2017 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 patient’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 biood
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.07.05.01 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.

%e 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.
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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 unekpected 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

e 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. i

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

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

X] Administrator

X] Medical Director
Clinical Managers
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:

e 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.

I Safety Management Plan

II. Security Management

II1. Hazardous Materials and Waste Management
Iv. Emergency Preparedness Program

\Y% 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)
e CODE WHITE - EMERGENCY ASSISTANCE (Disorderly or Violent Behavior)
¢ 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 objectives 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);
¢. 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:
B Patients’ activities including scheduling, modifying, or discontinuing services, control
of patient information, and patient transportation;
= m Staff activities (for example, housing, tlansportatlon and incident stress debriefing);
e Staff-family support activities;
m - Logistics of critical supplies (for example, pharmaceutlcals medical supplies, food
supplies, linen supplies, water supplies);
® ~Security (for example, access, crowd control traffic control); or
m Interaction with the news media;
== j.=Evacuating the entire facility when the env1ronrnent cannot support adequate patient care
- and treatment;
~ k. See attached emergency phone list and SCOR staff phone list for contact information
= - 1:- 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:

e oA
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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

e 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 IHCC 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 employee phone list). 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 supphed 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.

Who Should Know This Policy

[] Pre-Op Staff X All Employees X Clinical Managers
[ ] Post-Op Staff [ ] All Clinical Staff Medical Director
[ ] PACU Staff [] All Business Office Staff XI 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. 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. If an
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.

4. 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)

b

0% N o

- 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 cait 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 DX All Employees D> 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 Administrator [X[Medical Director [X]Clinical Managers

[X] Director of Nursing
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1V.B.2 BOMB THREAT —Code Black

POLICY:
e 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
916-682-4492 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

zone.

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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c) 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 Clinical Managers
[ ] Post-Op Staff [ 1 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:
XGoverning Body [X] Administrator [X]Medical Director [X|Clinical Managers
X Director of Nursing
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IV.B.3. EARTHQUAKE, F1.OOD, 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.

I. 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.

(4) Don't use open flames until you are advised that is safe to do so.
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(5) Stay calm.

2. Staff should protect patients:

a)
b)

c)

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:

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

check patients for injuries.

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.

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.

1.

2.

3.

-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 1f possible.

Secure and tag all non-essential utilities.

2. Take steps to restore essential services, if necessary.
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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
2. 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.

III. 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: e : —
« === Ar During a thunderstorm, the occupants are encouraged to remain in the SCOR until it

~mois safe to leave SCOR. Move occupants away from windows.

=22 B. Unused and unnecessary equipment will be unplugged. Avoid using the teléphone,
=-~including cell phones, unless absolutely necessary. Avoid using electrical appliances.
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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 All Employees DX Clinical Managers
[ ] Post-Op Staff [ All Clinical Staff X] Medical Director
[ ] PACU Staff [ 1 All Business Office Staff X Administrator

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

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

Director of Nursing
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D-1V.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 Oz 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 Crisis

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.
d. Document events on MH documentation record until a second licensed nurse arrives, then

reassign documentation to him/her,
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€.

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

5. 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 I'Vs, 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.)

6. OR personnel or designee ‘ .

a. Call Administrator and Director/Clinical Managers for additional help in OR.

b. 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.

c. 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.

d. Call 91l as instructed by the anesthesiologist when transfer arrangements have been
completed.

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

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

D. Equipment

1. Malignant hyperthermia cart; see list for inventory, retrieve cold Saline solutions
from PACU MH refrigerator and ice.
E. Signs and Symptoms
1. Unanticipated doubling or tripling of end-tidal carbon dioxide.
2. Skeletal muscle rigidity (even in presence of neuromuscular blockage).
*NOTE: Masseter muscle spasm after use of Succinylcholine may be
associated with malignant hyperthermia.

3. Tachypnea, tachycardia, unstable blood pressure, cyanosis
4. Hypoxemia
5. Myoglobinuria (cola-colored urine)
6. Increased temperature, fever (may be a late sign)
F. Treatment
1. As outlined in Emergency Treatment for Malignant Hyperthermia (See below)
2. Documentation: On-going documentation will be completed by an RN

General Qutline of Emergency Treatment for Malignant Hyperthermia

PROCEDURE: Acute Phase
1. Notify the Surgeon
» Discontinue all volatile agents and Succinylcholine.
> Hyperventilate with 100% oxygen. Increase O 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
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>

3.
4.
5.
>
6.
>
>
>
7.
>

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.
Administer Sodium Bicarbonate for metabolic acidosis (1-2 mEq/kg IV if blood gas

values are not available.

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.

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.

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

Bicarbonate 1-2 mEq/kg IV.

For pediatric, 0.1 units insulin/kg and 1ml/kg 50% glucose or 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).

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 DX All Employees DX Clinical Managers
[] Post-Op Staff [ ] All Clinical Staff Xl Medical Director
[] PACU Staff [] All Business Office Staff Xl Administrator
XDirector of Nursing

The following positions are responsible for the accuracy of the information contained in this document:
XGoverning Body [X] Administrator )XMedical 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 DXMedical Director D<JAdministrator
X] Contracted Pharmacist

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

X|Contracted Pharmacist Director of Nursing
REFERENCE: Appendix: Medication Management: Adverse (drug) reactions — Medicare standard 416.48 (a) (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 into
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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e. 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.

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

g. 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.

h. 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.

1. 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.
€. 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
sitvations. 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.



SURGERY CENTER OF RENO

Section: Appendix OSHA

Policy: Bloodborne Pathogens Standard, 29 CRF 1910.1030 (g)(2),

Subject: Bloodborne Pathogens Exposure Plan, Attachment A: Methods of

Compliance

Effective Date: 2-06 Review / Revision: 2-07, 2-08, 2-09, 3-10, 3-11, 3-12, 3-13,
3-14, 3-15, 3-16, 3-17

Page 7 of 8

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.

Who Should Know This Policy
DAl Employees [X]Clinical Managers X]Administrator [X]Medical Director
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The following positions are responsible for the accuracy of the information
contained in this document:
XlGoverning Board [X]Administrator X]Medical 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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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

washing Protection Protection

Bedpan, Urinal Emptying X X

Changing visibly soiled or

contaminated linen/sheet/uniform X X .

Circulating in the O.R. X X o *E

Cleaning patient with incontinence

of urine or feces X X -

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

Cleaning up spills of blood/

body substance X X *E o * ok

Cleaning surgical instruments X X o ok o

Collecting specimen X X ok *H *H

Direct contact with blood/body

substance X X - s -

Dressing Change X X XN A If infection

suspected.

Handling, Infectious or Possibly X X *H

Infectious Material
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Starting/Discontinuing I.V. X X
Intubation, Assisting with
Endotrachial/Nasal x x x
ok ok * ok

Suctioning, Endotracheal/Nasal/Oral X X
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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:

[ ICategory 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 [
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.

[ ICategory 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. |
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
Employee:
Name, Last: First: Middle:
Gender: OF O M 0O Other Date of Birth: / /
Work Location:
Occupation: If occupation is physician, indicate clinical

— specialty:_
postire Information -

 Section | — General Ex

1. Date of exposure: / /
2. Number of hours on duty: 3. Time of exposure: OAM O PM
6. Location where exposure occurred: 5. Is exposed person a temp/agency employee? 0 Y O N

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

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

O Visibly bloody O Body fluids: (Check one)
O Not visibly bloody O Visibly bloody
O Tissue O Not visibly bloody
O Other (specify):
0 Unknown If body fluid, indicate one body fluid type:
O Amniotic O Saliva
9. Body site of exposure: (Check all that apply) O CSF O Sputum
O Hand/finger O Pericardial O Tears
0O Eye O Peritoneal 0 Urine
O Arm 00 Foot O Pleural O Feces/stool
O Leg 0 Mouth O Semen O Other (Specify):
0 Nose O Synovial

l O Other (specify): O Vaginal fluid




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

O Device (select one)

Hollow-bore needle

O Arterial blood collection device

O Hypodermic needle, attached to
syringe

O 1V catheter — central line

O Prefilled cartridge syringe

O Hemodialysis needle

0O Winged-steel (Butterfly ™ type)
needle

Suture needle

[0 Suture needle

Other solid sharps
O Bone cutter

O Elevator

O File

O Pin

O Rod (orthopedic)
O Scissors

O Wire

Glass
[J Capillary tube
O Pipette

Plastic
O Capillary tube

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

| Section Il - Percutaneous Injury .
1. Was the needle or sharp object visibly contaminated with blood prior to exposure? O'Y O N

O Deep puncture or wound
O Unknown

3. What needle or sharp object caused the injury (Check one)
[0 Non-device sharp object (specify):

O Biopsy needle

00 Hypodermic needle, attached to IV
tubing

O IV catheter — peripheral line

O IV stylet

O Dental aspirating syringe w/ needle

O Hollow-bore needle, type unknown

O Bur

O Explorer

O Lancet

O Razor

O Scaler/curette
O Tenaculum

0 Blood collection tube
O Slide

O Blood collection tube

O Catheter securement device

4., Manufacturer and Mode!l:

0O Bone marrow needle
O Unattached hypodermic needle

O Huber needle
0O Spinal or epidural needle
0O Vacuum tube holder/needle

O Other hollow-bore needle

O Electrocautery device
O Extraction forceps

O Microtome blade

O Retractor

0O Scalpel blade

O Trocar

O Medication ampule/vial/bottle
O Specimen/test/vacuum tube

O Specimen/test/vacuum tube

0O 1V delivery system

O Unknown sharp object
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5. Did the needle or other sharp object involved in the injury have a safety feature? OY 0O N

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

O Bluntable needle, sharp

[0 Hinged guard/shield

1 Retractable needle/sharp
O Sliding/gliding guard/shield

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

0 Unknown safety mechanism

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

O Before activation of the safety feature was
appropriate

0 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
0 During use of the item
[1 After use of the item before disposal

O Safety feature failed, after activation

0O Safety feature not activated
[ Other (specify):

[0 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
O Performing phlebotomy
O Performing arterial puncture

Giving a percutaneous injection
O Giving an M injection
1 Giving a SC injection
Performing a line related procedure
0O Inserting or withdrawing a catheter

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

O Suturing

O Incising
Performing a dental procedure

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

O Periodontal surgery
Handling a specimen

O Transferring BBF into a specimen container
Other

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

[0 Performing a fingerstick

[0 Other blood-sampling procedure
(specify):

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

[0 Injecting into a line or port
[0 Connecting an I.V. line

O Palpating/exploring

O Specify procedure:

O Oral surgery
O Simple extraction
O Surgical extraction

O Processing specimen

O Unknown
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8. What was the activity at the time of injury? (Check one)

O Cleaning room O Collecting/transporting waste

O Decontamination/processing used equipment OO Disassembling device/equipment

O Handling equipment O Opening/breaking glass container (e.g., ampule)
O Performing procedure O Placing sharp in container
O Recapping O Transferring/passing/receiving device

O Other (specify):

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

O Exposed person
O Co-worker/other person

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

10. What happened when the injury occurred? (Check one)

O Patient moved and jarred device O Contact with overfilled/punctured sharps container
[0 Device slipped O Improperly disposed sharp

0 Device rebounded O Other (specify).

O Sharp was being recapped O Unknown

O Collided with co-worker or other person
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Sectlon iil - Mucous Membrane andior Skm Exposure - ‘ ;
1. Estimate the amount of blood/body fluid exposure: (Check one)

O Large (> ¥4 cup or 50cc)

O Small (<1 tsp or 5cc)
0 Moderate (>1 tsp and up to % cup, or 6-50 cc)

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

0O Airway manipulation (e.g., suctioning airway,
inducing sputum)

OO Bleeding vessel

O Changing dressing/wound care

O Cleaning/transporting contaminated equipment

O Endoscopic procedures
O IV or arterial line insertion/removal/manipulation

O lrrigation procedures

O Manipulating blood tube/bottle/specimen
container

0 Unknown

O Patient spit/coughed/vomited

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)

OO Other (specify).

O Unknown

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

O Face shield
0 Gloves

O Goggles

0O Gown

Sectloan— Blte - .
1. Wound description: (Check one)

O No spontaneous bleeding

O Spontaneous bleeding

2. Activity/event when exposure occurred: (Check one)
O During dental procedure
O During oral examination
O Providing oral hygiene
00 Providing non-oral care to patient

O Mask/respirator
O Other (specify).

O No barriers

O Tissue avulsed

O Unknown

O Assault by patient
O Other (specify):

O Unknown
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Note. Section V-IX are required When fo//owmg the protoco/s for Exposure Management -

 Section V - Source Information -
1. Was the source patientknown? OY ON

2. Was HIV status known at the time of exposure? O'Y ©ON

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

HBsAg
HBeAg

Total anti-HBc
Anti-HBs
-~;Hepat1ﬂs C .
Anti-HCV EIA
Anti-HCV supplemental
PCR-HCV RNA

EIA ELISA
Rapid HIV

Confirmatory test
;Sectlon Vi- - For HIV Infected Source
1. Stage of dlsease. (Check one)

O End-stage AIDS O Other symptomatic HIV, not AIDS
O AIDS O HIV infection, no symptoms
O Acute HIV illness O Unknown

2. Is the source patient taking anti-retroviral drugs? OY ON OU

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

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

4. Viral load: copies/mi undetectable Date: / (molyr)
Section VI - Initial Care Given to Healthcare Worker
1. HIV postexposure prophylaxis:

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

4. 1s the HCW pregnant? oy ON OU

4a. If yes, which trimester? 01 02 O3 OU
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:Secﬂcn Vilt-—BaseimeLab Testing . .. .-
Was baseline testing performed onthe HCW? O Y O N DO U If Yes, indicate results

Test Date Result Test Date Result

HIV EIA I/ PN I |RJALT A A e VR
HIV Confirmatory /| P|INJ| Il |R|Amylase Y A N (V[
Hepatitis C anti-HCV-EIA I/ | P|{N]J| I |R|Bloodglucose ]l __ mmollL
Hepatitis C anti-HCV-supp | _/ /| P | N | I | R | Hematocrit %
Hepatitis CPRCHCVRNA | _/ /(P |IN{ I Hemoglobin | gmiL
Hepatitis B HBs Ag I | PIN]I Platelets o x10%L
Hepatitis B IgM anti-HBc I | P|INJI BloodcellsinUrine | _/ /| __ #mm?3
Hepatitis B Total anti-HBc PN WBC 1 x10%L
Hepatitis B Anti-HBs _ I/ {___ mlU/mL | Creatinine /| ___ umolL
Result Codes: P=Positive, N=Negative, I=Indeterminate, R=Refused | Other: 1

 Section IX - Follow-up ; ; ; ...
1. Is it recommended that the HCW return for follow—up of this exposure'? O Y O N
1a. If Yes, will follow-up be performed at this facility? O Y O N

_Section X — Narrative ...
In the worker's words, how did the |njury occur’?

Section XI - Prevention .
In the worker's words, what could have prevented the InJury’?

Label Label
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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. [ 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

3" 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

[ ] T 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, | DECLINE TO RECEIVE THE

HEPATITIS B VACCINE and understand that [ may be at risk of acquiring the Hepatitis B
Virus, as serious disease. If I change my mind at a later date I will be able to receive the

Hepatitis B vaccine at no charge to me.

[1 I 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



Transfer switches shall be subjected to a EmEﬁosmSoa and testing program that includes the following:
UMonthly testing and operation

JAnnually
OChecking of connections

OlInspection or testing for evidence of overheating mBa excessive contact erosion
UORemoval of dust and dirt.

[OReplacement of contacts when required (8.3.5)

M. Eim:axnm Requirements Testing
mwmm Including all appurtenant components, shall be inspected WEEKLY and exercised under load MONTHLY
(8.4.1).

A log should be kept of the weekly and monthly checks / exercises.
Sample maintenance logs are available in the contents of the NFPA-110 documents
Routine Maintenance program shall be over seen by a properly instructed individual (8.4.5)

Maintenance Requirements Monthly Testing

O 0Section 8.4.2) Diesel generator sets in service shall be exercised at least once monthly, for a minimum of 30
minutes, using one of the following methods.

1) Loading that maintains the minimum exhaust gas temperatures as recommended by the manufacturer.
2)Under operating temperature conditions and at not less that 30 percent of the EPS nameplate kW rating.

3)If the engine cannot be operated until the water temperature and the oil pressure have stabilized and then the test
shall be terminated before the 30 minute time period expires. .

Maintenance Requirements Annual Load Bank T esting




Section 8.4.2.3 Umom&lwoé@ga, EPS installation that do not meet the requirements of 8.4.2 shall be exercised
monthly with the available EPSS load and exercised annually with supplemental loads at

wmnxvomﬂmgoﬁ_m__@amﬁ:mmguoEwsﬁomuwo:oéma 3\ moﬁom Smgo@_mﬁomgwogwbﬁmmmo:oéwag\
75% of nameplate for 60 minutes, :

for a total of 2 continuous hours.

Maintenance Requirement 36 Month Load Bank Testing
Section 8.4.9 Level 1 EPSS shall be tested for the duration of its as-assigned class (see Section 4.2), for at least 4
hours, at least once within every 36 months.

m@onosmw.n_..opHw@_ommmwm_:dmgomewm%mﬁoﬁ_oma HEEEmm:roo?r@ﬁmmﬁHrwﬁom;rm:@owaﬁm;@a by
opening all switches or breakers supplying normal power to the EPSS .

Maintenance Requirements Time Delays
Load tests of generator shall include complete cold start (8.4.4).

Time Delays should be set as follows:

On start: 1 second minimum

Transfer to emergency: no minimum

Return to normal: 5 minutes minimum

Shutdown: 5 minutes minimum

Transfer switches shall be operated monthly (8.4.6

Maintenance Requirements
Section A-5.6.4.5.1 recommends that lead-acid starting batteries be replaced every 24 to 30 months.

Transfer Time

mO:S%mgmamﬁoﬁmﬂﬁsmwBQ.mgo% :mrmsmu%oHomagcmﬁ@m?owom:@g\%a generator in less than 10 seconds.
See section 7.9.1.2 of the Life Safety Code .




Fire Extinguisher
A fire Extinguisher should be kept in close proximity to the generator and should be a type for the hazard. Typically
a minimum 3A, 40B, C extinguisher within 30 feet of the generator and in the path of egress




SURGERY CENTER CF 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

O Slip/fall 0 Found on floor O Other
C. MEDICATION VARIANCE A
O Contraindieated 0O Omission of dose 0O Wrong patient 0 WD order variance
O Extra doses O YWrong dose O Wrong route 0 Wrong site
0O Confirmed adverse drug reaction 0 Wrong drug/IV solution 0 Wrong time
D. TREATMENT OR PROCEDURE VARIANCE
0O Consent/not Documented O Complications following procedure O Surgical Count/retained FB
O Consent/Different procedure O Cancellation - post induction 0 Unscheduled return to OR
or site [ Delayed treatment O Inability to complete procedure
O Unplanned transfer to hospital ) due fo complications
O Notordered 0 Specimen handling error 0O Received unplanned blood/products
0 Omitted O Surgical count unresolved O Cancellation after admission to pre-op
{0 Technique 0 Undesired O Other
E. INFECTION SURGERY CENTER
O Infection/Nosocomial confirmed
F.  EQUIPMENT/PRODUCT-RELATED INCIDENT )
O Defective 0 Electrical shock O Improper use 0 Wrong equipment
D Electrical Problem 0 Equipment unavailable O Malfunction 0 Other
LOT #
EQUIPMENT TYPE: MODEL #:
MANUFACTURER: SERIAL #:
G. MISCELLANEOUS
.0 AMA/Elopement O Fire/thermal O Patient injury O Patient /family complaint
O Contraband possession O 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 O Offered 0 Refused 0 Referred for further TX 0 ER visit post-op
Physician Name: . )
0 Notified Date: Time:

Address:

L~ NATURE OF INJURY SUSTAINED (Check only one that most applies)
O Abrasion, bruise, contusion 0 Back injury
O Aggravation/pre-exist. Cond. 0 Electric shoclt

0O Fracture O Phlebitis
0 Burn 0 Hemorrhage

~ O Cardiopulmonary arrest 0 IV infiltration/extravasate
0 Concussion O Laceration
O Contagious disease 0 Neurological impairment
0 Death/at facility 0 Pulmonary embolism - DVT
O Death/ following hospital transfer O Puncture
O Death/ within 72 hours discharge O Respiratory impairment

[0 Skin irritation

O Sprain/strain

O Vascular impairment
0 Wound disruption

0 Unable to determine
0 None/N4&

O Othler




J. RELATED FACTORS (check all that apply)

O Bowel/bladder problem D Refused orders’ 0 Unexpected movement
O Improper footwear O Floor wet/obstructed 0 NA
" O Unable to follow orders 0 Safety device used improperly O Other
0 Seeking attention 0 Employee did not follow procedure
0 Vision impaired 0 Siderails down
0 Horseplay/rowdiness 0 Bed position Hi ___ Lo___
0 Medical/surgical condition [ Safety device not ordered
O Visitor assisting patient O Call light not in reach

O Language barrier

K SEVERITYLEVEL

0 LEVEL1 EVENTISNOT RELATED TO ILLNESS OR INJURY/NO APPARENT INJURY

D LEVEL2 OCCURRENCE THAT CAUSES TEMPCRARY ILLNESS OR INJURY; WHETHER OR NOT
PHYSICIAN INTERVENTIONS REQUIRED

0 LEVEL3 INJURY WITH POTENTIAL FOR COMPLICATION/FOLLOW UP REQUIRED BY MD

0 LEVEL 4 NMAJOR INJURY; OCCURRENCE IS POTENTIALLY LIFETHREATENING; IMMEDIATE
PHYSICIAN INTERVENTIONS REQUIRED

] LEVELS5 OCCURRENCE RESULTING IN DEATH WITHIN 72 HOURS

WITNESSES
Name:

Name:

EMPLOYEE PREPARING REPORT
Date/Time: Title:

Name

L. HOW COULD THIS EVENT HAVE BEEN PREVENTED?

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

Title:

Signature:
~ 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.

D No action at this time O Discuss in QI
0O Physician review 0 Notify Risk Management

O Instruction/Education Statistics: O Infection [ Complication
O Action/Recommendation

Administrator Signature: Date/Time:
Medical Director: Date/Time:
Date/Time:

Governing Board:
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By: | . _ Dated:
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Adopted by the Governing Board of Directors

By: _ Dated:
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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, lo gged 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 radiolo gy safety officer
will monitor the tadiation safety issues for the facility including radiation badge Jevels.
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 may include but are not limited to:

D 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

) Credentials

10)  Employee Files

11)  Ancillary Services

12)  Employee Blood Borne Pathogen Exposures

13,)  Patient Complications — Transfers, Returns to Surgery

Quality Improvement Issues:
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

e 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;

o Reducing medical/heaithcare 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;

e 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;

o 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 PSOis 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 health care delivery

« Collect and analyze Patient Safety Work Product (PSWP)
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e 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:
e 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
e Interdisciplinary QI committee for the development, implementation, review and oversight of the
program. The committee has administrative, clinical and physician participation
¢ Set of goals and objectives that are reviewed and updated at least annually
e 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
e Measurement of data against internal and external benchmarking sources
Annual reviews of the effectiveness of the program
e 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
(ciose 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
iarmed (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 regardless 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 outcome 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 illness or underlying condition) that reaches the
patient and results in any of the following (HCA policy definition):

¢ Death

o 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
« lInvasive 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 illness), 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 involved shall
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:
o Improving patient safety and reducing risk to patients
e 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
e 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
e 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:
e 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
o 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
e 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.
e 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:

e 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 leaders of the organization to be responsible for fostering a “non punitive” culture of
continuous 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:

o 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 regulations
All relevant activities are reported through QI/MEC/GB committees
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Radiation Safety: This facility utilizes radiation emitting equipment and therefore, by direction of the
Governing Body/Board. Radiation Safety will be a subgroup of representatives will be included under the
2l/Safety/Risk committee to report radiation safety activities. Key activities are established by the Radiation
Right policies identified as CSG.MI1.001 Governance and CSG.MI.003 Fluoroscopy:

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

e Oversee ongoing measurement, periodic review, and improvement of key radiation safety practices
and provide a quarterly report to the Ql/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.
e Educate staff on radiation safety practices

Infection Control: The center conducts an annual infection control risk assessment (ICRA) to identify areas
of opportunities to reduce the risk of infections. The ICRA is completed annually and reviewed annually by
QI/MEC/GB. (See Infection Control Plan) 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 professionally 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 Ql, 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 not limited too:

e Assure Ql/Risk/Radiation/Medication/Patient Safety is an integral part of the Center’s objectives, plans

and management structure
e Provide resources to support the Ql/Risk/Patient Safety programs.
e Assure that improvements are sustained and evaluated for effectiveness




e Review and approve policies, reports, Ql/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:
e 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
e 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
e Provide adequate time and training, as well as resources, for personnel to participate in quality
improvement activities and to improve patient safety
e Assure clear systems and policies/procedures for internal and external reporting of information relating to
performance indicators/measures and medical/health care errors aré designed
e 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
e 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:

Infection Control Coordinator: _

Patient Safety Committee Chair:




Radiation Safety Officer _

Ley activities:
. Establish and oversee ongoing measurement, periodic review, and improvement of key processes
o Assist in identifying opportunities for improvement and participate in Q! 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
o Support a system that builds and reinforces a non-punitive culture for reporting and reducing errors
e Serve as a resource for patient safety/regulatory issues and for the regulatory component of accrediting
agencies
e Provide periodic reports on quality improvement activities to Medical Executive Committee and
Governing Board
e 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, and/or cost of care issues and will be
documented in the (10) step format which includes:
e 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
e Development of additional corrective actions if needed
o 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:

e The organization’s mission, vision and strategic plans

« Patient and community needs
e 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
. ewed quarterly by the Quality Committee, Medical Executive Committee and Governing Board.

Assessment is automatically triggered for any of the following:
o By any sentinel event
e 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
o Any significant infection control breech or trend
e 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

O 0 00 OO0

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 level. 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 potential to
.rm 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
o 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 :

e 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 ‘
e Conscious sedation monitoring standards are standardized and consistent
o Anesthesia Care: complication rates for general/regional, assessment and plan of care developed prior
to the start of anesthesia, physiological monitoring
¢ Annual malignant hyperthermia drill




Pre-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 f
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 following 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

External 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 control risk assessment (ICRA)

Proactive influenza vaccination program

Compliance with hand washing standards- direct observation.

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 health 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 desighated rooms

Provision of Care/ Medical Record Review

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

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 IV conscious sedation by non-anesthesia personnel
Timely medical record completion

Medication Reconciliation completed

Equipment

Safety

Routine preventive maintenance

Compliance with process of notification and removal of malfunctioning equipment.
Initial and annual competencies

Utilize “One Source” to verify appropriate use of equipment

Surveillance rounds and corrective follow up on deficiencies
Process for notifying and following through on recalls
Periodic checks for life safety and environmental equipment
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

[ J

« Emergency preparedness drilis and critiques

e Active Shooter Drill

e Incapacitated and/or Impaired healthcare provider
Radiation Safety

 Staff and physician training in radiation safety

o Physician and staff training in use of C-arms

e Compliance with radiation safety measures- direct observation

e Appropriate use of radiology equipment and shielding

e Dosimeter badge reports
Patient Safety

e Use of two patient identifiers- direct observation

« One source truth for allergies noted and communicated

e Time out verification for procedures

e Surgical Site marking

e Appropriate use of abbreviations

e Latex allergy precautions

e Falls prevention guidelines

e DVT assessment

e Close calls

e 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 Booster
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.

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

as specified in the falls prevention toolkit.
¢ Toincrease the OMP usage - met
e 100% compliance in Prophylactic 1V antibiotic administration - met.
To complete the 2017 Risk Reduction Program Initiatives. — not met.
o All but 1 FWD ASC reported a 100% compliance.
e 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 |USS by 19% 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 result
was 67%. This was not met due to patient population and not having sufficient staff to create the
passport over the telephone.

e 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.

[ J .m

2018 QUALITY / RISK GOALS

2018 ASD Clinical Agenda
e 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 standards through perpetual Survey Readiness
o Prevention of serious events through ASD wide shared learning calls (CSIP)

« Profitable growth through distinctive MD and patient relationships and value
o Support and develop physician leaders through the Medical Directors’ engagement program
(CSIP)
Provide specific clinical guidance to expand service lines through:
Total Joint Replacement Program Workbook
Partner with local GME programs
Initiate Professional Performance Evaluation Program for medical staff and advanced practice
providers

o O O O

« Efficiency levels that continue to lead the industry
o Facilitate safe Medication Management strategies (CSIP)
o Ensure accurate and timely Clinical Records
o Analysis/transparency of data through:
o Quarterly Clinical Operations calls (Division)
o SQl enhancements (Division)

e A well-informed response to evolving market environment
o Assessment and support of post-operative Normothermia to reduce untoward outcomes
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o Evaluate ophthalmologic outcomes through reporting and assessment of unplanned

vitrectomies
o Enhance Patient Experience by utilization of a standardized patient experience of care survey

e Unparalleled development of future leaders
o Expedite the development of new leaders through:
o CSP and Endoscopy Reprocessing ongoing certification
o CSG ASD Orientation (3 times: February, May, August)
o Quality and Risk Management Manual

2018 Division Goals
e To continue to reduce the number of sharp occurrences by implementing & sustaining the practices in
the sharps safety toolkit.
e Toimplement the Burn Prevention Toolkit division - wide.
e To complete the 2018 Clinical Safety Improvement (CSIP) Program.
To meet the 2018 ASD Clinical Objectives

2018 Center Goals
« To continue to identify areas of opportunity to reduce the IUSS rate, and to sustain the IUSS rate < 10%
(as per HCA recommendation).
e To complete the 2018 Clinical Safety Improvement (CSIP) Program.
e To meet the 2018 ASD Clinical Objectives
To decrease the amount of in-direct hospital admits by 25%

PRESENT TO QI/MEC/GB - FIRST MEETING OF 2018

REFERENCED ORGANIZATIONS

AAAHC- Accreditation Association for Ambulatory Health Care, Inc., http://www.aaahc.org/

CDC- Centers for Disease Control and Prevention, https://www.cdc.gov/

CMS-Centers for Medicare and Medicaid Services, https://www.cms.gov/

FDA- Food & Drug Administration, https://www.fda.gov/

NQF- National Quality Forum, http://www.qualityforum.org/Home.aspx

NPSF-National Patient Safety Foundation, http://www.npsf.org/

SMDA-Safe Medical Device Act, https://www.fda.qov/MedicaIDevices/Safetv/ReportaProblem/default.htm
VA Patient Safety PROGRAM, VA National Center for Patient Safety, https://www.patientsafety.va.gov/
WHO- World Health Organization, WHO.Int
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QUALITY IMPROVEMENT, RISK MANAGEMENT, AND
PATIENT SAFETY PLAN

FLAMINGO SURGERY CENTER
2017

The mission of Flamingo 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, Flamingo 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;

e 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;

e 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;

o Positioning the Flamingo Surgery Center o achieve earning expectations and maintain effective cost-
containment strategies while providing high quality of patient care, and

e 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 health care delivery

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
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In early 2016 Flamingo 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 alternate. 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 {0 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:
o 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
e Interdisciplinary Ql committee for the development, implementation, review and oversight of the
program. The committee has administrative, clinical and physician participation
e Set of goals and objectives that are reviewed and updated at least annually
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
o Measurement of data against internal and external benchmarking sources
e 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
harmed (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 outcome 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
e 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
o Abduction of any patient receiving care, treatment, and services
o Any elopement (that is, unauthorized departure) of a patient, leading to death, permanent harm, or
severe temporary harm to the patient
o 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, oF severe temporary harm), or homicide of any
patient receiving care, treatment, and services while on site at the hospital
. Rape, assault (leading o 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
o Invasive procedure, including surgery, on the wrong patient, at the wrong site, or that is the wrong
(unintended) procedure
o 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
o 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 involved shall
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, MEGC 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 organizational,
operational, human resource and liability areas of the organization. Goals of the program include:
e Improving patient safety and reducing risk to patients
e 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
o Reviewing and tracking of all variance reports and litigations for trends
e Reviewing and tracking of all adverse outcomes, near misses (close calls) or sentinel events to identify
gaps or opportunities for improvement
e Maintaining a strongd credentialing and privileging process and current bylaws that meet community
standards
o 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,
Quiality and Infection Control is accomplished through the following mechanisms:
e lssues or trends identified through chart reviews, peer reviews, safety, radiation and infection control
rounds are discussed and referred to the appropriate depariment for avaluation and/or corrective action
s 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
e 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 10 MEC/GB.
o 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:

e Encourages recognition and acknowledgment of opportunities to improve quality performance and to
reduce risks to patient safety
Initiates actions to improve processes of 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 ervor, and
Challenges leaders of the organization to be responsible for fostering a “non punitive” cuiture of
continuous 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:

e Conducting medication rounds and audits providing feedback on areas of opportunities

o Collaborating with the center on choice of pharmaceutical vendors and formularies

e Collaborating with the center on policy review and development

e Participating in review of any medication error or diversion



o Assuring controlled substance ordering and monitoring is in accordance to state and federal regulations
All relevant activities are reported through QIMEC/GB committees
Radiation Safety
This facility utilizes radiation emitting equipment and therefore, by direction of the Governing Body/Board.
Radiation Safety will be a subgroup of representatives will be included under the Ql/Safety/Risk committee 1o
report radiation safety activities. Key activities are established by the Radiation Right policies identified as
CSG.ML001 Governance and CSG.MI.003 Fluoroscopy-

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

e Oversee ongoing measurement, periodic review, and improvement of key radiation safety practices
and provide a quarterly report to the Ql/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.
o Educate staff on radiation safety practices
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Infection Control
The center conducts an annual infection control risk assessment to identify areas of opportunities to reduce the
risk of infections. (See infection Control Plan) All infection control activities are reported though QIMEC/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 professionally 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 Ql, 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 Flamingo Surgery
Center leadership includes the Governing Body, Medical Executive Committee; the facility based Medical
Directors, Administrators, Risk/Quality/Safety/lnfection 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 inciude, but not limited too:
o 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 Ql/Risk/Patient Safety programs.
e Assure that improvements are sustained and evaluated for effectiveness
Review and approve policies, reports, Ql/Risk/Safety/IFC data collection and analysis, the
QU/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:

e Assure patient care is delivered safely

¢ Ensure the ongoing competencies of the staff

e Support an environment that promotes process improvement, quality outcomes, reduction in risk,

patient and employee safety and customer satisfaction
o Oversee reviewing and keeping current with regulatory standards ( CMS.CDC, state and AAAHC)

Key Activities:

s 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

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

e 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

e 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

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

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

Quality iImprovement/ 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 2017, upon approval from the
MEC and Governing Body:

Quality Improvement Committee Chair: -




Risk Manager:
infection Control Coordinator:

Patient Safety Committee Chair.

Radiation Safety Officer

Key activities:
s Establish and oversee ongoing measurement, periodic review, and improvement of key processes
e Assist in identifying opportunities for improvement and participate in Ql studies. In addition conduct re-
audits to assure the changes have remained effective
e Participate in Ambulatory Surgery Division quality, risk and patient safety initiatives including Best
Practices
e Communicate relevant activities, as necessary, to the staff
e Support a system that builds and reinforces a non-punitive cuiture for reporting and reducing errors
Serve as a resource for patient safety/regulatory issues and for the regulatory component of accrediting
agencies
e Provide periodic reports on guality improvement activities to Medical Executive Committee and
Governing Board
o 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, and/or cost of care issues and will be documented in the
(10) step format which includes:

s State the purpose of the process improvement opportunity/purpose of the study

o Identify the goal of the study

e Description of data to be collected and established criteria

o Evidence of Data Collected

e Data analysis

e Comparison of actual data to goal

e Development of corrective action and execution timeline

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

sustained

e Development of additional corrective actions if needed

e 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 Flamingo 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:

e The organization’s mission, vision and strategic plans

o Patient and community needs

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

o Current evidence based practice and research

e Current regulatory standards

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

Assessment is automatically triggered for any of the following:
e 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 of medication error event
Any significant hazardous condition
o Any significant infection control breech or trend
s By important undesirable patierns 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
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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 level. 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
as well as specific processes of care that have been within the healthcare industry as having the potential to
harm 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
s Patient surveys done after discharge (written survey, call, email)
Post op phone calls
Employee Surveys as designated by corporate
Physician surveys as designated by corporate
Patient complaints (response and corrective action)
Physician complaints (response and corrective action)

Patient Flow
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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

@
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Conscious sedation monitoring standards are standardized and consistent

Anesthesia Care: complication rates for general/regional, assessment and plan of care developed prior
to the start of anesthesia, physiological monitoring

Annual malignant hyperthermia drill

Pre-op Care
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Completion of One Medical Passport prior to day of procedure

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

@
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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.

Falis

Burns

Loss of Vision

Resuscitation / Emergency Response

Code blue drill(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

Diagnostics Results

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

Medication Usage
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Utilize “One Source” truth for allergy documentation

Medication Recongciliation 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

External 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

@
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Annual infection control risk assessment (ICRA)

Proactive influenza vaccination program

Compliance with hand washing standards- direct observation.

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 health and patient exposures

Appropriate sterilization processes for instrumentation (quarterly audits — HCA BoosterPak )
Appropriate endoscopy re-processing if applicable (quarterly audits — HCA BoosterPak)
Monitoring 1USS rates

24/7 Monitoring of temperature and humidity of designated rooms

Provision of Care/ Medical Record Review

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

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 IV conscious sedation by non-anesthesia personnel (if applicable)
Timely medical record completion

Medication Reconciliation completed

Equipment

Routine preventive maintenance
Compliance with process of notification and removal of malfunctioning equipment.
Initial and annual competencies
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Safety

[

Surveillance rounds and corrective follow up on deficiencies

e Process for notifying and following through on recalls
e Periodic checks for life safety and environmental equipment
e Fire drilis
e Emergency preparedness drills
e [nfant/child abduction drill
e Sharps prevention program
e Incapacitated healthcare provider drill
e Active Shooter drill
Radiation Safety
e Staff and physician training in radiation safety
e Physician and staff training in use of C-arms
e Compliance with radiation safety measures- direct observation
e Appropriate use of radiology equipment and shielding
e Dosimeter badge reports
Patient Safety
e Use of two patient identifiers- direct observation
e One source truth for allergies noted and communicated
e Time out verification for procedures
e Surgical Site marking
e Appropriate use of abbreviations
e Latex allergy precautions
e Falls prevention guidelines
s DVT assessment
e Close calls
¢ Hand off communication

EVALUATION OF THE 2016 QUALITY PROGRAM

1. Evaluation of 2016 Quality/Risk/Patient Safety Plan

_0__0% Grievances entered into Risk Management workbook and addressed within time frame
dictated by policy in 2016. (# grievances within time frame / #total grievances entered)
100 _% staff that received annual Risk Management In-service in 2016. (# staff with in-service/ total

number staff at time of in-service)

100 % compliance with 2016 Risk Reduction Program (#components completed/#components

required)

100 % of the HCA High Level Disinfection & Central Sterile Processing Boosterpak deliverables met

__1_(#) Sentinel Events in 2016 and SEA completed.
Comments:

2. Goals — met / not met (if not met — Explain)

Division Goals
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To continue to reduce the number of sharp occurrences. (In 2014 the Division reported 20 occurrences
and in 2015 the Division reported 17 sharp occurrences

To continue to reduce the number of falls. (In 2014 there were 25 falls reported within the division and
in 2015, with the implementation of the falls toolkit, the falls reported decreased to 14 reported falls in
2015.

To complete the 2016 Risk Reduction Program Initiatives.

To meet the 2016 ASD Clinical Objectives.

Center specific Goals

@

All 2016 Center specific goals have been met

2017 QUALITY / RISK GOALS

2017 Clinical Agenda -- see attached.

2017 Division Goals

To continue to reduce the number of sharp occurrences by implementing the sharps safety toolkit. In
2016 the Division reported an increase in sharp occurrences, in 2015 the Division reported 15 sharp
occurrences.

To decrease the Direct Hospital Admission rate per thousand by identifying commonalities/trends and
increasing the use of One Medical Passport at the centers

To sustain 100% compliance with 1V Prophylactic Antibiotic Administration during 2017

To complete the 2017 Clinical Safety improvement (CSIP) Plan (Risk Reduction Program Initiatives).
To meet the 2017 ASD Clinical Objectives

2017 Center Goals

To reduce falls
To reduce the amount of lUSS

To continue to monitor the processing time of intraocular instruments
To complete the CSIP components by their deadlines
Re-Syndication of Partnerships
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QUALITY IMPROVEMENT, RISK MANAGEMENT, AND
PATIENT SAFETY PLAN

Sahara Surgery Center
2018

The mission of Sahara 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 Sahara 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

e 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;

e 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 Sahara Surgery Center to achieve earning expectations and maintain effective cost-
containment strategies while providing high quality of patient care, and

e 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:

e Improve patient safety and the quality of health care delivery

e Collect and analyze Patient Safety Work Product (PSWP)



o 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

e Utilizing the Serious Event Analysis (SEA) process to identify the root causes of adverse event
In early 2016 Sahara Surgery Center began to participate as a member of the HCA Patient Safety
Organization (PSO), LLC. The Administrator serves as the designated PSO Contact and oversees all activities
of the PSO for the center. The Risk Manager serves as the Contact Designee, and the Administrator serves
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:
o Written plan that addresses the scope of health care services provided by the Center and how the
guality improvement plan for these services is assessed
¢ Interdisciplinary QI committee for the development, implementation, review and oversight of the
program. The committee has administrative, clinical and physician participation
e Set of goals and objectives that are reviewed and updated at least annually
¢ 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
o Measurement of data against internal and external benchmarking sources
Annual reviews of the effectiveness of the program
o 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



harmed (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 regardless 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 outcome 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 illness or underlying condition) that reaches the
patient and results in any of the following (HCA policy definition):

e Death

e Permanent harm

e Severe temporary harm

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

o Discharge of an infant to the wrong family

e Abduction of any patient receiving care, treatment and services

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

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

e 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 surgery center

e 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 surgery center

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

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

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

o 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 of 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 involved shall
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 moved 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



organizational, operational, human resource and liability areas of the organization. Goals of the program
include:
e 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
e Reviewing and tracking of all variance reports and litigations for trends
e 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
e 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:
e 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
o 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
e 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.
e 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:

e 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 leaders of the organization to be responsible for fostering a “non punitive” culture of
continuous 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 are not limited to:

¢ Conducting medication rounds and audits providing feedback on areas of opportunities. This includes
validation of safe 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 with state and federal
regulations
All relevant activities are reported through QI/MEC/GB committees



Radiation Safety: This facility utilizes radiation emitting equipment and therefore, by direction of the
Governing Body/Board. Radiation Safety will be a subgroup of representatives will be included under the
Ql/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

e 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) to identify areas
of opportunities to reduce the risk of infections. The ICRA is completed annually and reviewed annually by
QI/MEC/GB. (See Infection Control Plan) 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 professionally 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.
Sahara 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 not limited too:

e Assure QIl/Risk/Radiation/Medication/Patient Safety is an integral part of the Center’s objectives, plans

and management structure
e Provide resources to support the Ql/Risk/Patient Safety programs.
e Assure that improvements are sustained and evaluated for effectiveness



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

Administration: The facility Administrator is 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

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: Name Here RN
Risk Manager: Name Here RN
Infection Control Coordinator: Name Here RN

Patient Safety Committee Chair: Name Here RN



Radiation Safety Officer Name Here MD

Key activities:

o 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 necessatry, to the staff

e Support a system that builds and reinforces a non-punitive culture for reporting and reducing errors

e Serve as a resource for patient safety/regulatory issues and for the regulatory component of accrediting
agencies

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

e 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, and/or cost of care issues and will be
documented in the (10) step format which includes:
e 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
e Development of additional corrective actions if needed
e 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 Sahara 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:

e The organization’s mission, vision and strategic plans

e Patient and community needs

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

bases)
e Current evidence based practice and research
e Current regulatory standards



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

Assessment is automatically triggered by any of the following:
e Any sentinel event
e By important undesirable single events, which include at a minimum:
o0 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
0 Any significant infection control breech or trend
¢ By important undesirable patterns or trends, which include at a minimum:
o Staffing effectiveness or clinical issues
0o Any quality measure that varies substantially from an expected range
0 When the organization’s performance significantly varies below that of other ambulatory surgery
settings or recognized standards

OO0OO0O0O0

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 level. 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
as well as specific processes of care that have been within the healthcare industry as having the potential to
harm 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
o 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
e Conscious sedation monitoring standards are standardized and consistent
¢ Anesthesia Care: complication rates for general/regional, assessment and plan of care developed prior
to the start of anesthesia, physiological monitoring
e Annual malignant hyperthermia drill



Pre-op Care

Completion of One Medical Passport prior to day of procedure

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

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

e Pre op instructions

e DVT assessment —including use of SCD when indicated

e Falls Assessment

Intra-op Care and Processes

e Time Out/correct site process
Retained foreign bodies
Wrong sites
Near misses / close calls
Blood usages
Complications

Complications
e Unexpected complications

e Post op DVT/PE

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

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

¢ Mortality within 7 days of procedure or related to procedure.

e Falls

e Burns

[ ]

Loss of Vision

Resuscitation / Emergency Response

Code blue drill(s) - Adult and Pediatric

Malignant Hyperthermia drill

Emergent Blood drill

Lipid rescue drill

Crash carts, Malignant Hyperthermia carts checked according to policy

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

Medication Usage

Utilize “One Source” of 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

External 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 control risk assessment (ICRA)

Proactive influenza vaccination program

Compliance with hand washing standards- direct observation.

Monitor compliance with cleaning protocols

No use of razors

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 health and patient exposures

Appropriate sterilization processes for instrumentation (quarterly audits — HCA BoosterPak )
Monitoring IUSS rates monthly

24/7 Monitoring of temperature and humidity of designated rooms

Provision of Care/ Medical Record Review

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

Pain assessment on admission, during Phase | recovery and prior to discharge
Fall assessment during admission process and discharge

Operative reports: timeliness, content, intra-operative progress note completion
Appropriate monitoring during IV conscious sedation by non-anesthesia personnel
Timely medical record completion

Medication Reconciliation completed

Equipment

Safety

Routine preventive maintenance
Compliance with process of notification and removal of malfunctioning equipment.
Initial and annual competencies

Surveillance rounds and corrective follow up on deficiencies
Process for notifying and following through on recalls
Periodic checks for life safety and environmental equipment
Fire drills

Emergency preparedness drills

Infant/child abduction drill

Sharps prevention program

Incapacitated healthcare provider drill

Active Shooter drill

Emergency Preparedness

Develop a Hazardous Vulnerability Analysis (HVAC) grid
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o \Written emergency preparedness plan that incorporates community resources

Radiation Safety

e 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
Dosimetry badge reports

Patient Safety

Use of two patient identifiers- direct observation
One source of 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
e 100% Grievances entered into Risk Management workbook and addressed within time frame dictated
by policy in 2017.
e 89 % staff that received annual Risk Management In-service in 2017.
e 100 % compliance with 2017 Clinical Safety Improvement Program - CSIP
e 100 % of the HCA High Level Disinfection & Central Sterile Processing Boosterpak deliverables met
e 0 (#) Sentinel Events in 2017.
e List Quality Studies completed in 2017:
o Daily OR Narcotic Logs
0 “ORIN"Time
0 Throat Pack Insertion and Removal for Dental Procedures
¢ Comments: Completion of Daily OR Narcotic Logs study in the first quarter of 2018.

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

A. Division Goals

e To continue to reduce the number of sharp occurrences by implementing the sharps safety
toolkit.
All FWD centers reported a sharp occurrence in 2017 — 37 total occurrences. All but one
occurred in the OR. Sahara Surgery Center had a 40% decrease in sharps occurrences. Met.

e To decrease the Direct Hospital Admission rate per thousand by identifying
commonalities/trends and increasing the use of One Medical Passport at the centers. Sahara
Surgery Center had a 73% decrease in Direct Hospital Admissions. Met. Staff has been
educated to encourage patients during the pre-op phone call, to go online to complete One
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Medical Passport. Sahara Surgery Center has 100% compliance with the use of One Medical
Passport.
To sustain 100%compliance with IV Prophylactic Antibiotic Administration during 2017. Met.
e To complete the 2017 Clinical Safety Improvement (CSIP) Plan (Risk Reduction Program
Initiatives). Met.
e To meet the 2017 ASD Clinical Objectives. Met.

B. Center specific Goals

¢ Update the Central Sterile Processing Department by adding an instrument washer/disinfector. Not
met. Washer not purchased.

e Improve temperature and humidity monitoring in all required departments. Met.

e Enroll a PACU staff member in the AORN Perioperative 101 for ASC’s course. Not met. New OR
personnel were hired. The PACU staff member who expressed an interest in the program was needed
to staff Pain/PACU. He also had an extended (5 week) vacation in 2017.

2018 QUALITY / RISK GOALS

2018 ASD Clinical Agenda
¢ Industry leading quality and service
0 Assessment and promotion of a patient safety culture through the Culture of Safety Survey
(CSIP)
o Continued verification of clinical standards through perpetual Survey Readiness
0 Prevention of serious events through ASD wide shared learning calls (CSIP)

o Profitable growth through distinctive MD and patient relationships and value
0 Support and develop physician leaders through the Medical Directors’ engagement program
(CSIP)
Provide specific clinical guidance to expand service lines through:
Total Joint Replacement Program Workbook
Partner with local GME programs
Initiate Professional Performance Evaluation Program for medical staff and advanced practice
providers

©o0oo0o

e Efficiency levels that continue to lead the industry

o Facilitate safe Medication Management strategies (CSIP)
Ensure accurate and timely Clinical Records
Analysis/transparency of data through:
Quarterly Clinical Operations calls (Division)
SQI enhancements (Division)

[elelNeolNe]

e A well-informed response to evolving market environment
0 Assessment and support of post-operative Normothermia to reduce untoward outcomes
o Evaluate ophthalmologic outcomes through reporting and assessment of unplanned
vitrectomies
o Enhance Patient Experience by utilization of a standardized patient experience of care survey

e Unparalleled development of future leaders
0 Expedite the development of new leaders through:
o0 CSP and Endoscopy Reprocessing ongoing certification
0 CSG ASD Orientation (3 times: February, May, August)
0 Quality and Risk Management Manual
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2018 Division Goals

To continue to reduce the number of sharp occurrences by implementing & sustaining the practices in
the sharps safety toolkit.

To implement the Burn Prevention Toolkit division - wide.

To complete the 2018 Clinical Safety Improvement (CSIP) Program.

To meet the 2018 ASD Clinical Objectives

2018 Center Goals

To continue to identify areas of opportunity to reduce the IUSS rate, and to sustain the IUSS rate < 10%
(as per HCA recommendation).

To complete the 2018 Clinical Safety Improvement (CSIP) Program.

To meet the 2018 ASD Clinical Objectives

Update the Central Sterile Processing Department by adding an instrument washer/disinfector.

Add “One Source” to Central Sterile Processing for immediate access to MIFU’s.

Sustain lower Direct Hospital Admission rates by continuing the current process of pre-op phone calls
and use of One Medical Passport.

Under the guidance of the Regional Pharmacist continue to refine the accountability process of
controlled substances in the OR and Pain departments.

Increase Risk Management in-service participation to 100%

REFERENCED ORGANIZATIONS

AAAHC- Accreditation Association for Ambulatory Health Care, Inc., http://www.aaahc.org/

CDC- Centers for Disease Control and Prevention, https://www.cdc.gov/

CMS-Centers for Medicare and Medicaid Services, https://www.cms.gov/

FDA- Food & Drug Administration, https://www.fda.gov/

NQF- National Quality Forum, http://www.qualityforum.org/Home.aspx

NPSF-National Patient Safety Foundation, http://www.npsf.org/

SMDA-Safe Medical Device Act, https://www.fda.gov/MedicalDevices/Safety/ReportaProblem/default.htm
VA Patient Safety PROGRAM, VA National Center for Patient Safety, https://www.patientsafety.va.gov/
WHO- World Health Organization, WHO.Int
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FALLS PREVENTION

POLICY:

The Center’s patients are at greater risk for falls when they are given anesthesia.
Therefore, all patients are considered a fall risk and will be assessed to minimize their
risk of falling. The Center’s staff will work to actively reduce the risk of falls across the
continuum of care by ensuring a safe physical environment and appropriate
identification of fall risk patients.

PROCEDURE:
Standard Fall Risk Interventions:

a. Orient patient/family to environment and routines.
Ensure that patient bed is in low position and the brake is on.
Place patient’'s necessary items within reach.
Provide non-skid footwear for patient as needed.
Minimize environmental trip/slips hazards.
f. Round frequently (approximately every hour) and assess for safety and comfort.
Reporting Patient Falls:

®caoo

Patient falls must be reported through the standard incident reporting process as patient
falls are identified as an Incident.
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SECURITY

POLICY

The Governing Body is responsible for creating a suite that can be secured. The Clinical
Supervisor is responsible for ensuring that the suite is secure throughout the day and after each
surgical day.

PROCEDURE

1. The number of people with access shall be kept to a minimum. Only those employees
requiring access will be issued keys. The Administrator is responsible for all
keys/authorization.

2. Emergency assistance can be summoned by calling the front desk from any phone, or

dialing 911 for fire or police assistance. In addition, direct emergency numbers are
included on the Emergency Phone List.

3. Signs will be posted “Authorized Personnel Only” leading into the recovery and reception
area.

4, All visitors shall check in the reception area. The receptionist will notify the appropriate
personnel.

5. The Center will control and identify security sensitive areas to prevent all unauthorized
entries.

6. During hours of non-operation, security is provided by a monitored security system.

7. A keypad will be utilized to arm and dis-arm the security system. The Clinical Supervisor

is responsible for ensuring that the system is armed at the end of each day and dis-
armed at the beginning of each day. The Clinical Supervisor is also responsible for
ensuring that appropriate staff know how to arm and dis-arm the security system.
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SMOKING

POLICY:

The Center is a smoke-free facility and does not permit smoking or vape smoking inside the
facility or near any entrances to the facility. There shall be signs posted throughout the center

to inform the staff, patients and visitors of our “NO SMOKING” policy.

PROCEDURE:

1. Management personnel are responsible for enforcing the no smoking policy of the Center.
2. Employees are informed of the Center’s policy at time of hire.

3. Management personnel are responsible for ensuring that the No Smoking signage remains
posted and visible to staff, patients and visitors.
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RECALL- EQUIPMENT, SUPPLIES AND FOOD

OVERVIEW

A recall is a method of removing or correcting products that are in violation of laws administered
by the Food and Drug Administration (FDA). Recall is a voluntary action that takes place
because manufacturers and distributors carry out their responsibility to protect the public health
and well-being from products that present a risk of injury or gross deception or are otherwise
defective.

POLICY

There shall be a policy and procedure in place to ensure that the Center does not utilize any
recalled or discontinued, medical devices, equipment and supplies or food products. In addition,
there shall be a mechanism whereby the Center locates recalled or discontinued equipment,
supplies and food products. When the Center is notified (e.g., by the manufacturer or FDA) of
such a recall for an item it is not to be utilized for safety reasons and the Center is to notify the
appropriate individuals and organizations regarding the notification, if appropriate (ie, the item
has been used beyond the date of the recall).

PROCEDURE

1. The Clinical Supervisor will register with FDA Recalls & Alerts website to monitor any
notifications.

2. When a notice is received from the FDA or the manufacturer that, for safety reasons,
the specific item should be not utilized:

a. The notice shall be forwarded to the Clinical Supervisor

b. The Clinical Supervisor will check to see if the equipment or supplied was utilized at
the Center.

c. If the equipment or supply listed is/was used, the Clinical Supervisor shall refer to the
inventory list to determine if the recalled/discontinued item matches the recall listed
in the notification. If it does not match, no action need be taken.

d. If there is a maitch, the Clinical Supervisor shall notify the Medical Director and take
the following action:

i. If there is any existing stock of the recalled/discontinued item, the Clinical
Supervisor shall follow the directions of the notification.

ii. If the recalled/discontinued item was utilized, the Clinical Supervisor will notify
members of the medical staff regarding the recall.

iii. If the notification instructs that patients are to be notified, the Clinical Supervisor
is responsible for ensuring that medical records are reviewed and patients
notified in the manner prescribed.
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HAZARDOUS MATERIALS AND WASTE-INVENTORY OF HAZARDOUS SUBSTANCES

POLICY:

An inventory of all known hazardous substances used in this Center shall be kept in a location known to
all employees. All hazardous materials shall be identified and labeled with hazard warnings according to
the Centers Hazard Communication Program. (Please refer to Hazard Communication Program/OSHA
Manual)

Specific information on each noted hazardous substance can be obtained by reviewing the Material
Safety Data Sheet for that substance.

NOTE: The Center shall have all the required permits, licenses, manifests, and safety data
sheets required by law and regulation for managing hazardous materials and waste.

Las Vegas Regional Surgery Center /Safety 5



APPROPRIATE ATTIRE-PPE

POLICY

There shall be a standardized policy of what attire shall be worn for specific tasks. Staff shall be
informed of specific personal protective equipment (PPE) to be worn for specific tasks involving
blood or hazardous waste.

PROCEDURE

Staff shall be aware of the location of all PPE items (gloves, gowns, face shields).
Staff shall be provided appropriate training regarding the use of all PPE.

Specific PPE shall be donned during the performance of tasks involving blood,
hazardous material or potentially hazardous materials according to the table below:

Task PPE Item(s)

Protective Gown
Instrument cleaning Gloves

Face Shield

Protective Gown
Cleaning of spills Gloves

Face Shield
Cleaning of the Surgical Suite while using toxic cleaning agents gzgf/(zcs'[lve Gown
(virucidal, fungicidal, bleach) .

Face Shield

Protective Gown

Using glutaraldehyde Gloves
Face Shield
Protective Gown
Disposal of Biological Waste Gloves
Face Shield

As appropriate for
the procedure:
During Surgery Protective Gown
Gloves

Face Shield
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HAZARDOUS MATERIALS AND WASTE-BIOHAZARDOUS WASTES — HANDLING OF

BACKGROUND AND DEFINITIONS

This Center must comply with all state and federal regulations regarding handling and disposal
of waste. Depending on the classification of the Center (“large volume” or “small generator”),
there will be different regulations and reporting requirements.

Biohazardous waste, also called infectious waste or biomedical waste, is any waste containing
infectious materials or potentially infectious substances such as blood. Of special concern are

sharp wastes such as needles, blades, glass pipettes, and other wastes that can cause injury

during handling.

Biohazardous waste includes the following materials:

1. Human blood and blood products: All human blood, blood products (such as serum,
plasma, and other blood components) in liquid or semi-liquid form. Items contaminated
with blood that, if compressed, would release blood in a liquid or semi-liquid form, or
items caked with dried blood capable of being released during handling. Other body
fluids or tissues containing visible blood.

2. Human Body Fluids: Human body fluids in a liquid or semi-liquid state, including:
semen, vaginal secretions, cerebral spinal fluid, synovial fluid, pleural fluid, pericardial
fluid, peritoneal fluid and saliva from dental procedures. Also includes any other human
body fluids visibly contaminated with blood, and all body fluids in situations where it is
difficult or impossible to differentiate between body fluids.

3. Pathological waste: All human tissues, organs, and body parts, including waste biopsy
materials, tissues, and anatomical parts from surgery, procedures. Any unfixed human
tissue, except skin.

4, Sharps waste: Sharps waste must be packaged as described in Sharps policy.

Responsibilities of Biohazardous Waste Generators
Surgery centers that generate biohazardous waste are responsible for:

1. Ensuring that the waste is properly packaged and transferred to the contracted
hazardous waste hauler;

2. Packaging the waste as directed to prevent exposure or injury (needlesticks, cuts) to
anyone handling the waste; and

3. Packaging the waste in the appropriate packaging (sharps in sharps containers, other

waste in red bags).

Biohazard Waste Minimization

Although biohazard waste bags are often conveniently placed throughout the Center, it is
important to remember that these bags are for biohazard and contaminated wastes only, and
are not to be used for regular trash. Disposal of non-biohazard waste in a biohazard waste
container adds significant costs to waste management.

The following are examples of items that do not need to be disposed as biohazard waste:

1. Gloves used to handle containers of blood or body fluids;

2. Paper towels or bench paper on which containers of blood or body fluids may have been
placed but did not spill; and

3. Any other material used to handle blood indirectly but that did not come into direct

contact with the blood.
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BIOHAZARDOUS WASTES - HANDLING OF

Page 2

POLICY:

1. There is to be a standardized, safe and effective method for disposing of bio-hazardous
waste.

2. All bio-hazardous waste shall be handled and packaged appropriately while ensuring
that proper labeling is present for the containers or bags and the areas that house these
wastes.

3. All personnel shall be informed of the proper methods for handling bio-hazardous waste
through periodic inservices.

4, Universal/Standard precautions must be adhered to at all times which includes the

required use of eye protection, barrier materials and gloves when handling bio-
hazardous materials, including bags and tubs

PROCEDURE:

1. Wastes are accumulated in those containers with a red bag insert. Only those waste
materials deemed appropriate shall be placed in the red bags (see Sharps policy for
sharps handling and disposal).

2. Red bags and their contents are then transferred to the biohazardous waste storage
area in the designated containers (that are labeled).
3. The biohazardous wastes pick-up company will then pick up these wastes regularly (as

frequently as required, see agreement).
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BIOHAZARDOUS WASTES - RED BAG CONTENTS
(WHAT MUST | PUT INTO THE RED BAG?)

The following materials are to be placed in the Red Bags for pick-up by the biohazardous waste
company.

l. INFECTIOUS WASTE: This includes any disposable item that has been soiled
by any bodily fluid of the patient and would include such items as:

Surgical Gloves Waste from Isolation Rooms
Suction Tubing
Dressings and Packings Laboratory Wastes:
Swabs -Culture Dishes
Specula -Pasteur Pipettes*
Soiled Gowns -Vacutainers & other vials contaminated
Drapes by specimens*
-Slides*

-Lancets*

-Capillary Tubes*
Catheters & Canulae -Discarded live & attenuated vaccines

-Any residual specimen from medical or
pathological laboratories

Il. SHARPS:

Used hypodermic equipment (including syringes)
Scalpel blades

Lancets

Suture needles

Broken glass

Pipettes

Any item in other category marked with *

Sharps MAY NOT be placed directly into a Red Bag. They must be
deposited into leakproof, rigid, puncture resistant containers that are
tightly lidded or taped closed prior to being put into Red Bag containers.

Universal precautions must be adhered to at all times which includes
the required use of eye protection, barrier materials and gloves when
handling bio-hazardous materials, including bags and tubs.
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BLADES, GLASS, NEEDLES, SHARPS, AND SYRINGES — HANDLING AND DISPOSAL OF

This policy is designed to meet all state, city and county regulations and to protect all staff who
are at risk in the handling of waste sharps. Procedures for non-sharp waste (e.g., non-sharp
infectious, chemical, radioactive, unbroken glassware, and non-hazardous waste) are not
affected by this policy.

DEFINITION:

Sharps include:

Needles (whether or not attached to a syringe or covered by a plastic guard);

IV tubing with needle attached;

Glass slides and cover slips;

Scalpels, razor blades, and lancets; and

Broken glass and splintered plastic, when contaminated with blood or other potentially
infectious material.

Non-contaminated broken glass and plastic are NOT considered sharps for disposal purposes.

arwOE

SHARPS WASTE MINIMIZATION:

Although sharps containers are often conveniently placed throughout the Center, it is important
to remember these containers are for sharps waste only, and are not to be used for non-sharp
biohazard waste or regular trash. Disposal of non-sharp biohazard waste in a sharps container
adds significant costs to waste management.

The following are examples of items that should not be disposed of as sharps waste:

1. Gloves;

2 Paper towels;

3. Plastic vials and conical tubes;
4 Pillow covers, paper sheets

SHARPS WASTE DISPOSAL PROCEDURES:

Sharps are collected in standard sharps containers. These sharps containers are available in
multiple sizes.

The standard (non-chemical) sharps waste pickup procedure is as follows:

1. When sharps container is 2/3 to 3/4 full, secure the lid. At no time shall containers be
filled past the “fill line”.
2. Place the sharps container in the appropriate location (with the biohazard label) for

pickup by the contracted purveyor.

POLICY:
One of the greatest causes of skin punctures in the Operating Room is careless handling of
needles left on syringes and surgical blades left on handles.

1. Any syringe with a needle that is used by personnel should be properly placed in the
designated receptacle for needles and syringes. Needle caps must never be re-placed
on the needle on the syringe.

2. Any syringe with a needle that is used on the sterile field should be disposed of at the
end of the surgical procedure.
3. All used needles, blades and syringes shall be placed in the designated containers

throughout the Center.

Las Vegas Regional Surgery Center /Safety 10



BLADES, GLASS, NEEDLES, SHARPS, AND SYRINGES — HANDLING AND DISPOSAL OF
Page 2

PROCEDURE:

1. When finished with syringes and needles, place them into the designated plastic
container. Never re-cap any used needle or any syringe.

2. Place closed needle and syringe containers in the appropriate, labeled receptacles.

3. Emptied glass bottles are to be discarded in regular trash containers if they do not
contain chemicals.

4. All sharps are to be put into an appropriate, puncture-resistant, labeled container.

5. At end of the procedure, all blades, needles and sharps are disposed of in the manner
described previously. Infectious waste will be stored in the infectious waste container
and will be picked up regularly by the bio-hazardous wastes pick-up company. See
“Red Bag Contents” policy for those items that should be placed in the red bags and in
hazardous waste containers.
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SPILLS POLICY

PURPOSE:
1. To prevent spread of infection through the Center and to maintain an aseptic
environment.

2. To provide a safe environment for both patients and staff members, and provide protection
from possible injury or exposure to hazardous material.

POLICY:

Any staff member who spills fluid or witnesses a spill in the Operating Room or perioperative
areas shall adhere to the following procedures.

PROCEDURE:

1. Any staff member who spills fluid or the first staff member to see a spill on any surface of
the facility shall first notify all personnel in the immediate area of the spill and warn them
of its location.

2. The staff member shall then notify the Clinical Supervisor of the spill. The Clinical
Supervisor shall inspect the spill site and determine whether the spill should be
considered toxic or hazardous according to OSHA SDS standards. Should the spill be
determined to be hazardous or toxic according to SDS standards, the disposal and
ventilation procedures contained in the SDS manual shall be followed. THE MSDS
MANUAL SHALL BE AVAILABLE AT ALL TIMES IN THE CENTER AS A REFERENCE.
The spill shall be handled in accordance with the Material Safety Data Sheet. If the spill
contains, or may contain, body fluids, the spill shall be cleaned with a germicide,
observing Universal/Standard Precautions and donning personal protective clothing and
disposing of the disposable cleaning materials in the red bags and re-useable materials
in the soiled linen container.

3. If the spill is determined by the Clinical Supervisor to be environmentally hazardous or
toxic to staff and/or patients in the immediate area, evacuation procedures shall be
initiated as outlined in the Safety Section of the Policies & Procedures.

4. ALL SPILLS SHALL BE CONSIDERED POTENTIALLY INFECTIOUS AND UNIVERSAL
PRECAUTIONS ADHERED TO AT ALL TIMES.

In the presence of large blood spills, an EPA-registered disinfectant or a 1:10 final dilution of
EPA-registered hypochlorite (bleach) solution initially should be used to inactivate bloodborne
viruses to minimize risk for infection to health-care personnel from percutaneous injury during
cleanup.

Reference: CDC Sterilization and Disinfection in Healthcare Facilities, 2008

5. The Clinical Supervisor shall assign an appropriately trained staff member to the clean-
up of the spill. The Staff member shall first carefully observe the area for any sharps or
broken glass material which may cause injury during clean-up. This material shall be
disposed of according to the Red Bag Policy on sharps.

6. Any applicable SDS procedures shall be reviewed and followed. In the absence of
applicable SDS procedures, the staff member shall proceed to clean the area with
appropriate germicide and hot water as outlined under the Terminal Cleaning Policy.

7. If the spill contains bodily fluids, or may contain bodily fluids, the spill shall be cleaned
with a mop and germicide. After the mop is used for this purpose, it shall be placed in a
red bag for disposal with other hazardous waste.

8. If the spill area is a floor space where there is ongoing traffic and the area remains wet,
the area will be cordoned off with “Wet Floor” warnings to other personnel. The area
shall be checked regularly until it is dry and warnings can then be removed.

9. The Clinical Supervisor shall inform the janitorial service of the area of the spill, and ask
that it receive added attention during regular cleaning service
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RADIATION SAFETY

Purpose:

To provide a safe environment for patients, physicians and employees during fluoroscopy
procedures in accordance to state law and regulations.

Policy:
A licensed X-Ray Tech may operate or direct operation of fluoroscopy equipment.

1. Radiologic Technologists shall not independently perform diagnostic fluoroscopic

procedures for the purpose of interpretive diagnosis. Fluoroscope for diagnosis is
performed, by a licensed X-Ray Tech.

2. If a nurse or surgical tech does not possess a fluoroscopy certificate or permit, they may
only do the following under the supervision of the licensed operator:

= Place the patient on the table,

= Move the C-Arm from storage to the operating room and move the
equipment over the patient,

= Plug in and turn on the power for the fluoroscopy unit

The supervisor shall ensure that radiation safety activities are being performed in accordance
with approved procedures and regulatory requirements in the daily operation. The supervisor’'s
specific duties shall include:
e Establishing and overseeing operating and ALARA (As Low As Reasonably
Achievable) procedures.
o Ensuring that radiation operations are conducted safely and assuming control and
authority to institute corrective actions.
e Ensuring that the patient will be protected from unnecessary radiation exposure.
e Ensuring that measures will be taken to protect patients during the procedure from the
risks of direct and indirect radiation exposure. Any direct or indirect radiation exposure
will be documented in the health care record.

Las Vegas Regional Surgery Center /Safety 13



Radiation Safety continued

Procedure:

Protecting the Patient from Unnecessary Exposure

Care will be taken to keep extraneous patient body parts out of the radiation beam to

prevent injury.

Before any radiological exposure, female patients of childbearing age will be questioned

about the possibility of pregnancy.

e If the possibility of pregnancy exists, the surgeon will be notified to determine the
advisability of continuing or postponing the procedure.

Signs will be posted throughout the Center.

Lead shielding will be placed between the patient and the source of radiation whenever

possible to reduce unintended radiologic exposure.

Lead shielding will not be in the beam during procedures using fluoroscopy (eg, hand

surgery).

Lead shielding will be used, when possible, to protect the patient’s ovaries or testes during

x-ray studies, including those performed on the hips and upper legs.

Lead shielding will be used, when possible, to protect the patient’s thyroid during x-ray

studies of the upper extremities, trunk, and head.

Minimizing Occupational Exposure

The fluoroscopy equipment shall be located in a restricted area. The restricted area is
designated by “Caution X-Ray” signs.
Only authorized personnel are allowed in the room during fluoroscopy examination.
Warning signs must be posted to alert health care personnel to potential radiation hazards
at entrances to ORs and other procedure rooms where radiological equipment is in use in
accordance with Title 17.
Health care personnel will limit the amount of time spent in close proximity to the radiation
source when exposure to radiation is possible. The radiation equipment operator must notify
personnel present in the treatment room before activating the equipment.
During fluoroscopic procedures, health care personnel will keep the patient as close as
possible to the image intensifier side of the fluoroscopic unit and away from the tube side of
the unit.
Health care personnel involved in fluoroscopic procedures will stand on the image intensifier
side of the fluoroscopic unit, whenever possible, to reduce exposure (ie, standing on the
same side as the image intensifier experience decreases radiation intensity). Minimize
fluoroscopy exposure time and use pulse exposure whenever necessary or possible
adhering to the principles of ALARA.
Health care personnel assisting with radiological procedures will not hold the patient
manually for a radiographic study because of the risk of direct beam exposure.
Shielding will be available at all times when radiation is being delivered to the health care
personnel who may be potentially exposed. The following shielding will be available:

e aprons and thyroid shields,
Health care personnel who may have to stand with their backs to the radiation beam will
wear wrap-around aprons to decrease the risk of exposure.
Health care personnel near the radiation beam (eg, oblique imaging with the x-ray tube in
close proximity to the lower body of the operator) will wear aprons of sufficient length to
shield the upper legs and protect the long bones and bone marrow from increased doses of
radiation.

Radiation Safety continued
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e Thyroid shields will be worn by health care personnel to protect the thyroid whenever the
likelihood of the procedure (eg, orthopedic spinal fixation procedures) places them at higher
risk because of increased exposure.

o Female health care personnel will protect their breasts from radiation exposure by using
aprons that cover the area completely.

e Health care personnel will keep all body parts out of the direct x-ray beam.

Pregnant Health Care Personnel

e Health care personnel will not be required to disclose pregnancy, even if their condition is
obvious; however, personnel are strongly encouraged to declare this condition to the Clinical
Supervisor. In accordance with Title 17, the following will occur:

e The healthcare worker will be reassigned during the pregnancy and will not be allowed in
the OR when the fluoroscopy is in use.

Radiation Monitors

e Health care personnel who are involved routinely in fluoroscopic procedures will wear at
least one radiation dosimeter badge.

¢ The monitors will be read on a quarterly basis. Results will be reviewed to ensure staff has
not exceeded the occupational dose limits.

Documentation

¢ Any x-ray procedure performed in the operating room must be documented in the
fluoroscopy log.

e The Center will provide documentation of records such as Notice to Employees posting and
Notice of Registration.

¢ An incident report will be completed wherein the procedures and interventions in this policy
were not followed where unintended radiological exposure occurred.

e Documentation of the readings of the dosimeters will be provided on, at least, a quarterly
basis and maintained by the Center.

¢ Records of the provisions of the radiation safety program (including personnel radiation
exposure monitoring records) will be maintained at this facility until the registration is
terminated. Records of audits and other reviews of program content and implementation will
be maintained at the facility for three years after the record was created.

Shielding Devices

e Before use, newly purchased leaded devices will be tested for any cracks and for shielding
properties to ensure no damage (eg, cracks or holes) occurred during transit.

e Leaded aprons and thyroid shields will be stored flat or hung vertically and will not be folded.

e Protective devices will be cleaned with an EPA-registered disinfectant after every use.

These procedures have been developed to ensure safe radiological working conditions.

Everyone must adhere to these procedures. In-services regarding Radiation Safety will be
conducted on an annual basis.
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Radiation Safety continued

Spacer Cone

The spacer cone of the fluoroscopy unit shall never be removed. If, the spacer cone is

requested to be removed the following must be implemented:

e A list of prcoedures shall be approved by the Governing Body for which the

physician deems necessary for the spacer cone be removed.

e The manufacture’s published precautions shall be available with respect to the

spacer cone.

e All physicians and fluoropscopy personnel shall receive training regarding the
spacer cone use and restrictions. Documentation of training shall be maintained for

inspection.

e The spacer cone shall be reinstalled upon completion of the examination(s) for

which removal is authorized.

These procedures have been developed to ensure the safe radiological working conditions.
Everyone must adhere to these procedures. In-services regarding Radiation Safety will be

conducted on an annual basis.

References: Recommended practices for reducing radiological exposure in the perioperative practice setting. In: Perioperative Standards and Recommended

Practices. Denver, CO: AORN, Inc; 2013:295-

The personnel exposure policy shall be reviewed on a regular basis and exchange on a specific
time frame. Each individual shall be aware of their accumulated dose. If the dose exceeds the

dose limit, the facility must report the dose to the supervisor, and promptly take appropriate

corrective action to ensure against recurrence. This corrective action may include reassigning

personnel duties. The Clinical Supervisor shall notify the National Council of Radiation

Protection (NCRP) Section as required if any of the following annual regulatory exposure limits

are exceeded:

ANNUAL OCCUPATIONAL DOSE LIMITS

Total Effective Dose Equivalent [TEDE] 5,000 mrem
Sum of deep-dose equivalent [DDE, WB] for external exposures and total organ
dose equivalent [TODE] for internal exposures, to the whole body [head/neck/torso
region of the body]

OR
Total Organ Dose Equivalent [TODE] 50,000 mrem
Sum of deep-dose equivalent [DDE] and committed dose equivalent [CDE] to any
single organ or tissue other than the lens of the eye
Skin [SDE, WB and SDE, ME] 50,000 mrem
Lens of the Eye [LDE] 15,000 mrem
Embryo/Fetus (Declared Pregnant Women) 500 mrem
Minors 500 mrem
General Public 100 mrem
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FIRE SAFETY-FIRE IN THE OPERATING ROOM

GENERAL INFORMATION

Because of the presence of oxygen in the operating room, the potential for a dangerous fire
is constantly present. A fire may be started by a spark from a cautery, from a suddenly
malfunctioning piece of equipment or another source. The presence of oxygen means that
this spark may be instantly amplified to a fire which will endanger the patient, surgeon and
all medical staff.

POLICY

1. All medical staff shall be aware of and trained in the dangers of operating room fires and
how to reduce the potential of operating room fires.

2. Physicians shall be advised of the danger of operating room fires and aware of ways to
reduce the potential of operating room fires.

3. Precautions shall be taken for every case, every day to reduce the potential of operating
room fires.

4. Inservices shall be held to educate Medical staff on the preventive measures used to
reduce the risk of oxygen-aided fires in the operating room.

5. As part of the orientation program, the Clinical Supervisor and/or the Medical Director
shall educate new employees in the dangers of operating room fires and inform them of
ways to reduce the risk of these oxygen-aided fires.

6. Because of the constantly changing and advancing field of operating room
instrumentation and because of the importance of this issue, Inservices for the medical
staff shall be held at regular intervals (at least annually) to re-educate staff on the
constant danger of these fires, ways to reduce the risk and ways of fires occurring and
how to recognize potential causes

PROCEDURE

During head and neck procedures particular attention must be given to prepping, draping
and positioning the patient, as patients with their heads draped are more susceptible to fire
because supplemental oxygen can accumulate under the drapes. To decrease the risk of
fire, the prep solution must be given adequate time to dry (3 minutes) - especially if there is
alcohol in the solution. Draping and positioning the patient should be performed in a manner
that does not allow pooling of oxygen under the drapes. Every effort should be made to use
no more oxygen than is necessary to maintain adequate oxygen levels. If possible, provide
room air or less than or equal to 30% oxygen, depending on patient needs. Oxygen can
also be combined with air to decrease the risk of fire. If facial hair is exposed, coat the hair
with a water-soluble surgical lubricating jelly to make it nonflammable. Additionally, moisten
sponges, gauze and pledgets (and their strings) to render them ignition resistant. This is
also true for chest procedures, where oxygen may pool in the open body cavity.

During all procedures, as a proactive safety measure, sterile water or saline must be on the
back table prior to ESU, argon beam coagulator (ABC) or lasers being used. Additional
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safety measures that should be taken when performing electrosurgery, electrocautery or
laser surgery are as follows:

Stop supplemental O2 at least one minute before and during use of the unit, if
possible. (Surgical team communication is essential.)

Activate the unit only when the active tip is in view, especially if looking through a
microscope

Deactivate the unit before the tip leaves the surgical site

Place electrosurgical electrodes in a holster or another location off the patient when
not in active use (i.e., when not needed within the next few moments)

Place lasers in standby mode when not in active use

Do not place rubber catheter sleeves over electrosurgical electrodes

Fiberoptic Light Sources

Fiberoptic light sources can start fires. Complete all cable connections before activating the
source. Place the light source in standby mode, or turn the unit off when disconnecting
cables. Never leave a light cord that is still luminating on top of the patient drapes. Although
surgical drapes are fire retardant, they are still flammable.

In Case of a Fire in operative or procedural areas the following steps should be taken in
order initiate RACE:

PwbdPE

5.
6.
7

Announce the fire.

Remove the burning material from contacting the patient (drapes, ETT, etc.)
Have the anesthesiologist stop the flow of gases (i.e., 02, N20O, Desflurane, etc.)
Immediately smother/put out the fire (when safe to do so).

e Attempt to extinguish with water or saline aim at the base of the fire.

e To smother a fire hold a towel between fire and the patients airway, drop one
end of the towel toward the patients head, drop the other end of towel over
the fire, sweep your hand over the towel and raise the towel and keep your
body away from the fire. DO NOT PAT the fire.

e Obtain fire extinguisher as last response and Extinguish on floor.

Set off the fire alarm (Code Red)
Evacuate the patient, if necessary
Save any material/devices for follow-up investigation

Fighting Fires Involving an Endotracheal Tube

1. Announce the fire.
2.

Collaborate and assist the anesthesia professional with:

o disconnecting and removing the breathing circuit

turning off the flow of oxygen

pouring saline or water into the airway

removing the endotracheal tube and any segments of the burned tube
examining the airway

re-establishing the airway

Fighting Fires On or In Equipment

1.
2.
3.

Communicate the presence of the fire to team members.
Disconnect equipment from its electrical source.
Shut off electricity to the piece of equipment at the electrical panel.
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4. Shut off gases to equipment, if applicable.

5. Assess fire size and determine if equipment can be removed safely or if evacuation
is needed.

Extinguish fire with extinguisher, if appropriate

Activate alarms, if necessary.

Notify the appropriate personnel.

©o~NOo

Reference: Fire Prevention in the Perioperative Practice Setting 2013
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FIRE SAFETY-FIRE WATCH/SYSTEM IMPAIRMENT

PURPOSE
To provide a mechanism for monitoring a building or portions of a building for potential or actual
fire and smoke conditions during fire protection system shutdown or operational failure.

CAUSES

Fire alarm system or sprinkler system outages can occur during construction, maintenance,
renovation, electrical storms, heat waves that cause overloads, brown-outs or other unplanned
events which eliminate part or all of the fire alarm system. The sprinkler system may also be
made inoperable by a variety of planned or unplanned events.

POLICY

There shall be a policy and procedures in place to protect the safety of the Center’s staff,
patients and visitors as well as the physical facility in the unlikely event that the fire alarm or
sprinkler system is out of order for an extended period of time (greater than ten hours).

PROCEDURES
[. Implementation

A. Inthe event that the fire alarm system or sprinkler system must be shut down by the
building or is out of service due to unforeseen circumstances, the fire protection system
impairment policy will be implemented.

B. Upon notification or identification of a system outage that is anticipated to last more than
four hours in a 24 hour period, the following fire watch procedures will be initiated:

1. The Medical Director will notify the local Fire Department to alert them to the
condition.

2. The Clinical Supervisor will notify the fire alarm monitoring company of the
situation.

3. The Medical Director (or Clinical Supervisor in his/her absence) will conduct the

fire watch. Fire watch tours shall be conducted every 15 minutes until the source is
identified or the system reinstated. The Medical Director shall be solely dedicated to
fire watch duties and not perform any other Center-related activities.

4. A patrol of the area shall be performed by the Medical Director. During the patrol
of the area, the fire watch procedure should not only be looking for fire or hazardous
conditions which could start a fire, but ensure that the other fire protection features of
the building such as egress routes and any other fire protection systems are
available and functioning properly.

5. Fire watch inspection tour should check and document the following:
¢ Mechanical and Electrical rooms — remove all combustible or flammable
materials.

e Access — ensure that the fire department can reach the building and entrances
are not blocked.

Exit access — All exit pathways are unobstructed

Fire/Smoke separations — All fire and smoke doors are closed properly.
Machinery unnecessary to be run continuously is turned off.

Any construction or renovation work is halted.

Fire extinguishers are charged and unobstructed
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C. If afire or smoke condition is identified, RACE (Rescue/Alarm/Contain/Extinguish/
Evacuate) will be initiated and the Medical Director will notify the local Fire Department.

D. If there is a fire behind a door:
¢ DO NOT OPEN THE DOOR

e Touch door handle and door frame and verify raised temperature.

e Smell for smoke or fumes

¢ Implement RACE program

e Remove patients from immediate danger and evacuate the building, if possible.

e Activate a call to the local fire department (9-1-1).

e Contain fire by shutting doors ONLY IF YOU CAN SAFELY DO SO

e Extinguish fire ONLY if it is small (small trash can). Otherwise, evacuate the area.
II. Closeout

A. The local fire department will determine if there is a need to extend the fire watch into
the following day.

B. During routine construction and maintenance system outages, every effort will be made
to accomplish work within the operational shift period so that the need for fire watch
won't exceed an 8 hour period, re-enabling the system(s) for the off-shift.

C. When the system is restored to normal operation, a Fire Marshal will close out the
system impairment and confirm that the fire watch activities may be discontinued.
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MEDICAL EQUIPMENT- ELECTRICAL EQUIPMENT - SAFE USE OF

POLICY:

All electrical equipment must be used in a safe and orderly fashion. All electrical wires on
equipment must be in a good and proper order, have no frayed ends or uncovered wires,
broken plugs, etc. Any observation of this should be reported to the physician immediately,
and immediate repairs undertaken.

PROCEDURE:

1. Only standard and UL approved electrical plugs should be put in any electrical outlet.

2. All electrical outlets in the operating room(s) must be hospital grade and be checked for
proper polarity and adequate grounding. All equipment fittings shall be hospital grade.

3. Always grasp electrical wiring on the plug head itself when pulling a plug out of a
receptacle to avoid breaking the wire. Never pull on the wire itself.

4. Any evidence of shorting of equipment should be reported immediately to the surgeon
and Clinical Supervisor.

5. Flashlights will be available.
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MEDICAL EQUIPMENT - ELECTROSURGICAL UNIT (ESU) SAFETY

POLICY:

All personnel will follow safety guidelines in order to reduce the potential for injury to the patients,
surgeons and employees who use cautery equipment.

PROCEDURE:

A. The ESU, dispersive electrode and active electrode shall be used according to the
manufacturer's written instruction.

B. Perioperative personnel will be instructed in the proper operation, care and handling of the
ESU during their orientation period. Return demonstration after instruction must be
documented for the perioperative employee.

C. The ESU must be inspected before each use and checked at least annually by the
biomedical service.

D. Damaged or malfunctioning ESUs must be removed immediately and reported to the
management.

E. The ESU shall be assigned an identification number. The identification/serial number of
the ESU is to be documented on the OR record.

F.  To prevent injury, patients will be instructed to remove as much jewelry as possible before
their surgical procedure.

G. The ESU shall be used in a manner that reduces the potential for injuries.

1. Following use, the ESU shall be turned off and the unit and all its reusable parts
cleaned according to the manufacturers written instructions. The surface of the
ESU shall not be saturated with or have fluids poured over it.

2. The ESU shall not be used in the presence of flammable agents (e.g., alcohol,
tincture-based fluids)

3.  Safety features (e.g., lights, activation sound indicator) shall be present and tested
before each ESU use.

4, Power settings shall be confirmed verbally between the operator and the user
before activation and determined in conjunction with the manufacturers written
recommendations and the patients’ size.

The ESU shall be operated at the lowest effective power setting to achieve the
desired effect for coagulation and cutting. Personnel shall check the entire ESU
circuit if the operator requests a continual increase in power because of ineffectual
usage results.

5. The ESU shall be protected from spills. Fluids shall not be placed on top of the

ESU.
H. The ESU active electrode shall be used in a manner that minimizes the potential for
injuries.
1. The active electrode shall be connected directly into a labeled, stress-resistant

receptacle of the ESU. If an adapter is used, it shall be one that is approved by the
manufacturer and does not compromise the generator’s safety features.
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4.

5.

The active electrode shall be inspected for damage, including impaired insulation,
at the operative field before use.

The active electrode shall be placed in a clean, dry, well-insulated safety holster
when it is not in use.

The active electrode shall be disconnected from the ESU and replaced if it drops
below the sterile field.

The active electrode shall have a tip that is secure and easy to clean.

I.  The dispersive electrode shall be used in a manner that minimized the potential for injuries.

1.

10.

The patient's skin integrity shall be evaluated and documented before and after
ESU use.

The dispersive electrode shall not be placed over bony prominences, scar tissue,
skin over an implanted metal prosthesis, hairy surfaces, or areas distal to
tourniquets and pressure points.

The dispersive electrode shall be the appropriate size for a patient (i.e., heonate,
infant, pediatric, adult) and never be cut to reduce its size.

After positioning the patient, the dispersive electrode shall be placed on a clean,
dry skin surface over a large, well-perfused muscle mass and as close to the
operative site as possible.

Patients’ jewelry shall be removed.
Excessive hair shall be removed before applying the dispersive electrode.

The dispersive electrode shall connect directly into a labeled, stress-resistant
receptacle of the ESU. If an adapter is used, it shall be approved by the
manufacturer and not compromise the ESU generator’s safety features.

The dispersive electrode shall maintain uniform body contact to avoid tenting,
gaping, and moisture that interferes with complete adhesion with the patient's
skin.

The dispersive electrode shall be removed carefully to avoid denuding the
surface of the skin.

The dispersive electrode and its connection to the ESU shall be checked if any
tension is applied to the dispersive electrode cord or if the surgical team
repositions the patient.

J. Bipolar active electrodes function differently than monopolar active electrodes and shall
be used according to the manufacturers written instruction.

1.

In bipolar electrosurgery, a forceps is used for the coagulation of body tissue.
One side of the bipolar forceps is the active electrode, and the other side is the
return or ground electrode.

A dispersive electrode is not needed because current flows between the two tips
of the bipolar forceps rather than through the patient.

Reference AORN Standards, Recommended Practices and Guidelines (1999, 2000)
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1 Use of the ESU with an operating laparoscope requires personnel to:

Examine all electrodes for impaired insulation before use,

Ensure proper connection of equipment,

Ensure that the active electrode is not activated until it is in close proximity to
the tissue,

Use the low-voltage cutting wave form setting whenever possible,

Avoid open-circuit activation of the active electrode,

Use the lowest power setting that achieves the desired result, and

Use all metal or all plastic cannulas and not a hybrid cannula system (i.e., a
combination of plastic and metal cannulas).

L. If patient or personnel injuries or equipment failures occur, the ESU and the active and
dispersive electrodes shall be handled in accordance with the Safe Medical Devices Act
of 1990.

M. Personnel shall take special precautions when using the ESU with patients who have

pacemakers and/or automatic defibrillators.
1. Patients with pacemakers shall have continuous ECG monitoring during ESU use.
2.  Patients with an automatic implantable cardioverter/defibrillator (AICD) shall:

» Have the AICD device deactivated before the ESU is activated
» Have a defibrillator immediately available, and
» Have continuous ECG monitoring.

N. Exposure to smoke plume generated during electrosurgery shall be reduced.
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MEDICAL EQUIPMENT MANAGEMENT, MAINTENANCE & REPAIR
POLICY:

1. Each piece of operating room and recovery room equipment shall be checked prior to any
procedures commencing. This it to ensure proper operation of the equipment and reduce
the possibility of malfunction and/or injury to patients or staff during any procedure or the
recovery period.

2. Equipment used by the Center for the provision of patient care shall be maintained and
serviced only by a contracted bio-medical company approved by the Governing Body.

3. All equipment be properly maintained so that it functions as intended and that services for
maintenance and repair be obtained in a cost effective and timely manner.

4. The Center shall have documentation of the pre-cleaning, transport, and handling of
medical devices intended for external vendor reprocessing, inspection, or repair.

PROCEDURE:

1. The designated operating room staff member will check each piece of equipment to be used
during the day by turning on the apparatus and checking to see that the functions of the unit
work properly. With some machinery, it may not be possible for the equipment to run
through all of its functions, but the safety of the machinery should be able to be determined
by this exercise.

2. A bio-medical person will check each piece of equipment and perform electrical safety
checks (preventive maintenance or PM) at least semi-annually and attach labels to the
equipment to verify these checks.

3. Documentation of bio-medical/safety checks shall be kept for at least three years.

4. Obvious hazards are reported. Any suspect equipment is immediately pulled from service
until cleared. Should there be a suspect piece of equipment, the following procedures shall
take place:

e The Clinical Supervisor or designee shall be notified of the potential equipment
malfunction.

e The Clinical Supervisor shall make the decision to pull the equipment from service.
Each staff member has the authority to refrain from using any equipment if they have
a valid basis for the belief that the equipment is not functioning properly and/or may
cause a hazard for the patient and/or a staff member.

e The Governing Body-approved bio-medical engineer will be contacted to come out
and inspect the equipment. If appropriate, the manufacturer may also be contacted.

e The suspect equipment shall remain out of service until the bio-medical engineer has
inspected, tested and approved the equipment. If the manufacturer inspected the
equipment first, the bio-medical engineer must inspect, test and approve the
equipment and deemed the equipment functioning properly and safe before it is
returned to service.

e The Clinical Supervisor is responsible for ensuring that written documentation is
provided by the bio-medical engineer and that the documentation is filed
appropriately and retained according to #3 above.
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MEDICAL EQUIPMENT MALFUNCTION

POLICY:

In any situation involving a medical device failure or malfunction, immediate steps shall be
taken to ensure the health and safety of the patient. Immediate action shall also be taken to
preserve the medical device as it was at the time of the occurrence to document the
condition/status of the device and to immediately remove the device from service.

PROCEDURE:

At the moment of a medical device failure or malfunction:

1.

Attend to the medical needs of the patient or the injured parties, removing them from the
area if necessary.

The malfunctioning equipment is immediately pulled from service and labeled as NOT IN
USE. Do not change any settings or disconnect any attachments.

The Clinical Supervisor or Medical Director is to be notified immediately.

The bio-med company is to be notified to perform an inspection and diagnosis on the
equipment.

An incident report is to be filled out. If it is determined that the medical device caused or
contributed to a patient or healthcare worker’s death or resulted in serious injury or
illness, a report will be submitted to the FDA and/or product manufacturer.

(See Incident Report Policy)
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MEDICAL EQUIPMENT — USE OF DIRTY EQUIPMENT

POLICY

Equipment that is stored outside the surgical suite (Operating room, Recovery area) shall be
considered dirty and shall be cleaned prior to use in the Operating room.

PROCEDURE

1. When it is determined that a piece of equipment stored outside of the surgical suite is to
be used in a procedure, the Clinical Supervisor or designee and the Scrub Technician
involved in the case shall be notified.

2. The Scrub Technician working in the Operating room on the case utilizing the “dirty”
equipment shall ensure that the equipment is wiped down with an anti-bacterial solution
prior to the equipment being moved into the Operating room.

3. The Scrub Technician shall also check the equipment to ensure that the equipment has
a current preventive maintenance (“PM”) sticker on the equipment. All equipment used
in the Operating room and Recovery Room or having patient contact shall be checked
by a bio-medical technician at least twice per year (every six months).
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MEDICAL EQUIPMENT - SUCTIONING EQUIPMENT

POLICY:

The Nurse Manager is responsible for the correct functioning of the suction system.
The Nurse Manager shall familiarize himself/herself with the suction system and be
aware of how it performs.

PROCEDURE:

A. Every case is to be treated as a “dirty” case, using Universal Precautions,
including the proper use of protective barrier apparatus.

B. Following a dirty case, the suction bottles containing aspirate (plus and/or
germicide) should be emptied.

C. A disinfecting agent shall then be used to clean the suction bottle followed by
thorough washing with a germicide, rinsing and sterilization.

D. The disposable suction unit shall be placed in the red bags for infectious waste.

E. The suction racks and regulator shall be wiped down with a germicidal solution.
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STORAGE AND HANDLING OF MEDICAL GASES POLICY

POLICY

All medical gases shall be stored in a designated area and handled in a safe manner as
described below.

PROCEDURE:

Delivery

1.
2.
3.

Contracted medical gas distributor will deliver medical gases.

Upon delivery gases should be placed in designated holders.

Cylinders shall be examined upon delivery to determine that tanks are labeled correctly,
and to inspect for signs of damage.

4. Return any defective cylinders to distributor immediately if necessary.

5. Delivery schedule should be made in accordance with the needs of the facility.
Storage

1. Cylinders shall be stored upright and secured.

2.

3
4.
5

All cylinders should be labeled with contents, dangers, and also have a tag to designate
whether the tanks are full or empty at all times.

. When in storage protective steel cap shall remain on the tank.

Compressed gas should be in a well ventilated, dry area away from exits and stairways.
Group the cylinders by types of gas. Mark empty cylinders and group them together in
storage.

6. Oxygen cylinders should be stored at least 20 feet from flammables or combustibles.
Handling
1. Specifically designed regulators, pressure release valves, hoses and other auxiliary

2.
3.
4.
5
Usage
1.

2.
3.

equipment for each gas should be used.

Do not drop, bang, slide. Clank, or roll cylinders.

Cylinders should be kept in appropriate holder at all times. Holders should be in proper
working order.

Valves should be closed when not in use.

Cylinders should be kept upright.

Leaking containers shall be removed to a well ventilated area. Shut the leaking valve
and retighten the valve gland or not.

Labels should be legible before cylinders is used, otherwise return cylinder to distributor.
Tanks should be kept away from fire, sparks and electricity.

When empty, close and return cylinders to designated area. Empty cylinders shall be
tagged as “EMPTY.”
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= Digestive Disease Center

Policy:
The policy set forth by the Digestive Disease Center (DDC) is to ensure

PATIENT SAFETY
POLICY&PROCEDURE

patient safety, before, during, and after a patient’s procedure.

Procedure:

A.

B
C.
D

&=

Each patient will have a history & physical examination documented in
their chart within 7 days prior to their procedure.

Each patient will complete the Medical History Questionnaire prior to
his or her procedure.

All patients will receive a copy of the Patient Rights and Responsibilities
at the time of scheduling of procedure.

All medical staff is CPR certified, and aware of the location and use of all
emergency equipment. All DDC Physicians are ACLS certified.

At least one ACLS certified Registered Nurse is staffed when patients are
present in the facility, along with ACLS trained Anesthesiologist is
present with sedated patients.

Once a patient has been admitted to the facility, non-sedated patients
are visualized frequently to ensure needs are meet. Sedated patients are
monitored closely checking vital signs with observation to assure
patients are free from complications related to the procedure and /or
medical problems

Each patient will meet the required discharge criteria set forth by DDC,
and ANOR anesthesia standard, prior to being discharged. The
physician will have the final decision, to discharge the patient, which
will be documented, signed and become part of the patient’s record.

A written physician discharge order will be issued to each patient post
procedure, providing them with post procedure instructions,
precautions, and contact information in case of an emergency. A copy of
this document will become part of the patient’s record.

The facility staff will make a follow up appointment for the patient as
ordered by the physician.

Each patient will be contacted within 24 hours after having their
procedure to ensure that they are not experiencing any complications
related to the procedure.

A patient safety committee will be formed to include one physician from
each site, the nurse manager from each site, the pharmacy consultant,
and the medical director. The committee will meet quarterly to discuss
patient safety.

Revised 2/16/2010 Page 1 of 1
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Policy:

C Digestive Disease Center
PATIENT SAFETY COMPLIANCE
POLICY&PROCEDURE

The policy set forth by the Digestive Disease Center (DDC) is to ensure that
staff, physicians, vendors, and contracted employees are compliant with patient
safety including checklists, policies & procedures established by the DDC.

Procedure:

A

" U 0w

All staff, physicians, vendors & contracted services are required to read
and comply with the safety checklists, policies & procedures prior to
working in the center.

Policies & checklists will be provided to vendors & contracted services to
provide to their employees.

Staff educated upon hire & annually thereafter on the process for
reporting violations to the Director of Nursing Services.

Audits performed monthly utilizing the Infection Control Surveillance
Tool to ensure compliancy & sanitation.

The safety committee will meet monthly to discuss patient safety issues,
review audits & monitor & document effectiveness of the patient
identification policy.

Safety Policies & Procedures, checklists will be reviewed at least
annually & more often if needed.

Revised 2/16/2010, 8/4/2011 Page 1 of 1



Policy Title: SAFETY Management Plan

Approved: 4/11/2013 Page: 1of2
Effective: 4/12/2013 Retired:
POLICY:

The Center maintains a Safety Management Plan. A culture of safety is central to the identification and
correction of issues related to Patient Safety. Digestive Health Center (DHC) promotes this culture by
encouraging open discussion regarding safety issues in order to reduce risk to patients, visitors and
employees. The plan focuses on system-wide, integrated performance improvement activities, whenever
possible to assure an integrated approach to Patient Safety.

PURPOSE:
To provide for the safety of patients, visitors and employees at DHC
PROCEDURE:

Nevada Revised Statute (NRS 439.865) requires all medical facilities to develop, adopt, implement and monitor
patient safety activities to improve the health and safety of patients who are treated at DHC. The Operating
Board appoints the Center Director to act as the official Safety Officer. The QAPI Committee monitors Safety
Management in the following areas:

e General safety— Life Safety Management Plan, Infection Control Policy Online, Inclement Weather and
Emergency Situations

e Security — Security Management Plan Policy Online

e Hazardous waste and materials— Hazard Materials and Wastes Management Plan Policy Online

e Emergency preparedness— Disaster Safety Management Plan Policy Online, Inclement Weather and
Emergency Situations, Bomb Threat, Bioterrorism Plan

e Fire safety Fire Plan Policy Online

e Environment of care- Facilities and Environment Policy Online

e Medical equipment management— Medical Equipment Management-Operation-Repair Policy Online

e Life safety— Life Safety, Disaster Safety, Fire Plan Policies Online

e Utility systems— Facilities and Environment Policy Online, Physical Plant Utilities Maintenance, Utilities
System Management Plan

e Patient safety— Life Safety, Infection Control, Disaster Safety Policies Online, Risk Management Plan,
Information Management Plan

e Pharmacy— Pharmacy Policies Online

e |nfection Control - Infection Control Policies Online, Exposure Control Plan, Tuberculosis Exposure
Control Plan

All employees are in-serviced on the Safety Management Plan at orientation and annually thereafter.

Policy Type: FE_FACILITIES - ENVIRONMENT
Center: Reno Gl
Center DBA: Digestive Health Center

May not be valid after 1/22/2018 Last Reviewed: 4/10/2013



Policy Title: SAFETY Management Plan

Approved: 4/11/2013 Page: 20f2

Effective: 4/12/2013 Retired:

It is the responsibility of all employees and physician who see a safety management problem or potential
problem to immediately notify the Safety Officer. The Safety Officer investigates the report, takes appropriate
corrective action and documents findings. The Safety Officer completes an incident report / follow-up report
and submits to the QAPI Committee.

Through the Quality Assessment / Performance Improvement Committee and the Safety Officer, the Center
implements this plan by:

e Monitoring and supervising all grounds and equipment

e Monitoring of infection control practices on a continuous basis with quarterly reporting to the QAPI

e Conducting risk assessments that proactively evaluate the impact of buildings, grounds, equipment,
occupants and internal physical systems on patient and public safety

e Examining safety issues by appropriate representatives from administration, clinical services and
support services

e Reporting and investigating all incidents of property damage, occupational ilinesses and patient,
personnel or visitor injury

e Conducting ongoing hazard surveillance, including response to product safety recalls

e Appointing the Safety Officer/Center Director to intervene whenever conditions pose an immediate
threat to life or health, or threaten to damage equipment or building

Implementing an orientation and education plan that addresses:

General safety processes
Area specific safety
Specific job related hazards

0O 0O 0O O

Safety related information through new employee orientation
Conducting ongoing monitoring of performance to asses:

Staff knowledge and skills
Monitoring and inspection activities
Emergency and incident reporting

0 0 0 O

Inspection, preventative maintenance, and testing

The objective, scope of performance, and overall effectiveness of the Safety Management Plan is evaluated
annually and revised as necessary by the QAPI Committee as documented on the Facilities and Environment
Annual Evaluation Form.

Policy Type: FE_FACILITIES - ENVIRONMENT
Center: Reno Gl
Center DBA: Digestive Health Center

May not be valid after 1/22/2018 Last Reviewed: 4/10/2013




Policy Title: RISK MANAGEMENT Plan

Approved: 9/6/2016 Page: 1of5

Retired:

POLICY:

The Center has a Risk Management Program in accordance with federal, state, local, and accrediting body
regulations and guidelines.

PURPOSE:

A. To provide a safe environment for patients, visitors, volunteers, employees, and medical staff, and to thereby
minimize injury and loss

B. To improve the quality of services provided by identifying the causes of adverse care events and by instituting
corrective actions to minimize and/or eliminate the recurrence of untoward events

C. To minimize claims against the Center

D. To follow all regulatory laws, standards, and guidelines to report and document adverse events or other
incidents involving patients, visitors, volunteers, employees, and medical staff

SCOPE:

The Risk Management Plan applies to all employees and Licensed Independent Practitioners (LIPs) of the
Center.

RISK MANAGEMENT COMPONENTS:

The Risk Management Program incorporates the following components:

A. Risk Identification from:

° e-Incident reports (The Online Incident Reporting System)

. Quality Assessment Performance Improvement (QAPI)/e-Incident data analysis
° High risk/High volume/problem prone procedures

° Request for records

° Legal notices or lawsuits

° ASC Industry Quality measures

° State, federal, and accreditation surveys

. Clinical records and reviews

. Patient grievances/complaints

B. Risk Control and Analysis through:

Policy Type: RM_RISK MANAGEMENT
Center: Reno GI
Center DBA: Digestive Health Center

May not be valid after 1/22/2018




Policy Title: RISK MANAGEMENT Plan

Approved: 9/6/2016 | Page: 20f5

Retired:

e Root Cause Analysis (RCA)
o Corrective Action Plans, development and implementation
e Trending Risk management/QAPI variances
e Peerreview
e Process Improvement
e In-servicing
e Policies and procedures to include:
- Infection control
- Credentialing and peer review
- Compliance Program
- Confidentiality HIPAA program
- Employee health
- Risk Management
- QAPI

C. Claims Management

Claims management is coordinated by the Corporate Insurance Department in conjunction with the Center
Director. The Insurance Department manages and directs all matters regarding:

Claims (actual and potential) Reporting & Management of the following:
e Professional Liability (Malpractice)
e General Liability (Premises Liability), Property Damage
e Workers’ Compensation — Claims are reported at the Center, Insurance Department is a
resource in regard to benefit and claims questions
Litigation Matters
e All subpoenas/complaints/monetary demands related to the above insurances are forwarded to
insurance for handling in conjunction with the insurance carriers
e All requests for waiver of co-pays or deductibles involving patients or visitors’ bills from the
Center or other healthcare facilities are submitted as an incident and then referred to the
Insurance Department for handling.

RESPONSIBILITY:

It is the ultimate responsibility of the Operating Board to ensure compliance with the Risk Management
Program at the Center. The Operating Board has appointed the QAPI Committee to review and analyze Risk
Management data and to make recommendations The Board designates an individual who is responsible for
implementation, ongoing management, and consistent application of the Risk Management Program. The
Center Director serves as the Risk Manager for the Center.
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The Center Director’s Risk Management duties are to:

* Review, investigate and complete follow-up on all incident reports.

¢ Coordinate analysis of data for potential trends and outliers.

e Coordinate the analysis of all serious incidents.

* Ensure that incidents are completed and submitted in the online system within 24 hours.

* Present quarterly and annual reports on incidents and Risk Management activities to the QAPI
Committee and Operating Board.

* Coordinate the implementation of all action plans developed to reduce risk and improve
quality of care.

* Coordinate all staff Risk Management training and in-servicing.

e Provide risk data summaries for credentialing purposes.

* Submit reports as required by the State (if applicable).

¢ Immediately contact the Corporate Clinical Director for any serious/sentinel event.

* Incorporate Risk Management findings/reports with the QAPI program and initiatives.

¢ Collaborate with all resources including legal counsel as applicable to coordinate the investigation,

processing, and defense of claims against the Center.

* Ensure that the Disclosure Policy is followed regarding serious events.

» Ensure staff participation in incident follow-up including RCA.

Employees’ duties:
In the interest of quality and overall patient safety, employees are responsible to comply with all policies,
procedures, and regulations. Each employee has a duty to act on behalf of patients to identify and to report

incidents to the Center Director and to participate in the QAPI and Risk Management Programs.

QAPI Committee is responsible to:

. Serve as the oversight committee for the Risk Management Program and is accountable to the
Operating Board for implementation.
o Review and evaluate patient care through analysis of the Risk Management reports, to include
chart reviews, trends, current issues, and incidents.
. Participate in the identification and resolution of quality or risk issues.
o Utilize risk management and quality data in the credentialing process.
° Review and revise Risk Management policies and reports, including the annual Risk
Management Plan, Goals and Evaluation under QAPI.
o Make recommendations to the Operating Board to address quality or risk Issues.
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Operating Board has ultimate responsibility for Risk Management, and also to:

° Provide support and resources for the Risk Management Program.

° Ensure Risk Management is an integral component of the Center’s objectives, plans, and
management structure.

o Ensure that appropriate actions are taken based on recommendations from the QAPI
Committee and the Center Director.

o Review and approve Risk Management policies and reports, including the annual Risk

Management Plan, Goals and Evaluation.

The Operating Board’s commitment to the Risk Management Program, including allocation of human and
financial resources necessary to implement and maintain the Program, is evidenced by its approval of the Risk
Management Plan on an annual basis.

Insurance and Quality Department:

The Insurance Department and Quality Department are responsible to serve as advisor to the Risk
Management and QAPI Programs at the Center. All Risk Management/Quality initiatives are communicated
through the Operating Board Chair to the Board for adoption and implementation as appropriate.

EXTERNAL REPORTING: *(if applicable in ASC state)

The Center complies with mandatory reporting to applicable regulatory bodies, including the state of Nevada.
The Nevada State of Health Division is responsible for maintaining the Sentinel Events Registry (NRS439.840),
which is done by the Office of Public Health Informatics and Epidemiology.

CONFIDENTIALITY:

° The data, reports, and committee minutes generated by Risk Management and Quality
Improvement activities are confidential and statutorily privileged. They are accessible only to
those individuals who participate in the process and to those agencies responsible for
ascertaining the existence of ongoing and effective Risk Management and Quality Improvement
Programs.

° QAPI Committee members recognize that any and all data reviewed by them shall be held in
strict confidence. Any breach of confidentiality may result in disciplinary action, up to and
including termination.

© All requests and/or subpoenas from attorneys and regulatory agencies for information
pertaining to patient care, Risk Management and/or Quality Improvement activities must be
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reviewed by the Center Director and forwarded to the Corporate Compliance/Legal
Department.
o The e-Incident system is a secure website and is considered confidential.
o All incidents have the following header: “Prepared in anticipation of litigation in consultation
with corporate attorneys and as a mechanism for analysis to improve quality and patient safety.
Therefore, information within this document is deemed confidential and undiscoverable.”
EDUCATION:

Risk Management education will be provided to staff within 30 days of employment and annually thereafter.

Topics for Risk Management education may include, but are not limited to:

Purpose and goals of Risk Management
Employee role in Risk Management
E-Incident reporting system

Chain of Command

Root Cause Analysis

Reporting sexual misconduct, abuse, neglect, or domestic violence
Safe Medical Device Act (SMDA) reporting
Advance Directives

Informed Consent

Confidentiality & HIPAA

Patient Rights and Responsibilities
Patient Grievances

QAPI

Infection Control

Disclosure of medical errors

Workers’ Compensation

(See also HR in-servicing)

ANNUAL REVIEW AND GOALS:

The Operating Board will review and approve the Risk Management policies and reports, including the annual
Risk Management Plan, Goals and Evaluation.
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POLICY

The Center maintains a comprehensive Quality Assessment/Performance Improvement (QAPI) Program to
measure, monitor, evaluate and improve clinical outcomes, safety, operational efficiencies, and customer
satisfaction in accordance with Federal, State and local regulatory requirements as well as accreditation
standards.

PURPOSE/OBIJECTIVES

The QAPI Program provides an ongoing, systematic approach to plan, measure, evaluate and improve clinical
and operational performance, safety, and service. The fundamental objectives of the program are to:

e Provide high quality, cost effective patient care,

e Plan, design, or revise processes of care and service delivery,

e Maintain a safe environment for personnel, patients and visitors

e |dentify opportunities for improvement and utilize an interdisciplinary approach to develop
and implement solutions and action plans,

e Establish performance measures which are relevant to the facility scope of service and
goals, and which include health outcome and patient safety measures,

e Utilize data in the identification and reduction of medical errors

Utilize evidence-based practice guidelines and clinical standards, as well as internal and

external benchmarking as a basis for improvement efforts,

Demonstrate measurable, sustained improvements,

Utilize valid data collection techniques and analysis in QAPI initiatives,

Involve employees, managers and Medical Staff in QAPI initiatives,

Integrate the Risk Management, Peer Review, and Infection Control program findings and

activities into the QAPI Program

e Achieve high-level customer satisfaction,

e Coordinate QAPI activities to minimize duplication of effort, communicate findings and
improvements, and be carried out in a cost effective manner.

e Communicate the QAPI Program findings and results of improvement efforts

e e e L]

MISSION

The QAPI program supports the center purpose/mission statement.
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Digestive Health Associates/Digestive Health Center provides diagnosis, treatment and education to
patients who are referred to the practice from physicians of Northern Nevada and Eastern California.
Our essential priority is to provide exceptional quality, cost-effective care in a healing environment. We
show respect and empathy in all interactions with patients, families, physicians and each other.

SCOPE OF CARE

The QAPI Program involves all aspects of care delivery. The facility is an Ambulatory Surgery Center which
provides clinical and support staff, as well as the facilities and equipment, to support delivery of appropriate,
safe and effective care to an outpatient population ranging from age 16 to geriatric age groups.

Services include: Gl Endoscopy
Anesthesia services include: Conscious sedation, monitored anesthesia care/propofol sedation.

RESPONSIBILITY FOR QAPI PROGRAM

Governing Board — The Northern NV Endoscopy ASC, LLC

The Governing Board has the ultimate authority and accountability for the QAPI Program. The Governing
Board delegates to the Medical Staff and center management the responsibility for implementation of the
QAPI program. The Governing Board is responsible to:

e Assure that the QAPI program is defined, implemented, and maintained as an integral
component of the Center’s objectives, plans and management structure,

e Provide resources to support the QAPI program,

e Assure that the QAPI program addresses the priorities of the center

e Assure that improvements are evaluated for effectiveness

e Assure that the QAPI program specifies data collection description, methods, and frequency

e Oversee the coordination of Risk Management, Quality Assurance/Performance
Improvement, Infection Control and Peer Review

e Assure that services provided by contracted services are provided in a safe and effective
manner

e Promote a safety culture
e Review and approve QAPI policies, the QAPI program goals, and annual program evaluation.

Center Director and Management Team
The center management team, supported by the corporate Clinical Director, has overall responsibility for the

implementation and maintenance of the QAPI program to:
e Ensure patient care is delivered safely,
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e Ensure the ongoing competence of staff,

e Support an environment that promotes process improvement, quality outcomes, patient

safety and customer satisfaction,

Monitor important aspects of care to identify and address opportunities for improvement,

Take appropriate actions to address identified quality issues and monitor their effectiveness

Provide education to employees regarding improvement strategies,

Foster a blame-free environment in addressing incidents,

Sustain improvements made to departmental functions,

Support staff participation in internal and external educational programs,

e Use industry standards, evidence-based practices and benchmarking when available to
evaluate performance opportunities,

e Utilize Ql findings in policy and procedure development, departmental education and the
evaluation of individual performance, and

e Ensure continuous compliance with accreditation standards and
Regulatory requirements.

Quality Assessment Performance Improvement (QAPI) Committee

The QAPI Committee is responsible to assure that the QAPI plan is implemented and maintained. The
Committee consists of the Center Director, Medical Director or designated medical staff representative,
Admitting/Business/Reception, Pharmacy Consultant, Anesthesia representative and other such members that
may be approved by the QAPI Chairman. The QAPI Chairperson is a physician who is an active member of the
center’s medical staff and is not the same person as the Medical Director. (AAAHC requires one or more
physician leaders be involved in the quality activities of the center)

The QAPI Committee meets on a quarterly basis. The Center Director is responsible for facilitation of the
meetings and maintenance of the minutes. *

Specific functions of the Committee include:
= Ensure the Ql plan is implemented, maintained and reviewed annually
= Objectively and systematically review the quality of service delivery and related
performance measures
= Develop and revise indicators as necessary to evaluate care
= Review data summaries for all identified indicators, as well as other sources of
information regarding quality of care, patient safety, and health outcomes
o Review of internal and external benchmarking data to identify opportunities for improvement
= Oversee all patient safety and risk management activities,
= |dentify opportunities for improvement and assure that appropriate action is taken
= Develop educational programs based on needs identified through QAPI activities.
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= Support education regarding the principles of continuous improvement and the center’s

QAPI program
= Ensure integration of Risk Management and Infection Control activities into the QAPI
plan

Quality Improvement Teams

Ql Teams may be appointed by the QAPI Committee to address departmental, inter-departmental,
multidisciplinary and/or interdisciplinary issues.

Ql Teams may be initiated based on the following priorities:

e Support of the Strategic Business Plan

e Customer needs and expectations, patient satisfaction survey results, physician
satisfaction survey results

e Important aspects of care
High volume / high risk occurrences

e Problem prone issues

e Financial opportunities

e Regulatory or compliance requirements

e Patient safety

Ql Teams provide progress reports to the QAP Committee on a quarterly basis.

Employees
Employees are responsible to provide quality care and services to all customers and to comply with Center
policies and procedures. Employees actively participate in the facility’s QAPI program and promote

communication regarding Quality, Risk, Safety, and Infection Control issues. (See Policy: Quality Measures —
Performance Improvement Indicators)

QUALITY MEASURES/PERFORMANCE INDICATORS

Data is collected on an ongoing basis and utilized to prioritize performance activities and focus on high risk,
high volume, and problem prone areas.

Categories of indicators include, but are not limited to, the following:
= Case Volume/Procedure Statistics
= Postoperative Infections
= Employee Health
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= Post-op Contacts

= Risk Management/Safety

= Adverse Patient Events

= Patient Satisfaction/Grievances

= Medical Records Process/Documentation Review
= Prep quality

= Cecal Intubation Rate

= Day of Procedure Cancellations

=  Competency

=  Pathology/Adenoma detection

" Facility Utilization

= Pharmacy/Medication

= (Credentialing (# credentialed/re-credentialed only)
= Compliance/Privacy

Endoscopy centers collects assigned data in the following categories as appropriate, as GIQuIC
measures are included:
e Adenoma detection rate

Adequacy of bowel prep
Adverse events
Adverse events-incidence of perforation
Age appropriate screening colonoscopy
Appropriate follow-up interval for normal colonoscopy in average risk patients
Appropriate indication for colonoscopy
ASA category documentation
Average withdrawal time (min)
Colonoscopy indication documentation
Colonoscopy interval for patients with a history of adenomatous polyps-avoidance of
inappropriate use
Photo documentation of the cecum-all colonoscopies
Photo documentation of the cecum-screening colonoscopies
Repeat colonoscopy recommended due to poor bowel preparation
Written discharge instructions rate
History and physical documentation
Informed consent documentation

e Incidence of post-polypectomy bleeding
All centers collect data on the following Surgical Care Improvement Project (SCIP) measures as

applicable:
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IV Antibiotic Timing

Wrong site, side, patient, procedure, or implant
Patient burn

Patient fall in the ASC

All-cause hospital transfer or admission

BENCHMARKING

Benchmarking is integrated into the QAPI program in order to identify best practices and comparative
information utilized for improvement. Internal benchmarking compares performance within the facility such
as physician or department, or over time. External benchmarking is conducted with other AmSurg facilities
through data sharing and dissemination of best practices. Examples of external benchmarking include the
Corporate Quality Studies, monthly stat reports, and comparisons with external sources as the ASC Quality
Collaboration. Other sources are utilized as applicable to the particular focus area and may include specialty-
specific references and standards.

QUALITY STUDIES (FOCUS STUDIES)

The Center conducts at least two QAPI focus studies on an annual basis. At least one study must demonstrate
that improvement has occurred. At least two focus studies are conducted each year

Sources of information that can initiate a focus study may include:
e Evaluating trends identified from results of ongoing data monitoring—see QAPI Outline
e Review Center process.

e Evaluation of performance in comparison to industry indicators/benchmarks ( i.e., colonoscopy
withdrawal time; antibiotic timing; unplanned vitrectomy rates; post-operative infections)
The 10-Step QAPI Focus Study Worksheet is utilized to document each study.*

Quality studies reflect the scope of services, center priorities, and findings from performance monitoring.
Studies address clinical, administrative, and/or cost of care issues and are documented in a consistent format
which includes:

e Identification of the process improvement opportunity/purpose of the study

e |dentification of the performance goal

e Description of the data that will be collected

e Evidence of data collection
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Data analysis that describes findings

Comparison of the current performance compared to goal

Implementation of corrective action(s) to resolve identified problem(s)

Re-measurement to determine whether the corrective actions have achieved and sustained

demonstrable improvement

e |mplementation of additional corrective action(s) and re-measurement if initial corrective
action(s) did not achieve and/or sustain the desired improved performance

e Communication of the findings to the Governing Board and throughout the organization

e © o e

INTEGRATION WITH RISK MANAGEMENT

Risk Management is linked operationally with QAPI to maximize patient, staff, and visitor safety. Improving
the quality of care reduces risk exposure.

The operational linkage between Risk Management, Safety, Quality Improvement, and Infection Control is
accomplished through the following mechanisms:

e Issues or trends identified in chart reviews, specialty reviews, infection control reports, and
environmental rounds will be referred to the Center Director or designee for evaluation and/or
corrective action.

e Data from incidents, identified trends, adverse events or any events that impact the quality or safety of
patient care will be referred to the Center Director or designee for investigation, analysis and
corrective action. Adverse events analysis are summarized and reported to the QAPI Committee on a
quarterly basis.

e The Risk Manager (if applicable) and Center Director review current issues and risk reduction
strategies; these are discussed at staff meetings as needed.

e The QAPI Committee serves as the oversight committee for Risk Management and Safety. Risk
Management and Safety reports are presented to the QAPI Committee on a quarterly basis. (See Risk
Management Toolkit)

REPORTING

QAPI Committee reports are provided to the Governing Board on a quarterly basis.
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CONFIDENTIALITY

All QAPI activities and data are considered confidential. Any requests from outside sources for any Ql, Risk
Management, Peer Review, Infection Control or credentialing information or reports are forwarded to AmSurg
Risk Management. All provider and patient identification is protected in all minutes and reports. Reports and
minutes are secured and maintained by the Center Director.

PROGRAM EVALUATION

The QAPI program is evaluated annually to determine its effectiveness and to assure that patient care and/or
safety issues were identified and addressed. All recommendations from accreditation surveys, auditors,
regulatory agencies and evidence-based sources are considered when evaluating the need for program
revision. The Governing Board approves the annual program evaluation.*****

ANNUAL GOALS

The QAPI Committee establishes goals for the QAPI program on an annual basis. Factors identified in the
annual program evaluation are considered in the establishment of subsequent goals. The Governing Board
approves the annual goals.

PROGRAM APPROVAL

The Governing Board approves the QAPI program on an annual basis. (See QAPI Toolkit)
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POLICY:

The Center maintains a Life Safety Management Plan.

PURPOSE:

To provide safety from fire hazards

PROCEDURE:
The Center has processes for:

e Protection of patients, personnel, visitors and property from fire, smoke and other products of
combustion

e Maintenance of building structural requirements for fire protection

e Inspection, testing and maintenance of fire alarm systems, through annual preventative maintenance
inspections.

e [nspection, testing of fire alarm / fire detection systems

e Minimize smoke transmission by controlling designated fans and dampers in air-handling and smoke
management systems

e Transmits the alarm to the local fire department

e Inspection and maintenance of all fire extinguishers

e Review of proposed acquisitions of fabrics, wall coverings and upholstery, and other decorations

e Reporting of all incidents or Life Safety Code (LSC) and fire protection deficiencies, failures or user
errors. Review of all incident reports by the Center Director, who forwards the report to the
appropriate committees for discussion and resolution. In addition the Center Director provides a life
safety orientation and education plan that addresses:

o Roles and responsibilities of personnel at fire’s point of origin
Roles and responsibilities of other staff as needed during a fire or building evacuation

o
o Use and function of fire alarm systems

o Use of equipment for evacuating or transporting patients to areas of refuge
o

Building compartmentalization procedure for containing smoke and fire

Education is provided at new employee orientation and annually. Training in-services may also be conducted
at monthly in-services or staff meetings.
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The Life Safety Management Plan has procedures to address:

e Fire response and fire evacuations routes
e Role of personnel at point of origin of fire
e Responsibilities of other staff as needed during a fire or building evacuation

The Life Safety Management Plan is evaluated annually by the QAPI Committee as documented on the
Facilities and Environment Annual Evaluation Form.
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POLICY:

The Center maintains an ongoing Infection Control program that is a result of a formal,
documented infection prevention risk assessment, to ensure that the program is relevant to the
Center.

PURPOSE:

To prevent, control, and investigate infections and communicable diseases among patients,
healthcare workers, and visitors

SCOPE OF THE INFECTION CONTROL PROGRAM:

The Infection Control Program is comprehensive in that it addresses detection, prevention and
control of infections among patients and personnel.

COMPONENTS OF THE INFECTION CONTROL PROGRAM:

RESPONSIBILITY:

The Governing Board is the ultimate authority for the Infection Control program. Ongoing
responsibility for the program is assigned by the Governing Board to an individual who receives
special training regarding Infection Control and the responsibilities of the position. The
designated individual is a member of the QAPI Committee and provides quarterly reports
regarding the program activities, findings and improvement strategies. The QAPI Committee
functions as the Infection Control Committee.

The Center adheres to professionally accepted standards of practice, manufacturer’s
recommendations, and state and federal guidelines, including but not limited to the cleaning,
disinfection and sterilization of instruments, endoscopes, equipment, supplies and implants.

The Governing Board has approved the adherence to nationally recognized infection control
guidelines as outlined by CDC, APIC, OSHA, and SGNA.

Professional guidelines to be utilized in the implementation of the Infection Control Program:

Evidence based policies and procedures based upon CDC, APIC and OSHA guidelines.
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INFECTION CONTROL COORDINATOR

Responsibility is delegated to the Infection Control Coordinator (ICC) to carry out the daily
functions of the Infection Prevention Program. Those functions are described in the ICC job
description. The ICC has knowledge and interest in Infection Prevention and has received initial
and ongoing training in the principles and methods of infection control. The Infection Control
Coordinator is provided adequate time to direct the Infection Control Program. The Infection
Control Coordinator serves as a resource for all staff relating to prevention of infections.

SURVEILLANCE:

Surveillance is an active process to identify and analyze outcomes related to infection control,
and includes:

e Environmental surveillance to identify and correct practices found in the workplace, i.e.,
hand hygiene, safe injection practices, use of PPE

e Preventive surveillance such as immunization of staff
e Observation and documentation of sterilization and disinfection practices

e Verification of education and training for staff
e Conformity with safe sharps handling
e Public Health reporting and monitoring of community trends

e Post-procedure surveillance conducted through reports sent to physicians
(See Infection Control Surveillance)

OUTBREAK INVESTIGATION

Systems are in place to facilitate recognition of increases in infections as well as clusters and
outbreaks.

PATIENT ASSESSMENT AND TRIAGE

All patients receive a pre-procedure assessment of current and past health history, including a
symptom-based evaluation for current communicable disease as evidenced by the nursing
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assessment. The ambulatory care setting does not provide for isolation rooms and therefore
contact with patients who are potentially contagious must be limited. (See ASSESSMENT Pre
Procedure)

HAND HYGIENE

Protocols for proper hand hygiene and surgical hand antisepsis are an essential element of the
program (See HAND HYGIENE)

LAUNDRY SERVICES

Center policies and procedures outline the handling, processing, and storage of clean and dirty
linen, as well as the use of disposable supplies. (See LAUNDRY Contaminated and SINGLE USE
MEDICAL DEVICE)

ENVIRONMENT of CARE

Environmental factors reviewed as part of the Infection Control plan include:
e Workflow to prevent cross contamination

e Sterilization and reprocessing procedures and documentation

e Ventilation

e Temperature and humidity of rooms

e Appropriate ventilation and maintenance of systems

e Housekeeping responsibilities

e Disinfection of surfaces between patients

e C(Cleaning schedules, and pest management

EDUCATION

Orientation and training regarding infection prevention and control is conducted by the
designated Infection Control Professional and includes the topics:

e hand hygiene

e high level disinfection/sterilization

e waste management procedures

e infection prevention principles and practices
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Information related to employee health is also included.

Documented education in Infection Control Policies and processes is provided to all staff within
10 days of commencement of employment, annually thereafter, and when there is an identified
need.

Credentialed providers receive ongoing or, at a minimum, annual infection control training.

QUALITY ASSURANCE/PERFORMANCE IMPROVEMENT STRATEGIES (QAPI)

Monitoring of infection control measures is conducted and variances are reported for specific
occurrences. Corrective and preventive measures for improvement are undertaken
immediately as needed. Infection Control is a component of the facility’s Quality Assurance
Performance Improvement Program (QAPI) and infection control reports are made to the QAPI
committee. In addition, infection control audits are performed to assess the level of quality
provided and actions for improvement are taken as needed.

The QAPI Committee meets on a regular basis and provides input and direction for the Infection
Prevention Program. Policies and procedures relating to Infection Prevention are approved by
the committee. Reports of infections are presented to the committee which recommends
actions and control measures when needed.

REPORTING MECHANISMS FOR INFECTION CONTROL

Patient infection cases are monitored by the ICC. The ICC completes a list of infections, the
monthly report forms and:

e Reports to the QAPI Committee

e Reports to the Governing Board

e Reports to health authorities, if appropriate
e Provides feedback to staff as needed.

Employee infections are reported by the employee to the Supervisor and Center Leader, then
to the ICC. The ICC completes the employee infection report form and reports:

e Compliance with infection control practices is monitored and documented by:
o Staff evaluation
o Observation of Practices

o The ICC and Center Leader review the compliance monitoring and initiate
appropriate actions.
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UPDATING THE INFECTION CONTROL PLAN:

The Infection Control Plan is reviewed annually by the Infection Control Committee/QAPI
Committee. Revisions, if needed, will be made to the plan based on review.

POLICIES AND PROCEDURES

Policies and procedures for infection prevention are reviewed on a regular schedule and
updated as needed.

The following Infection Control policies and procedures are maintained and made part of the
Center Infection Control Plan:

e Airborne Precautions

e Annual Evaluation of Infection Control Program
e Asepsis Principles of

e (leaning New-Repaired or Loaner Equipment

e (Cleaning Procedure Room

e Communicable-Infectious Diseases Personnel

e Communicable-Infectious Diseases Patients

e (Consent Form to Draw Blood

e Contact Precautions

e Disinfection High-Level

e Disinfection of Non-Critical Devices

e Droplet Precautions

e Exposure Control Plan

e Hand Hygiene

e Hepatitis B Immunization Documentation for employees

e Hepatitis B Vaccine General Information
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Hepatitis B Vaccine Immunization Program for employees
Infection Control Agents Center Approved*

Infection Control Annual Risk Assessment

Infection Control Committee

Infection Control Meeting Minutes Template-QAPI
Infection Control Multi-Drug Resistant Organisms (MDRO)
Infection Control Orientation Checklist

Infection Control Orientation Outline

Infection Control Program

Infection Control Standard Precautions and Practices
Infection Control Surveillance Plan

Infection Control Training-Orientation

Influenza Vaccine Availability for Employees
Influenza Vaccine Consent

Outbreak Investigation

Reprocessing Endoscope

Reprocessing Instruments

Sharps Injury Log

Sharps Injury Protection Plan

Skin Preparation

Sterile Supplies Opening

Sterilization Monitoring Process

Policy Type: IC_INFECTION CONTROL
Center: Reno Gl
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e Sterilization Packaging
e Sterilization-Disinfection Products Center Approved*
e Storage Sterile
e Traffic Control
e Tuberculin Skin Tests Competency
e Tuberculosis Screening for Employees
REFERENCES:

Association for Professionals in Infection Control and Epidemiology, Inc. (APIC)
2005 APIC Text of Infection Control and Epidemiology/Ambulatory Care

1275 K Street, NW Suite 100

Washington, DC 20005-4006

Phone 202-789-1890

Fax 202-789-1899

E-mail apicinfo@apic.org

Internet www.apic.org

Society of Gastrointestinal Nurses and Associates
WWW.SgNa.org

Centers for Disease Control and Prevention (CDC)
www.cdc.gov

Occupational Safety and Health Administration
http://www.osha.gov

Accreditation Association for Ambulatory Health Care, Inc.
2016 Accreditation Handbook for Ambulatory Health Care
STANDARD 7.1.b

www.aaahc.org

Centers for Medicare and Medicaid Services
http://www.cms.hhs.gov

Policy Type: IC_INFECTION CONTROL
Center: Reno GI
Center DBA: Digestive Health Center

May not be valid after 1/22/2018







EYE SURGERY CENTER OF NEVADA

QUALITY AND PATIENT
SAFETY PLAN

PATIENT SAFETY COMMITTEE/PROGRAM

EYE SURGERY CENTER OF NEVADA
3839 N CARSON STREET
CARSON CITY NEVADA 89706

CONTACT INFORMATION:

This plan was created and revised by the Eye Surgery Center of Nevada Patient Safety
committee. Implementation of this plan is intended to optimize the healthcare quality and
patient safety outcomes, encourage recognition, reporting and acknowledgement of risks to

patient, visitor and employee safety, as well as reduce the medical/healthcare errors and/or
preventable events.

It was last reviewed and revised as needed on March 1, 2018.
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EYE SURGERY CENTER OF NEVADA
COMMITMENT TO PATIENT SAFETY

The Eye Surgery Center of Nevada is committed to a comprehensive approach to improving
healthcare quality and patient safety by aligning with our Mission, Vision, and Values, creating
an environment that supports a dynamic, proactive and safe culture for patients, family
members, visitors and employees , through continuous learning and improving patient safety
policies, systems and processes.

MISSION, VISION AND VALUES

In support of our mission, vision and values, the Eye Surgery Center of Nevada Patient Safety
and Quality Improvement program promotes:

e Collaboration of leadership, medical staff, healthcare providers and staff to deliver
integrated and comprehensive high quality healthcare.

e Communicate honestly and openly to foster trusting and cooperative relationships
among healthcare providers, staff members, patients and their families to ensure
accountability for the patient safety priorities.

e Preservation of dignity and value for each patient, family member, employee and
healthcare provider.

Responsibility for every healthcare related decision and action.
Focus on continuous learning and improving to bring about the best possible outcomes
to the facility.

e Incorporation of evidence-based practice guidelines to deliver high quality healthcare.
Education of staff, healthcare providers and physicians to assure participation of all.

SCOPE AND PURPOSE

The scope of this Quality and Patient Safety Plan is organization wide which includes but is not
limited to:

e Patient safety

e \isitor safety

e Employee safety

All staff at the Eye Surgery Center of Nevada are required to fully support and participate in this
plan and devote their expertise to the patient safety and healthcare quality improvement
process. The plan is action oriented and solution focused. The purpose of this planis to
address patient safety related concerns, challenges and revise as needed to better serve the
patients and their families. To this end, the Eye Surgery Center of Nevada has developed this
Patient Safety Plan.
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The plan focuses on the process rather than the individual and recognizes both internal and
external customers as well as facilitates the need of analyzing and improving processes. The
core principles of this plan include:

All staff have the same goal and contribute their knowledge, vision, skill and insight to
improve the process of the Patient Safety Plan.

Decisions will be based on data and facts, and staff will be encouraged to learn from the
experiences.

Customer based including patients, families and visitors

Promote systems thinking

Employ well-trained and competent staff

ROLES AND RESPONSIBILITIES

PATIENT SAFETY COMMITTEE RESPONSIBILITIES

Monitor and document effectiveness of the patient identification policy

Receive reports from Patient Safety Officer

Evaluate actions of the Patient Safety Officer in connection with reports of sentinel
events alleged to have occurred.

Review and evaluate the quality of measures carried out to prevent and control infection.
Review and evaluate the quality of measures carried out to improve the safety of
patients.

Make recommendations to the governing body to reduce the number of sentinel events
and infections that occur.

Meet quarterly in conjunction with Quality Assurance committee to report any sentinel
event or infection occurring in the last quarter and measures taken.

Adopt and review patient safety checklists and policies annually; revise as needed.
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PATIENT SAFETY OFFICER RESPONSIBILITIES

Serve on patient safety commitiee.

Supervise the reporting of all sentinel events.

Take action he determines to be necessary to ensure the safety of patients as a result of
investigation into sentinel event.

Report such investigations to Patient Safety Committee.

INFECTION CONTROL OFFICER RESPONSIBILITIES

Serve on Patient Safety Committee.

Monitor the occurrences of infections at the facility to determine the number and severity
of infections.

Report to patient safety committee concerning the number and severity of infections.
Take action as necessary to prevent and control infections at facility.

Carry out the provision of the infection control program and ensure compliance of staff.

RCA LEADER RESPONSIBILITIES

Organize and coordinate the RCA process.

Assign investigative and implementation tasks to staff members

Conduct the RCA, investigation and corrective action plan implementation process.
Communicate the progress of the investigation and finalized plan to leadership.
Monitor the goals and progress of the corrective action plans.

Provide training, education and direction to staff that incorporate the Patient Safety and
Quality Improvement elements.

GOVERNING BODY RESPONSIBILITIES

Provide vision and leadership to Patient Safety and Quality Improvement process,
develop and foster a safe learning and improving culture.

Provide oversight to the quality improvement process.

Plan, discuss and generate the facility patient safety goals and activities in conjunction
with the patient safety action plans.

COMPONENTS AND METHODS

The Eye Surgery Center of Nevada as a licensed facility in the State of Nevada is responsible
for reporting any Sentinel event within 45 days. The facility will then conduct an investigation
concerning the causes or contributing factors or both of the sentinel event and implement a plan
to remedy the causes or contributing factors or both, of the sentinel event.
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The Eye Surgery Center of Nevada will use the root cause analysis process to determine the
contributing factors and the underlying reasons for the deficiencies or failures. The
Plan-Do-Study-Act (PDSA) is the model, which was developed by the Institute of Health Care
Improvement, that we will use to test the changes.

ROOT CAUSE ANALYSIS
A Root Cause Analysis is a process for identifying the root causes of the problem. It focuses on
the process instead of the individuals.

Before analyzing the root causes, defining problems based on facts and data is essential for
successfully conducting root cause analysis.

Root cause analysis and action plan framework table, which was introduced by the Joint
Commission, contains 24 analysis questions. It is a guide to the steps in RCA, not all of the
questions will apply to all of the events or cases. It will be used with the fishbone diagram.

The 5 Whys technigues will be used at the Eye Surgery Center of Nevada to explore the cause
and effect relationship underlying a problem. One can identify the root causes by asking “why”
no less than five times. It will be used as part of the fishbone diagram along with the action plan
framework table.

MODEL FOR IMPROVEMENT

The Model for Improvement is a collaborative and ongoing effort to improve the product and
services quality and process. It provides guidance in identifying the root causes; conducting
tests to assess possible changes; and for implementation of the new approaches and solutions.
It guides the test of change to determine if the change is an improvement.

PLAN Develop plan based on the identified root causes

DO Implement the change

STUDY | Study process and results

ACT Adjust, adopt or abandon
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DEFINITION OF PDSA CYCLE

PLAN--Collect data and establish goals. ldentify problem and possible root causes, answer the
following guestions.
e \What is the objective of the test?
What are the steps for the test-who, what, when?
How will you measure the impact of the test?
What is your plan for data collection?
What do you predict will happen?

DO-- Make changes designed to correct or improve the situation.
e \What were the results of the test?
e \Was the cycle carried out as planned?
e \What did you observe that was unplanned or expected?

STUDY--Study the effect of the changes on the situation. Data should be collected on the new
process and compared to the baseline or expected resuits.

e Did the results match your prediction?

e What did you learn?

e \What do you need to do next?

ACT- If the result is successful or desirable, standardize the changes and then work on the
next prioritized problem or further improvements. If the outcome is not successful look for
different ways to identify the causes or change the testing process.

DATA COLLECTION AND REPORTING

Data should drive any quality and patient safety effort. The Eye Surgery Center of Nevada will
use the data collected from our Quality Improvement Measures for tracking the sentinel and
infection events for internal data collection.

External data sources are those data sources which are collected outside the supervisory
structure of the case. External data which will be utilized for Quality and Patient Safety Plan
include data from:

e NHSN: National Healthcare Safety Network

e NQF: National Quality Forum

e CDC: Centers for Disease Control and Prevention
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ONGOING REPORTING AND REVIEW

The Eye Surgery Center of Nevada is an independently physician owned and operated
ambulatory surgical facility for ophthalmology related procedures only. It operates only twice a
month on Wednesdays for a twelve hour or less surgical day. Data will be collected and
reported as follows:

MONTHLY QUARTERLY ANNUALLY

1) Sentinel Event Report 1) Sentinel event report 1) Quality and Patient Safety Plan
2) Infection Report update 2) Checklists and Palicies

3) RCA assessment 2) Severity of infection report  review/revise

3) Review and evaluaie the
measure of improvement
of patient safety

4) Review and evaluate the

measurement to prevent
and control infection

ASSESSMENT OF THE QUALITY AND PATIENT SAFETY PLAN

The assessment of the Patient Safety plan and Quality Improvement measures will be ongoing
and continuous. It will have four essential elements; management, patient safety program,
procurement & equipment and safety policies and checklists. Important factors of a quality
program include building trust through active listening skills, identifying issue through improved
questioning skills and resolving issues with feedback obtained in open environment without
instilling blame.
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PATIENT SAFETY CHECKLISTS AND POLICIES

The Eye Surgery Center of Nevada Patient Safety Plan includes a Patient Safety Checklist and
patient safety policies. The Patient Safety policies are developed for the use of Providers of
healthcare who provide treatment to patients at the facility and to employees of the facility who
provide treatment and who do not provide treatment but whose duties affect the health and
welfare of the patients at the facility. The policies are also developed for persons or entities
whom the facility contracts with for services which may affect the health or welfare of patients
including Pharmacy, BioMed, Laundry and Sanitation.

The patient safety policies include but are not limited to policies on patient identification; hand
hygiene; compliance policy; discharge policy.

The patient safety checklists are included as part of the patient permanent record and address
treatment specific issues; sanitary environment issues and discharge instructions. They are
verified and completed by the registered nurse, timed and dated.

APPROVAL OF PATIENT SAFETY PLAN

The Eye Surgery Center of Nevada will submit its patient safety plan to the governing board for
approval. After initial approval the facility is responsible for notifying all providers of healthcare
who provide treatment to patients of the existence and requirements of the plan.

The patient safety plan will be reviewed and updated annually and a copy of the plan will be
submitted to the Division of Public and Behavioral Health.
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Policy:
Owner:

NEVADA ENDOSCOPY MANAGEMENT(INC
GASTROENTEROLOGY CONSULTANTS(LTD
RENO ENDOSCOPY CENTERILLC
SOUTH MEADO! 'S ENDOSCOPY CENTERILLC
CARSON ENDOSCOPY CENTER[LLC

POLICY AND PROCEDURE MANUAL

Patient Safety Plan
Center

Date last updated: Revised 4/2016

Purpose: Gastroenterology Consultants, Ltd (GIC) and affiliated Endoscopy Centers are
committed to ensuring the ongoing safety of our patients. To ensure the ongoing safety and
care of our patients we follow specific guidelines and policies which, at a minimum, include:

I Infection Control (IC): Refer also to the Infection Control (IC) Policy
"['Guidelines followed include:

a.

b.

C.

g.
h.

American Society for Gastrointestinal Endoscopy (ASGE) Multisociety Guideline on
Reprocessing Flexible Gastrointestinal Endoscopes 2011

Society of Gastroenterology Nurses and Associates, Inc. (SGNA) Standards of
Infection Prevention in Reprocessing Flexible Gastrointestinal Endoscopes 2015
Society of Gastroenterology Nurses and Associates, Inc. (SGNA) Standard of
Infection Prevention in the Gastroenterology Setting 2015

Society of Gastroenterology Nurses and Associates, Inc. (SGNA) Guideline for Use
of High Level Disinfectants and Sterilants for Reprocessing Flexible Gastrointestinal
Endoscopes 2013

American Society for Gastrointestinal Endoscopy (ASGE) Infection Control during Gl
Endoscopy 2008

Center for Disease Control (CDC) Guideline for Isolation Precautions: Preventing
Transmission of Infectious Agents in Healthcare Settings 2007

CDC Guide to Infection Prevention for Outpatient Settings 2014

Association for Professionals in Infection Control and Epidemiology (APIC) Guide to
the Elimination of Clostridium difficile in Healthcare Settings 2013

CDC Safe Injection Practices

[[The IC Policy includesat a minimum(processes or guidelines for:

a.
b.
C.

d.
e.

Patient selection and placement within the facility

Infection Control Monitoring and Surveillance, Reporting

Standard and Transmission Precautions, Hand Hygiene, Personal Protective
Equipment, Respiratory Hygiene / Cough Etiquette and General Infection Control
Practices in Healthcare Facilities as developed by the CDC and APIC
Environmental and Terminal Cleaning

Infection Control Officer

Approved Board of Managers REC/SEC/ CEC 10/11/11; Revised 8/9/12, Approved Board of Managers REC/SEC 1-31-16;
CEC 1-25-16; Approved Medical Directors 4/2016
The proceedings and records of a patient safety committee are subject to the same privilege and protection from discovery as

the proceedings and records described in NRS 49.117 - 49.123 and NRS 49.265.


http://leg.state.nv.us/NRS/NRS-049.html#NRS049Sec265

f. Equipment Processing: Cleaning, Disinfection, High Level Disinfection and
Sterilization

I Patient Selection and Screening: Refer also to the Criteria for Scheduling Patients at
ASC Policy.
1. To ensure patients are appropriate for the planned procedure in the planned setting
patients undergo:
a. Pre-procedure scheduling evaluation with referral for office visit or consultation as
appropriate
b. Pre-procedure assessment which includes at a minimum:
I. Review of past medical & surgical history
ii. Medication reconciliation, review
iii. Allergy and reaction, review of
iv. Physical assessment; assessment for communicable diseases
v. Vital signs

il Patient Identification: Refer to Patient Identification Policy. Patient identity is verified
with at minimum two (2) identifiers at check-in and at multiple points throughout care.

IVLD Safe Surgery Checllist: Refer to Safe Surgery Checklist Policy. Patient and procedure
are verified immediately prior to procedures.

Vi Discharge Teaching: Patients are provided with written discharge instructions which are
reviewed with patient and driver, as applicable, prior to discharge. Medications are
reconciled prior to discharge if any new medications are ordered. Information specific to
diagnosis, as best as known, is given to the patient. Patients are educated about signs
and symptoms to report and given a twenty-four (24) hour telephone number to call in
event of questions or concerns.

VI Post Procedure Callbacs: Patients are contacted one (1) to two (2) business days
post-procedure for follow up of any concerns and questions regarding discharge
instructions.

VIIL Pathology follow up: Patients are notified of pathology results and given information and
follow up orders as applicable within two (2) weeks.

VIlITT Pharmaceutical Services: Refer to Pharmaceutical Services Policy. Safe injection
practices are strictly followed. Pharmaceutical services are overseen by a contracting
pharmacist on a monthly basis.

1007 Quality Assurance and [Jenchmar(ing: Refer to the Quality Management Plan. More
than one hundred (100) quality assurance checkpoints are monitored on per patient, per
case, per day, per week or per month basis as applicable. Benchmarking of multiple
facility and nursing care factors are completed on an ongoing basis. In addition, multiple
procedu