2018 Ambulatory Health Care |
National Patient Safety Goals

The purpose of the National Patient Safety Goals is to improve patient safety. The goals focus on problems in
health care safety and how to solve them.

Identify patients correctly

NPSG.01.01.01 Use at least two ways to identify patients. For example, use the patiént‘s name and date of
birth. This is done to make sure that each patient gets the correct medicine and treatment.

NPSG.01.03.01 Make sure that the correct patient gets the correct blood when they get a blood
transfusion.

Use medicines safely

NPSG.03.04.01 Before a procedure, label medicines that are not labeled. For example, medicines in syringes,
cups and basins. Do this in the area where medicines and supplies are set up.

NPSG.03.05.01 Take extra care with patients who take medicines to thin their blood.

NPSG.03.06.01 Record and pass along correct information about a patient's medicines. Find out what
medicines the patient is taking. Compare those medicines to new medicines given to the
patient. Make sure the patient knows which medicines to take when they are at home. Tell the
patient it is important to bring their up-to-date list of medicines every time they visit a doctor.

Prevent infection

NPSG.07.01.01 : Use the hand cleaning guidelines from the Centers for Disease Control and Prevention or the
World Health Organization. Set goals for improving hand cleaning. Use the goals to improve
hand cleaning.

NPSG.O7.05.01 Use proven guidelines to prevent infection after surgery.

Prevent mistakes in surgery

UP.01.01.01 Make sure that the correct surgery is done on the correct patient and at the correct place
on the patient's body. ,

UP.01.02.01 Mark the correct place on the patient's body where the surgery is to be done.

UP.01.03.01 Pause before the surgery to make sure that a mistake is not being made.

VF The Joint Commission

Accreditation
Ambulatory Care

This is an easy-to-read document, It has been created for the public. The exact language of the goals can
be found at www.jointcommission.org. ‘ . -




SURGERY CENTER OF RENO

Section: 5.3

Policy: Quality Management and Improvement
Subject: SENTINEL EVENT REPORTING

Effective Date: 2-06

Revised: 2-07, 2-08 Reviewed: 2-09, 3-10, 3-11, 3-12, 3-13, 3-14, 3-15
Page 1 of 3 3-16, 3-17, 3-18
PURPOSE:

To comply with mandatory reporting requirements in the State of Nevada for sentinel event
healthcare occurrences. To define a sentinel event and incorporate root cause analysis
documentation into the risk management program of the surgical center. This policy is also an
adjunct to the adverse event policy.

DEFINITIONS:

A.

A sentinel event is an unexpected occurrence involving death or serious physical or
psychological injury, or the risk thereof. Serious injury specifically includes a loss of
limb or function. The phrase, “or the risk thereof” includes any process variation for
which a recurrence would carry a significant chance of a serious adverse outcome. The
term includes loss of limb or function. Such events are called “sentinel” because they
signal the need for immediate investigation and response.

Root cause analysis is a process for identifying the basic or causal factors that underlies
variation in performance, including the occurrence or possible occurrence of a sentinel
event. A root cause analysis focuses primarily on systems and processes, not individual
performance. It progresses from special causes in clinical processes to common causes
in organizational processes and identifies potential improvements in processes or
systems that would tend to decrease the likelihood of such events in the future, or
determines, after analysis that no such improvement opportunities exist.

Sentinel events include but may not be limited to the following (even if the outcome was
not death or major permanent loss of function):

e Suicide of a patient in a setting where the patient receives around-the[-clock care
(e.g., hospital, residential treatment center, crisis stabilization center)

e Infant abduction or discharge to the wrong family

e Rape

o Hemolytic transfusion reaction involving administration of blood or blood products
having major blood group incompatibilities.

e Surgery on the wrong patient or wrong body part

e Loss of limb or function
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/

PROCEDURAL DOCUMENTATION:

A.

B.

Any event will be handled as described in the Center’s incident reporting policy.

If an event is verified as a Sentinel Event (as noted above), a root cause analysis will be
initiated by the Administrator and Clinical Managers within 72 hours of the incident in
coordination with the attending physician, the unit staff and the administrator, and any
other providers identified by the facility who should participate. The root cause analysis
will be completed within thirty days. All other incidents will follow the center’s policies
on investigation and documenting an occurrence or incident that requires analysis and
peer review.

Sentinel Events as identified above will be reported to the Administrator,
Director/Clinical Managers, Medical Director, and legal counsel as per policy as soon as
the facility discovers that the event occurred. A root cause analysis will be completed
within 30 days and will be available for peer review.

Qualifying sentinel events will be reported through Peer Review of the Medical Staff and
monitored through that committee’s discussions and recommendations as reflected in
their meeting minutes.

Intensive assessment, action plan and evaluation of the action plan will be completed by
the Incident Team on the Root Cause Analysis form. A performance improvement plan
should be initiated to improve individual and organizational performance where the need

is identified.

Root cause analysis action plan and documentation of the investigation will be
maintained by the Risk Manager. All related documents are considered documents
protected under peer review and are not to be released without an accompanying court
order.

Aggregate statistics will be maintained by the Administrator and reported to the Board of
Directors.

Per (NRS) 439.800-890 and (NAC) 439.900-920, mandatory reporting of sentinel events
are required by ambulatory surgery centers in the state of Nevada. See attached reporting
guide, forms to be completed, and contact information.
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Who Should Know This Policy

X Pre-Op Staff All Employees Clinical Managers
Post-Op Staff [ ] All Clinical Staff Medical Director
X] PACU Staff [ ] All Business Office Staff ™| Administrator

X] Director of Nursing [ ] Business Office Manager Regional Director

The following positions are responsible for the accuracy of the information contained in this
document:

X] Governing Board
Administrator

Medical Director

X Clinical Managers

X Business Office Manager
X Director of Nursing
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ENVIRONMENT OF CARE MANAGEMENT PROGRAMS AND EMERGENCY PLAN

POLICY:

The SCOR QI Committee and Medical Executive Committee will support the establishment and
maintenance of an effective and comprehensive Environment of Care Management Program
reflected in the Regent Surgical Health — Risk Management Manual — May 2008. The QI
Committee and MEC will do so by providing:

o Communication regarding general policies and procedures.

e Review reports of key incidents, accidents and trends that may compromise the safety of
patients, visitors or staff; actions taken; and the effectiveness of actions taken.

e The Environment of Care Management Programs incorporates all aspects of operations at
SCOR. They are based on the monitoring and evaluation of seven (7) main Environment
of Care Plans and respective policies and procedures as outlined in the Risk Management
Manual. These plans are reviewed at least annually or as various issues arise on an
ongoing basis. The objectives, scope, performance, and effectiveness of the Center’s
Emergency management program are evaluated annually and changes are made to
improve the plan are based on committee recommendations.

L Safety Management Plan

II. Security Management

III.  Hazardous Materials and Waste Management
V. Emergency Preparedness Program

v Fire Prevention Management Plan

VI.  Medical Equipment Management
VII. Utilities Management

CODE RED - FIRE

CODE BLUE — CARDIAC ARREST

CODE YELLOW - INTERNAL / EXTERNAL DISASTER, BIOTERRORISM

CODE BLACK - BOMB THREAT

CODE GREY - SEVERE / INCLEMENT WEATHER (Thunderstorm, Snow & Ice

Storms, Tornado Warning)

CODE WHITE — EMERGENCY ASSISTANCE (Disorderly or Violent Behavior)

e CODE PURPLE - PLANT EMERGENCY / UTILITY INTERRUPTION (EOC -
Utilities Mgmt.)

e CODE MH — Malignant Hyperthermia Crisis Code

e CODE PINK — CHILD ABDUCTION & MISSING CHILD (EOC - Security Mgmt.)

e CODE SILVER - ACTIVE SHOOTER
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PROCEDURE:

A. The SCOR’s Administrator and Medical Director in collaboration with the QI Committee /
MEC are responsible to oversee and ensure the obj ectives of all seven (7) programs are being
met.

B. The QI Committee will analyze identified environment of care management issues and
develop recommendations for resolving them. The Committee’s will meet on a quarterly basis
and forward any recommendations on to the Governing Board as appropriate.

C. The plan provides processes for:

a. Identifying specific procedures in response to a variety of disasters based on a hazard

vulnerability analysis performed by the administrator/safety officer/DON;

b. Initiating the plan (including a description of how, when, and by whom the plan is

activated);

c. Defining and, when appropriate, integrating with the surgery center’s role in community
wide emergency response agencies (including the identification of who is in charge of
what activities and when they are in charge) to promote interoperability between the
center and the community;

Coordination and sharing of resources between facilities through HAVBED/IHCC.

Notifying external authorities of emergencies;

Notifying personnel when emergency response measures are initiated,;

Identifying personnel during emergencies;

Assigning available personnel in emergencies to cover all necessary staff positions;

Managing the following during emergencies and disasters:

m Patients’ activities including scheduling, modifying, or discontinuing services, control
of patient information, and patient transportation;

Staff activities (for example, housing, transportation, and incident stress debriefing);

Staff-family support activities;

Logistics of critical supplies (for example, pharmaceuticals, medical supplies, food

supplies, linen supplies, water supplies);

s Security (for example, access, crowd control, traffic control); or

m Interaction with the news media;

j. Evacuating the entire facility when the environment cannot support adequate patient care
and treatment;

k. See attached emergency phone list and SCOR staff phone list for contact information

| Establish an alternative care site that has the capabilities to meet the clinical needs of
patient population served within the center when the environment cannot support adequate
patient care including processes that address, when appropriate:

EtgR rh 0 A
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e Management of patient necessities such as medications and medical records to and
from the alternative care site
e Patient tracking to and from the alternative care site
o Inter-facility communication between the hospital and the alternative care site
e Transportation of patients, staff and equipment to the alternative care site.

D. As appropriate, the plan may be activated by the Administrator, the Safety Officer or the
person of highest authority. This individual will establish a centralized command post (generally
pre op), which will be announced to all staff members. The facility Administrator will serve as
the coordinator of all disaster-related activities. If the facility administrator is not available, the
Director of Nursing or Safety Officer shall assume the role of the coordinator, followed by the
person of highest authority. The command post will serve as a clearinghouse for information and
assignments regarding the disaster. Supply, space, security, and patient management will be
directed by the command post coordinator, as appropriate, based on the size, type, and
complexity of the disaster. The disaster coordinator will assign an individual to handle all
interactions with the news media regarding the disaster as well as the release of any information
to the families of patients and/or victims.

E. Through HAVBED, the disaster coordinator will communicate with the local Emergency
Management Department officials to determine, based on the size and scope of services, if
SCOR will participate in local Emergency Preparedness Drills and disasters. The Administrator
and DON are registered with the Washoe County ITHCC for emergency notifications via email,
home and cell phones, on situations affecting the community. Notifying the local 911 services
typically does this. Attached is the Washoe County Medical Unit leader contact list for direct
notification to community leaders. Alternate methods of communication have been identified in
the event there is a loss of telephone service. These include, but are not limited to, the use of
digital pagers, cellular telephones, battery-operated radios, etc. Provided there is no danger to
employees by leaving the building, Business Office personnel will be assigned, as appropriate, to
travel by personal car to locate public telephones or to notify appropriate authorities such as
Police, Fire and Emergency Medical Services of needed assistance.

F. At the discretion of the facility administrator, or designee, off-duty personnel will be notified
to report to the facility as needed (see SCOR emergency call tree). For security purposes, i.e.,
access, crowd control, traffic control, etc., personnel will be identified by the use of their name
badge. All personnel will report to the command post for specific assignments.

G. In the event of an actual disaster, the facility Administrator or designee will make the
determination as to whether services will be continued, modified, or discontinued as appropriate.
When it is determined that the environment cannot support adequate patient care and treatment,
the decision will be made to evacuate the entire facility. The Administrator and/or safety officer
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will make this decision. The emergency management plan addresses specific procedures to be
followed in the event an evacuation of the facility is deemed appropriate, as well as alternate
roles and responsibilities of key personnel. See individual policies on each disaster scenario
under facilities and environment. Communication of Center closure or surgery cancellations will
be performed by the management team. In the event of an emergency during operational hours,
the receptionist will keep a detailed log of each patient and their families disposition, by
referencing the surgical schedule for that day and report to the Administrator or Alternate of any
persons not accounted. Referencing the staffing schedule, the nurse manager will validate the
location and safety of all staff members and track their location in the event of an evacuation.

H. SCOR provides orientation and annual training for personnel in emergency preparedness.
Drills, roles, communication, evacuation training and supplies are reviewed in the annual
training and during mock disaster drills. Participation in a community based disaster drill will be
conducted annually in coordination with the IHCC Inter-Hospital Coordinating Council. The
Center will, in addition to the community based drill, conduct a full scale drill that is facility
based. The drills will be documented and analyzed for the facilities response and revise the
emergency plan as needed.

I Medical records will be maintained in the current manner in paper. All medical records will
preserve patient information, protect confidentiality and be kept in a secure manner. Copies of
the medical record will be sent with the patient in the event of an emergent transfer.

J. The surgery center has initiated a transfer agreement with Saint Mary’s Hospital, Northern
Nevada Medical Center and Renown Medical Center to establish an alternative care site in the
event that the environment cannot support adequate patient care and treatment. The safe
transportation of patients, staff and equipment, as well as any patient necessities will be
coordinated with local authorities and Emergency Medical Service providers.  Staff
responsibilities will be assigned according to the staff members competency and department.
Inter-facility communication between the facility and the alternative care site will be managed
with the assistance of local authorities in the event normal communications are interrupted. The
Surgery Center is not designed or licensed to shelter. In the event of an emergency, such as
inclement weather, the policy and procedure is to cancel surgeries, cease all operations, and close
(meaning there will be no patients or staff in the facility) upon first notification of any event that
would normally call for sheltering. All patients would be considered discharged or evacuated per
arrangements detailed in our transportation and transfer agreements. It is not the primary goal of
the ASC to Shelter in place. Transfer of patients and staff will be the initial emergency plan. In
the event that the transfer of staff and patients is deemed not safe, the Administrator will contact
the community and county emergency management officials to coordinate the length of time and
needs of staff and patients within the ASC. The Center is supplied with emergency food and
water in the event of a shelter in place scenario.
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K. In the event of a community wide disaster and the ASC is safe to continue services, the
Administrator will be responsible for contacting the local hospitals to verify if the transfer
agreement is valid during an extended community recovery phase. If the hospitals remain on
divert, the surgery center may not open for scheduled surgeries.

L. Should local emergency authorities request that the center maintain operations for disaster
victims the center will obtain an 1135 waiver by following the guidelines listed on the Medicare
website: https://www.cms.gov/Medicare/Provider-Enrollment-and-
Certification/SurveyCertEmergPrep/1135-Waivers.html

M. In the event of a community disaster where emergency resources such as staff and supplies
are necessary, the IHCC incident commander will notify SCOR Administrator or Director of
Nursing with instructions. SCOR management will gather available supplies or call staff via the
emergency call tree to attain volunteers to report to the emergency. Emergency credentialing
paperwork for employees will consist of:

1. Picture ID

2. Nursing license

3. ACLS, PALS, BLS certifications (preferable with e-card number)

4, TB test record
Staff will be issued temporary emergency disaster privileges, issued a badge and assigned a
position and proctor appropriate for the staff’s competency. SCOR staff will be financially
compensated thru SCOR payroll. SCOR will be responsible for seeking reimbursement from the

appropriate hospital.

Who Should Know This Policy

[ ] Pre-Op Staff All Employees X Clinical Managers
[] Post-Op Staff [ ] All Clinical Staff X] Medical Director
[ ] PACU Staff [ ] All Business Office Staff Administrator

The following positions are responsible for the accuracy of the information contained in

this document:
[X]Governing Body [X]Administrator X]Medical Director X]Clinical Managers

[X] Director of Nursing
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IV. CARDIOPULMONARY ARREST — CODE BLUE

POLICY:
e To perform resuscitative measures to re-establish the cardiopulmonary functions on a
patient with a cardiac arrest or respiratory arrest.

PROCEDURE:

A. The anesthesiologist will be primarily responsible for conducting Code Blue. Ifan
anesthesiologist is not available, the physician performing the surgery or procedure will be
responsible, as well as ACLS nurses responding to and readily available within the facility.
In the event that there is not a physician present, ACLS guidelines will be followed and 911
dispatched.

B. The receptionist/nursing personnel will:
1. Call 911 at the direction of nursing personnel.
2. Copy patient chart in preparation for transfer to hospital, by other available personnel.

C. The nursing personnel will:

1. Verify cardio-pulmonary arrest, note time and alert fellow staff, Call “Code Blue” with
location using the overhead paging system. Begin emergency resuscitation procedures
(CPR).

2. Notify patient’s physician and/or on-call physician.

Emergency department or appropriate receiving department of receiving hospital will be

notified of impending arrival and physician to physician report provided.

Administer medications as ordered by physician or per ACLS guidelines. SCOR will

keep first line emergency ACLS drugs stocked on cart.

Record events on appropriate record sheet.

Oversee activity of code.

Assign personnel to care for family and other patients.

Draw any blood work requested.

Manage patient care until 911 arrives or resolution of code as determined by physician

responsible for the code.

10. Give report and copies of patient chart to ambulance personnel. Complete the consent to
transfer form and attach any Advance Directives if available.

11. Check equipment and replace stock used after code (see crash cart contents)

(O8]

A

heli i N

D. Surgical Technicians will assist as directed and assigned by nursing personnel (i.e.,
runners for supplies).
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E. In most instances it is a PACU nurse who is responsible to bring the crash cart in the
event of Code Blue being called. The crash cart is to be taken to the site where the code
is called. Additional nursing staff will remain with other patient’s.

F. Signs shall be posted at all patients entrances, indicating the Surgery Center of Reno is
not equipped to handle, and therefore does not provide emergency assistance. If persons
from the community present themselves to SCOR requiring emergency services, staff
will administer appropriate temporary emergency treatment and BLS to stabilize the
patient and will IMMEDIATELY call "911" for the appropriate emergency response
team. The Nurse/staff member will complete any required forms and a Facility
Occurrence Report. All documentation will be forwarded to the Administrator.

Who Should Know This Policy

[ ] Pre-Op Staff X] All Employees X] Clinical Managers
[ ] Post-Op Staff [ ] All Clinical Staff X] Medical Director
[ ] PACU Staff [ ] All Business Office Staff X Administrator

The following positions are responsible for the accuracy of the information contained in
this document:

[X]Governing Body [X] Administrator [XMedical Director X|Clinical Managers
Director of Nursing
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IV.B.2 BOMB THREAT —Code Black

POLICY:
o A bomb threat against SCOR may be received at any time by phone, mail or message.
Any employee receiving a telephone bomb threat will make every effort to follow the
procedure outlined below.

PROCEDURE:
Any employee receiving a bomb threat call will follow procedure A and B as outlined below:
A. Employee receiving the call will:
1. Make every effort to obtain detailed information from the caller using the SCOR’s Bomb
Threat Checklist as a guide.
2. Notify the Administrator immediately if he/she is in SCOR; otherwise notify the next
person in the chain of command.
3. Dial 911 and notify the local authorities. Answer all questions and stay on the line until
they tell you to hang up.
4. Once you are off the phone with the authorities, immediately relay any instructions to the
Administrator or person in charge.
5. Call Welltower to notify the other building occupants at
916-682-4495 or after hours service at 866-568-5855.

B. Administrator or Acting Person in Charge will:
1. While the employee is on the phone with local authorities, notify the Medical Director of
the bomb threat.
2. Make plans to evacuate or when advised by the police and/or fire department.
3. Announce over the intercom three (3) times; “CODE BLACK™.
4. Notify Physicians in the surgery suite of situation. The surgeon and anesthesiologist will
determine timeliness of evacuation for any patient under anesthesia.

C. All Personnel:

1. Those employees involved with patient care will remain with the patient. All others will
perform a spot check in their area for unidentified packages and report to the department
manager for further instructions.

2. Follow evacuation plan. All visitors and ambulatory patients will be evacuated to the safe
zZone.

D. Following the evacuation:
1. Administrator and Medical Director will:
a) Make a coordinated decision whether to search the grounds.
b) Organize a search of the Surgical Center if appropriate.
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¢) Cooperate with all agencies present.

d) All Employees will if any suspicious object, package or container is found, DO NOT
TOUCH OR MOVE IT. The Administrator, who will call “911”, will notify all
personnel immediately so they may evacuate the building and the Administrator so
he/she can notify the local authorities.

Who Should Know This Policy

[| Pre-Op Staff All Employees X] Clinical Managers
[] Post-Op Staff [ ] All Clinical Staff X] Medical Director
[ ] PACU Staff [] All Business Office Staff Xl Administrator

The following positions are responsible for the accuracy of the information contained in
this document:

XGoverning Body [X] Administrator [X]Medical Director [X]Clinical Managers
Director of Nursing
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IV. B.3. EARTHOUAKE, FLOOD, HEAT WAVE, THUNDERSTORMS — Code Grey

POLICY:
e Natural disasters can be a serious threat to the safety of SCOR facility and to all persons
present, during its occurrence. The SCOR’S staff will be prepared to handle the situation
and safely care for patients and for each other in accordance with the following

procedures.

PROCEDURE:;: ‘
The Administrator, Director/Clinical Manager, and the Safety Officer and their designated help

will coordinate the activities during internal disasters in order to maintain and promote an
organized, safe, and calm situation. HAVBED will be updated in the event of a community wide
disaster with available resources. In the event of an internal disaster, HAVBED can be accessed
to notify the community and State of Nevada via web address:
https://www4.emsystem.com/EMSystem. As part of the IHCC, the Administrator or Director of
Nursing will notify the Washoe County Emergency Management team for instructions during a
disaster (see attached Washoe County Health District contact list).

L. Earthquake: Because there is usually no warning and earthquakes can occur suddenly, staff
must protect themselves and patients.
A. During the earthquake:
1. Stay where you are -- don't run indoors or outdoors.
a) If you are indoors:

(1) Stay near the center of the building, in hallways, or in a doorway. Choose a
location which will allow you air to breathe in the event the building collapses
around you.

(2) If you are near the outer perimeter of building, get away from windows and
under desk, table, or heavy, sturdy furniture. Be prepared to hold onto these
sturdy items and move with it during the earthquake.

(3)  Stay away from windows, shelving, or areas where objects might fall from the
ceiling or walls.

(4) Stay calm.

(5) Since SCOR is on the first floor, the staff can expect the fire alarms and
sprinklers may go off during a quake.

b) If you are outdoors:

(1) Stay away from buildings, power lines, towers, poles, trees, etc.

(2) Lie flat on the ground until shaking stops.

(3) Remain in a clear area and do not enter buildings until they are inspected and
declared safe to enter.
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(4) Don't use open flames until you are advised that is safe to do so.

(5) Stay calm.

2. Staff should protect patients:

a)
b)

©)

Keep patients calm and prevent hysteria.

Instruct ambulatory patients to move as little as possible to a nearby safe place -
stand in hallways near center of building or in a doorway and away from
windows.

If patients unable to get out of gurneys, pull privacy curtains around beds and
either pull covers completely over themselves (including face and

head) to protect from flying glass and objects. Both staff and patients should
protect their eyes by pressing their faces against their arm.

For patients in the O.R. staff will cover any open incisions with a sterile towel or
sheet until quake has ceased.

At that time the O.R. team will evaluate status of facility to determine safety in
continuing procedure. All attempts will be made to close as soon as possible.

The O.R. staff will remain in the O.R. suite with their team until evaluation and
determination has been given by one of those 3 people in charge (the Safety
Officer, Clinical Manager, or Administrator) will report to each O.R. room to give
instructions on how to proceed.

In the event the facility/situation is deemed unstable the staff and surgeon will
close the patient and begin waking patient.

B. After an earthquake:

1. Immediately check for injuries. Staff are to check themselves for injuries and
check patients for injuries.

2. Give first aid for serious injuries. If necessary, transfer staff or patients to the hospital
for life threatening emergencies. Look for and extinguish small fires. Eliminate fire
hazards.

3. Listen for alerts and/or instructions via cellular phones, if available.

4. Expect after shocks. Every time a shock is felt, follow procedures for an active

earthquake.

C. Take aftershock precautions for at least seventy-two (72) hours:
1. Keep all privacy curtains closed around all beds (unoccupied as well as occupied).
2. Remove all loose objects from shelving, walls, sills, etc. in all patient areas of the
building.
3. Restrict patient and visitor movements to areas where precautions are being enforced.

D. Inspect facilities and prevent further damage:
1. Check utility connections for damage or leaks. Repair essential utilities if possible.
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Secure and tag all non-essential utilities.
2. Take steps to restore essential services, if necessary.
3. Establish communication channels with authorities and advise of:
a) Numbers and types of casualties, internally.
b) Extent of damage to SCOR’s facilities.
¢) Determine possible options for the most efficient use of available facilities and
services in the open.
4. Inspect SCOR to determine if evacuation of patients and staff is necessary.
5. Minimize required traveling and transport needs.

E. Reduce post-quake environmental hazards:
1. Secure areas in or around building which pose a danger to pedestrians because of

falling objects or other damage.

IL. Floods:
A. When a Flood Watch is issued and it affects the SCOR:

1. Be alert to signs of flash flooding
9. Listen to local radio and TV stations for information and advice.

B. When a Flood Warning is issued:
1. Be prepared to evacuate staff and patients if evacuation for the area is issued by

the State Emergency System. Depending on the progress of the surgery or
procedure, the physician will abort or complete the on-going surgery or
procedure. All patients in PACU will be recovered until the discharge criteria has
been met and the patient can safely be discharged. All remaining surgeries or
procedures will be cancelled.

I1I. Heat Wave:
A. If the State Emergency System issues a heat wave advisory, the occupants of the

SCOR will be warned of the Advisory and are instructed on safety measures when
leaving the SCOR. Water and non caffeinated fluids are offered to occupants as

they leave.

B. Window coverings in the SCOR will be drawn to help decrease the penetration of
the heat into the facility.

IV. Thunderstorms:
A. During a thunderstorm, the occupants are encouraged to remain in the SCOR until it

is safe to leave SCOR. Move occupants away from windows.
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B. Unused and unnecessary equipment will be unplugged. Avoid using the telephone,
including cell phones, unless absolutely necessary. Avoid using electrical appliances.

C. Electrical lights will remain on and does not increase the chances lighting striking the
SCOR.

D. Avoid running water for any unnecessary activity.

E. Draw the blinds or shades over the windows of SCOR to help contain glass if it
shattered by the thunderstorm.

F. If occupants of the SCOR must leave the SCOR, instruct them to call their significant
other to notify them of their departure. Instruct occupants leaving the SCOR to call
SCOR if they are stuck or stranded if they are unable to contact their significant other
and for them to stay in their vehicle until help arrives.

Who Should Know This Policy

[ ] Pre-Op Staff DX All Employees X] Clinical Managers
[ ] Post-Op Staff [ ] All Clinical Staff X] Medical Director
[] PACU Staff [ ] All Business Office Staff Administrator

The following positions are responsible for the accuracy of the information contained in

this document:
DX Governing Body [X] Administrator [X]Medical Director [X]Clinical Managers

DX Director of Nursing
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D-IV.B.4 MALIGNANT HYPERTHERMIA — Code MH

POLICY:
The following techniques are used to prevent, define, reverse, and manage fulminant hypermetabolism of

skeletal muscles, Malignant Hyperthermia (MH). All clinical personnel will be knowledgeable of the procedure
for the treatment of malignant hyperthermia so immediate, appropriate action may be initiated in the event of an
episode. A Malignant Hyperthermia in-service training with a mock malignant hyperthermia drill is performed
yearly at minimum. The decision to allow surgery on known malignant hyperthermia susceptible patients will
be on a case-by-case basis per the direction of the Medical Director, attending Anesthesiologist, and Surgeon
and will proceed only without the utilization of agents known to trigger MH.
The SCOR’s clinical staff will be aware of the causative drug agents that trigger MH and are not safe for
patients susceptible to Malignant Hyperthermia:

1. Inhaled general anesthetics: Desfluare, enfluare, halothane, isoflurane, methoxyflurane, sevofluare,

trichloroethylene, Xenon (rarely used).
2. Depolarizing muscle relaxants trigger MH (i.e. succinylcholine).
PROCEDURES:
A. Treating the known or suspected MH-SUSCEPTIBLE patient.

1. Anesthesia machine: Ensure that anesthetic vaporizers are disabled by removing or taping in the “OFF”
position.

2. Change CO2 absorbent (soda lime).

3. Flow 15L/m O: or air through new circuit via the ventilator for at least 30 minutes.

4. A new disposable breathing bag will be attached to the Y-piece of the circle system and

the ventilator set to inflate the bag periodically.

5. A new disposable breathing circuit will be used.

6. The expired gas analyzer will indicate absence of volatile agents in the anesthesia circuit.

7. The MH cart will be immediately available.

B. Patient with MH Cirisis

1. Malignant hyperthermia is life threatening and time is of the essence. Upon first indication, with the
orders of the physician in charge of this crisis, call MH HOTLINE 1-800-644-9737 and 911.

2. The SCOR keeps 36 vials of Dantrolene on hand for the purposes of treating malignant hyperthermia.
The patient will be transferred once the malignant hyperthermia treatment has been initiated and the patient has
been stabilized.

C. Responsibility

1. Anesthesiologist: Team Leader: direct diagnosis, treatment, and transfer
2. Surgeon: manage wound closure as soon as possible

3. Scrub: assist surgeon until wound is closed, then assist team

4. Circulator:

a. Call out for help, over head page “Code MH in OR # __"(# of OR crisis is taking place). If a
MH drill is taking place state “Mock Code MH in OR #__"Repeat page three times.

b. When PACU nurse arrives, OR personnel will change anesthesia circuit and sodasorb, and
place temperature monitor.

c. Start mixing Dantrolene: all available nurses will report to the OR to
assist with mixing Dantrolene.
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7.
3.
9.

D. Equipment
1.

1.
2.

kW

6.

F. Treatment
1.
2.

d. Document events on MH documentation record until a second licensed nurse arrives, then
reassign documentation to him/her.

e. Circulator or available nurse to call MH Hotline for additional management advice as
instructed by the anesthesiologist.

PACU Nurse:

a. Retrieve Crash Cart and MH cart ( if not already present)

b. Designate/delegate duties according to color coded assignment cards:
White cards= non clinical staff and Pink cards= licensed clinical staff.

c. Assist in mixing Dantrolene.

d. Start cooling measures (ice to groin and axilla, cold IVs, cold saline irrigation-provide cold

saline to anesthesiologist for nasal gastric irrigation). DO NOT OVERCOOL (stop active
cooling measures when patient reaches a core temp of 38°C or 100.4°F.)

OR personnel or designee

a.
b.

C.

d.

Call Administrator and Director/Clinical Managers for additional help in OR.
OR cases in progress will proceed if an MH crisis is in progress, but no further cases will be

started until after the MH crisis has stabilized.
Assist in making ice packs; bring bags of ice from lounge freezer; check with circulator and,

if necessary, obtain more bags of ice as instructed.
Call 911 as instructed by the anesthesiologist when transfer arrangements have been

completed.

The licensed nurse will follow transfer policy and copy chart appropriately.
An Occurrence Report is to be filled out in the event of an MH episode.

A meeting will be scheduled by Nursing Leadership including those present
during MH episode to critique and evaluate the response.

Malignant hyperthermia cart; see list for inventory, retrieve cold Saline solutions
from PACU MH refrigerator and ice.

E. Signs and Symptoms

Unanticipated doubling or tripling of end-tidal carbon dioxide.

Skeletal muscle rigidity (even in presence of neuromuscular blockage).

*NOTE: Masseter muscle spasm after use of Succinylcholine may be

associated with malignant hyperthermia.

Tachypnea, tachycardia, unstable blood pressure, cyanosis
Hypoxemia

Myoglobinuria (cola-colored urine)

Increased temperature, fever (may be a late sign)

As outlined in Emergency Treatment for Malignant Hyperthermia (See below)
Documentation: On-going documentation will be completed by an RN

General Outline of Emergency Treatment for Malignant Hyperthermia

PROCEDURE: Acute Phase
1. Notify the Surgeon
> Discontinue all volatile agents and Succinylcholine.
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Hyperventilate with 100% oxygen. Increase Oz to 10L/minute.

Halt the procedure as soon as possible; if emergent, use non-triggers.

Administer Dantrolene Sodium 2.5mg/kg rapidly IV through large bore IV, if possible

Repeat until there is control of the signs of MH.

Sometimes more than10mg/kg (up to 30 mg/kg) is necessary.

Dissolve the 20 mg in each vial with at least 60 ml sterile preservative free water for injection.

Prewarming (not to exceed 38 °C) the sterile water will speed solubilization of Dantrolene.

The crystals also contain NaOH for a pH of 9; each 20 mg bottle has 3 Gm Mannitol for isotonicity.

3. Administer Sodium Bicarbonate for metabolic acidosis (1-2 mEq/kg IV if blood gas
values are not available.

4. Cool the patient with core temperature greater than 39 °C (102.2°F). Lavage open body cavities,
stomach, or bladder. Apply ice to surface. Infuse cold saline intravenously. Stop cooling if temperature
is less than 38 ° and falling to prevent drift less than 36 °C.

5. Dysrhythmias usually respond to the treatment of acidosis and hyperkalemia.

» Use standard drug therapy except calcium channel blockers, which may cause hyperkalemia or cardiac
arrest in the presence of dantrolene.

6. Hyperkalemia-Treat with hyperventilation, bicarbonate, glucose/insulin, calcium

Bicarbonate 1-2 mEq/kg IV.

For pediatric, 0.1 units insulin/kg and 1ml/kg 25% glucose

For adult, 10 units Regular Insulin IV and 50 ml 50% glucose.

Calcium chloride 10mg/kg or calcium gluconate 10-50 mg/kg for life threatening hyperkalemia.

Check/monitor glucose levels and collect blood for labwork as directed by physician running code.

Follow core temperature, urine output and color.

Place Foley catheter and monitor urine output (at least 2-3cc/kg/hr).

VVYV VYV

Y VVVYVY

Reference: Malignant Hyperthermia: A Clinical Practice Protocol, 2008. Technical Report, The Anesthesia Machine and Malignant
Hyperthermia, GE Healthcare, 2011

Who Should Know This Policy

[] Pre-Op Staff All Employees X Clinical Managers
[] Post-Op Staff [] All Clinical Staff Medical Director
[] PACU Staff [] All Business Office Staff Administrator

XDirector of Nursing
The following positions are responsible for the accuracy of the information contained in this document:
XlGoverning Body X Administrator [X[Medical Director X|Clinical Managers XDirector of Nursing
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POLICY:
All suspected adverse reactions to medications will be reported to the physician responsible for
the patient and Clinical Managers. The Consulting Pharmacist and the QI Committee will also
be notified of the occurrence.
Definition:
Adverse drug reaction (abbreviated ADR) is a term to describe the unwanted, negative
consequences associated with the use of medication(s). ADR is a subset of an adverse incident.
PROCEDURE:
A. The licensed nurse will verify with the patient any allergies in the PreOp, OR, and PACU
area and will document no known allergies (NKA). In the PACU area, the
licensed nurse may need to reference the patient’s chart for status of allergies.

B. The nurse will notify the responsible or attending physician immediately of any suspected
adverse drug reaction(s), and document the event in the patient’s medical record, including
but not limited to the signs and symptoms of the reaction. The responsible or attending
physician(s) will treat the patient accordingly, to control and/or manage the signs
and symptoms of the ADR.

C. The nurse will notify the Clinical Manager and submit a completed incident report and an
Adverse Drug Reaction Report. The Clinical Manager will complete the FDA Med Form
and forward it to the appropriate agency and complete any other process as required by other
external regulatory agencies. See Adverse Drug Reaction Report following this policy.

D. The Clinical Manager will conduct a thorough investigation and analysis of the adverse drug
reaction by auditing the chart, interviewing staff members caring for the patient in regards
to medications, and consulting with the attending physician and Consulting pharmacist.

E. The Clinical Manager will submit the incident report and the results of the investigation and
analysis with potential improvements in processes or systems that would tend to decrease the
likelihood of such incidents in the future, or determine that no such improvement
opportunities exist to the QI Committee and to the GB.

Who Should Know This Policy

XAl licensed Nurses X|Clinical Managers X]Medical Director X]Administrator
X] Contracted Pharmacist

The following positions are responsible for the accuracy of the information contained in
this document:
X]Governing Board X]Administrator X]Medical Director X|Clinical Managers

X]Contracted Pharmacist X] Director of Nursing
REFERENCE: Appendix: Medication Management: Adverse (drug) reactions — Medicare standard 416.48 (@) (1)
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Attachment A
Methods of Compliance
A. Universal Blood and Body Fluid Precautions:
1. Blood and body fluid precautions will be used by all employees who come in
contact with human blood, body fluids or OPIM. OSHA’s definition of body fluid is
limited to blood, semen, vaginal secretions, breast milk, cerebrospinal, amniotic,
pleural, pericardial, synovial, or other fluids that contain visible blood. Recognizing
that blood is not always visible in body fluids, or until and exposure has occurred,
universal precautions must be used with all blood and body fluids, regardless of the
perceived status of the source individual. Health care workers in SCOR will consider
all human blood and body fluids as potentially infectious and must use appropriate
protective measures to prevent possible exposures.
OSHA mandates that universal blood and body fluid precautions be implemented as
part of an exposure control plan (29CFR1910.1030). The Nevada Administrative
Code (NAC441A.025) mandates compliance with universal precautions in the
healthcare setting as of 1/24/92. The Infection Control Committee, Safety
Committee, and the Governing Board have approved the implementation of universal
precautions.

B. Engineering and Work Practice Controls:

When possible, engineering and work practice controls will be used to eliminate or
decrease employee exposures to Bloodborne pathogens. Where occupational exposure
remains after institution of these controls, personal protective equipment will also be
used. Examples of these engineering controls at the SCOR are use of Sharps
containers, self-sheathing needles, and safer medical devices such as sharps with
engineered sharps injury protections. These devices will be used as a first line of
defense against bloodborne pathogens exposure.

The SCOR will participate in the evaluation of safety engineered sharp/medical
devices. The Director/Clinical Manager and Administrator will coordinate the
evaluation, consideration, and implementation of these safety engineered devices.
These devices will be updated as necessary to reflect changes in technology that
eliminate or reduce exposure to bloodborne pathogens.

Documentation of consideration and implementation of appropriate and effective
safer medical devices will be maintained by SCOR.

Interactive training will be provide whenever new engineering and work practice
controls are introduced into the work area.

Employees are responsible for direct patient care will participate in the evaluation
and selection of safer devices.
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1.
a.

Needle-stick/puncture precautions:

All employees must take precautions to prevent injuries when using needles,
scalpels, scissors, and other sharp instruments/devices during procedures, when
cleaning instruments, during disposal of used needles and sharps, and when
handling sharp instruments after procedure.

Needles must not be recapped, sheared, bent, broken, or removed from
disposable syringes, or manipulated by hand. EXCEPTION: If the procedure
requires that the contaminated needle be recapped for procedures or treatments
where the reuse of needle on the same patient occurs. If such action is required,
then the recapping or removal of the needle must be by the one-handed
technique or a mechanical device.

Broken or contaminated glassware must be cleaned up with mechanical devices,
i.e.: brushes, dust pans, or forceps.

All disposable syringes, needles, scalpel blades, scissors, slides, and other
sharps items are to be place in puncture resistant containers for disposal.
Puncture resistant sharps/needle disposal containers are to be leak-proof and are
to be located as close as practical to areas where they are used.

All puncture resistant/needle disposal containers are to be replaced when they
are 3/4™ full,

Handwashing:

Hands and other skin surfaces must be washed as soon as possible if they
become contaminated with blood or body fluids, after gloves or other PPE are
removed, and when leaving the work area. The SCOR provides hand-washing
facilities to the employees who incur exposure to blood or other potentially
infectious materials. These facilities are readily accessible throughout the
surgical center and located at the nursing station, the scrub sinks in the surgery
corridor, the sterilization area, the clean/decontamination rooms, the employees’
lounge, and the employees changing areas and bathroom facilities, and the
patient’s bathrooms. If a malfunction occurs with the hand washing facilities,
the SCOR provides an appropriate antiseptic hand cleanser that doesn’t require
rinsing with water. The cleanser may be used in conjunction with clean cloth or
paper towels. When antiseptic hand cleansers are used, hands will be washed
with soap and running water as soon as feasible. The alcohol based cleansers are
located at multiple sites throughout the facility.

The Director/ Clinical Manager and/or Administrator is responsible to ensure
that these hand cleansers are available and appropriately mounted.
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c. If employees incur exposure of their skin or mucous membranes to blood or
other potentially infectious materials, those areas shall be washed or flushed
with water as appropriate, as soon as feasible following contact.

3. Work Practice Controls:
a. In work areas where there is a reasonable likelihood of exposure to blood or
other potentially infectious materials or where body fluid specimens are handled,
employees are not to eat, drink, smoke, apply cosmetics or lip balm, or handle
contact lenses
b. Food and drink will not be stored in refrigerators, freezers, shelves, cabinets, or
on countertops or bench tops where blood or other potentially infectious materials
are present
c. All procedures involving blood or other potentially infectious materials will be
performed in such a manner as to minimize splashing, spraying, spattering, and
generation of droplets of these substances.
d. Mouth pipetting/suctioning of blood or other potentially infectious materials is
prohibited.
e. Specimens of blood or other potentially infectious materials will be placed in a
container, which prevents leakage during collection, handling, processing,
storage, transport, or shipping. The container used for this purpose will be labeled
or color-coded in accordance with the requirements of the OSHA standard. The
SCOR does not have any specimens that could puncture a primary container. If
the outside of the specimen container becomes contaminated, the container will be
placed within a secondary container which prevents leakage during the handling,
processing, storage, transport, or shipping of the specimen. Requisition slips will
be attached to the outside of the secondary container.
f. The surgeon and the assisting scrub technician use extreme caution when
passing sharps between each other. In certain surgical procedures, the surgeon
may or may not operate under the use of a microscope and is unable to look away
to obtain instruments, including sharps, from the scrub technician. Thus, the
passing of sharps in a covered state or in a holding container is unsafe in these
specific situations. The sharps will be passed to the surgeon by the scrub
technician, who will hold the handle of the sharps with the sharp edge pointed
down and under his/her hand and never toward the surgeon. The position of the
scrub technician’s hand will be in the pronated position as the sharp is placed info
the surgeon’s hand. The scrub technician will then release the sharp after the
surgeon obtains the sharp and remove his/her hand down and away from the
sharp. The surgeon will pass the sharp back to the scrub technician in the same
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fashion or may lay the sharps down and verbally communicate “sharp down,
blade down, etc.” to inform the scrub technician of the location of the sharp.

g. When moving containers of contaminated sharps from the area of use, the
containers will be: closed immediately prior to removal or replacement to prevent
spillage or protrusion of contents during handling, storage, transport.

h. Containers that have decontaminated items need not be labeled or color-coded.

Laundry:
Soiled linens or reusable protective clothing must be handled as little as

possible.

All used laundry will be considered potentially infectious and will be placed in
standard laundry bags. Linens soaked with blood or body fluids must be double
bagged. PPE will be worn in order to prevent/reduce contact to blood or OPIM.
The SCOR has a contract with a company for linen and laundry service that also
practices Universal Precautions. SCOR staff will place contaminated laundry in
labeled red bags to communicate the contents of the bags to the laundry service.

. Environmental Controls:

General housekeeping - SCOR will ensure that the SCOR worksite is
maintained in a clean and sanitary condition. Work surfaces are to be
decontaminated with an appropriate disinfectant after completion of procedures
or as soon as possible when contamination with blood or body fluids and at the
end of the day.

Blood or body fluid spills must be decontaminated as soon as possible. Spills
should be soaked up with an absorbent material and disinfected with an EPA
approved tuberculosidal or microbacterial viral disinfectant. Broken glassware,
which may be contaminated, must not be picked up directly with hands. Tools
used for cleanup must be decontaminated or disposed. All broken equipment
capable of inflicting peructaneous injury must be disposed of in appropriate
sharps container.

Protective coverings used to cover surfaces must be removed s soon as possible
when contaminated with blood or body fluids and either appropriately
decontaminated or disposed.

Contaminated disposable items (disposable gloves, gauze, dressings, etc.)
should be placed in a sturdy, leak-proof plastic containers or bags and closed
tightly for transport.
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Blood or body fluids in pleuravacs, blood bags, suction liners, materials
dripping or saturated with blood, etc., are regulated waste and must be
terminally placed in biohazard boxes.

Contaminated, reusable equipment must be decontaminated with an EPA
approved tuberculosidal or microbacterial viral disinfectant.

Biohazard signs must be placed on containers of regulated medical waste,
containing blood or OPIM and other containers used to store or transport
contaminated materials.

Contaminated Equipment to be serviced: Unless SCOR demonstrates
decontamination of the equipment or portions of the equipment is not feasible,
equipment which may become contaminated with blood or other potentially
infectious materials will be examined prior to servicing or shipping and a
readily observable tag or label will be attached to the equipment stating which
portions remain contaminated. SCOR will ensure that this information is
conveyed to all affected employees, the servicing representative, and/or the
manufacturer, as appropriate, and prior to handling, servicing, or shipping so
that appropriate precautions will be taken.

All buckets, bins, cans, and similar receptacles intended for reuse which have a
reasonable likelihood for becoming contaminated with blood or other
potentially infectious materials will be inspected and decontaminated on a
weekly basis and cleaned and decontaminated immediately as soon as feasible
upon visible contamination.

6. Personal Protective Equipment (PPE):

a. Employees must use appropriate PPE and precautions to prevent skin
and mucous membrane contact with any blood or any body fluid.

b. Training will be provided to each employee as to the appropriate
selection, location, use, and disposal of PPE during their clinical
orientation.

c¢. The type of PPE available to employees are as follows: Gloves, gowns,
masks, goggle, eye shields, foot protection, head protection.

d. Each employee is instructed to critically review their work
responsibilities to make informed decisions or recommendations
regarding appropriate use of PPE.

e. When there is an occupational exposure, the SCOR will provide,
at no cost to the employee, appropriate personal protective equipment.
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Personal protective equipment will be chosen based on the anticipated

exposure to blood or other potentially infectious material. Personal

protective equipment will be considered “appropriate” only if it does not

permit blood or other potentially infectious materials to pass through to
or reach the employee’s surgical attire, undergarments, skin, eyes, mouth,
or other mucous membranes under normal conditions of use and for the
duration of time that the protective equipment is used. The SCOR will
ensure that appropriate PPE in the appropriate sizes are readily accessible
at the SCOR in the respective changing areas for employees, at the nursing
and patient care areas, and in the surgical suites.

1. Gloves: Gloves will be worn when it can be reasonably anticipated that
the employee may have hand contact with blood, body fluids, or OPIM,
mucous membranes, non-intact skin, when performing vascular access
procedures, when the employee has cuts, scratches, or other breaks in his
or her skin, and when handling or touching contaminated items or
surfaces. Wash hands immediately after removing gloves. Never wash
or decontaminate disposable gloves for reuse. Replace gloves if torn,
punctured, contaminated, or their ability to function as their barriers are
compromised.

2. Masks, Eye Protection, and Face Shields. Masks in combination

with eye protection devices, such as goggles or glasses with solid side

shields, or chin-length face shields, will be worn whenever splashes,
spray, spatter, or droplets of blood or other potentially infectious
materials may be generated and eye, nose, or mouth contamination can
be reasonable anticipated.

3. Gowns, Aprons, or Other Protective Body Clothing. Appropriate
protective clothing such as, but not limited to, gowns, aprons, clinic
jackets, or similar outer garments will be worn in occupational exposure
situations. The type and characteristics will depend upon the task and
degree of exposure anticipated.

4. Surgical caps or hood and/or shoe covers will be worn in instances
when gross contamination with blood or body fluids can reasonable be
anticipated.
f Resuscitation bags or other ventilation devices should be available in areas
where resuscitation is anticipated.
g. Alternative gloves/PPE will be provided to employees who are sensitive or
allergic to the gloves normally provided.
h. All non-disposable PPE will be maintained, cleaned, and disposed of by
SCOR.
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i. Utility gloves will be decontaminated for re-use if the integrity of the glove is
not compromised. However, the gloves must be discarded if they are cracked,
peeling, torn, punctured, or exhibits other signs of deterioration or when their
ability to function as a barrier is compromise.
j. When personal protective equipment is removed, it will be placed in an
appropriately designated area or container for storage, washing,
decontamination or disposal.
k. All personal protective equipment will be removed prior to leaving the work
area.

7. Hepatitis B Vaccination:
Employees with occupational exposures to blood or OPIM must be offered and
encouraged to participate in the Hepatitis B vaccination program. This is
offered at no cost to the employee designated to have a potential risk of
exposure to blood or OPIM.

8. Post Exposure Evaluations:
All blood or body fluid exposures must be reported immediately to the
Administrator or clinical supervisor.
1. Post Exposure Evaluation Procedures:
A. First aid. Clean/rinse exposed area.
B. Report incident to supervisor.
C. Supervisor to ask source patient to be tested.
D. Employee to be evaluated and or treated within 2 hour window as
recommended by CDC, or as soon as possible by the designated workman
compensation health care provider.
E. Post exposure prophylaxis (PEP) will be addressed at the designated health
care provider, which the employee is referred to.
F. Evaluations by the designated health care provider at date of injury, 6, 12, 24
weeks or as ordered by the health care provider..
G. The employee will complete related sections of the SCOR’s occurrence report
and Exposure to blood and body fluid report. The Safety Officer and the
Administrator will review and finalize these reports. The report, when completed,
will become a confidential health file of the employee, as well as the Annual
OSHA 300 Log, and satisfy federal OSHA reporting requirements.
2.  Workers compensation steps:
a) Depending on severity of injury:
i) Provide access to care/transportation to hospital or clinic
b) Take a statement from the injured worker and any witnesses
¢) Provide injured worker with information on carrier
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i) The Workers’ Compensation Poster should be posted in your break or locker room,
along with information on your local Workers” Compensation clinic.

Party handling workers’ ZURICH CLAIMS SERVICES
compensation claims
Business Address P.O. Box 49547
Colorado Springs, CO 80949-9537
Business Phone 800-987-3373
Effective Date 11/17/2017
Termination Date 11/17/2018
Policy Number WC 005473353-06
Employer’s FEIN 770615561

d) Contact MedHQ to file First Report of Injury

e) In case of needle sticks — follow the steps above and your own site safety instructions
on Bloodborne Pathogens. Employee expenses are covered by Workers’ Compensation
and patient expenses for any testing are the responsibility of the ASC.

Who Should Know This Policy
DXJAll Employees [X]Clinical Managers DX Administrator X]Medical Director

The following positions are responsible for the accuracy of the information
contained in this document:
X]Governing Board [X]Administrator XIMedical Director X]Clinical Managers

REFERENCE: Appendix: OSHA, Attachment A, BBPE Control Plan

Date: Employee Signature:

The above signature verifies review of the OSHA compliance and bloodborne
pathogen program policy and associated regulations and that any questions have
been answered by SCOR Administration to the satisfaction of the employee.
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#j

Policy:
SCOR abides by OSHA’s Bloodborne Pathogen Regulations, which include the Exposure

Control Plan. The following includes, but is not limited to, tasks and procedures that are
performed at SCOR. The SCOR continuously strives to provide a safe work environment for its
employees.

Purpose:

To inform staff members regarding the needed personal protective equipment (PPE) for tasks
and procedures performed in SCOR.

To practice the control measures as expounded in the BBPE Control Plan to protect employees
from exposure to potentially infectious materials.

To provide a safe work environment for the staff members of SCOR.

Task/Procedure Hand Gloves | Gown Mask Eye Face Comments
. Protection Protection
washing

Bedpan, Urinal Emptying X X

Changing visibly soiled or

contaminated linen/sheet/uniform x X -

Circulating in the O.R. X X o o

Cleaning patient with incontinence

of urine or feces % x .

Cleaning equipment X X *X *If required by
manufacturer of
cleaning solutio
being used

Cleaning up spills of blood/

body substance X X *H *E o o

Cleaning surgical instruments X X o i o

Collecting specimen X X ok ok ¥

Direct contact with blood/body

substance X X . - ek

Dressing Change X X XA ~1If infection

suspected.

Handling, Infectious or Possibly X X o

Infectious Material
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Starting/Discontinuing LV,

Intubation, Assisting with
Endotrachial/Nasal x X x

* ¥ * %

Suctioning, Endotracheal/Nasal/Oral X X *H
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M

Attachment C
Determination of Employee’s Exposure Category

The BBPE Control Plan of SCOR requires that each employee receives a
determination of exposure according to his/her responsibilities. The SCOR will
use the categories of exposure as stated by OSHA as follows: The most
appropriate category with the highest possibility of exposure has been determined
for you and has been checked as follows:

[]Category I: Job position, responsibilities, and tasks required of the
employee to perform as a condition of employment involve exposure to blood,
body fluids or tissues. All procedures or other job related tasks that involve
an inherent potential for mucous membrane or skin contact with blood, body
fluids or tissues, or a potential for spills or splashes of blood, body fluids or
tissues are Category I tasks. The employee is required to use appropriate
protective measures according to the task being performed. Category I
includes licensed nurses (to include PreOp, Circulating, PACU,) and scrub
techs, and central core employees.

[ ]Category II: Job position, responsibilities, and tasks required of the
employee to perform, as a condition of employment does not involve exposure
to blood, body fluids or tissues. However, unplanned Exposure Category I
tasks, which involve exposure to blood, body fluids or tissues, may be
performed. When this occurs, the employee is required to use appropriate
protective measures according to the task being performed. Licensed
radiologic technicians may be in this category.

[T]Category III; Job position, responsibilities, and tasks required of the
employee to perform as a condition of employment do not involve exposure to
blood, body fluids or tissue. Category III includes administrative employees:
surgery scheduler, front office, medical records, and the Administrator. When
performing administrative responsibilities and not delivering direct patient
care, the supervisors of the clinical areas and Administrator are in this
category.
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I understand the category and the associated responsibilities as stated above. I
agree to practice these responsibilities as part of my job description.

Name of employee (Print), Job Title Date
Signature of employee Date
Date

Signature of Director, Clinical Manager or Administrator
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Exposure to Blood/Body Fluids

Work Location:

Occupation:

If occupation is physician, indicate clinical

specialty:

1. Date of exposure:

“Section 1= General Exposure Informatio

/ /

Employee:
Name, Last: First: Middle:
Gender: O F O M 0O Other Date of Birth: /

2. Number of hours on duty:

3. Time of exposure:

O AM O PM

6. Location where exposure occurred:

5. Is exposed person a temp/agency employee? O Y O N

7. Type of exposure: (Check all that apply)
O 7a. Percutaneous: Did exposure involve a clean, unused needle or sharp object?
OY O N (If No, complete Q8, Q9, Section Il and Section V-XI)
O 7b. Mucous membrane (Complete Q8, Q9, Section Il and Section V-XI)
00 7c. Skin: Was skinintact? O Y O N OUnknown  (If No, complete Q8, Q9, Section |1l & Section V-
Xh
O 7d. Bite (Complete Q9 and Section 1V-XI)

8. Type of fluid/tissue involved in exposure: (Check one)
O Blood/blood products
[ Solutions (IV fluid, irrigation, etc.): (Check one)

1 Visibly bloody

O Not visibly bloody
O Tissue
O Other (specify):

O Body fluids: (Check one)
1 Visibly bloody
O Not visibly bloody

O Unknown

9. Body site of exposure: (Check all that apply)
O Hand/finger

0 Eye

O Arm O Foot

O Leg O Mouth
O Nose

l 0O Other (specify):

If body fluid, indicate one body fluid type:

O Amniotic O Saliva

1 CSF O Sputum

O Pericardial O Tears

O Peritoneal 1 Urine

0O Pleural O Feces/stool

[0 Semen 0O Other (Specify):
0 Synovial

O Vaginal fluid




2. Depth of the injury: (Check one)
O Superficial, surface scratch
O Moderate, penetrated skin

1. Was the needle or sharp object visibly contaminated with blood prior to exposure? O Y ON

001 Deep puncture or wound
O Unknown

3. What needle or sharp object caused the injury (Check one)

1 Device (select one)

Hollow-bore needle

O Arterial blood collection device
O Hypodermic needle, attached to

syringe
1 IV catheter - central line
1 Prefilled cartridge syringe
00 Hemodialysis needle

O Winged-steel (Butterfly™ type)

needle

Suture needle
O Suture needle

Other solid sharps
J Bone cutter

O Elevator

O File

O Pin

1 Rod (orthopedic)
[0 Scissors

0 Wire

Glass
O Capillary tube
O Pipette

Plastic
0O Capillary tube

Non-sharp safety device
[0 Blood culture adapter
O Other known device (specify):

4. Manufacturer and Model:

01 Non-device sharp object (specify):

[0 Biopsy needle

O Hypodermic needle, attached to v

tubing
0O IV catheter — peripheral line
0 IV stylet
O
]

Dental aspirating syringe w/ needle

Hollow-bore needle, type unknown

O Bur

O Explorer
O Lancet

O Razor

O Scaler/curette
O Tenaculum

O Blood collection tube
O Slide

O Blood collection tube

01 Catheter securement device

O Bone marrow needle
00 Unattached hypodermic needle

O Huber needle
O Spinal or epidural needle
1 Vacuum tube holder/needle

O Other hollow-bore needle

O Electrocautery device
[1 Extraction forceps

O Microtome blade

O Retractor

O Scalpel blade

O Trocar

O Medication ampule/vial/bottle
O Specimen/testivacuum tube

O Specimen/test/vacuum tube

O IV delivery system

1 Unknown sharp object
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5. Did the needle or other sharp object involved in the injury have a safety feature? OY O N

5a. If Yes, indicate type of safety feature: (Check one) If No, skip to Q6.

0 Bluntable needle, sharp

O Hinged guard/shield

0O Retractable needle/sharp
[0 Sliding/gliding guard/shield

0 Needle/sharp ejector
O Mylar wrapping/plastic
O Other safety feature (specify):

O Unknown safety mechanism

5b. If the device had a safety feature, when did the injury occur? (Check one)

0 Before activation of the safety feature was
appropriate

O During activation of the safety feature

O Safety feature improperly activated

6. When did the injury occur? (Check one)
[0 Before use of the item
O During use of the item
O After use of the item before disposal

O Safety feature failed, after activation

O Safety feature not activated
O Other (specify):

O During or after disposal
O Unknown

7. For what purpose or activity was the sharp device being used? (Check one)

Obtaining a blood specimen percutaneously
3 Performing phlebotomy
01 Performing arterial puncture

Giving a percutaneous injection
O Giving an IM injection
O Giving a SC injection
Performing a line related procedure
O Inserting or withdrawing a catheter

J Obtaining a blood sample from a central or
peripheral V. line or port
Performing surgery/autopsy/other invasive procedure

O Suturing

O Incising
Performing a dental procedure

O Hygiene (prophylaxis)
0O Restoration (amalgam composite, crown)
0 Root canal

O Periodontal surgery
Handling a specimen

O Transferring BBF into a specimen container
Other

O Other diagnostic procedure (e.g., thoracentesis)
0O Other (specify).

O Performing a fingerstick

O Other blood-sampling procedure
(specify):

O Placing a skin test (e.g., tuberculin, allergy, etc.)

O Injecting into a line or port
O Connecting an I.V. line

[0 Palpating/exploring
[0 Specify procedure:

O Oral surgery
O Simple extraction
[0 Surgical extraction

O Processing specimen

0 Unknown
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8. What was the activity at the time of injury? (Check one)
O Cleaning room
O Decontamination/processing used equipment
O Handling equipment
O Performing procedure
0 Recapping

[0 Other (specify):

O Collecting/transporting waste

O Disassembling device/equipment

O Opening/breaking glass container (e.g., ampule)
O Placing sharp in container

[0 Transferring/passing/receiving device

9. Who was holding the device at the time the injury occurred? (Check one)

O Exposed person

OO0 Co-worker/other person

O No one, the sharp was an uncontrolled sharp in the environment

10. What happened when the injury occurred? (Check one)
0O Patient moved and jarred device
O Device slipped
O Device rebounded
1 Sharp was being recapped

O Collided with co-worker or other person

O Contact with overfilled/punctured sharps container
0 Improperly disposed sharp

[0 Other (specify):

O Unknown
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1. Estimate the amount of blood/body fluid exposure: (Check one)
0 Small (<1 tsp or 5cc) O Large (> % cup or 50cc)
O Moderate (>1 tsp and up to % cup, or 6-50 cc) O Unknown

2. Activity/event when exposure occurred: (Check one)

O Airway manipulation (e.g., suctioning airway, O Patient spit/coughed/vomited
inducing sputum)
O Bleeding vessel O Phlebotomy

O Surgical procedure (e.g., all surgical procedures
including C-section)

O Tube placement/removal/manipulation (e.g., chest,
endotracheal, NG, rectal, urine catheter)

O Changing dressing/wound care

O Cleaning/transporting contaminated equipment

O Endoscopic procedures

O IV or arterial line insertion/removal/manipulation O Other (specify).

O Irrigation procedures O Unknown

O Manipulating blood tube/bottle/specimen
container

3. Barriers used by the worker at the time of exposure: (Check all that apply)

O Face shield 0 Mask/respirator
O Gloves [0 Other (specify).
O Goggles 1 No barriers

O Gown

Section IV - | .
1. Wound description: (Check one)
O No spontaneous bleeding O Tissue avulsed

O Spontaneous bleeding O Unknown

2. Activity/event when exposure occurred: (Check one)

00 During dental procedure O Assault by patient
0 During oral examination O Other (specify):
O Providing oral hygiene O Unknown

O Providing non-oral care to patient
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Note Section V-IX are required when fo//owmg the protocols for EX

,Source lnformauon

ure Management

1. Was the source patientknown? O Y O N

2 Was HIV status known at the time of exposure? OY ON

3 Check the test results for the source patient (P=positive, N=negative, |=indeterminate, U=unknown, R=refused, NT=not tested)
- P N I U R NT

HBsAg
HBeAg

Total anti-HBc
Anti-HBs

Anti-HCV EIA
Anti-HCV supplemental
PCR-HCV RNA

EIA, ELISA
Rapid HIV
Confirmatory test
 Section VI — For HIV Infected Source
1. Stage of disease: (Check one)

O Ehd—stage AIDS 0O Other symptomatic HIV, not AIDS
O AIDS O HIV infection, no symptoms
O Acute HIV iliness O Unknown

2. Is the source patient taking anti-retroviral drugs? O Y ON DOU

2a. If yes, indicate drug(s):

3. Most recent CD4 count: mm3 Date: / (molyr)

coples/ml undetectable
. n to Heaithcare Worker ;
1 HIV postexposure prophylaXIs

4, Viral load

Offered? OY ON DOU Taken: OY ON OU (If Yes, complete PEP form)
2. HBIG given? oYy ON OU Date administered: / /
3. Hepatitis B vaccinegiven: OY ON 0OU Date 1%t dose administered: / /

4. |s the HCW pregnant? oYy ON OU

4a. If yes, which trimester? O 1 O 2 O3 Ou
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f‘Sectaon Vil! -~ Basehne Lab T estmg

Was baseline testing performed on the HCW'7 OY ON DU IfYes, indicate results

Test Date Result Test Date Result

HIV EIA __/___|PIN|I|R|ALT UL
HIV Confirmatory |/ | P|N]| I |R|Amylase WL
Hepatitis C anti-HCV-EIA _/_J__ _|P|N|IT|R Blood glucose /1 | __mmollL
Hepatitis C anti-HCV-supp | __/__ [ P|N| | | R | Hematocrit Y A R
Hepatitis CPRCHCVRNA | __ /[ PiINJ|I Hemoglobin o ____gmiL
Hepatitis B HBs Ag /| P|IN]|I Platelets | ___x10%L
Hepatitis B IgM anti-HBc )| PIN]I Blood cells in Urine | _ /[ | ___ #mm?®
Hepatitis B Total anti-HBc ]| PIN]|I WBC | ____x10%L
Hepatitis B Anti-HBs 1/ ____miU/mL | Creatinine | ___pmoliL
Result Codes; P=Positive, N=Negative, |=Indeterminate, R=Refused | Other: _

 Section | X - Follow-up . . -
1. Is it recommended that the HCW return for follow-up of this exposure’? O Y ON
1a. If Yes, will follow-up be performed at this facility? O Y ON

Section X - - Narrative

In the worker's words, how dld the |‘njury occur'? |

‘ ‘Section X - Preventton

In the worker’s words, what could have prevented the injury?
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Attachment F
INFORMED CONSENT FOR HEPATITIS B VACCINE

I understand the benefits and risks of the vaccination. I understand that vaccination is not
mandatory but highly recommended. I understand that the vaccine should not be given to
anyone that is immunocompromised, allergic to yeast or any of component of the vaccine,
pregnant or nursing mothers unless clearly necessary. Relative contraindications include any
serous active infection, severely compromised cardiopulmonary function, or any person to whom
a febrile or systemic reaction could cause a serious health risk. I certify that to the best of my
knowledge I do not have any of the above listed conditions, have been informed of the potential
risks and benefits of the Hepatitis vaccination, and request to receive the vaccination.

I understand that I must have three doses of the vaccine over the next 6 months to confer
immunity. I know that there is no absolute guarantee that I will become immune or that I will not
have adverse reaction from the vaccine.

I REQUEST THAT THE HEPATITIS B VACCINE BE GIVEN TO ME:

Signature of Employee Date

Department Witness
Date Site Lot Exp Given By:
15t Dose
2" Dose
34 Dose
*SITE: #1 = left deltoid #2 right deltoid

[

#1 Signature of employee:

#2 Signature of employee:

#3 Signature of employee:
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DECLINATION

[1 1 understand that due to my occupational exposure to blood or OPIM I may be at risk
of acquiring Hepatitis B infection. I have been given the opportunity to be vaccinated with
the Hepatitis B vaccine, at no charge to myself. However, I DECLINE TO RECEIVE THE
HEPATITIS B VACCINE and understand that I may be at risk of acquiring the Hepatitis B
Virus, as serious disease. If [ change my mind at a later date I will be able to receive the

Hepatitis B vaccine at no charge to me.

[ T decline the Hepatitis B vaccine as I have received the vaccine in the past.
I received the vaccine in (year).

Signature of Employee Date

Witness
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PATIENT LABEL

SURGERY CENTER OF RENO

INCIDENT REPORT
CONFIDENTIAL - NOT A PART OF MEDICAL RECORD

BRIEF DESCRIPTION (Attach additional sheet, if needed)

Patient/Family aware of incident?_ Yes No
A. LOCATION OF INCIDENT:
Type of Incident (Check only one that most applies)
B. FALLS
0 Slip/fall {1 Found on floor [J Other
C. MEDICATION VARIANCE
O Contraindicated O Omission of dose 0 Wrong patient 0 MD order variance
O Extra doses O Wrong dose O Wrong route 0 Wrong site
00 Confirmed adverse drug reaction 0 Wrong drug/IV solution O Wrong time
D. TREATMENT OR PROCEDURE VARIANCE
[0 Consent/not Documented [0 Complications following procedure O Surgical Count/retained FB
0O Consent/Different procedure O Cancellation - post induction 0 Unscheduled return to OR
or site 00 Delayed treatment [ Inability to complete procedure
O Unplanned transfer to hospital due to complications
[0 Not ordered 00 Specimen handling error 00 Received unplanned blood/products
{1 Omitted 0 Surgical count unresolved 00 Cancellation after admission to pre-op
0 Technique O Undesired 0 Other
E. INFECTION SURGERY CENTER
O Infection/Nosocomial confirmed
F. EQUIPMENT/PRODUCT-RELATED INCIDENT
O Defective O Electrical shock [0 Improper use 0 Wrong equipment
O Electrical Problem O Equipment unavailable 00 Malfunction 00 Other,
LOT #
EQUIPMENT TYPE: MODEL #:
MANUFACTURER: SERIAL #;
G. MISCELLANEOUS
O AMA/Elopement {1 Fire/thermal [1 Patient injury O Patient /family complaint
O Contraband possession 0 Loss/Theft/damaged property O Struck by object
O Exposures/biohazard/chemical O Patient abuse O Security issues O Other
H. MEDICAL TREATMENT
0 N/A 0 Offered O Refused O Referred for further TX O ER visit post-op
Physician Name:
O Notified Date: Time:

Address:




I.  NATURE OF INJURY SUSTAINED (Check only one that most applies)

0 Abrasion, bruise, contusion 0 Back injury O Skin irritation

O Aggravation/pre-exist. Cond. O Electric shock 0O Sprain/strain

O Fracture [1 Phlebitis O Vascular impairment
0 Burn O Hemorrhage 0 Wound disruption

O Cardiopulmonary arrest 0 IV infiltration/extravasate O Unable to determine
O Concussion [0 Laceration 0 None/NA

[0 Contagious disease O Neurological impairment O Other

O Death/at facility O Pulmonary embolism - DVT

O Death/ following hospital transfer 0O Puncture

O Death/ within 72 hours discharge 00 Respiratory impairment

J. RELATED FACTORS (check all that apply)

O Bowel/bladder problem O Refused orders O Unexpected movement
O Improper footwear O Floor wet/obstructed 0 NA
0 Unable to follow orders 00 Safety device used improperly O Other
O Seeking attention O Employee did not follow procedure
O Vision impaired [0 Siderails down
O Horseplay/rowdiness 00 Bed positionHi ___ Lo _
0O Medical/surgical condition [0 Safety device not ordered
O Visitor assisting patient 0O Call light not in reach
O Language barrier
K SEVERITY LEVEL
0 LEVEL1 EVENT IS NOT RELATED TO ILLNESS OR INJURY/NO APPARENT INJURY
0 LEVEL2 OCCURRENCE THAT CAUSES TEMPORARY ILLNESS OR INJURY; WHETHER OR NOT
PHYSICIAN INTERVENTIONS REQUIRED
N LEVEL3 INJURY WITH POTENTIAL FOR COMPLICATION/FOLLOW UP REQUIRED BY MD
0 LEVEL4 MAJOR INJURY; OCCURRENCE IS POTENTIALLY LIFETHREATENING; IMMEDIATE
PHYSICIAN INTERVENTIONS REQUIRED
O LEVELS OCCURRENCE RESULTING IN DEATH WITHIN 72 HOURS
WITNESSES
Name: Name:
EMPLOYEE PREPARING REPORT
Name Date/Time: Title:

L. HOW COULD THIS EVENT HAVE BEEN PREVENTED?

M. Explanation of Investigation/Follow-up/corrective action taken:

Signature: Title:

N. This section to be completed by Medical Director/Administration

The above incident has been generated. Please review the incident and indicate what action is required.

0 No action at this time [0 Discuss in QI
0O Physician review 00 Notify Risk Management
1 Instruction/Education Statistics: 0 Infection 0O Complication

0 Action/Recommendation

Administrator Signature: Date/Time:

Medical Director: Date/Time:

Governing Board: Date/Time:
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Surgery Center of Reno
Quality Improvement Plan

Purpose:

This organization provides ongoing monitoring of important aspects of the care provided.
Health care professionals participate in the development and application of the criteria
used to evaluate the care they provide. The Quality Improvement (QI) program addresses
clinical, administrative and cost-of-care issues, as well as actual patient outcomes. Data
related to established criteria are collected in an ongoing manner. Collected data are
periodically evaluated to identify unacceptable or unexpected trends or occurrences that
influence patient outcomes. Information will be gathered, logged and identified on a
quarterly basis by the Quality Improvement Committee. This will include the laboratory
consultant who will review all logs kept (i.e. blood glucose). The radiology safety officer
will monitor the radiation safety issues for the facility including radiation badge levels.
The pharmacy consultant will review all pertinent pharmacy data_including narcotic
review monthly. In addition, the contract service providers may provide appropriate in-
service education for the staff of the facility as requested by the facility.

QI Indicators to be monitored will include:

1) Patient Satisfaction, Employee Satisfaction, Physician Satisfaction
2) Patient Follow-up: a) post op phone calls b) post —op complications
3) Post Operative Occurrences

4) Medication Use , Pharmacist review, Adverse Reaction Log &

Medication Error Log per occurrence reporting system
5) Cancellations on Day of Surgery
6) Medical Record Review
7) Safety
8) Infection Control
9 Credentials
10)  Employee Files
11)  Ancillary Services
12)  Employee Blood Borne Pathogen Exposures
13.)  Patient Complications — Transfers, Returns to Surgery,

Quality Improvement [ssues:

In addition to the on-going monitoring of QI indicators, staff and department managers
will be encouraged to develop and assess “Quality Improvement Issues” to ensure
department concerns are addressed and corrected. QI activities are consistent with the
characteristics of the organization’s overall QI program. QI activities will follow the five
steps of “closing the QI loop”.

Routine monitoring will also include:

Emergency Cart / Defibrillator checks

Refrigerator and Fluid warmer temperature checks.

The Quality Improvement Plan, the Peer Review Plan and Processes and the Risk
Management Plan are all integrally inter-related in the overall quality processes of the
ASC. When one process is affected all subsequent processes and plans can be affected
and may require follow-up and/or evaluation of the quality of care provided and the risks
to the facility.




QUALITY IMPROVEMENT, RISK MANAGEMENT, AND
PATIENT SAFETY PLAN

Las Vegas Surgery Center
2018

The mission of Las Vegas Surgery Center is focused on delivering the highest quality, cost effective healthcare
that effectively responds to the needs and safety of our patients by minimizing the possibility for injury or harm
to our patients. We are committed to the care, dignity and improvement of human life to the patient populations
we serve.

In keeping with the mission of the Las Vegas Surgery Center community, HCA initiatives, and regulatory
standards for ambulatory surgical care, this plan allows for a planned, systematic, organization-wide approach
to the quality improvement process, and assessing opportunities to reduce risk. This is accomplished through
an effective risk and quality program, as well as a medication and radiation safety plan that are all targeted
toward improving patient safety. The activities will be carried out in a collaborative and interdisciplinary
manner. When identified, individual competency issues and process changes will be coordinated with
management team and human resources. The overall strategies of the program include

» Improving patient safety and reducing risk to patients which includes, but not limited to medication and
radiation safety, safe quality care and reducing risk of injury to patients and staff,

« Reducing medical/healthcare system errors and hazardous conditions by creating an environment in
which patients, their families, surgery center staff, and medical staff are able to identify and manage
actual or potential risks to patient safety,

» Assuring that quality improvement initiatives continue to focus on high priority areas of clinical care,
monitoring of process and outcome indicators; redesigning processes and systems and providing
education to foster improvement,

« Positioning the Las Vegas Surgery Center to achieve earning expectations and maintain effective cost-
containment strategies while providing high quality of patient care, and

o Meeting the expectations of the HCA internal initiatives, as well as the external regulatory and
accrediting bodies through the identification of opportunities to improve patient care, demonstration of
appropriate action taken, and follow up on the effectiveness of action taken.

Strategies will be incorporated in each of the following areas to identify opportunities and set goals to achieve
and sustain the desired results:

Performance Improvement Processes

Quality studies

Risk Management Strategies

Patient Safety Initiatives

Infection Control Strategies

Medication Safety Strategies

Radiation Safety Initiatives

HCA Patient Safety Organization (PSO), LLC

HCA established a Patient Safety Organization, LLC in spring of 2014 in accordance with provisions of the
Patient Safety and Quality Improvement Act (Public Law 109-41). The PSO is a component of its parent entity,
HCA. The mission of the PSO is to conduct activities to improve patient safety and the quality of healthcare
delivery. The vision is to assist participating providers in the elimination of preventable patient harm. The
activities of the organization include:

« Improve patient safety and the quality of heaith care delivery

o Collect and analyze Patient Safety Work Product (PSWP)



Develop and disseminate information regarding patient safety

Utilize PSWP to encourage a culture of safety and provide assistance to effectively minimize patient
risk

Maintain procedures to preserve confidentiality and provide appropriate security of PSWP

Utilize qualified medical personnel

Operate a patient safety evaluation system (PSES} and provide feedback to participants of the PSO
Utilizing the Serious Event Analysis (SEA) process to identify the root causes of adverse events

in early 2016 Las Vegas Surgery Center will begin to participate as a member of the HCA Patient Safety
Organization (PSO), LLC. The Administrator will serve as the designated PSO Contact and oversees all
activities of the PSO for the center. The Risk/Quality Manager shall serve as the Contact Designee, and the
Administrator shall serve as the alternative. The Center will provide patient safety work products (PSWP)
documents as requested by the PSO. The center will receive information from the PSES to evaluate
opportunities for improving patient safety and quality care. All information submitted will remain confidential
within the PSO.

Quality Improvement Plan

The Center maintains an ongoing quality improvement program that has a broad scope to address
administrative, clinical, and cost effective performance. The program also addresses patient outcomes, patient
care processes, as well as medication, radiation and patient safety. Elements of the program include, but are
not limited to a:
» Written plan that addresses the scope of health care services provided by the Center and how the
quality improvement plan for these services is assessed
¢ Interdisciplinary Ql committee for the development, implementation, review and oversight of the
program. The committee has administrative, clinical and physician participation
o Set of goals and objectives that are reviewed and updated at least annually
o Quality improvement activities such as audits and studies to identify problems with processes or patient
care, evaluate them, and develop action plans when indicated. The studies will be done utilizing the ten
(10) step process that is current practice in quality performance improvement
Measurement of data against internal and external benchmarking sources
+ Annual reviews of the effectiveness of the program
Periodic reports to Governing Body that encompasses a summary of the quality improvement activities,
findings and process changes if indicated

Risk Management and Patient Safety

Definitions of Potential Risk Issues:
Event: A discrete, auditable and clearly defined occurrence (NQF)

Occurrence: The action, fact, or instance of something that happens synonymous with an event;

An event, situation, or process that contributes to, or has the potential to contribute to, a patient or visitor injury,
or degrade our ability to provide optimal patient care. Reportable occurrences can generally be divided into the
following types based on severity: Sentinel events, patient and visitor injuries, [adverse events), near misses
(close calls, good catches), and safety concerns.(NPSF)

incident: Synonymous with occurrence or event. An occurrence or event that interrupts normal procedure

and can precipitate an untoward or unplanned outcome, or an unusual event that occurs at the facility, such as
an injury to a patient. Involved damage that is limited to parts of a unit, whether the failure disrupts the system
or not. (NPSF). A patient safety event that reached the patient, whether or not the patient was harmed (NQF).



Adverse Event: Any deviation from usual medical care that causes an injury to the patient or poses a risk of
harm. Events include errors, preventable adverse events, and hazards. An incident in which a patient is

rarmed (WHO). An injury or the risk thereof caused by medical management rather than the underlying
disease. An untoward, undesirable, and usually unanticipated occurrence. An act of commission or omission
arising during clinical care which causes physical or psychological injury to a patient regardiess of
severity,(NQF & NPSF). Any injury caused by medical care. An adverse event does not imply “error,”
“negligence,” or poor quality care. It simply indicates that an undesirable clinical oufcome resulted from some
aspect of diagnosis or therapy, not an underlying disease process (AHRQ). Adverse events may be
preventable or non-preventable (WHO).

Serious Preventable Adverse Events (SPAE) / Sentinel event: A sentinel event is a patient safety event
(not primarily related to the natural course of the patient's iliness or underlying condition) that reaches the
patient and results in any of the following (HCA policy definition):

s Death

¢ Permanent harm

¢ Severe temporary harm

In the ambulatory surgical setting, an event is also considered sentinel if it is one of the following:

» Discharge of an infant to the wrong family

» Abduction of any patient receiving care, treatment, and services

« Any elopement (that is, unauthorized departure) of a patient, leading to death, permanent harm, or
severe temporary harm to the patient

» Hemolytic transfusion reaction involving administration of blood or blood products having major blood
group incompatibilities (ABO, Rh, other blood groups)

» Rape, assault (leading to death, permanent harm, or severe temporary harm), or homicide of any
patient receiving care, treatment, and services while on site at the hospital

« Rape, assault (leading to death, permanent harm, or severe temporary harm), or homicide of a staff
member, licensed independent practitioner, visitor, or vendor while on site at the hospital

« invasive procedure, including surgery, on the wrong patient, at the wrong site, or that is the wrong
(unintended) procedure

« Unintended retention of a foreign object in a patient after an invasive procedure, including surgery

« Prolonged fluoroscopy with cumulative dose >1,500 rads to a single field

« Fire, flame, or unanticipated smoke, heat, or flashes occurring during an episode of patient care

Close Call / Near Misses / Good Catches: Events or situations that could have resulted in an adverse event
(accident, injury, or iliness), but did not, whether by chance or through timely intervention. Such events have
also been referred to as "near miss” incidents. An example of a close call would be a surgery or other
procedure almost performed on the wrong patient due to lapses in verification of patient identification, but
caught prior to the procedure (Source: VA Patient Safety Program).

Reportable Event: Any event that is mandated to report by regulatory agencies or corporate within defined
time frame. (HCA, CMS, FDA, SMDA, and/or local /state agencies).

Serious Event Analysis (SEA): A method of problem solving that tries to identify the root causes of faults or
problems. The SEA process evaluates the underlying “why’s” for the variance and solve problems by
attempting to identify and correct the root causes of events, as opposed to simply addressing their symptoms.
By focusing on the correction on root causes, problem recurrence can be prevented. An analysis is done after
an event has occurred. All staff members involved, as well as, the Risk Manager, physicians invoived shail
participate in the SEA analysis. The SEA process is typically used as a reactive method of identifying event(s)
causes, revealing problems and identifying opportunities to reduce the risk of future occurrences. The SEA
action plan is reported at the quality meetings, MEC and GB meetings. In 2016 the ASD will be move toward
an online program for analysis of serious events called Serious Event Analysis (SEA).



Risk Management: The Center maintains an ongoing risk management program that is designed to protect
the life, safety and welfare of the patients and employees. Risk management addresses strategies from the
yrganizational, operational, human resource and liability areas of the organization. Goals of the program
include:

Improving patient safety and reducing risk to patients

Reducing medical/healthcare system errors and hazardous conditions by creating an environment in
which patients, their families, surgery center staff, and medical staff are able to identify and manage
actual or potential risks to patient safety

Reviewing and tracking of all variance reports and litigations for trends

Reviewing and tracking of all adverse outcomes, near misses (close calls) or sentinel events to identify
gaps or opportunities for improvement

Maintaining a strong credentialing and privileging process and current bylaws that meet community
standards

Keeping abreast of current standards for risk management and adapting practice and policies that are
compliant with standards

It is evident through the goals, activities and processes that the quality improvement and risk management
programs intertwine and cross all spectrums of the organization. Quality care, as well as patient and employee
safety is at the center focus of both programs. The operational linkage between Risk management, Safety,
Quality and Infection Control is accomplished through the following mechanisms:

issues or trends identified through chart reviews, peer reviews, safety, radiation and infection control
rounds are discussed and referred to the appropriate department for evaluation and/or corrective action
Data from variances , identified trends, adverse events or any events that impact the quality or safety of
patient care will be reviewed and referred to appropriate risk and leadership personnel for investigation,
analysis and corrective action

The Risk Manager will review current issues and risk reduction strategies with appropriate personnel
and develop a plan of action. This action plan will be reported to MEC/GB.

The Quality Committee will serve as the oversight committee for Patient Safety and Risk management.
Medication Safety and Radiation Safety fall within a subsection of the Quality Committee and will be
addressed as indicated.

These plans engage active involvement of all members of the healthcare team, as well as patients, families and
physicians, addressing an environment which:

Encourages recognition and acknowledgment of opportunities to improve quality performance and to
reduce risks to patient safety

Initiates actions to improve processes or reduce these risks

Encourages internal reporting of what has been found and the actions taken

Focuses on processes and system

Minimizes individual blame or retribution for involvement in a medical/health care error; and
Challenges ieaders of the organization to be responsible for fostering a "non punitive” culture of
c?lnti_ngous improvement, reducing risk, and creating a safe environment for patients, employees and
physicians.

Medication Safety: The Regional HCA Pharmacist oversees the medication practices and processes at the
center. Their duties include, but not limited to:

Conducting medication rounds and audits providing feedback on areas of opportunities. This includes
validation of safety medication practices

Collaborating with the center on choice of pharmaceutical vendors and formularies

Collaborating with the center on policy review and development

Participating in review of any medication error or diversion

Assuring controlled substance ordering and monitoring is in accordance to state and federal reguiations

All relevant activities are reported through QI/MEC/GB commitiees

4.



Radiation Safety: This facility utilizes radiation emitting equipment and therefore, by direction of the
Govering Body/Board. Radiation Safety will be a subgroup of representatives will be included under the
/Safety/Risk committee to report radiation safety activities. Key activities are established by the Radiation
Right policies identified as CSG.MI.001 Governance and CSG.MI.003 Fluoroscopy:

o Designate an individual that is approved by MEC/GB to oversee the program

« Oversee ongoing measurement, periodic review, and improvement of key radiation safety practices
and provide a quarterly report to the QI/Risk/Safety committee
Periodic maintenance of equipment
Maintaining exposure time logs
Communicate relevant radiation safety activities, as necessary, to the staff.
Serve as a resource for radiation safety as it relates to staff and patient safety/regulatory issues and for
the regulatory component of accrediting agencies.
¢ Educate staff on radiation safety practices

Infection Control: The center conducts an annual infection control risk assessment (ICRA) fo identify areas
of opportunities to reduce the risk of infections. The ICRA is completed annually and reviewed annually by
QI/MECIGB. (See Infection Control Pian) All infection control activities are reported though QI'MEC/GB.

Peer Review: Ambulatory Surgery Centers are required by AAAHC, CMS, and other regulatory agencies to
conduct quality improvement and peer review on Medical Staff and Dependent Healthcare Practitioners (DHP).
Peer review activities include ongoing random review, specialty specific review and review of events /
complications. Whenever possible, peer review is done by a physician of like specialty.

Whenever possible to avoid conflict of interest, peer review cases will be referred to physicians who are not
affiliated with the practitioner being reviewed, and no physician will review a patient’s care in which she/he has
been professionaily involved. Provisions are made to have cases evaluated by an outside expert when

necessary.

Confidentiality: All quality improvement and peer review activities and data are considered confidential. Any
requests for outside sources for any QI, Risk management, Peer Review or credentialing information or reports
will be forwarded to the appropriate HCA administrative/corporate staff when indicated.

ORGANIZATION STRUCTURE AND PROCEDURE

Role of Leadership: Leaders play a key role in facilitating improvement and ensuring a safe environment.
The Las Vegas Surgery Center leadership includes the Governing Body, Medical Executive Committee; the
facility based Medical Directors, Administrators, Risk/Quality/Safety/infection Control designees and Clinical
Managers. Leaders foster quality improvement through planning, educating, setting priorities, providing support
such as time and resources, and empowering staff as appropriate.

Governing Board/Medical Executive Committee: The Board has the ultimate authority and accountability
for the quality and risk programs to ensure that the quality of patient care is provided in an efficient, timely and
cost-effective manner. The Governing Body provides support for the improvement strategies and delegates to
the Medical Executive Committee and leaderships at each facility, the authority to perform assessment and
improvement activities through committees and teams. Quarterly, the Governing Body shall receive a report on
the activities of the quality and risk management programs.
These functions include, but nof limited too:
e Assure Ql/Risk/Radiation/Medication/Patient Safety is an integral part of the Center’s objectives, plans
and management structure
Provide resources to support the QlI/Risk/Patient Safety programs.
Assure that improvements are sustained and evaluated for effectiveness



« Review and approve policies, reports, QI/Risk/Safety/IFC data collection and analysis, the
Ql/Risk/Patient Safety plans and annual evaluation.

Administration: The facility Administrators are responsible for providing qualified personnel to support the
proper functioning of quality improvement and risk management activities. Administration will participate in
performance improvement activities and in the assignment of priorities to the functions identified by
performance improvement activities.

Key Goals:

Assure patient care is delivered safely

Ensure the ongoing competencies of the staff

Support an environment that promotes process improvement, quality outcomes, reduction in risk,
patient and employee safety and customer satisfaction

« Oversee reviewing and keeping current with regulatory standards ( CMS,CDC, state and AAAHC)

Key Activities:

« Develop specific goals, objectives, and targets for quality improvement, risk management, infection
control and radiation/medication/patient safety

« Designate responsibility to qualified individuals or an interdisciplinary committee for ensuring that quality
and risk goals/objectives, as well as patient safety are achieved

» Provide adequate time and training, as well as resources, for personnel to participate in quality
improvement activities and to improve patient safety

o Assure clear systems and policies/procedures for internal and external reporting of information relating to
performance indicators/measures and medical/health care errors are designed

« Support a system that builds and reinforces a non-punitive culture for reporting and reducing errors.
Actively encouraging all staff to identify and report hazardous conditions and errors in a blame-free
environment

 Establish or supporting changes in processes, functions and services to sustain improved performance
and to prevent recurrence and reduce risk to patients

« Assure the effectiveness of the quality and risk management goals/objectives and contributions to
improving patient safety are measured and assessed annually

Quality Improvement/ Risk/Infection Control/Patient Safety Committee: Each facility has a quality
improvement committee which derives goals from the Governing Body, Medical Executive Committee,
Administration, staff and other sources. Primary responsibility of this committee is to maintain a culture of
patient safety throughout all patient care processes and organizational functions. This committee is
interdisciplinary and includes, but not limited to the QI/Risk/IFC Manager, Facility Administrator, Medical
Director and Clinical Managers. Other members such as supervising radiologist, pharmacy nurse etc will be
added to the committee as indicated by the agenda. The committee is designed to provide upper management
support and direction for improvement efforts.

The following staff members will be assuming the following roles for the year 2018, upon approval from the
MEC and Governing Body:

Quality Improvement Committee Chair: )
Risk Manager: L
Infection Control Coordinator: T
Patient Safety Committee Chair. SR



Radiation Safety Officer SRR

Key activities:

Establish and oversee ongoing measurement, periodic review, and improvement of key processes
Assist in identifying opportunities for improvement and participate in QI studies. In addition conduct re-
audits to assure the changes have remained effective

Participate in Ambulatory Surgery Division quality, risk and patient safety initiatives including Best
Practices

Communicate relevant activities, as necessary, to the staff

Support a system that builds and reinforces a non-punitive culture for reporting and reducing errors
Serve as a resource for patient safety/regulatory issues and for the regulatory component of accrediting
agencies

Provide periodic reports on quality improvement activities to Medical Executive Committee and
Governing Board

Educate staff on quality, risk and patient safety activities

Quality Studies: Quality studies will reflect the scope of services, priorities and findings from performance
monitoring or other sources. Studies will address clinical, administrative, andfor cost of care issues and will be
documented in the (10) step format which includes:

State the purpose of the process improvement opportunity/purpose of the study
Identify the goal of the study

Description of data to be collected and established criteria

Evidence of Data Collected

Data analysis

Comparison of actual data to goal

Development of corrective action and execution timeline

Re-measurement and monitoring to determine if actions have been achieved and improvements are
sustained

Development of additional corrective actions if needed

Communication of results to appropriate personnel, MEC and Governing Board

Staff Education: The staff receives an orientation on quality improvement, risk management, infection
control and patient/employee safety initiatives to be completed within 30 days of employment as part of new
employee orientation. At least annually, a review of the process and accomplishments will be conducted
through an appropriate mechanism. Clinical leaders will receive periodic training on any updates to initiatives,
new statistical reporting or other information as indicated.

Ongoing Measurement: Ongoing measurement is overseen by the Quality/Risk Manager in collaboration
with the Facility Administrator and Medical Director. These are outlined on the addendum to this plan.

Design of New Processes: When Las Vegas Surgery Center is considering a new process (for example,
providing a new patient service, constructing a new facility, or redesigning an existing service), a multidisciplinary
team will be convened to ensure that the process considers:

The organization’s mission, vision and strategic plans

Patient and community needs

Information about performance and outcomes of the process (including information from reference
data bases)

Current evidence based practice and research

Current regulatory standards



Periodic Assessment and Improvement: Based on ongoing review of measurement data, this plan provides
¢ - assessment of data against historical trends and available benchmarks whenever possible. All measures are
. .iewed quarterly by the Quality Committee, Medical Executive Committee and Governing Board.

Assessment is automatically triggered for any of the following:
s By any sentinel event
« By important undesirable single events, which include at a minimum:
Credentialing or bylaw violation
“Close call / Near miss” event
Significant injury or death
Any significant untoward event during moderate sedation or anesthesia
Any serious adverse drug or medication error event
Any significant hazardous condition
Any significant infection control breech or trend
« By important undesirable patterns or trends, which include at a minimum:
o Staffing effectiveness or clinical issues
o Any quality measure that varies substantially from an expected range
o When the organization’s performance significantly varies below that of other ambulatory surgery
settings or recognized standards

00000

o

Select quality data is submitted to corporate and trended with internal benchmarks across the company. This
information is shared at the facility, division and corporate ievel. This information is used to develop corporate
wide quality and risk initiatives and for external benchmarking in the ambulatory surgery arena.

In addition to ongoing measurement, the Center may at any time proactively assess its culture of patient safety

~ well as specific processes of care that have been within the healthcare industry as having the pofential to

4rm patients. Also the Center may periodically assess processes using tools provided from a variety of outside
sources to identify potential risks to patients and opportunities for improvement.

ONGOING QUALITY AND RISK MANAGEMENT - PERFORMANCE MEASUREMENTS

Customer Satisfaction Surveys
« Patient surveys done after discharge (written survey, call, email)
Post op phone calls
Employee Surveys as designated by corporate
Physician surveys as designated b corporate
Patient complaints (response and corrective action)
Physician complaints (response and corrective action)

Patient Flow :

On time start of surgical cases
Consistent delays in surgeries
Turn around time

Cases pulled correctly

Equipment issues

Cancelled cases (pre and intra-op )

Anesthesia Care
o Conscious sedation monitoring standards are standardized and consistent
« Anesthesia Care: complication rates for generaliregional, assessment and plan of care developed prior
to the start of anesthesia, physiological monitoring
+ Annual malignant hyperthermia drill



©re-op Care

Completion of One Medical Passport prior to day of procedure

Use of anesthesia alerts to evaluate patient medical history to determine if patient a candidate for the
ambulatory surgery setting

Appropriate follow through on obtaining pre-op diagnostic studies per anesthesia guidelines and follow
up on abnormal reports

Pre op instructions

DVT assessment —including use of SCD when indicated

Falls Assessment

Sleep Apnea assessment and incentive Spirometer started on designated patient population (if
applicable)

Intra-op Care and Processes

Time Out/correct site process
Retained foreign bodies
Wrong sites

Near misses / close calls
Blood usages

Complications

Complications

Unexpected complications

Post op DVT/PE

Transfers to acute care (Direct Hospital Admits/ ER Transfers)

Hospitalization or ED visit within 72 hours of discharge (Indirect Hospital Admits / ER visits)
Variances of expected performance through clinical record review

Mortality within 7 days of procedure or related to procedure.

Falls

Burns

Loss of Vision

Unplanned vitrectomy foliowing cataract surgery

Resuscitation / Emergency Response

Code blue drili(s) - Adult and Pediatric if there is a pediatric population
Malignant Hyperthermia drill

Emergent Blood drill

Crash carts, Malignant Hyperthermia carts checked according to policy
Lipid rescue drill

Diagnostics Results

Pre-op diagnostic studies clinically reviewed and documented.
Pre- and post operative diagnosis agreement

Medication Usage

Utilize “One Source” truth for allergy documentation

Medication Reconciliation process

Use of Medication Administration Record (MAR) for consistency in medication documentation
Medication errors

Adverse drug reactions

Appropriate labeling of high alert and look alike/sound alike medications



independent double checks with administration of designated high risk medications
Controlled substance audits

Externa! pharmacy audits

Surveillance of security of medications and needles

Verbal and telephone orders are read back and verified

Appropriate medication ordering, preparation and administration of medications.
Utilizing approved compounding pharmacies and continual monitoring for FDA alerts.

Infection Control

Annual infection controf risk assessment (ICRA)

Proactive influenza vaccination proegram

Compliance with hand washing standards- direct cbservation.

Monitor compliance with cleaning protocols

No use of razors except for urology cases

Appropriate timing of pre-op prophylactic antibiotic administration

Post-op infections (rate, type of organism, environmental causes) within 30 days of surgery
Implant monitoring for 90 days

OHSA training during orientation and annually

Employee, physician, allied heaith and patient exposures

Appropriate sterilization processes for instrumentation (quarterly audits -~ HCA BoosterPak )
Appropriate endoscopy re-processing (quarterly audits — HCA BoosterPak)

Monitoring 1USS rates monthly

24/7 Monitoring of temperature and humidity of designated rooms

Provision of Care/ Medical Record Review

L ]
L]
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Appropriate credentialing of medical staff

Physician H&P on chart prior to start of surgery

H&P reviewed on day of surgery and updated if indicated to include patient acceptable candidate for
ASC setting

¢ Required elements of assessment documented
e Pain assessment on admission, during Phase | and prior to discharge
¢ Fall assessment during admission process and discharge
» Operative reports: timeliness, content, intra-operative progress note completion
« Appropriate monitoring during !V conscious sedation by non-anesthesia personnel
o Timely medical record completion
+ Medication Reconciliation completed
Equipment
¢ Routine preventive maintenance
« Compliance with process of notification and removal of malfunctioning equipment.
s Initial and annual competencies
« Utilize “One Source” to verify appropriate use of equipment
Safety
e Surveillance rounds and corrective follow up on deficiencies
« Process for notifying and following through on recalls
« Periodic checks for life safety and environmental equipment
o Fire drills
¢ Emergency preparedness drills
¢ Infant/child abduction drill
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Sharps prevention program
incapacitated healthcare provider drill
Active Shooter drill

Emergency Preparedness

Develop a Hazardous Vulnerability Analysis (HVAC) grid

Written emergency preparedness plan that incorporates community resources
Emergency preparedness drills and critiques

Active Shooter Drill

Incapacitated and/or impaired healthcare provider

Radiation Safety

Staff and physician training in radiation safety

Physician and staff training in use of C-arms

Compliance with radiation safety measures- direct observation
Appropriate use of radiology equipment and shielding
Dosimeter badge reports

Patient Safety

Use of two patient identifiers- direct observation

One source truth for allergies noted and communicated
Time out verification for procedures

Surgical Site marking

Appropriate use of abbreviations

Latex allergy precautions

Falls prevention guidelines

DVT assessment

Close calls

Hand off communication

EVALUATION OF THE 2017 QUALITY PROGRAM

1. Evaluation of 2017 Quality/Risk/Patient Safety Plan

100% Grievances entered into Risk Management workbook and addressed within time frame dictated
by policy in 2017. (# grievances within time frame / #total grievances entered)
100% staff that received annual Risk Management In-service in 2017. (#33)
100% compliance with 2017 Clinical Safety Improvement Program - CSIP
100% of the HCA High Level Disinfection & Central Sterile Processing Boosterpak deliverables met
100% ( 3 ) Sentinel Events in 2017 and SEA completed for each adverse event.
List Quality Studies completed in 2017:
o Hypertension following a nasal procedure on a specific physician
o IUSS rates
o Patient falls
Comments:

2. Evaluation of 2017 Goals - met / not met (if not met — Explain)
A. Division Goals

To reduce the number of sharp occurrences - not met.
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o All FWD centers reported a sharp occurrence in 2017 — 37 total occurrences. All but
one occurred in the OR.

¢ To reduce the number of patient falis — not met.
o Centers reporting patient falls in 2017 have deviated from the falls prevention practices

as specified in the falls prevention toolkit.
To increase the OMP usage - met
100% compliance in Prophylactic iV antibiotic administration - met.
To complete the 2017 Risk Reduction Program Initiatives. — not met.
o All but 1 FWD ASC reported a 100% compliance.
o To meet the 2017 ASD Clinical Objectives - met.

Center specific Goals

List your 2017 center specific goals here — explain if not met

To decrease the IUSS rate by 25%. — The center decreased 1USS by 18% from 12/16 — 12/17. The
center continues to order additional instruments to further reduce the percentage.

Continue using the Infection Control Rounding Tool monthly.

e To encourage the use of One Medical Passport to increase our percentage rate to 85%. The resuit
was 67%. This was not met due to patient population and not having sufficient staff to create the
passport over the telephone.

The Passport and the Time Out process must be followed accurately and completely.

The process of intraocular instrumentation must be evaluated monthly using the audit form and be
completed by the OR Charge nurse and Sterile Supply Technician.

2018 QUALITY / RISK GOALS

2018 ASD Clinical Agenda
¢ Industry leading quality and service
o Assessment and promotion of a patient safety culture through the Culture of Safety Survey
(CSIP)
o Continued verification of clinical stan