In the manual record, document on the next available space.
ii. Do not skip lines
7. Tri-City Healthcare District (TCHD) care providers shall document in the electronic health
record (EHR)Gerner when online documentation forms/screens/IView bands are available.

a. Exceptions to the practices are areas using paper flow sheets or other hard chart forms.
Refer to unit specific policies and procedures.

b. Powerforms shall be accessed from the task or Care Compass when available. If not
available on the task list or via Care Compass, access the forms from AdHoc. Some of
the Powerform titles may vary slightly to indicate a patient or area specific document.

c. All access and documentation in EHRGerner shall be reflected by the user identification.

d. Each user must define/update an encounter relationship to access a patient’s chart.

i Some positions are assigned a default relationship.
e. Users are required to use only their log-on to document in the patient's record.
8. Documentation shall be timed and dated to reflect the actual time events occurred.
a. It is recommended that all shift assessments, reassessments, as the occasion arises

(PRN) assessments, and/or care provided be documented after completion of the care in
a timely manner.

b. When it is not possible to document shift assessments, reassessments, PRN
assessments and/or care provided due to unforeseen circumstances such as urgent or
emergent situations, changes in assignment or increased patient acuity document the
patient care and assessment as soon as reasonably able to do so.
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10.

11.

12.

13.

14.

15.

c. Activity Views in [View will be used to help guide required data documentation for key
assessments and reassessments.

d. Reasonable and timely manner may be defined as within four (4) hours after completion
of assessments or care provided-oras-defined-in-unit specificpolicies-andfor

e. Discharge documentation must be completed within four hours of discharging the
inpatient.

Documentation in the patient record shall not include:

a. Issues affecting credibility, including inconsistency in documentation, contradiction or
blaming of other practitioners.

b. Issues affecting professionalism, including intentional documentation of inadequate care,

unprofessional verbal communications among practitioner, judgment or emotional
statements about patients or their families, or “sloppy” charting practices in the manual
chart (squeezing in an entry where there is not adequate space, or charting in advance
of an intervention or treatment).

o Issues which imply information or events are being hidden (i.e., obliterating a chart entry
[in the manual chart], or failure to document an untoward event, such as a fall or change
in vital signs).

d. Duplication of results in 1View.

Late entry into the Medical Record (See: Patient Care Services Procedure: Medical Record,

Making Corrections in Documentation).

a. When a pertinent entry is missed or not written/entered into the electronic health record
(EHR) in a timely manner, a late entry shall be documented in the Medical Record.

If an entry is made for another practitioner (by proxy), the entry must include the original

practitioner’s name and reason for proxy entry.

a. Name of person making revision, date and time of entry and practitioner’s (proxy’s)
unique log-on will be tracked by the system.

Refer to departmental specific documentation procedures for unit or departmental

documentation requirements.

Refer to Patient Care Services Policy: Cerner Downtime for specific downtime documentation

requirements.

Authenticating documentation is a process for authenticating the person, identified by name and

relationship (discipline), who is responsible for ordering, providing or evaluating a clinical service

rendered to a patient.

a. The TCHD health care provider shall authenticate information entered into a powernote,
powerform, [View or clinical note by students.

The following are authorized to document in the Medical Record according to job

description/responsibilities, including but not limited to, :

a. Advanced Care Technician (ACT)
b. Audiologist

c. Behavioral Health Liaison (BHL)
d. Case Managers

e. Certified Nurse Midwife (CNM)

f. Chaplain

g. Clinical Informatist

g-h.  Clinical Nurse Specialist (CNS)
B-i. Dentist

- Department Specific Technologist (i.e., Cath Lab, Cardiology, Radiology, etc.)
iK. Dietician

k. Doctor of Osteopathic Medicine (DO)
km.  Dosimetrist

m-n. Technician

R-0. Interpreter

o-p. Lactation Consultant
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p-q. Licensed Vocational Nurse (LVN)
g——+Lift Team

r. Marriage Family Therapist (MFT)

s. Marriage Family Therapist Intern

{. Medical Assistant

u. Doctor of Medicine (MD)

2 Medical Physicist

w. Mental Health Worker (MHW)

X. Monitor Technicians (MT) per unit specific policy
V. Neurophysiologist

Z. Nursing Instructor

aa. Nurse Practitioner (NP)

bb. Nursing Assistant (NA)/Certified Nursing Assistants (CNA)/Student Nurse Technician
cC. Organ Procurement Representative

dd. Orthopedic Assistant

ee. Ophthalmologist

ff. Pharmacist

gg. Physical/Occupational/Speech/Recreational Therapist (PT/OT/ST/RT)
hh. Physician's Assistant (PA)

ii. Podiatrist

i Psychologist

kk. Respiratory Care Practitioner (RCP)

Il Registered Nurse (RN)

mm. Research Coordinator (credentialed by TCHD Medical Staff)
nn. Resident Physician

00. Social Worker

pp. Student in approved clinical rotation.

qq. Transcriptionist

. Transporter
Ss. Unit Secretary
tt. Contracted services that have completed the process as outlined in the Administrative

Policy: Non-TCHD Workers’ Orientation and Identification Badge Process 8610-451.

D. RELATED DOCUMENT(S):

1.

2.

3.
4.

Administrative Policy: Disclosure of Unanticipated Adverse Outcomes to Patients/Families
8610-275

Administrative Policy: Non-TCHD Worker’s Orientation and Identification Badge Process, Non-
Employees 8610-451

Patient Care Service: Cerner Downtime Policy

Patient Care Services: Medical Record Making Corrections to Documentation Procedure
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| ISSUE DATE: 02/18 SUBJECT: Duty to Warn Potential Victims
| REVISION DATE(S): 02/18

Patient Care Services Content ExpertDepartment Approval: 46/4710/20

Clinical Policies and Procedures Approval: 468/4710/21

Nursinge LeadershipExecutive-Committee-Approval: 10/4711/21

Division of Psychiatry: n/a

Pharmacy and Therapeutics Approval: n/a

Medical Executive Committee Approval: 711721

Administration Approval: 11/21

Professional Affairs Committee Approval: 02/18 n/a

Board of Directors Approval: 02/18

A. PURPOSE:

1.

To provide guidelines for the handling of threats of potential harm to an identified person.

B. POLICY:

| 1.

A therapisiPsychiatric Liaison (PL)/Social Worker is responsible to warn, or take other
appropriate action to protect, the foreseeable victim of a patient's violent tendencies, if a
(PL)/Social Worker psychotherapist- patient relationship exists, the (PL)/Social
Workerpsyshetherapist -knows or should have known that the patient is dangerous, and there is
a foreseeable victim of the patient's violent tendencies.

In carrying out this duty, the (PL)/Social Worker therapist-may need to release confidential

patient information.

a. The California Courts held that in such situations, the justification for protecting the
confidentiality of the patient information (e.g. to encourage patients to seek treatment
and fully disclose information to their psychotherapist) is outweighed by the need to warn
potential victims so that they can protect themselves.

b. In addition, legislation was enacted to provide for the release of confidential information
when a therapist believes that a patient presents a serious danger of violence to a
reasonably foreseeable victim or victims , or their property (property may be reported
but it is not mandated).

The duty to warn arises not only when a patient expresses specific threats against an

identifiable victim, but also when others report the threat to the treatment providers.

a. If a family member or significant other reports such threats to the (PL)/Social
Workertherapist, the (PL)/Social Workertherapist is obligated to follow reporting
procedures.

A (PL)/Social Worker therapist-may be liable for injuries a third person suffers as a result of a

patient's violent acts, if the (PL)/Social Workertherapist fails to carry out his duty to

appropriately evaluate the patient and identify his or her dangerous propensities.

in order to carry out the duty to warn, the (PL)/Social Workertherapist must strike a careful

balance between protecting the confidentiality of the patient's disclosures and protecting the

potential victim.

a. Initially, the (PL)/Social Workertherapist should gather relevant information regarding
the patient, including that pertaining to the patient's past treatment history.

b. The (PL)/Social Workertherapist's decision regarding whether it is likely that the patient
will carry out his or her threats, or that the patient presents a danger to another person,
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should be documented along with the information that led to the decision. This will
provide important protection against claims that the (PL)/Social Worker therapist-should
not have released the information (if a warning is given) or that the (PL)/Social Worker
therapist-did not carry out his duty to warn the potential victim (if a warning was not
given).

C. If a warning is given, the (PL)/Social Worker therapist-should disclose only that
information which is necessary to enable the potential victim to recognize the
seriousness of the threat and to take proper precautions to protect him or herself. A
general indication to a person that perhaps the person should avoid the patient may not
be sufficient warning.

d. Also, depending upon the patient's therapeutic condition and possible reaction, it is
advisable to inform the patient that the warning will be given.

6. Situations in which a (PL)/Social Worker therapist-may have a duty to warn a potential victim
usually involve difficult decisions. The treatment team, including the physician/Allied Health
Professional {AHP), needs to be informed regarding any such reports. An ethical or legal
consultation may also be obtained to guide the team with their decision.

C. PROCEDURE:
1. When a threat is made, the (PL)/Social Worker therapist-must notify the police department in

the city in which the threat occurred. The following information is conveyed:

a. Patient name

b Patient address

c Patient date of birth

d. Patient gender and race

e. Patient physical description

f. Patient social security number and driver’s license number (if available)

The police department in the city in which the intended victim resides must also be notified.

a. Report must include information stated above, as well as, the name of the intended
victim and address, if known.

3. The (PL)/Social Worker therapistmust make all reasonable attempts to notify the intended
victim of the patient’s threats (i.e. contacts or registered mail).

4, The Manager and physician/AHP are notified of any such occurrence and a Quality Review
Report is filed.
5. Documentation of the threat and action taken is written in the medical record.

D. RELATED DOCUMENT(S):
Administrative Policy: Incident Report-Quality Review Report (QRR) RL Solutions 396

1.
2. Behavioral Health Services: Inpatient Unit Admission Criteria
3. Duty to Warn Letter — Sample

E. REFERENCE(S):
CA Civil Code, Section 43.92

CA Evidence Codes, 1010, 1024

CA Welfare & Institutions Code, Sections 5328, 8105 (c)

Ewing v Goldstein (2004) 120 Cal. App. 4th 807

Ewing v Northridge Hospital (2004) 120 Cal.App.4th 1289

HIPAA Privacy Regulations, 145 C.F.R. 164.512 (j)(I)(1)], Department Health & Human Services
Tarasoff v. Regents of the University of California (1976) 17 Cal. 3rd1425

NoOoGsLON =
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Duty to Warn Letter — Sample

Tri-City Medical Center-Behavioral Health Unit
4002 Vista Way, Vista, CA 92056

To: Mr. Xxx

CC: Oceanside Police Dept.
3855 Mission Ave
Oceanside, CA 92054

CC: Oceanside Police Dept
3855 Mission Ave
Oceanside Ca 92054

April 13, 2010

Dear Mr. Xxx,

This letter is a written notice required by California law Civil Code 43.92 (commonly known as a “Tarasoff
report”) that mandates a psychotherapist has the “duty to protect” by making reasonable efforts to
communicate with potential victims and to law enforcement, when in the course of performing work related
functions a patient has communicated a “serious threat of physical violence against a reasonably identified
victim or victims”. This letter is to inform you that your student, (Prineess ) has made threats
towards you ( to-harm-youforgiving-herafailing-grade-in
Bielegy) | recommend that you take the necessary precautions to protect yourself and anyone else that could
be in possible danger due to this threat. In addition to notifying you, | have also notified Oceanside Police
Department and spoke to ( OfficerChalayne), ( Badge-#1268)
and reported this incident and was given incident ( #-0800124874). | have also contacted
(add same info as above if you contacted another law enforcement agency here) to report the incident as you
live in their jurisdiction. Please contact the respective police department if you have any questions regarding
the police reports.

Respectfully,

Xxx xxx , LCSW, LCMFT

Tri-City Medical Center, BHU
760- 940-7396
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REVISION DATE(S): 06/03, 06/05, 01/08, 05/11, 05/12,

05/15, 07/18

Patient Care Services Content ExpertDepartment Approval: 02/1810/21
Clinical Policies & Procedures Committee Approval: 05/1810/21
Nursing LeadershipExecutive-Gounecil Approval: 05/1811/21
Medical Staff Department/Division Approval: n/a
Pharmacy & Therapeutics Committee Approval: n/a
Medical Executive Committee Approval: 06/14811/21
Administration Approval: 11/21
Professional Affairs Committee Approval: 87/18 n/a
Board of Directors Approval: 07/18
A PURPOSE:
1. To ensure an interdisciplinary plan of care (IPOC) i.e., plan of care:
a. Is developed upon admission by a Registered Nurse (RN)
b. Is maintained and updated
c. Reflects the patient’s goas and nursing care required to meet the patient’s needs
B. DEFINITIONS:
1. IPOC - “a roadmap used to guide patient care so that all health care providers are
moving toward the same patient goals”.
2. Goals - “Broad statements of purpose that describe the overall aim of care. Goals may
be short or long term”.
3. Outcome — “a measurable behavior demonstrated by the patient responsive to nursing

AC.

interventions with an identified timeframe to for the outcome to be reached by the
patient”. Outcomes are identified before nursing interventions are planned. After nursing
interventions are implemented, nursing must evaluate if the outcomes were met in the
time frame indicated for the patient. Outcomes are realistic, relevant, reevaluatedand
revised for attainability as needed

A4. Interventions —actions or activities undertaken to address a specific patient problem and
to improve, maintain, or restore health or to prevent iliness

POLICY:
1. An Interdisciplinary Plan of Care (IPOC) shall be initiated within eight (8) hours of a
patient’s amval to an mpatlent care area

2. The IPOC lncludes planning the patient’s nursmg care to meet the patlent s needs and
interventions toward meeting patient treatment goals.
3. The initial (admission) IPOC is based on assessing the patient’s nursing care needs and

not solely those needs related to the admlttmg diagnosis.

4, The IPOC shall have measurable outcomes with specific interventions that assist to reach the

identified outcomes. to-meet-the-patient's-inpatient-and-discharge-needs.
45. All outcomes will have an expected (target) a-completion date-and-time.
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B-D.

2:6.

a. The following factors shall be considered when developing and/or updating the-IPOCs:
i. Assessment findings:
1)  Biophysical
2) Psychosocial
3) Knowledge deficits
4) Safety
ii-5)  Spiritual and cultural
v———Functional
vi———Safety
vii-8) Discharge Needs
a) Referrals to Interdisciplinary Departments
bcb) Assistance from family support persons
il Additional-aspects-obtained-from-the-patient-assessment

iii. Treatment goals

The primary Regrs%eFeM}Fse{RNs-) shall discuss a summary of the IPOC with the patient and
their caregiver+/ family support {ifapplicable} once a shift, evensshiftand- and as
neededthe-cccasion-arises (PRN).

The-IPOCs shall be kept current by ongoing assessment of the patient’s needs and of the
patient’s response to interventions, assessment of patient treatment goals, and updating
or rev:smg the patient’s IPOC i in response to assessments

3:8. When a patient is transferred to another nursing unit, the receiving RN shall review the existing
IPOCs plans-feforr appropriateness and update or discontinue plans, interventions and/or
outcomes that are reached-initiated-on-the-transferring as needed. The receiving RN shall
initiate additional plans as needed based on the patient’s transferring assessment.

REFERENCE(S):

1. Centers for Medicare and Medicaid Services (CMS). (2020, February 21). Sate Operations
Manual Appendix A Survey Protocol, Regulations and Interpretive Guidelines for
Hospitals. §482.23(b)(4).

2. The Joint Commission Handbook (2017), Provision of Care, Treatment and Services Standard

4.3. Wisconsin Technical Coliege System, (n.d.). Nursing fundamentals: 4.5 outcome

identification. Retrieved
from https://wtcs.pressbooks.pub/nursingfundamentals/chapter/4-5-outcome-
identification
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Distribution:
Patient Care Services

PROCEDURE:

MEDICAL RECORD, MAKING CORRECTIONS TO DOCUMENTATION

| | Purpose:

To mamtam documented mformatlon for each patlent that is accurate timely, and legible.

| A CORRECTIONS IN THE PAPER CHART:

1.

Corrections due to practitioner documentation error shall be lined through with a single line and
“Error” written above the line and the practitioner’s initials. The corrected entry shall be dated,
timed, and verified with full signature and title.

2. Clarification of orders or corrected orders due fo circumstances such as unacceptable
abbreviations or inappropriate medication dosages shall be rewritten with “clarification of above
order’ documented with practitioner’s full name and title.

| B. INCORRECT CHART OR INCORRECT ENCOUNTER:

1. When errors are found in the electronic medical record, the practitioner is notified to correct the
documentation.

2. If the practitioner who made the error is not available, the Clinical Manager, Administrative
Superv:sor or Director is notn‘led to correct the chart.

3. wser-The documentation made in
error is uncharted (m error notation). The reason for the error is then entered into the comment
field. The information is then re-charted on the correct patient or encounter electronicallyby

4, Lab and Radiology Orders entered on wrong encounters/patients/physicians’ order:

a. A new order must be entered on the correct patient or encounter.
b. Once the new order is placed and completed, the report from the wrong encounter or

patient shall be placed with the new order.

C. Charges associated with incorrect lab and radiology orders shall be credited.

d. After the new order has been corrected, the report is in place, and charges have been
reconciled, the incorrect order shall be cancelled.

e. Order entry errors are tracked electronically in Cernermanually-using-the-ln-Error
Decumentation-form.

f. In the event a laboratory order entry error takes place and is not discovered same
day, the error will appear on the Exception Report and will be reconciled by the

Laboratory Billing Coordinator. Lab-tests-ordered-on-wrong-patients-shall-be

| C. COMBINED MEDICAL RECORD NUMBERS:

1.

This is required when a patient has been assigned more than one medical record number

(MRN). The Medical Records/Health Information department researches and resolves the

duplicate MRN resulting in combining the losing MRN into the winning MRN. Both the Cerner

system and the hard copy record are corrected to reflect the winning MRN. (The losing MRN is

displayed in parenthesis.)

a. The Imaging department will merge Picture Archive and Communication Systems
(PACS) images to the winning MRN.

| D. REMOVING OR MOVING INCORRECT ENCOUNTERS:

1. This is required when an encounter is added to the incorrect patient. The encounter needs to be
moved from the incorrect patient to the correct patient's MRN.
a. The Emergency Department (ED) registration area initiates the on-call move encounter
process.
2. Allergy and diagnosis information is verified on both encounters and transferred to the correct
Department Clinical f atialgxt Quiality M(s-)g:fal Pharmacy & Medical Admini Professional Board of
Igeview Policies & GommitteeNursing | Department Therapeutics Execu_tive station Af-fai_r s Directors
Procedures Leadership or Division Committee Committee Committee
Il 08/112,06/21 | 10/12, 10/21 10112, 11/21 nia nla 1112, 1121 | 121 01/13, nfa 0113
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patient manually. When necessary, the additional step of combining encounters is completed.

| E. COMBINING ENCOUNTERS:

1. This is required when two encounters have been created for the same episode of care. It is
necessary to combine these into a single encounter.

2. Designated individuals (Registration and Medical Records/Health Information) combine the
losing encounter into the winning encounter (the losing encounter is displayed in parenthesis).

3. Documentation in Cerner combines when the encounters are merged.

4, Individual departments are responsible for reconciling their orders and charges for combined
encounters.

| F. CLINICAL NOTES:

1. When documented in error or if additional information must be added, the clinician modifies the
note, adds any corrections or changes in the addendum and enters the reason for the error.

2. If the note was made on the wrong patient or encounter, documentation is completed in the
correct chart by entering the correct date and time of service.

3. The reason for the late entry shall be indicated.

4, Medical Records must be notified to error out any transcribed Clinical Note documents.

| G. PHYSICIAN CLINICAL NOTE:
1. These are notes entered by the physician directly into Cerner.
2. If the document has been attached to the incorrect patient the physician is to contact Medical
Records/Health Information department for the document to be moved to the correct encounter.

| kH. POWERNOTE:
1. Corrections due to practitioner documentation error in the computerized chart shall be
completed by adding an addendum to the bottom of the Powernote. This addendum is added by
modifying the note.

2. NOTE: Until the Powernote is signed; changes made by the physician are not considered
corrections. The saved, unsigned report is not seen by anyone except the physician or scribe.
3. If the signed note was made on the wrong patient or encounter, Medical Records or the

Physician will notify Information Technology (IT) to move the Powernote to the correct
patient/encounter.

4, The IT Analyst will complete the documentation move to the correct patient/encounter and note
the correction reason.

| &I. POWERCHART:

1. Corrections due to practitioner documentation error or late entry of additional information shall
be marked “modified” to reflect the correction. Any modification to a form is tracked in the form
history. The reason for the modification shall be noted in the comment field.

2. If a form was charted in error or charted on the wrong patient, the entire form shall be
“Uncharted” with the reason given in the comment field. The information shall be re-charted on
the correct patient/encounter. The system will red line through the form and list the form “In
Error.”

| KJ. PHARMACY:
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| ML

| NM.

21.

3:2.

Medication orders entered on the wrong patient or wrong encounter shall be voided and re-
entered on the correct patient or encounter.

Any charges associated with any of the above medication order entry errors shall be credited
and charged to the correct patlent/encounter usmg the pharmacy charge/cred|t apphcatlon

SURGERY:

1. Changes to the Operative Record shall be made as needed to maintain accuracy.

2. Existing entry shall be modified to make changes or additions to record.

3. Reason for change shall be noted in General Comments Section (i.e., “Corrected or Updated or
Late or Revised Entry”).

4. Beneath the words Corrected or Updated or Late or Revised Entry, the required
change/modification/or new data entry shall be made.

5. The record shall be modified/saved (as indicated) and the record shall be re-finalized to add

new data.

MEDICAL RECORDS/HEALTH INFORMATION:

1.

Scanned Documents
a. Operations Manger confirms document is posted to the incorrect patient or incorrect
location within Clinical Notes.
i Document copied and posted to the correct encounter and/or folder
ii. Scanned document In Errored with documented reason
b. Transcribed Documents:
i. Transcription Supervisor shall receive submissions from incorrect dictation in
Powerchart forms, physicians, and other Cerner users.
ii. Information is verified via:
iii. Master Patient Index (MP!) research

iv. Dictation notes from Physician/Physician Assistant (PA)/Resident
V. Listening to dictation
Vi. Notations on incorrect dictation form
C. Upon verification of an incorrect encounter, staff will search in Powerchart for the

encounter with incorrect documentation. The document shall be selected and changed
to “in error” under the clinical notes tab. The document shall be marked “in error
document” and a comment may be added.

d. Tracking document shall be updated with required information.

IMAGING SERVICES/REDNETRADNET—DIAGNOSTIC REPORTS:

1.

2.

3.

Once the diagnostic report is finalized or signed by the radiologist, any changes shall result in
the report being amended.

Amended Cerner reports are modified via the transcription application. When a finalized report
is opened from this application, the report shall automatically assume an amended status.
Once the change has been made to the original report, it shall be placed in the radiologist
queue. After the radiologist signs the report, an updated version will be electronically filed in
Cerner. When this report is opened for review within Cerner, the amended portion of the report
shall appear at the top, with the original report appearing at the bottom. The report shall also
have a header entry of “Addendum” at the beginning of the report.

When printed, amended reports shall also contain a header that indicates the report has an
addendum.

Once finalized, any amended reports will auto fax, if applicable.

Information regarding date of transcription and verification, and names of transcribers and
physicians involved in the completion of the report shall be included in the report.
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7.

Audit trails shall exist with information regarding order, completion and verification of report.

| ©:N. CLINICAL LABORATORY:

l

| P-O.

1. Replacing the incorrect result with a correct resuit;

a. In Accession Result Entry (ARE), Gclick on Mode at the top of the screen, select
Correction. The mode is indicated in the title bar, and the Perform and Verify buttons are
replaced with a correct button.

b. In the Accession box, enter the accession number for which you want to correct a result.

C. Place the cursor on the result you want to correct.

d. Right click and select “Convert Result” and change to the proper result type, such as
Numeric.

e. Enter the verified value and any other required documentation as a comment. Refer to
the procedure for “Verification and Communication of Critical Values”.

f. Click on CORRECT to verify the result.

2. The technologist who corrects the reports is responsible for notifying the Department Supervisor
as soon as possible by sending an e-mail with the following information:

a. Accession number corrected

b. An explanation of what happened, i.e. why the error occurred.

3. If the incorrect results are due to the wrong specimen, wrong sample labeled or wrong patient
drawn, the results must be replaced with the resuit of ERROR since the incorrect result cannot
be removed from Powerchart.

a. Credit the incorrect result(s) using Charge Viewer.

b. Enter ARE:

i. Change the Mode to Correction

ii. Enter the appropriate test site.

iii. Enter the accession number.

iv. For the each result to be corrected change the result type to FREETEXT then
enter the text ERROR. Continue to enter ERROR for all the test results for the
accession number. On the first corrected test enter an Order Comment that
explains the reason for the correction.

V. Examples of Order Comments:

1) Wrong patient drawn
2) Sample incorrectly labeled
3) Contaminated Specimen

vi. The remaining results must have the entry of ERROR without additional as long
as the first tests result contained the comment. One of the results must have the
reason comment attached. When complete, review the entries prior to correcting.
All original results should have been replaced by the result ERROR. The first
result should also have a reason commitment attached.

FETALINK:

1. Modifications and Deletions of Annotations must be made prior to Finalizing a Fetalink Episode.

2, To modify an annotation, complete the following steps.

a. While viewing the waveform from a single patient view, double-click on a previous
documented annotation.

b. The annotation dialog displays. Either manually type in the new annoctation or select one
or multiple options from the Quick chart options.

C. A “Revision History” tab is accessible within the “Annotations” dialog box that allows
clinicians to see every edit that has been charted to an annotation. The “Revision
History” tab dates and time stamps these changes as well as associated the clinician’s
user name to each annotation that has posted.

3. Deleting annotations made in errors, unselect the annotation options charged in error or delete

the free text annotation and replace with free text ”’In Error, Reason for uncharting.”
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4, Incorrect Patient Association
a. After a period of time, whether that period of time is 5 minutes or 5 hours, the user
notices the incorrect patient was selected, the user should note the Incorrect Patient
Name, the device name, the room name and the approximate time of the episode and
report it to their Assistant-Nurse LeaderManager/-orreliefcCharge aNurse.
b. The Assistant-Nurse LeaderManager/-orrelief-cCharge naNurse will utilize the Fetalink
Management Tool to remove the incorrect Fetalink Episode from the patient’s record.

c. After the user has noted or reported the information above, finalize the episode by
selecting Finalize and Disassociate in the Single Patient View.
d. Once the Finalize and Disassociation process has been completed, the user must then

retroactively associate the correct patient to the correct/current device.

| @P. BEDSIDE MEDICAL DEVICE INTEGRATION (BMDI):

1. Modifications and Deletions of BMD! data can be made at any time during the Nurses shift.
2. To Modify BMDI data, complete the following steps:
a. If the data has not been signed, clear the incorrect data by placing the cursor into the
cell and click on the backspace key.
b. Once data is cleared, enter the correct data into the field. Verify information is correct
and sign documentation.
3. Deleting incorrect data already signed, complete the following steps:
a. Right click into each cell, select either unchart or modify
b. Provide a reason
C. Enter correct data into cell
d. Validate and sign documentation
4, Incorrect Patient Association to device
a. After a period of time, whether that period of time is 5 minutes or 5 hours, the user

notices the incorrect patient was selected, the user should note the Incorrect patient
name, the device name and disassociate the patient from all devices, and report it to
their Assistant-Nurse LeaderManager/Charge Nurse.

b. Reassociate the patient to the correct devices:
i Click on the BMD! ICON
ii. Select the appropriate device and click Associate

iii. Click Close
| R-Q. POWER CHART ECG:
1. Power chart ECG changes via the computer
a. The cardiologist will read unconfirmed ECG’s and either note OK or note the appropriate

changes on the unconfirmed ECB.
b. Once the ECB is complete, the ECB technician will place the correct EKG in the MD
computer box.

C. The cardiologist will interpret the ECB typing their own interpretation in the interpretation
section.
2. Power chart ECG changes via the mobile cart
a. Turn machine on
b. Turn know to directory and locate patient
c. Locate patient name and select at top of screen
d. Make changes to the current ECB and press OK when done

| S.R. LATE ENTRY INTO THE MEDICAL RECORD:

1. When a pertinent entry was missed or not written in a timely manner, a late entry shall be used
to record the information in the medical record.
2. If discovered before the end of the shift, the practitioner may make this entry without consulting

a manager or director.
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3.

If the chart is still open, but the shift has ended and the staff member has since left the facility
and returned, a Manager or Director shall be notified and any entry made shall be labeled “late
entry.”

If the medical record has been closed (four hours or greater after discharged) and a late entry is
required, the Nurse LeaderClinical-Manager shall work with the employee required to make the
late entry. (Tasks and orders are not accessible after discharge for completion. A Clinical Note
must be used to document any corrections or additional information.)

Corrections to scanned documents must be completed in the Medical Records/Health
Information department where a printed copy can be amended and labeled as a Late Entry. This
document will then be scanned into the medical records as a new entry (previous entry
remains).

Under any of the above situations the following guidelines shall be followed when making a late
entry in the medical record:

a. The practitioner directly responsible for the carefinformation being documented shall
make the entry whenever possible.

b. The new entry shall be identified as a “late entry” in the Clinical Note.

C. The current date and time the entry is actually being made shall be noted. No attempt
shall be made to make the entry look as if it were entered on the previous date or time.

d. When correcting an omission, validate the source of the additional information as much
as possible (for example, where the information to write the late entry was obtained)

e. The late entry shall be documented as soon as possible.

f. There is no time limit for writing a late entry, however, the sooner the entry is made, the

more reliable the information becomes.
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é&? Tri-City Medical Center

Oceanside, California

PATIENT CARE SERVICES

ISSUE DATE: 08/05 SUBJECT: Minors Attempting to Leave Without
a Parent/ Legal Guardian

REVISION DATE: 07/08, 05/11, 02/18 POLICY NUMBER: VLK

Department Approval: 40/1708/21

Clinical Policies & Procedures Committee Approval:  468{1708/21

Nursing LeadershipExecutive-Council Approval: 40/4710/21

Medical Executive Committee Approval: +HH4711/21

Administration Approval: 11/21

Professional Affairs Committee Approval: 02/18 n/a

Board of Directors Approval: 02/18

A PURPOSE:

1.

Direction for healthcare providers at Tri-City Healthcare District (TCHD) when minors are
leaving without being accompanied by a parent or legal guardian,

B. DEFINITION(S):

1.

2.

Minor: a person younger than eighteen (18) years of age, in the state of California [Family
Code Section 6500]-.

Authorized individual: A parent, legal guardian or other person with the authority to consent to
medical treatment for a minor pursuant-to—California-Hospital- Asseciation(CHA)-Consent
Manwa(2040-Chapter 4.

C. POLICY:

1.
2.

A minor shall be discharged to an authorized individual.

If a minor is attempting to leave TCHD without an authorized adult present and the physician or

Allied Health Professional (AHP) deems it is not in the best interest of the minor to be

discharged, the following actions must be taken:

a. Verbal discussion of the risks of a premature discharge.

b. Clear instructions to remain on the unit/department.

c. Notification of hospital security and law enforcement. If the minor becomes combative,
appropriate actions to detain the minor shall ensue, keeping patient and staff safety at
the forefront.

If a minor is attempting to leave the facility without an adult present and the physician or AHP

releases the minor, the authorized adult shall be contacted to pick up the minor.

If the authorized adult is not available to pick-up the minor in a reasonable period of time,

consult with the Risk Manager to determine if the minor can be released to one that is

authorized by the parent or legal guardian.

D. RELATED DOCUMENT(S):

1.

Patient Care Services: Consent for Minors Policy

E. REFERENCE(S):

1.

CHA Consent Manual (204#20), Chapter 4
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Patient Care Services

PROCEDURE:

PATIENT CLASSIFICATION (ACUITY)

Purpose:

To provide an assessment of the care needs intensity of each patient per shift to assist in
determining the appropriate staffing based on acuity and ratios

Supportive Data:

In accordance with the rules and regulations of Title 22 and Joint Commission

A. RESPONSIBILITIES:

1.

Nursing Leadership or designee is responsible to ensure that licensed staff complete Patient

Classifications (Acuity) for their patients eash-shift: on a day to day and shift by shift basis.

a. Each patient’s classification should reflect the patient’'s actual care intensity and Activities
of Daily Living (ADL) needs for the current shift.

Nursing units -is responsible for Patient Classification utilizing-the-Gerner-Asuity-Powerormthis

includes Acute Rehab, 1 North, 2 Pavilion, 4 Pavilion, BehavieralHealth-Unit{BHU)}; Intensive
Care Unit (ICU), Mother Baby, Neonatal Intensive Care (NICU), Telemetry and Inpatient

Progressive Care Unit (PCU).
The Emergency Department and Labor & Delivery will utilize a census based tracking form.
NICU see: Women and Newborn Services NICU: Patient Classification (Acuity) in the NICU.

B. PROCEDURE FOR THOSE UTIL!ZING THE CERNER POWERFORM FOR ACUITY

The pnmary Reglstered Nurse (RN) is requnred to complete the acuity on the patlent each shift er

a. There are care intensity and ADL indicators.

i The care Intensity indicator is defined by minimal, moderate, high, 1:1 and 2:1
levels.

ii. The ADL indicator is defined by minimal, moderate and high.

iii. Each care intensity and ADL indicator is unit specific based on the patient
population and has a weight associated to it that assists in determining the acuity
of the patient.

The Nursing l.eadership or designee is responsible to verify that alt acuities are completed each
shift.

Each unit shall keep a record of the staffing assignments and acuity tool.

A written staffing plan shall be developed by the administrator of nursing service or a
designee, based on patient care needs determined by the patient classification system.
The staffing plan shall be developed and implemented for each patient care unit and shall
specify patient care requirements and the staffing levels for registered nurses and other
licensed and unlicensed personnel.

C. PROCEDURE FOR THOSE UTILIZING CENSUS BASED TRACKING (EMERGENCY DEPARTMENT

AND LABOR & DELIVERY):

1. The coder will document on the Acuity Daily Report the Emergency Department census at 0700
and 1900. A daily Emergency Department (ED) Activity Log is generated at 0700 for the previous
24 hours which reflects the total patients seen, Patients Left Without Treatment, ICU admissions
and hospital admissions in the last 24 hours. Emergency Severity Index (ESI) acuity levels are
documented in Firstnet when patients arrive in Triage.

2 The Labor and Delivery Nursing Leadership or designee will document on the Daily Staffing
Sheet the Labor & Delivery census at 0700 and 1900. Nursing-Leadership-or-designee-will-fax
this-24-hourretrospective-report-to-staffing-by-0900-forfiling-

Clinical . Medical Staff | Pharmacy & Medical - Professional
Depargment Policies & Nursmg. Department/ | Therapeutics Executive Adm_mn Affairs B.oard of
Review Procedures Leadership Division Committee Committee stration Committee Directors
11712, 0716, | 12/12,07/16, | 12/12, 07/18, 04/13, 08/16, | 04/13, 08/16,
04/20, 10/21 | 04/20,10/21 | 05/20, 11/21 n/a n/a 4n2.nfa | 05720, 11721 na 05/20
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D. INTER-RATER RELIABILITY PROCESS:

1.
2.

3.

—

E. R
1

The purpose of this process is to ensure the consistency among the registered nurses in the

interpretation and use of the Patient Classification (Acuity) pewetform: Tool.

Each shift the Charge Nurse or designee will complete an Aacuity Mvalidation on patients within

their department and reviewed-

This information will be monitored on a menthly bi-annual basis and reported as appropriate.

a. Bi-annually, each unit leader shall review 5 charts for both day shift and night and
validate the acuity tool based on nursing documentation and reported to nursing
leadership.

The reliability of the patient classification system will be reviewed annually by a committee

appointed by the Chief Nursing Officer to determine if the current acuity tool accurately

measures patient care needs.

a. At least half of the committee members shall be registered nurses who provide
direct patient care
b. If the committee review recommends adjustments to the patient classification

system to ensure accuracy in measuring patient care needs, such adjustments will
be implemented within 30 days of final determination.

ac. A process will be determined to ensure all interested staff may provide feedback on
the patient classification system and/or the staffing plan.

ELATED DOCUMENT(S):

Women and Newborn Services NICU: Patient Classification (Acuity) in the NICU

F. REFERENCE:

#

_§70053.2. Patient Classification System
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@? Tri-Gity Medical Center

Oceanside, California

PATIENT CARE SERVICES
POLICY
ISSUE DATE: 12/11 SUBJECT: Point of Care (POC) New Test/Method
Request and implementation
REVISION DATE(S): 04/16, 02/19
Patient Care Services Content Expert Approval: 10/4810/20

Clinical Policies & Procedures Committee Approval: 14/1812/20
Nursinge LeadershipExecutive-Committee Approval: 41/1808/21

Department of Pathology Approval: 01/19
Pharmacy & Therapeutics Committee Approval: n/a
Medical Executive Committee Approval: n/a
Administration Approval: 81/4911/21
Professional Affairs Committee Approval: n/a
Board of Directors Approval: 02/19

A. PURPOSE:

1.

To ensure that:

a. POC testing meets the needs of the patients served, is performed correctly by non-
laboratory staff, and is cost effective.
b. POC testing is approved by the appropriate committees at a hospital level before

implementation.
Devices, tests, and analytes available as POC testing are continually improving and expanding.
However, POC testing is not appropriate for use in all situations. New test and method requests
must be evaluated before implementation.

B. POLICY:

1.

2.

POC testing is under the direction, authority, jurisdiction and responsibility of the Laboratory

Medical Director.

Any patient testing, including testing that is performed outside of the clinical laboratory by non-

laboratory personnel, must conform to state and federal regulations. The Product Standards

Committee (PSC) reviews all requests for new testing. Once approved by the PSC, the

Laboratory will establish standards for POC testing, evaluate POC devices or tests before

implementation, and monitor all POC testing sites for compliance.

Requestors must complete and submit the form “Request for Approval of New POC Test/Method”

to POC Coordinator (POCC) and/or Lab Leadership Team.

a. The front of the form explains the extent and use of desired testing, and must be filled out
in full by the requesting department.

b. The back of the form evaluates the financial impact of testing. This can be completed with
assistance from the POCC, but the requesting department must be fully aware of all costs
involved.

Requestors must then submit to the Clinical Value Analysis Team according to current PSC

policies. PSC reviews all requests for new POC testing taking into consideration the following

aspects:

a. Medical need for decreased turn around time
b. Procedure complexity

C. Regulatory compliance

d Ongoing competency
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e. Cost
5. Following approval for consideration, the POCC and Lab Leadership Team assigns oversight to
the appropriate personnel who will:

a. Assess available technology for the requested test by contacting vendors.

b. Evaluate and make recommendations to the Laboratory Leadership and Medical Director.

C. Perform test method validation according to regulatory requirements and cbtain approval
by the Laboratory Medical Director.

d. Create written policies/ procedures that are clear to users and meet all regulatory
requirements.

e. Establish quality control policy to be followed by testing personnel with regular review of
data by responsible staff.

f. Enroll in appropriate proficiency testing or establish alternative proficiency testing if
needed.

g. Ensure testing personnel are trained and demonstrate competency prior to performing
patient testing.

h. Request Lab Information System or Information System input, if needed.

i Communicate fo physicians new test availability.

j. The Laboratory Medical Director and POCC review and approve all data for test
implementation prior to patient testing. The Lab Medical Director is involved in the
selection of all equipment and supplies, in accordance with College of American
Pathology (CAP) regulations.

6. CAP requirements for POC testing including but not limited to the following general items.

a. Proficiency testing is performed at intervals determined by the subscribed survey, in a
timely manner, as similar to patient testing as possible, by personnel who perform patient
tests, and rotated among all testing personnel.

b. Testing Personnel must adhere to manufacturer instructions and written procedure.

c. Results are reported in the medical record. Critical Results are handled appropriately.

d. Reagents are stored properly. New lots and shipments are evaluated appropriately before
use.

e. Equipment maintenance is performed and documented to meet manufacturer
requirements.

f. Personnel must be trained and competency assessed according to the Patient Care
Services Procedure: Point of Care Testing Competency Assessment

g. Quality Controls are performed and documented at required intervals.

7. Managers overseeing departments performing POC testing must compiete the Request for

Approval of New Point of Care Test/Method

C. FORM(S):
1. Request for Approval of New Point of Care Test/Method
2. Request for Clinical Product Review

D. RELATED DOCUMENT(S):

e

Patient Care Services Procedure: Point of Care Testing Competency Assessment

E. REFERENCE(S):

—

College of American Pathology. CAP Accreditation Program. Point of Care Testing Checklist Tri-

City Medical Center, CAP Number: 2317601. Version: 08.22.2018.

2. College of American Pathology. CAP Accreditation Program. Team Leader Assessment of
Director and Quality Checklist Tri-City Medical Center, CAP Number: 2317601. Version:
08.22.2018.

50



|

@“? Tri-City Medical Center

Oceanside, California

PATIENT CARE SERVICES
ISSUE DATE: 07/17 SUBJECT: Program Flexibility
REVISION DATE(S): 07/17
Patient Care Services Content ExpertDepartment Approval: 03/1703/21
Clinical Policies and Procedures Approval: 05/4710/21
Nursinge Leadership-Executive-Committee Approval: 05/4711/21
Medical Staff Department/Division Approval: n/a
Pharmacy and Therapeutics Approval: n/a
Medical Executive Committee Approval: n/a
Administration Approval: 11/21
Professional Affairs Committee Approval: 8747 nja
Board of Directors Approval: 07/17
A POLICY:
1. Tri-City Healthcare District (TCHD) will maintain continuous compliance with the special permit
upplemental-service-requirements for program flexibility
a. If TCHD is unable to maintain continuous compliance with all required standards,
TCHD will request an exception i.e., program flexibility from the California
Department of Public Health (CDPH) pursuant to Title 22 section 70363 and Health
and Safety Code (HSC) section 1276.
2. Program flexibility requests shall be submitted to the California Department of Public
Health using the appropriate Program Flexibility form (CDPH-5000 or CDPH-5000A).
3. All program flexibility requests must contain the following supportive evidence :
a. The regulation for which the facility requests flexibility
b. An explanation of the alternatives e.g., concepts, methods, procedures,
techniques, equipment, personnel qualifications, bulk purchasing, terms the
program flexibility will be initiated etc.,
c. Evidence demonstrating how the alternative concepts, methods, procedures,
techniques, etc., meet the intent of the regulation
d. A licensee, administrator, or authorized facility representative signature on all

forms and/or requests
14. All approved program flexibility granted by CDPH will specify an expiration date and are
subject to specuﬁc terms and condltlons
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%*? Tri-City Medical Center
PROCEDURE: PUREWICK FEMALE URINARY INCONTINENCE MANAGEMENT

Purpose: To identifydefine the appropriate procedure for initiation of urinary incontinence
management through implementation of the female urinary incontinence Pure\Wick
system. To define the assessment, monitoring, and maintenance of urinary incontinence
management with implementation of the PureWick system.

Reduces the need for inserting an indwelling urinary catheter for incontinent female
patients and avoids the risk associated with catheter-associated urinary tract infections
(CAUTI). Keeps patient’s skin dry, avoids pressure wleersinjury, contact dermatitis from
urine, and the need for diapers

PureWick System/ Female Urinary Incontinence system

Wall suction regulator

Suction canister and liner

Suction tubing

Suction tubing connectors

Incontinence pads, patient undergarments, mesh panties (optional)

Hygiene supplies

Supportive Data:

Equipment:

B-A. POLICY:
1. Review the Elsevier Procedure : Urinary Catheter: External Female for detailed information
on the following:
a. Purpose
b. Assessment and Preparation
C. Procedure for application and removal
d. Monitoring and care
e. Expected and unexpected outcomes
Clinical Nursinge Infection Pharmacy & Medical Professional
Department Policies and Leadership . L Admini s Board of
. . Control Therapeutics Executive N Affairs A
Review Procedures Exoecutive Committee Committee Committee stration Committee Directors

Committee Commitiee

11/16,0 7/20, | 01/17, 08/20,

10/21 10/21 02/17, 11721 nia 03/17, 11/21 11/21 04/17, nfa 04/17
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8:2. Transport On and Off a Unit
a. Patients with PureWicks suction will be:
i Disconnected from suction prior to transport by RNs and Advanced Care
Technicians (ACTs)
ii. Reconnected to suction by RNs and ACTs when returning from test or procedures
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| B-B. OBTAINING A URINE SAMPLE WITH THE PUREWICK:

1. Set up suction
2. See Online Clinical Skills: Specimen Collection: Midstream (Clean-Voided) Urine

3 Female-patient

repeatthe-process
¢-a. While continuing to hold the labia apart,

i Apply a female urinary incontinence deviceRure\Wick (do not connect-the
RureWiek to suction) have the patient initiate a urine stream, discard the
female urinary incontinence deviceRureWick

ii. Apply a new female incontinence deviceRureWick, connect to suction and
allow patient to void to collect a midstream specimen

jil. After collecting the midstream specimen, disconnect the suction tubing from
the suction canisters, close the lids on the liner, and remove the liner.

| 1) If the female incontinence device-PureWick is to remain in place,
apply a new liner and connect the suction
| 2) if the female incontinence device RureWisk is no longer require
remove and discard suction tubing.
iv. Pour midstream specimen in a specimen container and label according to
TCHD Specimen Labeling
V. Transport specimen to lab asserding-and document the collection in the to
FCHD-policy

Wiz Doscument in the medical record-aceerding-to-TCHDpolicy

E.C. TROUBLESHOOTING:
1. If a large amount of urine is escaping from the gauzewick, contributing factors include but are not
limited to:
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a. The gauzewick is not correctly tucked between the labia and buttocks.
i The gauze wisk-must be snugly positioned between the labia with the bottom end
between the buttocks.
ii. Ensure the top of the wick reaches just above the pubic bone.
iii. Change the female external catheter i.e., PureWick
iv. Apply mesh panties to assist with maintaining appropriate -the-PureWick's
position
b. No or low suction.
i Check suction settings and ensure the regulator is set to at:240 mmHg
ii. Check for kinks in the tubing or sediments
iii. Ensure the suction canister lid is firmly in place
iv. Verify the suction regulator is functioning
V. Ensure the suction tubing is connected- female insentience device tubingte-the
vicl-connector
E'rine sent to
collection jar
Wick, —————— /
Soft and flexible,
positioned snugly Patient Side
between the Tabia ol Wi
and buttocks >
~
N Urine drawn
~ away from the
pabient
iz [LDSI]
4
E-D. RELATED DOCUMENT(S):

G-E.

1s Elsevier Urinary Catheter: External Female Procedure
4:2.  Online Clinical Skills{Mesby-s}: Specimen Collection: Midstream (Clean-Voided) Urine
2-3.  Patient Care Services Policy: Specimen Labeling

REFERENCE(S):
1.

2, PureWick, Inc. (2046-April2018, February).Instructions for use-{in-hespital-settings). Retrieved
from frem-https://www.bd.com/assets/documents/PDH/Initial/PF10741 BAWO0319838.pdf
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43.

24. PureWick, Inc. (n.d.). Successful incontinence management for women. Retrieved
from http://www.purewick.com/
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Tri-City Health Care District
Oceanside, California

Administrative Policy Manual
Patient Care

ISSUE DATE:

05/86 SUBJECT: Reporting Suspected Child
Abuse/Neglect

REVISION DATE: 08/94, 02/96, 01/97, 07/99, 04/02, POLICY NUMBER: 8610-308

06/03, 12/05, 04/09, 06/11

Department Approval: 04/1708/21
Clinical Policies and Procedures Approval: 05/1708/21
Nursinge LeadershipExesutive-Council Approval: 05/1710/21
Medical Staff Department/Division Approval: n/a
Pharmacy and Therapeutics Approval: n/a
Medical Executive Committee Approval: 06/4711/21
Administration Approval: 11/21
Professional Affairs Committee Approval: 8+ n/a
Board of Directors Approval: 0717

A. PURPOSE:

1.

To provide guidelines for the management and reporting of suspected child abuse and neglect
cases.

B. DEFINITIONS:

1.
2.

Child — Person under the age of 18.

Mandated Reporter - Professionals or individuals listed under Penal Code required to report by
law. Such persons include, but are not limited to, health care providers such as physicians,
surgeons, psychiatrists, psychologists, dentists, residents, interns, or licensed nurses.

Abuse or neglect — Intentional maltreatment of an individual that may cause injury, either
physical or psychological. The following are various types of abuse:

a. Mental Abuse — includes humiliation, harassment, and threats of punishment or
deprivation.
b. Physical Abuse — includes hitting, slapping, pinching ef,kicking or mistreatment. Also

includes controlling behavior through unlawful corporal punishment.

C. Sexual Abuse — meansinghides sexual assault and sexual exploitation.

d. Emotional Damage — when a child is suffering serious emotional damage oris ata
substantial risk of suffering serious emotional damage, evidenced by states of being or
behavior, including but not limited to, severe anxiety, depression, withdrawal or untoward
aggressive behavior toward self or others, regressive behavior or new speech
disorders.

e. Neglect — the negligent treatmentfailure or maltreatment of a child by a person
responsible for the child’s welfare under circumstances indicating harm or threatened
harm to the child’s health or welfare. The term includes both acts and omissions on the
part of the responsible person {Penal Code 11165.2}.

i General Neglect - the negligent failure of a person having the care or custody of
a child to provide adequate food,) clothing, shelter, medical care or supervision
where no physical injury to the child has occurred.

i. Severe Neglect - the negligent failure of a person having the care or custody of a
child to protect the child from severe malnutrition or medically diagnosed non
organic failure to thrive. It also means those situations of neglect where the
person having the care or custody of a child willfully causes or permits the person
or health of the child to be placed in a situation such that the child’s person or
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health is endangered. This includes intentional failure to provide adequate
food, clothing, shelter and / or medical care.

f. Willful cruelty or unjustifiable punishment - A situation where a person willfully harms or
injures a child or causes or permits a child to suffer or inflicts unjustifiable physical pain
or mental suffering upon the child or permits a child to be placed in a situation where the
child’s person or health is endangered.

g. Unlawful corporal punishment or injury - a situation where a person willfully
inflicts upon a child cruel or inhuman corporal punishment or injury resulting in a
traumatic condition.

h. Reasonable Suspicion — for purposes of this article, “reasonable suspicion”
means that it is objectively reasonable for a person to entertain a suspicion,
based upon facts that could cause a reasonable person in a like position,
drawing, when appropriate, on his or her training and experience, to suspect
child abuse or neglect. “Reasonable suspicion” does not require certainty that
child abuse or neglect has occurred nor does it require a specific medical
indication of child abuse or neglect; any “reasonable suspicion” is sufficient. For
purposes of this article, the pregnancy of a minor does not, in and of itself,
constitute a basis for a reasonable suspicion of sexual abuse.

i Nete: Child abuse does not include a mutual affray between minors or
an injury caused by a peace officer's reasonable and necessary force
used while acting within the course and scope of the officer's employment
as a peace officer. Affray is not defined in the law, but the dictionary
defines it is a fight, quarrel or brawl.

C. POLICY:

1. Under-Sections-11166-ef- the-California Penal Code §11166; mandated reporters who has
knowledge of or observes a child in his/her professional capacity or within the scope of his/her
employment whom he/she knows or reasonably suspects, has been the victim of child abuse or
neglect, to report such suspected instances to the designated agency. The initial report must be
made immediately, or as soon as practically possible, by telephone and followed up with a
written report within thirty-six (36) hours that is transmitted by facsimile (FAX) or
electronically. A mandated reporter may report suspected emotional damage under Section
11166.05 of the California Penal Code.

2. The following criteria may indicate a need for further assessment. Criteria may include the
following:

a. injuries inconsistent with what the patient reports to have happened (i.e., burns, weits,
bites and scratches).

b. Unusual patterns of injury (i.e., hairbrush, rope or belt marks).

C. Poor hygiene, malnourishment.

d. Fear of parent or caregiver, being withdrawn or tearful.

e. Inappropriate responses to questions about a safe environment or being threatened at
home,

f. Home or institution in which child resides is unsuitable for the child because of abuse or
neglect.

3. This law relates to any person under the age of 18 years whose home is an unfit place for
him/her, by reason of neglect, cruelty, depravity or emotional abuse by eitherparentparent,
guardian or other person in whose custody or care he/she resides.

4, If a minor seeks treatment for pregnancy, an abortion, sexually transmitted disease or birth
control assistance, a report is not indicated unless there is evidence or reasonable suspicion to
believe that a sexual assault, sexual abuse, or other abuse or neglect has occurred. (Pregnancy
in a mentally or physically impaired or mentally compromised child does raise a reasonable
suspicion of child abuse).

5. If voluntary sexual activity exists between minors who are of disparate ages and one of the

minors is under 14 years of age, or, one party is a minor and the other is over age 21, or, any
relationship in which it appears that a minor is being manipulated or exploited, a report of child
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abuse is required.

All cases of child abuse suspected and actual must be reported by any mandated reporter as

follows:

a. Notify the Child Abuse Hotline by telephone (1-858-560-2191 or 1-800-344-6000

b. Prepare and send a written report (SS 8572: Suspected Child Abuse Report) within
36 hours of receiving the information concerning the incident e.g., contacting the
Hotline

c. Fax the completed SS 8372 or written report to the Hotline.

teleehe;we%ane—iFonNard SS 8572—4 to the hospttal Socual Servnces Department to

be-mailedand-a-copyfiled-
Use a FAX Report: Monday - Friday, 0800 to 1700 only. (Do not send an SS 8572 if the FAX
Report has been sent)

+-10.

1211,

1312

14:13.

15-14.

16-15.

Upon reporting suspected child abuse, the county caseworker or Ch!]d protective worker will
instruct the hospital whether or not to place a 48 hour "hold" on said child. The court hold is
usually placed as a means of providing protective custody and ensuring that the child will be
given proper medical treatment. The "hold" shall be released within 48 hours, excluding non-
judicial days, after the minor has been taken into custody, unless within said period of time a
petition is filed with the Juvenile Court for a detention hearing. If a petition is filed with Juvenile
Court, the child shall remain in custody until which time the "detention hearing" has transpired.
At that time, the physician or District will act in accordance with court orders from said hearing.
The mandated reporter involved in evaluation, collection of facts and information, and reporting
has the responsibility of ensuring such information is documented in writing in the medical chart
in a comprehensive manner.
A mandated reporter shall inform the legal guardian of said "suspected" abused child of what
actions have taken place, why they transpired, and what position the hospital must take in such
situations as prescribed by law.
The Social Services Department at the hospital has the primary responsibility for coordinating,
tracking the reporting of suspected cases of abuse/neglect to the appropriate agency as well as
notification of the TCHD Compliance Officer. This applies whether seen in the Emergency
Department or admitted to the Medical Center.
TCMC Social Services Department will be notified of all cases of suspected child abuse /
neglect by one of the following methods:
a. Making a Social Services referral through the computer.
b. By telephone to the Social Services department or page to a specific Social Worker.
c. By completing an SS 8572 Child Abuse Reporting Form and forwarding it to the hospital
Social Services Office.
d. By completing a Child Protective Service fax form and forwarding it to the hospital Social
Services office.
The Clinical Social Worker shall serve as the communication link between the District and
outside agencies regarding compliance with stated child abuse statutes and the regulations and
procedures of the San Diego County Health and Human Services Agency, Children Services.
In the event that a child is to be discharged from the hospital while deemed in the custody of the
Juvenile Court, the Clinical Social Worker or designee will coordinate such discharge by
requiring proper identification from the person to whom the child is being discharged; and will
request that court documentation of detention and custody be provided or mailed to the District
as soon as possible.
Copies of all completed Child Protective Service fax forms and Child Abuse Reporting Forms
(SS 8572) will be filed in the Social Services Department at the hospital.
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4£16. Any problematic cases are reported to the Director/Manager of Social Services and Director of
Legal Services/Risk Management for additional review.

48:17. Penal Code Section 11172 provides that no mandated reporter shall incur any civil or criminal
liability as a result of making a report authorized by the law.

19:18. When two or more mandated reporters have knowledge, or reasonably suspect, a reporting
incident, they can agree that a single report can be made. This can be coordinated through the
Social Services Department.

26-19. Any person who is not a mandated reporter who knows, or reasonably suspects, that a child has
been the victim of abuse, may report that abuse. Such report may be coordinated through the
Social Services Department.

D. REFERENCES:
1. California Hospital Association. (204220). California Hospital: Consent Manual. CHA
Publications: Sacramento.
2. California Penal Codes 11164-11174.3 of the The Child Abuse and Neglect Reporting Act.
+:3.
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A. PURPOSE:
1. To pro

vide guidelines for the management and reporting of suspected abuse/neglect of elders

and dependent adults.

B. DEFINITIONS:

1. Aband
a.

2. Abuse

onment:
Desertion of willful forsaking of an elder or dependent adult by anyone having care of
custody of that person under circumstances in which a reasonable person would
continue to provide care and custody.

means physical abuse, neglect, financial abuse, abandonment, isolation, abduction, or
other treatment resulting in harm, pain or mental suffering or deprivation by a care
custodian of goods and services s that are necessary to avoid physical harm or mental
suffering.

3. Dependent Adult:

a.

4, Elder:
a.

5, Endan
a.

Anyone between the ages of 18 and 64 years who has physical or mental limitations or
age-diminished physical or mental abilities which restrict that person's ability to carry out
normal activities or to protect his/her rights including (but not limited to) persons who
have physical or developmental disabilities or whose physical or mental abilities have
diminished because of age. This definition also includes any one between the ages of 18
and 64 who is admitted as an inpatient in an acute care hospital or other 24-hour health
facility.

Any person 65 years of age or older.
gered Adult:
Means a dependent or elder adult who is at immediate risk of serious injury or death,
due to suspected abuse or neglect and who demonstrates the inability to take action to
protect himself or herself from the consequences of remaining in that situation or
condition

6. Financial Abuse:
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10.

11.

12.

13.

a. Theft misuse of funds or property, extortlon duress fraud Qeeurewhen—a—persen

Exploitation:

a. Taking advantage of another for one’s own advantage or benifitAn unjust or
improper advantage or use of another person or their property for one’s own profit or
advantage (i.e., using a victim's financial means for another’s gain).

Imminent Danger:

a. Substantial probability that elder or dependent adult is in imminent or immediate risk of
death or serious physical harm, through either his/her own action or inaction or as a
result of the action or inaction of any other person.

Isolation:

a. Acts to intentionally preventing an individual from receiving mail, telephone calls or
visitors. an elder or dependent adult from receiving mail or phone calls.

b. Telling a caller or prospective visitor that an elder or dependent adult is not present,
does:

i. False

ii. Contrary to the express wishes of the elder or dependent adult, whether he or
she is competent or not; and

iil. Made for the purpose of preventing the elder or dependent adult from having
contact with family, friends or concerned persons

C. False imprisonment.

d. Physical Restraint of an elder or dependent adult for the purpose of preventing him or
her from meeting with visitors

Mandated Reporter:

a. Professionals or individuals listed under Penal Code required to report by law. Such
persons include, but are not limited to, health care providers such as physicians,
surgeons, psychiatrists, psychologists, dentists, residents, interns, or licensed nurses.

Mental Suffering:

a. Fear, agitation, confusion, severe depression or other forms of serious emotional
distress brought about by threats, harassment, or other forms of intimidating behavior.

b. False or misleading statements made with malicious intent to agitate, confuse, frighten
or cause severe depression or serious emotional distress of the elder or dependent adult

Neglect:

a. Failure to provide food, clothing, shelter, or health care for an individual unders

one s care when the means to do so are available. Ihe—neg#gent—ia#ure—eﬁa—persee

e-b.  Neglect includes:
i. Failure to assist in personal hygiene, or in provision of food, clothing or shelter
ii. Failure to provide medical care for physical and mental health needs (excludes
the elder or dependent adult who voluntarily relies on treatment by spiritual
means vs. medical treatment, when no other indicators of abuse exist)
iii. Failure to protect from health and safety hazards
iv. Failure to prevent malnutrition or dehydration
d-c. If a person cannot provide the above for oneself due to poor cognition functioning,
mental limitation, substance abuse, or chronic poor health, this also constitutes neglect
Physical Abuse: means all of the following;

a. Hitting, kicking, burning, and dragging, over or under medicating. Battery
b. Assault with a deadly weapon or force likely to cause great bodily harm
c. Unreasonable physical constraint, or prolonged or continual deprivation of food
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14, Sexual Abuse:

a. Unwanted sexual contact, sexual exploitation, forced viewing of pornography

15. Self-Neglect:

a. Failure to provide food, clothing, shelter or health Hitting, kicking, burning,
dragging, over or under medicating. Battery

b. Assault with a deadly weapon or force likely to cause great bodily harm

c. Unreasonable physical constraint, or prolonged or continual deprivation of food
or water

43-d. care for oneself.

e. Sexual assault which means any of the following:
i Sexual battery
ii. Rape
iii. Rape in concert
iv. Spousal rape
V. Incest
vi. Sodomy
vii. Oral copulation
viii. Sexual penetration
iX. Lewd or lascivious act

f. Use of physical or chemical restraint, or psychotropic medication under the following
conditions
i For punishment
ii. For a period significantly beyond that for which the restraint or medication is

authorized by a physician’s licensed in California who is providing medical care
to the elder or dependent adult at the time the instructions are given
iii. For any purpose not authorized by the physician
C. POLICY:

1. Sections 15600, et seq., of the California Welfare and Institutions Code requires that a
mandated reporter who, in his/her professional capacity, or within the scope of his/her
employment that has observed or has knowledge of an incident that reasonably appears to be
physical abuse, abandonment, abduction, isolation, financial abuse, or neglect, or is told by an
elder or dependent adult that he/she has experienced behavior, including the act or omission,
constituting acts described above, shall report to an adult protective services agency or local
law enforcement agency by telephone immediately or as soon as practicably possible, and by
written report within two (2) werking-days.

2. The following may indicate a need for further assessment:

a. Injuries inconsistent with what the patient reports to have happened (i.e., burns, welts,
bites and scratches)

b. Unusual patterns of injury (i.e., hairbrush, rope or belt marks)

C. Poor hygiene, malnourishment

d. Fear of parent or caregiver, being withdrawn or tearful

e. Improper responses to questions such as, “Is anyone misusing your money, food,
housing or not allowing you to obtain health care?”

f. Inappropriate responses to questions about a safe environment or being threatened at
home

3. The code also permits the reporting of suspected intimidation, cruel punishment, or other
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10.

11.

12.

13.

14.

treatment that endangers an elder or dependent adults’ emotional wellbeing.

Instances do not have to be reported if a physician, registered nurse, or psychotherapist are

unaware of independent evidence of incidents described in 1 above, and the patient has been

diagnosed with a mental iliness or dementia and mandated reporter does not believe abuse
occurred.

Abuse of an elder or dependent adult is a criminal act.

Welfare and Institutions Code Section 15634 provides that no mandated reporter shall incur any

civil or criminal liability as a result of making a report authorized by the law.

Any person who knowingly fails to report an instance of elder or dependent adult abuse is guilty

of a misdemeanor.

The mandated reporter will complete an assessment and report the findings to the attending

physician. If abuse is suspected, the mandated reporter will make a telephone report to the

appropriate agency immediately or as soon as practically possible.

a. If the alleged abuse occurred in a long-term care facility (Skilled Nursing Facility or
Board & Care), the report must be made to the local ombudsman (1-800-640-4661; fax
858-694-2568) or the local law enforcement agency where the incident occurred.

b. If the alleged abuse occurred anywhere else, the report must be made to the County
Aging and Independence Services (AlS) at 800-510-2020.

C. The mandated reporter will notify by phone, the adult abuse hotline (AIS) at 800-510-
2020, or the ombudsman'’s office 1-800-640-4661 and will complete the elder abuse
reporting form SOC 341.

The mandated reporter making the telephone report must complete a written report and mail it

to the appropriate agency within two (2) werking-days of making the telephone report.

All completed SOC 341 forms need to be forwarded fo the hospital Social Services Department

for mailing and filing. Copies of all completed "Suspected Dependent Adult/Elder Abuse" forms

(SOC 341) will be filed and maintained in the Social Services Department at TCHD.

The Social Services Department at TCHD has the primary responsibility for coordinating,

tracking the reporting of suspected cases of abuse/neglect to the appropriate agency, as well as

notification of TCHD Compliance Officer. This applies whether seen in the Emergency

Department, or admitted to the Medical Center.

Social Services Department will be notified of all cases of suspected elder abuse/neglect by one

of the following methods:

a. Making a Social Service referral through the computer.
b. By telephone to the Social Services department or page to a specific Social Worker.
C. By completing an SOC 341 Elder Abuse Reporting Form and forwarding it to the hospital

Social Services Office.
Detention of Endangered Adults - Welfare and Institutions Code Section 15703.05 allows a
physician treating an adult, if he/she determines that adult is endangered, to delay the release
until:

a. A local law enforcement agency takes custody of the patient
b. The responding agency determines the adult is not an endangered adult
C. The responding agency takes other appropriate action to ensure the safety of the

endangered adult (This law applies whether or not medical treatment is required)
If the patient was a victim of abuse, neglect or domestic violence (except child abuse or
neglect), the patient must be promptly informed that a report has been or will be made unless:

a. The health care provider believes, in the exercise of professional judgement, that the
informing the patient would place him or her at risk of serious harm, or
b. The health care provider would be informing a personal representative , and the provider

reasonably believes the personal representative is responsible for the abuse, neglect or
other injury and that informing the personal representative would not be in the best
interests of the patient

C. Verbal notification is sufficient. A report must be made even if the patient objects. The
health care provider may suggest that the victim go to a protected environment due to
the risk of retaliation after the report is made.
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15. When appropriate, the Clinical Social Worker shall inform the patient and/or family of what
actions have taken place, why they transpired, and what position the District must take in such
situations as prescribed by law.

16. The Clinical Social Worker shall serve as liaison between the District and all outside agencies,
in compliance with Eider/Dependent Adult Abuse statutes and the regulations and procedures of
San Diego County Department of Social Services.

17. The Clinical Social Worker may continue to provide case management including discharge
planning to a safe environment.

18. Any problematic cases are reported to the Director/Manager of Social Services and the-Directer
of Risk Management for additional review.

19. When two or more mandated reporters have knowledge or reasonably suspect a reportable
incident, they can agree that a single report can be made. This can be coordinated through the
Social Services Department.

20. Any person who is not a mandated reporter who knows, or reasonably suspects, that an elder or
dependent adult has been the victim of abuse, may report that abuse. Such reports may be
coordinated through the Social Services Department.

D. REFERENCE(S):
1. Adult Protective Services (SRS).

2. California Hospital Association. (20442020). California Hospital: Consent Manual. CHA
Publications: Sacramento.
1:3.
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g‘? Tri-City Medical Center

Oceanside, California
PATIENT CARE SERVICES

STANDARDIZED PROCEDURE: Fdap{TETANUS, DIPHTHERIA & PERTUSSIS (TDAP) VACCINE
ADMINISTRATION FOR ANTEPARTUM OR&POSTRARTUM
OBSTETRIC PATIENTS AND EMPLOYEES

POLICY:
A. Function: To provide guidelines for administration of the Tdap vaccine to antepartum and

pestpertum—womemanei—hesp&el—empieyees

Tdap vaccine will be offered to all inpatient antepartum patients with every pregnancy

(unless already recelved in the current pregnancy)—and~pes#eaﬁem—wemer+whe—érd—net

they do not have a Contralndlcatron to the vaccmatlon before discharge from the
hospital.
2. The RN shall:
a. Identify and provide Tdap vaccine to all inpatient antepartum and-pestpartum
women meeting screening criteria.
i. Tdap vaccine is contraindicated:

1) In those with history of serious allergic reaction (anaphylaxis) to
any component of the vaccine
2) fn those with history of encephalopathy (coma or prolonged

seizure) within 7 days of receiving a vaccine with Pertussis.
ii. Physician notification with a new order is required to proceed with
immunization for the following risk factors:

1) Moderate or severe acute illness with or without fever until the
acute illness resolves,

2) Guillain-Barré syndrome less than (<) 6 weeks after previous dose
with tetanus toxoid containing vaccine

3) Unstable neurologic condition (consult MD if patient has any
neurologic condition for further advice)

4) History of an Arthus reaction {i.e. a severe injection site reaction

with hemorrhage or local necrosis typically developing 4 — 12
hours after vaccination) following a previous dose of a tetanus
toxoid—containing and/or diphtheria foxoid—containing vaccine
iii. Simultaneous vaccination of Tdap with Measles Mumps and Rubella,
Rh immune globulin, and Influenza vaccine is safe.
iv.  Tdap may be given in the 2" or 3" trimester of pregnancy and should be

glven once wrth every pregnancy ﬁnet—gwen—éunng—the—pregnaney—the

. Nursing . .
Department Pgl[ilgil:zl& Leadership | Department | Pharmacy & distl:?;?irnary Eh::glﬁ?)e Admini Pro;%?;gnal Board of
Review Procedures Exeeutwe of OB/GYN Therapeutics Committee Committee stration Committee Directors
11/12,
06/10, 05/12, 05/12, 05/12,09/15, | 11/12,01/16, |  01/16, 02116, 05117, | 1212
05/12, 02/15, 02/15, 06/15, 12/16 02/17. 05/21 04/17. 07124 04117 11/21 a 02/16,
01/15, 08/16 | 09/16, 05/20 | 09/16, 06/20 ' ’ 10/21’ 05/17
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Page 2 of 3
B. Circumstances:
1. Setting: Tri-City Medical Center — Inpatient Antepartum-and-Mether-Baby-postpartum
care units:
2. Supervision: None required
3. Considerations for administration:

a. Requires careful screening of patient’s prenatal care or lack of prenatal care,
availability of immunization record, and-assessment of risk factors associated
with exposure, and potential for development with-the-previous-vaceination-of
Pertussis (if it was developed with previous vaccination)

b. Reduces the risk of Pertussis exposure from the mother; postparium-women;
significant-others-and-extended-family-members-to theirnewly-born-infant: the
newborn

c. Compliance with recommendations from the California Department of Health,
Centers for Infectious Disease to prevent infant deaths under 12 months due to
Pertussis

Ik PROCEDURE:

A. The RN shall:

1.

2.

Identify and document vaccination history regarding previous Fd-and-Tdap vaccination
while screening patient for eligibility for Tdap immunization by-geingte-Ad-HosWNS
Meaternal-Forms;-OB-lmmunization-profile during the decumentation-of the-admission
process in-the-electronic-health-record-for all inpatient antepartum;-intrapartum

patienis-and-pestpartum-patients upon-admission-to-the-unit

a.

The Ppatient is not eligible for vaccination if any of the risk factors below are

identified:

i Previous severe allergic reactions (i.e. anaphylaxis) to any component of
the vaccine.

ii. History of coma or prolonged seizures occurring less than {<} 7 days after
of administration of a pertussis vaccine (DTP, DTaP, Tdap) that was not
attributable to any identifiable cause.

1) Note: Family history of seizures is not a contraindication
iii. Patient received and can verify administration of the Tdap vaccine during

in this pregnancyem—hﬂewef-preweusl—y—reeewag#dap

Physician notification with a new order is required to proceed with immunization

for the following risk factors:

i Moderate or severe acute iliness with or without fever until the acute
illness resolves

ii. Guillain-Barre syndrome less than {<} 6 weeks after previous dose with
tetanus toxoid containing vaccine

iii. Unstable neurologic condition {consult-Mb-ifpatient-has-any-neurolegic

iv. History of an Arthus reaction (i.e. a severe injection site reaction with
hemorrhage or local necrosis typically developing 4 — 12 hours after
vaccination) following a previous dose of a tetanus toxoid — containing
and/or diphtheria toxoid — containing vaccine

Administer tetanus/diphtheria/pertussis{Tdap)} as per pharmacy dosing,

preferable in the bicep muscle.
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VI.

REQUIREMENTS FOR CLINICIANS INITIATING STANDARDIZED PROCEDURE:
Current unencumbered California RN license.
Initial Evaluation: Orientation

Ongoing Evaluation: Annually-SkillsLab-preceduralreview-and-exam-

A.
B.
C.
DEVELOPMENT AND APPROVAL OF THE STANDARDIZED PROCEDURE:

A. Method: This Standardized Procedure was developed through collaboration with Nursing,
B.

Cc

A.

Medicine, and Administration.
Review: Every two (2) years.

LINICIANS AUTHORIZED TO PERFORM THIS STANDARDIZED PROCEDURE:
All Registered Nurses who have successfully completed requirements as outlined above are
authorized to direct and perform Tdap Vaccine Administration for Antepartum erand-Postpartum
Obstetric Patients Standardized Procedure.

REFERENCES:

A. The American College of Obstetricians and Gynecologists Committee. Update on Immunization
and Pregnancy: Tetanus, Diptheria, and Pertussis Vaccination. Opinion Number 524 718,
March-2012-September 2017 (Reaffirmed 2019)

B. Center for Disease Control and Prevention, Morbidity and Mortality Weekly Report April
27, 2018 Recommendations and Reports, Vol. 67, No. 2

B-C. Center for Dlsease Control MMWR—E&bwyM%J#e#—@Q—LNe—?—Updaied

D. Healthcare Personnel Vaccmatlon Recommendatlons March 2018. Immunlzatlon Action
Coalition. www.immunize.org/catg.d/p2017.pdf

E. Morbidity and Mortality Weekly Report. Use of Tetanus Toxoid, Reduced Diptheria
Toxoid, and Acellular Pertussis Vaccines: Updated Recommendations of the Advisory
Committee on Immunization Practices-United States. January 24, 2020, Vol. 69, No.3

F. Standing Orders for Administering Tdap to Pregnant Women. June, 2018. Immunization
Action Coalition. www.immunize.org/catg.d/p3078b.pdf

G. Talking to Pregnant Women About Vaccines. December, 2019.
Cdc.gov/vaccines/pregnancy
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NURSE PRACTITIONER STANDARDIZED PROCEDURES

TABLE OF CONTENTS

I Development, Review and Approval of Nurse Practitioner (NP) Standardized Procedures
1. Setting and Scope of NP Practice (Functions)

Hl. Management of Controlled Substances by the NP

V. Supervision of the NP by Physician

V. NP Qualifications — Education and Licensing

Vi Quality Improvement

I DEVELOPMENT, REVIEW AND APPROVAL OF NP STANDARDIZED PROCEDURES
A. Standardized procedures for the NP are developed through collaboration among physicians,
administration, and nursing, and in compliance with applicable sections of the California Code of
Regulations and the California Business and Professions (B&P) Code.
B. Standardized procedures are the legal mechanism for the NP to perform functions which
otherwise would be considered the practice of medicine.
C. Standardized procedures are maintained in the allied professional’s file in the medical staff
office.
1. All standardized procedures will be reviewed every two years, or as needed, and revised
as indicated.
2. Changes made to the standardized procedures are reviewed by and approved by the
Medical Director, the medical Department/Division and applicable Tri-City Medical
Center (TCMC) Medical Staff committees and the Board of Directors.

1. SETTING AND SCOPE OF NP PRACTICE (FUNCTIONS)
A. SETTING
1. The NP may function within any locations operated through Tri-City Medical Center

(TCMC) designated specialty privileges as delineated on the privilege card. The NP is

not permitted to order medications or place orders on a medical record unless they are

physically present in TCMC locations.
B. SCOPE OF NP PRACTICE (FUNCTIONS)
1. The Oncology NP will;

a. Assume responsibility for the Oncology care of patients, under written
standardized procedures and under the supervision of the TCMC medical staff
member (physician) as outlined in the TCMC Allied Health Professionals Rules
and Regulations.

i Patients may be seen for the initial medication assessment by the NP
with the agreement and under the supervision of the physician. The NP
must consult the supervising physician if assessing a medication outside
of the NP defined scope of practice as defined in the standardized
procedure. The supervising physician may choose to perform the initial
medication assessment and then assign the NP responsibility for
implementation and follow through of the plan of care for the patient,
subject to the supervision requirements of the TCMC medical staff.

b. Admit and discharge patients only with physician order and consultation. Patients
are admitted to, and discharged from, inpatient and outpatient services, with the
order of the supervising physician. Telephone/verbal orders for admission and
discharge can be obtained from the physician and entered by the NP. Telephone
orders are systems directed for physician signature which is required within 48

hours.

C. Administer medications (including an injectable) as necessary for patient needs.
Medication administration by an NP does not require a standardized procedure.

d. Obtain medical histories and perform overall health assessment for any
presenting problem.

e. Provide or ensure case management and coordination of treatment.
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M.

f. Make referrals to outpatient primary care practitioners for consultation or to
specialized health resources for treatment, as well as any subsequent
modifications to the patient’s care as needed and appropriate. Inpatient
consultations must be physician to physician as stipulated in the medical staff
bylaws.

g. Document in the patient’s medical record, goals, interventions clinical outcomes
and the effectiveness of medication in sufficient detail so that any Practitioner
can review and evaluate the effectiveness of the care being provided.

h. [dentify aspects of NP care important for quality monitoring, such as symptom
management and control, health behaviors and practices, safety, patient
satisfaction and quality of life.

i Utilize existing quality indicators or develop new indicators to monitor the
effectiveness of the care provided to the patient.

j Formulate recommendations to improve patient outcomes.

K. Provide patient health education related to medications heaith issues.

MANAGEMENT OF CONTROLLED SUBSTANCES

A. The NP may furnish non-controlled substances and devises included in the Standardized
Procedure under the supervision of a designated supervising physician.

B. Definition: controlled substances are defined as those scheduled drugs that have a high
potential for dependency and abuse.
1. Schedule |l through V drugs require successful completion of an Advanced

Pharmacology continuing education course that includes Schedule 1l controlled
substances based on standards developed by the California Board of Registered

Nursing.

a. This course must be successfully completed prior to the application to the United
States Drug Enforcement Administration (DEA) for a Schedule Il registration
number.

2. When Schedule Il through V drugs are furnished or ordered by a NP, the controlled
substances shall be furnished or ordered in accordance with a patient-specific Power
Plans approved by the treating or supervising physician and the Division of Oncology.

SUPERVISION BY A PHYSICIAN PURSUANT TO CA BUSINESS AND PROFESSIONS CODE
A. Supervision for purposes of this standardized policy is defined as supervision by and MD or DO
for the performance of standardized procedure functions and for the furnishing or ordering of
drugs by a NP pursuant to California (CA) Business & Professions Code.
Each NP will at all times have a supervisory relationship with a specifically identified TCMC
physician member.
No physician shall provide concurrent supervision for more than four NPs,
The Supervisor is not required to be present at the time of the patient assessment/examination,
but must be available for collaboration/consultation by telephone.
Ongoing case specific Supervision occurs as needed, with frequency determined by the NP
and/or the Supervisor. The consultation, including recommendations, is documented as
considered necessary by the Supervisor in the clinical record.
1. Additional Supervision occurs as described below under “Quality Improvement.”
F. Supervisor notification and consultation is obtained under the following circumstances:

1. Emergent conditions requiring prompt medical intervention after stabilizing care has
been started.
Acute exacerbation of a patient’s situation;
History, physical or lab findings that is inconsistent with the clinical formulation or
diagnostic or treatment uncertainty.
Patient refusal to undergo a medical examination and/or appropriate medical monitoring.
Upon request of the patient, another clinician or Supervisor.
Upon request of the NP.
The supervising physician will examine the patient on the same day as care is provided
by the NP for non-scheduled patient admissions.
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V.

V.

VII.

QUALIFICATIONS - EDUCATION AND LICENSING
Education and training:

A.

B.

1.
2.

Master’s degree in Nursing from an accredited college or university; AND
Completion of an approved Adult, Child, or Family Nurse Practitioner program.

Licenses and Certification:

1.
2.

3.
4.

5.
6.

Currently licensed by the State of California Board of Registered Nursing as a
Registered Nurse;

Currently certified by the State of California as a Nurse Practitioner;

Possession of a California State-issued medication Furnishing Number;

Possession of a DEA Number: Issued by the Drug Enforcement Administration the DEA
number is required to prescribe controlled drugs. Drugs and/or devices furnished by the
NP may include Schedule Il through Schedule V controlied substances.

BLS or ACLS in accordance with the specialty requirement.

CNOR Certification if assisting in surgery.

QUALITY IMPROVEMENT
NPs participate in the identification of problems that may pose harm for patients to facilitate
change and improvement in patient care.

A.

1.

2.

3.

4.

5.

The NP will complete clinical quality review reports when necessary and inform
appropriate personnel.

The NP will note errors or inconsistencies in patient records and intervene to correct and
resolve these.

NP cases referred for peer review shall be evaluated by the Supervisor in conjunction
with the medical staff peer review processes.

The Supervisor conducts an annual review of the NP’s performance, and gives input into
the Annual Performance Evaluation.

The NP will be subject to existing methods of monitoring and quality improvement will be
utilized where appropriate. These methods include, but are not limited to supervision,
medication monitoring and the medical staff peer review process.

The NP will maintain and upgrade clinical skills as required to meet professional standards.

1.

Documentation of participation in relevant continuing education activities.

Practice Prerogatives
As determined by the NP — Oncology Card.

A.
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Acknowledgement Statements:

| certify as my signature represents below, as a Nurse Practitioner requesting AHP status and clinical
privileges at TCMC that in making this request, | understand and | am bound by these standardized
procedures, the clinical privileges granted, the Medical Staff Bylaws, Medical Staff Rules and Regulations, and
Department Rules and Regulations, and policies of the Medical Staff and TCMC.

As the sponsoring physician, | agree as my signature represents below to accept and provide ongoing
assessment and continuous overview of the Nurse Practitioner’s clinical activities described in these practice
prerogatives while in the hospital.

Nurse Practitioner Signature Date
Supervising Physician Signature Date
Supervising Physician Signature Date
Supervising Physician Signature Date
Supervising Physician Signature Date

Supervising Physician Signature Date



%‘? Tri-City Medical Center

Oceanside, California

ENVIRONMENT OF CARE MANUAL
EQUIPMENT MANAGEMENT

SUBJECT: Acquisition of Furniture and Furnishings POLICY NUMBER: 5011
ISSUE DATE: 11/87

REVIEW DATE(S):

REVISION DATE(S):01/97, 07/00, 05/03; 12/15

Department Approval-Date(s): 09/14510/20
Environmental Health and Safety Committee Approval-Dates{s): 10/1511/21
Medical-Executive-Committee-Approval Dates(s): N/A
Administration Approval: 11/21

Professional Affairs Committee Approval-Bate{s}: 4115 nl/a

Board of Directors Approval-Bate{s}: 12/15

A. PURPOSE

1.

To establish policies and procedures for the procurement ofer furniture, furnishings and fixtures,
(other than medical furniture) to meet the replacement and additional needs throughout Tri-City
Healthcare District (TCHD).

B. POLICY

1«

aP

27,

3-8.

Only fire safe materials will be allowed into the facility itis-the-pelisy-of TCHD-thatwhen
acquiring furniture, furnishings, and related supplies.-that only-fire-safe-materials-will be-allowed

into-the-fasility-

The purchase of Efurnishings-in-FGHD will be determined based onfrom-the-standpeintof
utility, durability, maintaining cleanliness and therapeutic and aesthetic value of color and
design.

Outside consultants and/or TCHD resources will be utilized for interior decorating or interior
design services, when indicated.

lHs-the-polisy-of TCHD-that-aAll furniture, curtains, draperies, carpeting, wastebaskets,
shelving, and miscellaneous furnishings meet National Fire Protection Association (NFPA®) fire
safety codes.

RESPONSIBILITY:

All requests for new items will be requested through Supply Chain Management

describing needs, justifications and specific locations. The request must have prior “C

Suite” approval.

Supply Chain Management is responsible for obtaining approvals and procuring all new

furniture, furnishings, fixtures and related supplies.

4a. NFPA requirements and regulations will be followed for purchasing furniture or
furnishings.

Department Directors or Managers are responsible for the protection and safeguarding of

furnishings assigned to their areas.

The Director of Facilities Engineering-or designee is responsible for structural development on

approved remodeling projects and for installation or fremoval of fixtures permanently attached to

structures.
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Environment of Care Manua! — Equipment Management
Acquisition of Furniture and Furnishings
Page 2 of 3

B-C.

PROCEDURE

FURNITURE AND FURNISHING IMPLEMENTATION:

1.

Interior furnishings consist of, but are not limited to; upholstered furniture, waste and trash
receptacles, interior finishing such as wall, ceiling, and floor coverings, carpets and wallpaper,
drapes, curtains and other textiles.

Upholstered Furniture: All furniture possessing a combustible capability must be certified or bear
a statement or tag that it meets, or was tested under, the requirements of the National Fire
Protec’uon Association 260 or 261 Standard and California TB133 requrrements lhes&are-the

ergare%tes Thrs only apphes to areas of the facrllty that lacks sprlnklers Areas wrth sprmklers are

exempt per the Oceanside Fire Chief. Upholstered furniture paddings must maintain the

flammability requirements of California Bureau of Home Furnishings Technical Bulletin 117 (TB

117) certification.

Draperies, Curtains and Similar Furnishings: Drapes, cubicle curtains, etc., (hanging fabrics or

textiles) are to be flame resistant, and must have been tested to meet the requirements of the

NFPA-701 "Standard Methods of Fire Tests for Flame Resistant Textiles and Films".

Waste and Trash Receptacles and Carts: Wastebaskets, trash and similar containers such as

carts shall be of non-combustible or other approved materials as follows:

a. No trash or garbage container (except those uses exclusively for transport) will be larger
than 32 gallons.

Carpeting: All new carpeting purchased for installation TCHD facilities shall be Class 1 in

accordance with NFPA Standard 253, "Standard Method of Test for Critical Radiant Flux of

Floor Covering Systems Using a Radiant Heat Energy Source."

Fire Retardant Coatings: When articles used for interior finishing’s have a fire retardant coating,

users must ensure such materrals retain therr retardance under servrce condrtlons When-in

Highly Flammable Furnishings and Ddecorations:

a. Furnishings or decorations of a highly flammable or explosive character are prohibited
from being displayed or used in this facility.
b. Textile materials having a napped, tufted, looped, woven, non-woven, or similar surface

shall not be applied to walls or ceilings unless meeting requirements of proper testing for
flame spread.
C. Cellular or foamed plastic materials shall not be used as interior wall or ceiling finish.
Heat Producing Appliances: Equipment will be installed and maintained in accordance with their
manufacturers’ instructions, applicable NFPA Standard and testing laboratory acceptance
criteria.
Supportive Documentation of Flammability Ratings:
a. Documents or certifications indicating a product's flammability rating shall are-required

te be retamed in an easrly retrrevable manner—te—satrs#aﬂ—rega#ate#y—agene—res
b. j
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Environment of Care Manual —~ Equipment Management
Acquisition of Furniture and Furnishings

Page 3 of 3
| E-E. REFERENCE(S):
1. National Fire Protection Association 260 or 261 Standard and California TB133
2. California Bureau of Home Furnishings Technical Bulletin 117 (TB 117)
3. NFPA - 701 "Standard Methods of Fire Tests for Flame Resistant Textiles and Films"
4, NFPA Standard 253, "Standard Method of Test for Critical Radiant Flux of Floor Covering
Systems Using a Radiant Heat Energy Source”
5. NFPA 703, "Standard for the Fire Retardant Impregnated Wood and Fire Retardant Coatings for

Building Materials."
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%‘?g Tri-City Medical Center

Oceanside, California

ENVIRONMENT OF CARE
HAZARDOUS MATERIAL MANAGEMENT

SUBJECT: Battery Management and Disposal POLICY NUMBER: 6012

ISSUE DATE: 3/98
REVISION DATE(S): 6/00, 4/03, 05/15

Department Approval-Bate{s): 03/4510/21
Environmental Health and Safety Committee Approval-Date(s): 05/4511/21
Administration Approval: 11/21
Professional Affairs Committee Approval-Bate(s): 058115 nl/a
Board of Directors Approval-Date{s}: 05/15

A. PURPOSE:
1. To define the process of control and disposal of used batteries in compliance with State and
Federal laws and regulations.

B. POLICY:

1. All batteries, including lead acid, gellcell, nicad, mercury carbon zingc, silver oxide, and lithium or
alkaline are to be disposed of according to this policy. Batteries shall not be disposed in regular
trash containers.

2. Standard Batteries:

a. All used standard batteries will be stored in containers provided by Environment of
Care/Safety Officer and held in the user department for pickup by Environmental
Services.

% o i " A
b-a. Central Storage for used batteries in-Cempastors-Compeound-is maintained by
Environmental ServicesEngineering.

piekip-
i, Environmental ServicesEngineering will contract/arrange with authorized
battery handling company (ies) for the disposal of batteries.
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2
§‘§ Tri-City Medical Center

Oceanside, California

ENVIRONMENT OF CARE MANUAL
LIFE SAFETY MANAGEMENT

SUBJECT: Gede-Red-Polisy-and-Fire Plan (Code Red)

ISSUE DATE:

11/87

REVIEW DATE(S): 11/90, 11/93, 11/97, 04/06, 06/12, 08/15
REVISION DATE(S): 11/94, 03/00, 04/03, 10/11, 04/13, 10/15

03/19
Department Approval: 44/14810/21
Environmental Health & Safety Committee Approval: 144811/11
Administration Approval: 03/4911/21
Professional Affairs Committee Approval: n/a
Board of Directors Approval: 03/19

A. PURPOSE:

1.

To identify the actions Tri-City Healthcare District (TCHED) s-Code-Red-Policy shallwill
implement insurto e-the-ensure protection of patients, workforce members (WFM)
employees, visitors and property from fire, smoke and other products of combustion.

To provide instructions on performing the following;

a. ldentifying when to report a fire

b. Identifying when to initiate a fire alarm

c. Smoke and fire containment

d. Using a fire extinguisher

e. Assisting with relocating and evacuating patients

a-f. Identify fire hazards

B. DEFINITIONS:

1. Workforce Members —~ Employees, medical staff, and Allied Health Professionals (AHP),
volunteers, trainees, and other persons whose conduct, in the performance of work for
TCHD, is under the direct control of TCHD whether or not they are paid by TCHDR
2. RACE - an standardize acronym for the actions to implement when a fire is identified
a. R: Rescue - remove anyone from immediate danger, closing fire and room
doors and calling out for assistance

b. A: Alarm - activate the nearest fire alarm (pull station) and call PBX operators
by dialing "66" and notify them of the “Code Red” fire. All off campus locations
dial "911".

c. C: Contain - close all remaining doors.

d. E: Extinguish - extinguish the fire if it can be done without endangering
yourself or others.

3. PASS — an acronym used to provide instructions for using a fire extinguisher
a. P: PULL the pin
b. A: AIM the nozzle at the base of the fire
c. S: SQUEEZE the handle
d. S: SWEEP back and forth across the base of the fire

4, Evacuation Plans — Evacuation plans that identify evacuation routes and the location of
alarms and firefighting equipment. The plans are posted in all departments, units, and
throughout the facility.

B-.C. POLICY:
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Environment of Care Manual Life Safety Management

Code Red Policy
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1.

2.

WFM will be provided education to use the following acronyms RACE and PASS to assist
with remembering the following:

Supervisors are responsible for showing new employees the location of extinguishers
and alarm pull stations during department orientation

-The Code Red policy will be reviewed by all WFMsta#f during orientation. Aspects

Fire safety will be reviewed annually using a cemputerbasedcomputer-based learning
module (CBL). The following topics will be reviewed:

a. Actions to implement in the event of a fire
b. How to initiate a fire pull alarm stations
c. Instructions to identify the fire pull alarm stations, location of fire extinguishers,

and evacuation map on their assigned departments

AHP, Volunteers, Medical Staff, students, and non TCHD personnel do not have a defined
role in the fire response plan and should remain in their current location at the time a fire
alarm sounds and render assistance under the direction of the department leadership
team as needed

c-D. PROCEDURE:

1.

When a fire or smoke is observed, staff will notify the public broadcast exchange (PBX)

via telephone and if possible activate a fire pull alarm.-Eire-Alarm-Seunds:

a. The PBX hespital operator will announce using the en-the overhead page system
"Code Red" and-theand the Iocatlon of the code red three tlmes and-give-location-of

b. lf you are away from your ass:gned area when the alarm sounds stay where you are
and wait for further instructions from the overhead page system.
c. The hospital’s Fire Response team will consist of designated personnel in Facilities

Services, Environmental Services and Security Services. Upon hearing the alarm, these
WFMstafmembers-are to stop their work and go immediately to the area indicated by
the overhead page system.

d. AnThe Senior Engineer Leader will take immediate charge of the Fire Response Team.
In his or her absence, the Engineer on duty will take command. This team is subject to
the direction of the Administrator and/or City Fire Captain upon his or her arrival.

€. Patients are not to be evacuated from floors without the order of the Incident
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Code Red Policy
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h.

Commander or designee. If it is apparent to the Department Director/or designee anthat
evacuation is absolutely necessary for patient safety, and if it is not possible to obtain
the authoritative order, he or she may elect to evacuate patients.

Engineering will clear the fire alarm after the fire is secured.

Clinical personnel on other units should remain at their stations. All other personnel
should remain in their work areas unless their assistance is requested.

The Hhospital Public Broadcast Exchange (PBX) Operator will announce on the
overhead page system "Code Red All Clear" when fire is secure.

Code Red (lmplementmg a Code Red m Your Work ¥eu+'—Area)
1)

b-a.
&-b.
d-c.

fe.
g-f.

Remove patients and other persons from immediate danger.

Go to the nearest fire alarm pull station and pull the handle to activate the alarm.

Dial "66" to report "Code Red." Provide your Give location, size, extent and location of

fire, and material burning, if known. Affiliated Fascilitiesoff campus dial "911".

Extinguish fire if jpessible—if it is safe.; Uuse a fire extinguisher to attempt to bring fire

under control using the —acronyms RACE and PASS — See addendum A

e-. If fire is out of control, close doors to room/area and shut off oxygen if possible.
Move patients to the other side of the fire door away from the fire. Allow no one
except the fire department to enter.

Check for smoke and flames in other rooms then close all doors.

Stand by to assist as needed.

Fire in Patient's Room:

a.

Patient’s bed in flames:
i. Remove the patient from bed to a safe place such as another bed, chair or

hallway.

a&ii.  Depress the nurse call butfon in the bathroom for immediate assistance. Do not
take a smoldering bed out of the room.

b+ii. Close the patient’'s room door once the patient is out.

eiv. Activate the fire alarm pull station nearest to the fire.
¢v. Call PBX Operator, dial "66". Provide your location, size, extent and location
of fire, and material burning, if known. Affiliated campus dial "911".Give

exactocation-of-the-fire-includingthe reom-number:
Area Not Evacuated Secondary to the Condition of the FireldnderFire Conditions:

a. Provide maximum protection:
i Instruct people to stay in their rooms with the door closed.
ii. Reassure patients of their safety.
iii. Place a wet blanket or linens at the base of the doors of all occupied room to
prevent smoke from entering room.
b. If safe to do so one WFMempleyee must remain in the corridor to assist fire department
upon their arrival.
Evacuation
5.a. :Always use stairs, never the elevator, during a fire.

a-. If evacuation is ordered for an area, the following are methods to be used:
1) Blanket Carry
i2)  Two Person Carry

b+ii.  Once a room has been evacuated, it should be marked "empty" by placing a
pillow in front of the door. Only firefighters may enter the room after an
evacuation that.is completed.

&iii. Remove Medical Records if possible.

d&{iv. Review the evacuation plans to identify Evacuationplans-are-posted
throughoutthefacility—They-include- the most appropriate evacuation route.s
and-the-location-of alarms-and-firefighting-equipment.
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Code Red Policy
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6.

Be-Alert-EorFire Hazards:

Qo oW

a.

Never prop open fire doors.

Hallways must be kept clear at all times.

Never place flammabile liquids or oxygen near an ignition source.

Do not use unapproved appliances - appliances brought from outside source must be
cleared by Facilities Management.

Do not auew-stored items to obstruct sprmkler heads, mamtam an —(1 8" minimum
clearance from the items and the sprinkler heads)

If you see or smell smoke, report it immediately for investigation. Early detection means
prompt extinguishing of fire.

Duties of Personnel

ReviewBecompletely-familiarwith the Fire Safety Program, evacuation routes, and
your responsibilities identified policies and procedures

Participate in all fire drills and practice sessions as required.

LearnStudy the fire alarm code and how to report a fire - Dial "66". Affiliated Al-off
campus locations dial "911".

ldentify Learmn the locations of and how to operate the fire alarm pull stations and fire
extmgunshers

Observe the "No Smoking" rules.
Never store flammable liquids in your desk or cabinet.
Report any defective wiring - such as frayed cords, loose or broken plugs, blown fuses,
etc.
Properly dispose of waste or rags used with cleaning solvents per manufacturer’s
instructions.
Do not use portable heating units.
i. These units, particularly portable types are not permitted anywhere on the
hospital premises unless approved by Engineering,
Fii. -No portable heaters are allowed in patient care areas.
California Department of Corrections Rehabilitation Unit (CDCR) — 3 North South.
i If necessary, fire response will be coordinated via CDCR staff for custody
patients’ evacuation.
Switchboard personnel:
i. If the fire is in the area of the PBX office followyeu-weuld-follow the steps
outlined in the general instructions section.
il. If the fire is not threatening the PBX office yeu-weuld initiate the steps
below:
1) Upon receipt of a call notifying PBX of a Code Red/Fire, or when
the fire alarm is activated, yewwill immediately:
a) Notify the Fire Department, giving the address and location
of the fire in the hospital.
b) Notify all personnel through the use of the public address
system. Use the following code:

i) “Attention, Please — CODE RED and specific
location.” Repeat the page three (3) times.

2) Prepare the sSwitchboard for emergency operations only,

restricting calls.
3) Notify:

a) -Safety LeaderManagerof Sateh/EOC

b) Administrator On-call

c) Administrative Supervisor on duty

d) Security -Supervisor or Lead
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e) Director of Engineering
f) Emergency Department Clinical Leader Charge-Nurse
g) Other key personnel, as needed

4) ImplementCarrr-out administrative orders as directed.

5) If PBX system is inoperative, use the RED phones system or cell

E. FIRE HAZARDS:
Hazards that WFM shall recognize and correct, or cause to be corrected, or prevent from
existing, are as follows:

1.

a.

Careless Smoking — Observe all "No Smoking" rules and regulations. This
includes any product containing tobacco intended to be lit, burned, or heated to
produce smoke as well as any device used to smoke the tobacco, including but
not limited to a pipe, cigar, or cigarette, (including electronic cigarettes and vapor
devices).
Exit Ways - Do not obstruct aisles, doorways, fire escapes or allow their use as
storage places.
Combustible Waste - All combustible waste shall be placed in all metal containers
with tight fitting covers; so that any fire occurring will be kept entirely within the
container.
i. When materials capable of spontaneous ignition are stored, they shall be
kept in separate containers until safely disposed.
Fire Doors - The proper operation of fire doors is necessary to protect or isolate
one section of the building from another, thus providing protection to other areas
and persons within the building. Keep all fire doors properly closed, except those
equipped to close automatically. Fire doors wedged or propped open are of no
value in preventing the spread of fire.
Flammable Liquids - (Such as acetone, alcohol, benzene, and ether) Limit the
amount on hand to a minimum working supply. If possible, keep in metal
container. Where safety cabinets or storage rooms are available, keep these
materials in them and maintain the door to such storage in the closed position. No
smoking, open flame or sparking device shall be allowed around flammable
liguids or compressed gas. Oxygen and nitrous oxide shall not be stored with
flammable gases, such as cyclopropane and ethylene, or with flammable liquids.
Electrical Hazards - Report promptly any frayed, broken or overheated electrical
cords or electrical equipment. Do not operate light switches, or connect or
disconnect equipment where any part of your body is in contact with metal
fixtures or is in water. Specially built equipment is in use in the operating and
delivery rooms to eliminate electric sparks, and to control static electricity.
Acids - All concentrated or corrosive acids must be handled with extreme care.
Avoid storing these materials on high shelves, or in locations where they are
likely to be spilled or the containers broken. Organic acids and inorganic acids
shall not be stored together. Any spillage shall be immediately diluted or
neutralized and cleaned up.
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h. Electric Heaters - These units, particularly the portable type, are not permitted
anywhere on the hospital premises unless approved by Engineering. No portable
heaters are allowed in patient care areas.

i Heat generating devices or substances such as candles, hot plates, electric
blankets, heating pads, propane fueled devices, strand lights and oil lamps are
not appropriate for the hospital environment and are not allowed on hospital
property. Toasters, toaster ovens, microwaves and coffee machines are allowed in
break rooms/offices with the approval of the Safety Officer or Director of Facilities.
Devices must have an Engineering Electrical Safety sticker. Persons who do not
comply with these directions will be subject to the disciplinary process.

Addendum A

HOW TO USE A FIRE EXTINGUISHER

/I@a ‘

&

PULL AlM SQUEEZE SWEEP

THE PIN AT BASE OF FIRE THE LEVER FROM SIDE TO SIDE

What is the Fire Plan?
e Rescue anyone in danger and close the door on your way out
o Alarm - pull the pull-station and dial 66

=

e Contain the fire by closing other doors in the area
e Extinguish the fire if you can. Evacuate if necessary

How is a fire extinguisher used?
e Pull the pin
o Aim at the base of the fire

o Squeeze the handle
o Sweep from side to side



g&% Tri-City Medical Center

Oceanside, California

ENVIRONMENT OF CARE
SAFETY MANAGEMENT

SUBJECT: Disposing of Recalled Products POLICY NUMBER: 1030

ISSUE DATE: 11/87
REVISION DATE(S): 1/97, 7/00, 05/15:-809/2024

Department Approval-Bate{s): 04/1510/20
Environmental Health and Safety Committee Approval-Bates{s): 04/1511/21
Administration Approval: 11/21
Professional Affairs Committee Approval-Date(s): 05/15 n/a
Board of Directors Approval-Date(s): 05/15
A. PURPOSE
1. To prevent staff from attempting to use of defective and/or recalled products
2, To maintain the health and safety of Tri-City Health Care District (THCD) workforce
members, medical staff, patients and visitors.
A-B. POLICY
1. The following procedure will be implemented when disposing recalled products:
a. isolate-allrecalled-predustsisolate products awaiting disposition in a secure area of the
department.
b. Label the recalled produci(s) "Do Not Use"te-prevent-them-from-being-used.
c. Notify Risk Management and Biomedical Department Supply-Chain-management for

directions on disposal.

£2 MMad tlan

a. Isolate all recalled products awaiting disposition in a secure area of the department.
Label the recalled products "Do Not Use" to prevent them from being used.

a. Notify Risk Management and Supply Chain management for directions on disposal.
6-a. Notify Bio-Med Dept. for directions of disposal for recalled / non-functioning
medical equipment.
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Tri-City Medical Center

Oceanside, California

Environment of Care
Safety Management

SUBJECT: Environmental Health And Safety POLICY NUMBER: 1001

Committee Charter

ISSUE DATE: 11/87
| REVISION DATE(S): 1/97, 7/00, 05/15

Department Approval-Date(s): 04/1810/21
Environmental Health and Safety Committee Approval-Date(s}): 084/1511/21
Administration Approval. 11/21
Professional Affairs Committee Approval-Date(s): 05/15 n/a
Board of Directors Approval-Date{s}: 05/15

A. PURPOSE

1.

The purpose of the Environmental Health and Safety Committee (EHSC) includes the following:

a. is-to-sServe as a communication center for various departments and individuals who are
responsible for the environment.

b. Fhe-individuals-on-the-committee-are-expested-to-help-dDevelop, implement, evaluate,
and maintain the organization-wide safety programs

+.c. -and{e+Review policies and procedures and —Fhe-EHSG-also-reviews-the the results of
semiannual emergency preparedness drills or the implementation of the emergency
preparedness program during actual emergencies.

B. SCOPE OF-AUTHORITY:

1.

+2.

The EHSC is empowered fo provide a safe, functional, and effective environment for patients,
workforce members (WFM) staff members, and other individuals in the hospital.

The Heospital Safety Officer or designee will review all Environment of Care Management Plans
for their effectiveness and fer—Seope-Objectives-Performance-and-effectiveness—An
submit an Executive Summary report willbe-submitted at the end of the fiscal year to the EHSC
Committee.

C. EUNCTION:

l 1.
2.

3.

Ensures allthatthe newly constructed and existing environments of care are designed and
maintained to comply with the Life Safety Code.

Develops written policies and procedures to enhance safety and cleanliness within the Tri-
City Medical Center (TCMC) and its grounds.

Provides reports to the— Board of Directors, Administration, Medical and Nursing-Staff and all
pertinent departments and services.

TCMCHespital safety policies and department specific safety policies are reviewed per
hospital policy (at lease every three years and as frequently as necessary.;-but-atleast
everythree-years.

Maintains ongoing hazard surveillance programs including response to product safety
recalls.

Oversees the planning and execution of disaster and fire drills. Einsures drills are conducted
according to The Joint Commission, Local, State, and Federal requirements.

Reviews summary reports of accidents or injuries to patients, visitors, or WFMemployees
atthe-meeting—lidentifies risks and makes recommendations as required.

Oversees safety orientation and continuing education of employees in collaboration with the
Education Department.
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EE.

GA.

9. Periodically inspects TCMC’sMedical-Genter-premises for assuring compliance with safety
policies.
10. Oversees maintenance of a current reference library of pertinent documents and publications

dealing with facets of hospital safety.

MEMBERSHIP:

1. The EHSC Mmembership shallwill include all levels of hospital management and employees who
have a primary responsibility for the safety, health, and well-being of patients, visitors, and
hospital staff.

2. Fhe-eCore membership shallwill include, but is not limited to, representation from the
following:
a. -Administration
b. ~Facilities
c. +l.aboratory;
d. Risk Management
e. +Employee Health
f. +Food and Nutrition Services
g. +Nursing
h. ~Environmental Services (EVS)Services

+i. and-Infection PreventionGenirol.
3. Attendance:
a. Membership Implies A Commitment To Attend All Meetings Or Send A
Representative If Unable To Attend.
4, Meeting Date And Time:
a. The Committee Will Meet Quarterly Or More Often At The Direction Of The Safety

Officer/ Designee.
E-5. Officers:
a. The Safety Officer Or -Designee Is Appointed By Administration For An Indefinite Term.

4:b. The Safety Officer Or Designee Has The Authority To Intervene Whenever Conditions
Exist That Poses An Immediate Threat To Life, Health, Or Threaten Damage To
Equipment Or Buildings. .
6. Sub-Committees:
a. Sub-committees or task force shall be established as needed. The Disaster

DECISION MAKING
1. Decisions will be made by consensus of members present.

SUB-COMMITTEES:

1. The Disaster Preparedness Committee and the Radiation Safety Committee are sub-committees of

the EHSC

REPORTING MECHANISM:

1. Reports will be submitted to the Quality Assurance Performance Improvement Committee (QAPI)
and te the Board of Directors.
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ENVIRONMENT OF CARE MANUAL
LIFE SAFETY MANAGEMENT

SUBJECT: Exit Doors

ISSUE DATE: NEW10/15
REVIEW DATE(S):
REVISION DATE(S):
Department Approval-Bate{s): 08/4810/21
Environmental Health and Safety Committee Approval-Bates{s}):  08/4511/21
Medical Executive-Commititee-Approval-Dates{s): nla
Administration Approval: 11/21
Professional Affairs Committee Approval-Bate(s}: 10/15 n/a
Board of Directors Approval-BDate{(s): 10/15
A. POLICY:

1. It is the policy of the Tri City Healthcare District (TCHD) to ensure hat all designated exit doors

throughout the organization and off site buildings are free from obstruction, clutter, and
equipment per regulations.

2. All designated exit doors are -and-clear for access by patients, staff or visitors- in the event
of an -in-an-emergency.-situation-

3. Exit doors are to be fully functional and capable of opening to complete width.

1+4.  All exit door vision panels (windows) will be maintained free from decorations, mirrors,
hangings, or any other type of obstruction.

5. Exit access corridors will maintain a minimum width of 44 inches or 36 inches where serving an
occupant load of less than 50 occupants

6. All exit stair doors and designated exit doors leading to outside the facility will be kept
free from obstructions and all panic bars will be maintained in working order

7. Exit (egress) doors should not be locked in a way that restricts passage to safety for
patients, visitors, vendors, and staff.

8. Exit access doors and exit doors shall be free of mirrors, hangings, or draperies that
might conceal, obscure, or confuse the direction of exit.

29. Signs reading “No Exit” are posted on any door, passage, or stairway that is neither and
exit nor an access to an exit.

10. All designated exit doors and {irneluding stairwells} will not be locked at any time in the path of
egress. Exceptions, doors locked for specific reasons such as but not limited to the
following:

a. Restricting access to medication rooms or storage areas with hazardous materials
i.e., hazardous materials

b. Protecting patients in restricted areas such as the Neonatal Intensive Care Unit
(NICUL)
%

211,  AllsStairwells will not contain any items {with-the-exception-of-evasu-chairs)-or be utilized for
storaging items such as equipment e-aat any time. Exceptions, evacuation chairs may be
stored in stalrwells

12.

313
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4:14.
5:15.

6-16.

17.

18.

#19.

All exit door vision panels (windows) will be maintained free from decorations, mirrors,
hangings, or any other type of obstruction.

Exit access corridors will maintain a minimum width of 44 inches or 36 inches where serving an
occupant load of less than 50 occupants.

Egress pathways outside of all exit doors will remain clear to the public way.

All iHs-the-dutyofalb TCHD workforce staff members are responsible for ensuring-te-ensure
designated exit doors, corridors and stairwells are kept free from obstructions which may
hamper the safe exit of any staff, patients or visitors from the facility.

-H-any-SsWorkforcetaff members observinges-an obstructions prohibiting a safe exit,
shouldthey-are-te immediately remove it-the obstruction or contact the department
leadersuperviser for assistance.
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Board of Directors Approval: 01/17




Environment of Care Manual
Fire Safety Hazards

Page 2 of 2

90



g‘? Tri-City Medical Center
Oceanside, California

ENVIRONMENT OF CARE
HAZARDOUS MATERIAL MANAGEMENT

SUBJECT: Handling & Use of Gas Cylinders POLICY NUMBER: 6010

ISSUE DATE: 10/94
REVISION DATE(S}: 5/97, 7/00, 4/03, 05/15

Department Approval-Bate(s): 03/1510/21
Environmental Health and Safety Committee Approval-Date{s): 08/1511/21
Administration Approval: 11/21
Professional Affairs Committee Approval-Date(s): 85/15 n/a
Board of Directors Approval-Bate{s)}: 05/15
A. PURPOSE:
1. The purpose of this policy is to define safe process for the handling and use of compressed gas
cylinders.
B. POLICY:

1.

10.

11.

12.
13.
14.

Only personnel trained in proper handling of cylinders, cylinder trucks, cylinder supports and

cylinder valve protection caps will be permitted to use or transport such equipment.

a. All cylinders will be transported on a proper cylinder truck or cart, constructed for the
intended purpose, self-supporting, and provided with appropriate chains or stays to
retain cylinders in place.

Gas cylinder valve protection caps will be secured tightly in place unless the cylinder is

connected for use.

Cylinders will be stored in accordance with all applicable National Fire Protection Association

(NFPA) standards. Partial and full cylinders will be separated.

Portable liquid oxygen reservoirs will not be stored in a tightly closed space such as a closet.

When small size (A, B, C, D, or E) cylinders are in use, they will be attached to a cylinder stand

or to therapy apparatus of sufficient size to render the entire assembly stable.

Cylinders will not be dropped, dragged, rolled or picked up by the valve cap.

Free standing cylinders will be properly chained or supported in a proper cylinder stand or cart.

They will not be chained to portable or movable apparatus such as beds and oxygen tents, or

supported by radiators, steam pipes and heat ducts.

Very cold cylinders will be handled with care to avoid injury.

Cylinders will not be handled with hands, gloves or other materials contaminated with oil or

grease.

Contents of cylinders will be identified by reading the label prior to use. Labels will not be

defaced, altered, or removed. Cylinders without labels will not be used.

Cylinders will be tagged to reflect their capacity: FULL, IN USE, EMPTY. Cylinders not

appropriately tagged will be considered in use. Exception to the tagging rule is “Walk-About”

style E-cylinders where the cylinders have permanent regulators and are always fully
pressurized. Assessment of gas contents is accomplished by looking at the pressure gauge

(any E-cylinder with the gas gauge needle in the red section on the dial is considered empty).

Empty cylinders will be handled as if they were full.

Mixing or transferring of compressed gas from one cylinder to another is prohibited.

Gas cylinder valves will be opened and connected in accordance with steps below:

a. Make certain that apparatus and cylinder valve connections and cylinder wrenches are
free of foreign materials.
b. Turn the cylinder valve outlet away from personnel. Stand to the side-not in front or in

back. Before connecting the apparatus to the cylinder valve, momentarily open the
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cylinder valve to eliminate dust.
c. Make connections of apparatus to cylinder valve. Tighten connection nut securely with
appropriate wrench,
d. Release the low pressure adjustment screw of the regulator completely.
e. Slowly open the cylinder valve to full open position.
f. Slowly turn in the low pressure adjustment screw on the regulator until the proper

working pressure is obtained.
g. Open the valve to the utilization apparatus.
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%‘% Tri-City Medical Center
Oceanside, California

ENVIRONMENT OF CARE MANUAL
HAZARDOUS MATERIAL MANAGEMENT

SUBJECT: Hazardous Material and Waste Management and Communication Plan

ISSUE DATE: 11/87
REVISION DATE(S): 09/94, 07/97, 09/00, 04/03, 12/10, 05/15,
01/17, 03/19

Department Approval: 44/48-04/202010/21
Environmental Health & Safety Committee Approval: 11/1811/21
Administration Approval: 03/414911/21
Professional Affairs Committee Approval: n/a

Board of Directors Approval: 03/19

A. PURPOSE
1. The purpose of the management plan is to define how hazardous materials and waste are
identified, labeled, handled, whose responsibility they are, how training and communication
is managed, and how monitoring occurs.

B. DEFINITIONS -OF HAZARDOUS MATERIALS:
1. Hazardous materials: Those-materials that by their nature are a potential threat to the
health and safety of persons coming into contact with them. Examples of hazardous
materials include but are not limited to the following:

a. Corrosives - having a pH less than or equal to 2 or greater than or equal to 12.5
and liquids that corrode steel at a rate of greater than .25 inch per year.
b. Toxics (EP Toxicity) - a waste whose constitutes have a tendency to leach or migrate

when disposed of in an improperly designed landfill; able to cause illness, death or
restrict awareness enough to present a danger.

c. Flammable liquids (ignitable) - flammable gases, oxidizers, liquids with a flash point
of less than 140F, and solids that ignite spontaneously through absorption of
moisture or friction.

d. Reactive (Explosives) - substances that are unstable and readily undergo violent
change, react violently with water, form potentially explosive mixtures with water,
capable of detonation when exposed to a strong initiating source, generate significant
quantities of toxic gas when exposed to water or in the case of cyanide or sulfide
bearing waste, pH conditions between 2 and 12.5.

e. Pharmaceutical Wwaste and Expired Medications — Expired or unusable parenteral
or /foral liquids; dextrose/saline intravenous (IV}:\4: admixturesissolutions
containing;: antibiotics, multivitamins, dopamine, dobutamine, electrolytes
epinephrine, epi-cal, heparin, insulin, lidocaine, lorazepam, magnesium sulfate,
meperidine, midazolam, morphine, nitroglycerin, norepinephrine, oxytocin,
theophylline,FRPN; Maalox, Mylanta, alcohol containing liquids with less than 24%
alcohol.

ef. Expired Unusable Pharmaceuticals: Intact expired or unusedable medications.

C. PURPOSE
1. The purpose of the management plan is to define how hazardous materials and waste are
identified, labeled, handled, whose responsibility they are, how training and communication
is managed, and how monitoring occurs.
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D. POLICY
| 1. Tri-City Healthcare District (TCHD) is committed to providing a safe and healthy
environment for all employees, medical staff, patients and visitors by establishing ongoing
mechanisms for controlling and monitoring the use of hazardous materials and waste in
compliance with State and Federal regulations.
2. Right to Know Law

a. Empleyees-andlinstructional signs informing employees of their rights under
the law are posted. Csontractors are to be provided with information about the
known and suspected health hazards that may result from working with Hazardous
and Infectious Matenals—thne performmg dutles at TCHD H—Gﬁy—Heatthea;e

b. General Orientation: New employees will be informed of "Right to Know Law" during
t—he—Saiety-peFtteﬂ-ef—Employee Orientation.
Employees have the right to refuse to work with a hazardous substance if
they have not been provided with Safety Data Sheet information.
ii. Employees, former employees, or applicants may not be terminated or
discriminated against in any way for exercising any rights they are given under
the Iaw

Department Specmc In|t|a| —Onentatlon At—the—ttmeehmt&at—as&gm&ent—aﬂ

eEmployees will receive training on any chemical which is known to be present in the
workplace in such a manner that employees may be exposed under normal conditions
of use or in a foreseeable emergency. If an employee is not ordinarily in a position to
| be exposed to hazardous chemicals, theyhe-ershe need not be trained.
d. Contracting for Outside Services:
i Departments that obtain outside services through contracts or service
| agreements will ensureinsure-thatthe-contractors arehas-been informed of all
hazardous materials to which their employees may be exposed. The department
will insure that the contracted employee has completed the Non-Tri-Healthcare
District Employee Orientation Program.

E. GUIDELINES:

1. Method of Identification of Hazardous Material:
| a. Material is identified as hazardous by evaluation produced by Mmanufacturer,
information disseminated from a reliable source, or by professional knowledge and
experience.

Surgery, Nutrition, Laboratory, Pharmacy, and ESEnvironmental Services, will
submit a list of substances determined to be hazardous by this policy to the

’ Safety LeaderOfficerthospital-appeointed-personnel or designee-

I b. Directors or hospital designated leader of-the-following-of Engineering,

bii. FhisThe list will be updated as new products determined to be hazardous
are introduced to the department.
C. Labels are required on all hazardous substances to identify the hazardous material(s)

contained therein and to provide warning about the type of hazard and the type of
precautions required. This includes all containers with toxic substances in a
concentration greater than or equal to 1% of the total composition, or 0.1% if
carcinogens; unless specifically exempted.

2. Safety Data Sheets (SDS}-3-E-Company-Faxon-Demand:
Request an SDS using the internet or TCMC’s intranet link when assistance is
needed with medical emergencies, chemical spills, and employee-using-the-internet
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TCMC's int  link.

i.

Emergency Request — Immediate to 15 minutes: Poisoning, chemical exposure,
chemical spill, human or environmental contamination, fire.

Immediate to 30 minutes: Regulatory Agency Request e.g., Occupational
Safety and Health Administration (OSHA), Environmental Protection
Agency (EPA), The Joint Commission (TJC).

Immediate to 3 hours: Employee request (non-emergency)

Standard Request — Immediate to 24 hours; Customer Request, Contractor
Request.

Mail Request — Rush: mailed within 24 hours — Standard: mailed within 3

business days: Request of 10 or more Safety Data Sheets.

&b. To request a SDS contact the Environmental Services Superv:sor or Facilities

Employee Training:

a. Department direstors-leaders are responsible for providing training to employees on
hazardous
materials in their work area at the time of their initial assignmentorientation f-or
reassignment and when a new hazard is introduced into their work area.

a-b.  All employees must complete the Annual Computer Based Learning (CBLs) modules
which include a section on Hazardous Materials/Global Harmonization/Right-to-know
training. The CBL course content includes but is not limited to einstructions-include
the following-items:

i
ii.
iii.
iv.
V.
vi.
vii.

viii.

Xi.

xii.

xiii.
Xiv.

XV.

Employee rights under the law.

Explanation of the (SDS)

Explanation of the labeling system and pictograms

Explanation of methods used to identify hazards and how to detect the presence
of toxic substances in the work place, and routes of entry into the body.
Safety and control devices to include personal protection.

Location of hazardous substance list.

Emergency procedures for spill control.

Review of blood-borne diseases and potential for transmission.

Types of protective equipment and proper use.

Situations requiring use of protective equipment.

Review of concept of standard precautions as it applies to the workforce
membersemployees specific work practices.

Review of methods to determine and designate infectious waste and linen
along with instructions for proper disposal.

Training in proper handling of needles and sharps along with proper disposal
Training in completion of Employee Health Injury Report to indicate exposure
to potential infectious agents.

Department -Ddirectors will ensure that all employees annually complete

the CBLeomputer-Based-Learning-module on Hazardous Materials. .
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4, Hazardous Chemical Waste & Infectious Medical Waste Disposal
a. General Disposal Guidelines:

Vi.

vii.

Disposal methods must comply with all federal, state and local

regulations. Flammable materials are not to be disposed of into the

drainage system.

Wear appropriate protective equipment (ke-i.e., gloves, safety glasses, lab
coat and respirator where applicable).

Date must be filled in on the substance’s hazardous material storage label
upon final use or disposal. All Chemical Waste will be placed into the
Chemical Waste Storage Shed for final disposal.

All empty discarded containers will be disposed of according to the
manufacturer instructions and/or in accordance with Federal, State and local
regulations.

TCHD#A-Gity-Healtheare District is contracted with an outside company for the
disposal of hazardous materials and waste in accordance with local, State and
Federal regulations.

Medical Infectious Waste will be placed into the RED Bio-Hazardous Container
or Sharp Container and collected by the EVS Department and placed into the
Bio-Hazardous Waste Storage shed until collected by the Waste Disposal
Vendor final disposal (See Infection Control Manual).

Waste Pharmaceuticals — Refer to AP&P # 276 Handling of

Pharmaceutical Waste, Expired Medications & Expired 1V Solutions.

b. Monitoring:

i.
ii.
iii.
iv.
V.

Vi.

Waste Gas Levels (Surgical Suites):

Waste gas levels in surgical areas are to be tested at least annually.

Testing is to be conducted by an independent testing company contracted by
TCHD-H-Gity-Healtheare District.

Results of such testing are to be kept on file by the respective departments.
Results of the annual testing should be posted along with the maximum
permitted levels of the gases tested for employee review.

In the event levels exceed permitted levels, the Engineering Department and
the Environment of Care/Safety Officer shall be notified in order that corrective
measures can be taken.

c. All’ﬂOW Testing:

iii.

Airflow and air changing systems will be monitored and tested by the
Engineering Department on an as needed basis. All new equipment is to be
certified at the time of installation.

Areas using or storing hazardous materials must have adequate ventilation

in order to comply with room air change and flow standards as governed by
the California Building Codes.

Fume hoods should be utilized when using volatile or gaseous-forming
hazardous materials to ensureinsure-that gas levels remain at safe levels and
do not affect air quality, fume hoods should remain running at all times.

d. Radiation

All monitoring of radiation levels will be conducted according to
departmental policies per State regulations by the Radiation Safety
Officer.

e. Forma!dehyde Testing

iii.

Air monitoring for formaldehyde will be conducted annually. Methods will be in
accordance with OSHA regulations and will be of two (2) types: 1) Personal and
2) Area.

Engineering controls will be utilized to reduce airborne concentrations
whenever feasible.

Employees working with solutions of 1% or more formaldehyde will
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utilize protective equipment as follows:
1) Safety Glasses.

2) Gloves.
3) Disposable chemical resistant Lab coats.
Work Test Area:

i. Work areas suspected of containing airborne hazardous materials will
be evaluated and tested immediately by Engineering Department and

or the Environment-of Gare/Safety LeaderOfficer/-hospital-appeointed
personnel.designee

ii. Levels exceeding permitted safe limits will be reported to the Safety
Officer/hospital appointed personnel.

iii. A consultation with Administration, EQG/Safety Officer/hospital appointed
personnel-and the Director of the department involved will be made to
determine whether or not work can continue in the affected area or to
determine steps to be taken to ensureinsure employee safety.

Employee Monitoring and Medical Testing:

i. Appropriate medical testing will be conducted to determine the effects of the
exposure and in order that an effective diagnosis and proper treatment can
be conducted.

ii. Testing will be done under the supervision of a licensed qualified physician.

Storage and Transportation:

i. A Flammable Storage Cabinet will be provided for flammable materials in order
to prevent the spreading of fire.

ii. Further—{Flammable liquids will be stored away from flammable gases. Fhus
1) ~n the event of fire the possibility of explosion is reduced and

containment is readily achieved.

Hdii.  All openings will be controlled with approved self-closing fire doors.

iv. Every inside storeroom will have a mechanical exhaust system that provides at
least six complete air changes per hour.

#1) The Hazardous Material Storage Building has a switch that controls the
ventilation system as well as the lights.

d=v.  Cylinders will be stored at least 20 feet from flammable and combustible
liquids and other ignitable.

wvi.  Cylinders will be stored separately (rooms) from flammable material

vivii. Hazardous wastes/materials will not be stored with nonhazardous waste in
order to prevent accidental contamination.

1) Incompatible materials will be stored away from each other.
vi2) No hazardous material will be transported to and stored in areas
other than work or storage areas

viii. Materials will be transported in approved safety containers or in their
original shipping packages

iX.

X. Materials will be transported in amounts comparable to regulated daily or
weekly limits.

Xi. Materials will not be transported and then stored in unapproved areas or in
an unsafe manner.

Xii. All materials packaged and shipped for outside disposal must comply
with Department of Transportation (DOT) regulations.

xiii. Daily limits will be stored in approved safety cabinets.

Emergency Response Procedures:

i Various hazardous chemicals are used throughout the hospital which could pose
a threat of danger if a moderate or major spill should occur.

Hil. The following procedure is outlined in the event that such a chemical spill occurs
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k.

within the hospital environment. All personnel will be familiar with the proper
procedure for handling these events to minimize the risk towards patients,
visitors and staff members.

1) Areas of concern:
a) Laboratory - Large variety of chemicals.
b) Pharmacy - Large variety of chemicals.
c) Materials Management - Cleaning supplies and hospital
chemical supplies.
d) Environmental Services - Cleaning supplies and solvents.
e) Radiology Radioactive material.
f) Food and Nutrition - Degreasers and cleaning supplies.
g) Respiratory —Disinfectants.
h) Facilities Management - Large variety of chemicals.
i) Sterile Processing Department — Disinfectants.
i) Surgical Services — Tissue Fixative.
Chemlca! Spills:

iii.

vi.

vii.

viii.

Immediately alert personnel in area.

Dial “66” and tell-inform Public Broadcast Exchange (PBX) Operator that there
is a chemical spill and the location.

The PBX Operator will alert: The Safety Leader/designeeOfficerfhospital
appointed-personnel Environmentof GarelSafety-Officer-Manager of
Environmental Services (EVS) or Lead EVS, Manager-ef Security-or-kead
Officer, and Engineering.

Evacuate and seal off areas from a safe distance; if fflammable are involved,
eliminate ignition source if possible. Allow no one to enter area until
Envtronmental Serv:ces Security, and the Safety Leader/designee

Environmentof Care/Safety Officer-has
been notified and arrives on scene.
Review the Contact 3-E-Company-1-800-451-8346-for Safety Data Sheet

(SDS) information on how to handle the spill and what type of Personal
Protective Equipment is needed. 3 E Company will fax the information within
minutes to the closest fax machine number provided. Employees will need to
know the name of the chemical to tell the 3 E Company operator.

If at this time an evacuation is necessary the Hospital Evacuation Procedure

will be implemented. The Safety Officer/hospital appointed personnel

Environment-of Care/Safety Officerwill consult with Management and area

personnel as to proper containment, identification, and disposal procedure as

prescribed by the EPA or other written instructions that provide measures that
are approved by law or ordinance.

Notification of the fire department will depend on the type of the spill and

the potential danger involved.

If a minor spill of flammable, corrosives, toxics or reactive occurs and there is

no immediate danger to employee(s) then:

1) Properly trained employees may clean-up the spill using approved spill
kits/supplies/equipment that meet or exceed the PPE requirements listed
on the SDS notice.

2) Contact Envirenmental-Servdees{EVS) who will contain the spill, and
clean the chemical up per SDS guidelines.

3) All collected chemicals must be handleds per hazardous waste
requirements and placed in an appropriate container, then labeled with
the chemical name and other hazardous waste properties.

4) Contact the Safety Leader/designee Officerfhospital-appointed
personnel-Environment-of CarefSafety-Officer with any questions.

Treatment of Contaminated Area:
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F.

G.

i Wash area immediately.
ii. Clothing contamination: Take item of clothing off immediately to prevent
soaking through and contaminating skin. This includes all clothing affected.
jii. First Aid:
1) If skin/eye/mouth area(s) have been contaminated, flush affected area
with large amounts of water for at least 15 minutes.
2) Do not try to neutralize.
a) Go to the Emergency Department immediately after
flushing affected area.

-GOALS/OBJECTIVE FOR FY202119

1. Provide training to all applicable Pharmacy, Engineering and Lab ememployees on how to
properly respond to a chemical spill. Measurement will be number of applicable
employees/number of employees receiving the spill management training. Goal is 100% of
applicable employees.

2. Update and complete department specific hazardous materlai lists for all TCHD areas.

1. TCMC Waste Dlsposal Guudelmes
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g&? Tri-City Medical Center
Oceanside, California

ENVIRONMENT OF CARE
HAZARDOUS MATERIALS MANAGEMENT

SUBJECT: Hazardous Materials Management POLICY NUMBER: 6009

ISSUE DATE: 10/94

REVISION DATE(S): 5/94, 7/00, 4/03, 05/15

Department Approval-Bate{s): 03/4510/21
Environmental Health and Safety Committee Approval-Bate(s): 05/4511/21
Administration Approval: 11/21
Professional Affairs Committee Approval-Date{s}: 05/18 nfa
Board of Directors Approval-Date(s}): 05/15

A. PURPOSE:

1. To ensure that departmental personnel are prepared to properly respond to the spill of
a hazardous material.

B. POLICY:

1. EVS personnel will clean blood borne pathogen spills.

2. The following equipment will be used by the Environmental Services (EVS) department to clean-
up large blood spills:
a. Absorbents
b. Face shields
C. Plastic bags and containers
d Head covers (for use in the case of splashes or

drops). impervious shoe covers/gowns

e. More elaborate equipment may be required for certain emergencies and would be

obtained from other departments.

C. GUIDELINES:
1. In the case of a Echemical Sspill, the Safety Data Sheet for that material should be quickly
obtained and proper procedure followed.

a.

a-d.

Hazardous Drug — review the Patient Care Services (PCS) Procedure: Hazardous

Drug proecedure

i. Review the Tri-City Hospital District Hazardous Drug List

Laboratory Spills - review Laboratory Procedure: Laboratory Spills precedure

i. Review the Laboratory Spill Chart

Chemotherapy Spills — Review the PCS Procedure: Chemotherapy Exposure, Spills,

and Handling of Linens Contaminated with Chemotherapeutic Agents and Body

Fluids;-Accidental Exposure-to-Radicactive- Body Fluidspolicy

In general the response should be as follows:

i If the spill is over 500 mL the Safety Officer or designee will contact the hazardous
waste disposal vendor to respond to clean up the spill.

Fii. If the vendor is not available the Private Branch Exchange (PBX) operator will notify
the Oceanside Fire Department- and request assistance.
ikiii.  Evacuate the personnel in the area.

fi-iv.  Put absorbent material (paper-towel) on the spill if the product is in liquid form (and
if this can be done safely).

v,  Notify the Environmental Services Supervisor and the Envirenmentof Gare
(EOGC)Safety Officer/designee.

b.vi. EVSnvironmental-Service personnel will contact the EOG/Safety Officer/designee
if the chemical spill is over 500 mL.

100



Environment of Care Manual Hazardous Material Management
Hazardous Material and Waste Management and Communication Plan Policy
Page 2 of 2

2. Formaldehyde Spills
a. Laboratory and Surgical Services employees are instructed to clean up small quantity spills

associated with Formaldehyde.

Radioactive Material Spills
a. The Radiation Safety Officer (RSO) will be notified and will clean-up all Rsadioactive

Sspills.

w

O
A

ELATED DOCUMENT(S):

Laboratory Procedure: Laboratory Spills

PCS Procedure: Hazardous Drug

PCS Procedure: Chemotherapy Exposure, Spills, and Handling of Linens Contaminated

with Chemotherapeutic Agents and Body Fluids
Hazardous Drugs List

.ft .‘"!\’.—“

101



g‘!? Tri-City Medical Center

Oceanside, California

ENVIRONMENT OF CARE
HAZARDOUS MATERIAL MANAGEMENT

SUBJECT: Hazardous Waste & Material-Ordering, POLICY NUMBER: 6004

Receiving and Storage

ISSUE DATE: 10/94
REVISION DATE{S}: 5-97, 7/00, 4/03, 4/05, 05/15

Department Approval-Date(s}): 03/1510/21
Environmental Health and Safety Committee Approval-Dates{s): 05/4511/21
Administration Approval: 11/21
Professional Affairs Committee Approval-Date{s}: 8515 n/a
Board of Directors Approval-Bate{s): 05/15

A PURPOSE:

1. To ensure that hazardous materials are ordered, received, handled and stored in a safe and an

expeditious manner preventing injury to patients or personnel.
B. POLICY:

1. Regularly ordered All hazardous materials which-are-regularly-ordered-and that are stocked
within the hospital are setrecordedup in the purchasing and inventory system.

2. All hazardous materials are received into the department by appropriate personnel, -and-stored
in a supply closet or chemical storage cabinet, and—They-are-properly-labeled with a description
of the hazard they represent.

a. Since storage space may be limited, acid and alkali products may be stored together if
they are suitably separated.

3. Par levels have been established for these hazardous chemicals, and purchases are made
upon these levels.

4, Storage areas are kept under lock and key until they are needed. The following are the
approved Hazardous Materials Storage areas:

a. All Environmental Services (EVS) Storage Closets
b. Laboratory Area
C. Waste Storage Area
d. Morgue
e. Engineering
f. Sterile Processing Department
g. Surgical Services
h. Biomedical
5. The storage areas for hazardous chemicals are cleaned and organized routinely.
6. Hazardous waste storage and processing areas will be free of clutter and effectively separate

from patient care, food preparation and serving areas.

C. PROCEDURE:

1.

it will be the responsibility of the user department to notify Supply Chain that it is a hazardous

material they wish to order.

a. User departments will be responsible for notifying Supply Chain of any hazardous item,
which has not been denoted as such.

The receiving Hwill be-the-responsibility-of receiving personnel te-is responsible for

monitoring the labeling and packaging of all materials, which have been denoted as hazardous

on the purchase order.
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b.
c.

d.

These materials must have labeling which explicitly states:

i Identity of the hazardous chemical

ii. Appropriate warning signs

iil. Name and address of the chemical company

Any deficiencies will be reported to the Environmentof-CarefSafety Officer/designee-
The vendor/manufacturer will be notified of any deficiency and corrective action will be
requested.

Receiving personnel arewillbe responsible for obtaining and affixing appropriate labeling
when not provided by the manufacturer.

Inventory levels of all hazardous materials will be routinely reviewed for appropriateness as a
part of the overall inventory management program-ef-the-Healthcare District.

Receiving personnel will be knowledgeable of all hazardous materials coming across the
receiving dock and willassure-ensurethat they are handled and transported appropriately.

A warning label will be placed on the shelf or in the storage area in the warehouse where
hazardous materials are storedkept.

103



@ ics ‘ i
Tri-City Medical Center
Oceanside, California
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Hazardous Material Management

SUBJECT: Hazardous Waste & Materials POLICY NUMBER: 6003

Responsibilities

ISSUE DATE: 10/94
| REVISION DATE(S): 3/97, 7/00, 4/03, 11/10, 05/15

Department Approval-Bate(s): 03/1510/21
Environmental Health and Safety Committee Approvai-Bate(s}: 05/4811/21
Administration Approval: 11/21
Professional Affairs Committee Approval-Bate{s): 05/15 nfa
Board of Directors Approval-Date{s): 05/15
| A PURPOSE:
1. To designate responsibility in each depariment to provide information about hazardous waste

and materials in the workplace to maintain the safety of all employees, medical staff, patients
and visitors of the Healthcare District.

POLICY:

1. The Healthcare District will provide a safe and healthy environment for all employees, medical
staff, patients and visitors.

4:2. Education will be provided to newly hired staff and all other required staff annually on
Hazardous Communication/Global Harmonization / Right-to-Know Legislation

G——GUIDELINESPROCEDURES:

43. Enwronment of Care/Safety Ofﬁcer/Desugnee will :

b. Will.eCoordinate action plans for compliance with other members of the Environmental
Health and Safety Committee (EHSC).

C. Willrequest-Obtains hazardous chemical inventories for high use departments i.e.,
those-departmenisthat-have-been-identified-as-high-use-departments: Facilities,
Environmental Services (EVS), Food and NutritionDietary, LablLaboratory, Sterile
Processing Department (SPD), Surgical Servicesery

d. WilleCoordinate with the Employee Health and Education Departments to provide
training programs and continuing education for new and existing employees.

e. WilleReviewsbiain-copies-ofall hazardous materials and waste related-RL-Solutions
Incident Reports forreview-by-the-EHSG-

f. -W#LmMamtams a copy of currently regulatory standards and guidelines:
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24. Department Directors/dDesignee shall identify willreview-area-with-supervisorsto-developa
composite- a list of all chemicals currently being used and stored within their departments.

Will.sSubmit a hazardous materials inventory list to the Safety Officer/designee.

Willrldentify eview-operations-with-supervisors-to-determine unit/department

positions jebs-which willrequire-Hazardrequiring Hazard Communication Training
and ensure the staff complete the required trammg *

WilkaNotify the Environment of Care/Safety Officer of any change affecting hazardous

materials being used.

Maintain copies of Safety Data Sheets and Chemical Inventory.

Provide information to outside contractors:

i. Before the work begins, department directors will inform outside contractors and
their personnel about the potential hazards to which they may be exposed at the
work site and protective measures to prevent exposures.

ii. The following should be made available when requested:

1) Chemical inventory for the area(s) in which they will be working.

2) Access to appropriate Safety Data Sheets.

3) Any additional safety information for contractors to utilize in training their
personnel.

3:5.  Supply Chain or EVS -shallwill assist dBepartment Directors/Bdesignees in obtaining Safety
Data Sheets on all hazardous materials used within their intheirareasdepartments.

a.
| b.

| c.

a.

.

Will-eEnsure that supplier's samples include Safety Data Sheets for the use of operating

personnel in evaluating the product.

Will-ildentify suppliers who fail to cooperate in providing Safety Data Sheets and report

this information to the appropriate person.

WilHellow-Implement established-safe practices for receiving hazardous substances

that include the following provisions:

i. Ensure Safety Data Sheets are received with initial shipment of a hazardous
material.

ii. Ensure labels are affixed to containers.

iil. Store hazardous materials in designated locations.

iv. Use prescribed personal protective equipment when handling hazardous
material.

6. Employees identifying a Reporting hazardous waste or hazmat incidents and/ or
exposure shall report the incidents and/or exposure immediately to their
d|rector/manager/supervusorldemgnee Dlrectors or desngnee wnll ensure the incident is
reported to the » mple i2

director-of-the-area; Safety Offlcer/de3|gnee -and &#eeter—ef—Rlsk Management
All hazardous material and waste spill or exposures must be reported,-even-ifno

bodily-harm-er-propertyloss-resulted;-utilizing the RL Solutions QRR-reporting

system.
Directors / designees shall follow the hospital policy for investigating and

reporting mc1dents Ih&&seevem;g—empleyeeqsﬁspensmle—fer—eenwletmg—the

investigation-as-needed-within-3-business-days.
The Director-of Safety Officer /Designee /EOQG-iis responsible for the final review of

the spills and the The-Birecterof Safety/EOC-isrespensible-for-tracking, trending,-and
analyzing incidents the-records-of spills-and-willreport-the-information,resulls

reporting findings andinvestigations-quarterly to the EHSC.
7and-tThe Director of Employee Health is responsible for final review of the

exposures.
The Director of Safety/EOC is responsible for tracking, trending and analyzing the
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records of spills and will report the information, results and investigations
quarterly to the EHSC.
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11/87
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12/17, 03/19

Department Approval: 14/4811/21
Environmental Health & Safety Committee Approval: 144811/21
Administration Approval: 03/1911/21
Professional Affairs Committee Approval: n/a
Board of Directors Approval: 03/19

A. EXECUTIVE SUMMARY:

1.

+2.

3-5.

Each environment of care and the physical condition of occupants poses unique fire safety risks
to the patients served, the workforceemployees and medical staff who use and manage it, and
to others who enter the environment,

The Life Safety Management Program is designed to identify and manage the risks of the
environments of care operated and owned by Tri-City Healthcare District (TCHD). The specific
fire safety risks of each environment are identified by conducting and maintaining a proactive
risk assessment. A fire safety program based on applicable laws, regulations, codes, standards,
and accreditation standards is designed to manage the specific risks identified in each
healthcare building or portions of buildings housing healthcare services operated by TCHD.

The Management Plan for Life Safety describes the risk and daily management activities that
TCHD has put in place to achieve the lowest potential for adverse impact on the safety and
health of patients, staff, and other people, coming to the organization’s facilities.

The management plan and the Life Safety Management Program are evaluated annually to
determine if they accurately describe the program and that the scope, objectives, performance,
and effectiveness of the program are appropriate.

The program is applied to the Medical Center and affiliated alloffsite-clinics and care facilities
of TCHD. The Life Safety Management Plan and associated policies extend to all inpatient and
outpatient service line programs, ancillary services, support services and all facilities including
patient care and business occupancies of TCHD.

B. PRINCIPLES:

1.

All buildings of TCHD housing patient care services must be designed, operated, and
maintained to comply with the current2842- edition of the National Fire Protection Association
(NFPA) Life Safety Code, and the current2042-Eedition of the NFPA Health Care Facilities
Code.

All fire alarm, detection, and extinguishing systems and equipment must be maintained to
comply with applicable codes and standards.

All workforce members (WFM) staff must be educated and trained to respond effectively to
fire, smoke, or other products of combustion to minimize the potential of loss of life or property
in the event of a fire.

Appropriate temporary administrative and engineering controls must be designed, implemented,
and maintained whenever existing deficiencies or conditions created by construction activities
significantly reduce the level of life safety in any area where patients are cared for or treated.
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C. OBJECTIVES:

1. Design and construct all spaces intended for housing patient care and treatment services to meet
national, state, and local building and fire codes.

I 2. Conduct required fire drills in all buildings efFGHDB-housing patient care services.

3. Calibrate, inspect, maintain, and test fire alarm, detection, and suppression systems in
accordance with codes and regulations.

4, Inspect and maintain all buildings housing patient care services to ensureassure compliance
with the applicable requirements of the current 2042-editions of the NFPA Life Safety Code and
the-2042 Edition-of NFPA Health Care Facilities Code.

5. Provide education to Frain- the WFMallstaff, volunteers, and members of the medical staff to
respond effectively to fires.

D. PROGRAM MANAGEMENT STRUCTURE:

1.

The Director of Engineering or Bdesignee assures that an appropriate maintenance program is
implemented. The Director of Engineering or dBesignee also collaborates with the Safety
LeaderOfficer to develop reports of Life Safety Management performance for presentation to
the Environmental Health and Safety Commitiee (EHSC) on a quarterly basis. The reports
summarize organizational experience, performance management and improvement activities,
and other fire safety issues.

The facilities management technicians and selected outside service company staff schedule
and complete all calibration, inspection, and maintenance activities required to assure safe
reliable performance of fire safety equipment in a timely manner.;- ln-additionthe-technicians
and service company WFMstaff-perform-complete necessary repairs.
WFMsindividuat-staff-members are responsible for being familiar with the risks inherent in their
work,and present in their work environment, and—Fhey-are-alse-respensiblefor implementing
the-appropriate organizational, departmental, and jeb-relatedjob-related procedures and
controls required to minimize the potential of adverse outcomes of care and workplace
incidentsaccidents.

The Board efBirestors-of TCHDB-receives regular reports of the activities of the Life Safety
Management program from the EHS Cavirenmental-Health-and-Safety-Committee. The Board of
Directors reviews the reports and, as appropriate, communicates concerns about identified
issues back to the Director of Engineering or Bdesignee and appropriate clinical WFMstaff. The
Board collaborates with the Chief Executive Officer (CEO) and other senior managers to assure
budget and staffing resources are available to support the Life Safety Management program.
The CEO or designee of TGHDB receives regular reports of the activities of the Life Safety
Management program. The CEO or designee collaborates with the Director of Engineering or
Ddesignee and other appropriate staff to address fire safety issues and concerns.

ELEMENTS OF THE LIFE SAFETY MANAGEMENT PLAN:

1.

2.

1. Life Safety Management Plan{ES-EG-04-04+-01-ER6)

a. The Life Safety Management Program is described in this management plan. The Life
Safety Management Plan describes the procedures and controls in place to minimize the
potential that any patients, staff, and other people coming to the facilities of TCHD
experience an adverse outcome in the event of a fire.

Processes for Protecting Building Occupants and Property (FS-EG-02:02.04-ERH

a. The Director of Engineering or dBesignee and Safety LeaderOfficer are responsible for
coordinating the development of design, operations, maintenance, and training
processes to minimize the potential for fires and of adverse consequences related to the
presence of fire, smoke, or other products of combustion.

b. Design
i. The Director of Engineering or Pesignee-designee and other project managers

collaborate with qualified design professionals, code enforcement, and facility
licensing agencies to enassure that buildings and spaces are designed to comply
with local, state, and national building and fire codes. American Institute of
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Architects (AlA) guidelines are also considered in the design process for
compliance with the International Building Codes with California amendments.
The Director of Engineer or Bdesignee assures that all required permits and
inspections are obtained or completed prior to occupancy. The Director of
Engineer or Bdesignee permanently maintains all plans, inspection reports, and
other documents related to the design and construction of any building or space
housing patient care or treatment services.-ef TGHD-

Management

i The Director of Engineer or Bdesignee oversees the design, implementation, and
documentation of processes designed to assure optimal performance and
continual compliance with code requirements of fire alarm, detection, and
suppression systems. Similar programs are in place for maintenance of building
elements operating conditions that play a role in the fire safety level of the
environment.

ii. The Director of Engineer or Bdesignee is responsible for assuring that all
renovation and new construction within existing buildings is done in a manner
that preserves compliance with codes and standards.

Fire Response Process

i The Safety LeaderOfficer is responsible for the design and management of a fire
response plan that meets the unique needs of the occupants of each department
or service of TCHD. The current fire response plan is based on the removale
from immediate danger, activate alarms, confine fire, extinguish or evacuate area
“RACE” principle. Area specific response and evacuation plans that include
training and equipment required to manage unique risks identified in areas are in
place. The plans are evaluated annually as part of the overall program review.

ii. The emergency number “66” is to be dialed to report a fire.

iii. The unattached buildings located on the Medical Center campus will dial “66” to
report a fire.

iv. All buildings off the main Medical Center campus will dial “911” for assistance in
case of a fire.

The hospital prohibits smoking on all facility grounds (FS-EG-:02-03.01+-ERP2 & EG-02.0103-ER1)

C.

TCHD has implemented a Smoke- Free Environment policy. The policy prohibits
smoking of all kinds (ie-eigaretiesi.e., cigarettes, cigars, pipe, chewing tobacco, e-
cigarettes, and all vapor producing devices) in any hospital building or campus grounds
by all, including staff, visitors and patients.

TCHD has identified alternatives to tobacco products that are offered to all. TCHD has
developed tobacco replacement resources to assist staff and patients with smoking
cessation as desired.

The procedures for managing the use of tobacco replacement materials are followed
and enforced by all managers and staff.

The hospital maintains free and unobstructed access to all exits {FS-EG-02-03-0+-ER4)

a.

Leaders in all areas of the hospital are responsible for assuring that equipment, furniture,
and supplies are not stored in corridors. The condition of corridors is evaluated during
each environmental rounds/tours activity. All violations are reported to the Director and/or
Manager of the area where the deficiency was identified, the Safety LeaderOffiser, and

the EHSCnvironmental-Health-and-Safety-Commitiee.

The hospital has a written fire response plan (FS-EC-02:03.01-ERP9-18)

a.

The Safety LeaderOfficer is responsible for coordinating the implementation of the fire

response plan. TheAlt WFMstaffisare oriented:

i. -to the RACE response model and effective use of portable fire extinguishers.

ail. inaddilon—allstati-are-oriented-to the department or service specific plans that
account for the unique challenges posed by the condition of occupants and the
design of space in which they work.

The department and area specific fire response plans include information about:
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i The roles of all WFMempleyees, medical staff, volunteers, contract staff and
students near the point of fire origin.

ii. The roles of all employees, medical staff, volunteers, contract staff and students
away from the point of fire origin.

1) Note: TCHD believes strongly in the principle of life safety. The
organization recognizes as a practical matter that members of the
medical staff and many volunteers and students are not present much of
the time and are not likely to be a reliable resource during a fire response.
Therefore, the medical staff, volunteers, and students do not have a
specific defined role in the fire response plan. They are instructed to
remain in the area they are located at the time an alarm sounds and to
render assistance under the direction of the manager or employees of the
area as needs arise.

iii. Operation of the fire alarm system.
iv. Exit routes and use of equipment used to relocate or evacuate patients, visitors,
and staff.

Flre Drills (FS-EC.02.03.03-EP1—5)

Regular fire drills are conducted to reinforce training and education. At least 50% of the
drills are unannounced. The frequency of drills is based on regulations and accreditation
requirements. All healthcare, ambulatory healthcare and overnight sleeping areas are
drilled at least once per shift per quarter.

If conditions evaluated as part of the Interim Life Safety Measures (ILSM) indicate a
need for additional drills to enhance staff awareness of degraded life safety protection in
various areas, there is documentation that the additional drills are performed. All
freestanding business occupancies are drilled at least once per shift per year.

All fire drills are evaluated to determine if individual areas respond appropriately. An
aggregate evaluation of fire drills is done at least twice a year. The aggregate analysis
looks for patterns or trends of deficiencies. When deficiencies are identified, there is
documentation that the deficiencies are corrected.

Inspection, Testing, and Maintenance of Fire Safety Systems (ES-EG-02.03:05-ER4—20}

a.

a-b.

b-c.

The Director of Engineering or Bdesignee works with qualified contractors and staff to
design a program of calibration, inspection, maintenance, and testing to assure the
reliability of all fire safety systems and equipment. The program includes systems and
equipment such as fire sprinklers, smoke detection, fire pumps, fire dampers, doors, and
shutters, and smoke control elements of the environment. Each system or piece of
equipment is maintained to comply with requirements of the NFPAational-Fire-Protection
Assesiation or other applicable codes and standards. The hospital conducts annual tests
of battery powered exit lights for 90 minutes.

The hospital conducts monthly evaluations of ruclearpowerednuclear-powered exit
signs and verified for expiration dates and replaced accordingly.

When-ddeficiencies are identifiedthey-are corrected within 48 hours. If a deficiency
cannot be corrected within 48 hours, the Facilities Manager/Supervisor or designee
evaluates the impact of the deficiency using the ILSM criteria to determine if an ILSM
plan needs to be put in place until the deficiency can be corrected. All ILSM plans are
monitored for effect and documentation demonstrating compliance with the plan is
maintained by the Safety/Security LeaderOfficer.

Llfe Safety Management (LS-EG-04+64-04+-ER1—3)

The Director of Engineering or -Ddesignee is responsible for maintaining the Statement
of Conditions. The Director of Engineering or Bdesignee prepares a quarterly report of
the rate of completion of any Plan for Improvement for the EHSCErvironmental-Safety
Gemmittee. If any items will not be completed within the established timeframe plus The
Jeint-Commission-allowed-six-month-grace-period;-the Director of Engineering or
Ddesignee is responsible for preparing a letter to the apprepriate-Joint Commission staff
requesting an extension of the timeframe or a change of the method of correction.
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9.

10.

Management of Fire Safety Risks -8-04-02.01-EP1—14)

A program of Interim Life Safety Management based on Interim Life Safety Measures
(ILSM) is used to manage degradation of the level of life safety required by NFPA 101 ~
2012 Life Safety Code. The ILSM program consists of a screening tool used to assess
the severity of the potential impact of a degraded level of life safety. When risk factors
indicate a need to implement one or more of the ILSM, a project specific Interim Life
Safety Management Plan (ILSMP) is designed.

The Director of Engineering or Bdesignee and Safety LeaderGffiser are responsible for
implementation of the ILSMP—The-implementation may include training, installation of
engineering controls, posting of temporary advisory signs, and other actions deemed
necessary. Affected staff are oriented and drilled, as appropriate, to familiarize them with
the Interim Life Safety Management Plan.

The Director of Engineering or Bdesignee and Safety LeaderO#ficer are responsible for
monitoring the effectiveness of the implementation of the ILSMP. When deficiencies are
identified, the Safety LeaderOfficer and/or the Director of Engineering or Bdesignee
take appropriate action to resolve the deficiencies.

All monitoring and actions to resolve deficiencies related to an ILSMP are documented-
and Fhe dosumentation-s presented to the EHSCrvironmental-Health-&-Safety
Cemmittee as part of the quarterly Life Safety Management report to the Committee. All
ILSM evaluations, plans, and monitoring documentation are maintained for at least three
years.

The hospital monitors conditions in the environment (£G.04-84-04+-ER1—EC.04-04-04+-EP1HY)

a.

The Directer-of Risk Management coordinates the design and implementation of the
incident reporting and analysis process. The Safety LeaderOffiser works with the
Directorof Risk Management to design appropriate forms and procedures to document
and evaluate patient and visitor incidents, WFMstaff-member incidents, and property
damage related to environmental conditions.

Incident reports (RLs) are completed by a witness or the WFMstafimember to whom a
patient or visitor incident is reported. The completed reports are forwarded to the
Biresterof-Risk Management who in turn works with appropriate staff to analyze and
evaluate the reports. The results of the evaluation are used to eliminate immediate
problems in the environment.

In addition,-the Birestoref-Risk Management and the Safety LeaderOffiser collaborate
to conduct an aggregate analysis of incident reports generated form environmental
conditions to determine if there are patterns of deficiencies in the environment of staff
behaviors that require action. The findings of such analysis are reported to the
EHSCavironmental-Health-and-Safety-Committee and the Patient Safety Committee, as
appropriate, as part of quarterly Environmental Safety reports. The Safety LeaderOfficer
provides summary information related to incidents to the CEO and other leaders,
including the Board of Directors, as appropriate.

The Safety LeaderOffiser coordinates the collection of information about environmental
safety and patient safety deficiencies and opportunities for improvement from all areas of
TCHD. Appropriate representatives from hospital administration, clinical services,
and support services, and department managers are consulted to analyze safety
and environmental issues and to develop recommendations for addressing the
identified risks

The EHSanemnentaLHealth—anéSafety—Gemmﬂtee and the PSCatient-Safety
Gormmittee are responsible for identifying important opportunities for improving

environmental safety, for setting priorities for the identified needs for improvement, and
for monitoring the effectiveness of changes made to any of the environment of care
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11.

12.

13.

gf.

h.g.

management programs.

The Safety LeaderOfficer prepares a quarterly report to the leadership of TCHD that.
Fhe-quarterly-report-summarizes key issues and recommendations reported to the
Gecommittee.s-and-the-recommendations-of them.

The quarterly report is also used-te-communicates information related to standards and
regulatory compliance, program issues, objectives, program performance, annual
evaluations, and other information, as needed, to assure leaders of management
responsibilities have been carried out. Semi-annual EOC activity reports are provided to
the Board of Directors.+related-to-the-EC-astivities.

Annually (approximately Eevery twelve months) the hospital evaluates each environment of
care management plan including a review of the scope, objectives, performance, and

effectiveness of the program described by the plan. (£6-84-0401-ER15)

a.

b.

The Safety Officer coordinates the annual evaluation of the management plan
associated with the Life Safety Management Program functions.

The annual evaluation examines the management plans to determine if they accurately
represent the management of environmental and patient safety risks. The review also
evaluates the operational results of each Environment of Care Program to determine if
the scope, objectives, performance, and effectiveness of each program are acceptable.
The annual evaluation uses a variety of information sources that—Fhe-seurces-include
aggregate analysis of environmental rounds and incident reports;; findings of external
reviews or assessments by regulators;; accrediting bodies, insurers, and consultants:;
minutes of Safety Committee meetings, and analytical summaries of other activities. The
findings of the annual review are presented to the EHSCrvironmental-Health-and Safety
Commitiee-by the end of the first quarter of the fiscal year. Each report presents a
balanced summary of an Environment of Care Program for the preceding fiscal
yearyear, as well as, -Eash-reportinecludes an action plan to address identified
weaknesses.

Inaddition-{The annual review incorporates appropriate elements of The Joint
Commission’s required Periodic Performance Review. Any deficiencies identified on an
annual basis will be immediately addressed by a plan for improvement. Effective
development and implementation of the plans for improvement will be monitored by the
Safety/Security LeadersOfficer.

The EHSCnrvironmental-Health-and-Safety-Cemmittee reviews and approves the
annual reports. Actions and recommendations of the cGommittee are documented in
the minutes. The annual evaluation is distributed to the Chief Executive Officer,
organizational leaders, Fhe Board of Directors, the PSCatient-Safety-Committee, and
others as appropriate. The manager of each Environment of Care Program is
responsible for implementing the recommendations in the report as part of the
performance improvement process.

Analysis and actions regarding identified environmental issues {EG-04-0103-ERP1+—3}

a.

The EHSCrvironmental-Health-and-Safety-Committee receives reports of activities

related to the environmental and patient safety programs based on a quarterly reporting
schedule. The Committee evaluates each report to determine if there are needs for
improvement. Each time a need for improvement is identified,; the Committee
summarizes the issues as opportunities for improvement and communicates them to
the leadership of the hospital, the performance improvement program, and the patient
safety program.

Improvmg the Environment (£G-04-04-05-ERP4—3)

When the leadership of the hospital, quality improvement, or patient safety concurs with
EHSCavironmental-Health-and-Safety-Committee recommendations for improvements to
the Environment of Care Management Programs, a team of appropriate staff is
appointed to manage the improvement project. The EHSCrvironmentat-Health-and
Safety-Commitiee works with the team to identify the goals for improvement, the timeline
for the project, the steps in the project, and to establish objective measures of
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improvement.

[ b. The EHSCrvironmental-Health-and-Safety-Committee also establishes a schedule for the
team to report progress and results. All final improvement reports are summarized as part
of the annual review of the program and presented to hospital leadership, performance
improvement, and patient safety leadership.

14. Orientation and Ongoing Education and Training (:B-03-04-01+-ER6- & EPR8;-HR-.01-04-.01-ER1and
ECH03.04+04-EP1 -3

a. Orientation and training addressing subjects of the environment of care is provided to
[ each WFMempleyee, volunteer, and to each new medical staff member at the time of
their employment or appointment.
b. In-additien—all-eCurrent WFMsemployees-complete an annual review of life safety via a
Computer Base Learning (CBL) module and documented in the Netlearning system.
c. The Human Resources (HS) Department assisted by the Education Department
coordinates the general New Employee Onentatlon (NEO) program per TCHD policies

e. The Safety LeaderOfficer collaborates with the Environmentof-Gare managers,
department-heads;-the-Directorof Regulatory Cempliance-aand-Infection Control, the
PSOatient-Safety-Officer and others as appropriate to develop content materials for
general and jeb-relatedjob-related orientation and continuing education programs.

e-i. The content and supporting materials used for general and department-specific
orientation and continuing education programs are reviewed and updated to
meet all applicable laws and regulations as necessary.

f. The Safety LeaderOfficer gathers data during environmental rounds and other activities
to determine the degree to which staff is able to describe or demonstrate how jeb
relatedjob-related risks are to be managed or eliminated as part of daily work. ia
addition tThe Safety LeaderOfficer evaluates the degree to which WFMsstaffmembers
understand or can demonstrate the actions to be taken when an environmental incident
occurs and how to report environment of care risks or incidents.

g. Information about staff knowledge and technical skills related to managing or eliminating
environment of care risks is reported to the EHSCnvironmental-Health-and-Safety
Gommittee. When deficiencies are identified action is taken to improve orientation and
ongoing educational materials, methods, and retention of knowledge as appropriate.

F. ANNUAL GOALS/OBJECTIVES FOR 202148
1. -Continue working with staff to enassure education is providedthey-have-a-good-werking
knowledge-oonf the expectations of their roles during a Life Safety emergency situation.
2. Ensurelnsure-that-RedHawk-Life Safety continues to inspect fire systems in accordance with all
Rregulatory complianceAgensies and identify plans to corrects deficiencies with identified in
mandated-time lines.

3. Continue working with department WFMstaff, with maintaining specific clearance spacing for fire
extinguishers, pull-down stations and electrical panels, for compliance and safety purposes.

4, Continue to work with WFMstaff and contractors in regards to both pre and post activities during
construction phases that are necessary to maintain the safety of staff, patients and visitors to
the facility.

G. REFERENCE(S):
| 1. The Joint Commission (TJC). (2021). Accreditation Requirements. INERPA - Life-Safety-Bosk
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2. The 2012 Edition NFPA 101 Life Safety Code
3. The 2012 Edition NFPA 99 Health Care Facilities Code
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%‘% Tri-City Medical Center

Oceanside, California

ENVIRONMENT OF CARE MANUAL
EQUIPMENT MANAGEMENT

SUBJECT: Medical Equipment Management Plan

ISSUE DATE: 10/94
REVIEW DATE(S). 03/97, 07/00, 05/03, 05/08
REVISION DATE(S}): 03/97, 07/00, 05/03, 05/08, 06/15, 01/17,

03/19

Department Approval: 44/18-84/202010/21
Environmental Health & Safety Committee Approval: 144811721
Administration Approval: 034911/21
Professional Affairs Committee Approval: n/a
Board of Directors Approval: 03/19
A, SCOPE:

1. The Medical Equipment Management Program is designed to assure proper selection, of the

appropriate medical equipment to support a safe patient care and treatment environment.
2. Fhe Program:

a. -will ensures assure effective preparation of staff responsible for the use, maintenance,
and repair of the equipment, and manage risks associated with the use of medical
equipment technology.

+h.  -Finally-theProgram-ils designed to assure continual availability of safe, effective
equipment through a program of planned maintenance, timely repair, ongoing education
and training, and evaluation of all events that mayeeuld have an adverse impact on the
safety of patients or staff as applied to the building and services provided at F+i-Gity
Healtheare DistrictTCHD (TCHD).

2-c.  The-program-ils applied to TCHD FH-City-Healthcare-DistrictTCHD-medical-center and
offsite care locations.

43. The Medical Equipment Management Plan describes the processes # implementeds to

manage the effective, safe, and reliable operation of medical equipment as well as provide a

safe environment for patients, staff members, visitors, and other individuals in the hospital.

Directly or indirectly, the Medisal-EquipmentManagementPplan involves every person in the

hospital who uses, maintains, or is associated with medical equipment.

B. FUNDAMENTALS (RISKS):

1. The sophistication and complexity of medical equipment continues to expand. Selecting
new medical equipment technology requires research and a team approach.
2. Patient care providers need information to develop an understanding of medical equipment

limitations, safe operating conditions, safe work practices, and emergency clinical
interventions during failures.

3. Medical equipment may injure patients or adversely affect care decisions if not
properly maintained.

C. OBJECTIVES:

1. The Qobjectives for the Medical Equipment Program are developed from information
gathered during risk assessment activities, annual evaluation of the previous year’s program,
performance measures, and environmental tours.

1:2. The plan’s obObjectives include the following:fer-this-Plan-are:
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To increase training, both formal and informal, for all resident technicians.

Develop departmental rounds to ensure medical equipment safety within the facility.
Keep the medical equipment inventory current and accurate.

Minimize risks to patients, users, and the environment.

Maintain the highest level of availability of medical equipment to clinical users.
Reduce the need for premature replacement of equipment.

Comply with applicable laws, regulations, standards, and codes.

Continually seek opportunities for quality improvement and cost reduction.

Reduce unnecessary workload that does not produce positive impact of care delivery.

T@mo a0 Ty

ORGANIZATION and& RESPONSIBILITY:

1.

The Hospital Governing Board receives reguiar reports of the activities of the Medical
Equipment Management Program from the Environmental Health and Safety Committee
(EHSC). Reports areThey reviewed-therepors-and.-as-appropriate;to communicate concerns
about identified issues; and regulatory compliance. They provide support to facilitate the
ongoing activities of the Medical Equipment Management Program.

The Chief Operating Officer (COQ) / designee receives regular reports of the current status of
the Medical Equipment program through the EHSC nvironmental-Health-&-Safety-Commitiee.
The COQ / designee reviews the reports and, as necessary, communicates concerns about
key issues and regulatory compliance to the medical staff, nursing, GlinisalEngineering, and
other appropriate staff.

The Manager-of-Clinical- Engineering leaders with COO support assures that the Medical
Equipment Program is implemented in all key clinical areas. The program manages a variety
of activities, including tracking of rental or leased equipment, warranty repairs, and contract
services. The Program also assists in the management of the activities of specialty service
contractors providing services to other departments, such as radiology, laboratory, respiratory
care, and surgery and anesthesia.

The Manager of Clinical Engineering implements the in-house medical equipment maintenance
program and tracks maintenance provided by original equipment manufacturers, and other
contractors who provide maintenance and repair services for specific items of equipment.
Department leadersheads ensure orient new staff are oriented to their department and, as
appropriate, specific uses of medical equipment. When requested, the Clinisal-Engineering
Technicians provides assistance.

Individual staff members are responsible for learning and following job and task

specific procedures for safe medical equipment operation.

PERFORMANCE ACTIVITIES:

1.

The performance measurement process is one part of the evaluation of the effectiveness of the
Medical Equipment Program. Performance measures have been established to measure
important aspect of the Medical Equipment Program.

The following fundamental performance indicators will be monitored:

Scheduled Maintenance (SM) -completion rate benchmark is 95% or greater.
Repair completion rate within 30-days benchmark is 85% or greater.
Critical/High Risk Equip SM Mthly Completion rate is 100%.

Use Error Percentages

Could not Duplicate Percentages per year

Equipment found without PM Safety Sticker <1%

s they occur:

Safe Medical Device Act of 1990 (SMDA)

Incident investigations

Device recalls and alerts

CTP BT OO DD

PROCESSES FOR MANAGING MEDICAL EQUIPMENT:

1.

The hospital plans activities to minimize risks in the environment of care —EG-04-04-04-ER7Z
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a.

The hospital has a written plan for managing medical equipment. The organization
develops and maintains the Medical Equipment Management Plan to effectively
manage the medical equipment risks of the staff, visitors, and patients at TCHD#H-Gity
Healtheare District.

The hospital manages safety and security risks-EG-02.064-04+-ER44

a.

The hospital responds to product notices and recalls. Fhe-Manager-ofClinical
Engineering responds and acts on medical equipment notices and recalls. Any notices or

recalls (OEM voluntary or FDA) which are affected on any devices or equipment in the
facility will be acted on immediately and reported to the EHSC meeting. The Department
leadershipDirester-(owner of the equipment) and Risk Manager will be notified of the
notice or recall and action taken. The notice or recall will be annotated on the EHSC
medical equipment report until the issue is resolved. This will also be discussed at the
EHSC meeting to all members.

The hospital manages medical equipment risks—~EG-02:04-61-EP4

a.

a.

The hospital solicits input from individuals who operate and service equipment when it

selects and acquires medical equipment. TCHDT+-City-Healtheare-District TCHD
utilizes a eapital-committee to select and assure the proper equipment is selected.

Examples of commlttee partnc:patlon include but is not Ilmlted to the following:

Glinical-Engineering, Nursing, Facmty Management Flnance and Matenals
Management.
The hospital manages medical equipment risks ~EG-02-04-01+-ER2

The hospital maintains a written inventory of all medical equipment. TCHDFH-City
Healtheare-Distrist maintains an electronic and written inventory of all medical
equipment. This includes all Critical/High Risk equipment. The-ManagereofGlinical
Engineering evaluates new types of equipment before initial use to determine whether
to include this equipment in the inventory.

Written criteria are used to identify risks associated with medical equipment. The risks
include, equipment function, physical risks associated with use, and equipment incident
history as it relates to patient safety. The risks identified are used to assist in
determining the strategies for maintenance, testing, and inspection of medical
equipment. In addition, the identified risks are used to guide the development of training
and education programs for staff that use or maintain equipment.

Equipment requiring a program of planned maintenance is listed as part of a
maintenance inventory. The list includes equipment maintained by in-house staff as
well as equipment maintained by vendors.

The hospital manages medical equipment risks ~EG.02:04-04+-ER3

a.

The hospital identifies high-risk medical equipment on the inventory for which there is a

risk of serious injury or death to a patient or staff member should the equipment fail.

i. Note: High-risk medical equipment includes life-support equipment. The-Manager
of Clinieal-Engineering leadership identifies the activities used for maintaining,
inspecting, and testing all of the medical equipment in the inventory used for the
diagnosis, care, treatment, and monitoring of patients thus assuring safety and
maximum useful life. The determination of the appropriate activity is made as
part of the initial evaluation of equipment. Critical/High Risk equipment is
identified and scheduled according to manufacturer recommendations. They are
electronically tracked.-using-lDesk:

Potential activities selected to ensure reliable performance include:

i Predictive maintenance based on manufacturer's recommendation.

ii. Reliability-centered maintenance based on equipment history.

iii. Interval-based inspections based on specified intervals between
tests, inspections, or maintenance activity.

TCHD#-City-Healthcare District's-Clinieal Engineering Department follows

manufacturer’'s recommendations for predictive (scheduled) maintenance including
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frequency and task (or the activity that requires MORE frequent inspections). Any
changes of maintenance strategy and specific tasks shall be based on the experience
accumulated locally or elsewhere, upon approval of the Environment of Care/Safety
Committee or appropriate hospital authority.
6. The hospital manages medical equipment risks ~EG-82.04-01-EP4
a. The hospital identifies the activities and associated frequencies, in writing, for
maintaining, inspecting, and testing all medical equipment on the inventory. These
activities and associated frequencies are in accordance with manufacturers’
recommendations or with strategies of an alternative equipment maintenance (AEM)
| program. Fhe-ManagerofClinical-Engineering identifies the frequencies for inspecting,
testing, and maintaining medical equipment on the inventory in accordance with
| Mmanufacturers’ recommendations. The frequency of scheduled (planned)
maintenance is determined based on manufacturer recommendations, risk levels, and
current hospital experience. The frequency of maintenance is determined at the time of
initial evaluation of the medical equipment.
b. A work order is used to manage the work for each scheduled maintenance event.
Work orders are issued for maintenance performed by in-house staff and by
contractors. The-Manager-ofClinical-Engineering manages the work order generation
and completion process via electronic systemibDesk. The Glinical-Engineering
Technicians perform assigned work orders and review prior to filing. Work done by
outside contractors is tracked to assure the work is completed in accordance with the
terms of a contract.
c. In addition, other departments manage performance testing and daily user
maintenance of sterilizers.
7. The hospital manages medical equipment risks ~EG-02.04-01- ERS
a. The hospital's activities and frequencies for inspecting, testing, and maintaining the
following items must be in accordance with manufacturers’ recommendations:
i. Equipment subject to federal or state law or Medicare Conditions of
Participation in which inspecting, testing, and maintaining must be in
accordance with the manufacturer recommendations, or otherwise establishes
more stringent maintenance requirements.
ii. Medical laser devices.
iii. Imaging and radiologic equipment (whether used for diagnostic or
therapeutic purposes).
iv. New medical equipment with insufficient maintenance history to support the use
of alternative maintenance strategies Note: Maintenance history includes any of
the following documented evidence:

1) Records provided by the hospital's contractors.
2) Information made public by nationally recognized sources.
3) Records of the hospital's experience over time.

b. The Manager of Glinieal-Engineering identifies the frequencies for inspecting, testing,
and maintaining medical equipment on the inventory in accordance with Manufacturers
recommendations. The frequency of scheduled (planned) maintenance is determined
based on manufacturer recommendations, and can be more often based on risk levels,
and current hospital experience. The frequency of maintenance is determined at the time
of initial evaluation of the medical equipment.

c. A work order is used to manage the work for each scheduled maintenance event. Work
orders are issued for maintenance performed by in-house staff and by contractors.-The
Managerof Clinieal-Engineering manages the work order generation and completion
process via an electronic systemiDesk.

8. The hospital manages medical equipment risks - EG-02-04-04-ER6

a. A qualified individual(s) uses written criteria to support the determination whether it is
safe to permit medical equipment to be maintained in an alternate manner that
includes the following:
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e.

i How the equipment is used, including the seriousness and prevalence of
harm during normal use.

ii. Likely consequences of equipment failure or malfunction, including
seriousness of and prevalence of harm.

iii. Availability of alternative or back-up equipment in the event the equipment fails or

malfunctions.
iv. Incident history of identical or similar equipment.

Maintenance requirements of the equipment.
Ihe—ManagePef-le@aJ—Engmeermg assists in the development of written
procedures that are followed when medical equipment fails. These procedures
include emergency clinical interventions and the location and use of backup medical
equipment. The leader of each department that uses Critical/High Risk medical
equipment develops and trains staff about the specific emergency procedures to be
used in the event of failure or malfunction of equipment whose failure could cause
death or irreversible harm to the patient dependent on such equipment.
These emergency response procedures provide clear, specific instructions for staff
responding to an emergency and provide information about notifying appropriate
administrative staff of the emergency, actions required to protect patients from harm,
contacts for spare equipment or repair services, and contacts to obtain additional staff
to manage the emergency.
Each department leader maintains copies of applicable emergency procedures in
accessible locations in their departments. Departmental staff receives orientation and
ongoing education and training about the emergency procedures.
Each department Director/Manager reviews the department specific medical
equipment emergency procedures annually.

l 9. The hospital manages medical equipment risks ~EG-02.04-01-ERZ

a.

a.

a-C.

The hospital identifies medical equipment on its inventory that is included in an
alternative equipment maintenance program. The Manager of Glinieal-Engineering
will bring any alternative equipment maintenance programs to the Environmental
Health & Safety Committee for approval before using the alternative measures. There
are no alternative maintenance programs currently being used.

10. The hospital manages medical equipment risks ~EG-02.04-01-ER8

The hospital monitors and reports all incidents in which medical equipment is suspected
in or attributed to the death, serious injury, or serious illness of any individual, as
required by the Safe Medical Devices Act of 1990.

The Risk Manager is:

i. -responsible for monitoring and reporting all incidents in which medical
equipment is suspected in or attributed to the death, serious injury, or serious
iliness of any individual, as required by the Safe Medical Devices Act of 1990.

ii. Fhe Risk-Managerscollectings information about potentially reportable events
through the incident reporting and investigation process.

&iii. The-Risk-Managerand-appropriate-clinical-staffeConducting investigations of
medical equipment incidents to determine if the incident is reportable under
criteria established by the Food and Drug Administration. Glinical-Engineering
will help in the investigation only when instructed by Risk Management.

iv. Fhe-Risk-Manager-Usinguses the Sentinel Event Process to investigate and
document reportable incidents.

V. ReportingThe Risk-Managerreporis-for to the EHSCEnvironmental-Health-&
Safety-Committee on those incidents determined to be reportable.

bvi. The-Risk-Manageris-also-rResponsible for completing all reports and handling
other communications with medical equipment manufacturers and the Food
and Drug Administration (FDA) required by the Safe Medical Devices Act.

Appropriate changes in processes and training are made through the performance

improvement process. The changes are communicated to all appropriate staff.
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11. The hospital manages medical equipment risks ~EG-02:04-04-EPS

a.

d.

The hospital has written procedures to follow when medical equipment fails, including
using emergency clinical interventions and backup equipment. The Manager of Glinical
Engineering assists in the development of written procedures that are followed when
medical equipment fails. These procedures include emergency clinical interventions and
the location and use of backup medical equipment. The leader of each department that
uses Critical/High Risk medical equipment develops and trains staff about the specific
emergency procedures to be used in the event of failure or malfunction of equipment
whose failure could cause death or irreversible harm to the patient dependent on such
equipment.

These emergency response procedures provide clear, specific instructions for staff
responding to an emergency and provide information about notifying appropriate
administrative staff of the emergency, actions required to protect patients from harm,
contacts for spare equipment or repair services, and contacts to obtain additional staff
to manage the emergency.

Each department head maintains copies of applicable emergency procedures in
accessible locations in their departments. Departmental staff receives orientation and
ongoing education and training about the emergency procedures.

Each department Director/Manager reviews the department specific medical equipment
emergency procedures annually.

12. The hospital inspects, tests, and maintains medical equipment ~EG-02:04-03-EP1

a.

Before initial use and after major repairs or upgrades of medical equipment on the
medical equipment inventory, the hospital performs safety, operational, and functional
checks. (See-alse-EG-02.04-01,-ER-2}-The Glinical-Engineering staff will test all medical
equipment on the inventory before initial usage and perform safety, operational, and
functional checks. The inventory includes, equipment owned by Fri-Gity-Healthcare
BistrietTCHD, leased, and rented from vendors. These inspection, testing and
maintenance documents are maintained in the ClinisalEngineering Department for
review. The Manager of Glhinicat-Engineering manages the program of scheduled
inspection and maintenance.

13. The hospital inspects, tests, and maintains medical equipment ~EG-02.04-03-ER2

a.

The hospital inspects, tests, and maintains all high-risk equipment. These activities are
documented. (See-alse-EC-02.04-04-EPs-3-and-4:-PC.02.04-11-EP 2)-The Manager of
Glinical-Engineering assures that scheduled testing (inspects, tests and maintains) of all
Critical/High Risk equipment is performed in a timely manner. Reports of the completion
rate of scheduled inspection and maintenance are presented to the Environmental
Health & Safety Committee. If the monthly rate of completion falls below 100%, the
Manager of Glinical-Engineering will present an analysis to determine the cause of the
problem and make recommendations for addressing it. These inspection, testing, and
maintenance documents are maintained in the Glinieal-Engineering Department for
review.

14. The hospital inspects, tests, and maintains medical equipment ~EG-82.04-03-ERP3

a.

The hospital inspects, tests, and maintains non—high-risk equipment identified on the
medical equipment inventory. These activities are documented. The Manager of Glinicat
Engineering assures that scheduled testing (inspects, tests and maintains) of all Non
Critical/Non High Risk equipment is performed in a timely manner. Reports of the
completion rate of scheduled inspection and maintenance are presented to the
Environmental Health & Safety Committee. If the monthly rate of completion falls below
95%, the Manager of Glinieal-Engineering will present an analysis to determine the
cause of the problem and make recommendations for addressing it. These inspection,
testing and maintenance documents are maintained in the Glinisal-Engineering
Department for review.

15. The hospital inspects, tests, and maintains medical equipment ~EG-02-04-03-EP4

a.

The hospital conducts performance testing of and maintains all sterilizers. These
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| 16.

18.

19.

20.

activities are documented. The Manager of Glinical-Engineering is responsible for the
maintenance and documentation of maintenance of all types of sterilizers used at T+~
Gity-Healtheare-DistristTCHD. Maintenance documentation to include SMs are
maintained in electronic system Besk (the Glinisal-Engineering Medical Equipment
Database) and filed into the equipment file for review.

b. Records of load testing (performance) and regular user maintenance are maintained by
Sterile Processing Department (SPD) and Perioperative Services Department,
respectively.

The hospital inspects, tests, and maintains medical equipment —EG.02:04.03-EP5

a. The hospital performs equipment maintenance and chemical and biological testing of
water used in hemodialysis. These activities are documented. The Manager of
Clinleal-Engineering is responsible for managing the service and maintenance of the
dialysis units performed by Fresenius. The service maintenance records are also
entered into the electronic systemibesk the Glinisal-Engineering shop medical
equipment database and filed into the equipment file for review.

b. Engineering is responsible for managing the chemical and biological testing of water
used in hemodialysis at Tr-City-Healtheare DistrictTCHD by Fresenius. The program
of maintenance includes, regular cleaning and disinfection of all dialysis equipment,
and testing for compliance with biological and chemical standards for the dialysis
water supply. Documentation of the testing and maintenance activities is maintained
in the Dialysis storage room for review.

The hospital inspects, tests, and maintains medical equipment ~EG-02.04-03-ERP14

a. Qualified hospital staff inspect, test, and calibrate nuclear medicine equipment annually.
The dates of these activities are documented. The Manager of Clnisal-Engineering
assures that scheduled inspecting, testing, and calibrating (for the service and
Scheduled Maintenance) of the Nuclear Medicine Camera and related equipment is
performed in a timely manner at least annually. The service maintenance records are
also entered into I-Desk the Glinieal-Engineering shop medical equipment database
and filed into the equipment file for review.

The hospital collects information to monitor conditions in the environment. EG-04-04-04-ER1

a. The hospital establishes a processtes)-for continually monitoring, internally reporting,
and investigating the following:

i Medical or laboratory equipment management problems, failures, and use errors

1) Note 1: All the incidents and issues listed above may be reported to staff
in quality assessment, improvement, or other functions. A summary of
such incidents may also be shared with the person designated to
coordinate safety management activities.

2) Note 2: Review of incident reports often requires that legal processes
be followed to preserve confidentiality. Opportunities to improve care,
treatment, or services, or to prevent similar incidents, are not lost as
a result of following the legal process. Medical/Laboratory equipment
management problems, failures, and use errors will be reported to
the EHSC by Glinisal-Engineering on the EHSC report. All use errors
will have in-service education and follow-up.

The hospital collects information to monitor conditions in the environment-EG:04-84-04-EP10

a. Based on its process {es}-the hospital reports and investigates the following:
Medical/laboratory equipment management problems, failures, and use errors. (See also
EC.04-04-03-ER1H-Medical/Laboratory equipment management problems, failures, and
use errors will be reported to the EHSC by Glinisal-Engineering on the EHSC report.

The hospital collects information to monitor conditions in the environment. EG.04-04-04-ER42

a. The hospital conducts environmental tours every six months in patient care areas to
evaluate the effectiveness of previously implemented activities mtended to minimize
or eliminate environment of care risks.

Engineering participates on the multi-disciplinary team Wthh conducts environmental
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21.

22.

safety tours every 6-months in patient care areas and annually in non-patient care

areas at Tri-City-Healthcare DistrictTCHD .
The hospital collects information to monitor conditions in the environment ~EG-04-01-84-ER15
a. Every 12 months, the hospital evaluates each environment of care management plan,

including a review of the plan’s objectives, scope, performance, and effectiveness. On
an annual basis, Manager of Glinical-Engineering evaluates the objectives, scope,
performance, and effectiveness of the Plan to manage the medical equipment risks to
the staff, visitors, and patients at T+-City-Healthcare-BistrictTCHD. The basis for the
evaluation will include but not be limited to the medical equipment performance
standards and the EHSC Committee reports on medical equipment issues (supported
from IDesk). The goal of the annual evaluation is to continually improve processes and
outcomes to improve the patient experience.
The hospital addresses National Patient Safety GoalRSG-06:84-04+—Improve the safety of
chmcal alarm systems. (EP4-3-are completed) (ERP-4-5-willbe-ascemplished-in-2015}
ER 1l eaders establish alarm safety as a hospital priority.
e————7ER-2-Prepare an annual inventory of alarms used in the hospital and identify the
default alarm settings. (For-more-informationreferto-Standard-EG-02:.04-01)
b. EPR-3-- Based on the annual inventory, identify the most important alarms to manage.
C. EPRP4-Establish policies and procedures for managing the alarms identified in-ER-3
above that at a minimum address the following:
i. Whether specific alarms are needed or unnecessarily contribute to
safety concerns.
ii. When alarms can be disabled.
iii. When alarm parameters can be changed.

iv. Who in the organization has the authority to make decisions about
disabling alarms and changing alarm parameters.
2 Monitoring and responding to alarms.
vi. Checking individual alarms for accurate settings, proper operation,
and detectability.
d. EP-5-Educate staff about alarm policies and procedures.

G. INFECTION CONTROL

| 1.

Glinieal-Engineering staff will observe the hospitals infection-control policies and procedures,
including current CDC hand hygiene guidelines, in order to minimize the risk of cross-
contamination to patients and clinicians. In addition, Glinisal-Engineering employees are
required to follow the blood borne pathogens exposure control plan (including training,
universal precautions, engineering and safe work practices, personal protective equipment
usage, and post-exposure evaluation and follow-up) developed by Aramark TRIMEDX
Healthcare Technologies as required by Occupation Safety Health Administration (OSHA)
per 29 CFR 1910.1030.

H. PATIENT INFORMATION PRIVACY (HIPAA):

] 1.

As a service provider, Glinisal-Engineering staff do not use or disclose protected health
information (PHI), as defined by the Health Insurance Portability and Accountability Act of
1996 — HIPAA, specifically the Standards for Privacy of Individually Identifiable Health
Information. Any disclosure of protected health information to Glinical-Engineering staff that
occurs in the performance of their duties (such as what may occur while repairing a piece of
medical equipment) is limited in nature, occurs as a by-product of the maintenance duties, and
cannot be reasonably prevented. Such disclosures are incidental and permitted by the HIPAA
Privacy Rule (45 CFR 164.502(a)(1)).

On the other hand, GliniealEngineering staff shall follow policies and procedures established
by client to protect PHI, including attending required training and assisting clients in identifying
privacy risks and practicing risk reduction measures. Specifically, the Technology Managers
and Clinical-Engineering staff is instructed to:
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a. Assist in identifying and recommending preventive measures for PHI theft risks for
medical devices that are exposed to non-authorized employees, patients and visitors.
b. Work with the Information Technology department to remove all PH! from equipment
that is sent out for repair or disposal.
o Not use or disclose any information (oral, transmitted, or recorded in any form or

medium) that relates to the health (past, present, or future) of or provision of healthcare
to an individual.

I EMERGENCY PREPAREDNESS AND MANAGEMENT:
] 1. Glinieal-Engineering staff will observe the client's emergency preparedness and management
policies and procedures in order to provide care to the population served by the client in the
case of local, regional, and national emergencies.

J.  GOALS AND OJECTIVES FOR FY-1921:

1. Identify and respond to equipment hazard and recall notices in a timely manner.
2. Review and Update as required the Medical Equipment Management Plan annually.
3. Complete annual equipment preventative maintenance according to manufacture

K. ENTERNAL LINKS:

1. Equipment Management Plan: Engineering Manual, Section 4
2. 2021 TCMC 2021 Medial Equipment Management Plan
5.
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ENVIRONMENT OF CARE
SAFETY MANAGEMENT

SUBJECT: Patient Age Related Hazards POLICY NUMBER: 1021

ISSUE DATE: 11/87
| REVISION DATE(S): 5/96, 1/97, 7/00, 05/15

Department Approval-Date(s}: 04/14510/21
Environmental Health and Safety Committee Approval-Bates(s): 04/1511/21
Administration Approval: 11/21
Professional Affairs Committee Approval-Bate{s): 85/15 n/a
Board of Directors Approval-Date{s}): 05/15
A. POLICY
1. In order to ensure a safe environment for patients of all ages, the following procedures shall

be -will-be-followed by the affected departments-

B. Adult Patient — All Ages
1. Fall Risk Hazards
a. The following procedures provide detailed education and instructions to assist with
decreasing patients’ risk for falls
i. Fall Risk Procedure and Score Tool

1) Screen all patients and implement safety measures as outlined in the
procedure
ii. Fall Prevention Procedure — Elsevier Clinical Skills
2. Fire, Electrical, Radiation and Chemical Hazards
a. Review the following Elsevier Clinical Skills
i. Fire, Electrical, Radiation, and Chemical Safety
3. Safety Hazards — General Guidelines
a. Areas used to provide patient care i.e., rooms, bays, shall be clear of clutter with
clear egress
b. Egress locations shall be free patient care and staff equipment i.e., equipment,

supplies and work stations on wheels (WOWs) are stored as to aliow patients and
staff from moving freely within halls, corridors, and within their patient care areas
i.e., rooms, bay.

c. .

d. Lighting should be adequate to meet patient’s needs

e. Bed handrails shall be in the proper position per manufacturer’s recommendations
for patient safety i.e., upper side rails up (this excludes specialty beds)

f. Grab bars are available in showers and halis

C. NEWBORN PATIENT:
B-1. Review Women and Newborn Services (WNS) Standards of Patient Care Adults: Standards
of Care: Patient Safety

D. NEONATAL PATIENT:
1. Review the Standards of Care _ Neonatal Intensive Care Unit — Patient Safety
| E. EDIATRIC PATIENT:
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1. Review Environment (Pediatric) Tri-City Hospital District (TCHD) intranet Elsevier
Procedures GUIBELINES
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ENVIRONMENT OF CARE MANUAL
SAFETY MANAGEMENT

SUBJECT: Providing a Safe Environment

ISSUE DATE: 12/15

REVIEW DATE(S):

REVISION DATE(S): 12/15

Department Approval-Bate(s): 089/1510/20
Environmental Health and Safety Committee Approval-Dates(s):  10/4511/21
Administration Approval: 11/21
Professional Affairs Committee Approval-Date(s): 41415 nla
Board of Directors Approval-Date{s): 12/15

A PURPOSEOLICY:

1.

«on

To H-is-the-policy-of-the Tr-City Healtheare District {TCHD}-{o develop and implement plans,

programs, -and/or -processes thatwhich-will promote a safe and functional environment.

To institute a series of initiatives to reduce the risk of system failure

To ensure staff knowledge relative to emergency procedures to be taken in the event of a
failure.

To implement programs that include, but are not limited to, risk assessments, preventive
maintenance and testing, environmental tours and staff education.

The Spesifically-programs will be developed for specific areas/locations
The programs ensure a#e—m—plaee—thai—mclude but are not hmxted to —Hsk-assessmen%s—

......

he the following:

a. Interior spaces shall meet the needs of the patient population, -and-are safe and suitable
to the care, treatment, and services provided.

b. ForpPatients requiring care who-remaininthe-care-ofthe-hespitalifor more than 30

days in departments, such as the Acute Rehabilitation Unit (ARU) and Behavioral

Health Unit (BHU).

i Space has been provided for recreation and social interactions

ii. Outside areas are suitable to patient’s age, physical or mental needs /
diagnosisconditiens

Storage space is has-been provided to meet the-patients’s needs.

Lighting is suitable for care, treatment, and services and the specific activities being

conducted.

Ventilation provides for acceptable levels of temperature and humidity

Areas used by patients are clean, sanitary, and free of offensive odors.

Emergency access provision is provided to all locked and occupied spaces.

Furnishing and equipment are maintained according to regulatory requirementstoc-be

oo

TQ ™o

The Safety Officer / designee reviews:
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i The Fhe status of the env:ronment Mu—be—rewewed-durmg the— E:env:ronmental
tFTours.
EOGC)-

kil Environmental tours findings andDeficiensies-and-corrective actions and will
be-reviewed-by-the-Directorof Safety/EOGC-andreporised the findings to the

Environmental Health and Safety Committee (EHSC).-as-appropriate.
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A. PURPOSE:

1.

In order to ensure that-waste material generated by Tri-City Healthcare District (TCHD) does not
contain any radioactive contamination, all biohazard and medical waste will be screened with
scintillation detectors before plascing-the containers are placed in the designated areas for
into-the-containers-to-be picked up by a certified waste management company.

B. POLICY:

1.

Biohazardous (Red Bag) Waste:

a. Appropriate protective equipment, i.e., disposable surgical mask with wraparound splash
guard visor, plastic aprons, and gloves, must be worn by all Environmental Service
(EVS) personnel when handling biohazardous waste to be screened for radioactivity and
when placing the waste then-placed into the storage units. -Any-eContaminated
disposable equipment must be placed in the appropriate containers before closing and
locking the storage unit.

b. All EVSnvironmental-Services{EMS)-personnel must pass the biohazardous waste (red)
bags over the radiation detection monitor located in the waste handling area before
placing the red bags into a biohazard barrel for disposal.

c. Personnel MUST allow the bag to rest on the detector for 10 seconds in order for the
detector to be activated.

d. If NO ALARM is produced, personnel may proceed to place the red bag into the waste
storage barrel.

e. If an ALARM is generated, the EVS employee must contact their supervisor
immediately.

f. The supervisor will unlock the storage area #1 or #2 and secure the red bag in the

storage locker, post a—The-radioactivity placard.-must-be-pested and contact the

Radiation Safety Officer (RSO)/designee-

g. TheAs-seon-as-possiblethe- RSORadiation-Safety Officer (RE0O},; Nuclear Medicine
technologist, or radiation safety designee will take measurements of the barrels in
holding using the hand-held survey meter and attempt to determine the source of the
radioactivity. When the material has decayed to background level it must be handled as
biohazard medical waste for disposal.

Medical (Solid) Waste:

a. All EVS personnel must:

a. -position the wagon used to transport the bags of trash to the compactor area on
the platform next to the compactor door between the two scintillation detectors
for monitoring before disposal.

ii. Rersonnelmustverify that there is power to the monitoring system.
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&-b.

d-c.

b-iii. -PersennelMUST-allow the wagon to reside on the monitoring systemthere for
a minimum of 10 seconds in order for the detector to be activated.

If NO ALARM is produced, personnel may proceed to remove the bags from the wagon

and place them in the compactor.

If an ALARM is generated, personnel must contact their supervisor immediately.

The EVS supervisor willmust log the date, time, and route of the pickup that triggered

the alarm.

e, Theis information will be monitored for trends and problems.

The EVS personnel shallmust take the wagon to the biohazard trailers and must

individually check the bags in the wagon for radioactivity utilizing the scintillation

detectors at the biohazard processing area. (see Procedure A) The bags, which are

radioactive, must be isolated from the other bagss.

-The supervisor will unlock the liquid waste safety storage area #1 or #2 and the

radioactive bag(s) will bemust-be secured until decayed to background. The

radioactivity placard must be posted. -FThe remainder of the waste mustwill be

monitored again at the compactor before disposal to ensure no other radicactive

contamination.

Discipline:

a.

ANY observed occurrences of improper handling of waste, including failure to follow
protocol, deliberate disregard for safety precautions, or tampering with the monitoring
system will result in disciplinary action in accordance with AP # 424, Coaching and
Counseling for Work Performance Improvement.

Imaging Services Department Only

a.

Monitoring Equipment-The radiation detection monitors are Ludlum model 3530 Medical

Waste Radiation Detection Monitor.

i Background at Tri-City Healthcare District is approximately 10-20 uR/hr.

ii. The red light/alarm trigger will be set to activate at approximately two times
background or no more than 50 uR/hr.

The hand-held survey meter is a Victoreen Thyac V digital count rate and survey meter

(190) with a scintillation detector model 489-50. This will be used to monitor trash in the

storage area.

i. background at Tri-City Healthcare District is approximately 10-20 uR/hr

Any reading greater than 50 ur/hr must be held for further decay.
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A PURPOSE:

To define the process for identifying and minimizing environment of care (EOC) risk
within Tri-City Healthcare District (TCHD).

Describes the actions required to initiate and conduct an initial risk assessment and the
actions required to re-evaluate a risk assessment as part of the annual evaluation of the
EC programs

1.

2.

B. DEFINITION:PURPOSE:

1

The Rrisk Aassessment — A systematic approach that involves the proactive evaluation
potential and actual environmental risk to a facility, patients, visitors, business

associates and workforce members (WFM).is-used-to-evaluate-the-impast-of the-environment

C. POLICYRESPONSIBILITY:

NP

The Wafety EOC Officer or designee-is responsibilities include but are not limited
tolefor managing the risk assessment process. The responsibilities include:
a. Participating in the selection of environment of care team Risk-AssessmentTeam

members.

b. Scheduling area environment of care toursassessments

c. Managing-the-decumentation-oftheEnsuring -risk assessment prosessfindings are
documented

e-d. Reviewing and reporting risk assessment findings in the appropriate TCHD
committees

PRAGTICE:

Risk Assessments

+a. Arisk assessment of all existing programs will be conducted as part of the evaluation of
the EC programs.

2:b.  The risk assessment findings will be reviewed periodically or as deemed necessary.

3.c. Arisk assessment of all new services and of all areas undergoing major renovation,
alteration, or conversion will be conducted prior to occupancy and/or use.
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4-d.

5-e.

The risk assessment findings wili be used to identify protective measures necessary for
ensuring personnel / occupant safety and serve as a data source for confirmation during
Hazard Surveillance/EOC tours.

The risk assessment will be submitted to the Environmental Health and& Safety

Committee (EHSC) for review, updates and modificationschanges.

An initial risk assessment is required whenever a new building is constructed, the

purchase of an exsiting building, or when an area undergoes significant

renovation or change of use.

Risk assessment will also be conducted when widespread risk are identified

during environmental tours and as needed.

Each department or area requiring an initial risk assessment will be evaluated

using an appropriate risk assessment tool—(Ssee the sampleexample Risk

Assessment Tool:).

The evaluator completes the identified risk tool and scores the risk based on the

directions for using the risk tool

When scoring, the reviewer will consider information obtained through a physical

tour of the facility, regulatory inspections, historical incident reports, accident

and injury statistics, previous safety committee minutes, hazard surveillance
reports, interviews with department heads & staff members, as well as the current
best demonstrated practices

The completed risk assessment, including the sections on the form for

recommended protective measures required including but not limited to, training,

personal protective equipment, policies/procedures, and comments and changes
will be presented to the EHCSC for review and approval.

i. Should any situations that constitute immediate danger be discovered
during the course of the risk assessment process, they will be reported
immediately to the Director of Safety or designee and the appropriate
department manager for appropriate corrective action and resolution

3. ENVIORNMENT OF CARE TOURS (EOC Walk-Through Rounds)INITIAL RISK

ASSESSMENT.

a.

The Safety Officer or designee will ensure that the ongoing hospital-wide EOC
tours program to collect and evaluate the information regarding hazards and
safety practices covers each hospital building’s department or service, interior or
exterior

The Environmental Health and Safety Committee (EHSC) members/or designee

will survey clinical patient care areas at least bi-annually e.g., at least twice per

calendar year and non-clinical care areas at least annually e.g., at least once per
calendar year.

The survey of clinical and non-clinical areas is completed by the EOC leadership

members which will include but is not limited to: Administration, Nursing,

Environmental Services, Bio-Med, Facilities, Risk Management, infection Control,

Regulatory Compliance and the Safety Officer or designee

Results of inspections will be forwarded to the (EHSC) for discussion and action

plans as needed.

i. Inspection reports submitted to the EHSC will contain a summary report of
the findings from EOC tours rounding Walk-through Inspection Sheet.

ii. Problems identified during the EOC tours will be reported through the
TAMIS System or direct e-mails to the appropriate department leader
(Engineering, Environmental Services (EVS), or Biomedical) if repairs are
required .
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jii. Issues that cannot be resolved at the time of inspection or through a Work
Order, will be communicated to the Department Director via the EHSC.

iv. EOC rounding questionnaires will be entered into the Verge data system
and forwarded to the EHSC for review.

V. The results of the Verge data will be reported to the EHSC for trending and
identification of the department specific educational needs.

| 6.D. FORM(S);

1. Risk Assessment Scoring Grid
2. Risk Assessment Tool

H.E. REFERENCE(S):
1. The Joint Commission. (2021). The Joint Commission Hospital Manual E-DitionEC

02-01.01EP-183
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Risk Assessment
Scorning Examples

Scoring
(color-coded)

Criteria

A high-risk area with possible life threatening or disabling

_Sk) consequences, as well as some history of associated incidents
e with serious injury.
: A high or significant risk area with possible life threatening or
( 41 5 disabling consequences and no history of associated incidents
viole . . o .
with serious injury.
A moderate risk of minor injury or inconvenience to patients,
3 visitors, or staff.
(yellow)
A minimal risk of minor injury or inconvenience to patients,
2 visitors, or staff.
(green)
1 Virtually no risk of injury or inconvenience to any one.
(blue)
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(Title of Risk Assessment)
Risk Assessment

Date:

Describe the Issue:

Those involved in the discussion: | (Team must include at least 3 individuals but not more than 10)
1

2.
3.
4.

Place Arguments in support of the issue—why things should remain the Place Arguments against the issue—why things should change
same.
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Based on the current state determine the severity of harm to the population served by using the scale below.

3 - Possible = 4 - Likely = 5 - Very Likely =
1 = Very Unlikely 2 = Unlikely National trend in Documented Incident has Documented Incident
healthcare happened more than one occasion

5--Catastrophic A
(Unexpected death, Medium Medium
catastrophic financial loss)

4--Major (Permanent
injury, medical treatment
required, moderate
financial loss)

Medium Medium

3--Moderate (Semi
permanent injury, medical
treatment required,
moderate financial loss)

Medium Medium Medium

2--Minor (short term
injury, first aid treatment
required, minor financial
loss)

Medium Medium

1--Negligible (No injury,
no treatment required, no
financial loss.)

Medium Medium

Likelihood of Harm SCORE: (A score of 4 or below is minor, 5-7 medium risk and = or > 8 is HIGH RISK)

Conclusion (Based on arguments in support, not in support and likelihood to harm score):

Actions (if Applicable):
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Timeframe for reassessment, if applicable: Date:
Responsible for follow up, if applicable: Person:
Route form to the Pt. Safety Officer/Risk Manager Date
Completed:
Completion of Risk Assessment Date
Completed:
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A. EXECUTIVE SUMMARY:

1.

2.

1-3.

25.

3-8.

Each environment of care poses unique risks to the patients served, the workforce (WFM)
employees and medical staff who use and manage it, and to others who enter the environment.
The Environment of Care Safety (EC) Program is designed to identify and manage the risks of
the environments of care operated and owned by Tri-City Healthcare District (TCHD).

The specific risks of each enviranment are identified by conducting and maintaining a proactive
risk assessment. An environmental safety program based on applicable laws, regulations, and
accreditation standards is designed to manage the specific risks identified in each healthcare
building or portions of buildings housing healthcare services operated by TCHD. The specific
risks of each environment are identified by conducting and maintaining a proactive risk
assessment.

The Management Plan for Environmental Safety describes the risk, safety, and daily
management activities that TCHD has put in place to achieve the lowest potential for adverse
impact on the safety and health of patients, WFMstaff, and other individuals, coming to the
organization’s facilities.

-The management plan and the environmental safetymanagement program are evaluated
annually to determine if they accurately describe the program and that the scope, objectives,
performance, and effectiveness of the program are appropriate.

The program is applied to the Medical Center and all afflicatedoffsite clinics and care sites
owned and operated by TCHD.

The Management Plan for Environmental Safety and associated policies extends to all inpatient
and outpatient service line programs, ancillary services, support services and all facilities
including patient care and business occupancies of TCHD.

The plan also affects all WFM,staff, volunteers, medical staff and associates including
contracted services of TCHD.

B. PRINCIPLES:

1.

2.

The identification of specific risks faced by patients and WFMemployees, and others is essential

for designing safe work areas and work practices.

The identified risks and proven risk management practices are used to design procedures and
controls to reduce the threats of adverse outcomes. In addition, the identified risks and the
procedures and controls are used to educate WFMsstaff to effectively use work environments
and safe work practices to minimize the potential for adverse impact on WFMs them; patients,
and other individuals coming into the environment.

Ongoing monitoring and evaluation of performance, assessment of accidents and incidents, and
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regular environmental rounds are essential management tools for improving the safety of the
environment. The knowledge developed using these management tools is used to make
changes in the physical environment, work practices, and increase WFMstaff knowledge.

C. OBJECTIVES

1.

o~

10.

11.

Perform an initial proactive risk assessment of the buildings, grounds, equipment, staff activities,
and the care and work environment for patients and WFMsemployees to evaluate the potential
adverse impact on all persons coming to the facilities of TCHD.

Perform additional risk assessments when changes involving these issues occur.

Analyze accidents, incidents, and occurrences to identify root cause elements of those
incidents.

Make changes in the procedures and controls to address identified root causes of incidents.
Conduct envirenmental{EOC) rounds in all areas of the hospital and affiliated medical
practices. Staff making rounds evaluates-the physical environment, equipment, and work
practices. Rounds are conducted in all support areas at least annually and all patient care areas
at least semi-annually.

Present quarterly reports of EOC management activities to the eEnvironmental Health & Safety
Committee. The reports from each EOC area manager will identify key issues of performance
and regulatory compliance, present recommendations for improvement, and provide information
about ongoing activities to resolve previously identified EOC issues. The Safety
Officer/designee-coordinates the documentation and presentation of this information.

Assure that all departments have current organization-wide and department specific procedures
and controls designed to manage identified risks.

Review the risks and related procedures and controls at least once every three years to assure
that the EOC programs are current.

Assign qualified individuals to manage the EOC programs and to respond to immediate threats
to life and health.

Perform an annual evaluation of the management plan and the scope, objectives performance
and effectiveness of the Eenvironmental Ssafety Pprogram.

Design and present environmental safety education and training to all new and current
WFMsemployees, volunteers, members of the medical staff and others as appropriate.

D. PROGRAM MANAGEMENT STRUCTURE:

1.

Hospital leaders from the following departments The-Managerof- Satety-(Safety
Offisersecurity, ~Manager-of Risk Management, /QQuality Improvement, Managerof
Regulatory Compliance, -ard Infection Prevention Cenrirel, and-the-Directer-ef Facilities.

Engineering andd Environmental Services will work as the Environmental Safety Leadership

Team (ESLT) to develop the environmental safety program.

The ESLT will:

a. TFhey collaborate with leaders throughout the organization to conduct appropriate risk
assessments, develop risk related procedures and controls, develop staff education and
training materials, and manage day-to-day activities of the environmental safety
program.

4+b. Fhey-aise-collaborate with the Patient Safety Committee to integrate environment of care
safety concerns into the Patient Safety program.

2-c.  The-Environmental-Safety-LeadershipTeam-coordinates the development of reports fo
the Environmental Health and Safety Committee. The reports summarize organizational
experience, performance management and improvement activities, and other
environmental safety issues.

The Environmental Health and Safety Committee

a. monitors and evaluates the processes used to manage the environment of care.
Members of the Environmental Health and Safety Committee are appointed by the
Committee Chair.

b. The EHSCavironmental Health-and-Safety-Committee meets a minimum of four (4)
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9-5.

times per year. During each meeting one or more EC performance management and

improvement reports is presented. In addition, reports of the findings of environmental

rounds, incident analysis, regulatory changes and other issues are presented as
appropriate.
c. The Committee:

i. Aacts on recommendations for improvement, changes in procedures and
controls, orientation and education, and program changes related to changes in
regulations.

ii. Assigns individuals or groups responsibilities for developing solutions to
identified

3—Assigns individuals or groups responsibilities for developing solutions to

d. Membership of the Committee includes representation from:
i. -Nursing Administration,
ii. Facilities Management,
iii. Risk Management,

iv. Quality Improvement,

V. Human Resources,

vi. Senior Administration,

vii. -Bio-Medical Services,

viii. Education,

ix. Medical Staff, Physician representation,
X Infection PreventionGentrel

5.xi. andoOthers as deemed appropriate.

6-e.  The Board of Directors of TCHD receives regular reports of the activities of the
Eenvironmental Ssafety Pprogram from the Environmental Health and Safety
Committee. The Board reviews the reports and, as appropriate, communicates concerns
about identified issues back to the Safety Officer/designee. The Board collaborates with
the Chief Executive Officer (CEO) and other senior leadership to assure budget and
staffing resources are available to support the environmental safety program.

va The CEO or designee of TCHD receives regular reports of the activities of the
Environmental Safety Program. The CEO or designee collaborates with the ESLT and
other appropriate staff to address environmental safety issues and concerns.

The Emergency Management Program contains provisions for management staff on duty to

take immediate, appropriate action in the event of a situation that poses an immediate threat to

life, health, or property.

The Human Resources Department with the assistance from the Education Department and

other leadership staff are responsible for the development and presentation of appropriate

materials for orienting new staff members to the organization, the department to which they are
assigned, and task specific safety and infection control procedures. The orientation and ongoing
education and training emphasize patient safety.

Department leaders are responsible for assuring that all staff actively participates in the

environmental safety program by observing established procedures and conducting work

related activities in a manner consistent with their training. Department leaders also participate
in the reporting and investigation of incidents occurring in their departments and in the
monitoring, evaluation, and improvement of the effectiveness of the environmental safety
program in their areas of responsibility.

Individual staff members are responsible for being familiar with the risks inherent in their work

and present in their work environment. They are also responsible for implementing the

appropriate organizational, departmental, and job related procedures and controls required to
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minimize the potential foref adverse outcomes of care and workplace accidents.

E. ELEMENTS OF THE ENVIRONMENTAL SAFETY MANAGEMENT PROGRAM:
Appointment of Environmental Safety Leadership{EG-04-01-04-EP1)

1.

5.

a.

The CEO or designee appoints a team of qualified individuals to assume responsibility
for the development, implementation and monitoring of the environmental safety
management program. The EESLT includes the Safety Officer/ or designeel, Manager
of Risk,-Management/Quality Improvement leader,-Manager of Regulatory Compliance
and Infection PreventionGentre!l, and the Director of Engineering.

The ESLT coordinates the development and implementation of the environmental safety
program and assures it is integrated with the patient safety, infection control, risk
management, and other programs as appropriate.

The ESLF maintains a current knowledge of environmental safety laws, regulations, and
standards of safety, assesses the need to make changes to procedures, controls,
training, and other activities to assure that the environmental safety management
program reflects the current risks present in the environment of TCHD.

Designation of Persons to Intervene When Immediate Threats to Life, Health, or Property are

identified (EC-04-64-04-EP2)}

a.

The Emergency Management Pprogram includes specific response plans for TCHD that
address implementation of an appropriate intervention whenever conditions pose an
immediate threat to life or health, or threaten damage to equipment or buildings. The
response plans follow the Hospital Incident Command System (HICS) all hazards
response protocol. An appropriate event incident commander is appointed at the time
any emergency response is implemented.

The Immediate Threat Procedure is included in the Emergency Operations Plan. The
procedure lists the communications and specific actions to be initiated when situations
posing an immediate threat to patients, staff, physicians, or visitors or the threat of major
damage to buildings or property. The objective of the plan is to identify and respond to
high risk situations before significant injuries, death or loss of property occurs.

The CEO has appointed the Safety Officer/hospital appointed personnel, the Nursing
Administrative Supervisor on duty, and the aAdministrator on cEall to exercise this
responsibility. These individuals are to assume the role of incident command and to
coordinate the mobilization of resources required to take appropriate action to quickly
minimize the effects of such situations.

Environmental Safety Management Plan (EG-04+084-04+-ER3)}

a.

The Environmental Safety Management Program is described in this management plan.
The Environmental Safety Management Plan describes the procedures and controls in
place to minimize the potential adverse impact of the environment on patients, staff, and
other people coming to the facilities of TCHD. The Environmental Safety Management
Program is described in this management plan.

The hospital identifies safety risks associated with the environment of care

a.

b.

The ESLF of TCHD performs proactive risk assessments to identify nsks that create the
potential for personal injury of WFMsstaff-er-ethers or adverse outcomes of patient care.
The purpose of the risk assessments is to gather information that can be used to
develop procedures and controls to minimize the potential of adverse events affecting
staff, patients, and others. The risk assessments use information from sources such as
envirepmental-“EOC” rounds, the results of root cause analysis (RCA), incident reports,
and external reports such as The Joint Commission Sentinel Event Alerts, California
Department of Health (CDPH) All Facilities Letters (AFLs), California Occupational
Safety and Health AdministrationCal/OSHA standards, and Food and Drug
Administration (FDA) product recall notices.

The ESLF coordinates the risk assessment process with the Director of Engineering,
department Directors and others as appropriate.

The hospital takes action to minimize or eliminate identified safety risks in the physical
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&:10.

11,

environment (EC-02-01-01+-EP3)

a.

The results of the risk assessment process are used to create new or revise existing
procedures and controls. They are also used to guide the modification of the
environment or the procurement of equipment that can eliminate or significantly reduce
identified risks. The procedures, controls, environmental design changes, and equipment
are designed to effectively manage the level of environmental safety in a planned and
systematic manner.

Development and Management of Policies and Procedures

a.

C.

d.

The Safety Officer or designee follows the admlmstratlve pohcy for the development of
organization-wide and department specific policies, procedures, and controls designed

o ehmmate or minimize the ldentmed nsks#he%aiety@ﬁ;eer—as&et&éepaﬁmem

The organization-wide policies and procedures and controls are available to all
departments and services on the organizational intranet. Departmental procedures and
controls are maintained by department directors. The department directors are
accountable for ensuring that all staff are familiar with organizational, departmental, and
appropriate job related procedures and controls. Department directors are also
accountable for monitoring appropriate implementation of the policies, procedures and
controls in their area(s) of responsibility. Each staff member is accountable for
implementing the policies, procedures and controls related to theirhesthis work
processes.

The policies, procedures and controls are reviewed when significant changes in services
occur, when new technology or space is acquired, and at least every three years.

The Safety Officer assists with the reviews of policies and procedures with department
heads and other appropriate staff.

The hospital maintains all grounds and equipment (EG-82.04-01-ER5)

a.

The Director of Engineering (Facilities Management) is responsible for:

i. -managingManaging the appearance and safety of the hospital grounds

ii. —-additien-the Direstor-of-Engincering-is-responsible-for Aassuring thatthe
equipment used to maintain the campusgreunds-is in proper operating condition

a-iil. —ané%hat—gGrounds staff are{s tramed to operate and mamtam the equnpment—

b-iv.

Engineering and facilities staff and Security Officers/designee will make regular rounds
of the grounds to identify unsafe conditions.

The Security Manager and Engineering staff reports all deficiencies to the Director of
Engineering (Facilities Management) for appropriate action

The hospital responds to product notices and recalls {EG-02:84-01+ER4H

a.

The Risk Manager efSafetyr-and the Director of Materials Management coordinate a
product safety recall system: FGHD-utilizes-the NRAGC E-Class-system-that is designed
to quickly assess safety recall notices; te-respond to recalls these-that affect TCHD,;
and to ensureassure all active safety recalls are completed in a timely manner.

A quarterly report of safety recall notices that required action to eliminate defective
equipment or supplies from TCHD is presented to the Environmental Health & Safety

Committee.-by-the Manager-of Safety-

The hospital prohibits smoking{EG-02:64-03-ER1-&ER2)

a.

TCHD has developed a Smoke Free Environment policy. The policy prohibits smoking of
any kind (i.e.,: cigarettes, cigars, pipe, chewing tobacco, e-cigarettes and vapor

producing devices) in any hospital building or campusgreunds-by all WFM,-including
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staff; visitors and patients.

TCHD has identified alternatives to tobacco products that are offered to all. TCHD has
developed tobacco replacement product resources to assist the WFMsstaff and patients
with smoking cessation as desired. Staff may purchase tobacco replacement products
via Employee Health at a discounted cost.

48-12. The hospital takes action to maintain compliance with its smoking policy (E6-02.84-03-ER&}

a.

The procedures for managing the use of smoking materials are followed and enforced by
all leadership and staff.

44-13. The hospital monitors conditions in the environment (£6-04-04-04-ER1-EPR11)

a.

The Manager of Risk Management coordinates the design and implementation of the
incident reporting and analysis process. The ManagerofSafety{Safety Officer)/
designee works with Risk Management to design appropriate processes to document
and evaluate patient and visitor incidents, staff member incidents, and property damage
related to environmental conditions.

Incident reports are completed per hospital policy by-a-staffmemberorwithessto

whem-for mcndents reported by patlents or vus:tors a-patient-orvisitorinsidentis
. Risk Management

works w1th appropnate staff to analyze and evaluate the reports. The results of the
evaluation are used to eliminate immediate problems in the environment.
inadditiontThe-Manageref-Risk Management-and the Safety Officer or designee
collaborate to conduct an aggregate analysis of incident reports generated from
environmental conditions to determine if there are patterns of deficiencies in the
environment or staff behaviors that require action. The findings of such analysis are
reported to the Environmental Health and Safety Committee and the Patient Safety
Committee, as appropriate. The Safety Officer or designee provides summary
information related to incidents to the CEO and other leaders, including the Board of
Directors, as appropriate.

The Safety Officer or designee coordinates the collection of information about
environmental safety, patient safety deficiencies including identification of opportunities
for improvement from all areas of TCHD.

The Environmental Health and Safety Committee and the Patient Safety Committee are
responsible for identifying opportunities for improving environmental safety, for setting
priorities for the identified needs for improvement, and for monitoring the effectiveness of
changes made to any of the environment of care management programs.

The Chairperson of the Environmental Health & Safety Committee prepares quarterly
reports to the leadership of TCHD. The quarterly reports summarize key issues reported
to the EHSC and PSC ecemmittees with their recommendations. Fhe-gQuarterly reports
are-is-alse used to communicate information related to standards and regulatory
compliance, program issues, objectives, program performance, annual evaluations, and

other information, as needed, to assure-Hospital hospital leaders that-management
responsibilities-have-been-carried-eut—Annual reports are provided to the Board of

Directors related to EC, or more often if warranted.

42-14. Environmental tours are conducted annually in patient care areas (EG-04-04-04-ER12}

a.

Environmental"EOC= rounds at TCHD are conducted throughout the year on a schedule
prepared by the ESLT. Each patient care area is scheduled for an environmental tour
every twelve months. The Safety Officer or designee with the ESLT coordinates
correction of identified deficiencies with the appropriate department director(s).

EOC Additional-environmental"EOC” tours are performed when construction or other
activities create unusual risks that may require design and implementation of a plan to
manage Interim Life Safety Measures, Infection Control Risk Measures, Proactive
Construction Risk Management Measures, or other temporary issues.

The ESLT analyzes the results of the environmental tours to determine if deficiencies
are corrected in a timely manner and to determine if there are patterns or trends that
require action to improve practices or environmental conditions.
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43-15. Environmental tours are conducted annually in non-patient care areas (EG-64-64+-04+-EP43}

a.

Environmental-EOC “rounds at TCHD are conducted throughout the year on a schedule
prepared by the ESLT. Each non-patient care area is scheduled for an environmental
tour annually. The Safety Officer or designee with the ESLT coordinates correction of
identified deficiencies with the appropriate department director(s).
EOCAdditienal-environmental"EQC tours are performed when construction or other
activities create unusual risks that may require design and implementation of a plan to
manage Interim Life Safety Measures, Infection Control Risk Measures, Proactive
Construction Risk Management Measures, or other temporary issues.

14-16. The hospital uses its tours to identify deficiencies, hazards, and unsafe practices (EG-04-04-04

EP14)

a.

The ESLT manages a process of EOC ervironmentaEOGC" rounds designed to
evaluate staff knowledge and skills, observe current environmental and patient safety
practices, and to evaluate environmental conditions. Findings of the environmental
rounds are used as a resource for improving environmental and patient safety
procedures and controls, updating orientation education and education programs, and
improving staff performance.

The ESLT analyzes the results of the environmental tours to determine if deficiencies
are corrected in a timely manner and to determine if there are patterns or trends that
require action to improve practices or environmental conditions.

15:17. E—veﬁutwewemenfehs—ﬂhe hospltal evaluates each environment of care management plan

annuallyin

p;egmn—desenbed—b&#re—plw&—(—&@—@#@%—éﬁié} usmg mult:ple sources such as analysis

of environmental rounds, incident reports, findings of external reviews, benchmarking
programs or assessments by regulators, accrediting bodies, insurers, and consultants,
minutes from appropriate commlttees

1he—a*maa4—eva¥ua§enexammes~ﬂhe management plans are rev:ewed

i. to determine if the plansy accurately represent the management of
environmental and patient safety risks.

ii. to-Thereview-also evaluatees-thethe operational results of each Environment of
Care program to determine if the scope, objectives, performance, and
effectiveness of each program are acceptable. The annual evaluation uses a

vanety of mforma’non sources. The seurees—mekade—agg#ega%e—anay&srei

Findings of the annual review are presented to the EHSC. Each report presents a
balanced summary of an Environment of Care program for the preceding fiscal
year. Each report includes an action plan to address identified weaknesses.

identified on an annual basis will be lmmedlately addressed by a plan for improvement.
Effective development and implementation of the plans for improvement will be
monitored by the Safety Officer/designee.
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a.

The results of the annual evaluation are presented to the EHSCrvironmental-Health-and
Safet%eemm#eefor review and |f requured recommendatlons lhe—Gemm#eee

The annual evaluation is distributed to the CEOQ, Board of Directors, organizational
leaders, the PSCatient-Safety-Committee-the-Quality Assurance Performance
Improvement Committee and others as appropriate. The manager of each Environment
of Care program is responsible for implementing the recommendations in the report as
part of the performance improvement process.

46-18. Analysis and actions regarding identified environmental issues (EG-04-04-03-ER1—ER3}

The EHSCrvironmental-Health-and-Safety-Commitiee receives reports of activities

related to the environmental and patient safety programs based on a quarterly reporting
schedule. The Committee evaluates each report to determine if there are needs for
improvement.

Each time a need for improvement is identified the EHSCGoemmittee-summarizes the
issues as opportunities for improvement and communicates them to the leadership of
the hospital, the quality improvement program, and the patient safety program.

1#19. Improvmg the Environment (EC-04-61-85-ER1+—EPR-3}

When the leadership of the hospital, regulatory compliance, quality lmprovement or
patient safety concurs with the EHSC

recommendations for improvements to the environment of care management programs,
a team of appropriate staff is appointed to manage the improvement project. The
EHSCrvirenmental-Health-and-Safety-Committee-works with the team to identify the
goals for improvement, the timeline for the project, the steps in the project, and to
establish objective measures of improvement.

The EHSCrvironmental-Health-and-Safety-Committee-also establishes a schedule for
the team to report progress and results. All final improvement reports are summarized as
part of the annual review of the program and presented to hospital, performance
improvement, and patient safety leadership.

48-20. Orientation and Ongoing Education and Training {-B-03-03-04+ER6-&-EP8; HR-01-04-04-ERP1-&
EGC-03.04.01-ER1-ER3)

a.

Orientation and training addressing the environment of care is provided to each
employee, contract staff and volunteer. All Licensed Independent Practitioners (LIP)
receive orientation to the Environment of Care in accordance with the Medical Staff
policies and bylaws.

tnadditien—aAnnual EOC training is provided and documented via Netl.earning.

The Human Resources (HR) Department with participation from the Education
Department coordinates the general New Employee Orientation per HR pohcles (NESY
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F. GOALS/OBJECTIVES-FOR-FY¥492021-2022:

1. Complete Ssafety risk assessments for all departments, services throughout TCHDthe-medical
2. Redesign the EOQC touring process and scheduling.

2:3.  Continue to provide education to staff in identifying and reporting Work Place Violence.

G. RELATED DOCUMENT(S):
1. Administrative Policy: Smoke Free Environment #205
1:2.

H. REFERENCE(S):
1. The Joint Commission (TJC). 2021. The Joint Commission E-Edition: Emergency

Manangement Chapter.
2. The Joint Commission (TJC). 2021. The Joint Commission E-Edition: Environment of

Care Chapter.
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ENVIRONMENT OF CARE MANUAL
SECURITY MANAGEMENT

SUBJECT: Security Management Plan

ISSUE DATE: 01/97
REVISION DATE(S): 01/99, 07/00, 04/03, 12/05, 12/11, 06/15,
12/17, 0319

Department Approval: 41/4810/21
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Board of Directors Approval: 03/19

A. EXECUTIVE SUMMARY:
1. Each environment of care poses unique security risks to the patients served, the workforce
employees and medical staff who use and manage it, and to others who enter the environment.
4:2. -The Ssecurity Mmanagement Pprogram is designed to identify and manage the security risks
of the environments of care operated and owned by Tri-City Healthcare District (TCHD)-The
specific-risks-of-each-environment-are-identified by conducting and maintaining a proactive risk

assessment. The A-security management program manages identified risks using based-on

applicable laws, regulations, and accreditation standards.-is-designedio-manage-the-specific
isks identifiod

2-3. The Management Plan for a Secure Environment describes the security risk and daily
management activities that TCHD has put in place to achieve the lowest potential for adverse
impact on the security of patients, workforcestaff, and other individuals, coming to the
organization’s facilities. The management plan and the Security Management Program are
evaluated annually to determine if they accurately describe the program and that the scope,
objectives, performance, and effectiveness of the program are appropriate.

4, The scope of the program is applied to the mMedical eCenter and affiliated clinics all-offsite
care-centers owned and operated by TCHD.

5. The Security Management Plan and associated policies extend to alf inpatient and outpatient
service line programs, ancillary services, support services and all facilities including patient care
and business occupancies of TCHD.

3:6. The plan also affects all workforceemployees, volunteers, medical staff and associates
including contracted services of TCHD.

B. PRINCIPLES:
1. Security is a system made up of human assets and technology.
41— Timely identification of changes in the types of TCHD security threats facing are
performed through initial and ongoing assessments.
2. Visible and clandestine components of the system are used to reduce the potential for criminal
activity, the threat of workplace violence, and to increase feelings of security among patients,

the workforce staﬂ and VISItOI’S eihe;s—eemmg—te—IGHD-

4.3. Collection and analysis of information about adverse security events provides information to
heip predict and prevent personal violence, crime, and other incidents.
5.4. Workforce Staffmembers awareness of security is an essential part of an effective program.
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TCHD orients and trains all staff to basic components of the security program, including
workplace violence prevention and active threat, along with techniques for managing security
risks related to work areas or daily activities.

C. OBJECTIVES:

1.

10.

11.
12.
13.

Perform an initial proactive risk assessment of the buildings, grounds, equipment, workforce

members’ staff activities, and the care and work environment for patients and

workforceemployees to evaluate the potential adverse impact on all persons coming to the

facilities of TCHD.

Perform additional risk assessments when changes in the campus design or patterns of security

events indicate a change in the security threat level.

Analyze security incidents and occurrences to identify root cause elements.

Conduct ongoing random security patrols (rounds) in all areas of the medical center, affiliated

business offices and outpatient facilities to —Staff-making-rounds evaluates the physical

environment, equipment, and work practices.

4.a. Rounds are conducted in all support areas and all patient care areas at least once per
day.

Present reports of Environment of Care management activities to the Environmental Health and

Safety Committee quarterly. The reports identify key issues of performance and regulatory

compliance, present recommendations for improvement, and provide information about ongoing

activities to resolve previously identified security issues. The Manageref Security Leadership

coordinates the documentation and presentation of this information.

Assure that departments have current organization-wide and as needed department specific

procedures and controls designed to manage identified security risks.

Review the risks and related procedures and controls at least once every three years to assure

that the security program is current.

Assign qualified individuals to manage the program and to respond to immediate security

threats.

Perform an annual evaluation of the management plan-and-ef-the-scope;-objestives

Ensures Design-and-present security education and training is provided -to all new and current

workforce membersemployees, volunteers, members-of-the medical staff, contract staff and

others as appropriate.

Provide timely response to emergencies and requests for assistance.

Communicate with law enforcement and other civil authorities as needed.

Manage access to the grounds, buildings, and sensitive areas of TCHD.

D. PROGRAM MANAGEMENT STRUCTURE:

1.

The Board of Directors of TCHD receives regular reports of the activities of the Security
program from the Environmental Health and Safety Committee. The Board reviews the reports
and, as appropriate, communicates concerns about identified issues back to the Safety Officer.
The Board collaborates with the Chief Executive Officer (CEQ) and other senior leaders to
ensureassure budget and staffing resources are available to support the Security Program.
The CEO or designee of TCHD receives regular reports of the activities of the Security program.
The CEO or designee collaborates with the Manager-of Security Leader and other appropriate
workforce members staff to address security issues and concerns.

The-Managerof-Security Leadership works under the general direction of the CEO or
designee. The Manager of Security is responsible for managing the Security Program. The
Manager-of SecurityreporisSecurity reports program findings to the Environmental Health and
Safety Committee. The reports summarize organizational experience, performance
management and improvement activities, and other security issues.

Department Lieaders are responsible for orienting new workforce members according to
TCHD, Human Resource and unit/department policies and procedures staff-members-to
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§:6. Department Leadersheads are alse-responsible for participating in the reporting and

mvestlgatlon of incidents occurring in their departments

E. ELEMENTS OF THE SECURITY PLAN:

1. Appomtment tof S Security Leadership (SECEGCH04-04+-01-ER1)

AThe GEO-of TCHD-appoints-the-Safety Officer or Security Leader is appointed to ;
and-selests-a-gqualified-individual-capable-of overseeing the development,

implementation and monitoring of the security program. The Safety Officer/Security
Leader’s responsibilities are jeb-is defined by a-job description. The competency of
the Safety Officer/Security Leader competency is CEO-ora-designee-evaluateds-the
competence-of-the-Safety Officer annually by the CEO or designee.-

The Managerot-Security Leader:

b-i. Csoordinates the development and implementation of the security program and
assures it is integrated with the patient safety, information management, and

other programs as appropnate—lhe—Menage#ef—Seeent—ys-jeb%éefmeérb%a—jeb

Seeum%aaﬂua%e

ii. Fhe-Managerof-Security Mmaintains a current knowledge of laws, regulations,
and standards of security

elii. The-ManagerofSecuriby-alse-cContinually assesses the need to make changes
to procedures, conirols, training, and other activities to assure that the security
management program reflects the current risks present in the environment of
TCHD.

2. Designation of Persons to Intervene When Immediate Threats to Life, Health, or Property are

identified (EC-84-04+-01-ER2}

a.

The Emergency Management Pprogram includes specific response plans for TCHD to
implement as hat-address-implementation-of-an-appropriate intervention whenever
conditions pose an immediate threat to life or health, or threaten damage to equipment
or buildings. The response plans follow the HIGS-{Hospital Incident Command System
(HICS) all hazards response protocol. An appropriate Incident Commander is appointed
at the time any emergency response is implemented.

The Immediate Threat Procedure is included in the Emergency Operations Procedure

manual. The procedure lists the communications and specific actions to be initiated

when situations posing an immediate threat to patients, workforcestaff, physicians, or
visitors or the threat of major damage to buildings or property.

b-i. The objective of the procedure is to identify and respond to high risk situations
before significant injuries, death or loss of property occurs.

&ii.  The CEO has appointed the Safety Leader,Officer, the Nursing Administrative
Supervisor on duty, and the Administrator on Call to exercise this
responsibilifrto These-individuals-are-te assume the role of incident command
and to coordinate the mobilization of resources required to take appropriate
action to quickly minimize the effects of such situations.

3. Management Plan for a Secure Environment (SEG-EG-04-04-061-ERP4)

a.

The Security Management Program is described in this management plan. The security
management plan describes the policies, procedures and controls in place to minimize
the potential that any patients, staffworkforce members, and other people coming to
the facilities of TCHD experience an adverse security event.

4, Proactive Risk Assessment (SEG-EG-02-0+04-ERPH

a.

The Managerof-Security Leader £ TCHDB coordinates proactive risk assessments to
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5.

identify risks that create the potential for personal injury of staff or others or adverse

outcomes of patient care. The purpose of the risk assessments is to gather information

that can be used to develop procedures and controls to minimize the potential of
adverse events affecting workforce membersstaff, patients, and others.

The Manager-of Security Leader works with department directors, managers, the Patient

Safety Officer, Risk Managerment and others as appropriate.

The Security Department iswill-be responsible for enacting proactive security measures

as follows:

i Scheduling patrolling of the Medical Center and parking lots to help prevent work
place violence/inascidents.

ii. Locking/unlocking of exterior doors, departments, and associated rcoms; and on-
going inspections of all sensitive areas throughout the Medical Center.

iii. Ensuring that-all workforce membersemployees-and physicians properly
display their photographic identification badges at all times.

iv. Submitting reports to the Director of Engineering or designee pertaining to
security and safety violations, including but not limited to: defective lighting,
damaged equipment, unsafe situations or conditions that may present a danger
to others.

V. Maintaining unrestricted locations for the timely loading and unloading of persons
seeking medical treatment in the Emergency Department (ED) and Women'’s
Center.

wvi.  Security will also ensure a location for long-term vehicle parking.

vivii. Monitoring the Security Department Closed Circuit Television (CCTV)-

vikviii. Providing campus escort services 24 hours per day as needed for employees
and visitors.

The hospital takes action to minimize or eliminate identified security risks in the physical

envnronment (EC-02-01-01-ER3)

The results of the risk assessment process are used to create new or revise existing
procedures and controls. They are also used to guide the modification of the
environment or the procurement of equipment that can eliminate or significantly reduce
identified risks. The procedures, controls, environmental design changes, and equipment
are designed to effectively manage the level of security in a planned and systematic
manner.

In response to the-2046-Cal/OSHA, Workplace Violence Prevention in Healthcare, Title
8, Chapter 4, § 3342 regulations, TCHD has created new environmental risk assessment
tools and general employee education programs.

TCHD has elestedto implemented the Non-Violent Crisis Intervention Program (NVCI)
for the mandated training of workforce membersstaff working in high-risk areas inper
complianee-with the California Health and Safety Code Section 1247.7 and 1257.8.
Theis training includes, but is not limited to the following:

i. General safety measures.

ii. Personal safety measures.

ifi. The assault cycle.

iv. Aggression and violence predicting factors.

V. Characteristics of aggressive and violent patients and victims.

vi. Verbal and physical maneuvers to diffuse and avoid violent behavior.

vii. Strategies to avoid physical harm.

viii. Restraining techniques.

iX. Resources available to employees coping with violence (stress debriefing,

employee assistance programs, etc.).
-The NVCI program will be offered to ansillarrancillary staff routinely assigned to the
Emergency Department. Ancillary department managers will be responsible for
determining staff appropriate for this training.
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6.

Development and Management of Policies and Procedures (:B-84-04-07ER1-and-ER2}
a. The managerof-Security Leader follows the administrative policy for the development of

organization-wide and department specific policies, procedures, and controls designed
to eliminate or minimize the identified risks. The-manageref Security assists department
leaders with the development of department or job specific environmental safety
procedures and controls.

b. The organization-wide policies, procedures and controls are available to all departments
and services on the organizational intranet. Departmental policies, procedures and
controls are maintained by department directors who-The-direstors are responsible for
ensuring that their workforce areallstaffisfamiliar with organizational, departmental,
and appropriate job related policies, and procedures.-and-centrels. Department directors
are also responsible for monitoring appropriate implementation of the policies,
procedures and controls in their area(s) of responsibility. Each workforce staff member
is responsible for implementing the policies, procedures and controls related to her/his
work processes.

C. The policies, procedures and controls are reviewed when significant changes in services
occur, when new technology or space is acquired, and at least every three years. The
manager-of-Security Leader coordinates the reviews of procedures with department
leaders and other appropriate workforce members.staff-

Identification of Patients, Staff, and Others Entering the Facility (SEG-EC-02.01-01+ER7}

a. The identification (ID) of workforce members arestaffis-an interdisciplinary function.
Several Directors share responsibility for designing identification systems and
establishing procedures and controls to maintain the effectiveness of the systems.

b. The current systems in place at-FGHB-include photographic ID badges for all
workforcestaff, volunteers, students, contracted staff and members of the medical staff;;
password systems to limit access to authorized users of information system applications,
physical security systems to limit access to departments and areas of the hospital, and
distinctive clothing/badges to facilitate rapid visual recognition of critical groups of the
workforcestaff.

c. The IDidentiisation of patients is also an interdisciplinary function. The current system
includes personal identification of patients in medical records and by use of various arm
band systems.

d. The identification of others entering TCHD is managed by the Security and Materials
Management Departments. The managereofSecurity Leader in collaboration with the
CEO or designee and other appropriate workforce membersstaff provides a secure
environment that requires identification of all contractors/vendors and the badging of
visitors to the various areas of the facility. The Director of Materials Management
manages the procedures for identification of vendors. The managerofSecurity Leader
takes appropriate action to remove unauthorized persons form areas and to prevent
unwanted individuals from gaining access to TCHD.

Identification and Management of Security Sensitive Areas (SEG-EC02-01-01-ER8)

a. The following areas have been designated as sensitive areas:

i. Emergency Department:
ii. Maternal Child Health-
iii. Neonatal Intensive Care Unit-

iv. Pharmacy Departmentt.

V. Human Resources Department-

vi. Adult Critical Care Unit-

vii. Information Technology-

viii. Administration=

iX. 3rd-Floor-Center Tower-Progressive Care Unit-
X. Medical Records Office and Storage areas-

Xi. Nuclear Medicine Hot Lab-
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Workforce members Staff in each sensitive area participates in training addressing the
unique risks of the area and the procedures and controls in place to manage them. Key
personnel and security staff receive specialized training related to processes in high risk
security areas.

The Security Plan has a program for the inspection, preventative maintenance and
testing of the following security equipment:

i. Emergency Department;

1) Electronic access control.
2) Panic buttons.
3) Closed Circuit Television (CCTV) cameras.

4) Security Officer Station — Posted 24 hours per day.
ii. Women and Newborn Services Units:

1) Electronic access control.
2) Access Control System CCTV.
3) Department policy in place for identifying visitors.
4) Department procedure for uniquely identifying mother-infants.
5) Teaching program to educate parents or guardians to explain the security
processes.
6) Unique identification for staff members.
7) Unique vVisitor Bbadge identification for visitors.
iil. Neonatal Intensive Care Unit:
1) Electronic access control.
2) Panic buttons.

3) The Maternal Child Health units are protected with both active video
surveillance systems on entrances and exits of the units. Additienally;
{The unit has electronic access control systems for entrances and exits
that alarm if unauthorized entry or exit occurs.

iv, Pharmacy Department:

1) Electronic access control-

2) Infrared Security System-

3) Panic buttons-
V. Business Office:

1) Electronic access control-

2) Panic buttons-

3) Local area surveillance system-
Vi. Human Resources department:

1) Panic buttons-

2) Access Control System CCTV=
vil, Adult Critical Care Unit;

1) Electronic access control-
viii. Case Management:
1) Panic buttons-

9. Management of Security Incidents Including an Infant or Pediatric Abduction (SEGEG-02.04+-64

EPG)

a.

The-Manager-of-Security Leader has developed procedures for rapid response to
breaches of security. The-eOn-duty Security Officers and local police have the
manpower and technological resources to respond to a wide variety of incidents. The
managerof-Security Leader or a designee is responsible for assessing breaches of
security and determining what resources are required to respond effectively.

The Manager-ofSecurity Leader, Safety LeaderOfficer and the Director of Women'’s
and Children’s Services are responsible for the design and management of systems to
reduce the threat of abduction of infants or children and to respond to any threats of or
actual abductions.
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10.

11.

A Code Adam is announced over the paging system, as well as selected radios when a

potential or actual abduction has occurred.

i All available workforcestaff responds per the Patient Care Services Code Adam.

ii. The Code Adam plan is tested at least annually and the responses are
documented, evaluated, critiqued and as appropriate corrective activity,
additional training, or program improvements are made.

The Manager-of Security Leader and the Director of Women and Newborn Services are

required to conduct at least one abduction drill annually.

. in-additien-aActivations of the abduction alert system and all attempted or actual
abductions of infants or children are treated as security incidents and reported
and analyzed appropriately.

The hospital monitors conditions in the environment {E6-04-04-04-ERP1—EPR14)

a.

a-b.

b-c.

e-d.

d-e.

ef.

fg.

The Directorof-Risk Management coordinates the design and implementation of the
incident reporting and analysis process.

The manager-efSecurity Leaders works with the-Direster-of Risk Management to design
appropriate forms and procedures to document and evaluate patient and visitor
incidents, staff member incidents, and property damage related to environmental
conditions.

Incident reports are completed by the staff member or witness to whom a patient or
visitor incident is reported. The completed reports are forwarded to Risk Management.
Risk Management works with appropriate staff to analyze and evaluate the reports. The
results of the evaluation are used to eliminate immediate problems in the environment.
{n-addition-the-Direstorof- Risk Management and the-managerof the Security Leader
collaborate to conduct an aggregate analysis of incident reports generated to determine
if there are patterns of deficiencies in the environment or workforce members staff
behaviors that require action. The findings of such analysis are reported to the
Environmental Health and Safety Committee (EHSC) and the Patient Safety Committee,
as appropriate, as part of quarterly Environmental Safety reports. The Committee
Chairpersons provide summary information related to incidents to the CEO and other
leaders, including the Board of Directors, as appropriate.

The Managerof-Security Leader works with the EHSC EnvironmentalHealth-and Safety
Committee to collect information about security deficiencies and opportunities for
improvement from all areas of TCHD. Appropriate representatives from hospital
administration, clinical services, support services, and a representative from each of the
six environments of care functions use the information to analyze safety and
environmental issues and to develop recommendations for addressing them.

The EHSC Envirenmental-Health-and-Safety-Commitiee-and the Patient Safety
Committee are responsible for identifying important opportunities for improving
environmental safety, for setting priorities for the identified needs for improvement, and
for monitoring the effectiveness of changes made to any of the Environment of Care
Management Programs.

The Safety LeaderOfficer and the Patient Safety Committee prepare a quarterly report
to the leadership of TCHD. The quarterly report summarizes key issues reported to the
Committees and the recommendations of them. The quarterly report is also used to
communicate information related to standards and regulatory compliance, program
issues, objectives, program performance, annual evaluations, and other information, as
needed, to ensureassure leaders of management responsibilities have been carried out.

AnnuallyEveryr-twelve-meonths-ththe hospital evaluates each environment of care management
plan including a review of the scope, objectives, performance, and effectiveness of the program

described by the plan. {(EC-04-614-04-ER185)}

a.

b.

The Safety LeaderQfficer coordinates the annual evaluation of the management plans
associated with each of the Environment of Care functions.
The annual evaluation examines the management plans to determine if they accurately
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12.

13.

14.

represent the management of environmental and patient safety risks. The review also

evaluates the operational results of each Environment of Care (EC) program to

determine if the scope, objectives, performance, and effectiveness of each program are
acceptable. The annual evaluation uses a variety of information sources.

i. The sources include aggregate analysis of environmental rounds and incident
reports, findings of external reviews, benchmarking programs or assessments by
regulators, accrediting bodies, insurers,-and consultants, minutes from of
appropriate committeesSafety-Commitiee-meetings, and analytical summaries
of other activities.

ii. The findings of the annual review are presented to the EHSCrvironmentalHealth
and-Safety-Gommittee by the end of the first quarter of the fiscal year.

iii. Each report presents a balanced summary of the EHSCnavirormentoef-Gare
program for the preceding fiscal year.

&iv. Each report includes an action plan to address identified riskweaknesses.

in-additien+The annual review incorporates appropriate elements of The Joint

Commission’s required Periodic Performance Review.

Identified risk or Amy-deficiencies identified on an annual basis will be immediately

addressed by a plan for improvement. Effective development and implementation of the

plans for improvement will be monitored by the Safety LeaderOfficer.

The results of the annual evaluation are presented to the EHSCrvironmental-Health-and

Safety-Committee. The Committee reviews and approves the reports. Actions and

recommendations of the Committee are documented in the minutes. The annual

evaluation is distributed to the CEOhief-Executive-Officer, the Board of Directors,
organizational leaders, the Patient Safety Committee, and others as appropriate. The
manager of each Environment of Care Program is responsible for implementing the
recommendations in the report as part of the performance improvement process.

Analysis and actions regarding identified environmental issues (EG-84-04+-03-ERP4—ER3}

a.

b.

The EHSCryvironmental-Health-and Safety Committee receives reports of activities

related to the environmental “EOC Rounding” program at least quarterly.

The Committee evaluates each report to determine if there are needs for improvement.
Each time a need for improvement is identified; the Committee summarizes the issues
as opportunities for improvement and communicates them to the leadership of the
hospital and the Patient Safety Committee as indicated.

Improving the Environment {EG-04-03-05-ER1—ER3)

a.

When the leadership of the hospital, quality improvement, or patient safety concurs with
the EHSCrvironmental-Health-and-Safety-Commitiee recommendations for
improvements to the environment of care management programs, a team of appropriate
workforcestaff-is appointed to manage the improvement project. The
EHSCnvironmental-Health-and Safety-Committee works with the team to identify the
goals for improvement, the timeline for the project, the steps in the project, and to
establish objective measures of improvement.

The EHSCavironmental- Health-and-Safety Commitiee-will-alse establishs a schedule for
the team to report progress and results. All final improvement reports are summarized as
part of the annual review of the program and presented to hospital, quality improvement,
and patient safety leadership.

Orientation and Ongoing Education and Training (£B-03:04-04-ERP6-and-ER8;-HR-01:04-01-EP1

a.

Orientation and training addressing the environment of care and workplace safety is
provided to each workforce memberempleyee, contract staff and volunteer. All
Licensed Independent Practitioners (LIP) receive orientation to the Environment of Care
and workplace safety in accordance with the Medical Staff policies and bylaws.
in-additien—aAnnual EOCavirenment-ofCare and workplace safety training is provided
and documented via NetlLearning.
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e———The Human Resources Department with assistance from the Education Department
coordinates the general New Employee Orientation (NEO) program per HR and the

Education Department polucues and procedures —Newempleyee&are*eqw:eé%e

d-c.

e-d.

g-f.

The Safety LeaderOfficer collaborates with the EOCnvirenment-of-Gare leaders, the
manager of Quality Improvement, Infection Control, Patient Safety Officer and others as
appropriate to develop content materials for general and jebrelatedjob-related
orientation and continuing education programs. The content and supporting materials
used for general and department-specific orientation and continuing education programs
are reviewed as part of the annual review of each EOCrvirenmentef-Gare program and
revised as necessary.

The Safety LeaderOfficer gathers data during environment of care rounds and other
activities to determine the degree to which staff and licensed independent practitioners
are able to describe or demonstrate how jeb-relatedjob-related physical risks are to be
managed or eliminated as part of daily work. The environment of care rounds (tours)
evaluateevaluates the degree to which workforce membersstaff and licensed
independent practitioners understand or can demonstrate the actions to be taken when
an environmental incident occurs and how to report environment of care risks or
incidents.

Information about the workforcestaff and LIPslicensed-independentpractitioner

knowledge and technical skills related to managing or eliminating environment of care

risks is reported to the EHSCrvirenmental-Health-and-Safety-Committee. When

deficiencies are identified action is taken to improve orientation and ongoing educational
materials, methods, and retention of knowledge as appropriate.

F. RELATED DOCUMENT(S):
Patient Care Services: Code Adam Policy

1.

G. REFERENCE(S):

1.
2.

The Joint Commission Environmental of Care Standards
Cal/OSHA Workplace Violence Prevention in Healthcare, Title 8, Chapter 4, § 3342 regulations
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ENVIRONMENT OF CARE

SAFETY MANAGEMENT
SUBJECT: Visitor Safety POLICY NUMBER: 1023
ISSUE DATE: 11/87
REVISION DATE(S): 1/97, 7/00, 05/15
Department Approval-Date(s): 084/14510/21
Environmental Health and Safety Committee Approval-Dates{s):  04/1511/21
Administration Approval: 11/21
Professional Affairs Committee Approval-Date(s): 85145 nl/a
Board of Directors Approval-Bate{s): 05/15

A. POLICY

Tri-City Healthcare District (TCHD) frecognizes its responsibility for protecting the safety of to
visitors, vendors and contractors who are on the internal and external its-premises to protect
their health and well-being

1.

2,

2:3.

V|S|tors with bare feet are not permltted in the internal premises.
The hospital is a non-smoking campus, including all electronic and vapor style devices.

B. DEFINITIONS

1.
2.

Internal safety — while the visitor is within the confines of the building
External safety — while the visitor is anywhere the hospital main campus including the

parking lot

C. GUIDELINES

1.
2.
3.

4,

TCH visitor who has an incident on the premises is entitled to immediate first-aid and the
necessary medical assessment and treatment.

If the injured visitor requires hospitalization, an attending staff physician will be assigned
If an injuried visitor desires hospitalization elsewhere, arrangements will be made for
transfer to their requesting facility, based on TCHD policies for transferring patients
Visitors incidents occurring at affiliated sites call 911 to facilitate management of injury
and transport for emergency evaluation.

D. REPORTING
The report of injury (RL Solutions reporting system) is to be completed by the department
director or designee in whose area the incident occurred.
The director or designee will notify Security as soon as possible to complete the incident
report investigation.
All records of the visitor incident will be reviewed by the Risk Manager.

~ If the visitor deswes hospltahzatlon elsewhere arrangements will be made for transfer

1.

2.

3.
24,
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G-E. RELATED DOCUMENTS:
1. Administrative Policy Incident Report — RL Solutions
2. Administrative Policy Smoke Free Environment 205

Visitor Safety 1023_EHSC
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INFECTION CONTROL

|

ISSUE DATE: 03/02 SUBJECT: Infection Prevention Risk
Assessment and-Surveillance-Plan

REVISION DATE(S): 07/13, 08/14, 05/16, 03/17, 02/18
03/19, 02/20

’ Infection Control Department Approval: 03/2006/21
Infection Control Committee Approval: 03/2007/21
Pharmacy & Therapeutics Committee Approval: n/a

l Medical Executive Committee Approval: 04/2010/21
Administration Approval: 05/2011/21
Professional Affairs Committee Approval: n/a
Board of Directors Approval: 05/20

A. PURPOSE-OF RISK-ASSESSMENT:

1. Tri-City Medical Center conducts an annual Infection Prevention (IP) risk assessment to
identify the associated risks for the transmission and acquisition of infectious agents
throughout the hospital. It pertains to patients, licensed independent practitioners, staff,
volunteers, students, visitors and family. The Risk Assessment is based on the
geographic location of the hospital, the program/services provided, and the
characteristics of the patient population served, community needs, and the resuits of
analysis of the hospital’s infection prevention data from CY 2020. The Risk Assessment
is formally reviewed at least annually and perlodlcally reassessed whenever sngnlflcant
changes occur in any of these factors
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G-B. RESPONSIBILITYINFECTION PREVENTION PROGRAM MANAGEMENT AND RESOURCES:
1.

The hospital identifies the individual(s) with clinical authority over the IP program. The

Medical Director of the IP program has the clinical authority over the IP program. The

Medical Director serves as the Infectious Disease Specialist and chair of the Infection

Prevention Committee.

The hospital assigns responsibility for the daily management of IP activities to the

Infection Preventionist. The Infection Preventionist is the individual with the clinical and

administrative authority over the implementation of the daily management of the IP

program. The Infection Preventionist reviews program issues with the Medical Director

of the IP Program. The current FTEs assigned to the IP program is 1.6. Additional hours

have been approved for the Medical Director to provide dedicated services to the IP

program.

The Infection Preventionist has administrative duties that include the following:

a. Developing polices governing control of infections and communicable diseases.

b. Implementing policies governing control of infections and communicable
diseases.

4.c. Developing a system for identifying, reporting, investigating, and controlling

lnfectlons and commumcable dlseases Sueeess#el—e;ea%&en—eiaﬂ—e@amzahen-\mde

| B-C. LINKS-WITHINTERNAL SOURGCESGEOGRAPHIC REVIEW:

1.

The geographic location of TCMC is in a suburban area, adjacent to multiple outpatient/office
facilities, freeways, and shopping centers 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 3.1 million residents, as of July 1, 2019. Located within
the North County geographic region are 3 college campuses along with a Marine Corp Base
(Camp Pendleton).

2-

E-D. DEMOGRAPHIC REVIEW
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1.

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. As of 2019, the
largest San Diego County racial/ethnic groups are White (45.6%) followed by Hispanics (33.7%)
& Asian (11.6%). Approximately 21.5% of the county's populations are immigrants, including
refugees, who come from other countries, speak many different languages, and have a variety
of needs as they assimilate into their new environment. Approximately, 38.8% of people in San
Diego County speak a non-English language. The senior and disabled populations are growing

disproportionately compared to the rest of the population.

EE. LOCAT?E)N OF ALL SERVICES WITHIN ACUTE CARE SETTING
A1,
Lower Level
Location Departments Inpt/OBV OutPt Ambulatory
Assembly Rooms
Cafeteria
Employee Health
Medical Records
Pharmacy
Sterile Processing
Quality/Risk/Infection Prevention
Level 1
Location Departments Inpt/OBV OutPt Ambulatory
North Wing Acute Rehab X
South Tower ICU X
Pavilion Cardiology Services X X
1st floor Emergency
1st floor Laboratory
1stfloor Pulmonary Rehab
1st floor Radiology X
Eevel 2
FEeoeation Departments Inpt/OBY OutPt Ambulatery
Level 2
Location Departments Inpt/OBV OutPt Ambulatory
North Wing Labor and Delivery X
Center Tower Mother Baby/Post Partum X
South Tower (12E/24W) Patient Rooms X
Pavilion (2P) Patient Rooms X
Level 3
Location Departments Inpt/OBV OutPt Ambulatory
Center Tower PCU (Forensics) X
Pavilion (3P) Patient Rooms X
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South Tower (3E/3W) Patient Rooms
South Tower NICU
Level
Location Departments Inpt/OBV OutPt Ambulatory
Pavilion (4P) Patient Rooms X
South Tower (4E/4W) Patient Rooms X
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5:2. According to the US Census Bureau 2019' QuickFacts, the Bdemographic information fas

of20474)-on the three cities most often served by TCHD is listed below.

Asian-&
Median Rasific African
City income Total # residents White | Hispanic islander American
. $ 46.89 o o o
Oceanside 724,69709 175,7426.493 % 36.2% 7.84% 4.95%
$
. 39.640 | 50.9524 o o
Vista 88130 25'1'2,1 101,638568 % % 4.23-4% 3.127%
$
Carlsbad | 110,47804 732321 134.93% | 8.02.8% 0.9%
6461 115,38230 Yo
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a. The top six insurance coverage are as follows:
MEDICARE 24.8%5%
MEDI-CAL HMO 16.9%21%
Medicare SR HMOMEDI-CAL 15.1%21%
MEDI-CALMedicare SRHMO 12.8% 5%
Other Governmental 12.8%6%
HMO 4.4%
b. Patient Census:
Average. Daily Average.
Census Length of Stay* | Total Pt. Days
Acute Care (excludes all below) 112.444+5 4.602 41,01242,894
ICU* 14.945:6 3.42.76 5,4495.694
BHY 27 854 979
NICU 9.410-2 8.892 3,4393-7436
Rehab Serv. 7.165 14.263 2,5892.356
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K-F.

i *ICU ALOS includes discharges, transfers out, and expirations. All other areas
are based only on discharges.

In acute care FY 202049, the three largest age groups are 60-6966-75 year olds

(18.6746%), 70-7926-35 year olds (17.745:4%), and 80-8956-65 year olds (13.845-3%).

16.6Twelve percent (86846;849/52,27756,43%) of Emergency Department patients are

admitted to the hospltal

134. TCHD s pnmary focus is on basm commumty services. The top ten major diagnostic categories

(DRGs) are the following:

a. Obstetrics

b. Newborns & NeonatesMusculoskeletal-&-ConnectiveTissue
c. Infectious & Parasitic Diseases

d. Circulatory System

e. Musculoskeletal & Connective TissueNewborms-&Neonates
f. Nervous System

g. Respiratory

h. Digestive System

i. Kidney & Urinary Tract

j. Hepatobiliary System & Pancreas

14.5. Top five Inpatient Surgical Procedures (Fiscal Year 202048): Cesarean section (CSEC), spinal
fusion (FUSN), hip prosthesis (HPRO), eholecystestomy{CHOL)and knee prosthesis (KPRO)
and cholecystectomy (CHOL).

45.6. 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 2048
2020 in Home Care:

Average LOS | Top Payers Top Primary DX Categories
3-days Medicare-54-65% -Factors influencing Status/Sup Class
36.8 days 52.44% -Injury/Poisoning
HMO/PPO 2736% -Circulatory (not HTN, HF or CVD)
42.08% -Respiratory ( COPD)
-Musculoskeletal/Connective Tissue
-Respiratory (not COPD)
Circulatory-CVD
Genitourinary
1. Other health services for specific procedures
and after care
2. All Other injuries excluding fractures
3. Diseases of Cardiovascular System
4. Diseases of Respiratory System excluding
complications of care
5. Complications of surgical and medical care

16— General-Process

EMPLOYEE HEALTH

1. The Employee Health department at TCMC works collaboratively with the Infection Prevention

Department to minimize the spread of infectious disease to and from employees.

a.

The total number of employees working at TCHD FY 2020 is approximately 2,524 with
about 1,572 (62%) staff providing direct patient care. This number includes 511
employees which were terminated at some point during FY2020.
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2. The Employee Health department contributes to the prevention and control of communicable
diseases by established policies and procedures listed in TCMC policies. Together with
Infection Prevention they work collaboratively in:
a. Investigating and monitoring exposures to communicable disease and illness.
b. Establishing pro-active policies and procedures for management of employee infection
risks related to disasters, bioterrorism, and emerging pathogens.
3.c.  Establishing guidelines for work restrictions due to communicable disease.
N

M-G. REVIEW AND EVALUATION OF FY2020 HOSPITAL SURVEILLANCE
See related document: Infection Control Annual Program Evaluation

N
OH. RISK ANALYSIS FOR FY2021
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B

Event likely Potential
Has > to occurin d
incident Prevention or a2 imae Impact on Risk Score
Risk Issue / Incident T Control " | Patientsor | =Eventlikely | p.io i ponk
i Strategy In 1=low Facility times H '\X L
12 months place 0=none Potential U]
(Yes / No) 2 =med 1=low 2=med Impact
(Yes / No) 3=high
3 =high
Device or Procedure
related Risks

Central line BSI Yes Yes 3 3 6 H
Ventilator Associated
Pneumonia No Yes 1 2 = L
Catheter related UTI Yes Yes 3 3 9 H
Surgical Site Infections Yes Yes 3 3 9 H
Equipment Related Risks
Disinfection/Sterilization of
medical devices-(failure) Yeg res £ 3 8 M
Cleaning of common
equipment—wet contact time Yes Yes 3 2 6 M
(failure)
Pathogen Exposure Risks
for Patients and Staff
MDROs (multi drug resistant
organisms) Yes Yes 3 3 9 H
C. difficile Yes Yes 3 3 9 H
Influenza —Seasonal Yes Yes 2 3 6 M
Infestations (Scabies, Lice,
bed bugs) Yes Yes 3 3 9 H
Tuberculosis No Yes 2 3 6 M
Communicable
Diseases(COVID-19) Yes Yes 2 < : H
Internal Environmental
Risks
Construction or Renovation
Projects Yes Yes 3 2 6 M
Repairs/Maintenance that
affect patient care areas Yes Yes . 2 6 M
Laundry and linen problems No Yes 2 2 4 M
Medical Waste mishandling No Yes 1 1 1 5
Mold No Yes 1 2 2 1
Water Intrusion/ Disruption Yes Yes 3 2 6 M
Environmental cleanliness- Vs Yes 3 3 9 H

terminal cleaning failure
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Event likely Potential
in?i?:lfent Prevention or nteox?:;ul:lms Impact on Risk Score L
Risk Issue / Incident 8ot Control ©S: | patients or | =Event likely | Priori
4 Strategy In 1=low Facility times Rank
previous o "
12 months place 5 0=none Potential H,M, |
(Yes / No) 2 =med 1=low 2=med Impact
(Yes / No) 3=high
3 =high =hig
Device or Procedure
related Risks
Central line BSI Yes Yes 3 3 6 H
\P/entllator’Assomated No Wi 1 2 2 L
neumonia
Catheter related UTI No Yes 3 3 9 H
Surgical Site Infections Yes Yes 3 3 9 H
Equipment Related Risks
Disinfection/Sterilization of
medical devices-(failure) 128 e 2 3 e M
Cleaning of common
equipment—wet contact time Yes Yes 3 2 6 M
(failure)
Pathogen Exposure Risks
for Employees and Visitors
MDROs (multi drug resistant
organisms), Yes Yes 3 3 9 H
C. difficile Yes Yes 3 3 9 H
Influenza —Seasonal Yes Yes 2 3 6 M
Pertussis No Yes 1 3 3
Tuberculosis Yes Yes 3 3 9 H
Communicable
Diseases(COVID-19) Yes Yes 3 . 2 i
Internal Environmental
Risks
Construction or Renovation
Projects Yes Yes 3 2 6 M
Repairs/Maintenance that
affect patient care areas Yes Yes 8 2 @ i
Laundry and linen problems No Yes 2 2 4 .
Medical Waste mishandling No Yes 1 1 1 L
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Safe Food Handling: cool

down logs, labeling No Yes 1 4 2 L
Ice Machines — schedule for

cleaning Ice containers Hg o8 L 2 2 L
Employee Related Risks

Hand Hygiene (non-

compliance) Yes Yes 2 2 4 M
PPE (non-compliance) Yes Yes 3 3 9 H
Needlestick: Bloodborne

pathogen exposure Yes Yes 2 # 4 M
PAPRs (non-compliance,) No Yes 2 3 6 M
Unidentified TB patients in

Emergency department & No Yes 1 3 4 M

direct admit

External Environment
Risks

Community outbreaks of
communicable diseases with Yes Yes 3 3 9
influx of infectious patients

New Emerging/Re-emerging
Pathogens (e.g., pandemic

flu, Avian flu, SARS-COV, Yes Yes < 2 2 H
etc.)

Compliance with NPSG, JC,
CDPH

Yes Yes 3 3 9 H

Mandatory Reporting and
use of NHSN

Low (L)=<3
Medium (M) = 3—6
High(H )=>6

Yes Yes 3 3 9 H
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Mold No Yes 1 2 2

Water Intrusion/ Disruption Yes Yes 3 2 6

Environmental cleanliness-

terminal cleaning failure Yes Yes = < < i

Safe Food Handling: cool
down logs, labeling No Yes 1 2 2 L

Ice M_achlnes - schedule for No Tk 1 2 2
cleaning Ice containers L

Employee Related Risks

Hand Hygiene (non-

campliancs) Yes Yes 2 2 4 M

PPE (non-compliance) Yes Yes 3 3 9 H

Needlestick: Bloodborne Yes Yes 2 3 4 M
pathogen exposure

PAPRs (non-compliance,) No Yes 2 3 6 M

Unidentified TB patients in
Emergency department & No Yes 1 3 4 M
direct admit

External Environment
Risks

Community outbreaks of
communicable diseases with Yes Yes 3 3 9
influx of infectious patients

New Emerging/Re-emerging
Pathogens (e.g., pandemic

flu, Avian flu, SARS-COV, Yes es 2 2 9 H
etc.)

Compliance with NPSG, JC,
CDPH

Yes Yes 3 3 9 H

Mandatory Reporting and
use of NHSN

Low(L)=<3
Medium (M) = 3—6
High(H )=>6

Yes Yes 3 3 9 H
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FK.

G-L.

GOALS, OBJECTIVES, STRATEGIES, EVALUATION

1. Using the risk analysis and the summary of healthcare-associated infection surveillance outcomes,
prioritized risks are identified based on their nature, scope, and impact on the care, treatment, and
services provided.

2. Goals and objectives, with specific strategies are developed and implemented to address the
prioritized risks. These strategies may take the form of policy and procedure, surveillance and
monitoring activities, education and training programs, environment and engineering controls, or
combinations thereof. Strategies may differ in approach, form, scope, application and/or duration
depending on the specific risk issue, the care setting(s) and environment.

RELATED DOCUMENT(S):

1. Infection Control Policy: Infection Prevention Program PlanPhilesephy

2. Infection Control Policy: Epidemiologic Investigation of a Suspected Outbreak

3. Infection Control Annual EvaluationRisk-Assessment 202108

REFERENCE(S):

1. County of San Diego Public Health & Human Services Agency, Public Health Services.

Retrieved from http://www.sandiegocounty.gov/hhsa/programs/phs/
APIC Text of Infection Control and Epidemiology, 2021.
https://www.census.gov/quickfacts/fact/table/missionviejocitycalifornia,orangecountycali
fornia/PST045217

Joint Commission, Hospital Accreditation Standards

CMS Conditions of Participation: IC

Title 22, Calif. Code of Regulations

Health and Safety Code

CDC Guidelines as listed

CDPH AFL 09-07

0. FDA 21 CFR Part 1271

wn

SO NSO A

T

3-11. County of San Diego Tuberculosis Control and Refugee Health Program.) TB Statistics-Fact
Sheet 20462020 (March 12, 2021). Retrieved from
http://www.sandiegocounty.gov/hhsa/programs/phs/tuberculosis_control_program/

12. https://datausa.io/profile/geo/san-diego-county-ca/

13. https://www.sandiegocounty.qgov/hhsa/statistics demographics.html

14. https://www.california-demographics.com/san-diego-county-demographics
6.
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Has E;,Zr::tclz:iy Gateptal
incident Prevention or A2 rse Impact on Risk Score
Risk Issue / Incident PR Yo o Control " | Patientsor | =Eventlikely | priority Rank
S Strategy In 1=low Facility times H.M. L
12 rionihs place 0=none Potential o)
(Yes ! No) (Yes/ No) 2=med 1=low 2=med Impact
3 =high Aaah
Device or Procedure
related Risks
Central line BSI Yes Yes 3 3 6 H
\éentllator_Assomated No Viss 1 2 2 L
neumonia

Catheter related UTI Yes Yes 3 3 9 H
Surgical Site Infections Yes Yes 3 3 9 H
Equipment Related Risks
Disinfection/Sterilization of
medical devices-(failure) e ThE 2 2 G M
Cleaning of common
equipment—wet contact time Yes Yes 3 2 6 M
(failure)
Pathogen Exposure Risks
for Patients and Staff
MDROs (multi drug resistant
SraniaTe) Yes Yes 3 3 9 H
C. difficile Yes Yes 3 3 9 H
Influenza —Seasonal Yes Yes 2 3 6 M
Infestations (Scabies, Lice,
bed bugs) Yes Yes 3 3 9 H
Tuberculosis No Yes 2 3 6 M
Communicable
Diseases(COVID-19) Yes Yes 3 3 J 2
Internal Environmental
Risks
Coqstructlon or Renovation Yos Yog 3 2 6 M
Projects
Repairs/Maintenance that
affect patient care areas Yes Yes - @ 6 M
Laundry and linen problems No Yes 2 2 4 i
Medical Waste mishandling No Yes 1 1 1 L
Mold No Yes 1 2 2 L
Water Intrusion/ Disruption Yes Yes 3 2 6 M
Environmental cleanliness- Vos Vor 3 3 9 H

terminal cleaning failure
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Safe Food Handling: cool
down logs, labeling

No

Yes

1

2

Ice Machines — schedule for
cleaning Ice containers

No

Yes

Employee Related Risks

Hand Hygiene (non-
compliance)

Yes

Yes

PPE (non-compliance)

Yes

Yes

Needlestick: Bloodborne
pathogen exposure

Yes

Yes

PAPRs (non-compliance,)

No

Yes

Unidentified TB patients in
Emergency department &
direct admit

No

Yes

External Environment
Risks

Community outbreaks of
communicable diseases with
influx of infectious patients

Yes

Yes

New Emerging/Re-emerging
Pathogens (e.g., pandemic
flu, Avian flu, SARS-CQOV,
etc.)

Yes

Yes

Compliance with NPSG, JC,
CDPH

Yes

Yes

Mandatory Reporting and
use of NHSN

Yes

Yes

Low (L)=<3
Medium (M) = 3—6
High(H )=>6
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Infection Control Risk Assessment: 2020

*Updated Nov 2020

Potential

Probability TRTSTTP T TSI, TIETTOTe e Current Systems/Preparedness Score
Expected| Likely Maybe Rare Never | Catastrop| Serious | Prolonge |Moderate| Minimal | None Poor Fair Good Solid
hic Loss Loss |d Length| Ciinical/ | Clinical/ > 10Hi 7-9
(lifeflimb/ {(Function| of Stay | Financial | Financial Med <6 Lo

Muiti-Drug Resistant
Organisms (MDRO)

MRSA

5

4

3

2

1

C Diff

CRE

VRE

(423 R618 Kerd RN

ESBL/other Gram
Negative bacteria

Prevention Activities

XIX|x

| <] <X x|

Lack of Hand Hygiene
Compliance

Lack of Respiratory
Hygiene/ Cough
Etiquette

Lack of Patient Influenza
Immunization

Lack of LIPs Influenza
Immunization

Isolation Activities

Lack of Adherence to
Standard Precautions

Delayed Identification of
ATD: airborne
transmissible diseases

Policy and Procedure

Failure to follow
established policy or
procedure- TB discharge
approval

Emergency

Ebola Preparedness

Influx of Infectious

Pandemic: COVID-19
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Pandemic: Influenza X X X 5
Potential Probability THSTITPERT AT T Al EEIEn Current Systems/Preparedness Score
Expected{ Likely § Maybe Rare Never | Catastrop!{ Serious | Prolonge {Moderate! Minimal | None Poor Fair Good Solid
hic Loss Loss |dLength| Clinical/ | Clinical/
(lifellimb/ [(Function| of Stay ] Financial | Financial >10Hi 7-9
function/ / Med<6 Lo
financial) |Financial/
l.egal)
5 4
Healthcare Associated
Infections (HAI)

Central Line Associated
Blood Stream Infections

Catheter Associated
Urinary Tract Infections

x

[¢;]

Surgical Site Infections

~

Ventilator Associated
Event (PVAP) in ICU

Lice and Scabies

Norovirus

Influenza

Bloodborne Pathogens

XIXIX]X] X X

XXX

Environment

Legionella Disease

Wi~

Air Handling

Cleaning/ Disinfection

Monitoring Negative Air
Pressure Rooms

XXX

Lack of Negative
Pressure Rooms

Infection Related to
Construction/
Renovation

Employee Health

Lack of Staff Influenza
Immunization

L.ack of Staff
Immunization, other

New hire health screen

Exposure to Bloodborne
Pathogens
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Exposure to infectious
disease

Annual TB screening of
staff

Pertussis

Lack of LIP Screening

Staff Exposures to
COVID-19

x| X[ X

Other

Risk of Community
Outbreak

The Infection Control (IC) Risk assessment grid is a visual tool to develop IC program priorities and stratify infection risks based on our geography,
location in the community, prevalent infections in the community, our patient population and the review of our previous IC data analysis. The annual IC Plan is developed based on

these risks.

The IC Risk assessment is an ongoing, continual process. A more focused review is done on an annual basis after reviewing the quarterly
and annual reports with the Infection Control Committee.

Risk Assessment Completed:
ID MD, ICC Chair
Pharmacy EOC

Facilities/Engineering  Lab
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Interventional Radiology

%‘? Tri-City Medical Center
PROCEPURE: ABDOMINAL ANGIOGRAM Delete and utilize Elsevier

Supportive Data: An-Abdominal-Angiogram-is-a-diaghostic Online Skills - Sterile Field:
Setup (Perioperative)

|

Pharmacy & Medical Professional
Deg:ﬁ;nv:nt D?:;:g}int of Therapeutics Executive Administration Affairs gi::gtjo?;
ay Committee Committee Committee
06/10, 06/11,
02/20 10/21 nl/a n/a 11/21 n/a 06/08
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@‘9 Tri-City Medical Center

Intervent

innal Radinlnowv

PROCEDURE: ABSCESS DRAINAGE
= : T foo il - ¥ o
Supportive-Bata: An-abs rage-is-a-procedure-used

Delete policy. Use Elsevier
Online Skills - Incision and

Drainage

bkt J

Pharmacy & Medical Professional
Deg arg;n;nt Deg:;:::gnt of Therapeutics Executive Administration Affairs gi?:;?o?;
ev 9y Committee Committee Committee
06/10, 06/11,
02/20 10/21 n/a n/a 11/21 n/a 06/08
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§‘§ Tri-City Medical Center

Interventional Radiology

PROCEDURE:

ACUTE STROKE ANGIOGRAM

Purposes

T I l 4 -
flow-

Delete and utilize Elsevier
Online Skills - Sterile Field: [
Setup (Perioperative)

o

02/20

Pharmacy & Medical Professional
Delg ar:;nvevmt Dg):gg:snt of Therapeutics Executive Administration Affairs Si(:::;?o?;
ev i Committee Committee Committee
06/10, 06/11, 10121 n/a nia 11721 n/a 06/08
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Interventional Radiology

%‘? Tri-City Medical Center

PROCEDURE: ANGIOGRAM

Purpose: Tooutline . o e~ Delete and utilize Elsevier
Supporti;/e Data: An-Acrtagramis-a-diagnostic-test-of thearteri Online Skills - Sterile Field:

PMD-arteriakthrombesis; AAA-Once-the-diagl Setup (Perioperative)

Nursing Implications

Equipment:

Pharmacy & Medical Professional
Deg::ren;nt De'{)aa;mint of Therapeutics Executive Administration Affairs gi(::;?o?;
y Committee Committee Commiittee
06/10, 06/11,
02/20 10/21 nla n/a 11/21 n/a 06/08
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%‘% Tri-City Medical Center Interventional Radiology
PROCEDURE: BIOPSY

fupose: _____ Foouting the nursing oaro ot the pation! Delete and utilize PCS
PPe o is-used-to determine it a losion isbenign-d O roniand Procedure: Specimen Handling
diagrose-abnormal-celisrelated-to-infestiy for Surgical/Procedural Areas in
Nursing Implications ~ Genseious-sedation-maybe-used-foranald conjunction with Elsevier Online
signs-of bleeding, allergic feactionsor his) gil|s - Specimen Collection

Equipment ) (Perioperative)

Infection Control

Pharmacy & Medical Professional
Deg::ti;nv:nt Deé’:;gint of Therapeutics Executive Administration Affairs gi‘::;f ot:;
9y Committee Committee Committee
02/20 10/21 n/a nla 11/21 nfa 06/08
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g‘f} Tri-City Medical Center

Distribution:

INTERVENTIONAL RADIOLOGY

PROCEDURE:

BLOOD PATCH

Delete and utilize Elsevier
Online Skills - Sterile Field:
Setup (Perioperative)

Pharmacy &

Medical

Professional

Department Department of . : - . © Board of
. . Therapeutics Executive Administration Affairs .
Review Radiology Committee Committee Committee Directors
02/20 10/21 nla nfa 11/21 n/a 06/08
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Interventional Radiology
Delete and utilize Elsevier

%‘? Tri-City Medical Center

PROCEDURE: CAROTID/CEREBRAL ANGIOGRAM | Online Skills - Sterile Field:
Purpose: To-outtinethe-nursing-care-of-the-patient i i 1S
Supportive Data: Setup (Perioperative) o

Nursing Implications

Equipment:

Pharmacy & Medical Professional
Deg:;:g‘ﬁ nt Dsg):;;:g:ﬁnt of Therapeutics Executive Administration Affairs g;::;?o‘:;
y Commiftee Committee Committee
06/10, 06/11,
02120 10/21 n/a n/a 11/21 n/a 06/08
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%‘? Tri-City Medical Center

L

I

PROCEDURE: CAT SCAN GUIDED BIOPSIES
: T e il - T -
Pose : B lareirmwhicl loof d
Suppertive Data ! 6 s lesion is beni |

Interverr”

DELETE - PCS Procedure: Specimen

Handling For Surgical/Procedural
Areas; Elsevier Online Skills -

Specimen Collection (Perioperative)

; Elsevier Online Skills - Sterile

Field: Setup (Perioperative)

T T T T T T (O IO T T T T IO T o T o org T oY

Pharmacy &

Medical

Professional

Degea‘;::r;nt De;:gg:(e)gt of Therapeutics Executive Administration Affairs gi?::;?ocr’;
y Committee Committee Committee
06/10, 06711, 10/21 nia nia 11/21 na 06/08

02/20
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Interv| DELETE - PCS Procedure: Specimen

g § Tri-City Medical Center Handling For Surgical/Procedural Areas;

PROCEDURE: CAT SCAN GUIDED BONE MARROV Elsevier Online Skills - Specimen
Purpose: Fo-outinethe-nursing-care-ofthe patis Collection (Perioperative) ; Elsevier
Suppertive-Data: Procedure-in-which-a-sample-etbered opline Skills - Sterile Field: Setup

. _— used-to-dotermine abrormatiabvaliel perioperative); Elsevier Online Skills -
Nursing-tmplications

Minimal sedation-is-used foranalgesid g, o Marrow Biopsy and Aspiration

ol

Pharmacy & Medical Professional
Deg:ﬁ:l;nt D?:gg:int of Therapeutics Executive Administration Affairs DBi::::?o?;
9y Committee Committee Committee
06/10, 06/11,
02/20 10/21 n/a nla 11/21 n/a 06/08
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%‘? Tri-City Medical Center

Interventiona

PROCEDURE: CENTRAL VENOUS LINE INSERTION
.: ‘ ' . . J
SupportiveData: A—Gea#aWeﬁeus—L—mem»ce_ _ A o pJeee' mentof Insertion

DELETE - follow PCS Procedure:
Central Venous Access Devices,
Adults; Elsevier Online Skills -
Ceniral Venous Catheter

["]

Pharmacy & Medical Professional
Deg:r:;n;nt D?:;:g}gnt of Therapeutics Executive Administration Affairs g:: :;?O?;
v sy Committee Committee Committee
06/10, 06/11,
02/20 10/21 n/a nla 11/21 n/a 06/08
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%‘? Tri-City Medical Center

Interventional Radiology

PROCEDURE: DIALYSIS GRAFT/FISTULA ANGIOGRAM, Pl Elsevier Online Skills -
Ru;pese—‘: Ie%aa%m;e-%he—napsmg—eape—ef—me-paaem—méer— Sterile Field: Setup
A P . " ; (Perioperative)
. alvsis £ ol
PTD-or TRApulse-spray-
Nursing-lmplications  Patients-need-to-be-monitored-for sighs-of bleetmgrorergroreoororrorrrstoryreTamg

DELETE - Delete and utilize

Pharmacy & Medical Professional
Depargment Depar?ment of Therapeutics Executive Administration Affairs B_oard of
Review Radiology Committee Committee Committee Directors
06/10, 06711, 10/21 nfa nia 11/21 n/a 06/08

02/20
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o interventiac DELETE - utilize Elsevier
%T? i-Ci i Online Skills - G i
Tri-City Medical Center nline Skills - Gowning
PROCEDURE: GOWNING AND GLOVING and Gloving Team
Purpose: Nursing responsibilites in gowing and glovi Members ng
closed/open, changing a contaminated gown before
Supportive Data: N/A
Equipment: N/A

Pharmacy &

Medical

Professional

Department Department of . p . . i Board of
X . Therapeutics Executive Administration Affairs .
Review Radiology Committee Committee Committee Directors
06/10, 06/11 n/a n/a n/a 11/21 n/a 06/08
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Interventional Radiology
Gowning and Gloving

Page 2 of 2
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%g? Interventianal Radinlno

Tri-City Medical Center DELETE - utilize PCS
PROCEDURE: IMPLANTABLE POWER PORT ACCEY Procedure: Central Venous
Purpese; Ie—pem%wpea%eé—aeeess—fer—sheﬁ—eﬂe Access Devices, Adults =)

Pharmacy & Medical Professional
De}g:ﬁ;n;nt De;:é‘:g;zgt of Therapeutics Executive Administration Affairs g_oarg of
Y Committee Committee Committee irectors
00 oo™ 10/21 nfa nia 11721 nfa 06/08
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Interventional Radiology
Implantable Power Port Access Device
Page 2 of 2

195



@‘? Tri-City Medical Center

Interventiq

DELETE - utilize Elsevier
Online Skills - Sterile Field:
Setup (Perioperative)

PROCEDURE:

aWlm

INFERIOR VENACAVAGRAM

Pwpes%

Pharmacy &

Medical

Professional

Department Department of . p - . N Board of
. . Therapeutics Executive Administration Affairs .
Review Radiology Committee Committee Committee Directors
06/10, 06/11,
02/20 10/21 nfa n/a 11/21 n/a 06/08
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g?? Tri-City Medical Center

=

Interven

PROCEDURE: MESENTERIC AORTAGRAM (EMBOLIl gkills - Sterile Field: Setup
Purpose: , Fo-outline the-nursing earo ot the patient) parigperative)

DELETE - utilize Elsevier Online

Pharmacy & Medical Professional
Deg:::x nt Deé’:gg}ﬁnt of Therapeutics Executive Administration Affairs g;‘::;?o?f
ay Committee Committee Committee s
06/10, 06/11,
02/20 10/21 n/a n/a 11/21 nla 06/08
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o)
g&? Tri-City Medical Center

Interventi

PROCEDURE:

MESENTERIC AORTAGRAM

DELETE - utilize Elsevier
Online Skills - Sterile Field:

Setup (Perioperative)

Pharmacy & Medical Professional
Deg:::ga; nt De;:(;: g;zm of Therapeutics Executive Administration Affairs gi(:::;?o:;
y Committee Committee Committee
06/10, 06/11,
02/20 10/21 n/a nfa 11/21 n/a 06/08
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%‘? Tri-City Medical Center

Intervent

PROCEDURE:

OGRAM

MYEL

Delete and utilize Elsevier
Online Skills - Sterile Field:

P&Fpesg?

Pharmacy & Medical Professional
Deg:‘l;fi:;nv? nt Deg:;g}ﬁnt of Therapeutics Executive Administration Affairs Si?:::go?:
y Committee Committee Committee
06/10, 06/11,
02120 10/21 n/a nla 11/21 n/a 06/08
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)
g‘? Tri-City Medical Center

Interven! KE| ETE - utilize Elsevier

PERCUTANEOUS NEPHROSTOMY, S

PROCEDURE:

Online Skills - Sterile Field:
Setup (Perioperative)

Tooutlina tha nmiireinag cara nf
+ Horoitg-Gare-0i-+

oot IS

he natiant
ACE A A AT AL S AN A A ARSI

Pufrpese:

Pharmacy & Medical Professional
Deg:?;nvsnt De::gmint of Therapeutics Executive Administration Affairs g;::;(tio?;
! oy Committee Committee Committee
06/10, 06/11,
02/20 10/21 n/a n/a 11/21 n/a 06/08
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@ Tri-City Medical Center

Intervent

PROCEDURE:

DELETE - utilize Elsevier
Online Skills - Sterile Field:
Setup (Perioperative)

Pharmacy & Medical Professional
Delg arg;nv:nt Deg):;g}znt of Therapeutics Executive Administration Affairs g’: :::?o?;
ev Yy Committee Committee Committee
02/20 10/21 nla nla 11/21 n/a 06/08
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§‘§ Tri-City Medical Center

Interven

PROCEDURE: PRE-OPERATION SKIN PREPARATIO
5 : T T bilitics for RN_RT.
ion-to Include: Shavina-t .
S e Daia B T % onisd
i ioal by 4 ing-hair.

PCS Procedure: Skin
Preparation,
Surgical/Procedural;
Elsevier Online Skills - Skin
Preparation Agent: Skin
and Tissue Injury
Prevention (Perioperative)

ON

Pharmacy & Medical Professional
Deg:ﬁg\;nt Deé):g;r:ﬁnt of Therapeutics Executive Administration Affairs gi?::;fo(:;
d Committee Committee Committee
06/10, 06/11,
02/20 10/21 n/a n/a 11/21 n/a 06/08
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Interventional Radiology
Pre-Operation Skin Preparation Using Alcohol Based Solution

Page 2 of 2
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%‘f) Tri-City Medical Center

Interventi

DELETE - utilize Elsevier
Online Skills - Sterile Field:

PROCEDURE: PULMONARY ANGIOGRAM Setup (Perioperative)
Purpese: Fo-outline-the-nursing-care-of-the patient- Uroergorrr o oRroTar ARgIOgraRT:
Supportive-Data: i i : i erm—Biagnosis-of P

02/20

Pharmacy & Medical Professional
Deg ar%;n:nt D?:;:g}int of Therapeutics Executive Administration Affairs gi?:é?o‘:;
ev 9y Committee Committee Committee
06/10, 06/11, 10/21 nia nia 11721 na 06/08
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%? Tri-City Medical Center

Intervg

PROCEDURE:

RENAL ANGIOGRAM (EMBOLIZATI(

Purpose:

Tooutlinaethe nursinag-cara of tha nat
LA A k3 |

DELETE - utilize Elsevier
Online Skills - Sterile Field:
Setup (Perioperative)

LLRA-ERSRAIN RASI R LIRS B A= LA a B N Ay SAe Y

T T TN T T T S T O T TR T Y

T T T ey

Pharmacy & Medical Professional
Deg:ﬁ;n;nt D(g):&‘ti:‘r;}ggt of Therapeutics Executive Administration Affairs gﬁ:;?;;
Y Committee Committee Committee
06/10, 06/11,
02/20 10/21 n/a n/a 11/21 n/a 06/08
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Inten - .

() . ) DELETE - utilize Elsevier
€2 wricity Medical center Online Skills - Sterile Field:
PROCEDURE: RENAIT ANGIOGR_AM | Setup (Perioperative)
Purpoese: Fo-outline-thenursing-eare-ofthe patlroreorgorgororeomrgrogrom

Pharmacy & Medical Professional
Deg:;:;n;nt Deg:gg}gnt of Therapeutics Executive Administration Affairs gior:::?ocr);
i Committee Committee Committee
06/10, 06/11,
02/20 10/21 nla nfa 11/21 n/a 06/08
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@‘9 Tri-City Medical Center

Inten

PROCEDURE:

Purpose:

SCRUB PERSON SET UP
T bhist ol : l 5 ; ; :

DELETE - utilize Elsevier

Online Skills - Sterile Field:

Setup (Perioperative)

Supportive Data:

Skl I RN_Serub Techmician andJ onal Technician.

Pharmacy & Medical Professional
Deg ar%;nvsnt Deg):gg;ﬁnt of Therapeutics Executive Administration Affairs gi::é?oﬁi
ev fology Committee Committee Committee
06/10, 06/11,
02/20 10/21 nla nla 11/21 n/a 06/08
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)
§“§ Tri-City Medical Center

Interventio

PROCEDURE:

STERILE TRAY SETUP

DELETE - utilize Elsevier

Online Skills - Sterile Field:

Setup (Perioperative)

Provide-a-standard-set-up-procedure

Pharmacy & Medical Professional
Delg arfm;nt Deé)aagmznt of Therapeutics Executive Administration Affairs g ;:;?O?L
svie ay Committee Committee Committee
06/10, 06/11,
02/20 10/21 nla n/a 11/21 n/a 06/08
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Interventional Radioloav
DELETE - follow Patient Care

g‘?? Tri-City Medical Center

PROCEDURE: SURGICAL HAND SCRUB Services Procedure: Surgical
Purpose: Preventinfectionremove-dift—oil-andmis{ Hand Antisepsis
mircoetanisgms:
Supportive Data: ACRN-Standards
Nursing Implications
Equipment: Antimicrobial-seap Plasticnail-cleaner
Serub-brush Sterile-towels

Pharmacy & Medical Professional
Deé):\l;?;nve:nt De;:&:msnt of Therapeutics Executive Administration Affairs go an: of
9y Committee Committee Committee frectors
06/10, 06/11,
02/20 10/21 n/a nl/a 11/21 nfa 06/08
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Interventional Radiology
Surgical Hand Scrub

Page 2 of 2
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éa lnterverﬁnnal Padialooy

g? Tri-City Medical Center DELETE - utilize Elsevier
PROCEDURE: TRANS-JUGULAR INTRA-HEPATIC P{ Online Skills - Sterile Field: ps)
Purpose: To-outline-the-nursing-care-ofthepatien] Setup (Perioperative)

S D : . -

Norsma Tralioat

Pharmacy & Medical Professional
Deg:ﬁ:‘;nt Dﬁ::;?g;znt of Therapeutics Executive Administration Affairs gﬁ:;?o?;
ad Committee Committee Committee
06/10, 06/11,
02/20 10/21 n/a n/a 11/21 n/a 06/08
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Tri-City Medical Center

Inten

DELETE - utilize Elsevier
Online Skills - Sterile Field:

Puﬁses%

PROCEDURE:

TUNNELED DIALYSIS CATHETER

Setup (Perioperative)

To-outline-the-nursing-care-of- the-pati

Pharmacy & Medical Professional
Deg:ﬁ;n\:nt Deé):g:g:gnt of Therapeutics Executive Administration Affairs g.?:;?o‘:;
gy Committee Committee Committee !
06/10, 06/11, 10121 nla nla 11/21 nla 06/08

02/20
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@‘? Tri-City Medical Center

Interventi

PROCEDURE:

ULTRASOUND GUIDED BIOPSIES

Purpese: To-outline-the-nursing care-of-the-patient-y
Stipportive Data ; |s‘sssiu|a‘ '“."l"s‘h @ Sa.”"f te g.l Hosue 'Sl. 4
Nursimolrolioat Minimalsodation T losiaP

DELETE - utilize PCS
PROCEDURE: Specimen
Handling for
Surgical/Procedural Areas;
Elsevier Online Skills -
Specimen Collection

(Perioperative)

Pharmacy & Medical Professional
Deg::flg\;nt Deé):;:g}znt of Therapeutics Executive Administration Affairs gﬁ::;?o?:
9y Committee Committee Committee
06/10, 06/11, 10/21 nia nia 11721 n/a 06/08

02/20
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Tri-City Medical Center

Distribution:

Delete and utilize Elsevier
Online Skills - Sterile Field:
Setup (Perioperative)

INTERVENTIONAL RADIOLOGY

1. Transportpatientio SPRA-PACU {CLL_and Tele

REVIEED:

ISSUED: REVISED: APPROVED:
8/08 6/10.6/11 6/08
Department Department of .ﬁ? armac;t/.& Medical Executive Administrati Pro:;fss_lonal Board of
Review Radiology erapgu 1cs Committee ministration airs Directors
Committee Committee
02/20 10/21 nla nla 11/21 n/a 06/08
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g‘f} Tri-City Medical Center

Interventional Radiology

DELETE - utilize Elsevier -

PROCEDURE: UTERINE ARTERY ANGIOGRAM (EMBOLH 4, ine Skills - Sterile Field: |—
tthy Ermbolizat] Setup (Perioperative)
S iveData . . . eorose o Uten

Pharmacy & Medical Professional
Deg:;;n;nt De;:g:g:ce)nt of Therapeutics Executive Administration Affairs Si?:;jo‘:;
y Committee Committee Committee
06/10, 08/11, 10/21 n/a nia 11721 na 06/08

02/20
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gg‘? Tri-City Medical Center

Interventional Radiology

PROCEDURE: VASCULAR CATHETER PLACEMENT | DELETE - utilize PCS
Purpese: To-outline the nursing care-of the patientun| Procedure: Central Venous |}
Suppertive-Data: A-vaseular-access-device-(MAD}is-inserted| Access Devices, Adults;
therapy-foradministration-of-medications; iy Elsevier Online Skills - et
: — access-orto-provide dialysis: ‘ | Central Venous Catheter
Nursing-lmplications Mmd%edaﬂen—wased—fe#analges&a——?a@ Insertion

Pharmacy & Medical Professional
Deg:;gn;nt Deé):;?lznt of Therapeutics Executive Administration Affairs gi?:tr:?o?;
9y Committee Committee Committee
06/10, 06/11,
02/20 10/21 n/a nfa 11/21 n/a 06/08
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g‘? Tri-City Medical Center

Interventional Radiclogy

PROCEDURE:

VERTEBROPLASTY
T oV . T ot

DELETE - utilize Elsevier
Online Skills - Sterile Field:

Setup (Periopnerative)

Pharmacy &

Medical

Professional

Department Department of . N - . N Board of
. . Therapeutics Executive Administration Affairs .
Review Radiology Committee Committee Committee Directors
06/10, 06/11, 10/21 n/a nia 11721 nia 06/08

02/20
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%t? Tri-City Medical Center

Oceanside, California

LABORATORY
SAFETY MANUAL/LABORATORY INFECTION PREVENTION AND CONTROL

ISSUE DATE: 01/03 SUBJECT: Laboratory Infection Prevention and Control

REVISION DATE(S): 07/03, 07/06, 10/09, 09/12;-04/21

Department Approval: 8410/21
Laboratory Medical Director Approval: 10/21
Medical Executive Committee Approval: 11/2109/42
Administrative Approval: 11/21
Professional Affairs Committee Approval: n/a
Board of Directors Approval: 09/12

A. DEFINITION(S):

1.

2.

3.

-Infection Prevention and Control: The discipline concerned with preventing healthcare-
associated infections.

Personal Protective Equipment: The protective clothing, helmets, goggles, or other garments
or equipment designed to protect the wearer's body from injury or infection.

Universal Precautions: The concept of bloodborne disease control requiring all human
blood and other potentially infectious materials to be treated as if infectious for HIV, HBV,
HCV or other bloodborne pathogens, regardless of the perceived "low risk" status of a
patient or patient population.

Hand Hygiene: the act of cleaning one's hands with soap and water to remove
viruses/bacteria/microorganisms, dirt, grease, or other harmful and unwanted substances
stuck to the hands.

B. POLICY:

1.

Infection Control: The laboratory follows written policies and procedures for infection control that
comply with national, federal, state (or provincial), and local guidelines on occupational exposure
to bloodborne pathogens and other infectious pathogens, and to the institution's exposure control
plan. (GEN.74000).
a. Refer to Infection Control Policy Manual: Bloodborne Pathogen Exposure Plan.
Specimen Handling/Processing: The laboratory safely handles specimens suspected to contain
highly infectious pathogens. (GEN.74050).
a. Standard-Universal Precautions must be adhered to when obtaining, handling or
processing all blood and other potentially infectious materials.
i. This includes control sera and reagents from biological sources.
ii. See department specific Blood Borne Pathogen Task Assessments in the
Laboratory Safety Manual.
b. After drawing a blood culture specimen, do not change the needle, and inject the
specimen directly into the blood culture bottle.
C. Needleless systems will be used whenever possible.
d. Safety needle devices must be used at all times.
e. All containers of biological samples shall be sealed or covered or kept in sealed
containers unless currently being analyzed.
f. Care should be taken to avoid all spillage and creation of aerosols during transfer steps.
Personal Protective Equipment (PPE) Provision and Usage: Appropriate personal protective
equipment (gloves, gowns, masks and eye protectors, etc.) is provided and maintained in a
sanitary and reliable condition in all work areas whenever blood and other potentially infectious
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Laboratory Safety Manual
Laboratory infection Prevention and Control

Page 2 of 8

materials are handled and in circumstances during which exposure is likely to occur.

(GEN74100).

a. All Laboratory personnel must wear laboratory issued coats or fluid resistant gowns
supplied by Tri-City Medical Center (TCMC) when performing specimen collection
including venipuncture, when handling specimens not in a secondary container such as a
bag, when performing testing of specimens, and when performing tasks that require its
use.

b. Lab coats and gloves may not be worn outside the laboratory and may not be worn in
areas within the lab where food and drinks are allowed.

i The exception is lab coats may be worn from a work area through a clean area to
another work area such as a phlebotomist dispatched to a unit.

c. Laboratory coats or fluid resistant gowns upon which biological material has been spilled
are a biohazard and must be expeditiously removed, placed in the dirty linen hamper, or
disposed of appropriately. The fluid resistant gown may be placed in the regular trash, if it
is disposable.

PPE Instruction: Personnel are instructed in the proper use of personal protective

clothing/equipment (eg, gloves, gowns, masks, eye protectors, footwear) and records are

retained. (GEN.74200).

a. Training for laboratory staff in proper use of PPE is performed during the initial department
competency training and records are kept in their employee file.
b. See department specific Blood Borne Pathogen Task Assessments for PPE use in

specific tasks.

Hand Hygiene: All personnel remove gloves and clean hands using an effective antimicrobial
method following contact with blood or other potentially infectious materials or after each patient
contact. (GEN.74250).

a. See Infection Control Policy Manual: Hand Hygiene.

Manual Manipulation of Needles: There is a written policy that prohibits the recapping, purposeful
bending, breaking, removing from disposable syringes, or other manual manipulations of needles.
(GEN.74300).

a. Needles must never be recapped by hand.

b. Needles must not be not cu-t or bent, broken or removed from disposable syringes.:
Eating/Mouth Pipetting: There is a written policy that prohibits smoking, vaping, eating, gum
chewing, drinking, application of cosmetics and lip balm, manipulation of contact lenses, and
mouth pipetting in all technical work areas. (GEN.74400).

a. Mouth pipetting of any substance is prohibited. Mechanical pipettes or suitable alternative
devices are used.

b. No foods or beverages may be present in any part of the Laboratory where specimen
handling and/or testing is performed. This includes front office and phlebotomy areas.

C. Food and beverages may be consumed in the administrative offices, employee break
room, conference room pathology offices and transcription area.

d. No smoking, vaping, eating, drinking, chewing gum, donning earrings or application of
cosmetics are permitted in any Laboratory working area.

e. Oral and ocular contact with any surface, including hands, capable of harboring and

transmitting infectious agents, is prohibited.
Specimen Transport Procedures: The laboratory receives, handles, and transports specimens
(blood and other potentially infectious materials) in appropriately labeled and well-constructed
containers with secure lids to prevent leakage during transport. (GEN.74500).

a. See Pre-Analytical General Procedure: Specimen Handling, Transportation, Special
Collection, Processing, Aliquoting, and Criteria for Rejection.

b. See Safety Manual Related Document: Laboratory Pneumatic Tube System Spill Clean
Up.

Spill Handling: The laboratory follows written procedures for handling spills of blood and other
potentially infectious materials. (GEN.74600).
a. See General Safety and Safety Training Manual Procedure: Laboratory Spills.
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10. Hepatitis B Vaccinations: Personnel reasonably expected to have direct contact with blood and
other potentially infectious materials are identified and offered hepatitis B vaccinations free of
charge. Personnel that decline the vaccine sign a declination form. (GEN.74700).

a. See Employee Health and Wellness Policy Manual: Employee Health — Hepatitis B
Vaccination.
11. Viral Exposure: There is a policy for follow-up after possible and known percutaneous, mucous

membrane or abraded skin exposure to HIV, HBV or HCV that includes the following elements

(GEN.74800):

a. HIV, HBV and HCV testing of the source patient after consent is obtained.

b. Appropriate clinical and serologic evaluation of personnel.

c. Consideration of appropriate prophylaxis for personnel acutely exposed to HIV, HBV or
HCV, based upon medical indications, the serologic status and the individual's informed

consent.

d. Reporting of the exposure as required by law.

e. See Employee Health and Wellness Policy Manual: Occupational Exposure to Blood/Body
Fluid Secretions.

f. Records of occupational exposure and follow up are kept in the Employee Health and

Wellness Department.
12. Tuberculosis (TB) Exposure Plan: The laboratory follows a written tuberculosis exposure control
plan that includes the following (GEN.74900);

a. TB exposure screening at defined intervals for all personnel who may have occupational
exposure to tuberculosis.

b. Use of engineering and practice controls for hazardous activities that may potentially
aerosolize Mycobacterium tuberculosis.

C. See Infection Control Policy Manual: Aerosol Transmissible Diseases and Tuberculosis
Control Plan.

13. Sterilizing Device Monitoring: All sterilizing devices are monitored periodically with a biologic
indicator (or chemical equivalent) for effectiveness of sterility under conditions that simulate
actual use. (GEN.75000).

a. See Sterile Processing Department Procedure: Sterilization Standards Procedure.
14. Cleaning Procedures:
a. Bench tops are cleaned after use, and at least daily at the end of the shift, with a 1:10
aqueous solution of bleach or hospital-approved disinfectant.
b. The Environmental Services Department personnel clean floors, hand washing sinks, and
furniture.
C. Department personnel clean refrigerators, machines and computers on a routine basis.

S——PROCEDURE:N/A
3C.

B—FORM(S):N/A
4D.

E.

)

ELATED DOCUMENT(S):

Safety Manual Related Document: Laboratory Pneumatic Tube System Spill Clean Up
Laboratory Department specific Blood Borne Pathogen Task Assessments

Infection Control Policy Manual: Bloodborne Pathogen Exposure Plan

Infection Control Policy Manual: Hand Hygiene

Pre-Analytical General Procedure: Specimen Handling, Transportation, Special Collection,
Processing, Aliquoting, and Criteria for Rejection

General Safety and Safety Training Manual Procedure: Laboratory Spills

Employee Health and Wellness Policy Manual: Employee Health —- Hepatitis B Vaccination
Employee Health and Wellness Policy Manual: Occupational Exposure to Blood/Body
Fluid Secretions

oNe .‘":"“S*’!\’r"l
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9. Infection Control Policy Manual: Aerosol Transmissible Diseases and Tuberculosis

Control Plan
410. Sterile Processing Department Procedure: Sterilization Standards Procedure

E—EXTERNAL LINK(S):N/A
+F.

G. REFERENCES:N/
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%"? Tri-City Medical Center

Oceanside, California

MEDICAL STAFF
ISSUE DATE: 07/11 SUBJECT: Credentialing Policy, da Vinci
Robotic Surgery
REVISION DATE(S): 07/12, 01/14, 02/19 POLICY NUMBER: 8710 - 563
Medical Staff Department Approval: 03/4708/21
Division of GVS Approval: 06/1709/21
Credentials Committee Approval: 144211/21
Medical Executive Committee Approval: HAZ11/21
Administration Approvai: 01/19
Professional Affairs Committee Approval: n/a
Board of Directors Approval: 02/19
A. PURPOSE
1. To provide criteria for use in credentialing physicians who request privileges in da Vinci robotic

surgery. For purposes of this policy, terms da Vinci and robotic are interchangeable.

B. INITIAL CREDENTIALING FOR MULTIPLE PORT PROCEDURES:

1. For surgeons with prior da Vinci experience:
a. Physicians must have privileges to perform the underlying procedure either as an open

b.

or laparoscopic procedure.

If residency/fellowship training included robotic surgery training, provide:

i letter from program director certifying competency for the requested privilege(s)
and in the use of the da Vinci device; and

ii. The surgical log of a minimum of ten (10) da Vinci cases;

iii. Proctoring: A minimum of two (2) cases within a one-hundred-eighty (180) day
period must be proctored by a da Vinci robotic-credentialed surgeon (preferably
in their field).

1) Additional training will be required prior to scheduling further cases if
proctoring has not been completed within the specified time frame.

For surgeons with prior da Vinci experience at an outside institution, provide:

i Ten (10) cases beyond proctoring and within the previous 24-month period must
be submitted for review.

ii. Proctoring: A minimum of one (1) case must be concurrently proctored by a da
Vinci robotic-credentialed surgeon (preferably in their field).

The above-listed proctoring requirements may be waived for any surgeon on the Intuitive

Surgical, Inc. List of Approved Proctors. However, privilege-specific proctoring

requirements must be followed.

2. For surgeons without prior da Vinci experience:

a.

b.

a0

Privileges to perform the underlying procedure either as an open or laparoscopic
procedure.

Completion of an Intuitive Training Program or comparable program, which includes
didactic and hands-on training including cadaver, animal lab, or simulator (See Phase II-
Preparation and System Training of Surgeon Clinical Pathway-Intuitive Surgery).

A minimum of one (1) live case observation.

Proctoring: A minimum of three (3) cases within a one hundred eighty (180) day period
must be concurrently proctored by a da Vinci robotic-credentialed surgeon (preferably in
their field).
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i Additional training will be required prior to scheduling further cases if proctoring
has not been completed within the specified time frame.

Proctoring requirements include a completed proctoring form from the elected proctor that

includes satisfactory outcomes of the procedure, assessment of intraoperative and

postoperative complications, and review of pathology reports if indicated. Proctor may
recommend to the Chair of the Department or Chief of the Division that additional training and/or
proctoring be completed.

For all physicians granted robotic surgery privileges, the first ten (10) cases will be reviewed for

evaluation of case selection, OR time, blood loss, conversion to open procedure, complications,

length of hospital stay, etc.

For privileges to assist in robotic surgery (for MD/DQO, PA, RNFA):

a. Unrestricted surgical assisting privileges

b. Documented experience in robotic assisting or completion of Intuitive Training Program
for assistants (including on-line module and on-site training by Intuitive or a robotics-
trained assistant)

C. Proctoring: A minimum of six (6) cases must be proctored by the primary surgeon.
Surgeons granted privileges for both robotic surgery and to assist in robotic surgery may
be deemed to have satisfied proctoring requirements as an assistant in robotic surgery
once proctoring requirements as the robotic surgeon have been fulfilled.

C. INITIAL CREDENTIALING FOR SINGLE PORT PROCEDURES:

1.
2.

Unsupervised multiple port robotic surgery privileges;
Completion of either:
a. Single port Intuitive (or comparable) training program OR
b. Training modules
i Proctoring: Two (2) cases with a qualified single port surgeon.

D. REAPPOINTMENT CRITERIA

1.

A minimum of ten (10) cases performed successfully (may be reviewed by the appropriate
Division or Department or Committee) during the previous 24-month period without a proctor
present.

If less than ten (10) but greater than or equal to five (5) cases have been performed
successfully during the previous 24-month period, the next two (2) cases must be successfully
performed with the assistance of either a da Vinci robotic-certified surgeon on staff from within
the same field or an outside proctor/preceptor.

If fewer than five (5) cases have been performed successfully within the previous 24-month
period, additional certified hands-on training must be obtained either by simulator, cadaver or
animal lab AND the next two (2) cases must be successfully performed with the assistance of
either a da Vinci robotic-certified surgeon on staff from within the same field or an outside
proctor/preceptor.

For single port procedures, a minimum of two (2) procedures during the previous 24-month
period. If fewer than two (2) cases, training modules must be redone or the next one (1) case
must be concurrently proctored by a qualified single port surgeon.

E. ONGOING PROFESSIONAL PRACTICE EVALUATION

1.

Robotic-performed cases may be reviewed on an ongoing basis by the appropriate
Division/Department/Committee with the goal of patient safety and successful performance of
the procedure(s). This may include OR time, blood loss, conversion to open procedure,
complications, length of hospital stay.
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%‘? Tri-City Medical Center
Oceanside, California

WOMEN AND NEWBORN SERVICES
NEONATAL INTENSIVE CARE UNIT (NICU)

ISSUE DATE: 01/17 SUBJECT: Consultation To Perinatal Unit

REVISION DATE(S):

Women and Newborn Services Department NICU Approval: 04/4908/21
Perinatal Collaborative Practice Approval: 01/1908/21
Pharmacy & Therapeutics Committee Approval: n/a
Medical Executive Committee Approval: 03/4810/25
Administration Approval: 84/1911/21
Professional Affairs Committee Approval: n/a
Board of Directors Approval: 04/19

A. DEFINITION(S):
1. Perinatal Unit: A perinatal unit means a maternity and newborn service of the hospital for the
provision of care during pregnancy, labor, delivery, postpartum and neonatal periods with
appropriate staff, space, equipment and supplies.

B. POLICY:
1. A neonatologist or Allied Health Professional (AHP) shall be available for perinatal unit consuits
as requested by an OBGYN or Certified Nurse Midwife.
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g‘? Tri-City Medical Cenf

Oceanside, California

DELETE - Incorporated Into
Standards of Care Policy

Women and Newborn Services
Neonatal Intensive Care Unit (NICU)

SUBJECT: FAMILY CENTERED CARE, NICU

ISSUE DATE: 04/09
REVISION DATE: 04/09, 06/11, 08/12

Department Approval:

Perinatal Collaborative Practice Approval:

Division of Neonatology Approval:
Pharmacy and Therapeutics Approval:
Medical Executive Committee Approval:
Administration Approval:

Professional Affairs Committee Approval:

Board of Directors Approval:

02/4706/20
04/14708/21

n/a

n/a
05/14710/25
11/21
06/17 nl/a
06/17
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g:? o ) Women and Newborn Services—
Tri-City Medical Center Neonatal Intensive Care Unit (NICU)
PROCEDURE: INTRAFACILITY TRANSPORT OF THE NICU PATIENT
Purpose: Establish a standard of care for transporting NICU patients to other departments within
Tri-City Medical Center (for Procedural Transports).
Equipment: Transport isolette
Manual resuscitator bag with reservoir
Neopuff resuscitator
Pulse oximeter
Cardiac monitor (based on patient acuity)
Full oxygen cylinder
Gas source in the area fo which patient is being transported
Issue Date: 09/07
A. POLICY:
1. Prior to transfer, NICU staff member will call the receiving department to iensure department’s
readiness for patient.
2. NICU patients will be transported in transport isolette with a NICU nurse.
3. NICU nurse will remain with the patient throughout transport.
4 Patients requiring mechanical ventilation will also be accompanied by a Respiratory Care
Practitioner (RCP).
5. The interdisciplinary team (Physician, Allied-Health-ProfessionalAHRPL-RN, RCP) will
determine if the acuity warrants additional personnel.
6. Confirm patient identity per hospital policy.
7. The RN is responsible for;
a. Obtaining Transped-bag-from-NIGCU-{for-procedura-iransporsynecessary equipment
and supplies for transport.
b. Patient monitoring and safety throughout the transport.Overseeing-the-transporfor
C. y itorng-o A-and y ZYa¥a¥a
d. Documentation in the patient’'s medical record.
8. The RCP is responsible for:
a. Verification of transport isolette and equipment prior to transport.
b. Managing oxygen flow and oxygen saturation.
C. Maintaining airway security and patency.
d. Monitoring ventilator for correct connections and proper function.
€. Documentation in patient’s medical record.
9. Family centered care: The parents are invited to accompany the patient on transport. If they are

unable to attend, the PhysicianfAHR and NICU RN will update the parents about the patient’s
clinical status.

B. DOCUMENTATION:

1.

2.

The transport will be documented in the patient’s medical record: including time of departure
and arrival back on unit.
The RCP will document the ventilator check for intubated patients.

C. REFERENCE(S):

1. American Academy of Pediatrics (AAP) and American College of OB and GYN (ACOG).
(2017). Guidelines for perinatal care (8th ed.).
Diviel ; —
Women and Division of X .
Pharmacy Medical Professional
gz:vv?gerg L ef—QBlG¥Na partment Perinatal Neonatology/ &Therapeutics Executive | Administration Affairs gi?:;?o(:;
Collaborative . Committee Committee Committee
NicU p N ofRediatrics
ractice
06/09,
01/15, 06/19, 03/15, 06/11,
01/15, 05/19 ala 08121 n/a n/a 07/19, 10/21 08/19, 11/21 4/15, n/a 08/12.
04/15, 08/19
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2. Beauman, S. & Bowles, S. (Eds.) (2019). Policies, procedures, and competencies for
neonatal nursing care (6™ edition). National Association of Neonatal Nurses.
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Q{‘g Tri-City Medical Center

Oceanside, California

WOMEN>S AND& NEWBORNCHILDREN"S SERVICES-MANUAL
—NEONATAL INTENSIVE CARE UNIT (NICU)

| ISSUE DATE: 07/07 SUBJECT: \Visitation Guidelines in the NICU

| REVISION DATE(S): 01/09, 04/09, 06/11, 08/12, 44/46, 10/13, 06/17

Department Approval: 014/14712/20
Perinatal Collaborative Practice Approval: 04/14708/21
Division of Neonatology Approval: n/a
Pharmacy and Therapeutics Approval: n/a
Medical Executive Committee Approval: 05/4710/25
Administration Approval:

Professional Affairs Committee Approval: 0617 n/a
Board of Directors Approval: 06/17

A. PURPOSE:
1. These guidelines are flexible and intended to support family centered care and the diverse
needs of our families in the NICU while maintaining a safe, quiet, and healing environment.

AMacto n.tne a ALinoe
» o0 - Saerm S

1. Parents are essential partners with the healthcare team in caregiving and decision making
for their infant. They are welcome to be with their infant 24 hours a day.

2. To be culturally sensitive and supportive, we acknowledge that parents decide who their
support system is while their infant is in the NICU.

3. Family and friends are welcomed when accompanied by a parent. They are encouraged to
visit during hospital visiting hours and will need to leave the bedside during change of
shift.

4. Parents and their guests will complete a daily health screening prior to entering the NICU.

5 All guests, other than siblings, should be at least 18 years of age, unless the parent
defines them as a support person.

6. One or two support persons may be designated by the parent to be at the bedside when
the parent is not available,

7. Siblings of the infant, including a previously discharged sibling, are welcome in the NICU.

8. NICU staff reserves the right to limit the number of guests at the bedside in the best
interest of infants, families, and staff.

a. The parent and nurse will discuss the number of people weicomed at the bedside.
This number will vary based on infant, family, and NICU needs.

b. The nurse may limit family at the bedside to “one or two at a time” if it is necessary
to provide safe care (nurse needs readily available access to patient and
equipment) or if there is increased activity on unit (special procedures, high
census, privacy of other infants/parents).

| SAFCMC-Shared\ NICU-P&P\Revisions-2020
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ac. Parents should never be expected to leave the infant’s bedside so that others may
be present.

C. PROCEDURE:

1. Upon entering the NICU, parents will be identified by infant ID band number or photo ID.
a. If parent is known to NICU staff member, ID does not need to be verified.

2. NICU staff will educate parents and guests on how they can protect their infant from
infection; including health screening, handwashing, and hand gel use.
a. Parents and guests will wash hands when entering or re-entering the NICU.
b. Parents and guests will wash or gel hands before and after touching infant.
c. Parents and guests will wash or gel hands anytime they touch their personal

property.

43. Health Screening will be completed by parents, family and friends once a day.
24. NICU staff will educate parents and guests on patient privacy.
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3-1.

..l ‘ F ‘E ;

Assignment of designated support persons

a.

b.

C.

d.
e.

Parent will complete “Designation of Support Person” form (limited to two
persons).

The designated support person(s) will remain the same throughout the infant’s
hospitalization.

The parent will determine the amount of information that may be given to the
designated support person.

The designated support person may not receive updates over the phone.

The designated support person may not bring other family or friends to be with the
infant.

Sibling visitation will be arranged with the bedside nurse prior to arrival.

a.
b.

c.
d.

e.

f.

g.

Sibling visits are between 0900-1100, 1500-1700 and 2000-2200.

Sibling visitation time will be limited to a time period that is developmentally
appropriate for the sibling. Maximum time at bedside will not exceed 30 minutes.
Parent will pre-arrange sibling visit with nursing staff.

Parent will provide a copy of immunization records for each brother and/or sister
who will be visiting.

Siblings should be prepared for the hospital environment and the infant’s iliness as
appropriate.

Siblings are to be under family supervision at all times.

Sibling behavior is monitored by the parents and staff to ensure a safe and restful
environment for the infant.

At any time, the unit may close for infection control or other medical purposesreasons.

a.

a-b.

During seasons where there are more colds and flu, the-visitingthese guidelines poliey
may be restrictedfurther-change.
During medical emergencies or procedures, entry to the NICU may be restricted.
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D. REFERENCES:
1. Beauman, S.S. & Bowles, S. (2019). Policies, procedures, and competencies for neonatal
nursing care, 6th edition. Chicago, IL: National Association of Neonatal Nurses.
2. Griffin, T., 2013. A Family-Centered “Visitation” Policy in the Neonatal Intensive Care Unit
That Welcomes Parents as Partners. The Journal of Perinatal & Neonatal Nursing, 27(2),
pp.166-167.

3. Horikoshi, Y., Okazaki, K., Miyokawa, S., Kinoshita, K., Higuchi, H., Suwa, J., Aizawa, Y.
and Fukuoka, K., 2018. Sibling visits and viral infection in the neonatal intensive care
unit. Pediatrics International, 60(2), pp.153-156.

4, Phillips, H. and Sumpter, D., 2018. A Systematic Review of Young Sibling Visitation
Policies in the NICU. Journal of Nursing & Healthcare, 3(4).

Changes-will-be-posted-outside-the-NICH-
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gc‘é) Tri-City Medical Center

Oceanside, California

Outpatient Behavioral Health Services

SUBJECT:

ISSUE DATE:

Exchange and Replacement of Medication

08/96

REVISION DATE:- 05/98, 08/00, 10/01, 02/02, 02/03, 01/05,

06/07, 06/10, 04/13, 07/17

| Department Approval: 08/2011/21
Division of Psychiatry Approval: n/a
Pharmacy and Therapeutics Approval: n/a
Medical Executive Committee Approval: n/a

| Administration Approval: 40/2411/21
Professional Affairs Committee Approval: n/a
Board of Directors Approval: 10/21

A. PURPOSE:

1.

To provide an effective method for the exchange and replacement of expired or dispensed
medications.

B. POLICY:

1.

The Pharmacist and Registered Nurse (RN) are responsible for inspecting the medication
storage cabinet monthly to determine completeness of stock and expired medications.

C. PROCEDURE:

1.
2.

3.

ok

Who may perform/responsible: Pharmacist and RN.

The pharmacist and RN inspects the contents of the medication storage cabinet monthly, for
completeness of stock and expired medications.

The Pharmacist is responsible for returning expired medications to the pharmacy for proper
disposal. The medication is then replaced and locked in the medication storage cabinet.

The results of the pharmacist inspection are documented by hospital Pharmacist.

There’s a psychiatric emergency box that contains medications, for emergencies only. This box
is stored in the nurses’ office with two secure locks. Any medications given by the RN from the
emergency box must be done with a physician’s order.

Alnan N eMmMeraency a) med a¥a a¥a. Nne- BN anto
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gg? Trs-City Medical Center Distribution: Women & Newborn Services

PROCEDURE:

DINOPROSTONE (CERVIDIL)

Purpose:

To outline the nursing management of a patient receiving Dinoprostone (Cervidil)
placement for labor induction. Dinoprostone (Cervidil) may be used for ripening of the
cervix and induction of labor. Cervical Ripening may be required when induction of labor
is indicated and the cervix is unfavorable

Supportive Data:

Dinoprostone (Cervidil) is indicated for ripening an unfavorable cervix in pregnant women
at or near term with a medical or obstetrical indication for induction of labor. Cervical
ripening refers to the softening and effacement (thinning) of the cervix, and is thought to
represent the maturation of the reproduction system in terms of labor induction readiness.
Procedure may be done by either a provider or a Registered Nurse (RN).

Equipment;

1. Dinoprostone (Cervidil) 10mg vaginal suppository with an intact retrieval tape
2. Single sterile exam glove
3. Sterile, water soluble lubricant

A. POSSIBLE INDICATIONS FOR USE:

DAk wh =

7.

Post Term Gestation

Intrauterine Growth Restriction (IUGR)

Oligohydramnios

Gestational Hypertension/ Pre-Eclampsia

Obstetrical or medical indication for induction of labor (Diabetes, Hypertension)
Premature Rupture of Membranes (PROM)

8-a.

Caution should be exercised in the administration of Cervidil in patients with
ruptured membranes.

Fetal Demise

B. CONTRAINDICATIONS:

CoOeNoOORWN -

Abnormal Fetal Lie

Patients with known hypersensitivity to prostaglandinsfAsthma
Existing tachysystole or uterine hypertonus

Clinical suspicion or evidence of Category Il tracing

Abnormal presentation

Non-cephalic presentations (breech)

Placenta previa, vasa previa/abruption

Prior uterine scar (previous cesarean section or uterine surgery)
Unexplained heavy vaginal bleeding in third trimester

18-  Contractedpelvs
44-10. Active herpes

C. USE CAUTION WHEN ADMINISTERING TO WOMEN WITH:

1. History of:

a. Asthma

b. Glaucoma

c. Hepatic Disease

d. Pulmonary Disease

e. Renal Disease

f. Cardiac Disease

g. Multiparous with > 6 pregnancies.

h. Polyhydramnios
‘ Degar?ment Department Division of Depa(r)*tfment Pharmacy. & E“,f::;iﬁ:e Admjni Prci:;sasi:cs)nal Bgard of

eview of OB/IGYN | Neonatology Pediatrics Therapeutics Committee stration Committee Directors

’ ;1/§1;5%g/3§//3%() 0113, 92716, n/a nia o6, 0721 | 13, 08116, 11721 o/13, 09116, 6/13, 09/16
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D. PROCEDURE/PREPARATION:

1. The RN shall verify provider's order and ensure informed consent was obtained and signed by
the patient.
2. The RN shall verify prenatal record is available for review.
3. Maternal-Fetal assessment
a. Maternal Assessment:
i Assess baseline maternal temperature, pulse, respirations, and blood pressure.
ii. In the absence of ruptured membranes assess cervical dilatation, effacement,
station, consistency and position of cervix prior to insertion of Dinoprostone
(Cervidil).
iii. Assess uterine activity, including palpation of contraction(s).
b. Fetal Assessment:
i Obtain a 20-30-minute fetal heart rate tracing.
ii. Confirm fetal lie and vertex presentation for viable fetus.
iil. Notify the provider of a Category Il or lll fetal heart rate tracing BEFORE placing
Dinoprostone (Cervidil).
4. Start a large bore peripheral intravenous (1V) line 18 G or larger.
5. Obtain lab work as ordered by provider.
6. Dietary restrictions limited to sips of clear liquids and/or ice chips per provider order
E. INSERTION:
1. Have the patient empty her bladder
2. Obtain Dinoprostone (Cervidil) suppository.
a. Never use Dinoprostone (Cervidil) vaginal suppository without its retrieval system.
3. Don sterile examination glove and apply a minimal amount of lubricant.
a. Excessive amounts of lubricant can prevent optimal release of the Dinoprostone
(Cervidil) from the vaginal suppository.
4, Insert Dinoprostone (Cervidil) vaginal suppository immediately after removing it from its
packaging:
a. Place Dinoprostone (Cervidil) vaginal suppository between index and middle finger of
sterile gloved hand and insert into vagina.
b. Advance suppository to the posterior fornix and place suppository transversely.
c. Ensure that retrieval system (length of attached tape) is accessible.
5. Maintain patient in a lateral recumbent position with a left or right tilt, for at least two hours, or as

ordered by provider. After the initial 2 hours patient may ambulate per provider order.

F. MONITORING:

1.

Assess fetal heart rate and uterine activity every 30-minute X 4, then at hourly intervals during

the latent phase of labor (cervical dilatation less than or equal to 4 cm).

a. The need for continuous verses intermittent monitoring is based on fetal well-being and
is at the discretion of the provider.

Vital signs (VS) (pulse, respirations, and blood pressure): monitor VS every 30 minutes x 2 after

each dose, then every 4 hours if stable and patient is not in active labor. When patient is in

active labor, monitor VS (pulse, respirations, and blood pressure) hourly. If patient has an

epidural, refer to VS protocol per procedure.

G. REMOVAL OF THE DINOPROSTONE (CERVIDIL) INSERT:

1.

32,
43.
54.

Upon the onset of active labor

Prior to amniotomy.

Within 12 hours of insertion.

At least 30 minutes prior to the initiation of oxytocin augmentation.
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6-5. Removal should be considered if tachysystole occurs.

a. If fetal heart rate tracing is a Category Il progressing to a Category Ill appropriate
intrauterine resuscitation measures should be implemented, such as position change,
administer oxygen via non-rebreather mask, and |V fluids.

i If no immediate improvement is observed, notify provider
ii. Remove Dinoprostone (Cervidil)
iii. Anticipate provider order for tocolytics such as terbutaline

H. DOCUMENTATION:

1. Document fetal heart rate status, uterine activity, and cervical status in the medical record.

2. Document placement of Dinoprostone (Cervidil) suppository in the medication record.

3. Document events, VS, and interventions associated with this procedure in the medical record.
I REFERENCES:

1. Simpson, K. R., & Creehan, P. A. (204420). AWHONN's Perinatal Nursing 425" Ed.

Philadelphia, PA: Wolters Kluwer / Lippincott Williams & Wilkins
2. ACOG Committee on Practice Bulletins- Obstetrics ACOG Practice Bulletin No 107: Induction of
labor. Obstetrics and Gynecology 2009; 114:386.

3l Kennedy, B.B., Ruth, E.J., Martin, E.J. (2009) Intrapartum Management Modules (3" Ed.)
Lippincott Williams and Wilkins

4, Wing, D.A. (2008) Induction of labor in women with prior cesarean delivery. Retrieved from
www.uptodate.com 4/06/09.

5. Wing, D.A., Lockwood, C.J., Barss, V. Induction of labor. Retrieved from www.uptodate.com
08/12

5.6. Ferring Pharmaceuticals. (2017). Cervidil. Retrieved from Ferring Pharmaceuticals
Medical Information on 3/3/2020
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PROCEDURE:

LAMINARIA

Purpose:

To outline the nursing responsibilities in assisting the physician with the insertion and

removal of Laminaria (Dilateria).

Supportive Data:

Laminaria is a sea grown plant, capable of absorbing fluids from uterine cervix. Gradual
swelling of laminaria (up to 4 times its diameter) results in a gradual symmetrical
dilation of the cervical canal and softens cervical tissue. Dilateria diameter swells the
most within the first 4 to 6 hours after insertion. It should be removed within 24 hours to
prevent infection.

Equipment: 1.

Laminaria (Dilateria)

Vaginal speculum

Long ring forceps

Atraumatic tenaculum or a milex dilateria forceps (if available)
Antiseptic solution per physician preference

Cervical lubricant and sterile swabs

Light source

Sterile gloves

Gauze sponges

e i

INDICATIONS FOR USE:

1. Cervical ripening for first and second trimester miscarriage/ abortion

2. Dilates cervix in preparation for Dilation and Curettage (D&C) procedure
2:3. Term Vaginal Delivery

B. CONTRAINDICATIONS:
1. Laminaria should not be used when vaginal, cervical and/or pelvic infection is suspected
2. Laminaria should not be used if there is concern that the patient will not follow-up appropriately,
as the patient must return within 24 hours to have it removed.
C. INSERTION:
1. After the physician/Allied Health Professional (AHP) has informed-patientinformed patient of
reasons for use, risks and side effects—theeffects, the nurse should verify—theverify the
] patient’s consent.
2. The nurse/ Obstetrical Technician (OB Tech) will ensure the necessary equipment is available to
| place the laminaria aseptically.-
a. A staff member will retrieve the laminaria from the supply pyxis for insertion
| 3. The patient should be encouraged to—veidto void prior to the insertion
4. The nurse and/or OB Tech will be available to help the physician prepare the patient for laminaria
insertion by-
a. Positioning the patient-inpatient in lithotemy—positionlithotomy position fer—vaginalfor
vaginal examination
b. Having appropriate cleansing product available to perform a surgical preparation before
laminaria insertion.
C. Assisting physician during the procedure with equipment needs.
5. The nurse shall document the size and number of laminaria placed and how the patient tolerated
the procedure in a clinical note.
6. The nurse will-completewill complete patient education which should include but is not limited to
discussion about:
a. Avoid bathing, douching, and intercourse while the laminaria is in place
Medical Professional
||| oopamene | oot | oepeimentor | Pharmacyand | chicuve | aamimwaion | - Avars | Scat

07/03, 08/09,
06/16, 02/20

02/13, 08/186,
06/21

n/a

01/13, 11/16, ,
07/21

05/13, 11/18,
11721

11721

06/13, 01/17,
n/a

06/13, 01/17
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b. The laminiaria needs to be removed within 24 hours. Patient must return to have it
removed if is being sent home after the procedure

i IfE the laminaria falls out, notify her doctor

Discomfort similar to menstrual cramping after placement may be felt

Call her doctor immediately if develops a fever over 100 F, chills, pain or vaginal bleeding
while laminaria is still in place.—

oo

D. CAUTIONS:

1.

Cervical manipulation may cause a vaso-vagal reaction in the patient. She should be watched for
unusual pallor, nausea vertigo or weakness after placement and it is best to have her remain
recumbent for three to 10 minutes after placement.

if laminaria remains in place for greater than 24 hours, the physician should consider antibiotic
prophylaxis.

The laminaria should not be forced into place during insertion. If the cervix is obstructed the
physician may have to pre-dilate the cervix for placement.

E. REMOVAL.:

1.
2.
3.

4.

The nurse and/or OB Tech shall have patient empty her bladder.

The nurse and/or OB Tech will help position patient in bed for the removal of laminaria.

The nurse and/or OB Tech will get the required equipment and supplies to assist provider with
removal, to include having a clean drape available on which to place removed laminaria.

The nurse shall help get patient ready for surgery as needed.

F. DOCUMENTATION:

1.
2.

At insertion the nurse shall note number and size of laminaria placed by the physician.
At removal, the nurse shall note number of laminaria removed by the physician.—

REFERENCES:

1.

Sagiv, R, Mizrachi, Y.,Glickman, H., Kerner, R., Keidar, R., Bar, J. and Golan, A. (2015).
Laminaria vs. vaginal misoprostol for cervical preparation before second trimester surgical
abortion: a randomized trial. Contraception. May: 91 (5) 406-411 .~
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PROCEDURE:

OBSTETRICAL HEMORRHAGE

Purpose:

To provide guidelines for the optimal response of the multidisciplinary team in the event
of obstetric hemorrhage and to assist all care providers in recognizing patients at risk for
hemorrhage 1dentn‘ymg stages of hemorrhage and pnmary treatment goals.

Supportive Data:

hemorrhage is deﬂned as a cumulatlve blood loss greater than or equal to 1,000
mL or blood loss accompanied by signs or symptoms of hypovolemia within 24
hours after the birth process. Major causes of postpartum hemorrhage (PPH) include
uterine atony, lacerations, hematomas, retained placental fragments, uterine inversion
and blood coagulation disorders, {e.g., disseminated intravascular coagulation (DIC)).

Equipment;

1. Additional Intravenous (1V) fluid (e.g., normal saline, lactated ringers)
2. Additional 1V tubing
. Transfusion administration set
Foley catheter
Oxytocin 10 units per mL., uterotonic medications as ordered by provider
Infusion pump

Oxygen delivery equipment (e.g. simple mask)
OB Hemorrhage Cart & (Crash Cart, as needed)

3
4
5
6.
7. Syringes for Intramuscular (IM) administration
8
9
N

OTE: Equipment for this procedure may vary, based on the clinical situation

A. POLICY STATEMENTS:

1.

+5.

An oOptimal response to obstetrical (OB) hemorrhage should use a multidisciplinary and
multifaceted approach that involves maintaining hemodynamic stability while
simultaneously identifying and treating the cause of blood loss.

All births shall have active management and assessment practices in place to minimize
OB hemorrhage.

The nursing unit, anesthesia, blood bank, operating room, and other appropriate services
shall work together to mount an efficient and coordinated response to an OB
hemorrhage.

The WNS department will maintain and have OB Hemorrhage Carts available for urgent
hemorrhage management on Labor and Delivery (L&D), L&D Post Anesthesia Care Unit
(PACU) and Post-Partum (PP).

In the event of an OB hemorrhage, a CODE MATERNITY shall be initiated. Refer to Patient

Care Services (PCS) Procedure Code Maternity Team. Feqwres—the—eeerdmahee-ef-eﬁerpef

Pharmacy & Medical Professional

Review/Revisi | Department of | Department of g N .. . ! Board of
o Therapeutics Executive Administration Affairs A
on Date OB/GYN Pediatrics Committee Committee Committee Directors
01/11, 05/15; 07/12, 06/15, 05/13; 02/18, 06/13; 03/16, .
02/20 06/21 n/a 12/15, 07/21 121 11/21 nia 06/13; 03/16
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B. DEFINITIONS:

1. Postpartum hemorrhage is defined as a cumulative blood loss greater than or equal to
1,000 mL or blood loss accompanied by signs or symptoms of hypovolemia within 24
hours after the birth process regardless of route of delivery.General-hemorrhage:

a. Vagmal birth:-estimated-bloed-loss-greaterthan 500-mk-bloodless
Stage 1: >500 ml blood lossl, with continued bleeding and/or Vital Sign
(VS) instability-<1080-ml-blood-less
ii. Stage 2: <1500 mL cumulative blood loss with continued bleeding or VS
instability -4000-1500-ml-Blood-Less
a-iii. Stage 3: >1500 mL cumulative blood loss, >2 units PRBCs given, VS
unstable or suspicion for DIC. Bleed-Loss->1500-ml-{massive-hemeorrhage)
b. Cesarean birth:-estimated-bloodess-greater-than1000-mlLblood-loss
i. Stage 1: >1000 mL blood loss, with continued bleeding and/or VS
instability.-mi-<1500-ml-blood-loss
ii. Stage 2: <1500 mL cumulative blood loss with continued bleeding or VS
instability 1000-1500-ml-Blood-Loss
b——-Stage 3: >1500 mL cumulative blood loss, >2 units Red Blood Cells (RBC)
given, VS unstable or suspicion for DIC.Bleed-Loss>1500-ml-(massive
iii.
3. Vital Sign (VS) instability:Additienal-Clinical-Friggers:
a. Heart rate >15% change or > 110
b. Blood pressure < 85/45 {(>-15%drop)
c. 02 saturationsets-< 95%
4. Risk factor assessment for OB hemorrhage will be assessed on admission, within 30

minutes of delivery, 60 minutes post-delivery, admission to the postpartum unit and at
each patient handoff/shift change for 24 hours after delivery. If high risk or hemorrhage
after current delivery continue to assess every handoff/shift change until discharge.
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i. Low Risk: Type and Rh upon admission
ii. Medium Risk: Type and Screen
iii. High Risk: Type and Crossmatch 2 units of PRBCs

C. PROCEDURE AND RESPONSIBILITIES:
1. The registered nurse (RN) will complete fundal and vaginal bleeding checks as indicated
in WNS Standards of Care- Intrapartum and WNS Standards of Care- Postpartum.
2. If patient is having increased/continued bleeding or VS instability or greater than 500 mL
blood loss, Notify Charge Nurse and call a Code Maternity for more assistance.
a. See attached document: Obstetric Hemorrhage Emergency Management Plan to
guide patient care during the OB Hemorrhage.
3. Notify provider, obtain and administer Intravenous (IV) Fluids as ordered.
a. If patient’s provider is a Certified Nurse Midwife (CNM), co-management with a
physician is recommended for Stage 1 and required for Stage 2 and Stage 3.
Bring the OB Hemorrhage Cart into the patient room.
Monitor VS, level of consciousness (LOC) every 5 minutes.
Quantify blood loss (QBL) with scale. Calculate and record every 15 minutes.
Assure patients family/support person is updated regarding patient’s status.
a. If the WNS Social Worker is available, they can provide support to the
family/support person.
8. Ensure an Operating Room (OR) is available for possible exam, repair, D&C or
hysterectomy.
9. Consider transfusion on clinical criteria (not waiting for lab test resuits).
10. Prepare uterotonic medications. See Uterotonic Agents for Postpartum Hemorrhage.

No o s

D. BLOOD BANK CONSIDERATIONS:

1. Anticipate transfusion of blood products by having the patient Type and Crossmatched
for 2 units of Packed Red Blood Cells (PRBC) during Stage 1 of an OB Hemorrhage.
a. Infuse blood products per the Blood Products Administration Procedure.

i. Suggested ratios may include
1) 1:1 ratio of PRBC/FP during acute hemorrhage management
2) 6:4:1 ratio of PRBC/FP/Platelets
3) 4:4:1 ratio of PRBC/FP/Platelets

2. If continued bleeding after administration of the initial 2 PRBC then activate the Massive
Transfusion Protocol (MTP) Procedure.

a. The units will be prepared in mulitiples of five (5) RBC units and five (5) Thawed
Frozen Plasma (FP) units at a 1:1 ratio followed by one (1) unit of Plateletpheresis
(PLPH).

3. If the patient has unresponsive coagulopathy after 8-10 units of PRBC and coagulation
factor replacement, Physician may consider risk/benefit of Factor Vlia, to be provided by
pharmacy (ext. 3012).

a. Provisional dosing range 60-90 units/kg

4, The Physician may consider transfer of the patient to the Intensive Care Unit (ICU) if the

patient receives MTP.
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5. Notify Blood Bank of patient stabilization and blood product adjustments/requirements
per provider order.
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EE.

SPECIAL CONSIDERATAIONS: -JEHOVAH'S WITNESSES AND OTHERS WHO MAY DECLINE

BLOOD PRODUCTS:

1. There is a wide range of acceptable blood interventions within the Jehovah’'s Witness
community and 50% will actually take some form of blood transfusions.
2. It is imperative that the provider and health care team review all possible options with the patient

refusing to receive blood products.
Z-a. Labor and Delivery
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bi. Anesthesia shall be consulted when the patient is admitted.
edi.  The OB provider shall review surgical eptiens—andoptions and other specific
techniques for consideration to manage hemorrhage concerns to include but not
limited to:
1) Early Interventional Radiology involvement
2) Use of Fibrin/ Thrombin glues
b. Postpartum
i. Maintain volume with crystalloids
ii. Aggressively treat anemia
| G.F. DOCUMENTATION:
1. Document assessment findings and interventions provided in patient medical record.
2. Document all medications, IV & blood products on eMAR and 1/O forms in patient electronic
medical record, as appropriate.
3. Complete documentation requirements for blood transfusion per Patient Care Services (PCS)
procedure: Blood Products Administration.
4, May use Code MATERNITY report sheet to document events when Code MATERNITY is
| initiated, see PCS Procedure; Code Maternity -Team Mobilization.
| H.G. REFERENCES:
1. California Maternal Quality Care Collaborative (CMQCC). (2015). Obstetric Hemorrhage
| Version 2.0 Toolkit. Retrieved on: 3/24/201602/20/2020:
2. Elmer, J, Wilcox, S. R. &Raja, A. S. (2013). Massive transfusion in traumatic shock. Journal of
Emergency Medicine, 44(4): 829-838.
3. Sheilds, L., Chagolla, B., Fuiton, J., Pelletreau, B. (2013). Comprehensive maternal hemorrhage
protocols reduce utilization of blood products and improve patient safety. American Journal of
Obstetrics and Gynecology. 208; S49-50.
4. Simpson, K. and Creehan, P. (20442020). Perinatal Nursing 54" Edition. Philadelphia, PA
5. Belfort, M. (2019). Overview of postpartum hemorrhage. Retrieved

from www.uptodate.com 2/20/2020. WoltersKluwer
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Obstetric Hemorrhage Emergency Management Plan:

Assessments

! Meds/Procedures

| Blood Bank

Stage 0

Every woman in labor/giving birth

Stage 0 focuses on risk
assessment and active
management of the third stage.

Assess every woman for risk
factors for hemorrhage
Measure cumulative
quantitative blood loss on
every birth

°

Active Management 3" Stage:

Oxytocin IV infusion or 10u
M

Fundal Massage-

vigorous, 15 seconds min.

If Medium Risk: T& Scr.

If High Risk: T&C2 U

If Positive Antibody Screen
(prenatal or current, exclude
low level anti-D from
RhoGam): T&C2 U

Stage 1

Blood loss: >500mL vaginal or >1000mL Cesarean, or VS changes (by >15% or HR 2 110, BP <
85/45, 02 sat <95%

Stage 1 is short: activate
hemorrhage protocoal, initiate
preparations and give
Methergine IM.

Activate OB Hemorrhage
Protocol and Checklist
Notify Charge nurse,
OB/CNM, Anesthesia

VS, 02 Sat g5’

Record cumulative biocod
loss q5-15’

Weigh bloody materials
Careful inspection with good
exposure of vaginal walls,
cervix, uterine cavity,
placenta

IV Access: at least 18gauge
Increase iV fluid (LR) and
Oxytocin rate, and repeat
fundal massage

Methergine 0.2mg IM (if not
hypertensive) May repeat if
good response to first dose,
BUT otherwise move on to
2™ fevel uterotonic drug (see
below)

Empty bladder: straight cath
or place foley with urimeter

T&C 2 Units PRBCs (if not
already done)

Stage 2

Continued bleeding with total b

lood loss under 1500mL

Stage 2 is focused on
sequentially advancing through
medications and procedures,
mobilizing help and Blood Bank
support, and keeping ahead with
volume and blood products.

OB back to bedside (if not already
there)

Extra help: 2" OB, Rapid
Response Team, assign roles
VS & cumulative blood loss
g5-10 min

Weigh bloody materials
Complete evaluation of
vaginal wall, cervix,
placenta, uterine cavity
Send additional labs,
including DIC panel

If in Postpartum: Move to
L&D/OR

Evaluate for special cases:
-Uterine Inversion

-Amn. Fluid Embolism

2" Level Uterotonic Drugs:

Hemabate 250 mcg IM or
Misoprostol 800 mcg SL

2™ IV Access (at least 18gauge)
Bimanual massage
Vaginal Birth: (typical order)

Move to OR

Repair any tears

D&C: r/o retained placenta
Place intrauterine balloon
Selective Embolization
(Interventional Radiology)

Cesarean Birth: (still intra-op)
(typical order)

Inspect broad lig, posterior
uterus and retained placenta
B-Lynch Suture

Place intrauterine balloon

Notify Blood Bank of OB
Hemorrhage

Bring 2 Units PRBCs to
bedside, transfuse per
clinical signs — do not wait
for lab values

Use blood warmer for
transfusion

Consider thawing 2 FFP
(takes 35+min), use if
transfusing >2u PRBCs
Determine availability of
additional RBCs and other
Coag products

Stage 3

Total blood loss over 1500mL, o1

r >2 units PRBCs given or VS unstable or suspicion of DIC

Stage 3 is focused on the Massive
Transfusion protocol and invasive
surgical approaches for control of
bleeding.

Mobilize team

-Advanced GYN surgeon
-2™ Anesthesia Provider
-OR staff

-Adult Intensivist

Repeat labs including coags
and ABG’s

Central line

Social Worker/ family
support

Activate Massive
Hemorrhage Protocol
Laparotomy:

-B-Lynch Suture
-Uterine Artery Ligation
-Hysterectomy

Patient support

-Fluid warmer

-Upper body warming device
-Sequential compression
stockings

Transfuse Aggressively
Massive Hemorrhage Pack

Near 1:1 PRBCs: FFP
1 PLT apheresis pack per 4-6
units PRBC's

Unresponsive Coagulopathy:
After 8-10 units PRBCs and full
coagulation factor replacement:
ma consult re rFactor Vlla
risk/benefit
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Uterotonic Agents for Postpartum Hemorrhage:

Drug Dose Route Frequency Side Effects Contraindications Storage
Usually none
10-40 units Nausea, vomiting,
Pitocin 500-1000mi Pipopattr'emi? (“mater R
. - ml, . . . intoxication”) wi . oom
g(gﬁﬁ::;;;)' rate titrated IV infusion Continuous prolonged IV admin. Hypersensitivity to drug temp
to uterine Decreased BP and
tone increased HR with high
doses, esp. IV push
-Q 2-4 hours Hypertension,
-if no Preeclampsia,
response after Cardiovascular disease
Methergine firs_t dose, it is Nausea, vomiting Hype_rsepsitivit.y to drug
(Methylergonivin IM (not to be unh!@ly that Severe hypertension Caution if multlgle .
e) 0.2mg given IV) addmon‘f\l esp. if given IV whici1 s doses of ephedrine Refrigerate
0.2 mg/mi doses will be not 'recommenéied have been used, may
’ of benefit exaggerate
hypertensive response
w/possible cerebral
hemorrhage
-Q 15-90 min
-Not to exceed
IM or intra- 8 doses/24 hrs | Nausea, Vomiting, Caution in women with
Hemabate myometrial -If no Diarrhea, Fever hepatic disease,
(15-mthyl PG (not given IV) response after | (transient), Headache, asthma, hypertension, .
F2a) 250 meg several doses, | Chills, shivering, active cardiac or Refrigerate
250 meg/mi it is unlikely hypertension, pulmonary disease
that additional | bronchospasm Hypersensitivity to drug
doses will be
of benefit
Cytotec . Nausea, vomiting, Rare
(Misoprostol) 600-1000 Sublmgual,toral, One ti diarrhea, shivering, fever | Known allergy to Room
100 or 200 mcg mcg or per rectum ne time (transient), Headache prostaglandin temp

tabs

(PR)

Hypersensitivity to drug
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not need replaced.

WOMEN AND NEWBORN SERVICES POLICY MANUAL

ISSUE DATE: 10/94 SUBJECT:

REVISION DATE: 01/00, 06/03, 07/06, 06/13

Shift Change Responsibilities

| Department Approval: 03/1610/21
Department of OB/GYN Approval: n/a
Division of Neonatology Approval: n/a
Department of Pediatrics Approval: n/a
Pharmacy and Therapeutics Approval: n/a
Medical Executive Committee Approval: n/a
Administration Approval: 11/21
Professional Affairs Committee Approval: 0447 nla
Board of Directors Approval: 01/17
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TRI-CITY HEALTHCARE DISTRICT
MINUTES FOR A REGULAR MEETING
OF THE BOARD OF DIRECTORS

October 28, 2021 — 3:30 o’clock p.m.
Meeting Held via Teleconference

A Regular Meeting of the Board of Directors of Tri-City Healthcare District was held via
teleconference at 3:30 p.m. on October 28, 2021.

The following Directors constituting a quorum of the Board of Directors were present via
teleconference:

Director Rocky J. Chavez
Director Nina Chaya, M.D.
Director George W. Coulter
Director Gigi Gleason
Director Leigh Anne Grass
Director Adela Sanchez
Director Tracy M. Younger

Also present were:

Steven Dietlin, Chief Executive Officer
Candice Parras, Chief, Patient Care Services
Ray Rivas, Chief Financial Officer

Aaron Byzak, Chief External Affairs Officer
Dr. Gene Ma, Chief Medical Officer

Jennifer Paroly, Foundation President

Anna Aguilar, Vice President, Human Resources
Jeremy Raimo, SVP, Business Development
Susan Bond, General Counsel

Dr. Jamie Johnson, Chief of Staff

Jeffrey Scott, Board Counsel

Teri Donnellan, Executive Assistant

1. The Board Chairperson, Rocky J. Chavez, called the meeting to order at 3:30 p.m.
with attendance as listed above.

2. Approval of Agenda

It was moved by Director Coulter to approve the agenda as presented. Director
Younger Seconded the motion. The motion passed unanimously (7-0).

3. Pledge of Allegiance
Director Chavez led the Pledge of Allegiance.
4. Public Comments — Announcement

Chairperson Chavez read the Public Comments section listed on the October 28,
2021 Regular Board of Directors Meeting Agenda.
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Kathy Cronce requested to speak under Public Comments.
5. September, 2021 Financial Statements — Ray Rivas, Chief Financial Officer

Mr. Rivas reported on the fiscal year to date financials as follows (Dollars in
Thousands):

> Net Operating Revenue — $83,981
> Operating Expense - $88,868

> EBITDA - $607

» EROE ($2,644)

Mr. Rivas reported on the fiscal year to date Key Indicators as follows:

» Average Daily Census — 150

» Adjusted Patient Days — 27,403
» Surgery Cases — 1,684

» ED Visits — 12,797

Mr. Rivas also reported on the current month financials as follows (Dollars in
Thousands):

» Net Operating Revenue — $28,690
» Operating Expense - $30,187

> EBITDA - $340

» EROE ($733)

Mr. Rivas reported on the current month Key Indicators as follows:

Average Daily Census — 159
Adjusted Patient Days — 9,572
Surgery Cases — 563

ED Visits — 4,106

YV VYV

Net Patient Accounts Receivable - $51.4
Days in A/R - 63.9

Y VY

6. New Business
a) External Affairs Update — Aaron Byzak, Chief External Affairs Officer

Mr. Aaron Byzak, Chief External Affairs Officer provided a detailed presentation
on the Community Outreach and Support through Active Leadership (COASTAL)
Commitment project. He reviewed the following:

» Impact — Nearly 60 community partners with $185,865.00 in annual financial
support through 85 programs addressing priority health needs and social
determinants of Health;

» Awards which have included Carlsbad’s Business Achievement & Distinction
Awards winner; Heroes of Oceanside and Camp Pendleton; National
Association for the Advancement of Colored People; San Diego’s Best;

TCHD Regular Board of Directors Meeting - 2- October 28, 2021
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SD500 — The Most Influential People in San Diego; and Health Care
Communicators of Southern California, to name a few;
» Student Opportunities for Care Awareness and Learning (SOCAL); and
» Website Design

Mr. Byzak’s presentation also included “The Big Reveal” which includes renaming
the towers to Carlsbad, Oceanside and Vista Pavilions as well as a History Wall,
Healthcare Heroes Poster campaign, new way-finding signage and photographic
art.

Mr. Byzak also commented on the hospital’s 60" Anniversary Video and the
Birthday BBQ and Heroes Shirt Distribution.

In closing, Mr. Byzak discussed the upcoming Phase Il of Interior Updates which
will include the following as well as the Coastal Commitment Expansion:

Additional Wayfinding and Dimensional Lettering
ADA Signage Updates

Further Art Installations/Museum Tags
Additional painting including accent walls

NICU Wall of Hope

YVVVVYYVY

The Coastal Commitment Expansion (with over 50 volunteers thus far) will include
expanded data collection and reporting.

7. Old Business — None
8. Chief of Staff

a) Consideration of the October 2021 Credentialing Actions Involving the Medical
Staff and Allied Health Professionals as recommended by the Medical Executive
Committee on October 25, 2021.

Dr. Jamie Johnson, Chief of Staff presented for the Board’s consideration the
Initial Appointments, Reappointments, Non-Reappointment Status modifications,
and Proctoring report for both the Medical Staff and Allied Health Professionals.

It was moved by Director Grass to approve the September, 2021
Credentialing Actions Involving the Medical Staff and Allied Health
Professionals as recommended by the Medical Executive Committee on
September 27, 2021. Director Younger seconded the motion.

The vote on the motion via a roll call vote was as follows:

AYES: Directors: Chavez, Chaya, Coulter, Gleason,
Grass, Sanchez and Younger
NOES: Directors: None

ABSTAIN: Directors: None
ABSENT: Directors: None

TCHD Regular Board of Directors Meeting - 3- October 28, 2021
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Consideration of Consent Calendar

Director Gleason pulled item 10, September 30, 2021 Regular Board Meeting
minutes.

It was moved by Director Gleason to approve the Consent Calendar
minus the item pulled. Director Coulter seconded the motion.

The vote on the motion via a roll call vote was as follows:

AYES: Directors: Chavez, Chaya, Coulter, Gleason,
Grass, Sanchez and Younger
NOES: Directors: None

ABSTAIN: Directors: None
ABSENT: Directors: None

10. Discussion of items pulled from Consent Calendar
Director Gleason stated she wished to abstain from the September Regular Board
Meeting Minutes due to her absence from the meeting. Director Chaya stated she

also wished to abstain from the minutes.

It was moved by Director Coulter to approve the September 30, 2021
Regular Board Meeting Minutes. Director Sanchez seconded the motion.

The vote on the motion via a roll call vote was as follows:

AYES: Directors: Chavez, Coulter, Grass, Sanchez and
Younger
NOES: Directors: None

ABSTAIN: Directors: Chaya, Gleason
ABSENT: Directors: None

Comments by Members of the Public

Chairperson Chavez recognized Kathy Cronce, RN.

Ms. Crone commented on staffing concerns.

Chairperson Chavez recognized Alyce Budde, RN

Ms. Budde commented on staffing concerns and wages.

12. Comments by Chief Executive Officer

Mr. Steve Dietlin, CEQO reported Tri-City currently has 15 COVID positive inpatients,
however during the height of the Delta variant we were seeing numbers in the high
30’s and have since stabilized at 15-20. Throughout the pandemic Tri-City has seen
over 1,000 COVID positive inpatients. Mr. Dietlin stated although we are seeing the
Delta variant number come down, the acuity of patients is very high which is reflected

in the length of stay. The average daily census is also higher since the pandemic due
to the fact that patients are staying longer.

TCHD Regular Board of Directors Meeting - 4- October 28, 2021
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13.

Mr. Dietlin stated the work force has been an issue throughout the pandemic and
even more so now than at the height of the pandemic. County-wide, state-wide and
across the United States, the number one challenge in healthcare facilities is staffing.
He explained we have incentive and recruitment programs in place and want to
provide the best care for our community.

From a vaccination standpoint, Mr. Dietlin reported Tri-City has been providing
vaccination clinics and boosters based on the demand. Tri-City continues to
coordinate with the county to provide vaccines to those who are homebound and in
nursing homes. All vaccination appointments can be made through the Tri-City
website and on My Turn.

Mr. Dietlin reported in October Tri-City completed their Stroke Certification Survey.
Mr. Dietlin stated the surveyors were highly complementary of the entire team and
spoke of their exemplary performance. Mr. Dietlin stated we are very proud of our
Stroke program and congratulated everyone on the Stroke Team from entry to exit.

Mr. Dietlin provided an update on the partnership with the County of San Diego for a
Psychiatric Health Facility (PHF). He stated things have slowed down somewhat
during the pandemic but we are excited about moving forward the PHF. Tri-City is
coordinating with the city and county on licensing and permitting and expects to break
ground in 2022. Mr. Dietlin estimated build time would take approximately 12
months. Although many mental health programs were suspended or closed through
the COVID-19 pandemic, Tri-City continued to operate its intensive Outpatient Mental
Health program and there will be an improvement in the continuum of care with the
Crisis Stabilization sites in Oceanside and Vista along with the new PHF that will be
built.

Board Communications

Director Chaya encouraged everyone to protect themselves and those around you as
COVID-19 is a beast of a virus.

Director Chaya also commented on the Gala which was an absolute hit. She thanked
everyone who joined and supported the Gala.

Director Gleason thanked the speakers for sharing their concerns. She also
expressed her appreciation to Mr. Byzak for an amazing presentation. The cosmetic
improvements are beyond impressive.

Lastly, Director Gleason congratulated Ms. Paroly on the success of the Gala as well
as the Foundation Board, the sponsors and Director Chaya for chairing the event.

Director Sanchez echoed fellow Board member comments. She also expressed her
appreciation for staff’'s continued efforts and the wonderful services Tri-City provides.

Lastly, Director Sanchez commented on the upcoming Turkey Trot.
Director Coulter congratulated everyone on the successful Stroke Survey. He also

commented on Mr. Byzak’s presentation and stated he is impressed with what has
been done to beautify the hospital.

TCHD Regular Board of Directors Meeting - 5- October 28, 2021
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15.

Director Younger commented on the incredible gala. She also commented on Mr.
Byzak’s presentation and the beautiful pictures that now line the hospital’s hallways.

Director Younger thanked the nurses who spoke today and encouraged looking at
“out of the box” solutions.

Lastly Director Younger wished everyone a Happy Thanksgiving.

Director Grass congratulated Mr. Aaron Byzak and his team on the outstanding
presentation and expressed her appreciation for their dedication. She commented on
the stunning photography and what an incredible change it has made to the interior of
the hospital.

Director Grass also congratulated the Foundation Board on the success of the gala
as well as Ms. Paroly and her team’s efforts in preparation for the gala.

Lastly, Director Grass stated October is Breast Cancer Awareness month and
encouraged all women over 45 to get their mammogram.

Report from Chairperson
Chairperson Chavez stated the Gala was a great event.

Chairperson Chavez reported that every ten years boundaries are redrawn for
congressional seats among other things. Based on the preliminary maps, our District
could conceivably have three Assembly Members and two Senators and the
possibility of multiple congressional members which will be affecting the District as far
as governance.

Chairperson Chavez stated he appreciated the comments from the nurses who spoke
today, however it is important to keep in mind that we do not want to put ourselves in
a place where the hospital is not a viable entity.

Chairperson Chavez commented on the improvements made to the hospital as
reflected in Mr. Byzak’s presentation. He stated there are also infrastructure
upgrades that are needed and a bond will be necessary to make those upgrades.
Chairperson Chavez stated he hopes all entities will come together for the betterment
of our community.

Lastly, Chairperson Chavez encouraged everyone to get their flu vaccine.

Move to adjourn

It was moved by Director Younger and seconded by Director Sanchez to
adjourn the meeting. The motion passed unanimously (7-0).

INTENTIONALLY LEFT BLANK
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16.  There being no further business Chairperson Chavez adjourned the meeting at 4:30
p.m.

Rocky J. Chavez, Chairperson

ATTEST:

Tracy M. Younger, Secretary
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ADVANCED HEALTH CARE

| FOR k

Financial Information

TCMC Days in Accounts Receivable (A/R) c/m Goal
: ! n | YTD Avg ELT

FY22 63.3 63.8 64.7 68.2 65.0 48-52
FY21 51.1 50.9 52,7 50.7 50.9 50.7 55.4 54.6 50.9 53.0 62.4 60.9 51.3
TCMC Days in Accounts Payable (A/P) c/m Goal

Jul Aug Sep Oct Nov .. Dec ~Jan ~ Feb Mar Apr May Jun YTD Avg Range
FY22 102.6 96.5 99.7 93.7 98.1 75-100
FY21 107.1 103.1 101.1 99.6 99.6 92.7 93.9 94.6 94.0 100.5 1035 98.1 102.7
TCHD EROE $ in Thousands (Excess Revenue over Expenses) c/m c/m

Jul Aug Sep Oct Nov Dec Jan Feb Mar Apr May Jun YTD YTD Budget
FY22 ($900) ($1,011) (5733) $132 ($2,512) ($4,789)
FY21  ($1,489) ($923) ($930) $508 ($175) ($881) $1,109 ($245) $210 ($554) $4,682 $4,774 ($2,835) |

TCHD EROE % of Total Operating Revenue

& : 2P . L ' = d e ! =% d . . ; & : e
FY22 -3.24% -3.67% -2.55% 0.43% -2.19% -4.40%
FY21 -6.12% -3.74% -3.60% 1.78% -0.64% -3.12% 4.13% -0.92% 0.73% -1.89% 14.69% 15.52% -2.74%
Page 5of 6
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ADVANCED HEALTH CARE

FOR Y© U

@‘? Tri-City Medical Center

Financial Information

Cc/M
Oct YTD Budget
FY22 $190 $76 $340 $1,190 $1,797
FY21 (5191) $291 $302 $1,738 $879 $332 $2,344 $935 $1,383 $422 $5,782 $5,855 $2,140
TCHD EBITDA % of Total Operating Revenue C/M c/M
Jul Aug Sep Oct Dec Jan Feb Mar Apr May Jun YTD YTD Budget
FY22 0.69% 0.28% 1.19% 3.85% 1.56% -0.09%
FY21 -0.78% 1.18% 1.17% 6.09% 3.22% 1.18% 8.73% 3.50% 4.79% 1.44% 18.14% 19.03% 2.07%

TCMC Paid FTE (Full-Time Equivalent) per Adjusted Occupied Bed

c/m
YTD Budget
FY22 5.73 5.35 4.97 5.28 5.32 5.57
FY21 5.38 5.66 5.40 5.87 5.25 5.75 5.10 5.61 6.18 6.33 5.64 5.83 5.58

TCHD Liquidity $ in Millions (Cash + Available Revolving Line of Credit)

FY22 $81.4

$76.9
$57.4

$71.5
$83.5

$57.3
$76.9

FY21 $59.5 $71.3 $68.5 $71.4 $75.4 $83.2 $67.3 $59.6 $86.8

Page 6 of 6
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( Tri-City Medical Center
Building Operating Leases
Month Ending October 31, 2021

ADVANCED HEALTH CARE

FOR Y@U

Base
Rate per Total Rent per LeaseTerm
Lessor Sq. Ft. | Sq. Ft. current month | Beginnin Ending Services & Location Cost Center
6121 Paseo Del Norte, LLC
6128 Paseo Del Norte, Suite 180 OSNC - Carlsbad
Carlsbad, CA 92011 Approx 6121 Paseo Del Norte, Suite 200
\V#83024 9,552 $3.59 [(a) 48,472.27 07/01/17| 06/30/27|Carlsbad, CA 92011 7095
Cardiff Investments LLC
2729 Ocean St OSNC - Oceanside
Carlsbad, CA 92008 Approx 3905 Waring Road
Vi#83204 10,218 $2.58 ((a) 35,117.58 07/01/17|  06/30/22|Oceanside, CA 92056 7095
Creek View Medical Assoc
1926 Via Centre Dr. Suite A PCP Clinic Vista
Vista, CA 92081 Approx 1926 Via Centre Drive, Ste A
V#81981 6,200 $2.70 |(a) 20,197.50 07/01/20|  06/30/25|Vista, CA 92081 7090
CreekView Orhopaedic Bldg, LLC
1958 Via Centre Drive OSNC - Vista
Vista, Ca 92081 Approx 1958 Via Centre Drive
V#83025 4,995 $2.50 [(a) 17,002.20 07/01/17| 06/30/22|Vista, Ca 92081 7095
JDS FINCO LLC
499 N EL Camino Real La Costa Urology
Encinitas, CA 92024 Approx 3907 Waring Road, Suite 4
V#83694 2,460 $2.15 [(a) 7,169.67 04/01/20| 03/31/22|Oceanside, CA 92056 7082
Mission Camino LLC
4350 La Jolla Village Drive TCMC Primary Care Medical Group
San Diego, CA 92122 Appox 115 N EL Camino Real, Suit A
V#83757 4,508 $1.75 |(a) 14,104.49 09/01/21| 08/31/31|Oceanside, CA 92058 7090
500 W Vista Way, LLC & HFT Melrose
P O Box 2522 Outpatient Behavioral Health
La Jolla, CA 92038 Approx 510 West Vista Way
V#81028 7,374 $1.67 |(a) 13,026.85 07/01/21] 06/30/26|Vista, Ca 92083 7320
OPS Enterprises, LLC North County Oncology Medical
3617 Vista Way, Bldg. 5 Clinic
Oceanside, Ca 92056 Approx 3617 Vista Way, Bldg.5
#V81250 7,000 $4.12 |(a) 40,211.40 10/01/12|  10/01/22|Oceanside, Ca 92056 7086
SCRIPPSVIEW MEDICAL ASSOCIATES
P O Box 234296 OSNC Encinitas Medical Center
Encinitas, CA 234296 Approx 351 Santa Fe Drive, Suite 351
V#83589 3,864 $3.45 |(a) 14,026.32 06/01/21| 05/31/26|Encinitas, CA 92023 7095
TCMC, A Joint Venture
3231 Waring Court, Suit D Pulmonary Specialists of NC
Oceanside, CA 92056 Approx 3231 Waring Court Suit D
V#83685 1,444 $2.59 |(a) 3,754.00 02/01/20| 10/31/21|Oceanside, CA 92056 7088
Total 213,082.28

(a) Total Rent includes Base Rent plus property taxes, association fees, insurance, CAM expenses, etc.
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2 Tricity Medical Center

Education & Travel Expense
Month Ending October 2021

ADVANCED HEALTH CARE

FOR Y@U

Cost

Centers Description Invoice # Amount  Vendor # Attendees
8510 YR END CLASS FOR PAYROLL 100621EDU 525.00 8021  ALCAZAR, ARTURO
8613 HCCA CONF 42921 EDU 1,045.00 83989 CARAPIA MARIA
8740 MASTERS NURSING 100721 EDU 2,367.00 83088 TROSTRUD, RACHEL
8740 PEDIATRIC LIFE SUPPORT 101421 EDU 185.00 83922 JENNIFER HA
8750 NAHG CERT 92321 EDU 175.00 82501 MANTA MED-JOHNSON
8740 IMAGING COURSES 102221 EDU 133.32 77058 PALMIERI SHELLY
8740 ETHICS CLASS 100721 EDU 12498 81645 SIDHU, CAROLYN
8740 ONS ONCC 101421 EDU 103.00 82644 FRETHEL LEE D ABREA

**This report shows reimbursements to employees and Board members in the Education
& Travel expense category in excess of $100.00.
**Detailed backup is available from the Finance department upon request.
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