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Mission and Vision Statements/Core Values/ 
Actions
Mission Statement

We, Saint Agnes Medical Center and Trinity Health, serve together in the spirit of the 
Gospel as a compassionate and transforming healing presence within our communities.

Vision Statement

Saint Agnes Medical Center will be THE trusted health partner in Central California 
through its unrelenting pursuit of excellence.

Core Values

■ Reverence – We honor the sacredness and dignity of every person.
■ Commitment to those who are poor – We stand with and serve those who 

are poor, especially those most vulnerable.
■ Justice – We foster right relationships to promote the common good, including 

`sustainability of Earth.
■ Safety – We embrace a culture that prevents harm and nurtures a healing, 

safe environment for all.
■ Stewardship – We honor our heritage and hold ourselves accountable for 

the human, financial and natural resources entrusted to our care.

Our Actions

As a Trinity Health colleague, I will,

■ Listen to understand.
■ Learn continuously.
■ Keep it simple.
■ Create solutions.
■ Deliver outstanding service.
■ Own and speak up for safety.
■ Expect, embrace and initiate change.
■ Demonstrate exceptional teamwork.
■ Trust and assume goodness of intentions.
■ Hold myself and others accountable for results.



■ Communicate directly with respect and honesty.
■ Serve every person with empathy, dignity and compassion. 
■ Champion diversity, equity and inclusion.



Workplace Safety
Workplace Safety 

The Safety Manual, located on InTouch, includes an area-specific 
safety policy, which addresses on-the-job safety precautions relevant 
to that department.

Workplace safety concerns can be reported by contacting a supervisor, 
placing a VOICE report or calling the Safety Officer at ext. 3721.

Workplace Violence Security Plan (SC005)

■ Workplace Violence Security Plan is in the Security section of
Safety Manual.

■ All staff members are required to inform their immediate supervisor
of an act or threat of violence from a visitor, patient, medical or
hospital staff, or contractor.

■ Staff members are encouraged to report threats from family and/or
acquaintances outside of work if they feel that there is a possibility
the threat may be carried out in or around the workplace.

■ All staff members will immediately contact Security through the
switchboard at ext. 3300 if an act of violence is in progress. Staff
members in buildings not on the Medical Center main campus will
also dial 9-911.

Workplace Injury or Illness Reporting Procedures for Staff 
Members/Volunteers

If a staff member or volunteer is injured on the job, follow these steps: 

1. If you witness a visitor, physician or student accident, you should
report it to Security immediately by dialing ext. 3300.

2. Security will take a report, regardless of whether the person requires
medical attention or not. If the person requires medical treatment,
Security will assist him or her to the Emergency Department.

3. If you do not need medical treatment, file an online Trinity Health
Employee Incident Report within 24 hours.





Patient Rights/Organizational Ethics

Patient Rights

■ Patient Bill of Rights is posted throughout the facility. Patients
are given a copy of their rights upon admission.

■ Patients have the right to make complaints without jeopardizing
future care.

■ Patients are informed of their right to receive information about
Advance Directives when admitted to the hospital. An Advance
Directive is a document that allows patients to name someone else
to make healthcare decisions for them if they become unable to do
so for themselves. Contact the Center for Spiritual Care or Clinical
Social Work Services if a patient would like information.

■ Patients have a right to receive a Notice of Privacy Practices. This
notice describes how individually identifiable information about
the patient will be used and disclosed and how the patient can get
access to this information.

Confidentiality/Privacy

■ Individually Identifiable Patient Health Information or Protected
Health Information (PHI) is confidential.

■ Saint Agnes Medical Center is required by law to maintain the
privacy of individually identifiable patient health information.

■ PHI comes in many forms, including electronic, paper and oral.

■ The Privacy regulations cover all forms of PHI.

■ Only the minimum amount necessary to perform a specific task or
job should be accessed by authorized staff in the medical record.

■ Conversations containing PHI should be avoided in public places
such as hallways, elevators, lounges and cafeterias. If you’re on
a cell phone, remember to move away from the public.

■ Only the minimum amount necessary to perform a job should be
shared with other personnel on a need-to-know basis.



■ A written authorization from the patient or patient representative
is required for use of photographic equipment including
cell phone cameras.

■ If you observe or suspect a privacy- or security-related incident,
report it immediately through VOICE, 24-Hour Integrity Alertline
at 1-866-477-4661 or call the Compliance Department at ext. 3967.

■ A written authorization from the patient must be obtained before
a patient’s medical record can be made available to anyone not
directly involved with his or her care.

Any breach of confidentiality will be subject to corrective action up to 
and including termination of employment.

Reporting Quality, Safety, and Organizational Integrity Issues

We encourage you to report quality, safety, and organizational integrity 
issues as follows:

1. Look at Saint Agnes Medical Center policy and read the Trinity
Health Standards of Conduct. Talk with your manager.

2. If you are not comfortable asking your manager or are not
satisfied with advice received through existing policies or
procedures, contact a higher-level manager.

3. If you still are not satisfied, call your Local Integrity Officer
at ext. 3967.

4. If none of the above steps resolves your question or concern,
call the 24-Hour Integrity Alertline (1-866-477-4661).

Research Human Subject Protection

Institutional Review Board (IRB) is an administrative body established by 
federal law to protect the rights and welfare of human research subjects. 
All research studies involving human subjects require prior IRB review 
and approval. IRB is administered through the Saint Agnes Clinical
Research Center and is responsible for continuous oversight of all 
research activities.



■ Only IRB-approved research can be conducted at Saint Agnes.

■ Participation in research is voluntary and confidential.

■ Participants must be consented to participate using a valid,
date-stamped, IRB-approved informed consent for the study.

■ All participants must receive a copy of the signed and dated
informed consent document and the “California Experimental
Subject’s Bill of Rights.”

■ Principal Investigator (physician) is responsible for conducting
the study in compliance with federal law and according to protocol.

■ Participants may contact the IRB Chairperson if they believe their
rights have been violated.

■ Information concerning clinical research at Saint Agnes Medical
Center can be found on the intranet under Department Resources,
Clinical Research.
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Emergency/Disaster Management 

Emergency/Disaster Management Plan

■ Disaster Plan is located on Docushare, Safety Manual/Emergency
Response/#ER001 – Emergency Response Plan (also called HICS
or Hospital Incident Command System).

■ The Medical Center uses the HICS for emergency management.
HICS stands for Hospital Incident Command System. It is a “system”
or a “structure” or a “framework” for our Medical Center’s Disaster
Plan. HICS is based on the premise that every disaster is different,
thus requiring different resources (both human and material).
It is also based on the fact that the Medical Center cannot come
to a grinding halt while taking care of disaster victims. We must
continue to give quality care to our existing patients.

Procedure

In the event of a disaster, Medical Center personnel will be alerted by 
any of these means: 

■ Telephone ■ Radio ■ Television

■ Messenger ■ Police officer ■ Other staff members

■ Text message

Staff entry into the hospital during a disaster will only be 
permitted through the back door by the Lab and with a hospital 
identification badge.

General Principles of HICS Disaster Management System

Each response will be different. Emphasis is to maintain “business 
as usual.” Hospital Command Center is announced overhead.



Code Triage

■ Maintain business as usual unless instructed otherwise.

■ Department person “In Charge” completes the Department Status
Report and delivers it to the Hospital Command Center within
10 minutes.

■ Activate Emergency Call List ONLY IF INSTRUCTED TO DO SO
by Incident Commander. It is the individual responsibility of all
personnel to keep the emergency telephone call-in list current.

Code Triage – Internal (Location)

■ Department person “In Charge” completes Department Status Report
and delivers it to Hospital Command Center within 10 minutes.

■ Available staff reports to Labor Pool if requested.

■ Only related job action sheets will be assigned and activated.



Infection Prevention and Control
Infection Prevention and Control will be a major focus of The Joint 
Commission. National Patient Safety Goal #7 stresses the need to 
reduce the risk of Healthcare-Acquired Infections (HAI).

Infection Control Officers for Saint Agnes are Dr. Robert Libke, 
Hospital Epidemiologist, and Anna Macedo, Infection Prevention 
and Control Coordinator.

The hospital must identify infection risks, set goals and a prevention 
plan. You should know the risks, rates of infection and plans for 
infection prevention that your unit has identified. Focus on:

■ Pathogens /organisms – “bugs” or “germs”

■ Procedures/devices (i.e., Foley, central line)

■ Cleaning and disinfection of medical equipment, devices,
supplies and their storage

■ Sharps and infectious waste disposal

■ Environmental cleaning

■ Hand hygiene, cough etiquette and respiratory hygiene

We communicate responsibilities for preventing infection to our 
employees and physicians through Scene, DocTalk, posters, CAT and 
training. For visitors, patients and families, we provide information 
about infection prevention, hand hygiene, cough etiquette and 
respiratory hygiene with Healthy TV videos, posters, brochures and 
Respiratory Hygiene Stations that provide masks, tissues and hand gel.

Patient Education: Be sure that patients with MRSA, C. diff or VRE 
receive handouts and oral education about infection prevention. 

Be sure patients who have surgery or a central line receive handouts 
and oral education about infection prevention. Then document on 
InTouch in PowerChart, Adhoc, Patient Education Form.

Hand Hygiene
All employees must comply with World Health Organization (WHO)
and Centers for Disease Control (CDC) hand hygiene guidelines. 



The WHO “5 Moments for Hand Hygiene” include: 

1. Before touching a patient

2. After touching a patient

3. Before an aseptic procedure

4. After blood/body fluid exposure risk

5. After touching the surroundings

Other important times to perform hand hygiene: before putting on and 
after removing gloves, before eating or preparing food, and after using 
the bathroom.  

Perform hand hygiene for at least 20 seconds. Both alcohol hand gel 
and soap and water are acceptable methods. Exception: if hands are 
visibly soiled or after caring for a patient with C. diff, wash with soap 
and water only.

Patient care providers (anyone who touches patients), environmental 
services, dietary, sterile processing and sterile supplies employees are 
not allowed to wear artificial nails, and natural nails may not extend 
beyond fingertips. Nail polish must be fresh and in good repair.

The Joint Commission will be watching to see if employees wash hands 
at the right times.

Standard Precautions

Use personal protective equipment (PPE), which may include gloves, 
mask, eye protection (face shield or goggles), cover gowns /aprons, 
shoes to prevent exposure to blood or body fluid. 

You are responsible for knowing where to find PPE and using the 
proper PPE. ALWAYS put on PPE BEFORE crossing the threshold of the 
patient’s room. ALWAYS wash your hands after removing PPE.

Transmission-based Precautions

Based on the “bug” and how it is spread. Includes:

■ Contact: MRSA,VRE, C. diff and other multidrug-resistant



organism (MDRO) – wear gown and gloves for contact with patient 
or environment. 

■ Droplet: Flu, Meningitis – wear mask (surgical or N95), eye
protection if droplets may come near the eye.

■ Airborne: TB, Shingles, Novel Flu – N95 mask (PAPR hood for 
High Hazard procedures) and NEGATIVE Airflow room. Be sure
the monitor is turned on. Check airflow daily. Keep doors closed!

Steps for Transmission-based Precautions

1. Explain to patient and family the need for isolation. If diagnosed 
with MRSA, VRE or C. diff, or other MDRO, provide handout
and document education.

2. Notify Bed Control at the start and stop of isolation – enter order 
for Isolation (contact, droplet, airborne) or discontinue isolation
in EPIC.

3. Place patient in private room or cohort with matching organism.

4. Place sign on door.

5. Document date/ time of isolation in EPIC.
6. Assist family/visitors with proper precautions and provide 

handout.If a suspect /known active TB patient is ready for discharge, contact 
Infection Control or Discharge Planning to obtain approval from the 
County Health Department before discharging patient.

Notify both the receiving and referring organization (hospital /EMT) for 
any reportable disease or infection requiring isolation identified at Saint 
Agnes. All Reportable Communicable diseases MUST be reported to 
the County Health Department in a timely manner (see Infection 
Control Policy). 

Cleaning

It is everyone’s job to keep the environment clean. Focus on frequently 
touched objects. Use gloves when using hospital-approved cleaning 
products and know how long the item needs to stay wet (contact or 



dwell time). The contact time for the cleaning wipes is on the label of 
the container. PDI purple top is 2 minutes. PDI Bleach wipes, orange top 	
is 4 minutes. Keep the lids closed! If the surface dries in a shorter time 
than required, it needs to be re-applied, so it stays wet. 

Employee Health and Infection Prevention 

■ Use Standard and Transmission-based precautions.

■ Get your vaccines: Covid-19, Flu, Hepatitis B (free).

■ Annual TB testing and N95 Fit testing.

■ Follow up with Employee Health (ED after hours) for exposure
to blood/body fluids (within 2 hours of exposure), TB or other
infectious /communicable disease. The Bloodborne Pathogen (BBP)
and Aerosol Transmissible Disease (ATD) Control Plans are located
in the Infection Control Manual in Docushare on InTouch.

■ Spills of blood/body fluids: If small, put on gloves, wipe with
paper towel, then disinfect with germicidal wipe. For larger spills,
contact Environmental Services.
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Hazardous Materials/Waste Management
Safety Data Sheets

■ S.D.S. = Safety Data Sheets

■ S.D.S. ARE NO LONGER KEPT IN EACH DEPARTMENT.

■ S.D.S. can be accessed through MSDS online by clicking the Safety
Data Sheets icon in your ZENworks window.

■ In 2014, M.S.D.S. was changed to S.D.S. (Safety Data Sheets) 
in compliance with new Global Harmonization System (G.H.S.).

■ A master S.D.S. Manual is in Environmental Services Deptartment.

■ S.D.S. tells you everything you need to know about a product:
storage requirements, personal protective equipment requirements,
spill/leak procedures, and so forth, through the use of pictograms.

Laboratory, SPD, Radiology, Pharmacy, Oncology, Engineering, 
Environmental Services, and, at times, some of the nursing departments 
are examples of some departments where hazardous materials can 
be found. Some departments have members that are trained to handle 
small quantity spills. These should only be performed by staff members 
with up-to-date competencies. For other spills, the department should 
refer to the Hazardous Materials Policy.

If you are exposed to a hazardous material, you must inform your 
supervisor, complete an online TH Incident Report, and, if needed, 
report to the Emergency Department immediately.

Mock hazardous material spill drills are conducted routinely. Remember, 
all secondary containers used for chemicals must be labeled correctly 
(name of chemical, name and address of manufacturer, hazard warning – 
i.e., flammable, toxic, etc.). What is a secondary container? Whenever a 
chemical is removed from its original container and placed into another 
container, such as a spray bottle, it is called a secondary container.



Waste

1. Medical Waste consists of:
A.	 Sharps waste – must be disposed of in rigid containers with lids

that seal securely and then disposed of in a red-lined container.
B.		 Chemo sharps waste – must be disposed of in special yellow

chemo containers.
C. Biohazardous waste (any item that drips with blood/body fluids 

freely or when compressed) – must be placed in RED bags.

2. Recyclable Waste (includes all colors of paper) – must be disposed
of in designated recycle containers to maintain confidentiality.

3. Regular Waste (any waste that does not fall into the above 
categories) – may be disposed of in regular trash cans. Any item
containing patient-specific information MAY NOT be placed in
regular trash unless shredded.

4. Pharmaceutical Waste

Pharmaceutical Waste Program is designed to prevent medications
from harming the environment. To accomplish this, federal, state,
and local regulations state that pharmaceutical waste must be
managed according to their toxicity classification.

Five categories of waste

A.	 Pharmaceutical waste – Place in white and purple containers.
B.		 RCRA hazardous – Place in black containers.
C.	 Fentanyl patches – Folded in half and disposed of in white

and purple containers.
D.	 Chemotherapy waste – Place in yellow containers.
E.		 Inhalers and compressed anesthesia gases – Bag and return to

pharmacy or dispose of in black container labeled for this purpose.



For more information, refer to Safety Manual (Policy HM001 – 
Hazardous Materials Management Plan). 

Refer to Pharmaceutical Waste Disposal Grid to determine if it is 	
classified as RCRA, chemo or regular pharmaceutical waste. Sharps 
are not to be placed in pharmaceutical waste containers.

PHARMACEUTICAL WASTE shall be defined as any prescription 	
or over-the-counter medication that may be partially used, opened 	
and unused. These items include capsules, tablets, powders, liquids, 
injectables, topicals, suppositories, ophthalmics and otics, and IV 	
solutions with medications. These items must be differentiated from 	
items previously designated as hazardous cytotoxic waste and those 	
items listed under the Federal Resource Conservation and Recovery 	

	 Act (RCRA). 

All pharmaceutical waste shall be handled, stored and disposed of 
within the Medical Center in accordance with waste management 	
law and compliance with Senate Bill 1966, chapter 536 (SB 1966) 
as regulated by California Department of Public Health Services 	
(CDPH) and local waste water management (Public Owned Treatment 	
Works – POTW). 

1) Hazardous cytotoxic (chemotherapy agents) waste shall be
disposed of in accordance with Saint Agnes policy regarding
proper handling and disposition of cytotoxic agents (currently in 
place). (Oncology Unit Policy A-3, Pharmacy Policy 7170-IV-110) 

2) Pharmaceutical hazardous waste listed under the RCRA shall
be logged and disposed of in accordance to waste management
law. RCRA pharmaceutical hazardous waste must be returned
to Pharmacy for disposal. Items shall be logged in regard to
product name, NDC number, strength and amount disposed of
in Pharmacy if a black container is not in the area.

Waste shall be disposed of in pharmaceutical hazardous waste
containers labeled for incineration only. Items identified under
RCRA shall include cough syrups with alcohol content greater 
than 24%, all inhalers*, compressed anesthesia gases*, 





What is an Unusual Occurrence?

Any event that is out of the ordinary,  or not consistent with the routine 
operations of the Hospital.

Any occurrence that is not within the prescription and treatment of a 
patient. 

Patient or Family complaints. 

Any event that may result in legal action. 



Examples Include

Medical Error

Adverse Drug Event

Near Miss Event
Medical Device Failure 

All Job Injuries

Bloodborne Pathogen 
Exposure

Patient or Visitor Injury

Lost Belongings
Medication Error



What to do?
Take appropriate action.

Report the occurrence to your immediate supervisor.

Initiate an Unusual Occurrence Report.

Notify the Physician, if applicable.

Document circumstances of occurrence and interventions performed, if 
applicable.



VOICE Report

Is completed by employee who witnessed or was informed of the 
incident.

Is sent to the area supervisor.  No copies are made or kept in the 
department.

Is not referred to in the Professional Progress Record.

Is found on InTouch



VOICE Report
Contains only the facts.

Use direct quotes to indicate statements made by the patient or witness.

List all potential witnesses when applicable.

Needs to be completed in a timely manner.
◦ Details can be forgotten if wait too long



What if there’s All System Computer 
Downtime?

Refer to Down-time Binder and fill out paper version of Voice Report.

Remember no copies are kept in chart.

Filling out an incident report is not mentioned in the chart.



Incident Examples

Medical Errors

Lost Belongings

Medication Errors

Injuries



Lost Belongings

Always document:
◦ Description of personal items upon admission

If report of missing:
◦ Note date/time reported missing
◦ Who reported it/them missing
◦ Notify Security and your supervisor

Do not tell the patient/family or visitor we will replace the item lost. 
State you will make the appropriate referral to the 

Risk Management Department and they will follow-up.



Patient Falls

Notify Bedside RN of details including
◦ Circumstances of patient fall
◦ Was it witnessed?
◦ Was student/instructor involved?

Bedside RN will document fall
◦ EMR
◦ AdHoc forms

Bedside RN will complete a Voice Report.

Bedside RN will notify
◦ Practice Coordinator
◦ Nursing Manager
◦ Physician



Visitor Fall or Injury
For an incident that occurs within a department, notify the 
Department Director or supervisor. 

For an incident that occurs on the Hospital grounds, contact the on 
duty Security Officer or Administrative Director. 

Document on the Voice Report if visitor refuses to be seen.

Individual is admitted to the ER according to existing admission 
procedure.



Employee or Volunteer 
Fall or Injury

Individual immediately 
◦ Notifies their Supervisor or Manager.
◦ Completes an OSHA report.

For a minor injury the employee or volunteer will be directed by the 
immediate supervisor to Employee Health.  

◦ If Employee Health is closed, the employee or volunteer will be directed to
visit the following day or on Monday morning.

For a serious injury they will be sent to ER.



Electrical and Equipment Safety
All electrical equipment used in the 
hospital for patient care must be 
approved by Clinical Engineering 
(BioMed) or Maintenance departments. 
All equipment verified as safe is tagged. 
Nonpatient care equipment will be 
initially checked by Clinical Engineering 
(BioMed) and will receive an approval 
tag, but will not require annual 
reinspection.

It is the responsibility of each person to 
make sure that every patient care 
device is in good physical condition and 
has a current inspection sticker before 
use.

Any type of equipment that may come 
in direct contact witha patient, although 
it may not be medical equipment, must 
have an inspection sticker.

Any medical device found without an 
inspection sticker or is30 days or more 
past the inspection due date must be 
removed from service and reported 
immediately to Clinical Engineering 
(BioMed).



Medical Device Failure

Remove the device from use.  Save any packaging or 
accessories.

Notify supervisor. (Individuals from Risk Management, BioMed, 
and Safety will conduct an investigation.)

Do not discuss event with anyone other than the Investigation 
Team members.

Complete online VOICE report



Bloodborne Pathogen Exposure

Contact your supervisor 

GO IMMEDIATELY TO Employee Health 
Services or to the ED if off shift or on the 
weekend.

Complete an OSHA form as well as 
Occurrence Report.

Karla Schramm
Pencil



Sentinel Event

A Patient Safety Event that reaches a patient and 
results in 
◦ Death
◦ Permanent harm
◦ Severe temporary harm and intervention required to sustain life

It requires reporting to TJC and/or CDPH
◦ Allows for support and expertise during review
◦ Raises the level of transparency and promotes a culture of safety
◦ Conveys to the public that the organization is doing everything

possible, proactively to prevent similar patient safety events in the
future



Behaviors of Hourly Rounding 

Hourly Rounding Behaviors Expected Results TIP 

1 Use Opening Key words 
Creates Efficiency 

State "I am here to ROUND on you" 

Teach pt/family what 

Rounding includes/ why. 

2 Accomplish scheduled tasks Contributes to efficiency 

Include all 6Ps when in 

room to count as a 

round. 

3 Address 6Ps 

Improves patient satisfaction on pain, 

concern, and caring 

Improves Quality Outcomes 

Communicate with 

pt/families every time. 

Educate patients on 

rationale for 6Ps to 

connect safety & care. 

Pain Potty Position 

Personal 

Hygiene 

Possessions 

(within reach) 

Prevention 

of Falls 

4 
Ask "Is there anything else I can do for 

you before I go? I have time." 

Improves patient satisfaction and 

increases efficiency. 

Avoid "call if you need 

me" statement. 

5 Tell each patient when you will be back 
Contributes to efficiency. 
Reassures patients.  Decrease need to 

call. 

6 
Document the Round using White Board 
(additional tools being evaluated for use) 

Provides a visual to pt & family when 

you rounded last and frequency rounds 

for families, sleeping or confused 

patients. 

Communicates to all care team 

members when round performed last. 

Narrating Care for RN Hourly Rounding 

(RN) Introducing hourly rounding at the beginning of the shift: 

Hi my name is   , I will be your nurse today. I will be here until 7 o’clock tonight. Our nursing team does 

hourly rounding. This means that either myself and or the nurse aide will be here every hour to round on you. 

During our rounds we will address your comfort and positioning, pain level, bathroom needs, give your 

scheduled medications and address any other needs that you may have. If by chance you need something in 
between our rounds such as pain medication please don't hesitate to call me directly on the cell phone number listed 

on your board. The NA number is also listed for your convenience, please call the nursing assistant if you need more 

water, blankets, repositioning or assistance with the bathroom. If he/she is not able to answer please call me and I will 

attend to you. If you have a significant event such as chest pain or shortness of breath, please press    

the red call button - do not wait for the hourly round to report this. Do you have any questions about our 

hourly rounding? Can I get anything else for you right now? Ok thank you, I will be back between (state 
the time for example 11 and 12 o’clock). See you then. 

(RN) What to say when you are hourly rounding: 

Hello Mr/Mrs I'm here to do my hourly rounding. What number would you rate your pain right now? Your next 

pain medication is available after (time). Can I help you up to the bathroom? Do you have your belongings 

within reach? Is the call light and phone within reach? Are you comfortable in the bed? What else can I get for 

you right now? Ok your next rounding will be done by the NA. Please call my cell phone if you need pain or 

nausea medication, or if your IV is beeping. Please call the nursing assistant if you need more water, blankets, 

reposting or assistance with the bathroom. If he/she is not able to answer please call me and I will attend to you. 

Thank you; I will be back between  (state the time for example 11 and 12 o’clock). See you then. 



Saint Agnes Medical Center 
Preventing Patient Harm Agreement 

Nursing care is instrumental in preventing harm to patients and improving patient 
outcomes.  This packet includes valuable information, policy excerpts and bundle 
components. 
Included in this packet: 

1. Skin Pressure Injury

2. CLABSI Prevention Bundle

3. CAUTI Prevention Bundle

4. Falls Prevention

5. C. Diff and other Isolation

6. Hand washing

7. CDC Criteria and Algorithm

8. SAMC Central line maintenance bundle

9. C. Diff Algorithm

 Your unit specific orientation packet has an area for you to sign.  Your signature

indicates that you have read and understand the initiatives implemented at Saint

Agnes Medical Center to prevent patient harm and agree to comply with these

practices.



Preventing Hospital Acquired Infections and Injuries 

1. Skin Pressure Injury (HAPI) Policy H-7
a. REPOSITION: Bed bound patients must be repositioned a minimum of every two hours. Position

change must be documented in EMR. Heels must be floated/elevated.

b. 2 RN SKIN ASSESSMENT: Upon admission, every patient will have a thorough skin assessment

performed by 2 RNs and all findings documented.

c. Braden Score: order must be changed from Q 24, to Q 12 and assessment must be completed

and documented each shift.

d. SKIN INTERVENTIONS: need to match Braden Assessment:  EX: moisture- document use of

barrier creams, and documented when provided.

e. DEVICE RELATED PRESSURE AREAS: All device related pressure areas must be assessed for

potential device related skin injury. (NG tubes, arm boards, SCDs, splints, oxygen administration

systems such as NC or HHF, etc.)

f. WOUND WEDNESDAY: Skin injuries will be thoroughly assessed, including measurements and

documented a minimum of once a week (wound Wednesdays).

g. IPOC: must be initiated for any skin issues.

h. VOICE: report must be completed for all pressure injuries present on admission and/or pressure

injuries that progress to the next stage, become unstageable or develop after admission

i. Wound and Ostomy CONSULT: for any Stage III, IV, SDTI, unstageable injuries or any HAPI.

2. CLABSI Prevention Bundle (See Attached) Policy K-24
a. INSERT: Document insertion details in EPIC.

b. ASSESS:

• Daily for need to continue.  Advocate for removal if no indications are present.

Document in IView.

• Every Shift and as needed for central line site and dressing condition (every 4 hours

required in ICUs).  Clean, dry, intact, no gaps.

c. DRESSING CHANGE:  performed at a minimum of every 7 days and PRN if dressing is loose or

drainage is present.

• Dressing changes will be Sterile technique

• Dressing changes must be documented in EPIC.
d. SWAB CAPS will be used on every injection port.

• Injection ports will be scrubbed with alcohol pads before each access.

• Peripheral line ports also have swab caps when a patient has a central line.

e. DAILY CHG BATH per protocol

• For all patients with a central line.

• ICU patients receive CHG bath daily regardless of central line presence.

• CHG bath must be documented in EPIC.



3. CAUTI PREVENTION BUNDLE (See Attached) Policy I-1
a. INSERT:

• Prior to insertion, patient meets criteria for insertion.  Document in EPIC.
• 2 RNs present for insertion. One to insert the Foley catheter and one to assist, observe 

for sterile technique, and perform Midas audit.  Document insertion and removal in 
EPIC.

• Peri-care with soap and water prior to insertion of catheter (in addition to cleansing 
with agent included in kit).

• Insertion details will be documented in EPIC.
b. ASSESS FOR NEED:  Assessed daily at handoff to determine that the patient meets criteria to 

continue the Foley catheter. GET IT OUT.

• Remove at earliest possible date.

• Rationale for continuing the Foley must be documented.

• Pt transferring to lower level of care, discontinue Foley (criteria for Critically Ill patient 
is not allowed on inpatient units)

c. MAINTENANCE AND PERICARE:

• Every Shift: High quality peri-care will be performed a minimum of each shift. 
Document in IView

• Special attention to peri-care technique with patients who are incontinent of stool to 
prevent contamination of urinary tract with gut flora.

• Empty bag prior to transport.

• Stabilization device. Maintain closed connection.  Label collection container with 
patient name. Bag below the bladder, no kinks, dependent loops or pressure points.

d. SPECIMEN COLLECTION: aseptic collection.

4. Falls Prevention Policy C-6
a. FALL ASSESSMENT: must be completed and documented each shift.

b. ALARMS: Falls prevention interventions will be initiated and documented: bed alarms, chair 
alarms, low bed position, floor mats.

c. VISUAL POSTERS: Patients at risk for falls will have yellow socks and yellow Falls Risk Arm Band 
in place; receive "Patient Safety Through Fall Prevention" pamphlet, as well as room signage 
indicating a risk.

d. Gait Belts: will be used for all high risk patients

e. VIDEO MONITORING: AVA Sitter

f. Purposeful hourly rounding on patients to assist with bathroom trips and other needs will be 
conducted to prevent patients from trying to do things by themselves, which puts them at risk 
for falling.

g. BATHROOM: Staff will stay with high-risk patients in the bathroom, bedside commodes, or 
ambulating.

h. LIFT AMBULATION TEAM (LAT): will be called for high-risk patients when additional assistance 
is needed.

i. POST FALL: Post Fall Huddle form, post fall assessment, 24-hour post fall assessment and 
VOICE Report must be completed after all patient falls.



5. CDIFF AND OTHER ISOLATION
a. TESTING

• C-Diff per algorithm.  Other cause of diarrhea? Adequate specimen (10 ml)?

• Use the language line to assess patient bowel habits and diarrhea.  Are there cultural 
barriers to communication?

• There are two different tests that lab runs.  The first test is a PCR, if this is positive, the 
lab will run a toxin test.

• The toxin test helps the physician to decide on treatment.

b. ISOLATION PRECAUTIONS: Isolate as soon as Cdiff is suspected, ensure isolation is ordered 
and documented in EPIC.

• C. Diff positive PCR requires isolation for the duration of the stay even if the toxin is 
negative.

• Toxin negative treatment is at the discretion of the physician.  It is important that the 
physician is aware of the Toxin results.

• If CDIFF PCR is negative, isolation may be discontinued.

c. PERSONAL PROTECTIVE EQUIPMENT (PPE)

• Gowns and gloves must be worn for ANY ENTRY into a Contact Isolation room. Don PPE 
in the proper order.

• Remove PPE in the proper order. Place completely in hamper. Hand Hygiene.

• Educate family and visitors on the purpose of gowns and gloves to prevent them from 
walking outside the patient room/space with PPE in place.

d. COMMUNICATION: Discuss BMs, C. Diff tests and verify Isolation order during handoff. 
Manage up issues.

e. ANTIBIOTICS:  Advocate for discontinuing unnecessary antibiotics or mismatch of antibiotic 
with resistant sensitivities.

MOST Important!!!! 
PERFORM HAND HYGIENE before and after contact with patients and 
whenever contamination is possible for a minimum of 20 seconds.   

 Frequent and thorough handwashing is the first and most

important step in preventing infections.

 Know the 5 Moments for Hand Hygiene

 All finger and hand surfaces must be cleansed.

 Be a team player.  Remind others politely and receive reminders

gracefully.
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SITE CARE: 

Saint Agnes Medical Center 

Central U ne Maintenace Bundle 

t. Site care Q week f!Nery Sunday/PRN (Mediport needle/dressing Q 7 days•excluded from Sunday dressing
change)

2. Cleanse site with CHG for 30 seconds and allow to air dry
3. verify securement device Is in place for unsutured lines
4. Apply SKIN PREP and place sterile transparent CHG imp--regnated dressing
6. Date/Time/Initial site and Document in the Electrolie H �Ith Record (EHR)

'FLUSHING: 
1. Every 12 hours minimum when solution iS not infusing, pet orders, or PRN 
2. PulseatiJe technique (short boluses of the flush solution interrupted by short pauses)
3. Flush before and after each use 
NEEDLE LESS CONNECTORS:
t. Change needleless connector/stopcocks eve<y 96 hours when the continuous infusiOn system is changed,

every 7 days with the d ressing change If a continuous system in not used, and PRN
2. Document change(s) in the EHR 
3. SCrub with 70% alcohol vigorously for 15 seconds prior to ace-ss and apply new disinfecting port protector
following each use
IV SOLUTIONS: 
1. IV solutions changed with every new central line placement
2. IV solutions are changed every 24 hours/label bag wtth expir ation date/time
IV TUBING:
1. continuous Infusion tubing and stopcocks changed every 96hr/PRN and labeled with expiration date/time
2. Maintain piggyback connection to primary IV. If it is nece-ss.ary to disconnect, it is now intermittent tubing

and must be relabled with new exptratk>n date/time (24 hours)
3. Intermittent infusion tubing (saline lock) changed every 24 hours
4. Place- new sterile red cap to exposed end aftet each int ermlttent use. DO NOT attach exposed end to

same set (looping)
5. TPN/Lipld IV tubing/stopcocks changed f!tlery 24 hours and/or every bag. whichever IS sooner
6. IV tubing/stopcocks changed with every new central line placement

1. comply with hand hygiene ,equirements per Hand Hygiene PolityC-2 
2. All patients with a central llne must receive a 4%CHG liquid bath da ily
3. Follow cu«ent daily auditing  prooess
3. Assess neccessity of central line daily and notify provider when criteria is not met
4. Provide education to patient/family on CLABSI prevention strategies

PolicyM•S& K•24 
INS Standatds of Practice 2021 
Revised 2023 
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Saint Agnes Medical Center 

Patient and Family Guide to Fall Prevention 

Welcome to Saint Agnes Medical Center. We believe that the 

ultimate goal of patient care is to provide an environment that 

facilitates safety in the least restrictive environment possible. 

It is our goal to work with you towards a speedy recovery and keep 

you safe in the process; but no matter how watchful we are, people 

still have falls. 

Only if we all work together – doctors, nurses, therapists, patient 

care assistants, patients and families – can we hope to maintain the 

highest level of safety from falls. 

Why do falls happen? 
Falls happen in the hospital because: 

- Some medicine can make people feel dizzy or sleepy.  Often

new medicines are given in the hospital, and we can never know

for sure who will react with one of these side effects.

- Being sick and spending time in bed can make you weak and

unsteady when you get up.

- Waking up in a strange place can be confusing, or even scary.

If you have had a sleeping pill it can be even worse.

- Patients have an urgency to use the bathroom.

How you can help us keep you safe: 
- Please tell us if you use a cane or walker at home, if you have ever

fallen before, have had (a) seizure(s), have trouble hearing

or seeing, or have ever had trouble remembering where or who you

are.

- Only YOU really know if you need help getting up or getting

somewhere, be honest with yourself and us if you need help.It will

be less trouble to ask for help than recover from an injury caused

by a fall.

- Use the call light by your bed or in the bathroom to ask for help.

If someone does not come right away, please be patient. Call for

help and wait for the help to arrive.

- You may feel dizzy or weak after lying for a long time.  Sit on the

edge of the bed a few minutes before standing, and then stand a

minute before beginning to walk.

- Walk slowly and carefully when out of bed.  Do not lean on items

such as IV poles or tables with wheels.

- Wear your own footwear or non-slip footwear when walking.

If you do not have your own, ask your nurse and they will provide

you with some.

- If the doctor or nurse tells you not to get up without help, please

follow their instructions. Call for help and wait for the help to

arrive.

- Do not lower your side rails or tamper with protective devices.

These things remind you to ask for help to get up and make it

easier for us to keep you safe. If they need to be moved, ask your

nurse.

- If something spills, please call someone to wipe it up so that no

one slips.

A special note for family and friends: 
We highly encourage you to stay with your friend or family member. 

Research has indicated that your presence helps to decrease the 

number of falls. Please speak to the nursing staff if you are interested 

in staying, arrangements can be made. 

We have developed an individualized plan of care, which is located at 

the head of the bed. 

If you have any unanswered questions or concerns, please do not 

hesitate to share them with the nursing staff and/or nursing supervisor. 
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Thinking about retesting for CDIFF? 

PRIOR POSITIVE TEST: 
o Retesting to document CLEARANCE of the toxin/organism is NOT recommended                                                              

because patients may shed the organism or toxin for several weeks after treatment.  

o Retesting to DISCONTINUE ISOLATION should NOT be done. CDIFF positive                                                                        

Patients will remain on isolation for the entire length of their stay! 

o Retesting upon REQUEST OF RECEIVING FACILITY to show proof of a                                                                                                   

negative test should NOT be done. If this happens please contact Infection Control. 

o Retesting due to RE-EMERGENCE OF SYMPTOMS (patient was treated for                                                                        

CDIFF, clinically improved; but is showing symptoms again consistent with CDIFF) 

MAY BE APPROPRIATE; consider evaluation by an Infectious Disease physician                                                                                            

or empiric treatment. 
 

 

PRIOR NEGATIVE TEST: (in the last 7 days) 
o Retesting to CONFIRM A PRIOR NEGATIVE is typically NOT necessary.                                                                            

Sensitivity of the CDIFF PCR is higher (>99%) than previously employed assays,                                                                               
obviating the need for multiple tests.  

o If strong suspicion for CDIFF remains (risk factors, symptoms other than diarrhea),                                                                                   
and alternative causes have been ruled out, consider evaluation by an Infectious                                                               
Disease physician or empiric treatment.  
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DO NOT    
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MAY                   
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SEPSIS SCREENING TOOL 

If Presenting with 2 or more of the following: 

2 
TEMP > 38.3 ° C OR < 36 ° C 

HR > 90 beats/minute 

+ 
RR > 20 breaths/minute 

WBC > 12,000/mm3 OR < 4,000/mm3 OR > 10 % BANDS 

1 
Plasma Glucose > 140 mg/dl (Non-diabetic) 

= 

SEPSIS 
Recent Change in Mental Status 

(unrelated to primary neuro pathology) 

Plus 1 of these: 

Known or Suspected Infection 
*Obtain

Lactate Level 
Current or Recent Antibiotic Therapy (not prophylaxis) 

PLUS ONE OR MORE ORGAN DYSFUNCTION: 

SEPSIS 

+ 
Organ 

Dysfunction 

= 
SEVERE 

SEPSIS 

*Initiate Sepsis
Bundle: 

Blood Cultures, 
Antibiotics, Repeat 

Lactate Level 

Respiratory:  SaO2 < 90%, Increase oxygen requirements, OR 

Invasive/Non-Invasive Mechanical Ventilation 

Cardiovascular: SBP < 90 OR MAP < 65 OR SBP decrease > 40 

New Vasopressor OR Increasing requirements 

Metabolic: Lactate > 2 mmol/L 

Renal: Urine output < 0.5ml/kg/hr; 

Creatinine increase > 50% from baseline OR > 2 mg/dl 

Hematologic: Low platelets < 100,000/mm³ 

INR > than 1.5 or aPTT > 60 sec 

Hepatic: Serum Total Bilirubin > 2mg/dl 

CNS: Change in Mental Status 

(unrelated to primary neuro pathology) 

Ileus Present 

Lactate > 4 mmol/L and/or 

Hypotension post Fluid Bolus 

SEPTIC 

SHOCK 
*30ml/kg Fluid

Bolus 

K. Panosian 10/12/2018 



Severe Sepsis An tibiotics 
Hang Broad Spectrum Antibiotics FIRST 

Hang Vanco LAST; it takes 90 min to infuse 

(The following applies to the initial dose of Antibiotic therapy for

treatment of the Septic patient) 

Broad Spectrum Monotherapy 
If the following broad-spectrum antibiotics are ordered with a non-broad 

spectrum antibiotic, Hang 1 of the following First: 

• Cefepime (Maxipime)

• Ceftazidime (Fortaz)

• Levofloxacin (Levaquin)

• Ceftriaxone (Rocephin)

• Ampicillin/Sulbactam (Unasyn)

• Piperacillin/tazobactam (Zosyn)

• Imipenem/Cilastatin (Primaxin)

Physician Guide to Combination Therapy 
In order to meet CMS broad-spectrum antibiotic guidelines, if any of the 

following antibiotics are ordered, one from column A & column B must be 
paired together. Note: Both antibiotics must be started within 3 hours of severe 

sepsis. 

COLUMN A 

• Amikacin (Amikin)

• Gentamicin (Garamicin)

• Tobramycin (Nebcin)

• Ciprofloxacin (Cipro)

• Aztreonam (Azactam)

COLUMN B 

• Cefazolin (Ancef)

• Clindamycin (Cleocin)

• Daptomycin (Cubicin)

• Vancomycin (Vancocin)

• Azithromycin (Zithromax)

• Erythromycin (Erythrocin)
Revised 10/23/18 KP 





Trinity Health has historically used multiple delivery methods for insulin. It was determined that Trinity Health should 

align organizationally to one method for insulin delivery to decrease variation, optimize systems for safe and effective 

insulin delivery, and steward our resources through less medication waste. The Institute for Safe Medication Practices 

(ISMP) found that insulin pens and insulin prepared from vials were both acceptable. 

Insulin Type How Dispensed 

Insulin Lispro (HumaLOG) Short-acting insulin; onset of action is 3-15 min 

Shared multi-dose vial in 
Pyxis 

Insulin Regular (HumuLIN R) Short-acting insulin; onset of action is 3-15 min 

Insulin NPH (HumuLIN N) Intermediate-acting insulin; onset of action is 2 
hrs 

Insulin Lispro Protamine 75%/Insulin Lispro 25% (HumaLOG 
75/25) 

Combination (short and intermediate acting 
insulin); onset of action is 30 min 

Insulin NPH 70%/Insulin Regular 30% 
(HumuLIN 70/30) 

Combination (short and intermediate acting 
insulin); onset of action is 30 min 

Insulin Glargine (Lantus) Long-acting insulin; onset of action is 2hrs Pharmacy prepares and 
dispenses patient specific 

doses 

The process for drawing up insulin doses out of the shared multi-dose vial will be new for all nursing colleagues. It is 

important to follow the steps outlined below when removing insulin doses from Pyxis: 

Short-Acting/Intermediate-Acting/Combination Insulin 

 Remove insulin for one patient at a time

 Apply barcode ready label found in Pyxis pocket to insulin syringe before drawing up the dose

 Check the expiration date on the insulin vial

 Draw up dose and validate and verify insulin drug and dose ordered

 Enter the dose removed (in units) into Pyxis

 Insulin vials cannot be removed from the Pyxis area

Long-Acting Insulin 

 Patient specific long-acting insulin doses will be delivered to the floor before the dose is due. Make sure to
validate and verify the dose ordered and dose dispensed to ensure patient safety.

Extra attention is needed when preparing and administering this medication, especially if different insulins could be 
retrieved from stock. Current policy requires a double check when retrieving insulin that is not under a specific patient 
profile in a Pyxis. 

To permanently lock syringe, extend 
shield forward until it clicks, then twist the 
shield in either direction until it clicks 
again to indicate final-lock. 

To transport syringe, extend the shield 
forward until you hear a click and feel the 
positive stop. The needle is now protected 
for transport but the syringe is not 
permanently locked. 



IlV MEDlCATION SAFETY: WHAT IS THE RN ROLE? 

Patient Care Policy M-1 States:

"Medications of any type will be administered after comparing and scanning the 

medication label, then scanning the patient's identification bracelet or asking the 

patient's name and comparing ID to charted documentation. Prior to 

administration, visually inspect the medication for particles or discoloration (e.g. 

IV solutions) and verify that the medication has not expired.



Recognizing and Reporting Impaired Physicians or Clinicians ... 
That's not my job, or is it? 

A central obligation of all care providers is to protect patients from harm. With this in mind, the medical staff and 
Saint Agnes Medical Center leadership are responsible to consider and address staff and physician health issues 
that might jeopardize hospital operations and/or compromise the quality or safety of patient care. 

Clinician impairment may be related to physical, psychiatric, emotional illness, or substance abuse. A process has 

been established to address these types of issues through the Professional Practice Committee for physicians.  For 

hospital staff member concerns , Human Resources guidelines can be found in the Employee Handbook. 

Physician Related Concerns: One purpose of the Professional Practice Committee is to ensure that issues of 
physician impairment are handled in a sensitive, fair, uniform, and confidential manner with consistency and fair 
treatment in accordance with Medical Staff Bylaws. 
Hospital Staff Related Concerns : Issues related to staff impairment will be dealt with in a similar manner in 
accordance with the Employee Handbook and state or federal laws. 
What to watch for : Impairment can take many forms, but there are common signs or symptoms to watch for. It is 
important to look for trends in attitude, actions, and appearance . Signs of impairment typically emerge in the 
following areas: physical appearance, family and home, community , hospital, and employment history. 
• Increased problems in quality of care, decline in clinical and/or technical skills
• Making rounds or taking breaks at odd or inappropriate times

• Inappropriate orders, lack of decisiveness, disjointed thoughts
• Consistently unavailable or inappropriate responses to phone calls
• Social withdrawal
• Missed appointments
• Repeated "illnesses"
• Smell of alcohol on their breath

• Tremors
• Needle tracks

Reporting: 

• If a hospital staff member, medical staff member, or other care provider has reasonable cause to believe
that a physician or hospital staff member is impaired, that individual should immediately contact the nursing
supervisor , Human Resources, or one of the medical staff leaders (department chair, President of the
Medical Staff, or Chief Medical Officer) and report the concern.

• You will remain anonymous.
• For physicians , if reasonable cause is established, the nursing supervisor or medical staff leader will contact

the appropriate individuals (medical staff) who will determine whether suspension is warranted.  For hospital
staff members, if reasonable cause is established, the nursing supervisor will contact Human Resources
who will work with the department manager to determine the appropriate level of corrective action.

There are resources available to individuals with mental health or substance abuse problems . Saint Agnes Medical 
Center encourages individuals with substance abuse problems to seek rehabilitation and may allow an individual to 
return to work after successful completion of a rehabilitation program. For further information, please contact Medical 
Staffing Office, Human Resources, or hospital leadership, or refer to the appropriate policies and procedures 
available on Docushare . 



Abuse: Do You Know The Signs and Symptoms? 
Staff Education 

You play an important role in protecting patients from continued abuse. There are several different types of abuse. 
The type of abuse occurring may be one of or a combination of two or more of the following: 

1. Physical neglect 4 . Psychological abuse
2. Physical abuse 5. Financial abuse

3. Emotional abuse 6. Sexual abuse

Mandated Reporters: Certain individuals working with the public are identified as "mandated reporters". These 
individuals have a legal responsibility to report to the appropriate agency any signs or symptoms of abuse or neglect. 
Health care professionals are mandated reporters. This would include, but is not limited to, physicians , nurses, 
emergency clinical technicians , paramedics , clinical social workers , pharmacist, and other allied health professionals . 
• It is critical to identify suspected victims of abuse .
• Patients should be assessed for signs of abuse on admission and throughout the continuum of care.

Consider the following : 
Indicators of Physical Abuse: 

1. Multiple injuries at various stages of healing
2. Patient seen repeatedly in the Emergency Department
3. Fractures that require significant force, or that occur rarely by accident
4. Significant delay between time of injury and seeking help

Indicators of Physical Neglect: 

1. Evidence of poor health care such as untreated infections, pressure ulcers or contractures , over medication
or under medication, dehydration or malnutrition

2. Poor personal hygiene, especially teeth; presence of lice or fleas
3. Missing or broken assistive devices, such as glasses, dentures, hearing aids

Indicators of Emotional Abuse: 
1. Depression, low self-esteem , unusual fearfulness , hunger for attention and socialization
2. Suicide attempts
3. Being quiet when caregiver is in room
4. In children, slow emotional and intellectual development, especially language
5. In older children , drug or alcohol addition, vandalism , school absenteeism

Indicators of Financial Abuse: 
1. Nonpayment of utilities, unexplained loss of income
2. Pressure to endorse checks
3. Unanswered mail and bills, and uncashed checks
4. Money or access to job withheld

Indicators of Psychological Abuse: 

1. Psychological abuse happens by instilling fear
2. Feeling that self or children are threatened , blackmail, destruction of pets or property, harassment

Indicators of Sexual Abuse: 
1. In children and elders: sexually transmitted disease, recurrent UTI
2. In adolescents: pregnancy

Behavioral Indicators of Abuse in Children and/or Adolescents: 
1. Excessive daydreaming
2. Regressive behavior such as bed wetting

3. Running away from home
4. Profound and rapid personality change
5. Rapidly declining school performance



Abuse: Signs and Symptoms 
Page 2 

What to do: 

• Anytime any indicators of abuse are present, notify SAMC's Social Services Department, Ext, 3158.

Social Services will coordinate an investigation and determine if evidence suggesting abuse exists
• Assist the physician with any necessary assessments
• Provide a safe and supportive environment:

• With patient permission , limit visitors and/or telephone calls

• Identify if there are any restraining orders in effect: notify SAMC Security if appropriate
• Separate victim from suspected abuser
• Provide one consistent caregiver when possible
• Remain with victim as much as possible
• Reassure victim of their safety

• Reporting :
• In all cases of suspected abuse, Social Services will make an immediate telephone report to police or

sheriffs department and/or the appropriate county protective services agency.
• Refer to Patient Care Policy and Procedure, A-30, Suspected/Abused Child or Adult, for guidance
• Whenever a telephone or verbal report is made, a written report must be sent to the appropriate

agency/agencies within 36 hours
• If Social Services has not documented in Powerchart that a report has been completed , contact

them to do so
• Provide Community Resources:

• Social Services will provide appropriate community resources
• Safe placement may be offered by law enforcement and/or protective agency

Review: 
1. The following individuals are mandated reporters :

a. Clinical Social Workers
b. Nurses
c. Physicians
d. Paramedics
e. All of the above

2. All patients should be assessed for signs or symptoms of abuse upon admission and ongoing throughout
their hospitalization .
a. True
b. False

3. A telephone report to SAMC's Social Services Department is necessary when you suspect a case of abuse.
a. True
b. False
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Pneumatic Tube System 
Dos and Don’ts to save time and frustration 

How to Package an item: 
Select a carrier that has black velcro strips that are
not worn/smooth.
Secure lids on all specimens
Double bag ALL specimens, ensuring zip lock bags
are sealed to contain spills.
Nothing should protrude from carrier
Both latches must be closed completely.

Reduce Downtime: 
Loose items (like gloves) are sucked out of the
carrier and melt into the tube.
Packaging issues cause 99% of the downtime and
are preventable.  System can be down for hours and
hours.

Dos Don’ts
DO make sure that the carrier is latched
completely and properly.
DO make sure that nothing is protruding
from the carrier prior to sending to
prevent blockage and system failure.
DO make sure that all Patient samples
are double bagged and bags are sealed
tightly to prevent leakage.
Do make sure that specimen containers
such as urine samples are closed tightly
to prevent leakage.
DO immobilize item (use foam or
towel) to ensure integrity
DO bag everything that is sent through
the system.
DO return surplus carriers to station “0”
promptly as soon as your carrier count
reaches your assigned maximum count
DO place samples in inside bag, place
into another bag and seal. If sending
paperwork with sample, place inside the
outside bag prior to sealing to avoid
possible contamination due to leakage.

DON’T overload the carrier. If you are
stuffing the carrier and struggling with
closure, it is over-filled.
DON’T send money, checks or
vouchers.
DON’T forget to place item in a sealed
double bag system.
DON’T send more than one carrier at a
time. You must wait until the first
carrier leaves station before sending
another one.
DON’T send food or drink items.
DON’T send formalin or formalin
preserved specimens.
DON’T send CSF or other difficult to
collect specimens
DON'T send emerging disease
specimens
DON'T place your hands in carrier
loading area if there is an incoming
carrier
DON’T send electronics (cell phones,
pagers, etc.)
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CRITICAL ELEMENTS 

1. Review Patient Care Policy and procedure C-9: Restraints for Patient Safety
Remember to use and document alternatives to restraints before application of restraints.

2. Notify Practice Coordinator and Crisis Nurse to validate need for restraint
3. Confirm physician restraint order. PRN order is not acceptable.

Non-violent orders – notify MD to see & re-evaluate patient before entering new orders per each calendar day.
Violent orders – notify MD for face-to-face assessment of patient one hour after initiation then every 24 hours. Renew orders as
follows: every 1hr. for 0-8yrs old, every 2hrs. for 9-17yrs old, every 4hrs for 18yrs old and above.

4. Obtain and record appropriate of restraint - one type only .USE the least restrictive and most effective restraint.
Obtain soft limb, belt restraints, and mittens from SPD.
Leather -use in ED only and obtained from Security

5. Explains to patient and notifies family of the need for restraints. Provide patient/family education had out
4. Apply appropriate restraint: 4 side rails, mittens, belt, limb and leather.
A. Belt Bed Use:

a) Secure the short strap to each side of the bed frame that move with patient as the bed
height and  articulation are adjusted with quick release buckles out of patient’s reach.

b) Lay the belt horizontally across the bed with the soft flannel side up toward the
small (waist level) of the patient’s back, and the back pad in the center of the bed.
Place belt on the outside of patients garments

c) Bring the long strap over and around the patient’s waist and back behind the patient
through the slot in the back pad. Apply loose enough to allow palm to slide between
restraint and  patient's abdomen.

d) Secure together the long strap and the short strap attached to the bed frame with
quick release buckle.

B. Soft or Leather Limb restraint: Apply snugly but not to impair circulation. Able to insert one finger between restraint
and the patient's skin. Tie only to the bed frame and not to the side rails. Bony prominences or fragile skin must be
padded prior to placing the restraints.

C. Leather: Obtains from security and nursing keeps the key.
D. Mittens: Order from SPD.
E. 4Side rails up. Exceptions are 4 padded side rails up use for seizure precautions, all side rails up in  crib, gurneys,

stretcher, and specialty bed
5. Ensures that restraint has not been applied too tightly or too loosely.
6. Secures easy release buckles to the bed frame only
6. Activates FALL precautions
7. Monitoring and documentation:

Violent- every 15 minutes. Also, RN document assessment of patient's readiness for discontinuation every 1 hour.
Non-Violent: every 2 hours.
Re-asses the need to discontinue restraint. Provide nutrition and hydration, range of motion of extremities, hygiene and elimination,
check V/S, and monitor respiration. Offer diversion activities: radio, TV or music. Assist in positioning and seating. Protect tubes and
lines.

8. Remove and re-assesses skin integrity and circulation every two hours then re-apply. Trial discontinuation is not allowed.
9. Provide educational information to patient and family.
10. Once restraint is discontinued, remove restraint from patient and discard. Do not keep restraint at bedside/room if

discontinued.  Document time of discontinuation.
11. Complete appropriate documentation in timely manner: Initiate Restraint Violent Risk for Injury to Self or Others IPOC
or Restraint Non-Violent Risk for Injury to Self IPOC

• Restraint Non Violent Initiate  &  Restraint Non-Violent Assessment and Discontinuation
• Restraint/Seclusion Violent  Initiate & Restraint/Seclusion Violent Assessment and Documentation
• Restraint/Seclusion Violent Face to Face –MD to complete this form. Notify MD for timely completion of this form.
Methods of Validation: 

• Review Restraint  For Patient Safety P&P Index C-9 / Return Demonstration
My signature indicates that I have completed the above competency requirements and will incorporate the above knowledge in my 
practice to promote physical safety of patient, staff member or others. 

Employee Signature____________________________ Print Name: ________________________  
Validator's signature: ______________________________________ Date: __________________ 





 

CODE RED - FIRE 

A fire alarm, sprinkler or smoke detector has been activated at the 

medical center. Remember R.A.C.E. for proper response to the fire 

Rescue – Alarm (call 3300 and activate pull box) – Contain – 

Extinguish and P.A.S.S. for appropriate steps in using a fire 

extinguisher. Pull – Aim – Squeeze – Sweep 

Refer to Safety Manual Policy ER005 

CODE YELLOW - BOMB THREAT 

All Staff members are asked to search their own area for unusual 

items but do not touch them. Call 3300 if you find something 

suspicious or if you receive the bomb threat. Do not use cell phones 

and 2-way radios until your area has been cleared. 

Refer to Safety Manuel Policy ER006 
 

CODE BLUE - CARDIAC/RESPIRATORY ARREST 

If a patient is in need of resuscitation press Code Blue button or call 

3300. A designated team and an available physician will respond. 

CODE ORANGE - HAZARDOUS MATERIAL SPILL 

A significant hazard materials release, either within the hospital or in 

the community. The decontamination team will report to an 

announced location. Staff not assigned to the decontamination team 

should avoid the area if at all possible. 

Refer to Safety Manuel Policy ER003 

CODE PINK - INFANT OR PEDIATRIC ABDUCTION 

STOP, LOOK AND BE AWARE 

Detain any suspicious person and call 3300 an/or press the Door 

Exit Alarm (Code Pink button) twice. Door Exit Alarms are located 

near the exits in the Main Building and the West Wing. 
Refer to Safety Manuel Policy ER007 

CODE SILVER – HOSTAGE/WEAPON SITUATION 

If there is a weapon or hostage situation, Code Silver will be 

announced with a location. Security will respond to barricade the 

area. Staff in the immediate area will attempt to get patients, visitors 

and themselves to safety behind closed doors. 

Refer to Safety Manuel Policy ER012 





 

 



 

 

 

 

 

 

 

 

 

 

Dove sign indicates 

deceased patient in 

room 



When to Activate an RRT?

The person at the bedside determines that the patient is 

clinical unstable, at high risk of deterioration, or has an 

acute change in one or more of the following: 

–Staff member, patient or family, “worried” about the pt

–Heart rate less than 50 or greater than 120

–Systolic BP less than 90mmHg or more than 180mmHg

–Respiratory rate less than 8 or greater than 30

–Ox sat, less than 90% or needing increased O2

–Urine output less than 60 ml in 2 hours

–New or prolonged seizure activity

–Acute significant bleeding

–Chest pain

–New onset SOB

–Unexplained agitation or altered mental status that 

requires immediate intervention

–Perception that the patient requires prompt intervention

to prevent further deterioration.

The staff member notifies the PC and 

calls the RRT ext 3300

 

Updated Ext. 5-3300 
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UNIT SCAVENGER HUNT 

Initials & 

Date Located 

Safety 

▪ Crash cart  

▪ Locate cart at each station floor 

▪ Code blue buttons 

▪ Fire alarm pull stations 

▪ Fire extinguisher locations 

▪ Emergency gas shut off valve 

▪ Emergency exits 

▪ Locate O2 tank, determine if at least half full  

▪ Bathroom key 

 

 

Unit Operations, Processes & Supplies 

▪ Unit Location 

▪ Patient Charts 

▪ Vital signs machines 

▪ Pneumatic Tube Station 

▪ Lab supplies, label printer 

▪ Omnicells & Storage Carts 

▪ Nurse call system 

▪ O2 tank storage 

▪ Waste Disposal/Sharps container 

▪ Linen storage & disposal 

▪ Pyxis machines/Med rooms 

▪ Glucometer storage/docks/supplies 

▪ Isolation carts 

▪ Unit staff assignment sheets/phone numbers 

 

 

Clean Utility Room:  

▪ Nutrition and Bathing supplies 

▪ Alaris Pumps  

▪ SCD Machines 

▪ Kangaroo Pumps 

▪ Linen Carts 

▪ Pulse Oximetry 

 

Soiled Utility Room:  

▪ Meal tray carts 

▪ Biohazard Waste 

 

Equipment Room/Storage Room 

▪ Transport monitor 

▪ Walkers 

▪ Slider board / roll board 

 

▪ Conference Room 

▪ Staff Lounge 

▪ Staff Restrooms 

▪ Visitor Restrooms 

▪ Waiting rooms 
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