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Mission Statement

The mission of the Clinic is to provide high quality, culturally competent, wellness-focused primary care and behavioral health services to underserved individuals, with the least access to health care, regardless of their ability to pay.
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Clinic Operations Manual Overview

The remainder of this document contains the Policies and Procedures of the Clinic. These have been organized into the following sections:

· General

· Definitions

· License

· Maintenance of Policies and Procedures Manual

· Basic Services

· Assessment of Patients

· Patient Education

· Care of Patients

· Continuity of Care

· Drug Distribution

· Patient Education

· Patients’ Rights and Responsibilities

· Scope of Service and Practice

· Management of Information/ Recordkeeping

· Quality Assurance Evaluation Program

· Clinic Administration

· Environment of Care/Disaster Program

· Infection Control

· Clinic Personnel Policies and Procedures

General Policies and Procedures
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CLINIC POLICIES & PROCEDURES
	Page 1 of 1

	
	Supersedes Date: 

	
	Original Date: 2010

	
	Version: 01

	
	
	Policy Section: General 

	Maintenance of Policies and Procedures Manual (Sect. 75049)
	


PURPOSE:

To maintain an accurate and up-to-date Policies and Procedures Manual at the Clinic and to describe a procedure for updating and notifying the Clinic staff of any changes to the Clinic Policies & Procedures.

POLICY:

The Clinic Manual will be reviewed annually. In addition, should any specific policy and procedure become inaccurate or outdated between these reviews; revisions will be made as needed. Any update to the Clinic Policies & Procedures Manual must be completed accurately and immediately and relevant changes distributed to the affected parties. 

PROCEDURE
Annual Review Procedure

1. All the Clinic Directors and the Clinic Administrator will review the entire Clinic Policies & Procedures Manual annually and initiate any changes. 

2. The procedure for making any changes to the Manual is as described below in the Interim Revision Procedure. 

3. After this annual review, the Acknowledgement of Review and Agreement with the Clinic Operations Manual Form will be signed and dated by all Clinic Directors and the Clinic Administrator. The signed copy of this form will be stored in the Manual.

Interim Revision Procedure

1. Should there be a need for an interim change to the Manual, the Clinic Administrator obtains the necessary approval from the Executive Director, Clinic Directors, and Clinic Administrator. 

2. The Clinic Administrator ensures that when any changes/updates are made to the Clinic Policies & Procedures, the relevant document’s version number is updated to reflect the next number in sequence, the Supersedes Date is updated to reflect the date of revision, and the new document is entered into the Manual. 

3. The outdated document is removed from the Manual.

4. The Clinic Administrator notifies affected personnel of the changes by completing and distributing the revised pages of the manual and directs them to review these changes and obtains any necessary signatures. 

5. All affected personnel review the revised pages and sign the Acknowledgement of Review and Agreement with Revisions to the Clinic Operations Manual Form. 
6. The revised pages will be added to the manual until the next annual review.
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	Supersedes Date: 

	
	Original Date: 2010

	
	Version: 01

	
	
	Policy Section: General 

	Definitions (Sects. 75001 - 75020)
	


The following terms, which may be used in the Clinic Policies & Procedures, are defined as described below.

Accredited Record Technician:

Accredited record technician means a person accredited as such by the American Medical Record Association.

Clinic:

Clinic means the Clinic, a free clinic (pending) licensed by the State of California. 

Dangerous Drug:

Dangerous drug means any drug defined as such in Section 4211 of the Business and Professions Code.

Drug:

Drug means any chemical compound, remedy, or noninfectious biological substance, the action of which is not solely mechanical, which may be administered to patients by any route as an aid in the diagnosis, treatment, or prevention of disease or other abnormal condition, for relief of pain or suffering, or to control or improve any physiological or pathological condition.

Drug Administration:
Drug administration means the act in which a single dose of a prescribed drug is given to a patient.

Drug Dispensing:

Drug dispensing means the interpretation of an order for a drug, the proper selection, measuring, packaging, labeling and issuance of the drug.
High-Risk:
High-risk means the presence of a currently active or previously treated medical, anatomical, physiological, psychological or psychosocial illness or condition which may create or increase the likelihood of a detrimental effect on the mother, fetus or newborn and presents a reasonable possibility of the development of complications during labor or delivery or the immediate postpartum period.

Infectious Wastes:
Infectious wastes means:
(1) Significant laboratory wastes including pathological specimens which shall include all tissues, specimens of blood elements, excreta and secretions obtained from patients and disposable articles or objects which may harbor or transmit pathogenic organisms.

(2) Surgical specimens, including human parts or tissues removed surgically.

(3) Equipment, instruments, utensils and articles or objects of a disposable nature, from the treatment, recovery and holding areas of patients with suspected or diagnosed communicable disease who, by nature of the disease, are required to be isolated by public health agencies.

Licensed Nurse:
Licensed Nurse means a person licensed as a Vocational Nurse by the Board of Vocational Nurses and Psychiatric Technicians, or licensed as a Registered Nurse by the Board of Registered Nursing.
Medical Clinic:
Medical clinic means the Clinic, a free clinic (pending licensed by the State of California. 

Pharmacist:
Pharmacist means a person licensed as such by the California Board of Pharmacy.
Physician:

Physician means a person licensed as a physician and surgeon by the California Board of Medical Quality Assurance or the California Board of Osteopathic Examiners.
Physician's Assistant:
Physician's assistant means a person who is certified as such by the Physician's Assistant Examining Committee of the California Board of Medical Quality Assurance.
Registered Nurse:

Registered nurse means a person licensed as such by the California Board of Registered Nurses.

Registered Record Clinic Administrator:

Registered record Clinic Administrator means a person who is registered as such by the American Medical Record Association.
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	Supersedes Date: 

	
	Original Date: 2010

	
	Version: 01

	
	
	Policy Section: General 

	License Requirements (Sects. 75021.1, 75024, 75025)
	


For any special services the Clinic intends to provide, the Clinic Administrator will obtain a special permit from the California Department of Public Health prior to the performance of the service. 
The Clinic’s clinic license will at all times be posted in a conspicuous location accessible to public view.
When there are any changes in the Chairperson(s) of the Health Center governing board, the Health Center will report those changes immediately in writing to the California Department of Public Health, within a maximum of 10 days following such change.

When a change of Clinic Administrator occurs, the Clinic will notify the California Department of Public Health immediately in writing, within a maximum of five days following such change. The notification will include the name of the new Clinic Administrator, the mailing address, the date of assuming office and a brief description of his or her background and qualifications.

Basic Services Policies and Procedures
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CLINIC POLICIES & PROCEDURES
	Page 1 of 3

	
	Supersedes Date: 2010

	
	Original Date: 

	
	Version: 02

	
	
	Policy Section: Basic Services

	Scope of Services, Limitations, and Referrals (Sects. 75026, 75030 [1 - 5], 75058) 
	


POLICY:
The Clinic will provide free onsite urgent and primary health care services to the community. The schedule will be posted at all times on the door to the reception area. The on-site clinic delivers primary care in the neighborhood where the majority of severe and high need patients served by Health Center live. These services are provided at no cost to patients. The provision of onsite primary care is designed to meet the complex, multiple needs of the target population,  of whom many have limited English language skills and lack familiarity with the health care system or have been alienated from it, and whose utilization of health care services is influenced by cultural factors. 
SCOPE:
All Clinic and Health Center Personnel.

PROCEDURES:

A.  Medical Services

The Clinic is dedicated to screening for treatable health problems and providing non-emergent management of minor chronic health problems. We will see patients (with stable vital signs) for minor acute problems. We will not offer emergency medical services other than basic stabilization while arranging transfer to an emergency medical facility. All services provided will be at all times directed or supervised by a person licensed, certified or registered to provide such service. The Clinic will ensure that all equipment, apparatus, and appliances required for the provision of services offered onsite will be available during Clinic hours.

Services provided and/or referral procedures to other licensed, certified, or registered providers for diagnostic, therapeutic, radiological, laboratory and other services include:

1. Episodic Care: Evaluation and treatment of common episodic problems (for patients with stable vital signs) such as sore throat, colds and flu’s, ear ache, bronchitis, low back pain (but not severe pain that could be due to severe underlying problem), minor trauma (with suspected fractures referred to the ER), stomach upset, gastrointestinal discomfort, gastroenteritis, urinary tract infections, cellutitis that can be treated as outpatient, and STD’s (sexually transmitted diseases). HIV testing and counseling is also provided onsite. 

2. Chronic Care: Assessment and management of stable chronic illness, for example Hypertension, diabetes mellitus, asthma, arthritis, chronic non-migraine headache, chronic obstructive pulmonary disease, smoking cessation, and stable coronary artery disease including mild congestive heart failure.

3. Urgent Care: Evaluation and treatment of common urgent care problems. Emergency care is referred to) Emergency Services (911), and Clinic maintains a transfer agreement with  Hospital (HOSPITAL). Complicated urgent care cases are referred to the HOSPITAL Emergency Room.

4. Women’s Health: Routine women’s health care services such as PAP smears, breast exams, contraceptive (birth control) services, and referrals for mammograms. Pregnancy care is referred to HOSPITAL or other community clinics.   

5. Pediatric Services: In most cases, children and youth will be referred to Pediatric Services, HOSPITAL, or other community clinics.

6. Adult Health Care Maintenance and Preventative Care: Blood tests including confirmatory HIV testing, routine blood chemistry and hematology, cholesterol, glucose, electrolytes, creatinine, Hemoglobin A1C, hepatitis B and C screening, and screening for syphilis and other STDs. Immunizations are offered including flu, tetanus,TETANUS/DIPTHERIA,  pneumonia. Hepatitis screening. Prostate cancer screening (men) and colon cancer screening (men/women). Health Education consultation on diet, exercise, safer sex practices and smoking cessation. Blood pressure, PAP smears, mammogram referrals and physical examinations are offered. 

7. Dermatology Services: Evaluation of lumps, bumps, or any spot on skin that is causing discomfort, itching, or general concern. Evaluation and treatment of common skin conditions such as acne, warts, hives, as well as other acute and chronic skin rashes. General skin screening for skin cancers, hair and nail problems.

8. Continuity Care: Ongoing medical services are available on-site with established providers to ensure consistent patient-provider relationships. Full medical histories are maintained for patients, and ongoing health maintenance services are available including  immunizations, and cervical and breast cancer screening for women. 
9. Specialty Services: Provided by Community Health Network specialists, usually at Hospital (HOSPITAL). TB care is provided through our relationship with DPH TB Control and the Tuberculosis Outreach Prevention Services Program for Directly Observed Preventive Therapy (DOPT) and Directly Observed Therapy (DOT).   
10. In Home and End-of-Life Care: Provided by DPH at Home, Visiting Nurses and Hospice, through well-established linkages at in patient homes or hospices. 
B. Behavioral Health and Support Services

The Health Center provides behavioral health and support services as a part of comprehensive care that promotes wellness and prevents health problems for patients. These services include:

1. Substance Abuse Services: The medical and mental health clinicians will assess and screen each patient for history of or active alcohol and substance use and will make referrals to the appropriate alcohol and/or substance use treatment services in coordination with other members of the multi-disciplinary team. Referral resources will include substance use treatment and counseling services provided onsite and external programs such as medical detoxification, Office-Based Opiate Treatment (OBOT), Buprenorphine Treatment Programs, methadone treatment programs, residential programs, and outpatient behavioral health programs amongst others. Clinicians shall conduct reassessments on patients’ alcohol and substance use at the appropriate intervals during the course of providing medical care.
2. Mental Health Services: Assessment of acute and chronic mental health conditions, with referral for ongoing care to community mental health agencies. The mental health team on-site will provide crisis resolution, case management, interim counseling and patient advocacy.
C. Dental, Vision, and Podiatry Services
After an assessment, a referral will be made to HOSPITAL or other local health facilities that offer these services. 

D. Complementary Care
Acupuncture, massage therapy, nutrition, and other complementary care services may be offered on-site depending on availability or through referral to a Healing Arts Center. 

E. Laboratory and Radiology Services
Laboratory services are provided by

. Radiology services are provided at 



F. Pharmaceutical Services 

Pharmaceutical services are provided at local pharmacies through enrollment coverage in Patient Assistance Programs (depending on the patient’s eligibility) and discount programs. Initially, the Clinic will not dispense drugs. This Drug Distribution Policies and Procedures section includes policies and procedures for future use in the event that the Clinic is prepared to handle and dispense drugs. 
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	Supersedes Date: 2010
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	Policy Section: Basic Services

	Case Management & Peer Advocacy (Sects. 75026, 75030[1-5])
	


POLICY:


It is the policy of the Clinic to offer treatment case management and peer advocacy services to its patients in order to assist with community referrals, linkage to community resources, and raise awareness in the community regarding the Clinic’s services. Treatment Case Managers and Peer Advocates provide critical linkages for our patients both to the Clinic and to other community resources as needed.  

SCOPE:


All Clinic and Health Center Personnel

PROCEDURE:

Treatment Case Management Services

Specific services provided by Treatment Case Managers (TCMs) include:

1) Needs assessment and service planning

2) Service coordination, linkage and referral to needed services

3) Medical Advocacy

4) Complementary Therapies linkage and education

5) Government benefits, entitlements and emergency funding advocacy

6) Prevention with Positives services

7) Referral and linkage to housing and legal services

8) Linkage to mental health and substance use services

9) Linkage and coordination of treatment adherence and practical support 

10) AIDS Drug Assistance Program enrollment

Peer Advocacy Services

Specific services provided by Peer Advocates include:

1) Practical and treatment adherence support

2) Peer counseling

3) Advocacy, escort and interpretation

4) Coordination and facilitation of treatment and social support groups

5) Assistance to onsite clinic services

Scope of TCM and Peer Advocacy Services

It is understood that because of numerous and complex cultural differences between the target population and mainstream service provider systems, program staff may need to redefine certain traditional boundaries established by the mainstream system. These may include interacting with a third-party on behalf of the patient and acting directly on behalf of the patient with other service providers. These issues and decisions around them will be assessed in consultation with the Clinical Program Manager and documented in the patient’s confidential chart.

The TCM will work with the patient to determine the type of services the patient will need to access.  When necessary, and only with the explicit and signed consent of the patient, a TCM will make initial contacts with external providers on behalf of the patient — based on the Treatment Plan they develop together.

TCMs are responsible for taking the initiative on behalf of a patient to identify contact persons, and notify other social services agencies involved with the patient, of the patient’s enrollment in services.

Patients who receive TCM services can expect to receive a complete intake that includes assessment of:

1) their health and self-care behaviors;

2) their current access and utilization of available services;

3) their overall functioning and capacity to function; and,

4) their immediate and long-term needs.

With this information, TCMs will work with the patient to develop a Treatment Plan. TCMs will perform tasks within the following case management scope of work to ensure that the patient successfully meets the objectives and goals outlined by the Treatment Plan.

All TCMs will attend any necessary case consultation meetings with other external providers as well as internal case conferences, peer reviews, and one-on-one supervision meetings required in the quality assurance standards of the program.

These tasks define the scope of services provided by TCMs in the Clinic and through Health Center. All tasks correspond to various needs outlined by a process of ongoing assessment and implementation of the Treatment Plan. All TCMs will strive to keep abreast of the most current information around HIV and other conditions, treatment and pathogenesis, behavioral health and social services as well as available services and contact persons within other service agencies. Health Center commits to providing sufficient time and resources to facilitate staff development in order for their skills to remain current and up-to-date. These TCM and Peer Advocacy services are offered to patients at no fee.  

Assessment and Service Planning

1) Perform ongoing assessment to identify patient needs;

2) Develop an appropriate and thorough service referral plan for patients;

3) Formally reassess patient needs when any significant changes occur in the patient’s medical, financial or psychosocial status;

4) Assess for substance abuse and incorporate substance abuse issues into service plan;

5) Refer to mental health assessment, individual or group counseling and/or psychiatric evaluation if need is indicated.

General Patient Advocacy

1) Ensure that patients are adequately supported in following through on the goals in the Treatment Plan with conscious attention to language and cultural barriers encountered by patients;

2) Ensure effective linkage to referred services, review failed referrals and develop new referral/linkage options;

3) Accompany patients to appointments if necessary;

4)   
Help to advocate for patient concerns and needs to outside services providers also working with the patient.

Medical Advocacy

1) Ensure optimal primary care for patients;

2) Help patient to understand prescribed and available treatments;

3) Assist patient in presenting and describing symptoms to medical and healthcare providers;

4) Assist patient’s decision-making process around treatments.

Government Benefits, Entitlements and Emergency Funding Advocacy

1) Assess patient’s resources and assist in the formal application and referral process to appropriate benefit/entitlement/funding programs;

2) Track patient’s benefit/entitlement status and applications.

Health Education and Counseling

1) Provide patients with basic health education and health maintenance information;

2) Discuss with patients the impact various behaviors and actions have on their health;

3) Discuss options and resources for maintaining optimal overall holistic health.

Peer Counseling

1) At the beginning of any meeting with a patient, allow the patient the opportunity to ventilate feelings;

2) Help the patient to confront behaviors and feelings that might be interfering with their ability to care for themselves;

3) Work to empower the patient to gain a sense of control over their care and treatment;

4) Help patients to fully understand and assert their right to self-determination.

Legal Information and Referral

1) Help patients to understand relevant legal and immigration issues; 

2) Refer and link patients to any necessary legal services.

Complementary Therapies Linkage and Counseling

1) Provide patients with information regarding Eastern and Western complementary therapies;

2) Refer and link patients to internal and external resources of complementary therapies such as acupuncture, herbal medicine and massage therapy. 

Prevention with Positives services: (for patients appropriate to receive this service)

1) Conduct behavior risk assessment;

2) Provide behavior risk reduction counseling and support patient’s risk reduction goals;

3) Provide prevention case management services;

     4)      Refer to internal and external behavior risk reduction support services.
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Basic Services

	Charges for the Clinic and Outside Services (Sects. 75026)
	


POLICY:


The Clinic provides services free of charge. Its partner Hospital (HOSPITAL) provides services free of charge to patients without insurance. The Clinic attempts to utilize services through our partner HOSPITAL with the exception of medical emergencies, which fall under the 911 Emergency Services Triage Protocol, diverting patients to the open Emergency Rooms. 

SCOPE:


All Clinic and Health Center Personnel and Clinic Patients

PROCEDURE:

All medical services provided at the Clinic will be provided free of charge. Patients are not asked to pay for their care though donations are welcome. Any monetary contribution made by the patient is strictly voluntary.

1. All medical supplies dispensed by the Clinic are free of charge.

2. Patients will be encouraged to and assisted with enrolling in available health plans, depending on their eligibility. Charges for laboratory, x-ray and specialty care provided at HOSPITAL or other outside ancillary services will be the responsibility of the patient. Payment arrangements can be made directly with HOSPITAL. Patients will be assisted to have an appointment with the financial services department of HOSPITAL to determine eligibility.
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	Medical Staffing (Sect. 75027)
	


The Clinic will at all times have a licensed physician, the Director of Medical Services, designated as the professional director. 
The Clinic’s professional director's responsibilities will include:

· Establishing, reviewing and maintaining medical policies and standards of the Clinic, which will be reviewed at least annually.

· Assuring the quality of medical services provided to all patients treated by the Clinic.

· Reviewing, and approving, all protocols used by the Clinic.

· Establishing and implementing a system of peer review at the Clinic, pursuant to written procedures.

· Reviewing credentials and delineating clinical privileges for the physicians providing service in the Clinic.

At all times at least one staff member of the Clinic will have admitting privileges to a hospital or a plan for ensuring needed hospital services, which will be approved by the California Department of Public Health.

A physician, physician's assistant or a registered nurse will be present whenever medical services are provided at the Clinic. 
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The Clinic will employ a registered nurse responsible for nursing services, the Director of Nursing Services. The Director of Nursing Services will also serve as the risk manager for the Clinic.

A licensed nurse will be present whenever nursing services are provided at the Clinic.

Qualified nursing personnel will be employed to meet the needs of the Clinic, taking into consideration the number and type of patients seen at the Clinic.

Employees and volunteers of the Clinic who provide direct patient care will be under the supervision of a registered nurse or physician.

If a registered nurse cannot be recruited, this will be demonstrated to the California Department of Public Health and the Clinic will request approval from the California Department of Public Health to designate a licensed vocational nurse to be responsible for nursing services, with arrangements for regular consultation from a registered nurse.

See also the Nurse Practitioner/Nursing/Physician Assistant Procedures and Protocols Policy and Procedures.
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	Other Health Personnel (Sect. 75029)
	


Other Clinic health personnel retained to furnish the preventive, diagnostic and therapeutic services prescribed for patients accepted for care by the Clinic will be qualified in accordance with current legal, professional and technical standards and will be appropriately licensed, registered or certified where required.

The professional director of the Clinic will ensure that, in addition to meeting the licensing, certification, or other legal requirements, all health personnel are qualified by training and experience.

Assessment of Patients Policies and Procedures
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Assessment of Patients 

	Overview (Sect. 75030[2])
	


GENERAL PROGRAM STATEMENT: ASSESSMENT OF PATIENTS

In order to provide patients with appropriate care at the time it is needed, qualified individuals in the Clinic will assess each patient’s care needs throughout the patient’s contact with the Clinic.

The goal of patient assessment is to determine what kind of care is required to meet a patient’s initial needs and his/her needs as they change in response to care.

To this end the Clinic will:

· Collect data about each patient’s physical and psychological status and health history.

· Analyze the data to produce information about each patient’s care needs and identify any additional information required.

· Base care decisions on the analysis of the data and information developed about each patient’s needs. 

· The following sections detail how this assessment will be accomplished.
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Assessment of Patients

	Abnormal Results Follow Up (Sect. 75026, 75020[4])
	


PURPOSE:

To assure immediate and efficient patient recall due to abnormal results of clinical studies.

POLICY:

The Director of Medical Services, appropriate Physician, or Nurse Practitioner is responsible to:

a.
Conduct a review of ALL clinical studies reports.

b.
Determine whether and what type of follow-up is necessary for results outside normal ranges.

c.
Assure that this review is documented in the patient chart.

The Clinic Administrator is responsible to:

a.
Assure that all licensed and administrative staff members are aware of their responsibilities under the procedure.

b.
Designate, in conjunction with the Director of Medical Services and appropriate Director, the persons responsible for implementing this policy and related procedures.

c.
Periodically monitor the performance of staff in performing their duties related to this procedure.

Clinical staff may document patient recall activities in the medical chart.

Procedure:
Medical Staff/ Designee

Maintains a log (electronic) listing ALL clinical studies that physicians have ordered. This log shall contain, at a minimum, the following elements:

a. Patient's Name

b. Chart Number

c. Tests Ordered

d. Date Ordered

e. Date Results Received

f. An indicator to show if the results were beyond normal ranges.

Receives reports of clinical studies.

Records date received in logbook.

Forwards results to physician or other provider.

The Director of Medical Services, appropriate Director, Physician, or other provider:
1.
Reviews each report.

2.
If s/he determines that results are within normal range, places initials and date on report and returns to administrative staff.

3.
If s/he determines that there is a significant abnormal test result, documents findings with ABNORMAL written in medical record.

4.
Completes the required instructions to indicate that a patient (1) Return to Clinic (STAT/ASAP), or (2) Repeat Study (STAT/ASAP), (3) Further Testing or Other Required Action, or (4) No Action Required.

5.
Places full signature and date on medical record and report.

6.
Returns report to clinic staff.

Clinic Staff:

1. Files normal reports in the patient chart.

2. Enters indicator in clinical studies log for those reports with significant ABNORMAL findings.

3. Routes reports with significant ABNORMAL findings to person designated to complete recall efforts.

4. Attempts to contact patient by telephone within seven (7) days after the provider completed the report.

5. Sends a letter to patient if there is no telephone. Files copy of letter in chart.

6. Documents in the medical record each attempt to contact the patient, including the date and time of each telephone attempt.

7. Enters name, title and date in medical record.

8. If no response from the patient, returns chart to appropriate Director, physician, extended role RN, PA or NP for further instructions.

Severity of consequences from failure of patient to follow up determines next step.

Physician, PA, extended role RN, or NP may decide to sign off chart, to wait for patient to return to clinic, or send certified letter with return receipt requested to the patient’s last known address, and document in the medical record.
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	Behavioral Health Referrals: Routine (Sects. 75026, 75030[5])
	


POLICY:

It is the policy of the Clinic to provide patients requesting mental health services the most appropriate and timely level of care indicated. To achieve this goal it is our policy to refer routine requests for service to our Behavioral Health Program where patients may receive psychotherapy and mental health intake assessments during the initial visit.

When patients present to the Clinic in person for a mental health evaluation they are given an assessment form to determine risk factors. If no risk factors are noted patients are provided information for care.

SCOPE: All Clinic Personnel

PROCEDURES:

Patients who request mental health services in person are asked to complete the Patient Health History Form by the receptionist in check-in. Depending on the answers the patient provides on this form patients, they are advised of our Behavioral Health Services for new patients. They are advised at this time that both an intake by a mental health professional and if indicated a psychiatric evaluation for medication will be available during clinic times. Patients will be given a written reminder card with the available clinic times. If for any reason a patient cannot be seen for behavioral health services on a drop in basis at that immediate time, the patient will be scheduled for an appointment.

Patients may also be referred for mental health services by a Clinic medical provider. Pursuant to a Memorandum of Understanding (MOU) between the Therapy Center (TC) and Health Center, fee-for-service psychiatrists and psychologists who are under contract with TC provide psychiatric diagnostic evaluations, medication assessment, medication monitoring, psychiatric assessment, and psychiatric consultation.

When a patient is referred to the Psychiatrist for psychiatric evaluation, the TC onsite Psychiatrist conducts a more in-depth psychiatric assessment. Additional consultation between the Psychiatrist and the Clinic medical providers occurs on a routine and ongoing basis. Individual psychiatric treatment is provided through referral to outside providers when indicated by the psychiatric assessment. 

The Psychiatrist will assess patients referred for psychiatric evaluation for any history of or active alcohol and/or substance use. The Psychiatrist will coordinate with the multi-disciplinary team any internal or external referrals for substance use treatment or counseling services. The Psychiatrist shall conduct reassessments on patients’ alcohol and substance use at the appropriate intervals during the course of providing psychiatric services.
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Assessment of Patients

	Behavioral Health Referrals: Urgent (Sects. 75026, 75030[6])
	


POLICY:

It is the policy of the Behavioral Health Program of the Clinic to have a face to face screening interview with any patient who presents themselves to the Clinic in urgent need, completes a screening form checking yes to any of the four questions asked or is determined to need urgent psychiatric evaluation by any Clinic personnel. The purpose of this interview is for a mental health professional to assess each patient for suicidality, homicidality and safety prior to their returning to the community.

SCOPE:
All Clinic Personnel

PROCEDURE:

If a patient states s/he needs to see a mental health clinician urgently or checks yes to any of the questions on the behavioral health questions on the Patient Health History Form the individual receiving this message or form should:

1. Ask the patient to have a seat in the waiting room.

2. Notify a staff psychotherapist who is available. This includes the Behavioral Health Clinical Program Manager, psychotherapy staff, or a psychiatrist if one is on duty.

3. If none of the above are available, the Medical Director or senior medical provider on duty should be asked to intervene.

4. If no one else is immediately available, the Manager on Duty should be notified to decide who and how to intervene.
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Assessment of Patients

	Biopsy/Histology Specimens (Sect. 75030[2])
	


PURPOSE:  

To describe method of preparing biopsy/histology specimens for forwarding to reference laboratory.

POLICY:

All biopsy or histology specimens will be properly labeled, prepared and tracked when forwarded to the reference laboratory.

PROCEDURE:

Biopsy bottles containing formalin will be obtained from the reference laboratory.

Provider will obtain specimen and designate type of medium and container to be used.

All specimens and cytology/pathology forms are to be labeled with the patient’s name, date and chart number, before leaving treatment room. (Use Sharpie or lab marker to write on container)

Forms are to be filled out completely. Verify tests requested with the provider and/or the medical chart.

The provider will give pertinent clinical information and the area the specimen was obtained from.

The Medical Assistant or receptionist will verify completion of all information on the form and container, and record on tracking log, including their signature.

The specimen and form will be placed in a proper bag and placed in the area for transport to reference lab. 

	Clinic 

CLINIC POLICIES & PROCEDURES
	Page 1 of 3

	
	Supersedes Date:

	
	Original Date: 2010

	
	Version: 01

	
	
	Policy Section:

Assessment of Patients

	Blood Glucose Monitoring (One Touch System) (Sect. 75030[2])
	


Authorized Personnel: All laboratory personnel will have at least a high school degree and be fully oriented to the laboratory practices and procedures, this will include running at least five glucose tests while being observed by a qualified technician before performing the blood glucose test alone.

PURPOSE:

To determine the Blood Glucose level on those patients who have been designated at risk for abnormal glucose. 

POLICY:

This system is not intended to be used for the diagnosis of diabetes but rather as a monitoring/screening system for those who have already been diagnosed or at risk for an abnormal glucose.

Description: The One Touch System is based on the glucose oxidase method. When a drop of blood is applied to the test spot on the test strip, glucose oxidase triggers the oxidation of glucose in the blood by oxygen in the atmosphere and oxygen in the blood. Two new compounds gluconic acid and hydrogen peroxide are produced from this oxidation reaction. The enzyme peroxidase then triggers the reaction of the hydrogen peroxide with dyes which produce a blue color when oxidized. The intensity of the blue color formed correlates with the concentration of glucose in the blood sample.

Equipment:

One Touch Blood Glucose Meter

One Touch Test Strips (Sensitive to moisture and light. Keep vial tightly closed at all times. Discard any strips that are wrinkled or discolored (not ivory or white)


One Touch Glucose Check Strip


Normal Glucose Control Solution


Alcohol


Lancets


Cotton Balls

Specimen:

Patient should be fasting unless specifically requested otherwise by medical provider.


Fresh whole blood from a fingerstick

PROCEDURE:

Prior to first use of blood glucose meter each day:

Preliminary Checks

1. Check expiration date on the test strip vial - Discard if past the expiration date.

2. Match the Code number on the test strip vial with the Code number displayed on the meter.

a. 
Press ON/OFF Button to turn the meter on.

b. 
The meter will flash the last result obtained, then the Code number will appear for 2 seconds.

c. 
If the Code number matches that of the test strip vial  then proceed to the next section.

d. 
If the Code number does not match - Press the C button until the displayed Code number matches that on the test strip vial. Then proceed on to the next section.


Controls

1.  Check Strip (Purple and White Strip with number 1 on front and 2 on back).

a. Press ON/OFF button (Last result will appear for 3 seconds. Then Code number will appear for 2 seconds).

b. When INSERT STRIP appears on display, slide in all the way the notched end of the Check Strip with Side 1 facing up. WAIT appears for several seconds.

c. When APPLY SAMPLE appears, slide out the Check Strip from the Test Strip Holder.

d. When INSERT SIDE 2 appears, turn the Check Strip over and slide back into Test Strip Holder with the notched end in first and Side 2 facing up. The meter will count down from 4.

e. The meter will tell you if the check is within the correct range. (The range is also printed on the back of each meter.)

f. If the check is within the range go on to the normal glucose control.

g. If the check does not fall within the acceptable range then the meter will tell you to redo. After redoing the Check Strip if still the Check Strip is not within the acceptable range, clean the meter and redo the Check Strip again. (See cleaning Instructions) If you are unable to obtain an acceptable Check Strip reading after cleaning, the manufacturer of the meter can be called for assistance. DO NOT use this meter until the problem has been solved.

*NOTE: The Check Strip may also be dirty and should only be cleaned with a tissue and water. No alcohol, detergents etc. If cleaning fails try another Check Strip.

2. Normal Glucose Control Solution

a. Check expiration date on the bottle of Normal Glucose Control. Discard if past the expiration date.

b. Check the date the bottle of Normal Glucose Control was opened. Discard and open a new bottle if the bottle has been open 90+ days or if the opening date is not noted. Always note the date opened on the bottle of Normal Glucose Control when starting a new bottle.

c. Match the Lot# of the Control with that on the Quality Control Sheet for the meter being tested. If using a new Lot# start a new Quality Control Sheet and fill in the pertinent information i.e. Lot#, Range that the new control states on the bottle and Blood Glucose meter being used.

d. Match the Test Strip Lot# and Code# with those on the Quality Control Sheet for the meter being tested. If the numbers do not match then fill in the new Lot# and Code# above that date on the chart to indicate a change in supplies.

e. Run the Normal Glucose Control as you would a random blood specimen.

f. Plot the result obtained on the Quality Control Graph and initial under the date of the test.

g. If the result is within range you may go on to test patients.

h. If the result is not within range you must clean the meter and retest the Normal Glucose Control. (See cleaning instructions) If still not in range after cleaning then do not use this meter for testing patients until the problem has been solved.

Patient Testing

1. Press ON/OFF button to turn on the meter.

2. When Display reads INSERT TEST STRIP, slide in test strip all the way. At this time you will get a message that says WAIT. 

3. Obtain a drop of the patient's blood with a fingerstick using accepted lab practices.

4. When meter displays APPLY SAMPLE, apply the drop of blood to the Test Spot. Make sure to only touch the tip of the blood drop to the Test Strip. Apply enough blood to the Test Spot to totally cover the spot and form a round shiny drop.

5. The meter will count down from 45 to 0 and the result will be displayed.

6. See meter instruction manual for messages that are displayed other than a test result.

7. Record the test result in the patient’s chart and on the lab log for the day.

8. If at any time during the testing procedure it becomes necessary to change the lot of the Test Strips or clean the meter for any reason, the Check Strip and the Normal Glucose Control MUST be run again to be sure the meter is working properly.

Cleaning the One Touch Basic Blood Glucose Meter

Once per week, when a message is displayed that says CLEAN TEST AREA or when the meter looks dirty


1. Remove Test Strip Holder



Hold meter in both hands



Place thumbs on two raised dots on Test Strip Holder



Slide Holder toward you and remove


2. NEVER CLEAN EITHER METER OR HOLDER WITH:



Alcohol



Abrasive cleansers



Window Cleaner



Cleansers with ammonia or phenol

3. Wash Holder with ONLY soap and water, (do not immerse in water) Rinse well and Dry completely.

4. Clean Test Area with only water. Be very careful not to scratch the Test Area. Dry with a soft cloth or tissue. Make sure there is no lint left on the Test Area.


5. Replace the Test Strip Holder



Hook bottom of Test Strip Holder onto the square notch on the meter.



Press down on the raised dots of the Test Strip Holder until it snaps in place.

6. After cleaning you must rerun the Check Strip and the Normal Glucose Control to see if the meter is now operating correctly.

Error Messages

Please see the Owner's Manual for a complete list of all error messages and what to do about them. NEVER try to take the meter apart for any reason

Limitations of Procedure
*This system can only be used with fresh whole blood

*Though the system uses only whole blood the reaction is done only on the plasma that passes through the membrane on the test strip. Therefore the result may be falsely low due to the patient having a high hematocrit or even due to the patient having a low hematocrit.

*Excessive water loss and dehydration may also significantly lower the blood glucose result obtained by this method.

*Abnormally high levels of ascorbic acid (Vitamin C) in the blood will cause inaccurately low results.

*High levels of fat (triglycerides) in the blood could be interpreted by the meter to be a control sample. 
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Assessment of Patients

	Care Decisions (Sect. 75030[2])
	


POLICY:

Information from assessments is integrated and analyzed to identify and prioritize each patient’s care needs.

Care decisions are based on identified patient needs and care priorities.
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Assessment of Patients

	Collection of 24 Hour Urine Specimen (Sect. 75030[2])
	


Authorized Personnel: Specimen will be collected by the patient. Laboratory personnel who provide patient instructions and processing specimen for the reference laboratory analysis will be oriented to laboratory policies and procedures.

PURPOSE:

To collect a 24-hour urine specimen for analysis as requested by medical provider. 

POLICY: 

Laboratory analysis requiring a 24-hour urine must be entire urine output with no specimen lost if the results are to be reported accurately.

Equipment
Bottle - Plastic (Provided to the patient by the laboratory) marked with patient’s name and chart number. (Bottle may be empty or contain 15ml of 6N HCl depending on test requested.)

PROCEDURE:
Laboratory: (Before specimen collection)

Obtain appropriate 24-hour urine container from reference laboratory.

Verify test ordered by medical provider with chart and specimen requirements from reference laboratory manual. 

Patient:

1. Empty Bladder totally upon rising in morning. Discard urine.

2. Record time this specimen was voided on bottle label as start of collection.

3. Collect all urine voided during the next 24 hours. Save in bottle provided. Refrigerate specimen if at all possible.

4. The next morning at the same hour as the start on the previous day, empty bladder and save final specimen.

5. Record the ending time on the specimen bottle.

6. Bring the 24-hour specimen to the laboratory as soon as possible.

Laboratory: (After specimen collection.)

1. Laboratory personnel verify medical provider’s order with chart, complete requisition.

2. Verify patient name, chart number and date on specimen bottle.

3. Record date sent and your initials in patient chart.

4. Record specimen sent on lab log.

5. Many 24-hour urine tests require an accompanying blood sample at some point in the process, Verify that blood has been drawn if necessary. 
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Assessment of Patients

	Competence of Staff Responsible for Waived Testing (Sects. 75027-75028, 75050-75052)
	


PURPOSE:

To ensure that qualified staff perform waived testing.

POLICY:

All staff performing tasks in the Clinic laboratory will meet the following criteria:


High school graduate.


Immunized for hepatitis B and evidence of immunity or nonimmunity

Orientation to laboratory policies and procedures by an LVN, RN, NP, MD or Certified Lab Technologist.

Satisfactorily perform 5 of each of the procedures under supervision of one of the above persons.
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Assessment of Patients

	Completion of Initial Assessment (Sect. 75026, 75030[5])
	


PURPOSE:

To delineate a time frame for the initial assessment of patients.

POLICY:

The depth and intensity of patient assessment will depend on the reason for the patient visit.

All patients will fill out a Patient Health History form at their initial visit. 

Urgent care/walk in patients will have their Health History reviewed by the provider at each visit. Updates, changes and items of significance to the immediate problem will be addressed at that time.

Chronic care patients or those with more complex disease states will undergo in depth histories and physicals (if appropriate), including lab work, x-rays and EKG’s. These tests should be completed within 30 days of the determination that a patient is in this category.
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Assessment of Patients

	Diagnostic Testing (Sect. 75030[2])
	


PURPOSE:

To assure that patients have access to timely diagnostic testing as needed.

POLICY:

Health care providers will order diagnostic testing as necessary to assess patient’s needs.

The Clinic will maintain the capability to perform in-house or send to outside facilities, laboratory, dental radiological, and other diagnostic tests. If the Clinic does not have the capacity to perform a needed diagnostic test, the Clinic will refer the patient to an appropriate facility where the testing can be done.

A.
The Clinic will maintain basic in-house laboratory capabilities for waived testing.

B.
The Clinic will maintain service agreements with outside providers for:



Laboratory:
Quest /UNILAB

C. All patients’ testing done by outside sources will be recorded on Logs to assure the timely return of the

     information.

All outside services will meet certification standards for their field.
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	Policy Section:

Assessment of Patients

	Fingerstick Procedure (Sect. 75030[2])
	


Authorized Personnel: All laboratory personnel will have at least a high school diploma and be fully oriented to the laboratory practices and procedure. This will include doing at least five fingersticks while being observed by a qualified technician before performing fingersticks alone.

PURPOSE:

To obtain a small amount of blood specimen for the purpose of analyzing for blood glucose.

POLICY: 

All personnel doing a fingerstick will be trained and display competence in the collection of a small blood specimen.

PROCEDURE: 

Equipment will include: 70% Isopropyl Alcohol, Clean dry gauze pads, Sterile Lancet, Lancet holder, and Gloves

Collection Procedure:

1. Verify patient's name, chart number, and test requested from chart and by obtaining an ID card  if available from the patient. (Be sure to return ID card to patient after verifying identity).

2. Determine site for skin puncture. Choose 2nd or 3rd finger. Never the first finger, fingers that are blue (cyanotic) or are swollen.

3. Apply massaging motion to fleshy portion of finger.

4. Cleanse ball of finger with alcohol pad.

5. Air dry or dry with sterile gauze to wipe off alcohol.

6. Place Lancet in holder and replace cover so that lancet is hidden.

7. Hold finger securely by sides.

8. Make skin puncture with lancet by placing tip of holder against skin at site selected and pressing button to eject lancet.

9. Wipe off first drop of blood with dry sterile gauze.

10. Massage very gently toward puncture site to obtain drop of blood but do not squeeze as this will dilute sample with tissue juices and tend to hemolyze blood.

11. If blood does not flow freely, try wiping site firmly with dry sterile gauze. If this does not improve flow, another skin puncture will be necessary.

12. Place rounded drop of blood on sample spot of test strip.

13. Hold gauze on puncture until bleeding stops.

14. Dispose of lancet in sharps container and bloody gauze in the biohazard waste receptacle.
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Assessment of Patients

	Behavioral Health Assessment and Referrals (Sects. 75026, 75030[5])
	


POLICY:  

It is the policy of the Clinic to insure that patients referred for mental health or substance abuse treatment are directed in the most efficient manner possible to the proper provider within the behavioral health to receive the appropriate type of service.


SCOPE:  

All Clinic and Health Center Personnel

PROCEDURE:   
1. Referral Guidelines

a) All initial referrals should be made to the clinical social worker, psychologist, or psychiatrist for a complete biopsychosocial assessment.

b) Initial referrals for behavioral health services within the Clinic may be scheduled with the psychiatrist if the clinician determines that the patient requires immediate psychiatric evaluation (i.e., the patient is actively psychotic, manic or endorses symptoms of Bipolar Disorder).

2. Documentation

a) All providers who are referring patients for mental health assessments within the Clinic will document the referral in the patient chart prior to making the referral. 
	Clinic 

CLINIC POLICIES & PROCEDURES
	Page 1 of 1

	
	Supersedes Date:

	
	Original Date: 2010

	
	Version: 01

	
	
	Policy Section:

Assessment of Patients

	Follow Up Care (Sect. 75026, 75030[4])
	


PURPOSE:

To define the approximate time frame for patient recall.

POLICY:

The patient’s primary care provider will determine the need for follow up at the time of each visit.

Documentation of follow up interval will be made on the in patient chart at each visit under the “plan”.

Urgent care/walk in visits will be PRN returns unless follow up is absolutely necessary.

Chronic care (diabetic, hypertensive, thyroid, seizure disorder, etc.) will be seen as the provider sees fit and if the patient’s condition is stable.

Lab work on chronic care patients will be repeated as clinically indicated.  FBS will be done at each visit for diabetics.

Patients will be cautioned about medication side effects, the expected course of their illness and instructed to return to the Clinic ASAP if any problems arise.
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Assessment of Patients

	General Laboratory Policies (Sect. 75030[2])
	


Authorized Personnel: All laboratory personnel will have at least a high school degree and be fully oriented to the laboratory practices and procedures.

PURPOSE: 

To set certain minimum levels of expertise all laboratory personnel must obtain before being allowed to perform laboratory procedures without supervision and to set general rules for the safe operation of the laboratory. 

POLICY: 

1.  All laboratory personnel must be fully oriented to the policies and philosophy of the Clinic.

2.  All new laboratory volunteers will be oriented to all procedures by being observed by another qualified individual  

     for the number of repetitions as indicated for each procedure. 

3.  Orientation of new personnel will only be done at sessions with a small patient population. Chronic sessions with  

     many patients do not afford the time or the personnel for a comprehensive teaching and orientation experience.

4.  During any session there will be no more than two laboratory personnel in the laboratory at one time. There may  

     also be one patient but all family members must be asked to stand outside in the hallway.

5.  Smoking, eating, drinking and applying makeup are expressly prohibited in the laboratory. Storage of personal  

     items in the laboratory by personnel in a session is also prohibited due to the chance of contamination from patient  

     samples. 

6.  Gloves will be worn whenever personnel are in direct contact with a patient or patient samples. Gloves will be  

     changed between patients or when torn or grossly contaminated and hands will be washed each time gloves are  

     removed.

7.  Laboratory personnel qualified to perform venipuncture must have completed an appropriate class in  

     venipuncture at an approved school or be licensed personnel (i.e. RN, NP, Physician).

8.  All personnel performing venipuncture or fingerstick procedures must have evidence of two hepatitis B    

     immunizations prior to performing the first procedure. The approval to waive this policy must be obtained from the  

     Director of Medical Services or appropriate Director.

9. After all testing or obtaining of patient specimens, the patient's chart will have a notation of procedure performed  

     and the initials of the laboratory personnel performing the procedure placed in it.

10. Laboratory personnel will perform quality control procedures on all testing equipment to be used during the  

     session at the start of the first session of each day or as otherwise indicated in the specific procedure for each  

     test. This quality control data will be recorded in the quality control section of the lab log and initialed.

11. The temperature of all refrigerators will be noted and recorded on the chart once per week on Mondays.

12. All laboratory personnel will be responsible for keeping all areas of the laboratory supplied with materials. At the 

      end of each session before leaving restocking must be done for all areas. If any supplies are getting low, this 

      should be noted on a slip of paper and transmitted to the Clinic Administrator so they can be ordered.

13.  All contaminated materials must be disposed of properly.



a. Regulated Waste goes into red bags or into the receptacles with biohazard signs.




i.   Liquid or semi-liquid blood or other potentially hazardous materials.

ii.  Items caked with dried blood or other potentially infectious materials.

iii. Contaminated items that would release blood or other potentially infectious materials in a liquid or semi-liquid state if compressed.

iv. Contaminated sharps are any object that could penetrate the skin such as needles, broken glass, scalpels and lancets. Use special hard biohazard containers for the disposal of these.

v. Pathological or microbiological waste containing blood or other potentially infectious materials

b. Chemical waste needs to be disposed of according to state regulations; check with supervisor before  

    disposal.



c. Regular trash goes into wastebasket.

14. At the end of EACH session the laboratory must be decontaminated thoroughly. All areas such as counters, chairs, sink, and drawing table must be sprayed with disinfectant and then wiped down with paper towels, which are then disposed of. After decontamination the chart on the wall must be initialed by the correct date and session indicated.
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Assessment of Patients

	Handling of Phoned Patient Results That Have “Panic Values” (Sects. 75026, 75030[1])
	


PURPOSE: 

To assure that critical patient results are addressed in a timely manner.



POLICY:

All patient results will be handled in a timely manner.

Patient results that are phoned from an outside facility must be expedited as soon as possible if they are stated as having “Panic Values.”

PROCEDURE:  

When a telephone call is received from an outside facility stating that they have patient results with “Panic Values” to report, the phone call will be directed to the Director of Medical Services, or someone he designates.  

He will then decide on the correct course of action and this will be documented in the patient chart.

It will also be requested of the caller that the results be faxed to this facility.
After the call, the chart for the patient will be pulled immediately and the result along with the chart will be given directly to the physician or nurse practitioner in charge of the session. If no provider is available on site, a provider will be called immediately.
It is also the responsibility of the individual taking the call that after the fax of the result is received, the faxed copy of the result must be placed upon the chart so that the provider can sign and chart it. 
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Assessment of Patients

	Initial Assessment (Sect. 75026, 75030[5])
	


PURPOSE:

To ensure that adequate information is obtained during the intake interview to enable the Clinic to address all aspects of patient care: physical, psychosocial, spiritual, and cultural.

POLICY:

Each presenting patient will be interviewed by a nurse and a Patient Registration Form reviewed prior to acceptance for care and if the patient’s needs fall within the scope of services offered, a Patient Health History Form will be completed.

The medical history forms will be reviewed with the licensed practitioner and will address issues such as homelessness, communication issues, and religious or cultural values that may affect the patient’s course of treatment.

As far as possible, the Clinic will attempt to accommodate these issues.

In the event that the Clinic is unable to accommodate the special considerations, every attempt will be made to refer the patient to an appropriate facility.

Every initial patient assessment will include an Informed Consent Authorization.
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Patient Rights

	Eligibility, Including Financial Eligibility (Sects. 75026, 75030[1][2])
	


Financial Eligibility:


PURPOSE:  To determine those financially eligible for medical care at the Clinic.
POLICY:  All patients will be seen regardless of their ability to pay in keeping with the Clinic Mission Statement. Voluntary donations from patients will be accepted. 
General Eligibility:

POLICY:  The Clinic will provide services to patients aged 12 and over. Services for minors and persons under guardianship will be provided in compliance with relevant legal requirements pursuant to the “Treatment of Minors and Persons Under Guardianship” Clinic Policies and Procedures. Adolescents aged 12 to 18 may be offered HIV care, and those aged 14 to 18 may be offered STD testing and treatment, family planning, or pregnancy counseling and referral without the consent of a parent or guardian. 

The Clinic does not discriminate on the basis of race, ethnicity, color, religion, age, country of origin, sexual orientation, gender identity, sex, language fluency, immigration status, or physical ability. Services are provided to all without regard to these factors for either patients or the persons providing services.

Medical services for persons in need of urgent care within the scope of services provided by the Clinic will not be denied to anyone during Clinic hours of operation, which are posted on the reception door.  

Clinic staff are not eligible to receive services at the Clinic to avoid conflict of roles and to maintain healthy professional boundaries. If there are Clinic volunteers or interns who do not have health insurance, they will be properly referred to other appropriate clinics. Clinic volunteers are eligible to attend health education seminars regardless of insurance status.

SCOPE:
  All Clinic and Health Center Personnel and Clinic Patients

PROCEDURE:
1.
All patients will be asked to complete a Patient Registration Form and will be assisted in the review and signing of an Informed Consent form.

2.
All medical supplies dispensed by the Clinic are free of charge.

3. Charges for laboratory, x-ray, specialty care and pharmaceuticals provided by our hospital partner, Hospital (HOSPITAL) will be the responsibility of the patient and arranged for between the patient and the hospital. HOSPITAL charges are based on a sliding scale for residents within the Health plan. 
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Assessment of Patients

	Labeling Specimens (Sect. 75030[2])
	


PURPOSE:

To insure that each laboratory specimen and report will be attributed to the appropriate patient and medical record.

POLICY: 

All specimens collected from patients must be clearly labeled with appropriate identification. Source and type of specimen and any other pertinent information must be on accompanying requisition. Personnel collecting specimens must verify patient's identity and specimen information prior to labeling specimens.

PROCEDURE:


Obtain blank labels from the lab requisition or from blank stock.

Verify the order from the electronic medical record or order sheet, which has been signed by a licensed provider.

Verify collection procedure and requirements from lab resources.

Prior to collecting the specimen, verify the patient's name by checking with the patient.

Collect the specimen utilizing universal precautions.

Fill in label with the correct patient information, including name, chart number and date/time drawn.

Attach the label to the specimen container.

Complete requisition with name, chart number, date/time drawn, source and type of specimen, and other pertinent information as required.

Process specimen according to protocols.

Include requisition with specimen.

Place the specimen in a plastic biohazard bag with zip lock (or sealing by other means).

Place specimen in correct area for transport to the appropriate lab.
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Assessment of Patients

	Laboratory Policies and Procedures (Sect. 75030[2])
	


POLICY:

The laboratory will maintain updated policies and procedures on all specimen collection and testing done.

The information for each procedure is to include:

Specimen collection

Specimen preservation

Instrument calibration

Quality control and remedial action

Performance of tests

Policies and Procedures will be available in the laboratory at all times.
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Assessment of Patients

	Laboratory Quality Control (Sect. 75030[2])
	


POLICY:

Quality control checks are done on each procedure performed in the laboratory.

The policy and procedure for each item will address the frequency of quality control performance.

In the absence of specific quality assurance instructions, the manufacturer’s instructions will be followed.

Quality control guidelines for glucose meters call for two levels of control for each instrument on each day of patient testing

The Director of Medical Services is responsible for direction of laboratory services.
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Assessment of Patients

	PAP Smear Specimens (Sect. 75030[2])
	


PURPOSE: 

To set forth the procedure for labeling PAP smears and processing for forwarding to the reference laboratory.

POLICY:

All PAP smears will be accurately labeled, preserved and tracked when sent to the reference laboratory.

PROCEDURE:

· PAP smear supplies will be obtained from the reference laboratory.

· Provider obtains specimen.

· Assistant or Provider fixes specimen with spray or liquid fixative and labels slide and package with patient name, date, chart number and DOB.

· Slides and forms will be labeled before they leave the exam room.

· Cytology/pathology form is completed with patient name, date, chart number and pertinent menstrual history.  Verify tests wanted with provider.

· Provider will give information as to area specimen was obtained from and any special pertinent clinical information.

· Laboratory personnel will verify correct labeling of specimen and record on tracking log.

· Slide in protective cover is placed in specimen bag along with requisition and left in proper area for transport to lab. 
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Assessment of Patients

	Pathology and Clinical Laboratory Services (Sect. 75030[2])
	


PURPOSE:

To ensure access by Clinic patients to licensed laboratory services.

POLICY:

The Clinic will maintain arrangements to obtain laboratory services on a regular basis. These arrangements can be either (a) maintenance of on-site services or (b) maintenance of contracts with off-site providers.

These services will be supervised by a qualified professional.

Laboratory services will be under the technical supervision of a certified technologist.

PROCEDURE:

Clinic Administrator maintains service agreements with laboratory to provide services and updates the agreement annually.
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Assessment of Patients

	Possible Victims of Abuse, Domestic/Intimate Partner Violence, or Neglect  (Sects. 75026, 75030[5]))
	


PURPOSE:

To ensure the proper assessment of possible victims of abuse or neglect.

POLICY:

All personnel responsible for the assessment of patients will be educated in recognizing signs and symptoms of possible abuse or neglect.

The Clinic promotes the standard that Domestic/Intimate Partner Violence (D/IPV) should be screened regularly in all patients seen regardless of age, sex or sexual orientation.

Domestic/Intimate Partner Violence (D/IPV) is defined by the Centers for Disease Control and Prevention to include:

· Pattern of assaultive/coercive behavior including physical, sexual, emotional or psychological coercion.

· This behavior can occur in any adult/adolescent relationship against an intimate partner.

Legal requirements for screening and reporting for medical/health care facilities are provided for all clinicians and addressed to those practitioners who treat or observe physical injuries.  In the case of the Clinic, this is the medical and nursing staff.

PROCEDURE:

Providers will be trained to be aware of signs and symptoms of abuse or neglect.

Reporting procedures will be utilized to refer patients to appropriate agencies for assistance.

1. The Clinic will review community standards in an active collaborative manner during its first year of operations (2010).


2. After review and evaluation a Clinic specific protocol will be completed and reviewed through CQI activities (2010).


3. Immediate cases of suspected D/IPV will be evaluated based on severity by providers as the patient presents.


4. The provider attending to the patient will make documentation of injuries in the medical record.  The documentation should include:

a. Subjective:  Information in patient’s own terminology

b. Objective:  Clear concise description of physical findings

c. Assessment & Plan:  

i. Do the injuries appear to corroborate the subjective information?

ii. Assessment of immediate danger

iii. Reporting decision of provider

iv. Consultation – when used with D/IPV resources


5. Tools obtained at trainings such as screening and intervention guidelines and patient and clinician reference materials will be made available in the Clinic.


6. If providers need expert consultation on D/IPV a list of current  County resources will be available in the Clinician resource materials


7. Additional resources include a copy of a model protocol which will be kept in the texts in the Clinic.

Specific procedures will be maintained for compiling evidence, and photographs for evidentiary needs.
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	Policy Section:

Assessment of Patients

	Rapid Detection of Group A Streptococcal Antigen from a Throat Swab (Sect. 75030[2])
	


PURPOSE: The Strep A Dots test is intended for use as an aid in the diagnosis of Group A Streptococcal infection.

POLICY: 

To establish standards for rapid detection of Strep from a throat swab
PROCEDURE:

Reagents and Materials: 

(Store at room temperature or refrigerate until expiration date on box. Do not freeze)

· Do not mix components from different test kits.

· Test packet containing the following

· One sterile Dacron throat swab

· One Dots tester strip

· One extraction tube containing tablet

· One Tray to hold extraction tube

· One bottle of extraction reagent containing 15 ml of 0.5M acetic acid

· One bottle of positive control

· One bottle of negative control

Specimen collection:

· Use Dacron tipped sterile swab

· Hold down tongue with a tongue depressor to minimize contaminating the specimen with oral fluid. The tongue should not be touched with the swab.

· Sample the tonsils, the posterior pharynx, and any areas of inflammation, ulceration, or exudation with the swab.

· Immediately process the specimen after collection.

Assay Procedure:

· Open foil packet and place the extraction tube in the tube holder. Label the extraction tube holder with the patient name and chart number. 

· Remove the cap from the extraction tube.

· Add 9 – 11 drops of the extraction reagent up to the line marked on the extraction tube.

· Collect Patient specimen.

· Place the swab in the extraction tube. Twist the swab against the tablet until the tablet is completely dissolved. (About 1-2 minutes)

· Squeeze the swab firmly against the extraction tube to expel as much liquid as possible from the swab. Discard the swab in a red Biohazard bag.

· Immerse the Dots tester strip in the extraction tube. Leave in the tube and allow the test to develop.

· Read the test results in 5 minutes. Do not read the results after 10 minutes.

Test Interpretation: 

· Positive result: Two pink colored lines will appear; one pink line in the control area (at top of test area near the yellow coded strip) and one pink line in the test area. The color intensity of the lines may differ. 

· Negative result: One pink colored line will appear; one pink line in the control area with no pink line in the test area.

· Invalid result: No pink line appears in the control area. This may be an indication of a procedural error or a deterioration of the reagents. A new test should be performed in this case.

Quality Control:

· Internal Procedural Control: A pink colored line appearing on the control region of the test strip is considered an internal procedural control, indicating proper test performance and reactive reagents.

· External Controls: Positive and negative controls must be tested when opening a new test kit. These controls should also be used when a new technician performs the test for the first time.

· Open two test kits, one for the positive control and one for the negative control. Label one extraction tube holder positive and the other negative.

· After adding the 9 – 11 drops of extraction reagent to the line marked on each extraction tube, thoroughly mix the controls by shaking the bottles vigorously. 

· Add one drop of the positive control to the extraction tube labeled positive and one drop of negative control to the extraction tube labeled negative.

· Place a sterile swab into each extraction tube and swirl until the tablet is dissolved.

· Continue with the procedure from 3 f. as above.

Limitations: 

· The accuracy of the test depends on the quality of the sample obtained. False positives may result from improper sample collection. A negative result may be obtained from patients at the start of the disease with very low levels of antigen. 

· See package insert for reactivity with other groups of Streptococcal infections.
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Assessment of Patients

	Reassessment (Sect. 75026, 75030[5])
	


PURPOSE:

To ensure that patient care remains relevant to the patient’s condition.

POLICY:

All patients will be reassessed at each visit, when there is a change in condition, and/or when there is a change in diagnosis.

The provider will change and update the Treatment Plan on the Visit Record and Problem List at each visit.

Changes in the education, medication, course of the disease or diagnosis will be conveyed to the patient and documented in the patient record.
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Assessment of Patients

	Scope of Assessment by Discipline (Sect. 75026, 75030[5])
	


PURPOSE:

To ensure that assessment is conducted by qualified individuals, the Clinic will define the scope of assessments to be performed by each clinical discipline. The scope of these activities will conform to applicable state licensure laws, applicable regulations, or certification requirements.  

POLICY:

The scope of practice and assessment will take into account:

1. The qualifications of the personnel who perform assessments

2. The data gathered during assessments

3. How data are analyzed to determine patient care needs

4. How care decisions are made based on the assessment

5. Documentation requirements

6. Communication processes
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Assessment of Patients

	Status Assessment (Sect. 75026, 75030[5])
	


PURPOSE:

To ensure the most effective care for the patient as a whole.

POLICY:

The assessment of patients will include results from previous treatment if available, as well as their physical and emotional status.

PROCEDURE:

At initial triage interviews patients will be asked if they have sought care for the presenting problem before.  If the presenting problem is one that is ongoing and needs routine testing, the patient will be advised to obtain a copy of their records and will be seen.  

If the condition warrants immediate intervention the patient will be seen and then sent to obtain their records.

Each patient will have a health history completed.

The health history will be reviewed by the practitioner at the initial visit prior to instituting treatment and updated and reviewed at each subsequent visit.

The health history will address physical, familial, abuse, and toxic exposure and lifestyle issues.
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	Policy Section:

Assessment of Patients

	Urinalysis by Dipstick (Multistix 10 Sg) (Sect. 75030[2])
	


Authorized Personnel: All laboratory personnel will have at least a high school diploma and be fully oriented to the laboratory practices and procedures, this will include running at least five urinalysis while being observed by a qualified technician before performing the urinalysis alone.

PURPOSE: 

To analyze patient urine for glucose, bilirubin, ketone, specific gravity, blood, pH, protein, urobilinogen, nitrites and leukocytes.

POLICY: 

Urine will be analyzed for the above named chemistries if there is an appropriate amount of specimen available. Specimens will be deemed unacceptable if there is no identification on the collection container, the specimen has been held for several hours without refrigeration, or if the patient is having her menses. The results of the testing will be used for screening purposes only. Diagnosis of a disease state will be made with clinical observations and/or reference laboratory confirmation.

Description: 

Results from an accurate urinalysis will give information on the status of carbohydrate metabolism, kidney and liver function, acid-base balance, and urinary tract infection.

Glucose- This test is based on a double sequential enzyme reaction. The first enzyme, glucose oxidase, catalyzes the formation of gluconic acid and hydrogen peroxide from the oxidation of glucose. The second enzyme, peroxidase, catalyzes the reaction of hydrogen peroxide with a potassium iodide chromogen to produce a range of colors, green to dark brown.

Bilirubin- Bilirubin is coupled with diazotized dicloroaniline in a strongly acid medium to produce color ranges through the various shades of tan.

Ketone- Acetoacetic acid reacts with nitroprusside to produce colors ranging from buff pink to purple.

Specific Gravity- The apparent pKa change of pretreated polyelectrolyte in relation to ionic concentration in the presence of an indicator produces a color change from deep blue in the presence of low ionic concentration to yellow-green in the presence of a higher ionic concentration.

Blood- The protein-error-of-indicators principle is the basis for this test. At a constant pH, the development of any green color is an indicator of the presence of protein. The colors range from yellow for a negative to green-blue for a positive.

Urobilinogen- A modified Ehrlich reaction in which p-diethylaminobenzaldehyde in conjunction with a color enhancer reacts with urobilinogen in a strongly acid medium to produce a pink-red color.

Nitrite- This test depends on the conversion of nitrate (in the diet) to nitrite by the action of Gram negative bacteria in the urine. At the acid pH of the test area, nitrite in the urine reacts with p-arsanilic acid to form a diazonium compound. This compound in turn couples with 1,2,3,4-tetrahydrobenzo(h)quinolin-3-ol to produce a pink color.

Leukocytes- Granulocytic leukocytes contain esterases that catalyze the hydrolysis of the derivatized pyrrole amino acid ester to liberate 3-hydroxy-5-phenyl pyrrole. This pyrrole then reacts with a diazonium salt to produce a purple product.

Equipment:
Multistix reagent test strips (Strips are stored away from moisture and heat between 59-86 degrees F. Remove one strip at a time and recap vial so that no moisture will enter the vial.


Watch with second hand or another method to time 15-second intervals.


Normal Urine control


Abnormal Urine Control

Specimen:
Fresh urine specimen collected in clean dry container with patient name and chart number printed on the container


Specimen should be tested within an hour of collection

If specimen cannot be tested immediately, refrigerate but let specimen return to room temperature and mix before testing.

PROCEDURE:

  Control Testing


1. Controls must be run at the beginning of each day urine testing is done and each time a new container of Multistix is opened. Date and initial bottle each time a new bottle of strips is opened.

2. Test both the Normal Urine Control and the Abnormal Urine Control as a random specimen

3. Record the results on the appropriate control sheet.

4. If the results do not compare with those previously  obtained for these controls, run a new strip with the same control. If the results still do not compare, open a new bottle of strips and run the normal and abnormal controls again.

  Patient Testing

1. Mix the urine specimen before testing.

2. Remove one strip from the bottle and replace the cap.

3. Immerse the reagent areas completely in the urine, and remove immediately to avoid dissolving reagents in the urine. While removing strip from urine, wipe edge of  strip on edge of specimen container to remove excess urine, or gently tap excess off on a dry paper towel.

4. Place strip in the horizontal position to prevent mixing of  the reagents from one area to another.

5. Compare the reagent areas with the color blocks for the corresponding test on the test strip bottle or chart. 

6. Reading the tests at the proper time is critical for optimum test results. The glucose and the bilirubin tests must be read at 30 seconds. The ketone test must be read at 40 seconds. The specific gravity must be read at 45 seconds. pH, protein, urobilinogen, blood and nitrite are read at 60 seconds. Leukocytes are read at 2 minutes.

7. Record results in patient’s medical record, initial the results.

8. Record results in lab log.

Limitations of Procedure
*Substances that cause abnormal urine color, such as drugs containing azo dyes (Pyridium, Azo Gantrisin, Azo Gantanol), nitrofurantoin (Macrodantin, Furadantin), and riboflavin, may affect the readability of the reagent  areas. Color development may be masked or a color reaction may be produced on the reagent area that may be interpreted as a false positive.

*For other false reactions on specific tests, see the accompanying chart

*Be aware that the results may also be dependant on the technician’s ability to determine color differences. A person with color blindness should not try to read these strips.
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Assessment of Patients

	Urine for Culture and Sensitivity, Collection (Sect. 75030[2])
	


Authorized Personnel: Patient will collect specimen after instruction by nurse or interpreter. Laboratory personnel instructing patient and processing specimen for reference laboratory pick up will be oriented to laboratory policies and procedures.

PURPOSE: To collect mid-stream urine for the purposes of culture for bacteria and determination of antibiotic sensitivity.
POLICY:  Medical providers will request screening for micro organisms in the urinary tract in the presence of clinical symptoms.
Equipment:   Sterile Aqueous Towelette; Sterile Collection Container
PROCEDURE:


Laboratory: (Before specimen collection.)

Obtain sterile collection containers from reference laboratory.

Provide sterile container and aqueous towelette to patient with instructions for use.


Patient:

1. Clean hands thoroughly with soap and water, rinse and dry with a disposable paper towel.  Males retract foreskin, if present, and cleanse glans and meatus with an aqueous towelette. Females spread labia with one hand, cleanse internal genitalia with other hand using thorough downward swipe with an aqueous towelette. Labia should be kept spread until urine is collected.

2. Begin urinating into toilet, with a sterile collection container available for use.

3. Pass collection container in stream of urine.

4. Remove container from stream before urination is completed. 

5. Place lid on sterile container without touching interior of container.

6. Refrigerate the specimen after collection if not transported immediately to laboratory.


Laboratory: (After specimen collection.)

1. Make certain patient name, chart number and date of collection are on container.

2. Complete reference laboratory requisition after verifying medical provider’s order on chart.

3. Document specimen collection in patient’s chart and initial.

4. Record specimen collected on lab log.

5. Place specimen and requisition in plastic biohazard container.

6. Refrigerate until collected by reference lab.
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Assessment of Patients

	Urine HCG Test (Clearview HCG II) (Sect. 75030[2])
	


Authorized Personnel: All laboratory personnel will have at least a high school diploma and be fully oriented to the laboratory practices and procedures, this will include running at least five pregnancy tests while being observed by a qualified technician before performing the pregnancy test alone.

PURPOSE: To analyze for human chorionic gonadotrophin (hCG) in urine for the early detection of pregnancy.

PURPOSE: The Clearview HCG II test is a monoclonal antibody based immunoassay intended to be used for screening for pregnancy. Diagnosis of pregnancy will be done by clinical evaluation and reference laboratory testing. 

Description: Human chorionic gonadotrophin (hCG) is a glycoprotein hormone produced by the developing placenta. The rapid rise in the concentration of hCG in the maternal urine provides a good marker for pregnancy.

Equipment: 


Clearview HCG II test (individually wrapped in kit)


Store between 2 and 30 degrees Centigrade


Plastic pipettes

Specimen:

First morning urine specimen which has been collected in a clean, dry plastic container (The specimen may be stored in the refrigerator for up to 72 hours or may be frozen for 3 months but must be brought to room temperature before testing.)

PROCEDURE:

1. Before starting to test be sure that the test and the specimen are at room temperature.

2. Remove the test from its foil wrapper and position on a flat, clean, dry surface with the Clearview marking at the top and the HCG marking at the bottom.

3. Using the plastic pipette supplied with the kit, add 4 drops of urine to the sample window. (Sample window is the single window at the bottom of the test.)


4. A line will appear in the top window indicating that the test is complete.


5. Read the result within five minutes.



a. A blue line in the control window shows the test is complete and worked properly.



b. A blue line in the result window indicates a positive result.



c. No blue line in the result window indicates a negative result.

d. If a very faint line appears in the result window, it indicates that the hCG may be elevated and that a new specimen should be retested in two or three days.

e. Record results in patient’s medical record and initial.

f. Record results.

  Controls 

The Clearview HCG test has a positive internal control. A horizontal bar will appear in the control window if the test has been performed correctly and if the device is working properly.

The background of both windows should be clear and the result should be distinct.

Limitations Of Procedure
1. If no line appears in the control window, the result should be disregarded and a new test performed.

2. Elevated hCG levels may occur in other conditions such as trophoblastic disease. Therefore a positive result may not indicate pregnancy in these cases.

3. HCG levels may continue to be elevated in cases of spontaneous or therapeutic abortion or after delivery.

4. Do not use tests that have been out of the foil for more than 24 hours or have become wet.

5. If the urine specimen is too dilute, the level of hCG may be too low to give a positive result. Retest a new specimen in 2-3 days.
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	Venipuncture Complications (Sect. 75030[2])
	


PURPOSE:
To collect and process blood specimens for transport to reference laboratory.

POLICY:
Authorized Personnel: 

All personnel drawing blood in the Clinic laboratory will be oriented, trained, have at least 2 of the 3 hepatitis B immunizations, and be observed a minimum of five times by trained clinic staff.

Venipuncture Complications:

No patient will have the venipuncture procedure performed more than TWO times during one session even if no sample is obtained without the permission of the medical staff in charge of the session.

PROCEDURE:
Incomplete Venipuncture:

1. No blood flow into tube - Vein may not have been entered, try to insert needle a little further but do not "Knit" that is hunt for the vein by going back and forth or up and down.

2. Blood flow is very slow (incomplete venipuncture) - Tilt the needle slightly up or down. Also the tube may have lost its vacuum, change tubes.

3. Flow begins and stops - Needle may have passed through the vein and is in the tissue, slowly withdraw the needle until flow resumes.

4. Hematoma forms - Withdraw the needle immediately and put pressure on the site.

5. Bevel of needle occluded by vein wall - Rotate the needle slightly to free bevel.

6. Vein collapses - Apply pressure above puncture site with index and middle finger, then release.

Difficult Veins:

1. Rolling Veins - Secure the vein by pulling the skin taut over it with an index finger or a thumb placed below the site of venipuncture.

2. Collapsing veins - Apply pressure above the puncture site with index and middle finger, then release. If this does not work it may be necessary to use a syringe to collect the specimen.

3. Superficial veins - Use smaller gauge needle (23G) and a syringe or a butterfly needle.

4. "Sure Vein" - No production - Feels like a vein but no blood enters tube, and the patient feels pain, may have entered a tendon. Withdraw needle and look for a vein.

5. Small veins or no veins - Use warm packs to stimulate blood flow. Rub selected site of venipuncture with 70% alcohol pad to stimulate blood flow. Tap vein with fingers to increase flow.

6. No veins apparent after all above procedures - Use hand veins with a syringe and butterfly. With a butterfly it is necessary to have TWO personnel, get one of medical staff to assist.

7. If unable to get blood specimen or the patient is uncooperative, notify supervisor and record information on patient's chart with initials.

8. For all difficult draws, note this on the patient's chart under problems.

Physical complications with patient:

1. Allergic reaction to antiseptic or adhesives - If patient states they are allergic, use alternate antiseptic or paper tape and gauze instead of Band-Aid.

2. Excessive bleeding - Apply direct pressure for at least five minutes with clean gauze. If bleeding continues, notify nurse, physician, NP, PA, appropriate Director or medical director. Do not leave patient until bleeding has stopped or until nurse or medical director takes charge of patient.

3. Hematoma forms - Release tourniquet and remove needle immediately. Apply pressure for five minutes.

4. Excessive pain - May have struck a tendon or a nerve. Withdraw needle and find a new site.

5. Inadvertent Arterial Puncture - If "Pulsing" occurs during venipuncture. Note if blood is bright red, this may be indicative of an arterial puncture. Complete the phlebotomy as usual but after withdrawing the needle apply direct pressure to the site with a clean gauze for at least five minutes until bleeding has totally stopped. Label specimen "Arterial" and note on the requisition sent to lab.

6. Seizures - If patient experiences a seizure during phlebotomy, remove needle immediately and apply pressure to site. Protect the patient from injury and notify nurse , physician, PA, NP, appropriate Director or medical director for assistance.

7. Fainting - If patient states a history of fainting during phlebotomy have patient lie down for the procedure.

8. If patient begins to feel faint during the procedure, release tourniquet and remove needle immediately. Have patient lower head and breathe deeply. Use ammonia inhalant to bring patient around if necessary. Use a cold pack to the forehead and/or back of neck. Notify the nurse or medical director for assistance.

9. Nausea - Ask patient to breathe slowly and deeply. apply cold pack to forehead and/or back of neck. Provide patient with emesis (vomiting) pan if necessary. Notify nurse, physician, PA, NP, appropriate Director or medical director for assistance.
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Assessment of Patients

	Venipuncture Procedure (Sect. 75030[2])
	


PURPOSE:

To collect and process blood specimens for transport to the reference laboratory.


POLICY:

All personnel drawing blood will be trained and display competence in the collection and processing of blood specimens.

PERSONNEL:

All personnel drawing blood in the Clinic laboratory will be oriented, trained, have at least 2 of the 3 Hepatitis B immunizations, and be observed a minimum of five times by trained clinic staff.

PROCEDURE:

Wash hands before and after each patient.

Wear gloves during all procedures in contact with the patient or the specimen.

Verify order: Refer to patient chart, if unavailable, have provider write order on separate in patient chart.  If no chart and no order, check with person in charge of the session about rescheduling blood draw. DO NOT DRAW BLOOD WITHOUT AN ORDER, except in the case of cholesterol and blood glucose testing which will be offered to all new patients.

Collect Supplies: Cotton balls, alcohol (or betadine), tourniquet, needles, correct tubes for samples needed, vacutainer barrel.  Attach needle to vacutainer barrel leaving cap on needle to preserve sterility.

Verify that you have correct patient: Ask patient their name, double check the chart and yellow ID card.

Explain procedure to patient.

Make patient as comfortable as possible and provide a good surface and angle for the arm.

Select site of venipuncture: Examine both arms to determine the best area to approach. 

Place tourniquet around mid-to lower bicep.  Fasten so it can be removed with one hand.

Have patient make a fist.  Do not pump fist.
Clean site: Use a cotton ball or swab with 70% alcohol unless drawing a blood alcohol level, blood culture or instructed otherwise by provider. The alternative solution would be Betadine. (Verify no allergy to iodine before using.) Cleanse the skin in a circular motion from the site outward. Do not repeat with the same swab. Repeat with clean swab until swab comes back clean.

Allow to dry or wipe with clean cotton ball.

Secure vein with your finger or thumb. Never anchor above site. (May accidentally stick phlebotomist.)

Insert needle, bevel side up at and angle diagonal to the surface (35-40deg). Make sure needle follows path of the vein; insert quickly but gently.

Place vacutainer in barrel, when changing tubes keep needle as still as possible. (See order of draw following)

NEVER STICK PATIENT MORE THAN TWICE WITHOUT SPECIFIC ORDERS FROM THE NURSE,  PHYSICIAN, PA, NP, APPROPRIATE CHIEF OF SERVICE OR MEDICAL DIRECTOR.
Remove last tube and the tourniquet.

Remove needle do not recap

Apply pressure to site with dry cotton ball immediately after withdrawing needle. Do not apply pressure while the needle is still in the vein.

Have  patient apply pressure to the site for two minutes. Do not have patient bend arm.

Unscrew vacutainer needle into sharps container using the slot to secure the needle while it is unscrewed. If the container does not have a special slot, discard entire apparatus. Do not use your fingers.

Discard any equipment contaminated with blood in the proper receptacle.

Label all specimens with name date and chart number before dismissing patient.

Check site for excess bleeding, apply tape or bandaid and dry cotton ball if necessary.

Give patient instructions as to when results will be ready or next appointment time if stated in chart and lab is last stop before leaving clinic.

Complete requisition with name, date, chart number, DOB, sex, fasting state and tests ordered before drawing next patient.

ALL SPECIMENS MUST BE MARKED WITH THE PATIENT’S NAME BEFORE THE PATIENT LEAVES THE LAB.

Initial and date order in patient’s chart.

Forward chart to provider or pharmacy, if necessary.

Prepare specimen according to laboratory instructions.

Record on tracking log.

Disinfect area, discard gloves, wash hands and prepare for next patient.

ORDER OF DRAW

Blood culture tubes

Non-additive tubes (plain red and SST “tigertop”)

Coagulation tubes

Additive tubes (gray, yellow, navy, blue, green, lavender, black)

Citrate (blue top) (Never use as the first tube; if it’s the only one ordered draw a small amount into a plain tube first.) Blue top tube must be full for proper processing.

Heparin (green) Tube must be full.

EDTA (lavender) Tube must be at least half full.

Oxalate (black)
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	Waived Laboratory Testing (Sect. 75026, 75030[2])
	


PURPOSE:

To provide basic screening laboratory capability in the Clinic.

POLICY:

The Clinic will maintain a CLIA Certificate for performing waived testing in its laboratory. 
The Clinic Administrator is responsible for renewing the CLIA Certificate. 

The Director of Medical Services is responsible for laboratory clinical issues.

Waived testing performed will be for screening only. Diagnosis will be dependent on results from a licensed, fully qualified laboratory or other diagnostic procedures.

Screening tests performed may include:

· HIV test

· Dip stick urinalysis

· Fecal occult blood

· Urine pregnancy test using visual color comparison

· Blood glucose monitoring using devices cleared by the FDA for primary care clinics.

· Strep A Test

The waived tests results will be correlated with clinical symptoms to provide a basis for further testing or treatment.   

Urinalysis may be sent out for protein, C&S according to symptoms and screening results.

Serum or whole blood tests will be drawn to verify pregnancy.

Serum or whole blood may be drawn to assess the level of blood glucose for diagnostic purposes.

A throat culture may be sent out to verify Strep infection.

Patient Education Policies and Procedures
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	Health Education and Counseling of Patients and Families (Sect. 75030[3])
	


POLICY:  

Acknowledging the importance of the individual patient’s responsibility in self-care and ability to make informed decisions, patients who are seen at the Clinic will receive health education and counseling relevant to their needs at every possible opportunity. This education will address their current medical condition and therapies, preventative care, and health care maintenance.

This education and counseling will take various formats including but not limited to: planned learning experiences, one-to-one sessions, verbal and written instructions, pre-printed brochures and materials, DVDs/video, websites, and single-session group health education. Every effort will be made to provide multilingual materials as deemed appropriate for and responsive to the population served. 

This process facilitates learning and behavior change in an individual and/or family members, so they can then think, feel and act wisely on matters pertaining to health and illness. It bridges the gap between health information and health practices, providing the motivation for individuals and families to accept the information and utilize it. People must practice or have the experience with things in order to learn. The health education and counseling process gives them that opportunity! The information, skills and habits learned through health education and counseling encourage and enable the individual to assume responsibility for their health.

Health Promotion is a concept that encourages well people who wish to stay well or those who wish to contain or modify unhealthy behavior, to seek community and individual measures which will assist them in developing lifestyles which will enhance their state of well-being. Examples of health promotion activities include; walking, jogging, aerobics, safer sex practices, changing dietary habits, and smoking cessation. Health promotion activities seek to improve daily health habits and encourage the use of appropriate measures to prevent disease. Health promotion programs and activities benefit health care providers because the information and skills which patients learn can contribute to: decreased visits to the provider, less hospitalization, shorter hospital stays, and more effective utilization of services.

Patient Education refers to the educational experiences planned for the patient by professional personnel as a component of their care. It should emphasize specific learning needs, interests, and capabilities. It may be used to prepare patients for medical procedures and provide information on existing health problems. Patient education must be presented in a credible manner, which entails the following elements: reinforcement of the educational message and the use of a consistent content and method of presentation. Patient education must be an integral component of health care within the health care organization. It can function as a motivational factor, a reinforcement factor, and a learning element. Patient education can improve patient satisfaction and enhance staff-patient relationships, ultimately resulting in the delivery of high quality health care.

Health information is disseminated through the use of literature, displays and audiovisual aids within the field of health education. In order for the health information to facilitate the learning process, the information must be correct, adequate and consistent. It can focus on definitions, terminology, causes, and treatments. This process does not seek as its outcome behavior change. Health information enables the patient to communicate better, and to participate more within the provider-patient relationship.

Provider education impacts the role of the care provider and health care team in promoting the concepts of health education, health counseling, and patient responsibility. An assessment of staff readiness and capabilities are the initial steps in developing the provider education program. This includes the areas of staff knowledge, attitudes, and skill levels in health education and counseling. Examples of provider education include inservice training on communication, teambuilding, use of education materials, and specific health topics.

SCOPE: 

All clinical staff and volunteers will provide these services to the extent that their training allows under the direction of the primary provider of care.  

PROCEDURE:   

1. There shall be a designated staff person with the on-going responsibility to serve as liaison between the Clinic and the Health Education Department.

2. The Clinic shall be responsible for implementing, coordinating and integrating health education and counseling services, activities and resources to meet the needs of clinic clients.

3. Specific health education and counseling services, directed toward providing information regarding personal health behavior, preventive healthcare and optimal use of the Clinic services shall be made accessible to all clients at the facility. It is the responsibility of the Clinic to ensure that such services/resources are available at all times.

4. At the time of the patient encounter the clinician will attend to the therapeutic health education and counseling relevant to the cause of the visit.
5. All therapies (including complementary) will be completely explained to the patient so that he/she is fully informed and can consent to the plan.

6. Education should include risks and benefits of the proposed therapy.

7. There shall be a system in place to assure the accurate and consistent documentation of patient  counseling and education and consistent documentation of patient education referrals. The consultation/referral should be dated and documented in the patient chart (i.e., via use of written notes). Documentation of appropriate follow-up should be noted when medically indicated. The documentation will include the education of and partnership with the patient for relevant areas of health based on age and gender. Resources will be maintained by the Clinic for clinicians’ use in supporting these health education and counseling aims.

8. A supply of written, DVD/video materials and pre-printed brochures will be maintained and reviewed regularly. The information will be current and focused to the identified needs of Clinic’s patient population.

9. Interdepartmental or external patient education and community outreach services may be utilized for:
Nutrition Education

Diabetes Management Classes

HIV/AIDS Treatment 

Hepatitis B

STDs

 
Current health education materials and resources shall be maintained in a location available to all providers.

10. The patient and family’s primary language and literacy skills will be assessed and integrated as far as possible in educational materials, discussions, and presentations. If possible, written instructions should be provided in the language spoken and at the appropriate reading level of the patient. 

 Care of Patients Policies and Procedures
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Care of Patients

	Acceptance of Donations (Sect. 75062)
	


PURPOSE:

To provide a guide for the acceptance of donations of medical equipment or supplies.

POLICY:

It is the policy of the Clinic to gratefully accept donations of equipment and supplies to decrease the cost to the Clinic of treating patients at no cost to the patient. In order to assure that donations are safe and not a hazard to clinic patients or personnel, all donations need to be accepted by a person from the department the donation is for if at all possible.

PROCEDURE:

1. When a donation is brought to the Clinic, it will be visually inspected by medical personnel or by the Clinical Administrator if no one else is available.

2. The donation will be inspected to be certain that it does not contain toxic chemicals or biohazardous waste. The Clinic will not accept these items.

3. Medications must come from a physician’s office or local clinic, have intact packaging, and must not be expired.

4. Donations should be placed in the sorting area for donations rather than in the back hall.

5. All medical equipment put into use in the Clinic will first be certified as safe by the biomechanical engineer at the next inspection. DO NOT USE UNTIL INSPECTED.

6. Medical equipment that is not used in the Clinic will be distributed to other organizations that express a need.
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Care of Patients

	Administering and Reading PPD (Mantoux) (Sect. 75030[1][2])
	


PURPOSE:



To detect exposure to Mycobacterium Tuberculosis.
POLICY:


The Mantoux skin test is the standard tuberculin test used as a diagnostic tool to aid in the detection of infection with Mycobacterium Tuberculosis.

II.
EQUIPMENT


A.
Single dose plastic tuberculin syringe with 1/2 inch, 26 or 27 gauge, intradermal needle with a short bevel.


B.
5 TU stabilized purified protein derivative PPD antigen.


C.
Alcohol sponges


D.
Standard millimeter ruler

PROCEDURE


A.
Administering



1.
Wash hands with soap and water.  Put on gloves.



2.
Expose patient's left arm and rest it comfortably on a firm and well-lit surface.



3.
Draw slightly more than 0.1 ml. of PPD antigen into the syringe.



4.
Exclude air bubbles, making sure that there is exactly 0.1 ml. of PPD antigen in the syringe.



5.
Select an injection site on the flexor or volar surface of the forearm, about 4 inches below the elbow in an adult or at the junction of the upper and middle third of the forearm.  The area should be flat and not directly over a vein.



6.
Clean the skin with 70% alcohol.  Allow it to dry completely before the injection. 



7.
Stretch the patient's skin at the selected site, tight between the thumb and index finger.



8.
Face the bevel upward and hold the needle and syringe almost parallel to the skin.



9.
Use the tip of the needle to elevate the skin to maintain as flat an angle as possible while advancing the needle, bevel side up.  The tip of the needle, when properly located, can be seen just below the skin surface.



10.
Inject the PPD antigen just beneath the skin surface. A tense white wheal, .6 to 1.0 mm of diameter should appear over the point of the needle.



11.
No dressing or special skin precautions are needed.



12.
Instruct the patient to return in 48 to 72 hours for reading.


B.
READING



1.
The tuberculin skin test should be read 48 hours to 72 hours after administration.



2.
Use a millimeter ruler to measure the transverse diameter of induration at the site of the injection.  Induration is characterized by an elevated firm thickening of the skin.  Erythema which may occur is of no diagnostic value.



3.
Determine the edges of the induration by side-lighting or palpating with your fingertip and marking the edges with a water soluble ink pen.



4.
Measure and record the induration in millimeters.



5.
Refer to Mantoux Tuberculin Skin Test Manual for guidelines on interpretation of significant (positive) tuberculin skin test and necessary follow-up.

NOTE:



1.
The tuberculin skin test can be administered on the same day as a measles immunization and be read as usual.  If a day or more has elapsed after the measles immunization, tuberculin skin testing should be delayed 4 to 6 weeks after the immunization.   There is no evidence that administration of other vaccines (Rubella, Mumps, Influenza, and Oral Polio) has any influence on the tuberculin skin test reaction.  Tuberculin skin testing can be done anytime in relation to the administration of these vaccines.



2.
A tuberculin test that was improperly administered or not read within the recommended time period can be repeated at any time, selecting a site on the other arm.
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	Administration of Vaccines (Sect. 75030[1][2])
	


PURPOSE:

To assure safe and effective administration of vaccines.

POLICY:


General Guidelines
Federal law requires health care providers to furnish written vaccine information to a patient (or the patient's legal representative) before administering any of the following vaccines:



Measles



Mumps



Rubella



Polio



Diphtheria



Tetanus



Pertussis



Hepatitis A and B

Written information developed by the Department of Health and Human Services and/or equivalent information shall be distributed.


Documentation Requirements

The person administering the vaccine must document in the patient's medical record:


1.
The date of administration of the vaccine;


2.
The vaccine manufacturer and lot number of the vaccine; and


3.
The name, address, and the title of the health care provider administering the vaccine.

Adverse reactions shall be reported to the Department of Health and Human Services CDC 55.8. 
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PURPOSE:

To determine the patient’s blood pressure.

POLICY:

All patients will have their blood pressure checked on a routine basis.

Blood pressure reading may be performed by any trained personnel. 

PROCEDURE:

Equipment:

1.
Sphygmomanometer with appropriate cuff size (2/3 the distance between shoulder and elbow and 120% of the diameter of arm)

2.
Stethoscope

Method:

1.
Expose the patient's arm and forearm.

2.
Place the cuff around the patient's arm above the elbow.  Cuff should be applied with bladder over the brachial artery.

3.
Wrap and fasten the cuff around the patient's arm smoothly and securely.

4.
Locate the brachial pulse with your fingers and place the stethoscope over it.

5.
Close the air cock at the rubber bulb and inflate the cuff to a maximum of 200 mm, if you have no previous reading.  Otherwise, inflate as indicated.

6.
Open the air cock slowly, lowering the air pressure in the cuff.

7.
The instant the sound is heard with each heart beat, note the pressure on the gauge.  This is the systolic pressure.

8.
Continuing to deflate the cuff, you will note that the sounds often become dull and muffled quite suddenly and finally cease.

9.
The diastolic pressure will be read and recorded, i.e. 150/80.

10.
Allow the air to escape from the cuff before attempting to repeat the reading, wait 1-2 minutes or use other arm.

11.
Remove the cuff from the patient's arm.

12.
Return the equipment to its proper storage place.

Note: 
An automatic blood pressure reading device (i.e. Ivac) may be used following the same procedure and the manufacturer’s instructions.

Documentation:
Results of this reading, which includes Systolic and diastolic readings, will be documented on the patient record.
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Care of Patients

	 Ear Lavage Technique (Sect. 75030[1][2])
	


PURPOSE: To provide a safe and effective way to remove cerumen from patient’s ears.
POLICY:  Ear lavage will be performed by appropriately trained personnel , e.g., a duly licensed provider.
PROCEDURE: 

Personnel: 

Ear lavage may be performed by the following personnel: MDs, NPs, DOs, RNs, LVNs, MAs, PAs.

Materials:

1) Wax Softening Agent, Hydrogen Peroxide or Colace; 2) Large Irrigating syringe (Or Welch Allyn Ear Wash System); 3) Basin; 4) Splash protection for the patient
Irrigation:

1. A licensed provider must examine the ear and write the order for lavage. 

2. Do not irrigate if a perforated or damaged tympanic membrane is present.

3. In patients with a current or prior history of chronic middle ear infections, diabetes, P.E. tubes or who are immune compromised, it is recommended to not irrigate the ear. 

4. The patient may use wax softening drops for several days prior to the lavage or 2 drops of Hydrogen Peroxide or the contents of a Colace capsule will be instilled into the patient’s ear and wait 5 minutes to soften the cerumen prior to irrigation.

5. Irrigate ear canal with warm water (body temperature).

6. Only a licensed provider may insert an object inside the ear canal. (i.e. alligator forceps, ear wax loops, speculum)

7. Irrigation should not be so forceful that the tympanic membrane is ruptured. 

8. Irrigating the canal may cause the patient dizziness and nausea.

9. Never insert the end of the syringe deeply into the canal.

10. Lavage is to be stopped immediately upon observation of any blood, pus, foreign body, tissue or anything else other than cerumen exiting the ear canal. If the patient complains of pain during the procedure, have the provider reevaluate the canal.

11. The ear will be reassessed by the provider after the lavage before the patient is dismissed.

Patient Procedure:

· Place patient sitting up with ear to be irrigated tilted slightly downward.
· Prepare irrigation solution.
· Put on gloves
· Hold basin snugly under the ear to be irrigated
· Grasp the pinna & straighten the ear canal(Down & back for children under 6; up &  back for people over 6).
· Aim the solution toward the ear canal not the tympanic membrane.
· Irrigate until the cerumen is dislodged or until one of the above events occurs.
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Care of Patients

	Influenza Vaccinations (Sect. 75030[1][2])
	


PURPOSE:

To ensure that patients receiving influenza vaccine are fully informed of the risks and benefits of the vaccine.
POLICY:

I.
Prior to immunization, the current State-approved Important Information statements describing the benefits and risks of the vaccine will be utilized by the person authorized to administer the vaccine, as follows:



A.
Provide the Important Information statement (English, Spanish, Hmong, Karen, Tagalog, Bengali, Korean, Thai, Cambodian, Chinese, or Vietnamese translation as appropriate) to all patients (or their parents or legal guardians) prior to immunization.



B.
Allow adequate time for reading the information and asking questions.



C.
Ask patient (or parent or legal guardian) if he/she understands the information and if he/she has any questions.


II.
Consent prior to immunization



A.
Ask patient (or parent or legal guardian) to read and sign the signature portion of the appropriate form (log sheet or information form). Retain the signed portion of the form giving the patient the other part to keep.



B.
All of the following information will be included in a record retained by the Clinic for each patient receiving an immunization:



  patient name



  vaccine manufacturer



  address



  vaccine lot number/expiration date



  date of birth



  signature of patient or

 

  age at time of immunization

   parent/guardian authorizing



  type of vaccine(s) given
                



  date(s) printed on"Important Information" statement(s)



  Name and title of person administering the vaccine given to patient or parent/guardian (e.g., 


S.Smith, RN) 

The signature portion of the Important Information statement will be retained for a minimum of 10 years following the end of the calendar year in which the form was signed.


III.
Request patient (or patient or legal guardian) to report by telephone  any illness that occurs within 30 days after receiving an immunization which requires him/her to visit a physician, hospital or clinic, using the space provided on the Important Information statement to give the patient or parent/guardian a telephone number to call to report such illnesses.

Specified illnesses or adverse events that occur following certain vaccines within defined time intervals, as indicated in the attached Table of Reportable Events Following Vaccination, will be reported to the local health department or to the California Department of Health Services, using the Vaccine Adverse Event Reporting System (VAERS) form.


IV.
Ensure that the storage and handling of vaccine is in accordance with the manufacturer's specifications.
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	Policy Section:

Care of Patients

	Labeling Allergies on Medical Record (Sects. 75049, 75055)
	


PURPOSE:

To alert all health team members that this patient has an allergy.

POLICY:

Allergies are to be clearly labeled on the patient chart and will automatically be displayed in red.

PROCEDURE:

1. The patient will be asked if they have allergies to any foods or medications 


during the intake process. 

2. If the patient denies known allergies, it will be noted in the appropriate areas on the medical record as “no known medical/drug allergies” or equivalent. “NKDA”

3. If an allergy is known, the medical record will be filled in with the full name of the allergy. (i.e. penicillin not PCN) and type of reaction (i.e., rash, nausea, swelling)

4. Allergies will be listed in the “Allergy” section of the patient’s electronic record and, in addition will automatically be listed in the “Prescription” section of that record.
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Patient Care

	Linguistic Support & Interpreter Services (Sects. 75026, 75030[1][2])
	


PURPOSE:

To provide for patient communication needs.

POLICY:

The Clinic recognizes the diversity of its patients and the community in which it is located, and will try to accommodate the communication needs of patients seeking care.

1. All non-English monolingual and limited English proficient patients of the Clinic will have linguistic services available to them for patient service inquiries and medically related visits. When bilingual providers or staff persons are not available, the Clinic will ensure interpreter services are provided.

2. Interpreter services are provided by a face to face interpreter, or via the telephone Language Line.  All interpreter services are provided at no cost to the patient.

3. Non-English speaking and limited English proficient patients have the right to confidential professional interpreter services for medical visits, and are not required to ask a friend, neighbor, spouse, relative or child to interpret for them. However, a patient may choose to ask such an individual to accompany them to a medical visit and serve as their interpreter. The Clinic discourages the use of children under the age of sixteen as interpreters, except in the most extraordinary cases.

4. Providers must document preferred language and requests for language and/or interpretation services by a non- or limited English proficient person in the medical record. Providers must also document patient’s refusal to accept the services of a qualified interpreter. 

SCOPE:
All Clinic and Health Center Personnel

DEFINITIONS:

1. “Monolingual” is an individual who speaks only one language.

2. “Bilingual” is an individual who is proficient in two different languages.

3. “Limited English proficient” means having a limited ability or inability to speak, read, write, or understand the English language at a level that permits the person to interact effectively with health care providers or social service agencies.

4. “Preferred language” is the language a member prefers for communicating about topics related to their health care.

5. A “bilingual provider” is a healthcare professional with proficiency in more than one language, who is able to provide services directly to limited-English proficient patients in their non-English language.

6. “Bilingual staff” is an employee with proficiency in more than one language, who is often called upon to interpret for patients, but who may or may not be trained as a professional interpreter.

7. “Interpreter” is an individual who mediates spoken or signed communication between people speaking different languages without adding, omitting, distorting meaning or editorializing.  The objective is for the complete transfer of the thought behind the utterance in one language into an utterance in a second language.

8. “Linguistic services” are services related to language, such as interpreter services, use of bilingual clinicians and staff, translation of signage and written materials and all related standards and systems that go into implementing, evaluating and educating about these services.

PROCEDURE:

1. The Clinic informs its patients about the availability of linguistic services through its language procedures and through other patient contacts. Patients are informed they have the right to interpreter services and are offered interpreter services at no charge. Clinic patients also have the right to: 

a. not use friends or family members as interpreters unless specifically requested by the patient

b. request face-to-face or telephone interpreter services

c. receive informing documents translated into threshold languages

d. file grievances or complaints if linguistic needs are not met.

PATIENT SERVICES:

1. The Clinic provides linguistic services to patients who call or visit the onsite clinic.    
The Clinic is staffed by bilingual/bicultural individuals.  

2. The Clinic expands the linguistic and interpreter capacity of its staff through use of the Language Line and the TTY service.  

3. The Clinic evaluates staff’s language capability during the hiring process through oral assessment and when needed through written assessment. The Clinic and its parent agency, Asian & Pacific Islander Wellness Center conducts the oral interview in both English and the candidate’s native language, asks the candidate to read a portion of the language service procedure in their native language and translate the passage into English and then to read a passage in English and translate it into their native language. If writing is identified as a key competency, the candidate is asked to write a sample patient letter in their native language. 

MEDICAL VISITS:

1. If the patient needs language assistance services, the Clinic will arrange for language support from staff or interpreter services when scheduling appointments. Patients are encouraged to call ahead if they know they will be in need of interpreter services. The Clinic will endeavor to offer or match patients with the same staff or interpreter at subsequent medical visits to the extent possible to ensure continuity of care.

2. Providers must document preferred language and requests for language and/or interpretation services by a non- or limited English proficient person in the medical record. Providers must also document patient’s refusal to accept the services of a qualified interpreter. 

OVERSIGHT:

1. The Clinic Administrator oversees and monitors the provision of linguistic services to patients. 

2. The Clinic Administrator reviews policies and procedures addressing the provision of language assistance and interpreter services for medical and medically related visits. 

3. The Clinic will make referrals to outside providers who must have a linguistic support policy that is consistent with that of the Clinic’s policy. Policies and procedures must include, but are not limited to, the following:

a. description of  patient’s rights to interpreter services that is consistent with the Clinic policies as stated above and in the Clinic patient’s rights procedures

b. description of the use of bilingual providers and office staff

c. description of how providers will access, arrange and document the use of interpreters at key points of contact when bilingual providers and staff are not available 

d. description of how individuals requesting interpreter services will be offered/matched with the same interpreter at subsequent medical visits to ensure continuity of care to the extent possible

e. identification of the modes of interpreter services available to patients on a 24-hour basis, including on-site and face-to-face and telephonic interpreter services. 

f. procedure for identifying language capability of providers and staff who provide linguistic services, including a method of assessment of interpreter skills, documentation of the number of years of employment as an interpreter or translator, documentation of completion of interpreter training or other reasonable documentation of interpreter capability.

3. The Clinic Administrator identifies problems in the effectiveness of linguistic services by evaluating linguistic services in the Clinic. S/he also conducts an audit of linguistic services as part of the annual Clinic Compliance Audit.

4. The Clinic Administrator assists in addressing grievances related to linguistic issues at both medical and non-medical points of contact, systemically investigates them and intervenes as needed. The Clinic Continuous Quality Improvement Committee reviews grievance trends and suggests additional corrective actions.

5. The Clinic Administrator will discuss issues raised as grievances or evaluations findings with Clinic Directors and staff.
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Care of Patients

	Medical Staff Direction (Sects. 75027-75028, 75050-75052)
	


PURPOSE:

To assure professional direction of medical services.

POLICY:


I.
General Policy

The Clinic shall have a licensed physician designated as the Director of Medical Services and professional director.


II.
Specific Policy


The Director of Medical Services' responsibilities shall include:

A.
Establishing, reviewing and maintaining policies and standards for all medical services in the Clinic, which shall be reviewed at least annually.

B.
Assuring the quality of all medical providers practicing in the Clinic.

C.
Reviewing and approving all protocols used by the Clinic.

D.
Establishing and implementing a system of peer review, pursuant to written procedures.

E.
Reviewing credentials and delineating clinical privileges for physicians and all other medical providers rendering care in the Clinic.

F.
Supervising all employees and volunteers who provide direct patient care.

F. Assuring all health care personnel are qualified by training and experience to perform those services they are assigned to provide, in addition to meeting licensing, certification or other legal requirements.


The Clinic will maintain one or more transfer agreements to an accessible hospital(s).  A medical provider shall be present whenever medical services are provided.  A Registered Nurse will be present whenever nursing services are provided.
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Care of Patients

	Nursing/NP/PA Procedures and Protocols (Sect. 75028, 75030)
	


PURPOSE:

To delineate the procedures and protocols that may be performed by nurses, nurse practitioners (NPs), and  physician assistants (PAs) in the Clinic.

POLICY: 

All nurses, NPs, and PAs practicing at the Clinic will use protocols according to the standards and scope of their licensure.  All nurses, NPs and PAs who perform procedures will have had supervised experience to prove competency in the procedure.

PROCEDURE:
1. The Clinic will maintain protocols, which may include standard texts or individual algorithms for treatment of patients in the Clinic.

2. These protocols and algorithms will be selected and overseen by the Director of Medical Services or the Director of Nursing Services.

3. They will be reviewed on a regular basis.

Texts include: 

Protocols: Nurse, Nurse Practitioner, Certified Nurse Midwife, Physician Assistant

Third edition 2002, Kaiser Permanente, Southern California Permanente Medical Group

Chest Pain

Alert Provider Immediately.

Oxygen by nasal prongs @ 3 to 5 liters per minute.  Check O2 Saturation.

Twelve Lead EKG

If diagnosed as Rule Out Acute MI, then:

Call 911 (front office staff).

Monitor for arrhythmia

Aspirin, 160 to 325 mg by mouth, chew first then swallow.

Sublingual nitroglycerin (unless systolic arterial pressure is less than 90 mm Hg or heart rate <50 or >100 beats per minute).

Nitropaste to skin on chest wall, ½ inch to 1 1/2inches (unless systolic arterial pressure is less than 90 mm Hg or heart rate <50 or >100 beats per minute).

Dextrose 5% Glucose in H2O (D5W) IV 1 liter TKO.

If Morphine Sulfate available, 2mg IV push initially.  Check BP.  Repeat 2 – 4 mg IV every 5 minutes until pain resolved or paramedics arrive.

Taken from Guidelines for the Management of Patients with Acute Myocardial Infarction, JACC 28(5) November 1, 1996: page 1333.

Chest Pain Checklist for Suspected Acute Myocardial Infarction 

Check each finding below. If all [yes] boxes are checked and ECG indicates ST elevation or new BBB, reperfusion therapy with thrombolysis or primary PTCA may be indicated. Thrombolysis is generally not indicated unless all [no] boxes are checked and BP (180/110 mm Hg.








Yes

No

Ongoing chest discomfort ((20 min and <12 h)

(

____

Oriented, can cooperate




(

____

Age >35 y (>40 if female)




(

____

History of stroke or TIA




____

(
Known bleeding disorder




____

(
Active internal bleeding in past 2 weeks


____

(
Surgery or trauma in past 2 weeks



____

(
Terminal illness





____

(
Jaundice, hepatitis, kidney failure



____

(
Use of anticoagulants




____

(

Systolic/diastolic blood pressure


Right arm: ____/____


Left arm: ____/____


ECG done



Yes

No

____


High-risk profile(


 


Yes

No

Heart rate ( 100 bpm




(

____

BP ( 100 mm Hg





(

____

Pulmonary edema (rales greater than one half way up)
(

____

Shock






(

____

( Transport to hospital capable of angiography and revascularization if needed.


Pain began
____

AM/PM

Call 911

____

AM/PM

Arrival time
____

AM/PM

Begin transport
____
              AM/PM


EMT indicates emergency medical technician; ECG, electrocardiogram; BBB, bundle branch block; PTCA, percutaneous transluminal coronary angioplasty; BP, blood pressure; TIA, transient ischemic attack.  Adapted from the Seattle/King County EMS Medical Record.

Influenza & Pneumococcal IZ for Diabetics Protocol

Clinic Nursing Staff will administer Influenza & Pneumococcal vaccines to all patients with Diabetes, Types 1 & 2, according to protocol without the need for a written order by a Provider.

All Clinic patients with Diabetes, Type 1 or 2, will be screened for Influenza & Pneumococcal vaccine history at time of intake. Those patients without an up to date vaccination history, according to guidelines described below, will be given the appropriate vaccine, barring contraindications.  Nursing Staff will give vaccinations without a written order by a Provider (Physician or Nurse Practitioner), unless the patient has any of the listed contraindications to vaccine. In these cases, the Provider will be notified and will make the decision as to whether to vaccinate or not.

Influenza Vaccine(TIV)

Contraindications:
1) History of serious allergic reaction to eggs or to a previous dose of influenza vaccine or,

2) History of Guillain-Barré Syndrome (GBS)

Patients with acute febrile illness usually should not be vaccinated until their symptoms have abated. However, minor illnesses with or without fever do not contraindicate use of influenza vaccine..

Pregnancy is not a contraindication; in fact any woman who is pregnant or is planning to be pregnant during the flu season should be vaccinated.

PNEUMOCOCCAL POLYSACCHARIDE VACCINE (PPV)

PPV will be given to adults with Diabetes once prior to age 65 yrs. For patients 65 yrs and older, a one-time revaccination will be given if they were vaccinated 5 or more years previously and were aged less than 65 years at the time of the primary vaccination.

Contraindications:
Serious (life-threatening) allergic reaction to previous dose of this vaccine or severe allergy to a vaccine component.
Protocol for Liquid Nitrogen Cryotherapy

The purpose of this protocol is to establish a procedure at the Clinic for the use of liquid nitrogen in 

cryotherapy. Examples of lesions that would be appropriate for cryotherapy are: verruca or warts and skin 

tags.

Liquid nitrogen is to be handled by RNs and providers only.

A patient must be evaluated by a Provider at least once before an RN applies liquid nitrogen for cryotherapy.

Use protective gear when handling liquid nitrogen. Wear goggles, long sleeves. Gloves are optional. 

Ladle liquid nitrogen into a Styrofoam cup for use.

Apply liquid nitrogen to lesion with a cotton swab that has been dipped into the liquid nitrogen.

Be sure that the cotton swab is only applied to the lesion and not to the surrounding normal tissue.

Applying liquid nitrogen to normal skin may result in blistering, hypo- or hyperpigmentation, or scarring.

There are several ways that lesions can be frozen using liquid nitrogen. 

One is: freeze lesion by holding cotton swab with liquid nitrogen to the lesion for 60 seconds, allow to thaw for 30-40 seconds then reapply liquid nitrogen. You may freeze up to 3 times each session or as patient tolerates. 

A second method is to hold the liquid nitrogen soaked cotton swab on the lesion for as long as the patient can tolerate. Allow to thaw and then reapply for a total of at least 3 times. 

Be sure to check and make sure you are freezing the lesion when applying the cotton swab dipped in liquid nitrogen.

If you splash any liquid nitrogen onto your protective gear then remove the affected gear.

Dermatology Services Protocol

Poison Oak 

Criteria for RN evaluation and therapy: 

good history of exposure,

involves one body part excluding the face, groin, neck,

area involved is less than 10cm x 10cm

there are no signs of infection which include: erythema, purulent d/c, induration, fever, chills, or pain.

If the above criteria are met, RN may dispense or recommend:

calamine lotion to area

good hygiene, i.e. daily shower if possible, but do not scrub area

cool/cold compresses

bath in cool/tepid water +/- aveeno oatmeal bath

Diphenhydramine 25mg 1-2 Q6hrs prn itching  #30, unless any contraindications which include: allergy to the medication

Return to Clinic if there are signs of infection, which include: erythema, purulent d/c, induration, fever, or chills.

Re-evaluation by a Provider if there is no improvement in 5-7 days, or sooner if worse.

If isolated lesion is severe and very pruritic consider asking provider approval for TAC 0.1%

Patient should be evaluated by a Provider if:

exposure history is unclear

involves more than one body part,

involves the face, groin, or head,

the area affected is greater than 10cm x 10cm 

there are any signs of infection (see above)

the patient is HIV+, uses steroids chronically, is diabetic 

 Athlete's Foot  

Nurses may treat uncomplicated athlete's foot in selected patients without examination by an M.D.

Criteria for treatment: Otherwise healthy patients, with no chronic disease. No fever, purulent discharge, crusting, warmth, induration, swelling, significant redness, or significant pain. Rash is limited to instep and toes. Patient has not failed treatment with Tolnaftate 1% as per this protocol.

Diagnostic criteria:

        Essential criteria:

Red, scaly cracked rash between the toes or moccasin rash with slight erythema.

Rash itches and burns

With scratching, the rash becomes raw and weepy but without red streaks

                  Nonessential criteria:

Often involves the arches of the feet, mild superficial scaling in the moccasin distribution or maceration between toes.

Unpleasant foot odor

Treatment:

Dispense Tolnaftate 1% powder or cream. Advise patient to apply twice a day for 4 weeks. Advise patient to keep feet dry (i.e. change socks daily, remove socks and shoes at night if possible). Patient may continue with gym and sports. Patient should be advised to continue medication for 1 week after symptoms have resolved to help prevent recurrence.

Patient should follow up if

No improvement in 1-1 1/2 weeks, or continues to spread after 1 week of treatment.

Rash is still present after 4 weeks of treatment.

Rash develops signs or symptoms of infection (redness, swelling, purulent or crusty drainage, pain.)

Nurses may clip toenails at patient's request if patient can not make it to podiatry clinic, there are no  

signs of infection(see above) or the patient is not diabetic.

Nurses may dispense socks to a patient as available.

Nurses may provide bandaids and minor first aid to feet if the patient has no signs infection (see  

above) if minor abrasion, or no laceration involved and within RN’s capabilities.

Nurses may provide protective coverings, such as moleskin, for blisters or areas of irritation of foot due  

to footwear if there are no signs of infection (see above) and/or blister is intact. If blister is open, Nurse  

may provide donut protection to avoid further irritation and if no signs of infection.

Episodic Care Protocol

Sprains 

M.D. to evaluate all pediatric sprains or joints other than the ankle.

Nurses may evaluate ankle sprains if:

There is no swelling, ecchymosis, patient can walk on affected leg or use affected limb, no excessive pain.
The mechanism of injury does not involve trauma to the area caused by a high speed impact or impact by a foreign object.

There is a single injury.

No chronic disease, such as Diabetes, vascular insufficiency.

If the above met then:

Nurse may treat conservatively with Rest, Ice, Compression

with an elastic bandage, and Elevation

Nurse may also dispense Ibuprofen 200mg 1-2 PO Q8hrs  prn or Ibuprofen 400mg PO Q8hrs prn if there are no contraindications which include: ulcer disease, dyspepsia, bleeding dyscrasia, pregnancy, allergy to the medication, acid reflux, or gastritis.

If contraindications to Ibuprofen use, Nurse may dispense Acetaminophen 325mg or 500mg  1-2 PO Q4hrs prn, unless there are any contraindications such as: liver disease, alcoholism, allergy to acetaminophen, any form of hepatitis.

Patient should be re-evaluated by an MD if there is no improvement in pain in 48 hrs or if the pain persists, even if mild or decreased, for one week.

Bumps 

Patient who presents with the following may be treated by RN: 

Injury from a fall due to mechanical causes.

Injury with minor force (i.e. walked into an object)

Size of the nodule is less than 5cm x 5cm

There are no lacerations or active bleeding

The injury does not involve the head, groin, or face

Treatment:

local ice

dispense Ibuprofen 200mg 2 PO Q6hrs or 400mg 1 Q6hrs prn if no contraindications which include: ulcer disease, dyspepsia, bleeding dyscrasia, pregnancy, allergy to the medication, acid reflux, or gastritis.

If patient not able to take Ibuprofen, Nurse may dispense Acetaminophen 325mg or 500mg 1-2 Q4hrs prn if no contraindications which include: liver disease, alcoholism, allergy to acetaminophen, any form of hepatitis.

Patient should return for re-evaluation in 48 hours if no improvement or worse. Should also return sooner if worse i.e. increased size, increased pain, increased bruising.

Patient should be evaluated by a provider if there is/was:

a laceration

loss of consciousness

injury secondary to domestic violence

injury secondary to an altercation

the patient has baseline decreased mental status or cognitive function

the injury involves the head, groin, or face

swelling and lack of mobility of the joint

Bruises 

RN may evaluate and treat bruise if:

bruise is less than 5cm x 5cm

associated swelling is less than 5cm x 5cm

there is no active bleeding

the bruise does not involve the face, groin, or head.

there are no multiple bruises, large or small

Treatment:

Symptomatically with Ibuprofen 200mg 2 PO Q6hrs or 400mg 1 Q6hrs prn if no contraindications which include: ulcer disease, dyspepsia, bleeding disorder, pregnancy, allergy to the medication, acid reflux, or gastritis.

If patient not able to take Ibuprofen, Nurse may dispense Acetaminophen 325mg or 500mg 1-2 Q4hrs prn if no contraindications which include: liver disease, alcoholism, allergy to acetaminophen, any form of hepatitis.

Warm compresses to area QD-BID.

The patient should be evaluated by a provider if: 

the bruise involves the head, face, groin, or joints.

there is active bleeding or a laceration, 

the bruise is a result of domestic violence or an altercation, 

there are multiple traumas,

the bruise is due to a high impact trauma, such as MVA, hit by a bat.
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Care of Patients

	Patient Admissions (Sects. 75026, 75030[2])
	


POLICY:

All Clinic clients will have an intake interview prior to being admitted to the program.

SCOPE:

All Clinic Personnel

PROCEDURE:

The intake interview will be conducted by the Clinic receptionist. While the intake process may not be completed at this initial interview, an intake will be fully completed no longer than two weeks after services begin.

A completed intake includes:

1) A completed confidential Patient Registration Form;

2) A signed HIPAA policy form;

3) Copies of necessary verifications as required by law and funding source, which may include:

a)     Proof of county residency

b)     Proof of HIV status for HIV funded patients

c) 
Proof of income

d) 
Proof of age

5)
An initial Treatment Plan;

6)
Necessary consent forms and authorizations to release information as required by law and funding sources;

7)
A signed Statement of Patient Rights & Responsibilities, Program Rights and Expectations, and Patient Grievance Policy.

The process and methodology employed in the intake will be a subject of ongoing training to increase the effectiveness of the staff’s ability to communicate with clients in a culturally competent manner.
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Care of Patients 

	Policy for No-show Patients (Sects. 75026, 75030[4)
	


PURPOSE:

To delineate the process for handling chronic patient no shows.

POLICY:

Chronic patients who have missed 3 or more appointments without notice will be evaluated for continued care at the Clinic.

PROCEDURE:

1. All charts for “no shows” will be reviewed by a Nurse Practitioner, appropriate Director or Director of Medical Services.

2. After the second missed appointment without adequate notice (48 hours), the patient will be reminded that the Clinic policy is that treatment depends on consistent attendance at appointments. 

3. After the third missed appointment without adequate notice (48 hours), the patient will be counseled that their continued care at the Clinic will be terminated.  We will give them a 2 week grace period during which they may receive treatment at the Clinic, and we will give them referrals to other health care facilities.

4. A certified letter will be sent if the patient is unable to be contacted.

5. The certified letter will allow the patient ten days after receipt to contact the Clinic.

6. If the certified letter is returned as undeliverable, the chart is closed due to “unable to contact”.

7. The chart will be reviewed by the appropriate Director and the Director of Medical Services before it is permanently closed.
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Care of Patients 

	Preoperative Skin Disinfection (Sects. 75064-75066)
	


PURPOSE:

To render the operative site as free as possible from bacteria by shaving, mechanical washing and chemical disinfection.

POLICY:

Preliminary Preparation: Cleaning and Shaving

1.
Usually the doctor is responsible for designating in his/her orders the limits of the prep.

2.
The preoperative prep of the patient is done prior to the surgery, in the exam room.

3. The site is checked by the physician prior to the procedure.

4. The usual solution for scrubbing the skin is Betadine, Hibiclens or other appropriate disinfectant.  Verify that the patient has no allergies to the disinfectant being used.

5. Scrub area in concentric circles from the center outward.  Use clean gauze to repeat scrub.  Scrub area for approximately 1 minute.  Do not rinse.

6. Protect patient’s clothing from the disinfectant.
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Care of Patients

	Prescriptions for a Controlled Substance (Sects. 75032 - 75039)
	


PURPOSE:

To limit abuse potential for controlled substances.

POLICY:

No controlled substances are to be kept in the Clinic.

Prescriptions written by medical providers for controlled substances will be limited to a two-week supply.

Refills will generally not be given.

Certain medications with recognized abuse potential, even though they are not controlled, will come under the guidelines of this policy.  These medications will be delineated in the formulary.

Lost prescriptions for controlled substances will not be replaced. 
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Care of Patients

	STD Treatment Guidelines (Sects. 75026, 75030[2])
	


POLICY:  

It is the policy of the Clinic to provide comprehensive evaluation of patients with a positive STD test, following best practice community models and incorporating information and guidelines provided by the Department of Public Health.

SCOPE:  

All Clinic Personnel

PROCEDURE:   

1. Patients who are tested are offered a full range of testing based on risk factors. These tests include: HIV, Gonorrhea, Chlamydia, RPR, and hepatitis B/C. Only HIV tests may be conducted by non-medical licensed staff through certified HIV test counselors. HIV testing and counseling will continue to be offered as a confidential or anonymous test without the need for a full patient registration with the Clinic. However, current Clinic patients may opt to take an HIV test directly from their medical provider as part of their standard of care.  


2. STD tests other than HIV will be ordered at the discretion of a clinician. Asymptomatic women 30 years and older will not be screened for Chlamydia and Gonorrhea.    


3. The patient is scheduled for follow up to accommodate the test response period.


4. When the patient returns they are given a Patient Health History Form to complete which details sexual practice and risks. 

5. Patients will see a medical clinician if they test positive for Gonorrhea, Chlamydia, RPR or 
hepatitis B/C.


6. The clinician will complete the specific STD physical examination form and treat according to guidelines.


7. If the patient has not yet been tested for HIV and actively participates in risky behaviors they will be referred to the in-house program for HIV testing and risk reduction counseling.


8. The clinician must report the “reportable” STD’s as directed in the Infection Control Manual and in the Department of Public Health’s letter. 
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Care of Patients

	Taking a Blood Pressure from the Leg (Sect. 75030[1][2])
	


PURPOSE:

To take the blood pressure in an alternate area because the arm is not available.



POLICY:

May be performed by RNs, LVNs, and MAs in addition to MDs, PAs and NPs.

PROCEDURE:

Equipment Pre-requisite:

Sphygmomanometer w/appropriate cuff size (usually a thigh cuff is used)

Stethoscope
Method:

1.
Expose the patient's leg.

2.
Place the cuff around the patient's thigh above the knee. Cuff should be applied as indicated by the arrows.

3.
Wrap and fasten the cuff around the patient's thigh smoothly and securely.

4.
Locate the popliteal pulse under the knee with your fingers and place the stethoscope over it.

5.
Close the air cock at the rubber bulb and inflate the cuff to a maximum of 200 mm, if you have no previous reading.

6.
Open the air cock slowly, lowering the air pressure in the cuff.

7.
The instant the sound is heard with each heart beat, note the pressure on the gauge.  This is the systolic pressure.

8.
Continuing to deflate the cuff, you will note that the sounds often become dull and muffled quite suddenly and finally cease.

9.
The diastolic pressure will be read and recorded, i.e. 150/80.

10.
Allow the air to escape from the cuff before attempting to repeat the reading, wait 1-2 minutes or use the other leg.

11.
Remove the cuff from the patient's thigh and cover the patient.

12.
Return the equipment to its proper storage place.

Documentation:


1.
Time and which leg used.

2.
Systolic and diastolic readings. 
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Care of Patients

	Telephone Advice (Sects. 75026, 75030[1])
	


POLICY:  

It is the policy of the Clinic that only licensed RN, Nurse Practitioner, Physician’s Assistant and MD staff may give advice over the telephone. In the event of an emergency, patients will be referred to our covering team.

SCOPE:  All Clinic and Health Center Personnel 

PROCEDURE:

A patient who has specified a condition and/or situation that cannot wait until the next appointment or clinic session shall be triaged in the following manner:

If the patient appears by history or description of physical symptoms (i.e. severe difficulty breathing) to be unable to wait safely, staff should get their exact location and call for 911 Rescue Services to access the patient. 

Staff should have patient hold or take a number where they can be reached.

If the caller has a return number the staff should write the reason for the call on the 
Telephone Triage Form. 

1. The chart should be pulled and the message attached.

2. The chart should be handed to a RN, NP, PA, LCSW, Psychologist, or MD who is on duty at the time. If the patient has seen a particular clinician, some effort should be made to have that person review the message whenever possible.

3. If the patient has no return telephone number, staff should attempt to have the Clinic Administrator, or another provider, take the call on a stat basis. The chart should be pulled ASAP and given to the provider.

4. The provider should document the call and file other reports. The sheet should have the name, medical record, and date of birth of the patient on the header.

Continuity of Care Policies and Procedures
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Continuity of Care

	Abnormal Studies Follow Up (Sect. 75030[4])
	


PURPOSE:

To assure immediate and efficient patient recall due to abnormal results of clinical studies.
POLICY:

The Director of Medical Services, appropriate Director, Physician or Nurse Practitioner is responsible to:

a.
Conduct a review of ALL clinical studies reports.

b.
Determine whether and what type of follow-up is necessary for results outside normal ranges.

c.
Assure that this review is documented in the patient chart.

The Clinic Administrator is responsible to:

a.
Assure that all licensed and administrative staff is aware of their responsibilities under the procedure.

b.
Designate, in conjunction with the Director of Medical Services and appropriate Director, the persons responsible for implementing this policy and related procedures.

c.
Periodically monitor the performance of staff in performing their duties related to this procedure.

Clinical staff may document patient recall activities in the medical chart.

Procedure:

Medical Staff/Designee

1.
Maintains a log listing ALL clinical studies which physicians have ordered.  This log shall contain, at a minimum, the following elements:

a.
Patient's Name

b.
Chart Number

c.
Tests Ordered

d.
Date Ordered

e.
Date Results Received

f. An indicator to show if the results were beyond normal ranges.

2.
Receives reports of clinical studies.

3.
Record date received in logbook..

4.
Forwards results to physician or other provider.

Director of Medical Services, appropriate Clinic Director, Physician, or other provider.

1.
Reviews each report.

2.
If determines that results are within normal range, places initials and date on report and returns to administrative staff.

3.
If determines that there is a significant abnormal test result, documents findings with ABNORMAL written in medical record.

4.
Completes the required instructions to indicate that a patient (1) Return to Clinic (STAT/ASAP), or (2) Repeat Study (STAT/ASAP), (3) Further Testing or Other Required Action, or (4) No Action Required.

5.
Places full signature and date on medical record and report.

6.
Returns report to clinic staff.

Clinic Staff

1.
Files normal reports in the patient chart.

2.
Enters indicator in clinical studies log for those reports with significant ABNORMAL findings.

3.
Route reports with significant ABNORMAL findings to person designated to complete recall efforts.

4.
Attempts to contact patient by telephone within seven (7) days after the provider completed the report.

6.
Sends a letter to patient if there is no telephone.  Files copy of letter in chart.

7.
Documents in the medical record each attempt to contact the patient, including the date and time of each telephone attempt.

8.
Enters name, title and date in medical record.

9. If no response from the patient, returns chart to appropriate Director, physician, extended role RN, PA or NP for further instructions.

10. Severity of consequences from failure of patient to follow up determines next step.

11. Physician, PA, extended role RN, or NP may decide to sign off chart, to wait for patient to return to clinic, or send certified letter with return receipt requested to the patient’s last known address, and document in the medical record.
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Continuity of Care

	Appointments, Medical (Sects. 75026, 75030[4])
	


PURPOSE:

To ensure continuity of care for clients who need specialty or follow up care.

POLICY:

The Clinic is primarily a walk-in clinic.  If needed, a scheduling system that attempts to minimize patient waiting time and maximizes provider efficiency will be implemented in each area requiring follow up care.  The appointment system will meet the specific needs of the Clinic, taking into account the number of providers, their specialties, type of patients, and type of procedures.  

Appointment or scheduling delays will be communicated to waiting patients and to the onsite Clinic Administrator. 
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Continuity of Care

	Broken Appointment Follow Up (Sects. 75026, 75030[4])
	


PURPOSE:

To assure timely and efficient recall of patients who fail to keep a scheduled appointment.

POLICY:

The primary care provider is responsible to:

a.
Determine whether and what type of follow-up is necessary.

b.
Document this decision in the patient chart.

The Clinic Administrator is responsible to:

a.
Assure that licensed and clinic staff is aware of their responsibilities under this procedure.

b.
Designate, in conjunction with the appropriate Director, the persons responsible for implementing this policy.

c.
Periodically monitor the performance of staff in carrying out their duties.

Provider or designated staff documents patient recall activities in the medical chart.

Procedures:
Clinic Staff

1. Each clinic day, determines which patients failed to keep an appointment.

2. Documents patient failure to keep appointment in medical chart.

Appropriate Provider in Charge (physician)

1.
Reviews each chart to determine need for patient recall.

2.
Documents patient failure to keep appointment using the following guidelines:

a.
Date the chart is reviewed.

b.
Indicate if follow-up action is required.

c.
If action is required, indicate what action is to be taken.

e.
Enter signature and title.

f. 
Or, document that no recall is necessary or to note any other relevant
                                            comment regarding the recall of the patient.
Clinic Staff

1.
Attempts to contact within one week after the provider completes the report.

2.
Sends a letter to the patient if there is no telephone or if there is no answer to telephone attempts.  Files copy of letter in chart.

3.
Documents on in patient chart each attempt to contact the patient, including times and dates of each telephone attempt.

4.
Documents, as needed, the following:




a.
Date of broken appointment.




b.
Date of new appointment.




c.
Comments regarding recall activity, as appropriate.




d.
Signature of persons doing recall activity, date of recall activity.

5.
If unable to reach patient, refers to provider.  No-show patients who have not been contacted by the second week are to be brought to the Director of Medical Services’ or clinical administrator’s attention.  A certified letter may be sent with documentation in the chart.
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Continuity of Care

	Clinic Ceases Operation (Sects. 75030[4], 75049) 
	


PURPOSE:

To provide a method for the continued treatment of patients in the event the Clinic ceases operation.

POLICY:

The Clinic will help direct patients in need of continuing care to other free clinics, community clinics, or Department of Public Health clinics.  The State Department of Public Health will be notified 30 days prior to closing with a procedural plan.

Procedures:


Patient name and medical record will be made available to any clinic that requests such and provides us with a Release of Records Form.
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Continuity of Care

	Discontinuing Care of a Patient (Sect. 75030, 75049[b][2])
	


PURPOSE:

To provide for the orderly transfer of care to another provider and to prevent the excessive use and/or misuse of the resources of the Clinic.

POLICY:

A client of the Clinic may be terminated from receiving care when for any of the following reasons:

1. The client is disruptive, obnoxious or abusive in the office to any staff member or other client or visitor of the Clinic.

2. The client is able and/or qualified to access other local health care services to meet his/her medical needs.

3. The client misses three appointments without calling to reschedule or cancel

A client will be terminated from care:

1.    
Who repeatedly demonstrates non-compliant behavior (i.e., repeatedly fails appointments without notice, repeatedly refuses recommended therapy, has problems more appropriately treated elsewhere.)

2. When the level of care needed by the client is beyond the capability of the Clinic.  The client will be referred elsewhere for the needed services.

PROCEDURE:

The Director of Programs and Services must assure that guidelines for patient discharge are followed.

1. Counsel the patient.  The patient should be informed of his/her significant history and progress of treatment.  If the patient has been uncooperative, the provider should explain how that affected his/her condition.  Patient may sign a contract agreeing to follow offered course of treatment.

2. If patient fails to fulfill terms of contract, they will be given notice (in person or if they fail to come to the Clinic, by registered letter).

3.
Give the patient sufficient time to find another provider.  The provider should recommend the best course of treatment and outline the risks and benefits of continuing and not continuing treatment. The provider should offer a list of providers in the area who are qualified to treat the patient.

4.
Continue to treat the patient during the period of notice. 

5.
Provide copy or summary of records to the new treating provider upon the patient's request.  Offer to consult with and make copies of the patient's records available to the subsequent treating provider.  The discharging provider should remain available to treat the patient for a reasonable period of time.  As a general guideline, two weeks notice will be given to allow a patient to find a provider qualified to treat his/her condition.  The discharging provider should make copies (never originals) of the patient's record available to the subsequent treating provider or the patient.

6.
If the reason for discharge relates to failure to follow advice, this must be specified in the medical record.

7.
Although it is not required that a discharge be in writing, it is advisable to mail a letter of discharge, even if you have discussed it with the patient.  The provider should notify the patient by certified mail with a return receipt of his or her intention to discontinue the relationship, and if relevant, the significant risks of the patient not continuing proposed treatment. The return receipt should be retained in the patient's file as evidence that the patient received the letter.

8.
The letter and the return receipt should be noted in the medical chart and placed in the chart.  The physician should document thoroughly that the patient was properly notified, provided with referrals, and advised of the risks and benefits of continuing or not continuing treatment.

9.
If the patient requests a refund of any voluntary donation(s) made to the Clinic, the donation will be refunded within two weeks after written request.

Do not charge the patient for copies of their records.

REMEMBER!  YOU MUST CONTINUE TO TREAT THE PATIENT DURING THE NOTICE PERIOD.
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Continuity of Care

	Follow Up Appointments (Sect. 75056, 75030[4])
	


POLICY:


It is the policy of the Clinic that appropriate follow-up visits are indicated on the encounter form by the health care provider after the completion of the patient’s medical visit.

SCOPE:


All Clinic and Health Center Personnel

PROCEDURE:
1. Appointments less than three months in advance are made before the patient leaves the Clinic. 

2. Appointments are made by the Clinic receptionist, as indicated by the provider on the encounter form. The patient will be given an appointment card.


3. As deemed clinically necessary by the patient’s care provider, reminder calls will be made to alert patients of upcoming appointments or to re-engage patients for treatment at the Clinic.  If adequate contact information is not available, the patient can be contacted through outreach by the Clinic Peer Advocates as needed.

4. The Clinic providers will review all labs, radiology, and pathology reports performed on Clinic patients. The provider will recommend any follow-up as needed and note it in the chart. 

5. All cancer screening tests (including PAP smears and mammography) will be logged by the ordering clinician into the Clinical Log book located and chained to the bulletin board in the clinical area. The clinician should complete the information requested (see attached example of the lab sheet).

6. Once the test is done, results will be noted in the patient record by a clinician. Cancer screening tests results will also be noted in the logbook. Clinicians must notify the Peer Advocate or the Nursing Director when they need assistance tracking patients for follow-up testing and referrals. The logbook assists in tracking these activities.

7. Tracking and follow-up of important tests ordered by clinicians are considered the individual responsibility of the primary provider.  This responsibility can be delegated by arrangement to the Nursing Director or to another provider based on need and availability. If such delegation is made the delegating provider will note this in the patient record.

	Clinic 

CLINIC POLICIES & PROCEDURES
	Page 1 of 1

	
	Supersedes Date:

	
	Original Date: 2010

	
	Version: 01

	
	
	Policy Section: 

Continuity of Care

	Medical Emergency Services (Sects. 75026, 75030[7])
	


PURPOSE:


1.
To assure that all patients in need of emergency medical services during or after regular clinic hours receive those services.

2.
To assure there is documentation of the patient's emergency encounters in the individual's medical record.

3.
To assure there is documentation of appropriate, medically indicated follow-up.

POLICY:

1.
Emergency medical services shall mean those services required for the alleviation of severe pain or immediate diagnosis and treatment of medical conditions which, if not diagnosed and treated, might lead to disability or death.

2.
The Clinic will not provide Emergency Medical Services.

3.
If an Emergency Medical Situation develops while a patient is in the Clinic, the Clinic will call 911.

4.
The Clinic will:

a.
Beginning on the day of opening for services and continuously thereafter, maintain and use a reliable after-hours telephone answering device which will give instructions for emergency care. (i.e., dial 911, go to the emergency room nearest your home).

b.
Develop and maintain written procedures, for staff, which indicates each person’s responsibilities in handling or recognizing patient emergencies (i.e dial 911).

c.
Maintain a transfer agreement for emergency room coverage.

d.
Maintain a Telephone Triage Form in chronological order.

e.
A legible, chronological listing of each telephone contact with the patient name, date and time of call, the nature of the problem, and disposition of the call.

PROCEDURE:


The Clinic Administrator and/or Director of Programs and Services will screen phone calls from patients and if it is determined that the patient needs emergency medical services they will instruct patient to go to nearest emergency facility.

Drug Distribution Policies and Procedures
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Drug Distribution

	Pharmacy Services (Sects. 75032 - 75039)
	


PURPOSE:

To ensure the safe, effective distribution and storage of drugs in conformance with California State, Federal and local laws for future use in the event that the Clinic is prepared to handle and dispense drugs.

Pharmaceutical services are provided at local pharmacies through enrollment coverage in Patient Assistance Programs (depending on the patient’s eligibility) and discount programs. Initially, the Clinic will not dispense drugs. This Drug Distribution Policies and Procedures section includes policies and procedures for future use in the event that the Clinic is prepared to handle and dispense drugs and has applied for and become licensed as a dispensary by the California Board of Pharmacy. 

POLICY AND PROCEDURES:

General Requirements:
1
The Director of Medical Services shall oversee all pharmacy operations in consultation with the Directors of related services and consulting pharmacists

.

2.
A list of drugs available for use in the Clinic shall be maintained in the Clinic Formulary.

3.
See the policy and procedure, Accessibility of Drugs for controlled access to Pharmacy.

Orders:
1.
No drugs shall be administered except on the written order of a person lawfully authorized to give such order, except in accordance with provisions for telephone orders.

2.
Telephone orders for drug administration shall be given only to a physician, licensed nurse, pharmacist or physician’s assistant. Such orders shall be signed by the person giving the order within ten days.

3.
Orders for drug administration shall be entered into the patient's health record and be signed by the prescriber and shall include:

a. Patient Name



b.
Drug Name



c.
Dosage



d.
Time or frequency of administration

e. Route of administration: oral or other

f. Amount of drug 

Administration:
1.
Drugs shall be administered or dispensed as prescribed and recorded in the patient's health record.

2.
Drugs shall only be dispensed by a physician, pharmacist or other persons lawfully authorized to dispense and shall be in compliance with all applicable laws and regulations.

3.
A record of drugs dispensed shall be entered in the patient's record including:




Drug name




Amount




Lot number




Manufacturer (if generic)




Patient instructions given




Signature of person dispensing
Storage:
1.
Drug containers which are cracked, soiled or without secure closures shall not be used.  Childproof containers will be used whenever possible.

2.
Drugs shall not be kept in stock after the expiration date on the label.  No contaminated or deteriorated drugs shall be used.

3.
Drugs shall be stored in an orderly manner in specifically designated cupboards, cabinets, closets or drawers.

4.
Refrigerators containing drugs shall be maintained between 2 C (36 F) and 8C (46 F).  Room temperature for drug storage shall not exceed 30 C (86 F).

5.
Drugs shall be accessible only to personnel designated in writing by the licensee.  Controlled drugs shall be accessible only to physicians, physician's assistants, licensed nurses, and pharmacists.

6.
Drugs for external use in liquid, tablets, capsule or powder form shall be stored separately from drugs for internal use.

7. Test reagents, germicides, disinfectants and other household substances shall be stored separately from drugs.

8. All medication containers dispensed will contain the following information:




Patient’s Name




Drug Name and Strength




Lot Number and Manufacturer (if generic)




Prescriber’s Name




Date




Dispenser’s Initials




Quantity Dispensed




Clinic Name, Address and Phone




Special instruction labels (“Take with food”)

9. A record will be maintained of all medications dispensed.  The following information must be entered in the record:




Patient’s Name




Drug Name and Strength




Date dispensed




Number dispensed




Dispenser’s initials



The log will be retained for 7 years.

10. The Clinic is unable to fill outside prescriptions under the terms of its licensure.

11. Staff or volunteers in need of medication for personal use must have a Clinic chart and the permission of the Director of Medical Services.

12. Every patient receiving medication from the Clinic will be counseled by their medical provider on the actions, precautions, side effects, and contraindications of the prescribed medication.  Every attempt will be made to provide instructions in a language that the patient understands.  Basic instructions are available in English and Spanish.  Patients requiring other languages will be asked to provide an interpreter.

13. All dispensing surfaces and tools used for pharmaceutical activities will be disinfected after each clinic session by the pharmacy staff for that session.
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Drug Distribution

	Accessibility of Drugs (Sects. 75032 - 75039)
	


PURPOSE:

To provide for the safe storage and dispensing of all medications at the Clinic for future use in the event that the Clinic is prepared to handle and dispense drugs.

POLICY AND PROCEDURES:

Only authorized personnel will have access to the medicine storage unit. The key to this unit will be unique and will not be used in other parts of the Clinic. The key(s) will be in the control of the Director of Medical Services and/or his/her designee at all times.  The storage unit will remain locked at all times that a duly authorized person is not present to supervise. 



Authorized Personnel will include: 

a. Director of Medical Services

b. Nurse Practitioner

c. Registered Nurse

d. Director of Programs and Services 

e. Clinical Program Manager

f. Physician’s Assistant 

Medications not stored in the medicine storage unit will also be kept locked and separate from other items that could cause contamination or deterioration of the medication. 

No controlled substances or dangerous drugs will be maintained in the Clinic at any time.
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Drug Distribution

	Administration of Medications (Sects. 75032 - 75039)
	


PURPOSE:

To administer oral, topical, and injectable medications accurately as ordered by the provider for future use in the event that the Clinic is prepared to handle and dispense drugs.

Equipment:
Medication Administration Record




Ordered Medication(s)




Administration supplies appropriate to route

POLICY:

Medications may be administered by RNs, LVNs, NPs, PAs, MAs, and physicians to patients after being monitored for appropriate technique.

PROCEDURES:

1.
Read and review medication order with provider prior to the administration of any medication.  

2.
Obtain the ordered medication from medicine storage unit and compare the medication label with the medication.  Most medications are labeled with the generic name.   If the medication label does not match the written order, bring the patient's chart (including order sheets) and the medication to the provider for clarification.

3.
Check the patient's allergy and suspected drug reaction status as indicated on the medical record. 

4.
Check the patient's identification (name and medical record number) with the patient.  Compare stated allergies with information on the medical record.  If all information compares accurately, proceed with medication administration.  If there are discrepancies, hold any medication administration until clarification is obtained.

5.
ORAL MEDICATIONS


a.
Open all medications in front of the patient when possible.


b.
Instruct or assist patient to sit upright when taking oral medications.


c.
Adult patients should be given at least 60 mls of fluid to drink with oral medications.


GLOVES ARE TO BE WORN FOR ALL THE FOLLOWING ADMINISTRATIONS

6.
INJECTABLE MEDICATIONS - IM/SUB Q/INTRADERMAL

         
a.
Prepare injectable medications away from patient.


b.
If required, reconstitute medication according to directions.


c.
Check medication containers for signs of contamination (cracked glass, discoloration, and fungus).


d.
Confirm with provider that no contraindications in IM medication administration exists (i.e. Heparin therapy, critically low platelet count, etc.).


e.
Choose appropriate injection site for type of injection and with consideration of previous injection sites.


f.
Cleanse injection site with alcohol swab and inject medication using appropriate injection technique (deep IM, subcutaneous, intradermal, or Z track IM).

7.
OTHER ROUTES OF MEDICATION ADMINISTRATION


a.
Prepare and assemble additional supplies appropriate to route.


b.
Administer medication using appropriate technique and per provider order.

8.
The Director of Medical Services or appropriate Chief of service in charge of session is notified of any medication administration errors. 

9.
Any adverse reactions to medications are reported to the Director of Medical Services and appropriate Chief of service and, if applicable, the pharmacist.  Adverse reactions would include nausea, dizziness, rash, visual or hearing impairment, drowsiness or shock.

Documentation:

Medication Administration - all medications are documented on the Patient's medical record immediately following administration 

Medication Errors- medication errors are documented on the Incident Report Form (Non-Confidential).

Adverse Reaction - adverse reactions are documented on the Client Chart.
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Drug Distribution

	Dispensing of Medication for Psychiatric Problems (Sects. 75032 - 75039)
	


PURPOSE:
To assure that patients diagnosed with psychiatric problems receive comprehensive and specialized treatment for future use in the event that the Clinic is prepared to handle and dispense drugs.

POLICY: 

It is the intent of the Clinic to refer the patients who are felt to be in need of psychiatric services and/or psychiatric medication to other agencies or facilities for care.
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Drug Distribution

	Disposition of Expired or Damaged Drugs (Sects. 75032 - 75039)
	


PURPOSE:

To ensure the proper disposal of expired or damaged prescription drugs for future use in the event that the Clinic is prepared to handle and dispense drugs.

POLICY:

Tablets, capsules or liquids will be disposed of in an appropriate manner which will include being placed in a red biohazard bag under the supervision of a licensed nurse or pharmacist.  This waste will be picked up by the biohazard waste company (Stericycle).
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	Policy Section:

Drug Distribution 

	Drug Distribution Services (Sects. 75032 - 75039)
	



PURPOSE:

To assure compliance to the rules and regulations as set by the Medical Board of California and the Board of Pharmacy for future use in the event that the Clinic is prepared to handle and dispense drugs.


POLICY:



Providers who dispense drugs to patients must satisfy certain sections



of the State and Federal Laws and Regulations that govern the dispensing



of drugs from physicians' offices.



These guidelines apply to samples distributed by pharmaceutical representatives as well as physician purchased drugs.  When repackaging is performed, standards for good manufacturing practice must be maintained.



These guidelines will include Nurse Practitioners, Physicians, Physician’s Assistants, and Registered Nurses where applicable.

PROCEDURE:



A.
Furnishing of Prescription Drugs



1.
A physician, physician’s assistant, registered nurse or nurse practitioner may furnish his or her own patients with drugs that "are necessary in the treatment of the condition" for which the provider is treating the patient.  Drugs may not be furnished by a nurse or attendant (B&P section 4051, H&S Section 26666). Drugs not dispensed by the provider will be dispensed by the Clinic pharmacy.



3.
Each physician must maintain an accurate log of all drugs furnished and must furnish the drugs personally.  (B&P 4051).  The amount of drugs purchased and dispensed to patients must be recorded and should balance.  (B&P 4051)




The information in the log must be recorded in the patient’s medical records so that they can be cross referenced.



4.
The records must be maintained and be open to inspection for at least three (3) years from the date when the sale, purchase or dispensing took place.  Also a current inventory must be kept by every physician (B&P Section 4232)


B.
Controlled Substance - Schedules II-V



1.
The Clinic will not store or dispense Schedule II-V drugs


C.
Storage of Prescription Drugs



1.
Prescription drugs and medical devices must be stored at the recommended temperatures. (some products require refrigeration 36-46 F (2-8C)



2.
The pharmaceuticals must be stored in a locked room or cabinet and only employees legally authorized to dispense must have access to the room/cabinet.


D.
Expired Drugs and Drug Recalls



The physician/pharmacist shall perform inspections (recommend at least monthly) regularly to remove expired drugs and products that have been recalled by the manufacturers.  No expired or recalled drugs shall be dispensed to patients.


E.
Containers



Under State and Federal Laws pharmaceuticals should be dispensed in special child resistant 


containers (unless patient requests otherwise).  (H&S Section 30009 15 USC 1472 and 1473).  The 


container should be impervious to water.


F.
Prescription Label



The container for the furnishing of pharmaceutical by a physician must be labeled with all of the following information:

- trade name of drug or generic name and manufacturers name  (Preparations with two or more active ingredients may be identified by brand or commonly used name of principle active ingredients)

- directions for use of drug

- name of patient

- name of prescriber

- date of issue

- name and address of furnisher

- strength of drug or drugs dispensed

- quantity of drug or drugs dispensed

- expiration date of effectiveness of drug (if included on the original manufacturers label)



(B&P Sections 4228 and 4047.5, H&S Sections 26662 and 26666)



Affix appropriate auxiliary labels whenever possible.


G.
Storage of Oral Trivalent Polio Vaccine



Store Oral Trivalent Polio Vaccine in Freezer for maximum shelf life.



To maintain its potency, it is necessary to store this vaccine at a temperature which will maintain ice continuously in a solid state.  This vaccine may remain fluid at temperatures above -14 Degrees C (+7 Degrees F) because of its sorbitol content, hence it can be maintained continuously in the freezer.  However, if the vaccine is frozen, it must be completely thawed prior to use.  A container of vaccine that has been frozen and then is thawed may be carried through a maximum of 10 freeze-thaw cycles, provided the temperature does not exceed 8 degrees C (46 Degrees F) during period of thaw and provided the total cumulative duration of thaw does not exceed 24 hours.  If oral trivalent polio vaccine is frozen and then is thawed a record shall be maintained of the freeze-thaw cycles to ascertain the cumulative duration of thawing.  The record shall include dates and the number of hours required to thaw the vaccine each time.



If the 24-hour period is exceeded, the vaccine then must be used within 30 days, during which time it must be stored at a temperature between 2 Degrees to 8 Degrees C (36 Degrees to 46 Degrees F)


NOTE:
Thaw vaccine in refrigerator.  
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Drug Distribution

	Medication Administration Documentation (Sects. 75032 - 75039)
	


PURPOSE:

To provide legal record of medications administered to each patient at each clinic visit for future use in the event that the Clinic is prepared to handle and dispense drugs.

POLICY:

All medication administration will be documented in the patient’s medical record.

The person administering the medication must document the administration on the patient’s medical record.

PROCEDURE:

1. After medication administration, enter in the appropriate area for current date, the exact time each medication was given using military time.  All entries are to be made in blue or black ink, typed or entered into the electronic medical record immediately after medications are given to each patient.

2. If the medication is given by injection, chart the injection site

3. Chart name of medication, route, amount, lot number, expiration date.

4. Sign/enter full name and title.  The signature must be legible and include initials, surname and title.

5. If drug name varies from drug name in order, note the drug name dispensed and it’s equivalency to the drug ordered.  NOTE:  For any errors in medication, refer to “Medication Errors”

The presence or absence of allergies must be indicated in the medical record. 
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Drug Distribution

	Medication Errors (Sects. 75032 - 75039)
	


PURPOSE:

To promote safety and accuracy in medication administration for future use in the event that the Clinic is prepared to handle and dispense drugs.


POLICY:

When administering patient medication, any deviation from the provider’s order is deemed a medication error.  A Incident Report Form (Non-Confidential) is to be filled out by the person who recognizes the error and forwarded to the medical director’s office and the patient's provider is to be notified when appropriate.

A medication administration error would include:


1.
Incorrect medication (including wrong dosage form)


2.
Incorrect patient


3.
Incorrect time - in general greater than one hour (plus or minus)


4.
Incorrect dose


5.
Incorrect route


6.
Inadvertent omission of medication


7.
Duplication of medication

Objectives:

1.
To promote patient safety.

2.
To provide a tool for staff to follow as a means for correct documentation and clarification of medication errors.

3.
To promote communication between staff and provider and/or pharmacist when appropriate.

4.
To provide a confidential mechanism for reporting, evaluating and resolving unusual occurrences.


PROCEDURE:


When a medication error has been discovered:


1.
Take and record the patient's vital signs.

2.
Notify the Director of Medical Services or appropriate Director and the provider as soon as possible:



a.
When an adverse patient consequence is likely or has occurred



b.
If it has been determined that the error may require medical intervention.

3.
In those situations where the probability of an adverse reaction is unclear, the staff member responsible for the patient may determine the probability of an adverse reaction from the medication error by consultation with a physician.   If the patient experiences an adverse reaction from the error, a drug reaction report (to be developed when drug dispensing begins) should be completed and sent to the pharmacy.

4.
The medical director and Clinic Administrator will be notified of medication errors.

5.
Observe the patient for unusual signs and symptoms and document or proceed as directed by the physician.

6.
Document on the in patient chart as an "incidental note":



a.
Time



b.
Medication, given/omitted



c.
Dosage and route



d.
Physician, lead nurse and/or pharmacist notified if necessary



e.
Additional facts pertinent to the patient's care



f.
Patient response

7.
Error types 1, 2, 4, 5 and 7 shall be recorded as administered on the patient's medical record.

8.
An Incident Report Form (Non-Confidential)is to be filled out and forwarded to the Risk Management person for all medication errors (types 1 through 7).
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Drug Distribution

	Medication Recall System (Sects. 75032-75033)
	


PURPOSE:

To ensure the ability of the Clinic to recall any medication that has been dispensed for future use in the event that the Clinic is prepared to handle and dispense drugs.

POLICY:

The Clinic shall maintain such procedures as necessary to enable the tracking of medication by lot number and patient in case of the necessity to recall the medication.

PROCEDURE:

All medications dispensed by the Clinic will be recorded on a log.

The log information shall include the patient’s name, the manufacturer’s name and lot number of the medication and the quantity dispensed.

Logs will be retained for seven years.

Upon notice of a recall for any reason, the person in charge of the Clinic at the time the notice is received shall immediately notify the Director of Medical Services and the appropriate Clinic Directors 

The pharmacy stock will be checked immediately for the presence of the recalled medication and if any is found it will be sequestered immediately in a secure place.

The log will be checked for all patients who might have received the medication.

Patient charts will be pulled and the patients contacted as soon as possible after the receipt of the notice. A registered letter will be sent to those who cannot be contacted by phone.  If the recall is a matter of life or death, the Clinic may contact the police to assist in retrieving the medication from those patients who cannot be contacted.

The log will become evidence and be sequestered by the Director of Medical Services or the designee.  An Incident Report Form (Non-Confidential) will be completed and individual reports will be completed on each patient affected.
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Drug Distribution

	Quantity of Medication Dispensed (Sects. 75032 - 75039)
	


PUROSE:

For future use in the event that the Clinic is prepared to handle and dispense drugs.

POLICY:

1. A one-month supply of medication will be dispensed by the Clinic Pharmacy.

2. Providers may write for up to three months of refills to be filled every 30 days if there are no contraindications.

3. If a patient wishes to request a prescription for more than 30 days’ supply, providers may write a prescription, but the patient will be responsible for filling this prescription on their own. 

4. It is not the policy of the Clinic to provide patients with larger supplies of medication for prolonged absence from the area.
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	Standardized Procedure for Dispensing by an RN (Sects. 75032 - 75039)
	


PURPOSE:

For future use in the event that the Clinic is prepared to handle and dispense drugs.

POLICY:

A. Drugs and devices listed in the medication formulary (external) and prescribed by an authorized prescriber may be dispensed.

B. A Registered Nurse may dispense at any clinic session where a licensed pharmacist is not available or if the pharmacist needs additional assistance.

C. Supervision: None required at the time of dispensing.

PROTOCOL:

A. Data base:

1. No patient or family history contraindications.

2. Clinic required tests and procedures relative to the drug being dispensed demonstrate no contraindications.

B. Action:

1. Affix label which contains the following information: 

a. Clinic name, address, and telephone number

b. Patient’s name

c. Name of prescriber and initials of dispenser

d. Date dispensed

e. Trade or generic name of the dispensed drug (manufacturer’s name if generic)

f. Quantity and strength of dispensed drug

g. Directions for use of the dispensed drug

h. Expiration date of the drug’s effectiveness

i. Lot number

2.
Affix any appropriate auxiliary labels (i.e., “take with food”)

3. Use childproof containers unless patient requests otherwise (must be documented)

4. Provide patient with appropriate information including: directions for taking the drug; what to do and whom to contact if side effects occur; common side effects; possible serious or harmful effects of the drug.  Hand out any manufacturer-prepared information required by the FDA.

C. Record Keeping: Document in the patient record:

1. Name, dosage, route, and amount of the drug dispensed

2. Lot number and manufacturer’s name (if generic)

3. Other information, including patient instructions given

4. Complete information in the pharmacy dispensing log

D. Consultation: Contact the prescriber if the item is not listed in the Clinic formulary for RN dispensing or regarding any contraindications

Requirements for RNs

A. Valid California RN License

B. Education, training and experience, including successful completion of the Clinic’s in-service program on dispensing.

C. Initial evaluation: Demonstration of competency in skill performance to the satisfaction of a licensed Pharmacist.

D. On-going evaluation: Monthly random record review by the Supervising Pharmacist and an annual performance appraisal including observation of dispensing.

Annual Review

This Procedure will be reviewed annually by Chief of Medical Services or Director of Medical Services.

Documentation of Proficiency

A signed copy of this procedure will be kept in the Clinic and in each authorized RN’s employee or volunteer file.

RNs Authorized to perform this Procedure:


Date

Initials of Pharmacist

1. __________________________________

___________________     
       ______________

2. __________________________________

___________________
       ______________

3. __________________________________

___________________
       ______________

4. __________________________________

___________________
       ______________

5. __________________________________

___________________
       ______________

6. __________________________________

___________________
       ______________

7. __________________________________

___________________
       ______________

8. __________________________________

___________________
       ______________

9. __________________________________

___________________
       ______________

10. __________________________________

___________________
       ______________

11. __________________________________

___________________
       ______________

12. __________________________________

___________________
       ____________ __

	Clinic 

CLINIC POLICIES & PROCEDURES
	Page 1 of  1

	
	Supersedes Date:

	
	Original Date: 2010

	
	Version:  01

	
	
	Policy Section:

Drug Distribution

	Training of Persons Dispensing Medications (Sects. 75032 - 75039)
	


PURPOSE:

To assure the safe and effective distribution of drugs from the Clinic for future use in the event that the Clinic is prepared to handle and dispense drugs.

POLICY:

All employees and volunteers licensed to work in the pharmacy or dispense medications will be oriented to the pharmacy-related policies and procedures.  The orientation shall include but not be limited to:

· Documentation in the patient record.

· Use of the pharmacy logging system.

· Reference materials available.

· Completion of labels

· Patient counseling

· Observed competency in deciphering orders

A record of each authorized person’s license will be maintained in their employee or volunteer file.

Every RN authorized to dispense shall do so under the Standardized Procedure for Dispensing by an RN.

A copy of the signed authorization will be maintained in the Clinic as well as the volunteer or employee files. RN’s shall be used to dispense ONLY if there is no licensed pharmacist available.

Training and competency for dispensing shall be supervised by a pharmacist, the Director of Medical Services, or the appropriate Director.

Patients’ Rights Policies and Procedures
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Patient Rights

	Services and Staff (Sects. 75027-75028, 75050-75052)
	


PURPOSE:

The Clinic was formed to provide medical services to those who cannot afford care.  The Clinic provides basic medical services, with limited laboratory and pharmacy services on site.

POLICY:

Hours of operation: 
Hours will be posted in the Clinic, on the outside of the facility, and listed on the phone recording. Clinic hours are designed to meet the needs of working families who may have limited access to health care.
Appointments: 

Patients are seen by scheduled appointments or on a drop-in basis.

The Clinic services will be subject to the number of providers available.

Patient eligibility: 

Patients not appropriate for care at the Clinic will be referred to other sources of care. Arrangements may be made with 

the appropriate resource organizations to meet the needs of the patient and family.

Clinic Staff: The Director of Medical Services and appropriate Clinic Director provide supervision of the medical staff. 

Some staff members are cross-trained in clerical functions.  Volunteers are utilized for staff-support function only according 

to job classification requirements. 
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Patient Rights

	Access to the Facility (Sect. 75030 [1][2])
	


PURPOSE:

To ensure the ability of patients whose mobility may be compromised to access services at the Clinic.

POLICY:

Accommodations will be made to provide access to the Clinic for those with compromised mobility.

PROCEDURE:

Door handles will be of the lever type, and located no more than 36” from the floor.

No steps will be built at the entrance of the building.

Aisles will be kept clear for wheelchair access.

Restrooms are adequate in size to accommodate a wheelchair and are equipped with grab bars around the toilet.

All staff will be oriented to sensitivity in enabling full access to clinic facilities and in dealing with emergencies such as evacuation.
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Patient Rights

	Financial Eligibility for Care (Sects. 75026, 75030[1][2])
	


PURPOSE:

To determine those financially eligible for medical care at the Clinic.

POLICY:

All patients will be seen regardless of their ability to pay in keeping with the Clinic Mission Statement. Voluntary donations from patients will be accepted. 
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Patient Rights

	Intake Interview (Sect. 75030 [1][2])
	


PURPOSE:

To ensure that adequate information is obtained during the intake interview to enable the Clinic to address patient care.

POLICY:

1. Each presenting patient will be screened by the nurse on duty to see if their medical issues fall within the scope of services provided at the Clinic.
2. If a patient is eligible for services, a chart will be initiated and the history section will be completed.

3. The medical history sections of the patient chart will be reviewed with a licensed practitioner.

4. In the event that the patient does not meet the medical or financial screening criteria, every attempt will be made to refer the patient to an appropriate facility.
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	Patient Rights and Responsibilities (Sects. 75056, 75030[2])
	


SCOPE:


All Clinic and Health Center Personnel and Clinic Patients

Patient Rights and Responsibilities

Patient Rights:

Any person presenting him/herself for services at the Clinic is entitled to the following rights:

1) The right to treatment with dignity and respect in a non-judgmental manner, regardless of his/her personal identification. The Clinic does not discriminate on the basis of race, ethnicity, color, religion, age, country of origin, sexual orientation, sexual identification, gender identity, sex, language fluency, immigration status, or physical ability. Services are provided to all without regard to these factors for either patients or the persons providing services. 

2) The right to know the names and titles of the persons providing services. Staff members are identified by nametags.

3) The right to complete confidentiality. Information will be withheld from all inquirers, including family members, friends, spouses/lovers and medical or law enforcement personnel — except in cases of life-threatening situations, child abuse or elder abuse. Information will only be shared with the written and signed authorization and/or permission of the patient.

4) The right to be seen privately. This includes the following services, if applicable:  intake, assessment of needs, medical appointments, case management and individual counseling. Exceptions to this right include enrollment in a group session provided in association with the program.

5) The right to consent to, refuse or discontinue services at any time for any reason. This includes the right to request services from another provider.

6) The right to full information about the services offered in association with the program.

7) The right – pursuant to relevant laws – to review one’s own medical records with a clinician present, or to request a photocopy of medical records and patient-specific documents. This includes intake forms and notes, assessment and treatment plan forms and notes, case notes and any other documents pertaining to the patient only. Access to some information in patient’s medical records is limited by federal law (Health Insurance Portability and Accountability Act [HIPAA]). 
8) The right to information pertaining to the appeals process in the event s/he has a grievance with the program or program staff.  Grievances may be directed to the Clinic Administrator .

9) The right to know what rules and regulations the program has established in regard to inappropriate patient conduct and what penalties and/or consequences may result as well as eligibility and discharge criteria.

10) In the event of a problem with (an) other patient(s), the patient has the right to present the problem to the program staff. The patient can expect to be heard, be provided with a response and be notified of final determination and/or resolution.

11) The patient will not be:

· Sexually, physically, or verbally harassed;

· Solicited for favors, labor or money by a staff person; nor

· Discharged without due cause and notice.

Patient Responsibilities:

The Clinic seeks to provide quality services, respectful of the patient's individual needs in a safe setting. There are very few behaviors which may impede our work and goals, including but not limited to the following:

1) Violence or the threat of violence

2) Carrying weapons or objects that may be seen as threatening

3) Abuse or damage to property.

4) Rudeness, abusive language, verbally threatening behavior, and invasion of another's privacy.

5) Abuse of alcohol and/or chemical substances that may interfere with the provision of services.

6) Acute intoxication.

7) Fraudulent documentation

Persons willingly engaging in these behaviors may be asked to leave the office premises. Services may be suspended with the possibility of termination after due process depending on the severity of the behavior. Legal recourse may also be pursued if warranted.

Further service provision will not be resumed until the incident in question is thoroughly reviewed by the Clinic Administrator. A decision for readmission will include a behavioral contract service plan to be reviewed and signed by all parties involved.

The Clinic also asks that any person presenting him/herself for services commit to the following responsibilities:
· Treat Clinic and Health Center staff, interns, volunteers, and other patients with courtesy and respect.

· Be honest about your medical history.

· Be sure you understand your provider’s explanation, recommendations and instructions. Always question anything you do not understand.  Ask to discuss anything worrying you.

· Follow health advice and medical instruction.

If you disagree with your provider’s recommendations, please discuss your concerns at the time of your visit.

· Keep appointments, or cancel or reschedule them at least 24 hours in advance.

· Provide program specific paperwork in a timely and non-fraudulent manner.
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Patient Rights

	Resolution of Complaints (Sect. 75030 [1][2])
	


PURPOSE:

To provide an avenue to address patient complaints.

POLICY:

Written patient complaints are documented in the Patient Grievance Form.

All patient complaints about care or services rendered are referred directly to the appropriate Director of Services. 

A return response to the patient/family member/significant other expressing the complaint is made within one week of notice. This is the responsibility of the Clinic Administrator.

The chart and complaint report are reviewed by the Director of Medical Services.  The risk manager/Director of Nursing Services is informed as indicated in the Incident (Variance) Reporting Policy.

Complaints and trend data tabulated are evaluated in the Clinic Continuous Quality Improvement Committee, yearly. 

Management of Information/Recordkeeping Policies and Procedures
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	Standard Abbreviations (Sects. 75054 - 75056)
	




A

Abd.

Abdomen

AA

alcoholics anonymous

ABG

Arterial blood gas

ac

Before meals

ad. Lib.

As desired

AMA

against medical advice

a.m.

morning
A.S.H.D.

arteriosclerotic heart disease
ASAP

as soon as possible

ax.

axillary



- B -
Ba.

barium


BCG

Bacilli Calmette-Guerin

B.E.

barium enema

B-hcG

beta subunit human



chorionic gonadotropin

B.I.D.

twice daily

bil.

bilateral

bili

bilirubin

B.K.A.

below knee amputation

B.M.

bowel movement

B.M.R

basal metabolic rate

B.P.

blood pressure

B.P.H.

benign prostatic hypertrophy

BS

blood sugar

B/s

bowel sounds

Bs

breath sounds

B.S.O.

Bilater Salpingooophorectomy

B.U.N.

blood urea nitrogen

Bx

biopsy


- C -
_

c

with

C.

centigrade

CA++

calcium

CA

carcinoma (cancer)

C.A.D.

Coronary Artery Disease

C.A.T.

Computerized Axial Tomography

cath.

catheter

Cauc.

Caucasian

C.B.C.

complete blood count

C.C.

chief complaint

C1-C2,etc.
first and second cervical vertebrae, etc.

C.C.R.N.

Critical Care Registered



Nurse

C.C.U.

Coronary Care Unit

C.E.A.

Carcino-embryonic antigen

C.HF.

congestive heart failure

chol.

cholesterol

chr.

chronic

cl

chloride

CLBBB

complete left bundle branch



block

cm.

centimeter

CMV

cytomegalovirus

C.N.S.

central nervous system

CO

carbon monoxide

c/o

complains of

CO2

carbon dioxide

COPD

Chronic Obstructive



Pulmonary Disease

C.P.K.

creatinine phosphokinase

C.P.R.

cardiopulmonary resuscitation

CRBBB

complete right bundle branch



block

creat.

creatinine

CRP

C reactive protein

C/S

cesarean section

C & S

culture & sensitivity

C.S.F.

cerebrospinal fluid

Cu

copper

C.V.A.

cardiovascular accident

C.V.P.

central venous pressure

Cx

cervix

CXR

Chest X-ray

Cysto

cystoscopy

- D -
D5W

Dextrose in 5% water

D5/LR

Dextrose 5% in Lactated



Ringers

D5/NS

Dextrose 5% in Normal Saline

DB

decible

D & C

dilation and curretage

D.C.

discontinue

dec

decreased

defib.

defibrillate

Derm.

Dermatology

dextro

right

diag.

diagnosis

diaph.

diaphragn

Diast.

diastolic

Diff.

differential white blood cell



count

dil.

dilatation

disch.

discharge

dist.

distilled

D.M.

Diabetes Mellitus

DNA

deoxyribonucleic acid

D.O.A.

dead on arrival

D.O.B.

date of birth

DPSS

Department of Social Services

dr.

dram

DR.

doctor

Drng.

Drainage

Dsg

dressing

D.S.S.

Dioctyl Sodium Succinate

D.T.

Delirium Tremens

D/T

Diphtheria Toxoid

duod.

duodenum

D/W

destrose and water

Dx.

diagnosis


- E - 
E.C.

enteric coated

E.K.G.

electrocardiogram

E. Coli

Escherichia Coli

E.D.C.

expected date of confinement

E.E.G.

electroencephalogram

E.E.N.T.

ear, eye, nose, throat

elix.

elixir

Emerg.

emergency

E.R.

emergency room

esp.

especially

E.S.R.

erthrocyte sedimentation rate

est.

estimated

E.T.A.

estimated time of arrival

ETOH

alcohol

etiol.

etiology

exam.

examination

exc.

excision

exp.

expired

ext.

external


- F - 
F.

Fahrenheit

F.B.

foreign body

F.B.S.

fasting blood sugar

Fe

iron

F.H.T.

fetal heart tones

FSH

follicle stimulating hormone

ft.

foot

5FU

5-Fluorouracil

F.U.O.

fever of unknown origin

fx.

fracture


- G - 
G6PD

glucose 6 phosphate dehydro-

 

genase

G.B.

gallbladder

G.C.

gonococcus

GGT

gamma glutamyl transferase

GGTP

gamma glutamyyl transpep-



tidase

G.I.

gastrointestinal

G.I.Lab

gastrointestinal laboratory

Gm

gram

gr.

grain

gtt.

drop

G.T.T.

Glucose Tolerance Test

G.U.

genitourinary

Gyn.

gynecology


- H -
h.,hr.

hour

HBsAG

Hepatitis B surface antigen

HCG

human chorionic gonadotropin

H.C.L.

hydrochloric acid

Hct.

hematocrit

HDL

high density lipoprotein

HEENT

Head, Ears, Eyes, Nose &



Throat

Hgb.

hemoglobin

H2O

water

H2O2

Hydrogen Peroxide

Hosp.

Hospital

h.s.

at bedtime

ht.

Height

HTN

hypertension

hx.

history

Hz

Hertz


- I - 
I.C.

Infection Control

I.C.U.

intensive care unit

id

the same

ID

intradermal

I & D

incision and drainage

i.e.

that is

IEP

immunoelectrophoresis

ig.

immuno globulin

ILBBB

incomplete left bundle



branch block

I.M.

intramuscular

imp.

impression

incr.

increased

inf.

inferior

infarct.

infarction

infl.

inflammation

inf-post MI
infero-posterior myocardial



infarction

ing.

inguinal

INH

isoliazid

int.

internal

I & O

intake and output

I.O.P.

intraocular pressure

IPD

inflammatory pelvic disease

I.P.P.B.

intermittent positive pressure



breathing

IR

infra-red

IRBBB

Incomplete right bundle 



branch block

I.U.

internaltional unit

I.U.D.

intrauterine device

I.V.

intravenous

I.V.C.D.

intraventricular conduction



delay

I.V.P.

intravenous pyelogram

I.V.S.

intraventricular septum

I.V.S.A
.
intraventricular septal defect


- J - 
Junct.

junctional


- K -
17K

17 Ketosteroids

K+

potassium

Kcal

kilocalorie

K.CL.

potassium chloride

Kg.

kilogram

K.I.

potassium iodine

kid.

kidneys

KMnO4

potassium permanganate

KUB

Kidneys, Ureters & Bladder


- L - 
L

left

Lab.

laboratory

lac.

laceration

L.A.D.

left axis deviation

L.A.H.

left anterior hemibloc

Lap.

laparotomyy

LAP

leucine amino peptidase

L.A.T.

left anterior thigh

lat

lateral

lb.

pound

L.B.B.B.

left bundle branch block

L & D

Labor & Delivery

L.D.

left deltoid

L.D.H.

lactic dehydrogenase

LDL

low density lipoprotein

L.F.T.

liver function test

liq.

liquid

liv.

liver

L.L.E.

left lower extremity

L.L.L.

left lower lobe

L.L.P.S
.
left lateral plantar surface

L.L.Q.

left lower quadrant

L.M.P.

last menstrual period

L.M.P.S.

left medial plantar surface

L.N.

lymph nodes

L.O.C.

loss of consciousness

LP

lumbar puncture

L.P.H.

left posterior hemibloc

L.R.

lactated ringers

LS

lumbo-sacral

L/S

lecithin/sphingomyyelin

LSD

lysergic acid diethylamide

Lt.

left

L.U.A.

left upper arm

L.U.L.

left upper lobe

L.U.O.Q.

left upper outer quadrant

L.U.Q.

left upper quadrant

LV

left ventricular

LVH

left ventricular hypertrophy

L.V.N.

licensed vocational nurse

LW

Lee White

Lytes.

electrolytes


- M -
m.

murmur

min.

minimum

mins.

minutes

M.

meter

M.C.L.

modified chest lead

MD

physician

Meds

medicationsns

med.dx
.
medical diagnosis

Meq./l

millequivalent/liter

mg.

milligram

M.I.

myocardial infarction

MIC

minimum inhibitory concen-



tration

misc.

miscellaneous

MIU

Micro International Unit

ML

milliliter

mm.

millimeter

Mn

Manganese

MN

midnight

MOM

Milk of Magnesia

MS

multiple sclerosis

Msec

millisecond

M/sec

meters per second

M.S.L.

midsternal line

multi-vits

multivitamine

musc.

muscle

MV

millivolt

MPERSONNELmitral valve prolapse


- N - 
n

normal

N.

node

Na.

sodium

N.A.

Nurses' Aide

NaHCO3
sodium bicarbonate

NaCl

Sodium Chloride

NTG

nitroglycerine

NKA

no known allergies

NKDA

no known drug allergies

Neg.

negative

N.G.

nasogastric

N20

nitrous oxide

no.

number

noc.

night

N.P.H.

neutral protamine hagedorn

N.P.O.

nothing by mouth

N.S.

normal saline

1/2 NS

.45 saline

N.S.R.

normal sinus rhythm

NSST-T's
non-specific ST-T changes

NTG

nitroglycerine

N & V

nausea and vomiting

N.W.B
.
non-weight bearing status


- O -
O.

oral

OA

occiput anterior

O2

oxygen

O2Sat

arterial oxygen saturation

O.B.

obstetrics

Obs.

observation

O.B.S.

organic brain syndrome

occ.

occasional

O.D.

right eye

O.P.

occiput posterior

op.

operation

O.R.

operating room

O.R.I.F.

open reduction with internal



fixation

ortho.

orthopedics

OS

left eye

O.T.

Occupational Therapy

Oto.

Otology

OU

both eyes

out-pt.

outppatient

oz.

ounce


- P -
P

pulse

p

after

pc

after meals

P.A.

Pulmonary Artery

P & A

percussion and auscultation

P.A.C.

premature arterial contraction

P.A.D.

pulmonary artery diastolic

panc.

pancreas

PAP

Papanicolaou Test

PAR

Post Anesthesia Room

para.

parity

part.

partial

P.A.T.

paroxysmal atrial tachycardia

Path.

Pathology

P.B.I.

protein bound iodine

p.c.

after meals

PCO2

carbon dioxide pressure

PCP

phenlylidine

PCV

packed cell volume

P.C.W.P.
pulmonary capillary



wedge pressure

PDA

patient ductus arteriosus

P.E.

physical examination

peds.

Pediatrics

PenG.

Penicillin G.

Pentobarb.
Pentobarbital

PenVK

Penicillin VK

PEP

protein electrophoresis

per

by

P.E.R.L.

pupils equal, reactive to light

P.E.R.R.L.A.
pupils equal, round, regular,



reacts to light and accomo-



dation

PG

Picrogram

PGF2

prostaglandin F2
PH

past history

pH

acid/base amount

PI

present illness

P.I.D.

Pelvic inflammatory disease

PIP

peak inspiratory pressure

PK

pyruvate kinase

PKU

phenylketonuria

plac.

placenta

p.m.

afternoon

P.N.C.

premature nodal contraction

p.o.

by mouth

post

posterior

post-op

after operation

PPO2

partial pressure oxygen

pre

before

pre-op

before operation

prep.

preparation

prn

whenever necessary

prog.

prognosis

Pro-time

Prothrombin time

P.S.V.T.

paroxysmal supraventricular



tachycardia

pt.

patient

PT

protime

P.T.

physical therapy

P.T.H.

parathyroid hormone

P.T.T.

partial thromboplastin time

pulm.

pulmonary

pulv

powder

P.V.C.

premature ventricular contraction

PX.

physical examination

P.Z.I.

protamine zinc insulin


- Q - 
q.,q

every

q.d.

every day

q.h.

every hour

Q.I.D.

four times a day

q.h.s.

every night

q.o.d.

every other day

q.s.

sufficient quantity

QUAD

quadriceps

quant.

quantity


- R -
R.

right

RA

rheumatoid arthritis

RAD

right axis deviation

R.B.B.B.

right bundle branch block

RBC

red blood count

RBD

right border of dullness

R.D.

right deltoid

Reg.

Regular Insulin

req.

require

resp.

respiration

R.F.

renal failure

R.H.

right hand

R.H.D.

rheumatic heart disease

R.I.A.

Radioimmune Assay

R.L.E.

right lower extremity

R.L.Q.

right lower quadrant

R.K.S.

retrograde kidney studies

RML

right middle lobe

R.N.

Registered Nurse

R/O

rule out

R.O.A.

right occiput anterior

R.O.M.

range of motion

Rot

rotation

R.S.R.

regular sinus rhythm

Rt.

right

R.T.

Respiratory Therapist

RUL

right upper lobe

R.U.O.Q.
right upper outer quadrant

R.U.Q.

right upper quadrant

R.V.

right ventricle

R.V.H.

right ventricular hypertrophy

Rx.

prescription


- S -
s

without

S.A.

sino-atrial

sat.

saturated

Satis.

satisfactory

S.B.O.

small bowel obstruction

Secobarb.
secobarbital

Sed.Rate
sedimentation rate

S.E.M.

systolic ejection murmur

SGOT

serum glutamic oxalate 



transaminase

SGPT

serologic test for syphilis -



see (VORL)

sigm.

Sigmoid

sim.

similar

sig.

let it be labeled

sl

slight

S.L.

sub-lingual

S.L.E.

systemic lupus erythematosus

S.L.R.

straight leg raises

S.N.F.

Skilled Nursing Facility

S.O.B.

shortness of breath

sol.

solution

S/P

status post

s.g.

specific gravity

spec.

specimen

S.R.

sedimentation rate

ss

one half

SSA

Social Security Administration

SSI

Supplemental Security Income



(Social Security Program)

S.S.K.I.

saturated solution of 



potassium iodine

staph.

staphylococcus

STAT

immediately

stom.

stomach

strep.

streptococcus

STS

serologic test for syphilis

supp.

suppository

surg.

surgery

susp.

suspension

symp.

symptom

syr.

syrup

syst.

systolic


- T -
T3

triodothyrone

T4

thyroxine

T & A

tonsillectomy and 



adenoidectomy

tab.

tablet

tach.

tachycardia

T.A.H.

total abdominal hysterectomy

T.B., tbc

tuberculosis

TBG

thyrobinding globulin

T.B.S.

Tachy-brady syndrome

temp.

temperature

TIA

transient ischemic attack

T.I.D.

three times a day

T.L.C.

Total Lymphocyte Count

T.M.

tympanic membrane

T.O.

telephone order

Top

topical

T.P.N.

Total Parenteral Nutrition

T.P.R.

temperature, pulse and



respirations

Tr.,

trace
Tinct.

tincture

TRP

tubular reabsorption of 



phosphate

TS

Schiotz tension

TSH

thyroid stimulating hormone

T.U.R.B.

transurethral resection of



bladder

T.U.R.P.

transurethral resection of



prostate


Tylenol

Tylenol with codeine (#2,3,4)

Tx.

treatment 


- U -
u.

unit

U.A.

urinalysis

U.C.D./

U.C.H.D.

usual childhood diseases

U.G.I.

upper gastro-intestinal

U.L.Q.

upper left quadrant

umb.

umbelicus

undet.

undetermined

unk.

unknown

UNG.

ointment

U.R.I.

upper respiratory infection

ut.

uterus

U.T.I.

urinary tract infection

uv

micro volt

URQ

upper right quadrant

Urol

Urology


- V -
VA

visual acuity

V.A.

Veteran's Administration

vent.

ventricular

vag.

vaginal

V.D.

venereal disease

V.D.R.L.

Venereal Disease Research



Laboratories

vert.

vertebra

V.Fib.

ventricular fibrillation

via

by way of

VLDL

very low density lipoprotein

V.O.

verbal order

vol.

volume

vs.

versus

V.S.

Vital Signs

V.S.D.

ventricular septal defect

V.Tach

ventricular tachycardia


- W - 
w/

with

W.B.C
.
white blood count

W/C

wheelchair

WD/WN

well developed and well



nourished

w/o

without

wt.

weight

W.F.

white female

W.I.C.

Woman, Infant, and 



Children (coupon program)

W.M.

white male

W.N.L.

within normal limits

W & S

wound and skin


- X -
x

times

x-ray

radiology


- Y -
yr.

year


- Z -
Zn

zinc

Standard Abbreviations, Con't.
SYMBOLS
(

change

2'

2 feet

2"

2 inches

#

number

%

percent

@

at



male



female

<

less than

>

greater than

1

first degree

2

second degree

3

third degree



dram




ounce

-

negative

+

positive

=

equal

s

without

&

and

x

mean value

LAB ABBREVIATIONS
S

serum

PL

plasma

WB

whole blood

F

frozen

H

hemolyzed

fast

fasting
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	Supersedes Date: 2010

	
	Original Date: 

	
	Version:  02

	
	
	Policy Section:

Management of Information

	Admission Records (Sect. 75056)
	


POLICY:

The Clinic will complete an admission record for each patient admitted for services.

SCOPE:

All Clinic Personnel

PROCEDURE:

Clinic personnel will complete an admission record for each patient, to include the following:

1) Allergies

2) Name

3) Date of Birth

4) Social Security Number

5) Address

6) Contact Information (telephone number and email address)

7) Emergency Contact Information

8) Gender Identification

9) Sexual Orientation

10) Age 

11) Marital Status

12) Medical Insurance Status

13) Race

14) Specific Ethnicity (if applicable)

15) Level of Education

16) Employment Status

17) Household Income Information

18) Language/s spoken

19) Reading Level

20) Household Information

21) Consent for Treatment

22) Patient Health History (includes mental health)
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	Supersedes Date:

	
	Original Date: 2010

	
	Version: 01

	
	
	Policy Section:

Management of Information

	Authorized Disclosure of Information (Sects. 75049, 75055)
	


PURPOSE:

Authorized disclosures may generally be categorized as those requiring written patient consent and those requiring no patient consent.  All authorized disclosures are subject to a requirement that the disclosure be limited to information necessary in light of the need or purpose for disclosure.

POLICY:

In general, disclosures necessitating patient consent should be honored only upon presentation of valid, written authorization that is signed and dated by the patient or their legal representative.  Such authorization must be dated on or after the date of the treatment encounter.  Upon presentation of valid authorization, the Clinic must make all patient records available for inspection and/or copying as designated by the authorization.

Circumstances where such authorization is not required are included in the following guidelines.

PROCEDURE:


I.
Release with written patient authorization:

Unless pursuant to exceptions as outlined later in this section, a patient may authorize, in writing, release of his/her information to the following:

i. Any licensed health care provider to better enable them to furnish services to the patient.  Oral consent is permitted for this disclosure if the patient is hospitalized, incarcerated or otherwise unable to give written consent, provided oral consent is obtained and documented in the patient record.

ii. Attorney for patient

iii. Third-party payers or funding sources may receive only such information as is necessary for the discharge of their obligations.

iv. Employers and employment agencies.  Such disclosure should generally be limited to the verification of patient status or general evaluation of progress.


II.
Release without patient authorization:

i. Medical emergencies experienced by the patient.  Acting on behalf of the patient’s best interest, medical information may be released by phone on a call back basis only.

ii. Research, audit and evaluation, subject to limitations on utilization of information released.

iii. Government agencies.  Financial and administrative records for research, evaluation or audit should not include clinical information except where necessary for audit verification.

iv. In the course of examination of financial records, management effectiveness or adherence to standards of operation provided examiner furnishes a statement restricting his/her use of patient identifying information.

v. To an insurer responsible for payment of services rendered.  Disclosure should be limited to the extent necessary to determine responsibility and secure payment.

vi. To the County Coroner in the course of an investigation.

vii. As compelled by a valid subpoena, court order, search warrant or as otherwise required by law. 
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	Supersedes Date:

	
	Original Date: 2010

	
	Version: 01

	
	
	Policy Section: 

Management of Information

	Chart Maintenance Criteria (Sect. 75026, 75030 [1 – 5], 75058) 
	


PURPOSE:

Is to describe the order of patient chart maintenance. 

POLICY:

Charts will be compiled in an orderly manner to facilitate access to information.

Patient records may include the following per section: 

A.
CHART ORDER AND CONTENT

1. Patient Identification

a. Name, Address, Birth date and ID # 

b. Patient's name on each page if unbound

2. Provider Identification - each entry, electronically or otherwise, signed

3. Allergies noted in consistent location

4. Comprehensive health history if indicted

5. P.E. appropriate for complaint

6. Diagnosis


7. Management plan present

a. Medication and/or lab studies and/or referral

b. Return visit

8. Summary list of problems - list current medications

B. Narrative

1. Narrative

2. I2i

3. Foot Screening

4. Prescriptions

5. Pregnancy Test

6. Gyn Exam

7. Physical Exam

8. Telepharmacy Report

C. Labs

1. Quest Diagnostics

2. Microbiology Test

3. Hematology Test

4. Coagulation Test

5. Urinalysis

6. BB Diagnostic Test

7. Common Serology Test

8. Therapeutic Drug & Toxicology

9. Pulmonary Function

10. TB Test

D. Pathology

1. Cytology Report (Pap Smear)

2. Cytology

3. Surgical Pathology Report

E. X-Ray

1. Echocardiogram

2. Imaging Services Consultation

3. CT Brain WO Contrast

4. MAM Screening w/ Cad

5. MRA Head/Neck

6. MRI Head Brain WO Contrast

7. Double Contrast

8. Chest View (AP/PA/ or LAT)

9. Colonoscopy

F. EKG

G. Consents

H. Consults

1. Consultation Reports

2. Cuadros: Image of Eyes

I. Special Test

1. Hearing Test

2. Treadmill Test

3. Cardiac Catheterization P

4. Dipradamole Stress TT P

5. NCV/EMG P

6. PFT Data P

7. Flexible Sigmoidoscopy

J. Special Records

1. GI Progress Notes

2. Operative Report

3. Transfer Summary 

4. Discharge Summary

5. Operative Report

6. Release of Medical Records

7. Medical records from other medical facility

K. Confidential

1. HIV Test

2. Narrative
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	Supersedes Date:

	
	Original Date: 2010

	
	Version: 01

	
	
	Policy Section:

Management of Information

	Confidentiality (Sects. 75026, 75030[2], 75049, 75055)
	


PURPOSE: To maintain an adequate level of security to protect patient information from unauthorized access, use or disclosure.  Protected Health Information (PHI) shall not be used or disclosed except as permitted by current federal and state laws.

DEFINITIONS: 



Protected Health Information (PHI) means individually identifiable information relating to the past, present or future physical or mental health or condition of a resident/patient, provision of health care to a resident/patient, or the past, present or future payment for health care provided to a resident/patient.

Use of PHI means the sharing, application, utilization, examination, or analysis of such information within the entity that maintains such information.

Disclosure of PHI means the release, transfer, provisions of access to, or divulging in any other manner of information outside the entity holding the information.

Patient Representative means a parent or the guardian of a minor who is the client/resident/ patient, or the guardian or conservator of the person of  an adult  client/resident/patient, or the beneficiary or personal representative of a deceased client/resident/patient.

POLICY:  It is the policy of the clinic to use, disclose, or request only the minimum amount of Patient Health Information as is necessary to accomplish the intended purpose of the use, disclosure or request.  Only authorized users are granted access to patient information. Such access is limited to specific, defined, documented and approved applications and level of access rights. 
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	Supersedes Date:

	
	Original Date: 2010

	
	Version:  01

	
	
	Policy Section:

Management of Information

	Consent and Legal Requirements (Sects. 75026, 75030[2])
	


BACKGROUND
Every competent adult person has the fundamental right of self-determination over his or her person and property.  Individuals who are unable to exercise this right, such as minors and incompetent adults, have the right to be represented by another who will protect their interests and preserve their basic rights.

When consent is required: The Clinic may not permit any treatment, without the risk of liability, unless the patient, or a person legally authorized to act on the patient's behalf, has consented thereto.  This consent may be verbal or written.  

It is the treating provider's responsibility to obtain informed consent and to determine whether the consent should be written or verbal.

PURPOSE

To obtain a verification that the patient's informed consent has been obtained by the provider before the provider is permitted to perform the medical procedure.  The Consent for Services section on the Patient Registration Form is the form used to document the Clinic's verification that the patient has given an informed consent to the procedure.  The form serves to assure the provider's consent process, and that the patient acknowledges that the provider adequately explained the procedure and gave the patient all the information he or she desired.  The form is evidence for both the Clinic and the provider that informed consent has been obtained.

POLICY


1.
It is the treating provider's responsibility to obtain informed consent.

2.
The medical provider is responsible for verification of the informed consent process subsequent to the order specifying the terminology written in the Consent for Services.

3.
The patient must be at least eighteen (18) years of age or an emancipated minor, and mentally competent to sign the form.  Otherwise, the legal representative of the patient must sign the consent.  

4.
The form must contain the signatures of the patient or his/her legal representative and the date. 


a.
An informed consent may be considered to have continuing force and effect until such time as either the patient has revoked the consent or there are changed circumstances which would materially affect the nature of or the risks of the procedure and/or the alternatives to the procedure for which the patient gave consent.  For example, if a patient has been admitted for a specific course of treatment, including a specific operation, but in the course of studying the patient several days elapse and the anticipated operation changes considerably, the physician should obtain a new informed consent. 

5.
In the case of a medical emergency, treatment may proceed without the patient's consent even if the patient or the patient's legal representative is unable to give consent, so long as no evidence exists to indicate that the patient would refuse the treatment or reject the benefits provided.  According to these statutory provisions, a medical emergency situation exists when immediate services are required for:


a.
Alleviation of severe pain, or


b.
Immediate diagnosis and treatment of unforeseeable medical conditions, which, if not immediately diagnosed and treated, would lead to serious disability or death. 


The medical determination that an emergency exists should be carefully charted by the physician (e.g., "The immediate treatment of the patient is necessary, because...").  The physician does not sign a consent form on behalf of the patient.  Such consent is implied by law from the existence of the emergency.   If the physician has obtained a consultation, the consulting physician should similarly document his or her opinion in the patient's chart. 

6.
A consent for services (on the Patient Registration Form) must be obtained for, but not limited to, the following treatment, surgeries, or operations.

7.
Other patient consent requirements shall be in compliance with applicable law.
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	Supersedes Date:

	
	Original Date: 2010

	
	Version:  01

	
	
	Policy Section:

Management of Information

	Consent for Treatment of Minors (Sects. 75026, 75030[2)
	


PURPOSE:  

To define Consent requirements for the treatment of minors.

EMERGENCY SERVICES TREATMENT OF MINORS
A.
Parental Consent:


1.
Consent to admission and treatment of minor patients is subject to parental consent. 

B.
Emergency Treatment Exception:


1.
California law defines a medical emergency for certain purposes, such as the provision of immunity to physicians who provide treatment in such circumstances, the rendering of care to incompetent adults without court authorization, and the rendering of care to minors in custody of the juvenile court or a probation officer.  According to these statutory provisions, a medical emergency situation exists when immediate services are required for alleviation of severe pain, or immediate diagnosis and treatment of unforeseeable medical conditions, which, if not immediately diagnosed and treated, would lead to serious disability or death. 



Note:  Only the emergency should be treated.  Treatment that goes beyond that needed for the emergency condition should not be rendered without patient consent. 


2.
Business and Professional Code section 2397 provides that:



a.
A licensee (under the Medical Practices Act) shall not be liable for civil damages for injury or death caused in an emergency situation occurring in the licensee's office or in a hospital on account of a failure to inform a patient of the possible consequences of a medical procedure where the failure to inform is caused by any of the following:





The patient was unconscious.





The medical procedure was undertaken without the consent of the patient because the licensee reasonably believed that a medical procedure should be undertaken immediately and that there was insufficient time to fully inform the patient. 



 

A medical procedure was performed on a person legally incapable of giving consent, and the licensee reasonably believed that a medical procedure should be undertaken immediately and that there was insufficient time to obtain the informed consent of a person authorized to give such consent for the patient. 


3.
The Children's Division shall be contacted for:



a.
Authorization of Emergency Surgical Treatment



b.
Reports of Physical, Sexual Abuse, Neglect



Notice:
Child Protective Services




Section 369 of the Welfare and Institutions Code (dependent or potentially dependent children).  Section 739 of the Welfare and Institutions Code (juvenile, dependents, 602 children).

C.
Authorization for Third Party to Consent

1.
Valid documentation of third party designated as authorized representative for minor will be acknowledged. 


2.
Original form to be maintained by authorized agent.


3.
Copy of authorization will be retained by the Clinic and attached to conditions of admission form in medical record. 


4.
All such releases shall be reported to the Children's Division pursuant to Health and Safety Code Section 1283 (see 3.b above).
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	Supersedes Date:

	
	Original Date: 2010

	
	Version:  01

	
	
	Policy Section:

Management of Information

	Disposal of Sensitive Material (Sects. 75054 - 75056)
	


PURPOSE:

To ensure confidentiality of written materials disposed of by the Clinic.

POLICY:

All patient identifiable materials will be shredded or otherwise disposed of to preserve patient privacy. 

All sensitive documents scheduled for destruction will be shredded or otherwise disposed of to preserve clinic privacy.

Whole pieces of paper may not be recycled or used as scratch pads if they fit the above categories.

All employees will be oriented to these privacy issues.
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Management of Information

	Exception to General Release of Information and 

HIV Confidentiality, Consent requirements (Sects. 75049, 75055)
	


POLICY

California statute declares the results of blood tests to detect antibodies to the probable causative agent of AIDS to be confidential and strictly limits the disclosure of test results in a manner which identifies the person tested (Health and Safety Code section 199.21). 

The obligation to carefully preserve the confidentiality of the medical record for HIV positive patients is recognized.  Improper negligent or willful disclosures are in violation of the California "Health and Safety Code 199.215."

ACCOUNTABILITY
All clinic employees with "a need to know" are charged with the responsibility of maintaining strict confidentiality of all medical records.  

GUIDELINES
1.
HIV testing can only be done with the express consent of the patient. 


a.
It is the provider's responsibility to obtain this informed consent. 

2.
Current law provides that HIV test results may be entered into the medical record.  Entry in the medical record is not considered to be disclosure. 

3.
Medical record disclosures, outside the immediate "providers of health care" within the hospital setting, require a specific written authorization by the patient.  


a.
Written authorization is required for each separate disclosure. 

4.
The medical record face sheet is tagged when HIV positive test results are posted on the chart. 


a.
The tag "CONFIDENTIAL RECORD REQUIRES SPECIFIC DISCLOSURE CONSENT" remains as a permanent part of the medical record. 
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	Medical Billing—Government Compliance (Sects. 75026, 75030[1][2])
	


POLICY:  

It is the policy of the Clinic to maintain compliance with all federal, state and local government regulations.  In the future the Clinic hopes to receive maintain a continuous source of reimbursement from government third party payers. Toward these ends, once the Clinic is certified to receive reimbursement from third party payers, all personnel will make every effort to maintain compliance as required by Medicare (UGS), Medi-Cal (EDS), Healthy , and other federal, state and local claim reimbursement programs (FPACT, EAPC, SF Health Plan, etc.).   

SCOPE:  All Clinic and Health Center Personnel (staff, providers, interns, volunteers, consultants)

PROCEDURE:

Clinic personnel will be trained in the requirements covering the preparation and submission of claims to government third party payers.   


1. Staff will make every effort to collect information from patients necessary and required to seek reimbursement. These include: 

a. Identity (Name, Date of Birth and Social Security Number) thru Patient Registration

b. Proof of Coverage (e.g. Medicare or Medi-Cal card)

i. Obtain two (2) copies of card(s) when available

ii.   Obtain required patient signatures on eligibility forms

2. Providers and staff will document the services provided in keeping with federal, state and local regulations.  These include:

a. Date all documents for each patient visit

b. Legibly sign all documents for each patient visit

c. Provide required visit type (E&M) coding for each patient visit

d. Provide required diagnostic (ICD-9) coding (up to three) for each patient visit

e. Provide required procedure (CPT) coding for each procedure completed as applicable

f. Complete narrative notes in individual medical chart sufficient for verification of coding for services delivered within 24 hours of each patient visit

3. Providers will work with billing and administrative staff to provide additional information as requested and required to maintain compliance in order to obtain reimbursement for each covered visit
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PURPOSE:

To assure consistent, uniform maintenance of medical records throughout the Clinic.

POLICY:
1. The medical record is a legal document.

2. The medical records and chart are the property of the Clinic. Original records must never leave the Clinic.

3. Only Clinic approved forms may be used in the chart with the exception of consultation reports, discharge summaries or other feedback from outside sources.

4. Each form must contain the patient's name, date of birth and record number.

1. All reports must be filed in the appropriate section of the record within 72 hours after receipt.

2. All consent forms must be filled out completely, including date, time, and signatures.  If the consent is completed by someone other than the patient (e.g., parent of a minor child) the relationship must be noted.  Clinic staff must witness all consent forms.

3. All persons documenting in the chart shall date and time all entries.  Signatures must include the first initial, full last name, and title.

4. A chart is prepared when a patient presents the first time for treatment. 

5. If it is necessary to correct a handwritten entry, the person making the correction will line out the incorrect entry and sign and date the deletion.  Do NOT use white-out or other product to cover over the erroneous entry.

PROCEDURE:
For hard copy patient records:


1.
Each form or other document must be securely placed in the appropriate section of the chart using the fasteners.  No loose papers or removable self-stick notes are to be in the chart; information on these items must be transferred to an in patient chart or other form.


2.
Reports or other documents, which are not on standard size paper, must be stapled or taped to an 8 1/2 x 11 sheet and then placed in the chart.

For electronic patient records:

1. Data must be entered in the correct fields in the patient record, signed and dated. 
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Management of Information

	Medical Record Service (Sects. 75049, 75055)
	


PURPOSE:

Provide the guidelines regarding the establishment and maintenance of a patient health record system
POLICY: 

The Clinic shall establish and maintain a patient health record system which is systematically organized to provide a complete, accurate, correlated, and current health record for each patient.

The patient health record (medical record) shall be filed in a centrally located area proximal to the appropriate clinic.  The patient health record (medical record) shall be maintained electronically. Medical patient records will be supervised to prevent unauthorized access.

Hard copies of medical patient records shall be filed alphabetically. Cross-reference by patient name will be maintained in the computer system. 

The Clinic Administrator and appropriate Chief of Service shall be responsible for the direction and supervision of the health record management.  All records shall be accurately documented, completed, indexed and filed in the appropriate [electronic or paper] system. The system can produce accurate and legible reproductions of patient data.  

General requirements:

1. Records shall be permanent, either typewritten or legibly written in black ink or entered onto the patient’s electronic record. Records shall be permanent.  Any corrections or additions will be noted and dated.
2. Records shall be maintained on all patients accepted for treatment.

3. Records shall be compiled and filed on the day of each treatment.

4. Records shall be kept for a minimum of seven (7) years, except for minors whose records shall be kept at least one (1) year after the minor has reached the age of 18, but in no case less than seven (7) years.

5. All X-rays [digital and film] and related records shall be retained for seven (7) years.

6. Information contained in the patient record shall be confidential and shall be disclosed only to authorize persons in accordance with federal, state and local laws.  

7. The Clinic shall notify the Department of Health Services:


a.
48 hours before the cessation of operation.


b.
Within 48 hours, in writing, whenever patient health records are defaced or destroyed before termination of the required retention period.


c.
If ownership of the Clinic changes.

8. Patient's health records shall be current and kept in detail consistent with good medical and professional practice and shall describe the services provided each patient.

9. Each entry of the patient record shall be dated and authenticated with the name, professional title, and classification of the person making the entry.

10. The patient health records shall be the property of the Clinic and shall be maintained for the benefit of the patient, health care team and clinic and original paper files shall not be removed from the Clinic, except for storage purposes after termination of services.

11. Electronic patient records will be stored on a secured Database and can be accessed by authorized persons only. This Database will be back-uped periodically in a secured manner. 

12. All hardcopies of patient forms and information will be stored in a secured filing system, hence protected against any destruction and loss. 

Patient Registration Form:
An electronic record containing registration information for each patient will be maintained, containing:

1.
Name

2.
Current Address

3.
Age and date of birth

4.
Gender

5.
Date services began

6.
Last date of service

7.
Emergency Contact

8.
Check box indicating 

· Signed consent for treatment authorization. 

· Signed release of information forms

· Signed acknowledgement of privacy policy

· A parent/legal guardian will sign for a minor child prior to any medical services.

Original signed paper forms of the above will be stored on the patients file. 

Health History:

Each new patient will complete a “Patient Health History Form” that will contain one or more of the following: 

1. Significant past illnesses

2. Significant past surgeries or invasive procedures

3. Psychosocial history (homelessness, joblessness, drug or alcohol abuse etc.)

4. Abuse

5. Medication history and allergies or reactions

6. Family medical history

In Patient Charts:
The provider shall chart in the in patient charts according to SOAP formatting.

1.
S - Subjective (patient's viewpoint)

2.
O - Objective (provider's viewpoint)

3.
A - Assessment (provider's evaluation)

4. P - Plan (provider's plan of care for patient)

PROCEDURE:


Documentation Responsibility

1.
The provider's responsibility to document, where applicable, the following:



Diagnosis/reason for visit.



Lab tests/x-rays ordered and why, test results, and the significance of those results.



Prognosis.



Written plan of care.



Medication profile.



Awareness of allergies.



Informed consent.



Patient phone calls.



Patient response to treatment or non-compliance with the treatment plan.

2.
The Office Staff assists the provider by documenting:



ALL patient contact - phone or office visit.



Vital signs, weight and height as appropriate.



All patient education - both verbal instructions and written materials given.



Follow-up phone calls to patients who have missed appointments or have failed to complete referrals or tests.



Written follow-up if patient failed to respond to phone calls, (letter/card sent certified with return receipt requested).


The staff must also:



Make sure that all lab/test results are seen and signed off by a provider in a timely manner (even results that are "within normal limits").



Confirm all requests for additional prescription refills with a provider prior to refilling.  The provider should review the drug profile and history first.  


All handwritten entries should be legible.  

3.
How to correct a medical record.



If a hardcopy of a record needs to be changed, put a single line through the erroneous entry along with your initials and the date the correction is made. If soft copy, mention the error in later charting:  "Noted the earlier entry of .... was incorrect ... it should have been….”



In all cases, do not attempt to deceive through alteration, hence do not use correction fluid or erase any patient information. 

4.
IMPORTANT - guard confidentiality of HIV/AIDS information and evidence of psychiatric treatment including drug and alcohol rehabilitation.
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Management of Information

	Patients Leaving Against Medical Advice (Sects. 75030[2],75054 – 75056)
	


PURPOSE:  Promote patient dialogue for patient protection when a patient leaves AMA and proper notification in the event of patient elopement.
POLICY:  All medical personnel are responsible for implementing these procedures.
PROCEDURE:
A.
AMA


1.
Discourage the patient from leaving the Clinic and identify patient care risks anticipated with leaving AMA.


2.
If the patient is determined to leave, notify the attending provider immediately.


3.
Encourage dialogue between patient and provider.


4.
Explain the Refusal of Care form to the patient, have the patient read the form, obtain the patient's signature and have it witnessed.  Make sure the form is properly dated and timed.


5.
If the patient will not sign the Refusal of Care form, the reason should be documented on the form as "patient refuses to sign form" and witnessed by two (2) clinic staff, properly dated and signed.


6.
Minors:  Parent/legal guardian must sign the Refusal of Care form for the child being moved.  If the child's health is in jeopardy, the attending provider may initiate procedures to obtain a court order.

B.
Elopement

1. Notify the provider immediately.

2. If, in the opinion of medical staff or attending physician, the patient is at serious personal risk, the Police Department should be notified.

3. Document the patient elopement on the Refusal of Care form as "patient elopement", properly dated and signed.

C.           Documentation:

1. Refusal of Care form.

2. On the patient record enter an incidental note that the appropriate AMA or elopement procedures were completed; the time and the provider.
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Management of Information

	Record Completion (Sects. 75049, 75055)
	


PURPOSE:

To ensure the timely completion, accuracy and completeness of patient charts.

POLICY:

Medical:  Each chart will be reviewed as appropriate by a Medical Provider during each clinic visit and upon receipt of any test results or referrals.  Follow up activities will proceed as defined in the Care of Patients policies and procedures section.

Logs will be maintained for any out of clinic testing or referrals.  Logs will be reconciled at least monthly to ascertain the timeliness of receipt of results.

Quality assurance and peer review activities will address deficiencies in patient record completeness and accuracy.  Follow up will be done to improve the quality of patient records.
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Management of Information

	Refusal of Drugs, Treatment, or Other Procedures (Sects. 75030[2], 75054 – 75056)
	


REFERENCE


California Association of Hospitals and Health Systems Consent Manual, Chapter 4. 

PURPOSE
All patients have the right to "participate actively in decisions regarding medical care.  To the extent permitted by law, this includes the right to refuse treatment." 

The provider is responsible for assuring that the patient is aware of all the material risks that might result if the patient refuses to give consent for any recommended treatment or procedure.

Consent can only be obtained under circumstances which are free of any suggestion of duress or coercion. 

POLICY
1.
The patient's provider shall be notified immediately in all instances of patient's refusal of treatment.  


a.
Provider notification should be documented in the medical record. 

2.
The provider should explain to the patient all information relevant to a meaningful decision sufficient for the patient to understand the potential consequences of declining to follow the recommended course of action. 


a.
Patient discussion regarding initial refusal and outcome should be documented in the in patient chart of the patient’s record (include potential consequence of refusal). 

3.
If the patient continues to refuse the treatment, a Refusal of Care Form should be completed.  (Specific forms should be used for blood administration; administration of Rho (D) immune globulin; genetic testing). 


a.
The patient should be asked to sign the form.



i.
If the patient refuses to sign, the notation "Patient refuses to sign" should be made at the place for the patient's signature. 


b.
The patient's signature or refusal should be witnessed by a responsible clinic employee. 

 

4.
The Director of Medical Services of the Clinic should be informed whenever the patient's refusal may result in significant adverse consequences to the patient.


a.
The risk manager/Director of Nursing Services/Director of Nursing Services should be notified immediately. 
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Management of Information

	Release of Information for Minors (Sects. 75049, 75055)
	


POLICY

The general principles guiding release of information for adult patients shall apply to minor patients with the following exceptions:

A. Emancipated Minors: A minor 16 years of age or older who is living separate and apart from and with the consent or acquiescence of his/her parents/guardian/conservator and manages his/her own financial affairs, regardless of source of income, so long as it is not derived from a source declared to be a crime by law, is capable of granting a valid consent for treatment and release of information pertaining to same.

B. Minors on active duty with U.S. Armed Forces: Regardless of age, any minor may consent for non-emergency treatment and release of information pertaining to same when serving on active duty with any branch of the U.S. Armed Services.

C. Minors receiving pregnancy care: Any minor, regardless of age or marital status may consent to treatment and release of information pertaining to the same.

D. Minors suffering from a reportable disease: A minor 12 years of age or over who has a communicable disease of the type which must be reported to the local health officer is able to give valid consent for treatment and release of information pertaining to this reportable disease.

E. Minor rape victim: A minor 12 years of age or older who is alleged to have been raped may give consent and release of information pertaining to it.

F. Minor victims of sexual assault: A minor who is alleged to have been sexually assaulted may give consent to treatment related to this condition and to release of information pertaining to same.  However if parents/guardians/conservators have been contacted and participated in the care plan of the patient, their authorization should be sought as well.

G. Married minor: Any minor under the age of 18 who has entered into a valid marriage, whether or not such marriage was terminated by dissolution, may consent to treatment and release of information pertaining to same.

Special Circumstances Involving Minor Patients Lacking Capacity to Consent

A. Minor with divorced parents: Consent of custodial parent is required.

B. Adopted Minor: If the child has been adopted legally, the adoptive parents may consent.  If not, the natural parent/guardian/conservator must consent.

C. Minor Placed for Adoption: In an agency adoption when the agency has obtained a relinquishment from the parent, the agency may consent.  If the natural parent retains custody his/her consent is required.

D. Minor Born out of Wedlock: Natural mother may consent; natural father only if it is established that he is the natural father pursuant to California Uniform Parentage Act.

E. Children of Minor Parents: Parents may consent for treatment and release of information pertaining to it.

F. Minor in Custody of Juvenile Court: Information may be released upon consent of the court or its designee.

G. Minor in Custody of Probation Officer: If the court has ordered that the probation officer may consent to treatment of the minor, his/her consent for release of information is acceptable.  However the signature of the parent/guardian/conservator should be secured whenever possible.

H. Minor in custody of Foster Parents: Foster parents may consent only when they have been authorized to do so by the agency having the legal custody of the minor.
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Management of Information

	Release of Patient Information, General (Sects. 75049, 75055)
	


PURPOSE:

To ensure the confidentiality of any patient records as stated in the Confidentiality of Medical Information Act and Health Information Portability and Accountability Act.

POLICY:

The Clinic will not release any information to any outside source, including name, address, age, gender, general description of or reason for treatment, general nature of injury, and general condition without the written consent of the patient or guardian.  Upon request of the patient or guardian, the Clinic may and will withhold any and /or all of the above information.

When representatives of either news media or law enforcement agencies request the privilege of photographing a patient in the Clinic, such permission will be given if in the opinion of the Director of Medical Services and/or the Clinic Director, the patient’s condition will not be jeopardized; and if the patient signs a written consent.
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	Requests for Copies and Release Records (Sects. 75049, 75055)
	


PURPOSE:  To ensure that patients’ sensitive information is released only to authorized persons.
POLICY:  A written release (Consent for Release of Information Form) is required prior to releasing 

medical records.  When in doubt, call the patient first.  The release request must contain:

· The date of the request.

· Designation of the Clinic as health care provider to which request is directed.

· Name of the client whose records are requested.

· Specification of the portions of the records to be inspected or copied.

· Name and signature of requestor; if legal representative, a statement of relationship to the client should be made.

Note:
1.
A specific, separate release is required for release of results of HIV/AIDS testing, among others.

2.
Notify the Clinic Administrator if records are being requested by an attorney or by a patient or patient's family in cases where the outcome of medical care resulted in complications or death.

3.
Do not release original records, x-rays or videotapes.  Always provide a copy so that the integrity of the original record is preserved.

4.
Release copies of original clinic records only.

5.
Release of information concerning drug and/or alcohol abuse may be permitted only if release of this category of information is specified on the consent signed by the patient.

When the written request asks for copies of the record, such copies must be transmitted to the requestor within fifteen (15) days after the written request is received.  The records may either be mailed to the requestor or can be made available to be picked up.

A provider may charge copying costs not to exceed twenty-five cents ($.25) per page or fifty cents ($.50) per page if the records are copied from microfiche.  The provider may also charge for reasonable clerical costs incurred in making the records available as well as the reasonable costs, not exceeding actual costs incurred by a health care provider in providing copies of x-rays or tracings derived from electrocardiography, electroencephalography or electromyography.

Providing a Summary
A health care provider may choose whether to allow access to copies of the record or, instead, to give the patient a summary of the information contained in the medical records.  If a summary is provided, the provider must allow inspection of or provide copies of the summary within ten (10) working days from the date of receiving the patient's request. If more time is needed because the records are extraordinarily long, the requestor must be notified of that fact and must be told the date upon which the summary will be completed.  However, that date may be no longer than thirty (30) days from the time the written request was received by the provider.

Contents of the Summary
1.
Unless the patient's request is limited to certain injuries, illnesses, or episodes, the entire patient record must be summarized.  For each injury, illness or episode, the summary must contain the following information:


a.
Chief complaint or complaints including pertinent history.


b.
Findings from consultants and referrals to other providers.


c.
Diagnoses where determined.


d.
Treatment plan and regimen including medications prescribed.


e.
Progress of the treatment.


f.
Prognosis, including significant continuing problems or conditions.


g.
Pertinent reports of diagnostic procedures and tests and all discharge summaries.


h.
Objective findings from the most recent physical exam, such as blood pressure, weight and actual values from routine laboratory tests.

2.
The summary should also contain a list of all of the patient's currently prescribed medications.

3.
Copies of x-rays or tracings should be included with a summary if such x-rays or tracings appear to constitute information relating to "pertinent reports of diagnostic procedures" which may not be summarized adequately.

Liability for Failure to Comply With a Request for Inspection or Copying
A willful failure of a licensed health care provider to comply with the Access Statute may subject the violator to a fine of not more than One Hundred Dollars ($100) and to disciplinary action by its licensing agency.

Important
Make sure all confidential material not covered by the release (HIV/AIDS, evidence of psychiatric treatment including drug and alcohol rehabilitation) is removed from the chart PRIOR to the copying of records.

Procedure:
1.
Requests for medical record copies are referred to the appropriate Chief of Service along with the date and time the request was received.

2.
Written authorization and original records are gathered by the staff and referred to the appropriate Chief of Service for review and approval.

3.
Copies of the record are completed and reviewed by the appropriate Chief of Service prior to response to patient request.

4.
All questions and concerns are referred to the Clinic Administrator.

5. The following documentation shall be included in the patient chart:

· The original written request and the date received.

· The date and manner of compliance with the request.

· The signature of the person who released the information in response to the request. 

Quality Assurance Evaluation Program Policies and Procedures
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Quality Assurance Evaluation Program

	Quality Assurance Preface (Sect. 75059)
	


PURPOSE:

Criteria are designed to assure the governing body of the Clinic that services rendered to patients in this clinic receive quality of care in accordance with the philosophy, ethical sensitivities and standards as defined by the Board. 

Reviewers will include, at a minimum, the activities listed on the following pages.  Findings are reported to the Board of Directors on a semi-annual basis and an overview is presented to the Board of Directors on an annual basis.  Generally, reviews are done in August and February of each year.

The Clinic Continuous Quality Improvement Committee (CCQIC) is a standing committee appointed by the Board of Directors and will be comprised of the Director of Medical Services, Director of Nursing Services, Clinic Administrator, and one or more practitioners. The CCQIC will serve for a two-year term and meet monthly to make policy and procedural decisions and recommendations to the Board.
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PHILOSOPHY AND PURPOSE

The Clinic is committed to providing high quality of patient care. 

The Quality Assurance Program is established to provide a mechanism by which the quality of client care is assessed and, to the degree possible, assured on an ongoing basis.  It is a coordinated effort, integrating all aspects of client care within the institution.

Quality Management Objectives:

The Quality Assurance Program will place emphasis on the identification and resolution of known or suspected problems that directly or indirectly impact client care.  Feasible modification of related client care activities will be implemented whenever indicated through the quality assurance process.

Additional anticipated objectives will be improved communication, minimized duplication of effort and resources, and ensured individual accountability for quality of care through appropriate mechanisms, including education and credentialing. Specific objectives include:

1.
To assure the provision of health care services consistent with the standard of care in the community; and

2.
To assure the accessibility and timeliness of primary and sub-specialty services (as available) to the community served.

Quality Management Activities:

In an effort to identify any existing or potential problems in the delivery of patient care, and as a quality assessment mechanism, key review activities are conducted.  These activities are:

1. Credentialing and privileges of professional staff.

2. On-going peer review.

3. Facility specific site review.

4. Guidelines for clinical performance.

5. Regulatory Agency Compliance.

6. Mortality Review

7. In-patient Hospitalization/Major Medical Emergency Review

8. Drug Usage Review

9. Medical Record Review

10. Follow-up of Client Care Review

11. Diagnostic Testing review

12. Service Schedule Review

PROCESS:

1.
The Clinic Continuous Quality Improvement Committee (CCQIC), consisting of the Clinic Administrator, Director of Medical Services, and one to two other providers to be determined, meet monthly to review:

a.
Incident Reports and Trends.

b.
Patient Complaints and Trends.

c.
Volunteer Health & Safety Issues.

d.
Chart Review Worksheets.

e.
Facility Inspection Reports.

2.
The Physician Advisory Panel, consisting of  The Director of Medical Services and three of the Clinic physicians meets quarterly with the CCQIC to review:

a.
Medical Records of each clinic physician according to Medical Review Criteria.

b.
Incident and Patient Complaint Trend Reports.

c.
Physician Performance Peer Review Criteria Data.

3. Problems identified, Plan of Action and Remedial Interventions will direct employee and physician educational requirements and opportunities.

4. The Physician Advisory Panel will report annually to the Board of Directors.

5. Problems identified, Plan of Action and Remedial Interventions will direct employee and provider educational requirements and opportunities.

6.
Quality Assurance Program findings will be integrated into skills assessment and annual performance review. 
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POLICY:

The following areas will be addressed:

1. Mortality Review: Consists of ongoing review of all mortalities of clients seen at the Clinic.  Criteria: Was death related to condition for which client was seen, not related, of a medical nature, not of a medical nature?

2. In-Patient Hospitalization/Major Medical Emergency Review: Consists of ongoing review of all in-patient 

hospitalization and major medical emergencies of clients seen at the Clinic.  Criteria:  Was the hospitalization or emergency related to a condition for which the client was seen, not related, of a medical nature, not of a medical nature?  Was appropriate and timely care dispensed?

3. Drug Usage Review: In the future if Health Center begins dispensing drugs:  Assesses which drugs are being dispensed and in what quantities.  Criteria:  Are drugs being prescribed appropriately?  Are continued prescriptions appropriately indicated?

4. Medical Record Review/Peer Review: Requires physician review or random samples of patient charts to check for accuracy, completeness, and consistency (i.e., all pertinent information has been recorded, such as temperature, weight, and allergies).

5. Follow Up of Client Care Review: Checks that all positive test results (i.e., positive biopsy) are conveyed to the client and proper treatment/care is given.  Also checks if clients are keeping follow-up appointments requested/ordered by the provider.

6. Diagnostic Testing Review: Looks at the amount of testing done at the Clinic versus that done at outside facilities.  Reviews feasibility of including more testing or deleting certain testing for the purpose of providing for our clients the least amount of delay and for the most accurate test results

.

7. Service Schedule Review: Consists of reviewing daily client log to determine if the Clinic hours and days of operation are such that they provide the best maximum availability/access for the underserved and marginalized of  County.
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PURPOSE:  To delineate the audit cycle.

PROCEDURE:

The Audit Committee will be comprised of the Director of Medical Services, Director of Nursing Services, Clinic Administrator, and one or more practitioners.

1. Design the Study: draft criteria.

-Audit Committee activity




-Audit Coordinator assists

2. Approve Criteria; Refine so data can be identified in patient records.

-Audit Committee 

-Audit Coordinator assists

3. Identify Study Topics

-Audit Coordinator

-Audit Committee
4. Perform Data Retrieval

-Audit Coordinator

5. Display Results of Audit

-Audit Coordinator
6. Analyze Study  Results

-Audit Committee

-Audit Coordinator

7. Identify and determine corrective Actions

-Audit Committee

8. Implement Corrective Action

-Continuing Education for Providers

-Organizational Change via Administration Review

-Peer Discipline for Providers

9. Evaluate Corrective Action

-Concurrent

-Re-audit
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1. DESIGN THE STUDY; DRAFT CRITERIA

Criteria are developed by the Audit Committee.  Valid criteria should permit objective review of the quality of care provided to all patients.  Criteria are stated in measurable terms, precise enough to permit accurate evaluation.  Criteria may be statements of optimal achievable care, validations of diagnosis or process of care and patient management.  Each criterion consists of three parts: 1) an element which is a statement of an expected goal or procedure; 2) a standard of percentage which is the number of times that the element is expected to be met in percent. This percent can be either 0%, which is being met none of the time, or 100%, when the criteria is expected to be met all of the time; 3) an exception, which is any justifiable non-conformance to the element.  An exception is not necessary in every criterion.

2. IDENTIFY STUDY TOPICS

The Audit Committee must first select a topic of study.  This may be a condition, a diagnosis, a specific problem, etc.  A decision must also be made about the number of records to study per year.  The study topic may also include age groups, sex and time frame of records.

3. APPROVE CRITERIA; REFINE SO THAT DATA CAN BE IDENTIFIED IN PATIENT RECORDS.

The criteria must be reviewed, ratified and refined.  The committee must determine that each criterion is of sufficient importance to warrant review of the medical record if it is not met.  The data retriever must be confident with the criteria and know where each element can be found in the record.  The committee assures this by adding an explanation to each criterion.  This explanation may be the location of information, a definition of a term or procedure, etc.

4. PERFORM DATA RETRIEVAL AND DISPLAY RESULTS

Charts are pulled by the audit coordinator according to the topic and are screened for variations.  The criteria are compared to the actual documentation in the record, noting any variations.  These variations are displayed while retrieval is done as a first draft.  The records with no variations are refiled, but the records with variations are brought to the meeting for review.

5. DISPLAY RESULTS OF AUDIT FINDINGS

Results are displayed in a second draft for presentation at the Audit Committee meeting by the audit coordinator.  The coordinator uses this draft to then add to the results of the committee findings during the meeting.

6. ANALYZE STUDY RESULTS IN LIGHT OF AUDIT RESULTS MEASURED

The Audit Committee determines if there was clinical justification for each variation.  Unjustified variations are termed deficiencies and only these records are further analyzed to find the reason that the deficiency occurred.

7. IDENTIFY AND DETERMINE CORRECTIVE ACTION

The Audit Committee’s goal now is to select the appropriate action to solve the problem.  There are basically three types of deficiencies that require specific actions.  These deficiencies and actions can be in the areas of knowledge, environment, or feedback.  Deficiencies in knowledge may require a solution of further education to the providers, such as in-service programs, further orientation or demonstration.  Deficiencies in environment may require a restructuring to reduce interference, rearrangement of tasks or needed tools.  Deficiencies in feedback may require further information to the provider.

8. IMPLEMENT CORRECTIVE ACTION

The committee reports its findings to administration and suggests implementation of corrective action.

9. EVALUATE CORRECTIVE ACTION

The committee’s next goal is to see if the action corrected the problem.  This can be done by a re-audit of similar records in a time frame after the action was implemented and review of statistical data for sequential analysis.  If similar deficiencies are found again, then the committee must re-evaluate the problem and implement changes to their original corrective action.
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PURPOSE:

Usual events occurring on the Clinic grounds must be communicated to the Clinic Administrator and Director of Medical Services of the Clinic

1.
An Incident Report Form (Confidential)will be completed for any occurrence that constitutes a problem of actual or potential liability, loss or injury, or any problems that could lead to potential loss or litigation, i.e.

· Injury or potential injury to patient or visitor

· Loss of property by patient or visitor

· Error or omission in ordered treatment/procedure for patient

· Error or omission in application of  clinic policy

· Error or omission in application of written procedure or protocol

· Any event, effect, outcome or special circumstance as defined in the Risk Management Guidelines section.

2
If an employee is uncertain about the need to complete an Incident Report Form (Confidential), the employee shall consult their supervisor.

3
Any and all clinic employees, including physicians, should fill out an Incident Report Form (Confidential) in the event that anyone becomes aware of, or witnesses, an unusual event within the Clinic.

4
The notification form is designed to facilitate collection of information for review and evaluation.  It is part of the Clinic’s overall Quality Assurance Program that encourages all personnel to become involved in quality issues.

5
Through the notification form report system, the CCQIC is alerted to any potential problems and is provided an opportunity to review documentation and case management problems.

PROCEDURE:

ALL ADVERSE EVENTS, OUTCOMES AND SPECIAL CIRCUMSTANCES ARE REPORTED USING THE Incident Report Form (Confidential).

1
The Incident Report Form (Confidential) is a confidential document.  DO NOT put a copy in the medical record; DO NOT copy the Incident Report Form (Confidential); and DO NOT make any reference in the medical record that a Incident Report Form (Confidential) has been completed.  NO ONE will keep a copy of the form.


2
The effect of the occurrence on the patient’s medical condition shall be recorded in the medical record.

3
The Incident Report Form (Confidential) must reflect a factual, objective account of the event.  Do not report a subjective impression of the event.  The report shall be concise and the nature of the incident must be clearly described.

4
The completion of an Incident Report Form (Confidential) does not substitute for prudent notification of the physician, departmental and supervisory personnel; nor does the Incident Report Form (Non-Confidential)take the place of proper clinical documentation of the procedures in the medical record.

5
The completed Incident Report Form (Confidential) shall be given to the Director of Medical Services or person in charge of the session prior to the employee going off duty.  If an event occurs and the effect is not known by the end of the shift, the Incident Report Form (Non-Confidential) shall still be given to the person in charge.

6.
The Clinic Administrator or Director of Medical Services shall attach a note of corrective action taken or suggested action relative to the event described.

7.
All completed Incident Report Forms (Confidential) will be given to the Clinic Administrator, Director of Medical Services, and risk manager/Director of Nursing Services, within twenty-four (24) hours of the event.

8
The original Incident Report Form (Confidential) is forwarded to the place designated by the Clinic liability insurance carrier.  They will be retained for seven (7) years.

9
Any serious incident that needs an attorney’s advice should be called immediately to the Clinic’s liability carrier.

GENERAL LIABILITY
1.
Visitor slips, falls or injuries of any sort sustained on clinic premises.

2.
Loss, theft or destruction of the property of patients or visitors.

3.
Negligent acts of personnel.

PROFESSIONAL LIABILITY
1.
Patient falls in any clinic location.

2.
Any adverse drug reactions.

3.
Anesthesia accidents.

4.
Patient burns from grounding pads, heating modalities or equipment, or food or beverage spills.

5.
Any sudden or unexpected cardiac arrest.

6.
Catheter injuries.

7.
Injection injuries (includes IV infiltration).

8.
Medication errors.

9.
Equipment malfunctions or failures while being used on a patient.

10.
Retention of foreign bodies in a patient, such as sponges, needles, instruments or catheter pieces.

11.
Injuries resulting from handling of patients (patients, employees and visitors).

12.
Injuries resulting from failure to recognize or address a patient’s allergy.

13.
Clinic acquired infections (nosocomial) which extend the patient’s illness, cause physical or emotional trauma, or increase the cost to the patient.

14.
Any suicide or attempt resulting in injury, on clinic premises, or away from the Clinic if the patient was not discharged previously.

15.
AMA or elopement.

16.
Instances of refused or delayed treatment/procedure occasioned by either clinic staff or physicians.

17.
Inappropriate treatment or procedure.

18.
Incomplete/improper informed consent.

19.
Nerve damage occasioned by surgery or in positioning of the patient during surgery 

20.
Sexual activity of patients on clinic premises.

21.
Overt hostile actions of one patient against another.

22.
Introduction into the Clinic and/or use by patients of contraband, such as drugs or alcohol.

23.
Physicians doing elective procedures beyond those specified on the Clinic’s consent form signed by the patient or their representative.

24.
Death during or within 48 hours of a surgical procedure.

25.
Laboratory error resulting in/or contributing to adverse patient outcome.

26. Threats by any person to sue the Clinic.

27.
Fire, flooding, or any internal disaster. 
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PURPOSE:

To define terms in order to enhance communication.

Clinical Privileges

Authorization granted by the appropriate authority (for example, governing body) to a practitioner to provide specific patient care services in the Clinic, as appropriate, within defined limits, based on an individual practitioner’s license, education, training, experience, competence, health status, and judgment.

delineation of clinical privileges

The process of defining the clinical privileges of a member of the staff of a health care facility.

credentialing

“Credentialing” is the recognition of professional or technical competence.  It evaluates competence based on an individual’s license, certification(s), education, training, experience, judgment and character.  It defines the scope of functions and how personnel may be used.

Health care entities perform credentialing through peer review activities that are designed to review, grant, limit and or suspend:




Medical staff privileges




Medical review privileges




Practice parameter/guideline development privileges.

Credentialing must be the exclusive product of peer review.  The decision of peer review must be fair, not unreasonable or arbitrary, assure quality, have dated detailed documentation and be justifiable.

The determination or granting of privileges based solely on economic criteria is a violation of the applicable standard of care.

Credentialing is the process of assessing and validating the qualifications of a licensed independent practitioner to provide services in a health care setting.  The determination is based on an evaluation of the individual’s current license, education, training, experience, competence, and professional judgment.  The process is the basis for making appointments to the staff of the health care setting. 

documentation

Documentation is the recording of information by a health care entity or medical personnel which reflects the provision of medical care or the performance of medical review.  It is the most reliable indicator that medical care has been provided or that medical review has been performed and is the responsibility of all health care organizations and their medical personnel.  It is a basic component of the continuous quality improvement process.  Appropriate and accurate medical documentation is essential to ensure continuity of care, communication between medical personnel, and is critical to the planning and implementation of quality medical care.

Documentation must contain all significant and pertinent data, be legible, complete, pertinent, and date and time specific.  It must verify and support the medical necessity of medical services or supplies provided at a specific point in time, reflect the analytical process involved in medical decision-making and verify that after care instructions were provided.  Reasonable attempts must be made to provide after care instructions in a language understood by the patient or responsible party.  These instructions must be signed and dated by the patient or responsible representative as evidence of their receipt and comprehension.

After the fact, oral recollections of the provisions of care or the performance of review activities are not substitutes for accurate and appropriate documentation.  The failure to provide this documentation is a violation of the standard of care.

governing body

The individual(s), group, or agency, which has ultimate authority and responsibility for establishing policy, patient care quality, and providing for organizational management and planning.  Other names for this group include partners, the board, board of trustees, board of governors, and board of commissioners.

governing body bylaws

Rules that establish the roles and responsibilities of those responsible for addressing governance responsibilities, such as the governing body.

licensed independent practitioner

Any individual who is permitted by law, and by the Clinic or any of its components, to provide patient care services without direction or supervision, within the scope of the individual’s license and in accordance with individually granted clinical privileges.

Medical quality

Medical quality is the degree to which health care services and supplies for individuals and populations increase the likelihood for positive health outcomes while minimizing undesirable outcomes and are consistent with the current applicable standard of care.  It must be efficient and cost-effective.

Medical review process

The main goal of the medical review process in quality management is to impact appropriately and positively on the care of patients and the improvement of the health care delivery system.  The medical review must be carried out by credentialed and qualified healthcare professionals.  The medical review process must reflect the national standard of care.

outcome

The cumulative effect at a defined point in time of performing one or more processes in the care of a patient.

performance

The way in which an individual, group, or organization carries out or accomplishes its important functions and processes.

performance area

An element of the accreditation decision grid that summarizes a standard or group of standards.  For example, education and communication or continuum of care are two performance areas on the decision grid of the Comprehensive Accreditation Manual for Managed Care Organizations, 2005-2006.. The performance areas identified on the accreditation decision grid are considered to be the most critical to the final accreditation decision.

performance assessment

The analysis and interpretation of performance measurement data to transform them into useful information; the second segment of a performance measurement, assessment, and improvement system.  The product of assessment is information.

Quality Assurance Evaluation Program

The study and adaptation of functions and processes of a health care setting and/or its components to increase the probability of achieving desired outcomes and to better meet the needs of clients and other users of services; the third segment of a performance measurement, assessment, and improvement system.

progress report

A post-survey activity that involves preparing a report documenting evidence that correction of a compliance problem(s) is complete.  Preparing a written progress report involves summarizing, documenting, and collecting facts and other evidence that prove an organization’s current compliance with the standards that caused the recommendation.

quality control

1.
The process through which actual performance is measured, the performance is compared with goals, and the difference is acted on.

2.
The use of operational techniques and statistical methods to measure and predict quality.

quality of care
The degree to which health services for individuals and populations increase the likelihood of desired health outcomes and are consistent with current professional knowledge.

risk management activities

Clinical and administrative activities that health care organizations undertake to identify, evaluate, and reduce the risk of injury and loss to members, personnel, and visitors of the Clinic or its components.

standard of care

The Standard of Care is defined as health care practice encompassing the learning, skill, and clinical judgment ordinarily possessed and used by (entities) of good standing in similar circumstances.  This applies to all health care activities, including medical decision-making.  The process employed in all medical decision-making must be uniform for healthcare entities whether or not they are actually providing medical care or reviewing the necessity of past, present or future medical care and must conform to the applicable standard of care.  A violation of standard of care not only involves the absence of providing the minimum level of acceptable care, but also occurs when unnecessary care is provided.  The standard of care is based on a national standard, not a regional one.

utilization management

The examination and evaluation of the appropriateness of the utilization of the resources of a health care setting and/or its components relating to the care provided to a specific patient and/or enrolled population.

Source: Comprehensive Accreditation Manual for Managed Care Organizations, 2005-2006.
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PURPOSE:

To facilitate the communication between patients or their families and the Clinic.

POLICY:

All patient inquiries, concerns and complaints are documented in the Patient Grievance Form. 

All patient complaints about care or services rendered are referred directly to the Clinic Administrator. 

A return response to the patient/family member/significant other expressing the complaint is made within 24 hours of notice.

The chart and complaint report is reviewed by the Director of Medical Services.

The risk manager/Director of Nursing Services is informed as indicated in the Incident (Variance) Reporting Policy.

Patient complaints and trend data tabulated are evaluated in the CCQIC, monthly.
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PROBLEM SOLVING PROCESS

The process by which problems are identified and resolved involves several steps.  These steps are recommended as a guideline and need not be followed rigidly in every instance.

Identification
of existing or potential problems or concerns in the care of patients.  Multiple data sources may be used to identify problems, including but not limited to, the patient record, facility log, client and/or staff surveys, formal client care evaluation studies, etc.

Assessment 
of the cause and scope of the problems or concerns, including the determination of priorities for both investigating and resolving problems. Objective assessment of the cause and scope of a problem, involving the use of predetermined criteria, may be necessary before appropriate problem resolution can be attained.  Terms used for the classification of priorities are:





Emergent





Important





Routine





External Agency Requirement




Based on one or more of the following factors:





Adverse impact potential or risk implications





Scope of impact





Quality enhancement effects

Implementation
of decisions or corrective actions designed to eliminate, insofar as possible identified problems. 

Monitoring
to assure that the desired results or corrective actions have been achieved and sustained.

Documentation
of each phase of the problem solving process to reasonably substantiate the effectiveness of the overall Quality Assurance Program.

CONFIDENTIALITY

Each individual who has supplied an item of information for the Quality Assurance Program is acting in the role of staff support to the Program for the submission of that item or report.  The individual shall have the responsibility of keeping confidential that information, except as is necessary in carrying out his/her roles and responsibilities as a participant in the Quality Assurance Program.  

Individual reviewers’ names should be confidential to permit the freedom of expression necessary for quality review.
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POLICY:

The Quality Assurance Program will be reappraised annually by the Clinic Committee.  Special attention shall be given to program organization, problem identification, adequacy of reports, and impact on quality of care.
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POLICY:

A quality assurance (QA) program can be an effective means to help ensure that excellent patient services and care are being provided.  The implementation of a QA program is critical to decision making concerning the quality of care provided, standards and criteria, budget allocations, staffing patterns, or program planning.

The QA process is designed and managed as a means of assuring that services rendered to patients are being rendered in accordance with the philosophy, ethical sensitivities, and standards which govern the Clinic.

Clinic Administration
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PURPOSE: To delineate the administrative functions of the Clinic to ensure that administration of the Clinic conforms with all relevant local, state, and federal laws and regulations.

POLICY:  The Clinic will be administered in accordance with all relevant, state, and federal laws and regulations.

Governing Body
(a) The governing body of Health Center has full legal authority and responsibility for the operation of the Clinic including compliance with all applicable laws and regulations.

(b) The governing body of Health Center operates pursuant to articles of incorporation and bylaws.

(c) Written records of all proceedings of the governing body of Health Center will be maintained and made available to the California Department of Public Health upon request.

(d) The governing body of Health Center will appoint a Clinic Administrator by governing body resolution.
Clinic Administrator
(a) The governing body of Health Center will delegate to the Clinic Administrator authority to carry out the day-to-day functions of the Clinic and the responsibility for ensuring that the Clinic conforms to all applicable federal, state and local laws and regulations.

(b) The qualifications, authority, and duties of the Clinic Administrator will be defined in a job description approved by the governing body of Health Center.

(c) The Clinic Administrator will devote sufficient time to administrative responsibilities to ensure the proper administration and management of the Clinic. 
(d) The Clinic Administrator will designate in writing an individual to act for him/her in his/her absence, in order to provide the Clinic with administrative direction at all times.
Written Administrative Policies

Written Clinic administrative policies and procedures are established and will be fully implemented upon Clinic opening, adhered to at all times, and will be reviewed at least annually and revised as necessary.

The written administrative policies include the following:
· Management and personnel policies, which include job descriptions detailing the functions of each classification of employee or volunteer at the Clinic.

· Policies for acceptance of patients and termination of services at the Clinic include that there is no charge for care, information on charges for outside services, limitation of services, cause for termination of services and refund of donation policies applying to termination of services. These policies will be made available to patients or their agents upon admission to the Clinic and upon request, and will be made available to the public upon request.

· Policies and procedures governing patient health records that are developed with assistance of a person skilled in record maintenance and preservation.
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PURPOSE:                                                                                                     
To ensure that the Clinic has adequate and appropriate administrative staff to provide services.

POLICY:

The Clinic’s administrative staff consists of the following individuals with the following functions:    

(where necessary, one individual may assume more than one of these major functions)

1) Board of Directors appoints the following:

a) Executive Director

i) Oversees the entire Clinic

ii) Appoints the Director of Medical Services

iii) Supervises the Clinic Administrator and Director of Programs and Services

b) Clinic Administrator

i) Attend all Clinic Administrative meetings.

 

ii) Handle patients' grievances and complaints. 

iii) Attend patient-related transactions/meetings.

.


iv) Oversee maintenance of Clinic medical records.

v) Ensure that Clinic medical record format, policies and procedures are followed.

2) Director of Medical Services is appointed by the Executive Director.

i) Oversees the Medical Clinic and assures compliance with organization-wide issues.

ii) Assumes responsibility for all medical care provided by the Clinic.

iii) Supervises medical and nursing providers.

iv) Directs the Medical Clinic Quality Assurance Program.

v) Assumes primary responsibility for implementing Clinic policies and procedures.

vi) Attends all Medical Clinic Administrative meetings.

PROCEDURE:
1. The Clinic Administrator will maintain a personnel file for each volunteer of the Clinic.


2.
This personnel file will contain:

· Person’s full name

· Social Security #

· License, registration or certification #, if any, and date of expiration,

· Employment classification, 

· Date of beginning employment, 

· Date of termination of employment 

· Performance evaluations.

· Employee records shall be retained for 3 years following termination of employment

· Employee personnel records shall be maintained in a confidential manner and shall be made available to representatives of the California Department of Health upon request in order to assure compliance with the requirements of those regulations.

· Annual history and physical exam to include results of PPD or chest x-ray and any other lab work, if indicated.

· Evidence of employee training in Infection Control and Universal Precautions. 

· Signed acknowledgement of understanding and receipt of the Clinic Privacy Policies.
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PURPOSE:

To ensure access by Clinic patients to licensed diagnostic radiological, laboratory, therapeutic, and other services.

POLICY:

The Clinic will maintain arrangements for patients to obtain diagnostic radiological, laboratory, therapeutic, and other services when prescribed by a Clinic health care practitioner licensed to do so.

These arrangements will be implemented through maintenance of contracts with off-site licensed providers including one or more reference laboratory, radiology services, and therapeutic services.

PROCEDURE:

1. The Clinic Administrator maintains service agreements for provision of these services.

2. Service agreements will be updated annually.
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PURPOSE:

To ensure the provision for communication and transportation to a nearby hospital or other inpatient facility as appropriate to meet medical emergencies.

POLICY:

1. At all times a documented transfer agreement will be maintained on file at the Clinic and reviewed annually.

2. The Chief Executive Director or other appropriate administrative official at participating hospitals will sign this transfer agreement, and all annual renewals.

3. The Clinic Administrator will be responsible for monitoring the implementation of the transfer agreement and addressing any problems.

4. The transfer agreement ncludes provisions for the communication (including essential personal, health, and medical information) and for calling 911.

PROCEDURE:

(a) The Clinic has a written transfer agreement with Hospital (HOSPITAL), which includes provisions for communication and transportation, to meet medical emergencies. Essential personal, health and medical information will either accompany the patient upon transfer or be transmitted immediately by telephone to the HOSPITAL.

(b) In the event the HOSPITAL transfer agreement is withdrawn, the Clinic will execute a transfer agreement with another hospital in . If unable to execute a transfer agreement, the Clinic will request that the California Department of Public Health waive the requirement of a transfer agreement. Prior to request for a waiver of the requirement, the Clinic will demonstrate to the California Department of Public Health that all nearby hospitals and other inpatient health facilities, as appropriate to meet medical emergencies, have refused to enter into transfer agreements.
Environment of Care/ Disaster Program Policies and Procedures
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GENERAL STATEMENT

It is the policy of the Board of Directors and the Administration of the Clinic to provide a safe and healthful environment for all employees, medical staff, volunteers, patients and visitors. To implement this policy the Clinic has Safety Program Coordinators. The Administration will evaluate and support the recommendations of this committee in order to achieve this goal.
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POLICY:  

In the event of a behavioral health emergency at the Clinic, clinical and support staff shall work conjointly following the procedures below to manage the urgent situation.

The preventative measures outlined in this Policy and Procedure shall be followed to lower the risk of mental health emergencies at the Clinic.

“Behavioral health emergencies” at the Clinic shall include but are not limited to the following situations:

1. Suicidal patients with risk of danger to self

2. Homicidal patients with identifiable victims 

3. Assaultive or agitated patients, especially those with a history of violence

4. Patients who are in immediately dangerous situations

5. Abused, vulnerable, or neglected children, elderly patients, or dependent adults

6. Patients with potential medical or legal emergencies

7. Patients who need to be transported to the local Psychiatric Emergency Services


All “mental health emergencies” will be documented in accordance with the “Incident (Variance) Reporting” Policy and Procedure.

“Clinical staff” includes psychiatrists, psychologists, licensed clinical social workers, marriage and family therapists, nurse practitioners, and primary care doctors.

“Support staff” includes administrative assistants, case managers and peer advocates at the Clinic.

“Manager on Duty” includes the Administrator, Medical Director, Nursing Director, or Case Manager Supervisor 

SCOPE:  

All Clinic and Health Center Personnel

PROCEDURE:  

Active Measures

In the event of a behavioral health emergency, the following steps will be followed to manage the situation:

1. If available, contact the Clinic Administrator or Mental Health Clinical Program Manager, if not, contact one of the Managers on Duty to identify the room where patient is located and request a phone or face-to-face consultation outside the presence of the patient. If no manager is immediately available, Health Center or Building Security, Mobile Crisis, or the  Police should be called.

2. If it is unsafe to remain in the room with the patient, remove yourself from the room as soon as possible (by excusing yourself to go to the restroom, to obtain the patient’s chart, etc.). Then immediately call the Manager on Duty, who will then decide if the Mobile Crisis unit, the building security or the  Police Department should be contacted.

3. If it is safe to remain in the room with a potentially aggressive or agitated patient or self-injurious patient who may leave against medical advice, but assistance is needed with this emergency situation, call the support staff and/or the clinical staff and request the “GREEN BINDER.”  This message will activate the following emergency protocol:

a. Support staff and/or clinical staff will contact the Manager on Duty, building security, Executive Director, and Director of Human Resources and Administration.

b. The Manager on Duty and building security will knock on the office door and ask the Clinician if she/he needs assistance.

4. If an emergency arises with no time for any of the above measures to be taken, support or clinical staff can shout “STAFF” and all support and clinical staff in the vicinity will respond immediately to offer assistance.

Documentation:

The staff member/provider involved in the incident must complete an Incident Report Form in accordance with the Incident (Variance) Reporting Policy and Procedure. One copy will be filed in the patient chart (Incident Reports are confidential and are not to be forwarded to medical records) and a second copy placed in the Clinic Administrator’s box.

Preventive Measures:
To reduce the risk of behavioral health emergencies, the following preventive measures will be taken:

Patients who self-refer for treatment will be assessed for risk factors including suicidality, homicidality, and psychotic decompensation. 
If support staff has concerns regarding a behavioral health emergency prior to the patient being seen in the Clinic, support staff will immediately contact clinical staff to make a brief assessment in the waiting area before escorting the patient to an interview or clinical room.  

Clinical staff shall assess the severity of the emergency and take appropriate measures to ensure the patient’s, the staff’s, and the other patients’ safety.  Such measures may include conducting the intake in one of the two clinical rooms in the main Clinic with the door open to ensure easy access by additional clinical staff as needed, and/or contacting building security to be present outside the interview room to ensure safety.

Division of Responsibilities:
Support Staff:
Support staff responsibilities in handling behavioral health emergencies include but are not limited to the following:

1. Monitor new and returning patients in the waiting area for any obvious signs of agitation or worrisome behavior. If such behavior is observed, contact the clinical staff immediately.

2. Assist the clinical staff to locate the manager on duty when instructed or as needed as described above.

3. Contact building security when instructed or as needed as described above.

Clinical Staff:

Clinical staff responsibilities in handling behavioral health emergencies include but are not limited to the following:

1. Immediately respond when contacted by support staff regarding potentially worrisome behavior in the waiting or other Clinic areas.

2. If alerted to a potential behavioral health emergency prior to intake, assess the severity of the emergency and take appropriate measures to ensure the patient’s, the staff’s, and other patients’ safety.

3. Be available to work conjointly with other clinical staff regarding possible behavioral health emergencies.

Managers on Duty:
Managers on Duty responsibilities in handling behavioral health emergencies include but are not limited to the following:

1. Always assign at least one Manager on Duty available during all Clinic hours to respond to behavioral health emergencies.

2. Immediately respond to clinical staff report by proceeding to the room and assisting with the potential emergency. The responding Manager on Duty will act as the point of responsibility coordinating the assessment of the behavioral health emergency and implementing the appropriate intervention in consultation with other clinical staff.

3. Immediately respond to support staff when alerted that clinical staff has requested the “GREEN BINDER” and work with Security to assess the behavioral health emergency.  

4. Notify the Mental Health Clinical Program Manager, Clinic Administrator or Medical Director of the behavioral health emergency and request consultation as needed.

5. Hold a post-behavioral health emergency meeting to assess the response of clinical and support staff and advise regarding necessary changes as needed in the response.

6. Review the behavioral health emergency protocols periodically with clinical and support staff to ensure the appropriate management of such situations.

7. Complete all necessary paperwork regarding the emergency. An Incident Report must be completed for all emergency incidents. See the Clinic Incident (Variance) Reporting Policy and Procedure.
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	Disaster, Emergency, and Unusual Occurrences Plan (Sects. 75030[6], 75053, 75057)
	


POLICY: 

Clinic shall plan and prepare for any emergency/disaster that falls within its established scope and practice and other services as are deemed appropriate by Clinic management.  These plans shall be developed in cooperation with Clinic’s overall plan and those of other relevant agencies. 

SCOPE: 

All Clinic and Health Center Personnel. 

PROCEDURE:

1.
Clinic management shall conduct an annual review of the Emergency Evacuation Plan which is part of the Health Center’s Emergency Action Plan. A copy is attached to this document.


2.
Clinic staff, volunteers and patients shall routinely participate in the required emergency evacuation drills (scheduled and unscheduled) in order to prepare for an emergency/disaster. These drills are conducted at least quarterly.


3.
Clinic staff and volunteers will routinely participate in the required training and certification for emergency/disaster preparedness sponsored by Health Center and Clinic management. This training will include:  



A.
Review of Clinic’s Emergency Evacuation Plan.



B.
Practice of emergency evacuation procedures including use of all exits (doors, windows, fire escape), methods of handling and transporting patients (injured, elderly, disabled) and emergency triage and care of patients after removal to the pre-designated evacuation staging area.


4.
In the event of an emergency/disaster, the Manager(s) on Duty (Administrator, Director of Programs and Services, Medical Director, Nursing Director, or Case Manager Supervisor) shall be the person(s) in charge in the Clinic.  Multiple Managers on Duty shall maintain a collaborative communication/ decision-making structure.  

5.
The Administrator of Clinic, in consultation with the Executive Director of Health Center, maintains highest authority when present. When not present, the Medical Director and Nursing Director shall be consulted, to the extent possible, on all decisions regarding the Clinic’s emergency/disaster response to the event.

6. Health Center’s Director of Human Resources and Administration serves as Clinic’s Disaster Services Coordinator. Health Center’s Operations & Volunteer Coordinator functions as the Disaster Services Coordinator, working in cooperation with Clinic, the Human Resources and Administration Department, and Organizational Leadership Team staff, shall be responsible for ongoing coordination of Clinic’s Emergency Response Team and the overall planning and training for Clinic’s emergency/disaster preparedness.

7. The Administrator, or designee, shall be the primary liaison between Clinic and the Disaster Services Coordinator. The Administrator, or designee, will participate in Clinic and Health Center-wide Disaster Preparedness planning and meetings, and disseminate information to Clinic personnel as appropriate. The Administrator, or designee, will consult with other Clinic personnel (e.g. clinicians) for advice on matters outside his/her area of expertise.

8. The Administrator, or designee, shall be the primary liaison between Clinic and the  Department of Public Health (DPH) for city-wide disaster preparedness. The Administrator, or designee, will participate in DPH Disaster Preparedness planning and meetings, and disseminate information to Clinic and Health Center personnel as appropriate. .
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	Centrifuge; Aerosol Hazard (Sect. 75064, 75066)
	


PURPOSE:

To protect personnel and patients from aerosol contaminants in the use of the centrifuge.

POLICY:

Safety Hazard: Along with the potential hazard as moving machinery, centrifuges are very efficient aerosol producers. Aerosols are called "The Invisible Hazard".  This so-called infection by inhalation is considered the most hazardous risk in the Laboratory. 

Rules to Follow:

Always operate the centrifuge with the lid closed.

Always balance centrifuge with tubes of equal volume opposite each other.

Always centrifuge tubes with stoppers in place.

Wait for centrifuge to stop before opening lid.

Stop immediately if unusual noise or vibration occurs and check for proper balance.  Use tubes of equal volume or water filled tubes for equalization.

When starting centrifuge, increase speed gradually.

Do not exceed recommended speed for the machine.

Post-Accident Procedures:

A.
Turn off the centrifuge.

B.
Warn others in the room.

C.
Any good germicide solution that does not harm the centrifuge bowls or the rotors can be used for decontamination.  Wear mask and gloves; wash the inside of the centrifuge.  Do not handle glass shards with hands, use tongs or forceps.

D.
The persons operating the centrifuge are responsible for leaving the machine in a clean and safe condition for the next operator.
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PURPOSE:

To set up an action plan to be implemented in case of fire.
POLICY:

It is the policy of THE CLINIC to address the issues of fire prevention and containment.

TOPICS TO BE COVERED:

Prevention:

1. All work areas must remain clean – there will be no large stacks of papers or other combustibles.

2. All flammable or combustible materials such as cleaning supplies, paper products, and hazardous chemicals will be kept away from all heat sources.

3. All flammable or combustible materials will be stored properly and used with adequate ventilation. At all times refer to the Material Safety Data Sheets (MSDS), which are kept in a notebook in the main office area, for information on each hazardous chemical.

4. There will be no smoking in the facility.

5. Employees are responsible to report all potential fire hazards to the Safety Officer. 

6. All employees and volunteers will know the location of all fire extinguishers and alarms.

7. Passageways, fire exits, extinguishers, sprinklers, or alarms will not be blocked.

8. All employees and volunteers will know the procedure to report a fire

9. All employees and volunteers will know the evacuation procedure.

10. All oxygen tanks will be fastened securely to a stand at all times.

11. Smoke alarms, fire extinguishers, sprinkler systems will be checked periodically to make sure that they are in operation and will not malfunction in an emergency.

12. A fire drill will be performed at least twice per year and evaluated by the fire drill evaluation forms.

Emergency:

1. Use the R.A.C.E. System

R = Rescue anyone in immediate danger

A = Alarm Sound the alarm inside the security alarm box / Dial 911

C = Close all doors

E = Evacuate

2. Remain Calm

3. Person discovering fire should sound the “Verbal Alarm” by yelling “Fire”. Pull Fire Alarm on the wall in the Clinic beside the front and back doors to call the Fire Department.

4. After calling the Fire Department the Receptionist will go directly to the parking lot taking the check in list of the clients with her to account for the clients as they leave the facility.  

5. Officer of the Day and/or Clinic Administrator will sweep back hall of clinic starting at the bathroom, checking all rooms to make sure everyone is out of building, marking each door with an X and closing all doors. Then immediately exit building by the nearest exit. Officer of the Day and/or Clinic Administrator will ascertain that all staff members are accounted for in the gathering area.

6. Dental Director will sweep the dental clinic, out through the dental lab and utility, checking all rooms to make sure everyone is out of the trailer, marking each door with an X, closing all doors after, and exiting the building by the exit near the break room. 

7. Dental Assistant will help escort all dental patients out front door of Dental Clinic, and evacuate the oxygen tank if possible.  

8. After the clinic evacuated, Dental Director, Officer of the Day/Administrator, and Receptionists will determine that all volunteers and clients are accounted for in the safe area. 

9. All staff, volunteers, clients and patients will remain in the safe area until the fire department gives the all clear to reenter the building.

10. NOTES: 

To evacuate someone who might be slow or handicapped – use a rolling desk chair, preferably one with arms if at all possible. If we have volunteers that are handicapped, always have them in a position that can be easily evacuated i.e. have them stay in their wheelchair or place them in a chair with wheels when they arrive for all sessions.
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	Disaster Plan: Bomb Threat (Sect. 75030[6], 75053, 75057)
	


PURPOSE:

This procedure will outline the process of handling a bomb threat.

POLICY:

THE CLINIC assumes that all bomb threats are a serious concern. But proper planning can minimize this problem. 

PROCEDURE:

Bomb threats can take the form of a written message, telephone, word of mouth or a strange object found. All threats must be taken seriously. Immediately notify the Clinic Director and/or Administrator or if not available another person in charge. The responsibility for actions taken should rest with the Clinic Director and/or Administrator.

A. Written Threats or Packages

If you receive a suspicious note, letter, or package; immediately contact the Clinic Manager, or supervisor in charge. 

It is important to avoid touching the suspicious item any more than necessary in order to retain any evidence such as fingerprints, postmarks or handwriting.
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The typical characteristics of a mail or package bomb are:

1. Feel and Balance. Letters that feel rigid, appear uneven or lopsided, or are bulkier than normal. Is there any springiness or undue pressure that can be felt through the package? Contents of parcel make a sloshing sound. WARNING - EXAMINE MAIL GENTLY! 
2. Foreign Packages. If the item is from another country, ask yourself if it's expected. Do you have relatives or friends traveling? Did you buy something from business associates, charitable or religious groups, international organizations, etc.? 

3. Place of Origin. Is it a familiar one? Note the delivery postmark. 

4. Unrequested Deliveries. Is correspondence from the sender expected? Do the characteristics of the envelope or package resemble the expected contents? The addressee normally doesn't receive personal mail at the office. 

5. Unusual addressing or Delivery Instructions. There are unusually restrictive endorsements such as "Personal" or "Private." Unprofessionally wrapped parcel is endorsed "Fragile-Handle with Care" or "Rush-Do not Delay." Name and title of addressee aren't accurate. The sender is unknown. There's no return address. 

6. Smell. Mailing emits a peculiar odor. There's a smell of almonds or marzipan or any other strange smell coming from the package or letter. 

7. Sender's Writing. Any mail should be treated with caution if it features a foreign style of writing, not normally received, on the address. This goes along with the Place of Origin. 

8. Protruding Wires. Are there any protruding wires, tinfoil, or strings present? 

9. Suspicious packaging. Wrapping exhibits previous use such as traces of glue, mailing labels, return addresses or tape. The parcel is secured with several types of tape. Outer container is shaped irregular or asymmetric or has soft spots or bulges. Use of excessive amount of postage stamps. 

10. Sound. If there's any unusual sound or noise coming from the package such as a buzzing or ticking noise, the package should be treated with caution. 

If a package exhibits any of these warning clues, you must follow these procedures. 
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If the suspicious package has not been touched. 

· If a suspicious delivery is spotted, do not touch it, and don't allow anyone else to touch it. 

· Evacuate the room. If the device appears to be very large, surrounding rooms should also be evacuated. Follow the evacuation procedure used for evacuating the building during a fire drill.  

· During evacuation, leave doors and windows open, to reduce any blast effects. Evacuate out of the front gate and to the right down the street.

· Keep people away from the area. 

· CALL POLICE EMERGENCY AT 9-1-1. 

· Do not handle the suspicious object, and do not try to carry it outside. 

· Do not place the device in water. 
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If an item is suspected during handling. 

· Place the suspicious item in a corner of the room, handling it very gently and making sure not to turn it over or unbalance it. 

· Make sure the device is placed away from windows, and that the windows are open. 

· Evacuate the room, and surrounding rooms if necessary. Follow the evacuation procedure used for evacuating the building during a fire drill. During evacuation, leave doors and windows open. 

· Keep people away from the area. Evacuate out of the front gate and to the right down the street. 

· CALL POLICE EMERGENCY AT 9-1-1 

· Do not try to carry the device outside. Use procedures 1 through 5 above only. 

B. Word-of-Mouth Threats

Be sure to get an accurate description of the person, including any distinguishing features.

C. Telephone Threats

Telephone callers who want to create an atmosphere of general anxiety and panic make many bomb threats, but all such calls must be taken seriously and handled as though an explosive is in the building.

· Rule Number One - Be Calm. Be Courteous. Listen; do not interrupt the caller. 





· Keep the Caller on Phone as Long As Possible; Don't Hang Up First!
	QUESTIONS TO ASK:
1. When is bomb going to explode?
2. Where is it right now?
3. What does it look like?
4. What kind of bomb is it?
5. What will create it to explode?
6. Did you place the bomb?
7. Why?
8. What is your address?
9. What is your name?
EXACT WORDING OF THE THREAT:
________________________________
________________________________
________________________________ 
________________________________

Gender of caller: ______  Race: ______
Age: _______        Length of call: ____
Number at which call is received:
_____________________________
Time: ______              Date: ______
CALLER' S VOICE:
______Calm                     Nasal
______Angry                    Stutter
______Excited                  Lisp
______Slow                      Raspy
______Rapid                    Deep
______Soft                       Ragged
______Loud                     Clearing throat 
______Laughter             Deep breathing
______Crying                  Cracking Voice
______Normal                  Disguised
______Distinct                  Accent
______Slurred                   Familiar
______Whispered
If voice is familiar, whom did it sound like?
_________________________________
_________________________________
	BACKGROUND SOUNDS: 
        Street noises              Factory machinery
        Crockery                     Animal noises
        Voices                         Clear
        P A System                  Static
        Music                           Local
        House noises                Long distance
        Motor                            Booth
        Office machinery 
Other                                                              
                                                                       
                                                                       
                                                                       
THREAT LANGUAGE:
        Well spoken (educated)         Incoherent
        Foul                                          Taped
        Irrational                                 Message                                        read by threat maker
REMARKS: ________________________
___________________________________
___________________________________
___________________________________
Report call immediately to:                                
                                                                       
Phone number:                                                
Date:                                                               
Name:                                                              
Position:                                                          
Phone Number:                                               


Upon receipt of a bomb threat, dial 911 immediately.  Do NOT discuss the call with other personnel!

Notify the Clinic Director and/or Administrator.

After the police have been notified, you will be advised if evacuation is necessary.  Follow the instructions given by emergency personnel, (police officers).

If the police deem a search is required, then precedence should be given to searching the evacuation routes and assembly areas, building entrances and exits, public areas within the buildings or other areas thought to be vulnerable to attack.

The aim of such a search should be to identify any object which:

a. Should not be there;

b. Cannot be accounted for;

c. Is out of place; or

d. Becomes suspect for any other reason e.g. suspiciously labeled, similar to that described in the threat, etc.

On locating a suspect object, search personnel should not touch or move it.

It should not be assumed that the police will conduct bomb searches.

Threatening Telephone Call Information Log 

· Rule Number One - Be Calm. Be Courteous. Listen; do not interrupt the caller. 

· Keep the Caller on Phone as Long As Possible; Don't Hang Up First!
	QUESTIONS TO ASK:
1. When is bomb going to explode?
2. Where is it right now?
3. What does it look like?
4. What kind of bomb is it?
5. What will create it to explode?
6. Did you place the bomb?
7. Why?
8. What is your address?
9. What is your name?
EXACT WORDING OF THE THREAT:
________________________________
________________________________
________________________________ 
________________________________

Sex of caller: ______  Race: ______
Age: _______        Length of call: ____
Number at which call is received:
_____________________________
Time: ______              Date: ______
CALLER' S VOICE:
______Calm                     Nasal
______Angry                    Stutter
______Excited                  Lisp
______Slow                      Raspy
______Rapid                    Deep
______Soft                       Ragged
______Loud                     Clearing throat 
______Laughter             Deep breathing
______Crying                  Cracking Voice
______Normal                  Disguised
______Distinct                  Accent
______Slurred                   Familiar
______Whispered
If voice is familiar, whom did it sound like?
_________________________________
_________________________________
	BACKGROUND SOUNDS: 
        Street noises              Factory machinery
        Crockery                     Animal noises
        Voices                         Clear
        P A System                  Static
        Music                           Local
        House noises                Long distance
        Motor                            Booth
        Office machinery 
Other                                                              
                                                                       
                                                                       
                                                                       
THREAT LANGUAGE:
        Well spoken (educated)         Incoherent
        Foul                                          Taped
        Irrational                                 Message                                        read by threat maker
REMARKS: ________________________
___________________________________
___________________________________
___________________________________
Report call immediately to:                                
                                                                       
Phone number:                                                
Date:                                                               
Name:                                                              
Position:                                                          
Phone Number:                                               


Upon receipt of a bomb threat, dial 911 immediately.  Do NOT discuss the call with other personnel!

Notify the Clinic Director and/or Administrator.
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	Disaster Plan: Earthquakes (Sect. 75030[6], 75053, 75057)
	


PURPOSE: 
To set up an action plan to be implemented in case of an earthquake.

POLICY:

It is the policy of THE CLINIC to address the issues of what needs to be done to protect staff, volunteers, clients, and patients in case of an earthquake.

TOPICS TO BE COVERED:

Prevention:

1. Eliminate hazards in the workplace.

a. Shelves, such as chart racks, need to be securely fastened to the wall.

b. Large or heavy objects, such as books or heavy medical supplies, are only to be stored on lower shelves.

c. Breakable items are stored only in lower cabinets with doors.

d. All electrical wiring and gas will be checked periodically for any defects.

e. All water heaters will be strapped to the wall and the strapping will be checked once a year for its integrity.

f. Any flammable materials will be stored on the lower shelves of closed cabinets.

2. Identify a safe place for protection during the earthquake.

a. Interior of a building

Under a piece of sturdy furniture such as a desk or conference table.

Against an inside wall away from windows and overhead hazards such as falling charts, books, lights, or equipment.

b. Exterior of the building

Away from buildings.

Away from trees.

Away from overhead power lines and telephone lines.

3. Emergency food and medical supplies are stored in the Emergency Services Storage room.

4. Earthquake Drills will be conducted  annually.

5. All staff will be encourage to become certified in Basic Life Support.  

PROCEDURE DURING THE EARTHQUAKE:

1. If indoors, take cover under a heavy piece of furniture or against an inside wall and hold on. PROTECT YOUR HEAD AND NECK. Stay where you are -.  Falling debris may cause injury. Stay inside until the shaking stops. DO NOT RUN OUTSIDE.

2. If outside, move into the open, stay away from buildings, lights, and all overhead wires. Once in the open stay there until the shaking stops. Do not try to enter any building until the shaking stops.

3. Be prepared to evacuate if necessary.

4. After the earthquake be prepared for aftershocks which may come minutes, hours, or even days after the original earthquake.

PROCEDURE AFTER THE EARTHQUAKE:

1. INDIVIDUALS:

a. Be prepared for AFTERSHOCKS. 

b. Give first aid to any injured personnel.  DO NOT MOVE THE VICTIMS UNLESS ABSOLUTELY NECESSARY.

c. Alert the medical director, or other medical personnel to situations needing their attention.

d. Replace telephone handsets that have been shaken off, but DO NOT TRY TO USE THE TELEPHONES except to report fires or medical emergencies.  (Even if they do still work, they will be needed for emergency communications.  Your person-in-charge, medical director or administrator will keep you informed of what has happened and what you should do).

e. Don't use open flame (matches, candle).  Flashlights are available in every room.

f. If you smell gas, evacuate the building.

g. Avoid glass and equipment. IN MOST CASES, EVACUATIONS WILL NOT BE NECESSARY OR ADVISABLE.  In case they are, see Evacuation Procedures

h. Be prepared to stay at the building overnight, and perhaps longer.

i. Do not risk becoming a casualty by being careless or by acting independently of everyone else.

j. You should not try to get home until government authorities say it is safe, which will be when the worst fires are under control and the streets have been cleared.  This may happen quickly, or it may take some time (perhaps 72 hours or more).
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	Disaster Procedure for Disposing of Medical Waste (Sect. 75030[6], 75053, 75057)
	


PURPOSE:

To maintain the integrity of the medical waste system during a service disruption due to a disaster.

POLICY:                                                    
In case of an emergency, such as a disaster, medical waste will be single red bagged as outlined in the Infection Control policy and stored in the locked storage area with a sign saying "Caution Biohazardous Waste Storage Area - Unauthorized Persons Keep Out."  This waste will remain stored until the licensed contractor specializing in the disposing of Medical Waste material can mobilize its disaster plan and remove this material for proper disposal.
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	Emergency Communications (Sect. 75030[6])
	


POLICY:  In the event of an emergency, it is important to take the appropriate steps immediately. All Clinic staff will be informed about, be familiar with, and have access to the Health Center Emergency Action Plan. 

While knowing the basic steps is important, knowing who to contact for additional help is just as important. Having this information readily available will give employees the means to better protect themselves and others. Similarly, knowing who is available to assist during an emergency is critical. The Clinic Administrator or first available manager will coordinate emergency action.

SCOPE:  All Clinic and Health Center Personnel 

PROCEDURE:  Emergency Telephone Numbers will be given to all staff and posted in key places within Clinic. Emergency Telephone Numbers will be reviewed at least annually, and updates will be distributed as needed. Clinic personnel should check in with the Administrator as soon as feasible after a disaster.  If the Administrator or designee is not reachable in person, Clinic personnel should leave a message at Clinic’s Check-In Telephone Number.

Emergency Telephone Numbers:
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	Emergency Consultation (Sect. 75030[7])
	


POLICY:  

Only appropriately licensed providers will provide emergency consultation and will prescribe medications to patients in an emergency.

SCOPE: 

All Clinic and Health Center Personnel

PROCEDURE:   

A Clinic appropriately licensed provider (MD, RN or NP) will first assess the patient. After the process of assessment, the recommended intervention will be discussed with the senior medical provider. The medical provider will write the order to prescribe the appropriate medication and/or care for the emergency.

After the care has been provided and/or the medication has been administered, Clinic staff will document interventions done in the patient’s chart. The patient will be monitored as needed, referred for further care, and/or given a follow-up appointment.

Clinic medical personnel available for emergency assessment and consultation on-site include: 

Medical Director, 

MD, 

Nursing Director, 

This list will be updated and posted when other personnel available for emergency assessment and consultation are identified. 
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PURPOSE:

To establish and implement a management plan to address emergency preparedness.


POLICY:

The Administration of the THE CLINIC Clinic will implement a management plan that describes the establishment and maintenance of a program to ensure the effective response to disasters or emergencies affecting the environment of care.  Disasters can be natural or man-made events that significantly disrupt the environment of care.  Severe winds, earthquakes, or power, water or telephone loss due to acts of nature, accidents, or emergencies either within the clinic or in the surrounding community may disrupt the environment of patient care.
The emergency preparedness plan will address processes for:

a. Implementing specific procedures in response to a variety of disasters

b. Defining and when appropriate integrating the organizations role with community-wide emergency preparedness efforts

c. Notifying external authorities of emergencies

d. Notifying personnel when emergency response measures are initiated

e. Assigning available personnel in emergencies to cover all necessary staff positions

f. Managing space, supplies and security

g. Evacuating the facility when the environment cannot support adequate patient care and treatment

h. Establishing an alternate care site when the environment cannot support adequate patient care

i. Managing patients during emergencies, including scheduling, modifying, or discontinuing services, control of patient information and patient transportation.

j. Alternate sources of essential utilities – electricity and plumbing

k. A backup communication system in the event of failure during disasters and emergencies

l. Facilities for radioactive or chemical isolation and decontamination

m. Alternate roles and responsibilities of personnel during emergencies

n. An orientation and education program for personnel who participate in implementing the emergency preparedness plan including:

1. specific roles and responsibilities during emergencies

2. information and skills required to perform duties during emergencies

3. back-up communication system used during disasters and emergencies

4. how supplies and equipment are obtained during disasters and emergencies

o. Performance standards for: 

1. emergency preparedness knowledge and skills for staff

2. the level of staff participation in emergency preparedness management

3.  monitoring and inspection activities

4. emergency and incident reporting procedures that specify when and to whom reports are communicated

5. inspection, preventive maintenance and testing of applicable equipment

6. use of space

7.  replenishment of supplies

8. management of staff

The objectives, scope performance and effectiveness of the emergency preparedness management plan will be evaluated annually.
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PURPOSE:

To ensure the safe evacuation of non‑ambulatory and/or impaired persons in an emergency situation.

POLICY and PROCEDURE:

A.   Non‑Ambulatory Persons

     

 1.
Frequently non‑ambulatory persons have respiratory complications; remove them from smoke and fumes immediately.

     
 
2.   
Consult with person regarding preference(s) as to:

a. Ways of being removed from wheelchair. 

b.
Number of people necessary for assistance.

c.
Whether to extend or move extremities when lifting because of pain, catheter leg bags, spasticity, braces, etc.

d.
Whether seat cushion should be brought if person if removed from chair.

e. 
After‑care if removed from wheelchair (i.e. stretcher, chair with cushion, car seat, or paramedic assistance, if available).


B.   Visually Impaired Persons

     

1.    Tell person nature of emergency and offer to act as "guide".

    
 
2.    As you walk, tell person about surroundings and advise of any obstacles.

3.    When you reach safety, orient person and ask if further assistance is needed.

    

4.    DO NOT LEAVE ALONE.


C.   Hearing Impaired Persons

     
1.    Write a note telling them of emergency and the nearest evacuation route (e.g. "FIRE ‑ go out rear door to the right NOW!").


2.   Turn light switch on and off to gain attention, then indicate through gestures or  in writing what is happening.


3.   Grasp them gently by the arm to gain attention, then indicate what is happening.
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PURPOSE:

To safely facilitate the flow of patients into and out of the Clinic. To set building standards for the facility.

POLICY:

The Clinic was established to be an ambulatory urgent care facility. The facility meets the codes of the City of  for occupancy standards for that type of business. In addition to city codes, the Clinic will make every attempt to meet other conditions of access and safety within its economic ability.   


I.
Access:



A.
Signage:

1. 
Each entrance shall provide adequate exterior signage for patients.

2. 
Signage will be in English, Chinese, Tagalog, Vietnamese and Spanish. 


B.
Parking:

1. Clinic patients could park in metered parking spaces within the vicinity of the building. The Clinic does not assume cost incurred by patients utilizing metered parking spaces.  .


C.
The following minimum security measures are taken:

1. Clinic staff receives initial security training programs with periodic reviews, as appropriate.

2. Clinic has a security guard in the building after hours.

3. There is adequate external lighting around the exterior of the Clinic.

4. After-hours security escorts or use of the “buddy system” is promoted for Clinic staff and for Clinic patients with special needs.


              D.
Clinic volunteers shall have special security training appropriate to the Clinic setting and work classification assigned.



E.
Adequate wheelchairs shall be available to Clinic patients.   

II.
Physical Facilities:



A.
Standards for housekeeping, maintenance and other support services that pertain to  

                                    the Clinic’s physical facilities will be maintained.
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PURPOSE: 

To clean and decontaminate an area after a spill of, blood, body fluid, mercury, or other hazardous chemical.
POLICY: 

When a hazardous spill occurs, it will be the responsibility of the person in charge of the session at that time to either clean and decontaminate the area or assign another staff person to do the cleanup. Under no circumstances should a patient be involved in the cleanup.

TOPICS TO BE COVERED: Blood and body fluid spills, Mercury spills, and hazardous chemical spills.

MATERIALS:  
   Hazardous Spill Kit:

· Can to place contaminated material in after cleanup

· Coat

· Gloves

a. Latex examining

b. Nitrile  (Blue) puncture resistant but NOT puncture proof

· Booties

a. Blue cloth use to cover shoes in case of splash

b. Plastic bags especially in case of Mercury spill when Mercury can be tracked throughout the facility

· Goggles

· Splash guard

· Mask

SPILFYTER Mercury Spill Kit

a. MERCSORB Powder

b. MERCURY INDICATOR Powder

c. MERCURY VAPOR SUPPRESSOR

d. Aspirator Bottle

e. Gloves

f. Dustpan and Brush

g. Plastic Bags

h. Mixing container

i. Wooden Spatula

PROCEDURES:

A. When spill occurs:

1. Evacuate area IMMEDIATELY of all patients, volunteers, and staff.

2. Assign a staff member to clean and decontaminate the area.

NOTE: Only a staff member may perform this function for the safety of all patients and volunteers.

3. The assigned staff member will determine the contents of the spill.

a. If the spill contains blood or body fluid, go to the procedure section on blood or body fluid spills.

b. If a mercury spill occurs, go to the procedure section on mercury spills.

c. If other hazardous chemical spill, go to the procedure section on chemical spills.

B. Blood or other body fluid spills:

1.   Use Personal Protective Equipment from the Hazardous Spill Kit, i. e. coat, booties, goggles, mask, and gloves.

NOTE: Nitrile gloves (blue) are not needed unless the spill consists of broken glass or needles. In this case double glove with first the disposable latex and then the disposable nitrile. The nitrile gloves are only puncture resistant not puncture proof so extreme caution should still be exercised to avoid contamination.

2.   Sprinkle Isolyzer Liquid Treatment System uniformly over the fluid until the spill is completely covered.

3.   Wait until the fluid is completely encapsulated. At least five (5) minutes.

4. Remove encapsulated fluid with the scoop, putting encapsulated fluid into the Hazardous Spill Kit can (coffee can). Place cover on the can.

5. Dispose of the can in a red bag, i.e., Biohazardous Waste

6. Decontaminate the surface by spraying the whole surface with Triple Two Cleaner. Let stand ten (10) minutes for full decontamination, and wipe up area. Dispose of wipes in red Biohazardous Waste bag.

7. Dispose of Personal Protective Equipment as appropriate. Any disposable clothing or gloves with visible blood or body fluid contamination should be disposed of in a red bag. Other disposable Personal Protective Equipment may be discarded in the trash. If the goggles become contaminated, clean with the disinfectant cleaner. Soak for at least ten (10) minutes and clean.

8. Determine if area is totally decontaminated and allow volunteers and patients to return to area.

9. Completely fill out and file accident report with the Clinic Manager.

C. Hazardous Chemical Spill:

1. Determine which chemical has been spilled.

2. Refer to the MSDS book located in the office for the appropriate clean up procedure.

3. Use appropriate Personal Protective Equipment from the Hazardous Spill Kit, 

i. e., coat, goggles, mask, booties, and gloves. Use the double glove technique, i. e., disposable latex gloves first and then the disposable nitrile (blue) gloves over.

4. Ventilate the area to remove any hazardous fumes.

5. Clean area according to the hazards indicated on the MSDS sheet for the chemical.

6. Dispose of the material in the Hazardous Spill Kit can (coffee can). Place cover on the can.

7. Dispose of the can according to the disposal instructions on the MSDS sheet if applicable.

8. Discard of all disposable Personal Protective Equipment. Clean no disposable goggles if necessary.

9. Determine if the area can be used i. e. are there any fumes? If yes, ventilate the area further.

10. Completely fill out and file an accident report with the Clinic Administrator.
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PURPOSE:

A system to collect data from all aspects of the environment of care will be maintained and used to evaluate and monitor conditions in the environment of care.

POLICY:

A safety officer and a safety committee will be appointed and maintained from among the staff of the Clinic. The safety officer will be responsible for collecting data and reports from all aspects of the environment of care and directing the information to appropriate sources as well as the safety committee. The safety committee will meet semi-annually or more frequently as the need arises.

The committee will make a report to the Board of Directors at least annually.

The safety officer will bring issues appropriate for immediate action to the attention of the Clinic Administrator or Director of Medical Services (as appropriate) at the first opportunity.

The safety officer will have orientation and training appropriate for the position.

The safety committee will be selected from a representative cross-section of all departments.
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PURPOSE:  

THE CLINIC ’s IIP Program for Workplace Security addresses the hazards known to be associated with the three major types of workplace violence. 

· Type I workplace violence involves a violent act by an assailant with no legitimate relationship to the workplace who enters the workplace to commit robbery or other criminal act. 

· Type II involves a violent act or threat of violence by a recipient of a service provided by THE CLINIC, such as a client, patient, or criminal suspect or prisoner. 

· Type III involves a violent act or threat of violence by a current or former employee, supervisor or manager, or another person who has some employment-related involvement with THE CLINIC, such as an employee’s spouse or lover, an employee’s relative or friend, or another person who has a dispute with one of THE CLINIC ’s employees.

RESPONSIBILITY: 

The Injury and Illness program administrator for workplace security is the clinic manager who has the authority and responsibility for implementing the provisions of this program for Share Our Selves.

All employees are responsible for implementing and maintaining this IIP Program in their work areas and for answering questions about the IIP Program. A copy of this program is available for all from the clinic manager.

COMPLIANCE: 

THE CLINIC has established the following policy to ensure compliance with the rules on workplace security.

The management of THE CLINIC is committed to ensuring that all safety and health policies and procedures involving workplace security are clearly communicated and understood by all employees.

All employees are responsible for using safe work practices, for following all directives, policies and procedures, and for assisting in maintaining a safe and secure work environment.

THE CLINIC ’s system of ensuring that all employees comply with work practices that are designed to make the workplace more secure, and do not engage in threats or physical actions which create a security hazard for others in the workplace, include:

1. Informing employees and managers of the provisions of the IIP Program for Workplace Security

2. Evaluating the performance of all employees in complying with workplace security measures

3. Recognizing employees who perform work practices which promote security in the workplace

4. Providing training and/or counseling to employees whose performance is deficient in complying with work practices designed to ensure workplace security

5. Disciplining employees for failure to comply with workplace security practices

COMMUNICATION: 

THE CLINIC recognizes that to maintain a safe, healthy and secure workplace we must have open, two-way communication between all employees, including managers, on all workplace safety, health and security issues. THE CLINIC has a communication system designed to encourage a continuous flow of safety, health and security information between management and employees without the fear of reprisal and in a form that is readily understandable. The communication system consists of the following items:

1. New employee orientation of our workplace security policies, procedures and work practices

2. Periodic review of the IIP Program for Workplace Security with all personnel

3. Training programs will be set that address specific aspects of workplace security that are unique to THE CLINIC

4. Regularly scheduled staff meetings with all personnel that will include workplace security discussions 

5. Posted or distributed workplace security information

6. A system for employees to inform management about workplace security hazards or threats of violence

7. Procedures for protecting employees who report threats from retaliation by the person making the threats

HAZARD ASSESSMENT: 

THE CLINIC will perform workplace security hazard assessment for workplace security in the form of periodic inspections. 

Periodic inspections will be performed according to the following schedule:

· Inspections will be performed monthly by the Safety Officer

· When the IIP Program for Workplace Security was initially established

· When new, previously unidentified security hazards are recognized

· When occupational injuries or threats of injury occur

· Whenever workplace security conditions warrant an inspection

Periodic inspections for security hazards consist of identification and evaluation of workplace security hazards and changes in employee work practices, and may require assessing for more than one type of workplace violence. 

THE CLINIC performs inspections for each type of workplace violence by using the methods specified below to identify and evaluate workplace security hazards.

Inspections for Type I workplace security hazards include assessing:

· The exterior and interior of the workplace for its attractiveness to robbers

· The need for security surveillance measures, such as mirrors or cameras

· Posting of signs notifying the public that limited and no controlled drugs are kept on the premises.

· Procedures for employee response during a robbery or other criminal act.

· Procedures for reporting suspicious persons or activities.

· Posting of emergency telephone numbers for law enforcement, fire, and medical services where employees have access to a telephone with an outside line.

Inspections for Type II workplace security hazards include assessing:

· Access to, and freedom of movement within, the workplace.

· Adequacy of workplace security systems, such as door locks, security windows, physical barriers and restraint systems.

· Frequency and severity of threatening or hostile situations that may lead to violent acts by persons who are service recipients of THE CLINIC

· Employees’ skill in safely handling threatening or hostile service recipients.

· Effectiveness of systems and procedures to warn others of a security danger or to summon assistance, e.g., alarms or panic buttons.

· The use of work practices such as “buddy systems for specified emergency events.

· The availability of employee escape routes.

Inspections for Type III workplace security hazards include assessing:

· How well THE CLINIC ‘s anti-violence policy has been communicated to employees, or managers.

· How well THE CLINIC ’s management and employees communicate with each other.

· THE CLINIC ’s employees’, and managers’ knowledge of the warning signs of potential workplace violence.

· Access to, and freedom of movement within, the workplace by non-employees, including recently discharged employees or persons with whom one of THE CLINIC employees is having a dispute.

· Frequency and severity of employee reports of threats of physical or verbal abuse by managers, or other employees.

· Any prior violent acts, threats of physical violence, verbal abuse, property damage or other signs of strain or pressure in the workplace.

· Employee disciplinary and discharge procedures.

INCIDENT INVESTIGATION: 

THE CLINIC has established the following policy for investigating incidents of workplace violence.

THE CLINIC procedures for investigating incidents of workplace violence, which includes threats and physical injury, include:

· Reviewing all previous incidents.

· Visiting the scene of an incident as soon as possible.

· Interviewing threatened or injured employees and witnesses.

· Examining the workplace for security risk factors associated with the incident, including any previous reports of inappropriate behavior by the perpetrator.

· Determining the cause of the incident.

· Taking corrective action to prevent the incident from recurring.

· Recording the findings and corrective actions taken.

HAZARD CORRECTION: 

Hazards which threaten the security of employees shall be corrected in a timely manner based on severity when they are first observed or discovered.

Corrective measures for Type I workplace security hazards can include:

· Making the workplace unattractive to robbers.

· Utilizing surveillance measures, such as cameras or mirrors, to provide information as to what is going on outside and inside the workplace

· Procedures fir the reporting of suspicious persons or activities.

· Posting of emergency telephone numbers for law enforcement, fire and medical services where employees have access to a telephone with an outside line.

· Posting of signs notifying the public that limited cash and no controlled drugs are kept on the premises.

· Limiting the amount of cash on hand.

· Employee, and management training on emergency action procedures.

Corrective measures for Type II workplace security hazards include:

· Controlling access to the workplace and freedom of movement within it, consistent with business necessity.

· Ensuring the adequacy of workplace security systems, such as door locks, security windows, physical barriers and restraint systems.

· Providing employee training in recognizing and handling threatening or hostile situations that may lead to violent acts by persons who are service recipients of THE CLINIC

· Placing effective systems to warn others of a security danger or to summon assistance, e.g., alarms or panic buttons.

· Providing procedures for a “buddy” system for specified emergency events.

· Ensuring adequate employee escape routes.

Corrective measures for Type III workplace security hazards include:

· Effectively communicating THE CLINIC ‘s anti-violence policy to all employees, or Managers.

· Improving how well THE CLINIC ‘s management and employees communicate with each other

· Increasing awareness by employees, and managers of the warning signs of potential workplace violence.

· Controlling access to, and freedom of movement within, the workplace by non-employees, including recently discharged employees or persons with whom one of THE CLINIC ‘s employee’s is having a dispute.

· Providing counseling to employees, or managers who exhibit behavior that represents strain or pressure which may lead to physical or verbal abuse of co-employees.

· Ensure that all reports of violent acts, threats of physical violence, verbal abuse, property damage or other signs of strain or pressure in the workplace are handled effectively by management and that the person making the report is not subject to retaliation by the person making the threat.

· Ensure that employee disciplinary and discharge procedures address the potential for workplace violence.

TRAINING AND INSTRUCTION: 

THE CLINIC has established the following policy on training all employees with respect to workplace security.

All employees, including managers, shall have training and instruction on general and job-specific workplace security practices. Training and instruction shall be provided when the IIP Program for Workplace Security is first established and periodically thereafter. Training shall also be provided to all new employees and to other employees for whom training has not previously been provided and to all employees, and managers given new job assignments for which specific workplace security training for that job assignment has not been previously provided. Additional training and instruction will be provided to all personnel whenever the employer is made aware of new or previously unrecognized security hazards.

General workplace security training and instruction includes, but is not limited to, the following:

· Explanation of the IIP Program for Workplace Security including measures for reporting any violent acts or threats of violence.

· Recognition of workplace security hazards including the risk factors associated with the three types of workplace violence.

· Measures to prevent workplace violence, including procedures for reporting workplace security hazards or threats to managers.

· Ways to diffuse hostile or threatening situations.

· Measures to summon others for assistance

· Employee routes of escape

· Notification of law enforcement authorities when a criminal act may have occurred.

· Emergency medical care provided in the event of any violent act upon an employee; and

· Post-event trauma counseling for those employees desiring such assistance.

In addition, THE CLINIC provides specific instructions to all employees regarding workplace security hazards unique to their job assignment, to the extent that such information was not already covered in other training.

THE CLINIC has chosen the following items for Type I training and instruction for managers and employees:

· Crime awareness

· Location and operation of alarm systems.

· Communication procedures.

· Proper work practices for specific workplace activities, occupations or assignments, such as security guard.

THE CLINIC has chosen the following items for Type II training and instruction for managers and employees:

· Self-protection.

· Dealing with angry, hostile or threatening individuals.

· Location, operation, care, maintenance of alarm systems and other protective devices.

· Communication procedures.

· Determination of when to use the “buddy” system or other assistance from co-employees.

· Awareness of indicators that lead to violent acts by service recipients.

THE CLINIC has chosen the following items for Type III training and instruction for managers and employees:

· Pre-employment screening practices.

· Awareness of situational indicators that lead to violent acts.

· Managing with respect and consideration for employee well being.

· Review of anti-violence policy and procedures.

RECORDKEEPING: 

THE CLINIC has designated the following as its record keeping policy.

THE CLINIC has more than twenty employees and is on a designated high hazard industry list. Therefore THE CLINIC has taken the following steps to implement and maintain the IIP Program:

· Records of workplace security inspections, including the person conducting the inspection, the unsafe conditions and work practices that have been identified and the action taken to correct the identified unsafe conditions and work practices, are recorded on a hazard assessment and correction form; and

· Documentation of security training for each employee, including the employee’s name or other means of identification, training dates, type of training, and training providers.

· Inspection records and training documentation are maintained for three years, except for training records of an employee who has worked for less than one year, in which case the records are provided to the employee upon termination of employment.
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	Life Safety Management Plan (Sect. 75030[6], 75053, 75057)
	


PURPOSE:

To describe a management program addressing life safety.

POLICY:

The administration of the Clinic will establish and maintain a management program addressing life safety. The program will provide processes for:

a. protecting patients, personnel, visitors and property from fire, smoke and other products of combustion.

b. maintaining compliance with Life Safety Code standards or business occupancy codes for fire protection (as applicable).

c. inspecting, testing, and maintaining fire alarm systems including quarterly testing of all circuits and annual preventive maintenance of all components.

d. inspecting, testing, and maintaining a fire alarm or fire detection system (depending on occupancy requirements) that transmits the fire alarm to the local fire department.

e. inspecting, testing and maintaining all automatic fire-extinguishing systems.

f. managing portable fire extinguishers, including quarterly inspection, regular maintenance and guidelines for their identification, placement and use.

g. reviewing proposed acquisitions of bedding, draperies and other curtains, furnishings, decorations, wastebaskets, and other equipment for fire safety.

h. reporting and investigating LSC and fire protection deficiencies, failures and user errors.

i. Orientation and education that addresses

1. specific roles and responsibilities of personnel at fire’s origin

2. specific roles and responsibilities of personnel away from a fire’s point of origin

3. specific roles  and responsibilities of other personnel who must participate in the fire plan, such as volunteers and students

4. use and functioning of fire alarm systems

5. specific roles and responsibilities in preparing for building evacuation

6. location and proper  use of equipment for evacuating or transporting patients to areas of refuge

7. building compartmentalization procedures for containing smoke and fire

j. performance standards for :

1. life safety management knowledge and skill for staff

2. the level of staff participation in life safety management

3. monitoring and inspecting activities

4. routine procedures for emergency and incident reporting that specify when and to whom to reports are communicated

5. inspecting , preventive maintenance and testing of applicable equipment

k. emergency procedures that address:

1. facility-wide fire response needs

2. area specific needs and fire evacuation routes

3. specific roles and responsibilities of personnel at fire’s origin

4. specific roles and responsibilities of personnel away from a fire’s point of origin

5. specific roles and responsibilities of personnel in preparing for building evacuation

The objectives, scope, performance and effectiveness of the life safety management plan will be evaluated annually.
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PURPOSE:

To establish and implement a management plan for the control of hazardous materials and wastes.

POLICY:
The Administration of the Clinic will implement a management plan to safely control hazardous materials and wastes. 

The plan will provide processes for:

a. Selecting, handling, storing, using, and disposing of hazardous materials and wastes from receipt or generation through pick up by Stericycle for final disposal.

b. Establishing written criteria in accordance with applicable law and regulation to identify, evaluate and inventory hazardous materials and wastes used or generated.

c. Managing chemical wastes, radioactive wastes and regulated medical or infectious wastes including sharps.

d. Monitoring and disposing of hazardous gases and vapors.

e. Providing adequate and appropriate space and equipment for safe handling and storage of hazardous materials and wastes.

f. Reporting and investigating all hazardous materials or waste spills, exposures and other incidents.

g. Orientation and education programs for personnel who manage or have contact with hazardous materials and wastes including:

1. precautions for selecting , handling, storing, using and disposing of hazardous materials and wastes

2. emergency procedures for hazardous material and waste spills or exposure

3. health hazards of mishandling hazardous materials

4. reporting procedures for hazardous materials and waste incidents including spills or exposures

h. Establish performance standards for:

1. staff knowledge and skill necessary for their role in managing hazardous materials and wastes

2. the expected level of staff participation in materials and waste management activities

3. monitoring, inspection and corrective action

4. routine procedures for emergency and incident reporting that specify when and to whom reports are communicated

5. inspection, preventive maintenance and testing of applicable equipment

i. Emergency procedures that describe the specific precautions, procedures and protective equipment used during hazardous material and waste spills or exposures

The objectives, scope, performance and effectiveness of the hazardous materials and waste management plan will be evaluated annually.
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PURPOSE:

To assure the safe and effective use of equipment in the Clinic.

POLICY: 

All equipment will be evaluated for safety and correct function at each use. 

Equipment that is suspected to have a malfunction will be removed from use until it is professionally evaluated.  

Any equipment that is known or suspected to have caused an injury to a patient will be sequestered and reported under the Unsafe Medical Devices Act.  It will not be repaired or leave the Clinic until the Clinic’s malpractice carrier gives permission. 

All patient care equipment will have instructions and manuals available for reference.

All patient care equipment will be inspected by a licensed biomechanical engineer every six or twelve months.  The interval to be based on the manufacturer’s recommendations and the need for calibration, whichever is less.  Inspection records will be maintained for three years.

The following Clinic equipment, as well as any additional equipment purchased or donated, will be maintained as above:
· 2 biohazard refrigerators

· 2 Ritter medical exam tables

· Healthometer medical scale

· Pulse Oximeter

· 2 Hepa filters

· Unico PowerSpin

· WelchAllyn Kleenspec Disposable Specula Illuminator
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PURPOSE: 

To describe how the Administration will establish and maintain a management plan for the safe and effective use of medical equipment.


POLICY: 

The Administration of the Clinic will establish and maintain a medical equipment management program to promote the safe and effective use of medical equipment. The plan includes the following processes:

a. Selecting and acquiring medical equipment

b. Establishing criteria for identifying, evaluating and taking inventory of medical equipment to be included in the management program before the equipment is used including:

1. equipment function

2. physical risks associated with use

3. maintenance requirements

4. equipment incidence history

c. Assessing and minimizing clinical and physical risks of equipment use through inspection, testing and maintenance.

d. Monitoring and acting on equipment hazard notices and recalls.

e. Monitoring and reporting incidents in which a medical device is connected with the death, serious injury or serious illness of any individual as required by the Safe Medical Devices Act.

f. Reporting and investigating equipment management problems, failures, and user errors

g. Medical equipment orientation and education program that addresses:

1. capabilities, limitations, and special applications of equipment

2. basic operating and safety procedures for equipment use

3. emergency procedures in the event of equipment failure

4. information and skills necessary to perform assigned maintenance responsibilities

5. processes for reporting medical equipment management problems, failures, and user errors

h. Performance standards for:

1. equipment management knowledge and skill for staff

2. the level of staff participation in equipment management

3. monitoring and inspection activities

4. specific procedures for emergency and incidence reporting that specify when and to whom reports are communicated

5. equipment inspection, preventive maintenance, and testing

i. Emergency procedures that address:

1. specific procedures in the event of equipment failure

2. when and how to perform emergency clinical interventions when medical equipment fails

3. availability of backup equipment

4. how to obtain repair services

The objectives, scope performance, and effectiveness of the equipment management plan will be evaluated annually.
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PURPOSE:

To adhere to state and federal regulations regarding medical waste management.

I.
Equipment Needed:


A.
Red plastic bags marked: "Biohazardous Waste"


B.
Disposable gloves

II.
General Definition:  "Medical Waste" means


A.
Biohazardous Waste



1.
Laboratory waste, including, but not limited to, all of the following:




a.
Human and animal specimen cultures from medical and pathological laboratories




b.
Cultures and stocks of infectious agents from research and industrial laboratories.




c.
Wastes from the production of bacteria, viruses, or the use of spores.




d.
Discarded live and attenuated vaccines.




e.
Culture dishes and devices used to transfer, inoculate and mix cultures.



2.
Waste containing any microbiologic specimens sent to laboratories for 
analysis.



3.
Human surgery specimens or tissues removed at surgery or autopsy which are suspected by the attending physician or surgeon to be contaminated with infectious agents known to be contagious to humans.



4.
Animal parts, tissues or carcasses suspected to be contaminated with infectious agents.



5.
Equipment or containers containing blood that is fluid or blood from animals known to be infected with diseases, which are highly communicable to humans.



6.
Waste which contains recognizable fluid blood or fluid blood products.



7.
Waste containing discarded materials contaminated with excretion, exudate or secretions from humans which are required to be isolated by the Infection Control staff to protect others from highly communicable diseases or isolated animals known to be infected with diseases which are highly communicable to humans.  (Biosafety Level 4*)




*Biosafety Level 4 Diseases:




Congo Crimean Hemorrhagic Fever




Tic Borne Encephalitis Virus Complex




Ebola Virus




Junin Virus




Lassa Fever Virus




Machupo Virus


B.
Sharps Waste:



1.
Hypodermic needles, syringes, blades, and needles with attached tubing.



2.
Broken glass items such as Pasteur pipettes and blood vial which are contaminated with medical waste.

III.
Classification of Medical Waste


A.
All areas



1.
Medical Waste




a.
Biohazardous waste as defined in II A.





1)
Guidelines for Disposables (i.e. dressings containing recognizable fluid blood):






a)
Disposable items containing fluid blood, which “drip” when held are to be red, bagged.






.



2.
Non-Medical Waste




a.
Waste from isolation cases unless contaminated with material from a Biosafety level 4 disease (refer to section II) or other highly communicable disease as determined by the Infection Control Committee or Chairman on an individual basis.




b.
Waste containing non-fluid (dried) blood (i.e. dressings, gauze, cotton rolls, and drapes).




c.
Waste containing non-blood bodily secretions or purulent drainage unless contaminated with material from a Biosafety Level 4 disease (refer to Section II) or other highly communicable disease as determined by the Infection Control Committee or Chairman.

IV.
Processing of Medical Waste


A.
Equipment and Layout



1.
Specially identified covered containers will be located in the treatment/exam room and lab area.  The containers are marked as "Biohazardous Waste". Their bags are to be changed daily.



2.
Red plastic bags marked "Biohazardous Waste" are located in storage room, utility areas and exam rooms.


B.
Procedure



1.
Medical waste is placed in a single red bag marked "Biohazardous Waste". It is then tied securely and placed in the red container, which is deposited in the locked storage area pending pick-up by Stericycle for transportation to storage area for medical waste.



2.
Medical waste (excluding linens not soiled with blood or other secretions) is handled with gloves.



3.
Refer to procedure on Disposal of Needles, Syringes and Other Sharps for disposal of sharps waste.

4.
Medical waste will be picked up by an authorized medical waste hauler – currently Stericycle – for treatment and disposal. 
	Clinic 

CLINIC POLICIES & PROCEDURES
	Page 1 of 1

	
	Supersedes Date:

	
	Original Date: 2010

	
	Version: 01

	
	
	Policy Section:

Environment of Care

	Resolution of Safety Issues – Safety Committee (Sect. 75030[7])
	


POLICY:

The Safety Committee will be composed of representatives from each discipline in the Clinic and chaired by the Safety Officer. The committee’s duties will include:

· Addressing safety issue data and implementing procedures to resolve issues.

· Education of key personnel involved in implementing the necessary procedures.

· Review of the timeliness of interventions and implementation of solutions.

· Solicit feedback of data from the areas implementing changes to assess their effectiveness.

· Integrate a safety plan that will encompass the whole facility.

The committee will be composed of representatives from each area in addition to the Safety Officer:

Administration:  Volunteer and Operations Coordinator



 Controller

Clinic: Clinic Administrator



Testing Clinic Specialist

Health Education: Program Assistant 



   Health Educator

HIV Care Service:      Case Manager



      Treatment Peer Advocate

Development/IT/Executive/: Development Associate 

The committee will meet semi-annually. The committee will report annually to the Board of Directors and semi-annually issue a report for the Director of Medical Services.
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Environment of Care

	Safety Management Plan (Sect. 75030[6], 75053, 75057)
	


PURPOSE:

To describe how the organization will provide a physical environment free of hazards and manage staff activities to reduce the risk of injuries.


POLICY:

The safety management plan will implement the following processes:

a. Maintaining and supervising all grounds and equipment

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

c. Examine safety issues by appropriate representatives from administration, clinical services and support services

d. Reporting and investigating all incidents of property damage, occupational illness, and patient , personnel or visitor injury

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

f. Appointing a qualified individual to oversee development, implementation, and monitoring of safety management

g. Identifying an individual(s) to intervene whenever conditions pose an immediate threat to life or health, or threaten damage to equipment or buildings

h. Orientation and education programs that address

1. general safety processes

2. area-specific safety

3. specific job-related hazards

4. provision of safety related information through new employee orientation and continuing education

i. Performance standards for:

1. staff safety management knowledge and skill

2. the level of staff participation in safety management activities

3. monitoring and inspection activities

4. emergency and incident reporting procedures that specify when and to whom reports are communicated

5. inspection, preventive maintenance and testing of safety equipment

j. safety policies and procedures that are distributed, practiced, enforced and reviewed as frequently as necessary (at least every three years)

k. the program scope, objectives, performance and effectiveness will be evaluated annually.
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	Safety Officer (Sect. 75030[6])
	


POLICY:

The Clinic will designate one person to be the Safety Officer. This person will have the duty to monitor and respond to conditions in the environment of care.



The safety officer will:

· Direct the ongoing, organization wide collection of information about deficiencies and opportunities for improvement in the environment of care.

· Review summaries of deficiencies, problems , failures, and user errors related to management of:

Safety

Security

Hazardous materials and wastes

Emergency preparedness

Life safety

Critical Medical equipment

Utility systems

· Draw on other sources of information, such as published hazard or recall reports

· Regularly participate in hazard surveillance and incidence reporting

· Participate in development of safety policies and procedures

· Report on findings, recommendations, actions taken, and results of measurement

· Chair the safety committee
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Environment of Care

	Security Management Plan (Sect. 75030[6], 75053, 75057)
	


PURPOSE: To describe how the Clinic Administration will establish and maintain a security management program to protect staff, patients and visitors from harm.


POLICY: The Clinic Administration will establish and maintain a security management plan to address processes for:
a. Designating personnel responsible for developing, implementing and monitoring the security management plan.

b. Addressing security issues concerning patients, personnel, visitors and property.

c. Reporting and investigating all security incidents involving patients, visitors, personnel or property.

d. Providing identification, as appropriate for all patients, visitors and staff.

e. Controlling access to sensitive areas.

f. A security orientation and education program that addresses:

1. processes for minimizing security risks for personnel in security–sensitive areas

2. emergency procedures followed during security incidents

3. processes for reporting security incidents involving patients, visitors, personnel and property

g. Performance standards for:

1. staff security management knowledge and skill

2. the level of staff participation in security management activities

3. monitoring and inspection activities

4. emergency and Incident (Variance) Reporting Policy and Procedure that specify when and to whom reports are communicated

5. inspection, preventive maintenance and testing of security equipment

h. Emergency security procedures that address

1. actions taken in the event of a security incident or failure

2. handling of civil disturbances

3. handling of situations involving VIPs or the media  

4. provision of additional staff to control human and vehicle traffic in and around the environment of care during disasters

This security management plan will be reevaluated annually by the Clinic Administration.
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Environment of Care

	Shelter in Place (Sect. 75030[6], 75053, 75057)
	


PURPOSE:  

To protect staff, volunteers, and clients in case of emergency when hazardous materials have been released into the atmosphere in the surrounding area.
POLICY:

The Clinic has one area for Shelter in Place. This is the 

 Room.
PROCEDURE: 

A. Bring all volunteers, clients, and patients present into designated area. 

B. If there are visitors in building, ask them to stay – NOT leave. When a “Shelter in Place” is declared, steps to protect people need to be taken immediately, where the individuals are, not have them drive or walk outdoors.

C. Designate people to shut off all air conditioning, heating systems and fans.

D. Designate people to gather essential disaster supplies if there is time, i.e. battery powered radios, first aid supplies, food, bottled water, flashlights, batteries, duct tape, plastic sheeting, and plastic garbage bags. These supplies are stored in the storeroom by the main entrance to Emergency Services.

E. Designate a group of individuals to duct tape plastic sheeting over the ventilation panels in the ceiling to stop the exchange of air from outside to inside. 

F. Shut and lock all doors. Seal all cracks around doors with duct tape and plastic sheeting.

G. Close and lock all windows, exterior doors, and any other openings to the outside. 

H. If told that there is a danger of explosion, close window shades, curtains or blinds.

I. If there is not an immediate threat, have all present call an emergency contact to let them know where they are.

J. Write down the names of those present in each area.

K. Listen to the radio or television until you are told that all is safe or you are told to evacuate. Local Officials may call for the evacuation of areas that are at great risk.

REMEMBER: Local Officials on the scene are the best source of information for this particular situation. Following their instructions during and after emergencies regarding sheltering, food water, and clean up methods is the safest choice

.
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	Utility System Management Plan (Sect. 75030[6], 75053, 75057)
	


PURPOSE:

To describe and implement how the Administration of the Clinic will implement and maintain a utility system management plan.


POLICY:

The Clinic Administration will establish and maintain a utility system management plan which will address the issues of: 

a. A safe and controlled environment of care 

b. Minimize utility failures

c. Identifying  and evaluating critical operating components of systems in relation to life support, infection control, environmental support, equipment support systems, and communication systems

d. Orientation to utility performance issues and importance

e. Emergency procedures and clinical interventions in utility failures

The utility system management plan will be evaluated annually.
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Environment of Care

	Visitors or Patients under the Influence of Drugs or Alcohol (Sect. 75030[6])
	


PURPOSE:

To maintain a safe and peaceful atmosphere for the Clinic patients and staff. To prevent harm to any patient, staff or visitor in the Clinic.



POLICY:

Care will be rendered to any person with a medical need who has no other access to care. Any person entering the Clinic for any reason who is deemed to be disruptive of clinic flow, or a hazard to themselves or others due to mental condition, drugs, alcohol or other reasons, will be refused service.

PROCEDURE:

1. Medical Services: the provider in charge of the session will make the determination whether the person needs immediate medical intervention and the safety of providing those services.

2. If the person is unable to comply with instructions, he/she will be asked to return when he/she is sober.

3. If the person is verbally or physically abusive to anyone on the premises, they will be barred from all services of the Clinic

4. An incident report will be completed and, if the person has a medical chart, a note of the occurrence will be made in the in patient chart.
Infection Control Policies and Procedures
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	Infection Control Program Overview (Sect. 75030, 75031(a))
	


GENERAL POLICY STATEMENT

It is the intent of the Clinic to identify and reduce the risks of acquiring and transmitting infections among patients, employees, physicians, and other licensed independent practitioners, contract service workers, volunteers, students and visitors.

In so far as possible, the Clinic will maintain such programs as necessary to control and prevent both endemic (common cause) and epidemic (special cause) diseases that may affect patients, health care workers, and others who come into contact with them.

The Clinic will coordinate surveillance, prevention, and control of infections both within the organization and in cooperation with external programs so as to minimize risks in the environment, including food and water sources.
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Infection Control

	Acquired Immunodeficiency Syndrome (AIDS) Reporting (Sect. 75025)
	


POLICY:

Patients diagnosed with Acquired Immunodeficiency Syndrome (AIDS) shall be reported to the County of , HIV Epidemiology Program, by the Director of Medical Services (or designee) or appropriate Nursing Staff.  

DPH HIV Prevention Section Contact:

The AIDS Pediatric Confidential Surveillance Report will be completed for patients under thirteen (13) years of age.  The AIDS Adult Confidential Case Report will be completed for patients thirteen (13) year of age or older at the time of diagnosis.
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	Approved Sterilizing and Cleaning Chemicals (Sect. 75064-75066)
	


PURPOSE:

To ensure that chemical disinfectants and cleaning agents used in the Clinic are appropriate. 


POLICY:

The Clinic is to use disposable instruments whenever available. The Clinic will use only chemical disinfectants and cleaning agents approved by the Director of Medical Services. They are:

1.
Isopropyl Alcohol 10% - this concentration of alcohol has proven to be most effective for disinfection purposes.

2
Provodone Iodine Antiseptic - for preps.

3.
Sodium Hypochlorite - (1:10 dilution) for disinfection after blood spills or contamination.

4.
Staphene Spray - for clean up of blood spills.

5.
Hydrogen Peroxide - for disinfection.

6.
D-Fed 30-40 A. - germicidal detergent used for general housekeeping and cleaning some equipment surfaces.

7.
Lysol disinfectant - for disinfection

8.
White vinegar - for disinfection:.

9.
Liquid Satin - stainless steel polish.

10.
Real Lemon Oil-Free Polish.

11.
Gum Remover.

12.
Rugbee Foam Shampoo.

13.
Stripper (Cinch)

14.
Ultra Hi Finish (wax)

15.
Graffiti removal (Goodbye Graf)

16.
Floor sealer - Acrathone

17.
White crystal sand.

18.
Air Fresher Chemtrol

19.
Multi Purpose Chemtrol

20.
Glass and mirror cleaner Chemtrol

21.
Non-acid toilet cleaner - Chemtrol

22.
Neutral floor maintain - Chemtrol

23.
D2 concentrate - all purpose cleaner 

24. D6 concentrate - glass cleaner

25.
Liquid Aklor – disinfectant

26.
Expo Dry Erase – cleaner

27.
Chemical Disinfectant - Alcohol 70%

28.
2% gluteraldehyde

29.
Pine Sol Cleaner

30.
Comet Cleanser

31.
Glass Plus glass cleaner

32.
409 Cleaner

33.
Gentle Scrub Cleanser

NOTE: All chemical disinfectants used are registered with Environmental Protection Agency (EPA) and are effective on vegetative bacteria, fungi, and tubercula bacilli.

ALL PRODUCTS SHOULD BE STORED IN MANUFACTURER'S ORIGINAL CONTAINERS ONLY.

ALL LIQUID PRODUCTS MUST HAVE AN MSDS SHEET AND APPROVAL OF THE INFECTION CONTROL SUPERVISOR PRIOR TO USE.
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Infection Control

	Aseptic Technique (Sect. 75064-75066)
	


PURPOSE:

To define the manner in which articles are kept sterile and free from contamination by microorganisms.

Sources of Contamination:

A.
Staff

B.
The patient

C.
All articles used in treatments and on the sterile set-up.

D. Other personnel or visitors in the Clinic.

POLICY:

Principles:

1.
Moisture can penetrate through sterile fields; this capillary action makes the field unsafe.

2.
Liquids flow in the direction of gravitational pull.

Application in Practice of Aseptic Technique:

1.
Lay sterile packages only on dry areas.

2.
If solution soaks through a sterile area to an unsterile area, the sterile area is contaminated.

3.
Cover a damp area on a sterile table with at least 2 thicknesses of sterile towel.

4.
Put sterile packs on a towel or moisture-proof surface.

5.
Put ointments and K-Y jelly on moisture-proof surface or bowl on sterile field.

6.
Keep moist sponges on dry towel or in a bowl.

7.
Dispose of dressings into regular trash unless contaminated with liquid medical waste (refer to procedure on disposal of medical waste).

8.
Wash hands thoroughly before and after any dressing change.
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	Centrifuge, Aerosol Hazard (Sect. 75064-75066)
	


PURPOSE:

To protect personnel and patients from aerosol contaminants in the use of the centrifuge.

POLICY:

Safety Hazard: Along with their potential hazard as moving machinery, centrifuges are very efficient aerosol producers.  Aerosols are called "The Invisible Hazard". This so-called infection by inhalation is considered the most hazardous risk in the Laboratory. 

Rules to Follow:

A. Always operate the centrifuge with the lid closed.

B. Always centrifuge tube with stoppers in place.

C. Always use a balance tube when centrifuging only one tube of blood.

.

D. Wait for centrifuges to stop before opening lid

E. Stop immediately if unusual noise or vibration occurs and check for proper balance.

F. When starting centrifuge, increase speed gradually

G. Do not exceed recommended speed for the machine.

Post-Accident Procedures:

A.
Turn off the centrifuge.

B.
Warn others in the room.

C.
Any good germicide solution that does not harm the centrifuge bowls or the rotors can be used for    decontamination. Wear mask and gloves; wash the inside of the centrifuge.

D.
The persons operating the centrifuge are responsible for leaving the machine in a clean and safe condition for the next operator.
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	Chickenpox (Varicella) Exposure (Sect. 75030, 75031(a))
	


PURPOSE:

To prevent the spread of Varicella from one person to another.

POLICY:

Chickenpox - 
An acute generalized viral disease.

Mode of Transmission -
From person to person by direct contact, droplet or airborne spread of secretions of respiratory tract of chickenpox cases or of the vesicle fluid of the infected patient.

Incubation Period -
From two to three (2-3) weeks; commonly thirteen to seventeen (13-17) days.

Period of Communicability-
As long as five (5) but usually one to two (1-2) days before onset of rash, and not more than six (6) days after the appearance of the first crop of vesicles.  Contagiousness may be prolonged in patients with altered immunity.

Varicella Immunization-
It is suggested that all employees without a confirmed history of the disease be immunized as a precaution.

PROCEDURES AFTER EXPOSURE:

1.
The Clinic Administrator is notified of exposure by the Director of Medical Services.

2.
Susceptible employees and employees who do not know their susceptibilities will have their blood drawn for Varicella-Zoster antibody (IFA) test.

3.
Varicella-Zoster antibody negative employees may continue to work until the ninth (9th) day after exposure and then stay home from day ten to twenty one (10-21) post-exposure.

4.
Employees who contract the disease must report to Director of Medical Services when all lesions are dry and crusted. Employees may return to work when a written clearance is obtained.
	Clinic 

CLINIC POLICIES & PROCEDURES
	Page 1 of 1

	
	Supersedes Date:

	
	Original Date: 2010

	
	Version: 01

	
	
	Policy Section:

Infection Control

	Cleaning of Instruments, Medical (Sect. 75064-75066)
	


POLICY: 
The Clinic will use disposable medical instruments whenever available. This policy applies to non-disposable medical instruments.

PROCEDURE:
NOTE: WEAR APPROPRIATE PERSONAL PROTECTIVE EQUIPMENT

A.
Wash off foreign material in dirty sink basin in the decontamination area.

B. 
Open instruments and rinse in cold water to remove gross blood and soil.

C.
Remove knife blades with forceps and discard in receptacle for sharps.

D.            Wash with disposable brush and cleaning solution.

E.            Allow to sit 45 seconds in lubricant solution.

F.            Dry.

Assembly:

A.
Inspect instruments for cleanliness and working condition.

B.
Withhold all instruments in poor working condition.

C. 
Sort instruments categorically.

D.
Select and assemble instruments into sets.

E. 
All jointed instruments should be opened to permit sterilizing agent to reach all surfaces.

F.

Place in and wrap in approved wrapper.

G.
Autoclave.

Catheters, Tubing:


These items are disposed of after use.

Treatment Trays:

A.
All packs are dated the day of sterilization and expiration date is defined.

B.
All hinged or jointed instruments must be unlocked.

C.
Glassware, utensils with solid bottoms must be in horizontal position.

D.
Place rubber tubing or catheters to prevent any contact with metal or glass.

E.
All tubing and catheters made of rubber are to be flushed with distilled water before sterilization.

F.
All packs should have a chemical indicator at the center.

G.
Secure packs with pressure sensitive tape.

H.
After sterilization, remove packs from carrier, wrap entire tray and pack in plastic bag, seal, and store.

I.
Label with calendar date, load number, and expiration date.

Shelf Life:

A.
Non-woven double wrap - 4 weeks.

B.
Peel pouch - 6 months.

C.
Sterility maintenance cover - 6 months.
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	Communicable Disease Reporting Part I (Sect. 75025)
	


Disease Reporting - Part I - (Reference CHA Consent Manual, Chapter 17)

State law (California Code of Regulations, Title 17, Public Health, Section 2500, 1990) requires health care providers to report the following diseases and conditions of public health importance to the local health department.

A.
Report Immediately by Telephone:

The following diseases require immediate telephone report to the local Health Officer during working hours.  After working hours, on weekends, or holidays, the Acute Communicable Disease Control staff may be reached through the County operator.  Follow with a written report of the confirmed diagnosis on the CMR Card (Confidential Morbidity Report) within 24 hours.


Anthrax


Botulism (infant, foodborne, wound)


Cholera


Ciguatera Fish Poisoning


Cryptosporidiosis


Dengue


Diarrhea of the Newborn, outbreaks


Diphtheria


Domoic Acid Poisoning (Amnesic

  
  Shellfish Poisoning)


Encephalitis, arboviral


Escherichia coli 0157:H7 infection


Food Poisoning (when 2 or more       cases or suspected cases of food-


  associated illness from separate


  households are suspected to have


  the same source)


Hantaviris Infections


Hemolytic Uremic Syndrome

Hepatitis A, acute infection, by IgM

  antibody test or positive viral anti-

  gen test

Hepatitis B, acute infection, by IgM

  anti-HBc antibody test

Hepatitis B surface antigen positivity

Malaria

Measles (Rubeola), acute infection,

  by IgM antibody test or positive 

  viral antigen test

Meningococcal Infections

Outbreaks/Clusters of any kind

Paralytic shellfish Poisoning

Plague, animal or human

Rabies, animal or human

Scombroid Fish Poisoning

Viral Hemorrhagis Fevers (Crimean-

  Congo, Ebola, Lassa and Marburg

  viruses)

Yellow Fever

B.  Report by Telephone or Mail within 1 Working Day


Amebiasis


Campylobacteriosis


Conjunctivitis, Acute Infections of


  the Newborn (specify etiology)


Encephalitis: Viral, Bacterial,


  Fungal, Parasitic (specify 


  etiology)


Hepatitis A


Haemophilus Influenzae, Invasive


  Disease


Listeriosis


Malaria


Meningitis: Viral, Bacterial


  Fungal, Parasitic (specify


  etiology)


Pertussis (Whooping Cough)


Measles (Rubeola)

Poliomyelitis, Paralytic

Psittacosis

Q Fever

Relapsing Fever

Salmonellosis

Shigellosis

Streptococcal Infections (Outbreaks

  and cases in food handlers and

  dairy workers only)

Syphilis Cases

Trichinosis

Typhoid Fever, Cases/Carriers

C.
Report within 7 Calendar Days from the Time of Identification


Acquired Immune Deficiency Syndrome (AIDS)
Legionellosis


Alzheimer's Disease & Related Conditions

Leprosy (Hansen's Disease)


Brucellosis





Leptospirosis


Chancroid





Lyme Disease


Chlamydial Infections




Lymphogranuloma Venereum


Coccidiodomycsis




Mumps


Cysticercosis





Neoplasm, Cancer


Disorders Characterized by Lapses of


Non-Gonococcal Urethritis


  Consciousness





Pelvic Inflammatory Disease


Giardiasis  





Reye Syndrome


Gonococcal Infections




Rheumatic Fever, Acute


Granuloma Inguinale




Rocky Mtn. Spotted Fever


Hepatitis B, Cases & Carriers (acute/chronic)

Rubella: Acute, Congenital


Hepatitis, Delta (D)


 


  (German Measles)


Hepatitis, Non-A, Non-B (Hepatitis C)


Tetanus


  (acute/chronic)




Toxic Shock Syndrome (TSS)


Hepatitis, Unspecified




Tuberculosis


Kawasaki Syndrome (Mucocutaneous Lymph

Tularemia


  Node Syndrome)




Typhus Fever









Vibrio species

Occurrence of any unusual disease.

Outbreaks of any disease (including diseases not listed here). Specify if institutional and/or in open community.

D.
County Department of Health Services requests health care providers to report the following diseases to the local health department.


1.
Report immediately by telephone:



Norwegian Scabies


2.
Report by telephone or mail within 1 working day:



Escherichia coli O157:H7



Streptococcal Disease, Invasive Group A

WHO SHOULD REPORT

Medical doctors, osteopaths, veterinarians, podiatrists, nurse practitioner, physician assistants, nurses, nurse midwives, infection control practitioners, medical examiners, coroners, dentists, and Clinic Administrators of health facilities and clinics knowing of a case or suspected case of a communicable disease are required to report them to the local health department.  In addition, anyone in charge of a public or private school, kindergarten, boarding school, or preschool also is required to report these diseases.
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	Communicable Disease Reporting Part II (Sect. 75025)
	


Laboratory Reporting - Part II

The Director of Medical Services or Clinic Administrator of the Clinic report laboratory evidence suggestive of the diseases listed below to the health department on the same day that the physician who submitted the specimen is notified. (California Code of Regulations, Section 2505).


Chlamydial Infections


Listeriosis


Typhoid


Diphtheria



Syphilis


            Vibrio species


Gonorrhea



Tuberculosis

These laboratory reports may be telephoned or written, must include the date and the results of the test performed; name, address, age of the patient; and the name and address of the referring physician.

A.
Reporting Outbreaks

Any healthcare provider having knowledge of any outbreak or undue prevalence of infectious or parasitic disease or infestation, whether or not listed in Section 2500, shall promptly report the facts to the local health department.  The following are examples of diseases, outbreaks of which are to be so reported: chickenpox, epidemic gastroenteritis, epidemic keratonconjunctivitis, impetigo, influenza, respiratory syncytial virus, and scabies.

B.
Occurrence of Unusual Disease

Any healthcare provider having knowledge of a case of an unusual disease not listed in Section 2500 shall promptly convey the facts to the local health department.  Examples of unusual diseases are: cat scratch fever, echinococcosis, hantavirus, hemolytic-uremic syndrome (HUS), histoplasmosis, and toxoplasmosis.

C. 
How To Report

A standard form, known as the Confidential Morbidity Report (CMR) card, is available for reporting these diseases. The pre-addressed CMR cards with prepaid postage may be obtained from the Alameda County Health Care Agency. AIDS Case Report forms may be obtained from the HIV Epidemiology Program.

D.
Reporting Staphylococcal Disease of the Newborn

The occurrence of two (2) or more cases related to a nursery or a single case of breast abscess in an infant or a mother is presumptive evidence of an outbreak and must be reported to the local health officer by telephone.

E.
Why Report

The primary objectives of disease surveillance are:

1.
To determine the extent of morbidity within the community;

2.
To evaluate risks of transmission; and

3.
To intervene rapidly when appropriate.

For surveillance to be effective, the reporting of communicable diseases must be timely. Delay or failure to report communicable disease has contributed to serious consequences in the past.

Removing persons in sensitive occupations (i.e., food handlers and child-care workers) and sensitive situations (i.e., children in day care, children/adults in facilities for developmentally disabled) prevents the spread of diseases such as shigellosis. The detection and treatment of patients with Tuberculosis, the identification of asymptomatic carriers of typhoid and gonorrhea, the immunization of persons exposed to vaccine-preventable diseases, and alerting health providers about prevalent viral infections are just a few of the benefits derived by the entire community when reporting is timely and accurate.  Failure to report can result in increased disease in the community, increased costs for diagnosis and treatment, additional time lost from work or school, prolonged hospitalization and possibly death.

The confidentiality of patient information is always protected.

Part III:  Regulations Regarding Suspected or Diagnosed Communicable Diseases which may not be Admitted to nor Remain in General Acute Care Hospitals or other Health Care Facilities.

Patients with the following diagnosed or suspected diseases may not be admitted to any health facility nor treated in any health facility other than a Communicable Disease Unit.


Cholera


Diphtheria


Ebola Virus, Lassa Fever


Plague


Relapsing Fever

            and all other viral


Typhus Fever

 (Louse-borne)

  
hemorrhagic illnesses


 (Louse-borne)

Yellow Fever

In addition, hospitalization at the Communicable Disease Unit is urged for patients with the following diseases:


Botulism


Mumps


Pertussis


Rabies


Rubeola

            Tetanus


Typhoid Fever

References:

Sections 450, 476 and 3110 of the Health and Safety Code provide the local Health Officer with the authority and responsibility to control communicable diseases and to take whatever steps may be necessary to prevent the spread of communicable disease of the occurrence of additional cases.

These are the Communicable Disease Control Regulations for Health Facilities in the County and supersedes all previous issues.

For additional regulations and guidelines, please refer to the latest revisions of:

A.
A Manual for the Control of Communicable Disease in California, California State Department of Health Services.

B.
Beneson, A.S. (ed.):  Control of Communicable Diseases in Man, American Public Health Association.

C.
Guidelines for the Prevention and Control of Nosocomial Infections, Centers for Disease Control, Atlanta, GA, February, 1981.

E.
Recommendations for Prevention of HIV Transmission in Health Care Settings. MMWR, Vol. 36, No. 2S (Supplement), August 21, 1987.
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Infection Control

	Control of Outbreaks of Nosocomial Infections (Sect. 75030, 75031(a))
	


PURPOSE:

To establish guidelines for the control of identified nosocomial infections.

POLICY:

The Director of Medical Services will be responsible for instituting procedures to identify and control known or possible contributing factors to nosocomial infections. 

PROCEDURE:

The Director of Medical Services, appropriate Clinic Directors, and Quality Assurance Committee will coordinate information and statistics to identify possible outbreaks of nosocomial infections.

Once identified, Quality Assurance Evaluation Program measures will be used to identify and modify procedures or personnel that may be contributing factors.

Education and Quality Assurance Evaluation Program activities will be instituted to bring awareness and changes in methods or procedures.

Continued monitoring of results will be done under the supervision of the Director of Medical Services until resolution occurs.   

	Clinic 

CLINIC POLICIES & PROCEDURES
	Page 1 of 1

	
	Supersedes Date:

	
	Original Date: 2010

	
	Version: 01

	
	
	Policy Section:

Infection Control

	Disposal of Gloves (Sect. 75067-75068)
	


PURPOSE:

To ensure that used gloves are disposed of in a manner that does not spread contamination.

POLICY:

Used gloves will be classified as biohazardous infectious waste in the same manner as all other waste material.

Gloves will be worn for all possible contact with blood or body fluids.

Used sterile and non-sterile gloves will be discarded in the same manner.

PROCEDURE:

Gloves are to be carefully pulled off using one gloved hand to peel from the outside of the other glove.  Do not touch your skin with the dirty glove while peeling it off.  Allow glove to turn wrong side out as it is peeled off.  Do not “snap” the glove. Hold it balled up in the still gloved hand.

Place bare fingers under top of remaining glove (do not touch outside of dirty glove with bare hand) and peel down over hand and first glove.

Drop balled up gloves in appropriate trash receptacle.

Gloves containing enough blood or body fluids to drip off or contaminated with a highly infectious agent are to be considered medical waste and are to be placed in a red biohazardous waste bag.

Gloves that do not meet the above criteria may be placed in regular trash containers.  

Always wash hands or use alcohol-based hand sanitizer after removing gloves.
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	Disposal of Needles, Syringes and Other Sharps (Sect. 75067-75068)
	


PURPOSE:

To assure safe disposition of used needles, syringes and other sharps (including broken glass items contaminated with medical waste) to prevent injury and control transmission of pathogenic organisms.

POLICY:

Materials Needed:

A.
Sharps containers - located in all exam rooms, treatment areas, and labs, etc. Puncture-proof containers with one-way opening located in all appropriate locations.

B.
Red medical waste bags and waste containers marked bio-hazardous waste.


PROCEDURE



RATIONALE

	     I.  Sharps
	    


	        A.
Sharps containers are wall mounted in exam rooms and lab.
	


	        B.
Used needles, syringes and other sharps will be deposited horizontally into the opening at the top of the container.
	


	      C.
Used needles are not to be recapped or clipped.
	     C.
Most needlesticks occur during either recapping or clipping;


	        D. Allow the sharps container to be filled 2/3 full, but do not overfill the unit.  Prior to disposing sharps, observe the fill level by looking through the transparent back and/or sides of the unit.
	     D.
Overfilled containers increase the chance of obtaining a puncture wound when inserting a sharp.


	          E.
When the Sharps container is 2/3s full, Authorized staff will:
	


	
 1.
Remove the container from the wall mount and secure the top in the closed position.
	


	
  2.
Place the entire container in a red biohazard bag.  Place the bag in the red biohazard container.
	


	
   3.
Place a new container into the wall mount.
	


II.
Red Biohazardous Waste Bags


A.
Non sharp waste contaminated with dripping blood or body fluids from the Clinics should be placed in Red bags marked "Bio-Hazardous Waste".


B.
Take to the locked storage room.
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	Dressing Changes (Sect. 75030[8])
	


PURPOSE:

To protect wounds from contamination.

POLICY:

Equipment:



A.
Dressing

B.
Betadine Swabs

C.
Hibiclens solution

D.
Alcohol

E.
Regular exam gloves

F.
Sterile forceps

PROCEDURE: 

WASH HANDS

A.
Prepare patient:

1.
Inform patient of what is being done

2.
Screen for privacy

3.
Assist to allowed position of comfort

4.
Expose area to be dressed.  Avoid unnecessary exposure.

B.
Prepare equipment:

1.
Take equipment to treatment area

2.
Open dressings

3.
Open gloves and forceps

C.
Performance of dressing change:

1.
Remove outer dressing with non-sterile gloves and discard in trash bag (red bag if contaminated with fluid blood).

2.
Remove inner dressing with forceps and discard in trash bag (red bag if contaminated with fluid blood).

3.
Put on sterile gloves if indicated

4.
Cleanse area as MD orders. (Note any allergies)

5.
Apply dressing and secure. (Note any allergies on tape)

6.
Instruct patient on method and frequency for future dressing changes

7.
Discard all soiled dressings and disposable instruments. Dressings containing soaked or dripping fluid blood are to be considered medical waste and disposed of in RED plastic bag or sharps container for BioHazard Waste pick up.


8.
Scrub hands well.

D.
Clinical Record:

1.
Chart

a.
Procedure

b.
Time and date

c.
Condition of area treated

d.
Pertinent observations (such as amount of drainage and color of drainage).

e.
Any follow-up instructions or patient teaching done
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	Dressing, Sterile (Sect. 75030, 75031(a))
	


PURPOSE:  To protect open skin areas from contamination.
POLICY:  Equipment:A. Dressing tray (Sterile); B.  Gloves (Clean and Sterile)
Essential Steps in Procedure:

A.
Prepare patient:



1.
Inform patient of what is to be done



2.
Screen patient for privacy



3.
Assist to allowed position of comfort



4.
Expose area to be dressed.  Avoid unnecessary exposure.

B.
Prepare equipment:

1.
Gather equipment in treatment room.

1. Prepare sterile field.

C.
Performance of dressing change:

1.
Remove outer dressing with clean gloves and discard in plastic trash bag (red bag if dressing contains fluid, blood or infectious agents).

2.
Remove inner dressing with sterile gloves and discard in plastic trash bag (red bag if dressing contains fluid blood).

3.
Apply dressings with sterile forceps or sterile gloves and secure with tape or wrap.

4.
Instruct patient on frequency and method of future dressing changes.

5.
Discard all soiled dressings in appropriate waste container.

1. Dispose of disposable items.

2. Place any non-disposable items to soak in germicide.


D.
Clinical record:



1.
Chart:

a.
Procedure

b.
Time

c.
Condition of area treated

d.
Pertinent observations (such as amount and color of drainage).

e.
Patient follow-up instructions.
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	Emergency Supplies, Cleaning (Sect. 75031)
	


PURPOSE:

To ensure that EMERGENCY SUPPLIES are completely stocked and clean at all times.

POLICY:

The Director of Medical Services will be responsible for checking the emergency supply box monthly and for restocking all medications when the Emergency Box has been opened.

The Nurse Practitioner will be responsible for replacing used or contaminated supplies other than medications. 

Procedure:

A.
Emergency Box integrity is checked on a weekly basis by clinic staff.

B. The used box is decontaminated and restocked.

1.
Discard used disposable equipment.

a. Order replacement equipment. (i.e., AMBU bags, oxygen tubing)


2.
Cleaning of equipment:



a.
Box is washed with approved disinfectant solution

3. Restocking cart:

a. ALL MEDICATION SUPPLIES MUST BE REPLENISHED BY Director of Medical Services


b. Director of Medical Services will replace any used or missing medications and will check all medications for expiration dates monthly to assure that they are not outdated. The date the emergency box was checked will be recorded on the tag attached to the outside of the box

c.
Nurse Practitioner will be responsible for sealing the cart with a number lock.
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	Environmental Control Program (Sect. 75030, 75031(a))
	


I.
Program Description:


The Environmental Control Program has been established to assure a safe clinic environment in which there is no potential for the environmental spread of infectious communicable disease. The primary elements of this program are:


A.
Establishment of approved sanitation technique and protocols.


B.
Establishment of approved sterilization technique and protocols.

II.
Program Responsibilities:


It shall be the joint responsibility of the Director of Medical Services, the Director of Nursing Services/Lead RN, and the appropriate Clinic Directors to institute or assure adherence to the policies and procedures set forth in the Environmental Control Program. Furthermore, the Director of Medical Services shall be responsible for the monitoring of environmental sanitation and presentation of recommendations for improved environmental sanitation in the Clinic.

III.
Environmental Testing Program:


Environmental testing is based upon the investigation of specific problems within the patient care environment. Should clusters of similar cases or epidemics occur in which specific articles are suspected, the Director of Medical Services may schedule microbiological sampling. Spot-checking may be indicated for certain patient care equipment known to be associated with high risk in acquired infections. However, there is a necessity for carrying out a certain number of routine sampling procedures as quality control checks of sterilization procedures in the autoclave. (Spore Testing is done weekly on all autoclaves).  No other routine environmental culturing will be done.

IV.
Environmental Testing Protocol:


Bacteriological sampling procedures will be initiated when indicated by specific problems or 


epidemiologic findings. If positive results occur from the testing, the Director of Nursing Services/Lead RN, appropriate Director, and Director of Medical Services will be informed and corrective action will be taken.
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PURPOSE:

To set guidelines for blood or body fluids exposure mitigation.

POLICY

A.
All exposures to blood borne diseases, i.e., hepatitis B, hepatitis C, and HIV infections, will be reported on an Insurance Variance Form, Exposure Incident Form, Sharps Injury Form, and the OSHA 200 Log Form (if applicable).

B.
Initial follow-up takes place in the Clinic. The initial exposure evaluation and protocols will be instituted by the Director of Medical Services or Nurse Practitioner in charge of the Medical Clinic at the time of exposure. If there are no medical personnel available, the Clinic Administrator will be responsible for initiating the protocols. The Director of Medical Services will be responsible for further evaluation or follow-up as needed. All copies of the Insurance Incident Report Form (Non-Confidential), Exposure Incident Form, Sharps Injury Form, OSHA 200 log Form, Consent for HIV, Authorization to Disclose Results, and the Post Exposure Evaluation Form will go to the Clinic Administrator.

C.
The follow-up record of each exposure will be maintained in the employee’s medical file for each exposure by the Clinic Administrator and the Director of Medical Services.

.DEFINITIONS
A. EXPOSURE:  Exposure to blood borne diseases shall be considered as one of the following:



1.    Parenteral exposure:




a.
Needle stick




b.
Contamination of an open wound with blood or body fluids of another  person.



2.    Mucous membrane exposure:






a.
Blood or body fluids splashed in eye or mouth.




b.
Ingestion of blood or body fluids.



3.    Cutaneous exposure:


a. Skin contact with large amounts of blood

b. Prolonged contact with any blood, especially when skin is chapped, abraded or afflicted with dermatitis.

B.
NON-EXPOSURE



1.    Needle stick or cut from sterile instruments 



2.    Mucous membrane exposures from sterile water or a saline solution



3.    These will not/should not be followed as an exposure



4.    Examine, cleanse and treat as necessary



5.    Employees should be evaluated for Tetanus toxoid booster

C.
OTHER

Any employee requesting testing for blood borne diseases after an injury shall be tested according to the protocol.

PROCEDURE 

A.
SOURCE (if known)

1. Test results for HIV; HbsAg; and HCV are known – ie. Previously confirmed by           laboratory report or by physicians documentation on chart. Proceed to evaluation for each disease.

2.       Test results are unknown

a. Individual responsible for instituting protocol will inform source of exposure

b. Request source read and sign “Consent for the HIV Antibody Test” and “Authorization for Disclosure of Results”. If source refuses have sign “Refusal for HIV Test”

c. Collect blood specimen for HIV – ELISA; Hepatitis B Surface Antigen; and Hepatitis C Antibody.

B.
EMPLOYEE



1.   Request exposed employee read and sign a Consent to Test for HIV Antibody Form and the Authorization for Disclosure of Results Form. If the exposed employee refuses have the Refusal of Care Form read and signed.



2.   Collect blood specimen for HIV – ELISA; Hepatitis B Surface Antibody (if needed); and Hepatitis C Antibody and follow the set protocol to send out a confidential specimen as shown on the algorithm following this procedure.

5.0
EVALUATIONS

A. Hepatitis B


1.    
Source is HbsAg negative and the exposed employee is anti HbsAb positive with a titer > 10 mIU. No follow up is necessary.

2.    
Source is HbsAg negative and exposed employee never received the HBV vaccine.

a.
Employee should receive hepatitis B virus vaccine given intramuscularly into the deltoid area) on day one (1),  repeat in one (1) month, and six (6) months from the first dose. This vaccine should not be given to pregnant employees.

b.
If the employee does not wish to receive the vaccine, he/she will be requested to sign the Employee Authorization to Omit Hepatitis B Vaccination Following Possible Hepatitis B Exposure Form. This form will be filed in the employee personal medical file.

3. Source is HbsAg positive and the exposed employee is anti HbsAb positive with a titer > 10 mIU. No Hepatitis B Immune Globulin (HBIG) is needed.

4. Source is HbsAg positive and the exposed employee is anti HbsAb negative. The exposed employee should receive Hepatitis B Immune Globulin (HBIG) as soon as possible, and preferably within twenty-four (24) hours (but have up to 7 days to administer HBIG) and concurrently should be given hepatitis B virus vaccine. (Follow protocol in section 2 above)

5. Source is unknown and exposed employee is anti HbsAb positive with a titer >10 mIU. No Hepatitis B Immune Globulin (HBIG) is needed.

6. Source is unknown and exposed employee is HbsAb negative. Start the hepatitis B virus vaccine.

B. Hepatitis C

1. Source is Hepatitis C negative and the exposed employee is Hepatitis C negative. No follow up is necessary.

2. Source is Hepatitis C positive and the exposed employee is Hepatitis C negative. Follow up at six (6) months with an anti HCVAb test; can consider an HCV viral load at 4 – 6 weeks.

C.
HIV

1. Determine the exposure risk for the exposure incident. [Follow the algorithm for the exposure risk at the end of this policy]

2. Determine the HIV Status Code (HIV SC) of the source. [Follow the algorithm for the HIV Status Code at the end of this policy]

3. The exposed employee will be counseled by the Director of Medical Services regarding the risk of infection and evaluated clinically and serologically for evidence of HIV infection as soon as possible after exposure.

4. From the exposure risk and the HIV Status Code (HIV SC), determine the need of further medical attention from the chart that correlates these two parameters at the end of this policy.

5. If the source is unknown, the decisions regarding appropriate care and follow up will be individualized depending on the exposure risk.

6. All test results will be released to the Director of Medical Services by the laboratory.

7. If the source is seropositive or the HIV status of the source is unknown and the exposed employee is initially seronegative, retesting for HIV-ELISA will be done at six (6) weeks, twelve (12) weeks, and six (6) months.

8. The employee will be advised to contact the Director of Medical Services for any acute febrile illness that occurs within twelve (12) weeks after exposure. Such an illness particularly one characterized by fever, rash, or lymphadneopathy may be indicative of recent HIV infection.

9. If the exposed employee is seronegative at six (6) months and has no evidence of HIV infection, no further follow up is necessary. The employee will be given a completed copy of the “Post Exposure Evaluation”.

10. If the exposed employee is either initially seropositive and/or serconverts at any time during the follow up period, he/she will be counseled and referred to an infectious disease specialist for further medical evaluation and follow up.

11. All test results will be kept confidential and will not be documented in the follow up record.

12. All employees who are concerned that they may have been exposed will have testing available to them.

13. The above procedures apply to employees. Volunteers and students working as unpaid staff in the Clinic may be followed by the same procedure for the initial testing, however they will be referred to their own health practitioners for follow up. The Director of Medical Services will coordinate follow up with the outside provider.

RECORDS

A.
The Health Care Professional who evaluates an employee blood/body fluid exposure shall complete the Medical Evaluation and Treatment Record, with written opinion, within fifteen (15) days following completion of the evaluation.

B.
The employee is provided with a copy of the Medical Evaluation and Treatment Record and signs in the receipt area.

C.
The complete record is kept on file for thirty (30) years following termination of employment at the facility.

REFERENCES:

1. CDC Supplement: Recommendations for Prevention of HIV Transmission in Health-Care Settings, MMWR 1987; vol. 34; no. 2S; 16S - 17S.

2. Title 29, Code of Federal Regulations, Part 1910.1030.

3. Title 8, General Industry Safety Orders, Section 5193 Bloodborne Pathogens/Sharps Injury Prevention, effective July 30, 1999. [CALOSHA]

4. Public Health Service Guidelines for the Management of Health – Care Worker Exposures to HIV and Recommendations for Postexposure Prophylaxis, MMWR May 15, 1998.
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	Handwashing Technique (Sect. 75030, 75031 (a))
	



PURPOSE:


To prevent the spread of infection.


POLICY:

A.
Hand washing or use of alcohol-based antibacterial hand sanitizer is one of the most important ways to prevent the spread of infection.

B.
These points do not supercede the techniques established in special areas. 

C.
Antimicrobial soap is used for hand washing in all patient contact areas.


1.
Eliminate all possible jewelry.


2.
Keep clothing away from the sink.


3.
Use comfortably warm water - do not splash.


4.
Use about one tsp. soap and plenty of friction.


5.
Wash hands and wrists vigorously for at least ten (10) seconds using a rotary motion.


6.
Rinse thoroughly under running water with fingers pointed downward.


7.
Dry hands well using a paper towel.


8.
Use paper towel for turning off faucet.

D.
Clinic personnel should wash hands:

1. When coming on duty.

2. Before putting gloves on, after removing gloves.


2.
When hands are soiled.


3.
Between handling of individual patients and after different treatments on the same patient.


4.
Before and after contact about the face and mouth of patients.


5.
After personal use of toilet.


6.
After smoking.


7.
After sneezing, blowing and wiping the nose.


8.
On leaving an isolation area.


9.
After handling used equipment (dressings, sputum containers, urinals, catheters, bedpans, etc.) and before handling clean equipment.


10.
Before and after eating.


11.
On completion of duty.
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	Hepatitis B Vaccination Program (Sect. 75030, 75031 (a))
	


PURPOSE:

Provide protection to any volunteer with a reasonable likelihood of occupational exposure to hepatitis B in the course volunteer activities in the Clinic.

Occupational exposure is defined as: reasonably anticipated skin, eye, mucous membrane, or parenteral contact with blood or other potentially infectious materials that may result from the performance of a volunteers duties.

POLICY:

A.
Areas in which tasks required by clinic staff involve exposure or possible exposure to blood/body fluids or tissues are as follows:

Medical Clinic (all areas except offices)

B.
Volunteers who perform tasks which may result in exposure to blood/body fluids or tissues and who wish to be vaccinated must read the provided literature on hepatitis B and hepatitis B vaccine and/or talk with the Director of Medical Services or Nurse Practitioner about hepatitis B and the hepatitis B vaccine.

C.
Consent and Release of Information Form for Hepatitis B Screening Vaccine must be signed by the volunteer before the three (3) series vaccine can be scheduled. One (1) witness is necessary.

D.
After the initial dose of vaccine, the individual should return in one (1) month for the second dose and again in six (6) months after the first dose.  Individuals at immediate risk of hepatitis B infection (i.e., after needle stick exposure) should return in one month for the second dose and again in two months after the first dose.

E. Volunteers must report to the Nurse Practitioner according to the scheduled times for each of the three (3) injections. If vaccination follows exposure, however, the first injection will be given immediately 

F. Any side effect (i.e., injection-site soreness, erythema, swelling, etc.), should be reported to the Nurse Practitioner.

G. The hepatitis B vaccine will be free to Volunteers.

H.
Pre-vaccination and post vaccination screening will not be done except on the recommendation of the Director of Medical Services.  

I.
Hepatitis B vaccine will not be given to pregnant women.

J. Female Volunteers whose last menstrual period was more than thirty (30) days previous will be included in the category of pregnant employees

K.
Volunteers not listed in #A should be notified as to the availability of hepatitis B vaccine in order to consult their private physician regarding vaccination.

L. All new medical clinic staff performing tasks at risk for hepatitis B exposure will be informed of the availability of hepatitis B vaccine prior to starting in the Clinic by either the Clinic Administrator or Director of Medical Services. Clinic staff listed in #A that chose not to receive the vaccine (unless previously vaccinated, already immune or if vaccine is contraindicated for medical reasons) must sign a hepatitis B Vaccination Declination.

M. Documentation of training and vaccine administration will be made by the Nurse Practitioner, Director of Medical Services, or Clinic Administrator.

N.   Any volunteer in the medical clinic who will have possible blood borne pathogen exposure and chooses not  

         to be vaccinated, must have the written permission of the Director of Medical Services prior to placement.
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	Infection Control General Guidelines (Sect. 75030, 75031 (a))
	


POLICY:

The Clinic adheres to the National Institutes of Health Guidelines for the Use of Antiretroviral Agents in HIV-Infected Adults and Adolescents. The Clinic will provide referrals to accessible HIV primary care services integrated with culturally and linguistically competent primary care and social services. 

The revised 1998 NIH "Guidelines for the Use of Antiretroviral Agents in HIV-infected Adults and Adolescents" reflect advances in medical science in this area and advise that providers of care for HIV-infected patients remain knowledgeable and up-to-date with respect to further advances in this area. Charting materials, flow sheets and computer databases have been developed by the Clinic to facilitate adherence to the NIH Guidelines as well as other local and national standards of care.
SCOPE:

All Clinic and Health Center Personnel

PROCEDURE:

Practice Universal Precaution

Universal precaution principles are based on the fundamental understanding that all clients should be treated as if they are infected with a blood- or air-borne disease and appropriate protective measures should be taken. Clients with infectious diseases are to be identified through a collection of patient histories and confidential testing.

The occupational risks of infection are: air-borne, through open wounds, and mucous membrane exposure to blood and tissue. Diseases transmitted through contact with blood and/or other body fluids require the use of gloves, gowns, masks, and eye protectors, whenever there is possible exposure to or splashing of blood or other body fluids.  In all cases, thorough hand washing following the care of any co-worker or client is required.

Caregiver Precautions

1)
Hand Washing or sanitization with an alcohol-based hand sanitizer

a.
Hands and other skin surfaces should be washed with soap and warm water or sanitized with an alcohol-based hand sanitizer immediately and thoroughly if contaminated with body substances, after gloves are removed, and before preparing or eating food.

b.
In the absence of running water or sanitizer, gloves should be worn by the caregiver when direct contact with moist body substances is anticipated.  Hand washing facilities should be located as soon as possible after leaving the home.

2)
Gloves

a.
Gloves are worn when direct contact with moist body substances is anticipated (blood, urine, pus, feces, saliva, drainage of any kind).

b.
Gloves are not needed for general care during casual contact such as bathing of intact skin, assisting with ambulation, or feeding a patient.

3)
Gowns


A moisture-resistant gown or apron is worn when soilage of clothing with a body substance is anticipated.

Housekeeping and Hygiene

1).
General Housekeeping

a.
Good, common sense practices (not spilling excrement on toilet seats and cleaning bathroom and kitchen regularly) provide an environment that is safe for everybody.

b.
A good disinfectant (e.g. household bleach 5.25% mixed 1:10 with water) should be used to clean floors, toilet bowl, tub, shower, sink, counter tops and obviously soiled furniture.

c.
Sponge and mops used to clean up body fluid spills should not be rinsed out in the kitchen sink or where food is prepared.

d.
Dirty mop water should be poured down the toilet rather than sink.

e.
Keep room well-aired to decrease the risk of colds, flu, and other airborne communicable diseases.

f.
As infectious organisms may be found in animal wastes, bird cages, cat litter boxes, and fish tanks should be maintained by someone other than a person with AIDS or other causes of immuno-suppression.

g.
Humidifiers and air conditioners can harbor infectious organisms. These should be cleaned and serviced regularly.

2)
Blood/Body Fluid Spills

a.
Blood/body fluid spills should be mopped or wiped up with hot soapy water and then disinfected with bleach as described above. If the clean-up is done by hand, disposable gloves are to be worn.

b.
Soiled sponges and mops can be disinfected by soaking in a 1:10 dilution of bleach for 5 minutes.

3)
General Hygiene

a.
Personal items such as tooth brushes, razors, and enema equipment should not be shared.

b.
Maintaining a state of personal cleanliness is the key to reducing transmission from person to person. This includes bathing regularly, washing hands after use of bathroom facilities or contact with one's body fluids and before preparing food.

Infectious Wastes Disposal

Infectious wastes will be picked up by Stericycle and disposed of in an incinerator providing complete combustion. 

Disposal of other Wastes 

1)
Flushable Waste


Body wastes are flushed down the toilet.

2)
Non-flushable Disposables


Non-flushable items heavily contaminated with blood or body substances should be placed in a leak proof plastic bag tied securely at the neck. This bag should then be placed in a second bag to afford extra strength and protection against breakage and spillage before discarding in the trash with the rest of the household waste.

3)
Syringe/Sharps Disposal

a.
In the hospice and home setting, a sharps disposal container is to be brought to the point of use by the person who will be administering the injection or drawing the blood sample. The uncapped needle is to be placed directly into the container. When 3/4 full, the container is to be sealed and transported to PPMC Central Processing and Distribution (CPD) for disposal. A new container shall be obtained.

b.
In a case of high volume use where the patient is generating one or more syringes per day, it is best that a rigid container (e.g.: coffee can) be left in the home. When 3/4 full, the container should be sealed, placed in a garbage bag tied securely at the neck and disposed of with the rest of the household waste.

Laundry

Handling and Changing of Linens

1) Towels and wash cloths should not be shared without laundering in between different users.

2) Gloves are to be worn when handling soiled linen.

3) Soiled clothing and linens should be washed as promptly as possible.  Ideally, they should be machine washed in hot (160 degrees F) soapy water.  If appropriate (colorfast material) a cup of bleach may be added to the water.

4) If a washing machine is not available, soiled linens should be soaked in cold water (to lift stains) containing bleach (1:10 dilution) for 15-20 minutes.  Wearing gloves, work out stains.  Rewash with hot soapy water.

5) Commercial or home clothes dryers are the preferred method of drying linens.  If not available, air dry linens, preferably in the sun.

Equipment/Non-Disposable Instruments

1)
Disposable instruments will be used whenever available.

2)  Bedpans/Commodes/Urinals

a.
Bedpans, urinals and commodes being used by only one patient should be cleaned on a regular basis with household detergent.

b.
Shared commodes do not require special precaution unless diarrhea, herpes lesions, or incontinence are a problem.  If this is the case, clean and disinfect with a 1:10 dilution of bleach after each use.

3)
Thermometers

a.
Electronic thermometers with disposable sheaths need no special precautions unless they become visibly soiled, in which case they should be wiped with a disinfectant solution.

b.
Glass thermometers used in the home should be rinsed with soap and water after use. If the thermometer will be used by more than one family member, it should be soaked in 70-90% ethyl alcohol for 30 minutes followed by a rinse under a stream of water in between users.

4)
Medical Equipment

a.
No special precautions are indicated for equipment that does not have contact with blood or body fluids.

b.
In the event a non-disposable piece of equipment (e.g.: stethoscope, bandage, scissors) comes in contact with blood or body fluids, a 1:10 dilution of bleach or other detergent may be used to clean it.  Soiled blood pressure cuffs may be washed in hot soapy water.

Kitchen/Food Preparation

1)
Hand Washing


The key to safe food preparation is good hand washing prior to touching food.

2).
General Hygiene


"Tasting" of food during cooking should be done with a new clean spoon each time.

3).
Cleaning of Kitchen


Counters, sinks, and floors in the kitchen should be free from food particles and cleaned with a disinfectant regularly.

4)
Refrigerator


The interior of the refrigerator should be cleaned with soap and warm water regularly to control molds.

5)
Food Freshness


Observe expiration dates and general freshness of food.  Do not use cracked eggs due to the likelihood of Salmonella contamination.

6)
Food Storage


Store open packages of food (e.g.: sugar) in covered container to discourage infestation.

7)
Food Preparation


Pork, poultry and eggs should be thoroughly cooked before eating.  Porous (e.g.: wood) cutting boards used for poultry should not also be used for fruits and vegetables.

8)
Dishes/Utensils


Wash dishes and utensils in hot soapy water.  The water should be hot enough to require the use of lined gloves.  Allow dishes to air dry.  Known infected persons do not need to separate dishes or utensils provided they are washed as described.

9)
Sponges


Sponges used to clean in the kitchen should not be the same sponges used to clean bathrooms and body fluid spills.

10)
 Special Considerations for a Person with HIV/AIDS:

a.
Since unpasteurized milk and milk products have been associated with Salmonella infections in the past, these should be avoided.

b.
If organically grown food is used (composted with human or animal feces), food should be washed thoroughly.
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Infection Control

	Mandatory Rubella Immunization Program (Sect. 75030, 75031 (a))
	



PURPOSE:  To prevent the transmission of Rubella from employees to female patients and employees that are 
in the early stages of pregnancy who are not immune to Rubella.


POLICY:

A.
All new-hire applicants will be tested for Rubella.

B.
New-hires who are positive for Rubella antibody are considered immune.

C.
Personnel who are negative for Rubella antibody are considered non-immune and will be required to have Rubella vaccine. Non-immune employees will receive a certified letter from the Clinic Administrator entitled "Rubella Vaccination Letter". The vaccine will be given at no cost to the employee. Exception:  employees whose religious beliefs do not permit vaccination are exempt from this program; a signed request for non-participation is required.

D.
Non-pregnant female personnel of child-bearing age will be given the vaccination during their menstruation period, after being fully informed of the dangers of pregnancy in the following three (3) months.

E.
If pregnant, the employee will be instructed to receive vaccination after pregnancy is finished.

F.
A consent form must be signed before any vaccination will be given to the employee.

G.
Non-immune employees may not enter the room nor provide care for patients with suspected or diagnosed Rubella, except in an emergency situation.

H.
New employees will be informed of this mandatory vaccination program during General Orientation by the Clinic Administrator.

I.
Non-compliance will result in disciplinary action.  A verification statement from the employee's physician will document that the employee has been informed of the risk and waiver releasing us of future liability, signed by the physician and employee.
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Infection Control

	Measles (Rubeola) Vaccination Program for Volunteers (Sect. 75030, 75031 (a))
	


PURPOSE:

To protect Volunteers from acquiring and transmitting Measles (Rubeola) to patients and staff by:

1) evaluating the Measles immunity status of volunteers participating in the program and 

2) immunizing susceptible volunteers against Measles.

POLICY:


A.
All volunteers will be considered immune if born before January 1,1957 or if the volunteers has documented evidence of prior Measles disease or laboratory evidence of measles immunity or evidence of prior immunization.


B.
All volunteers who wish to be vaccinated must read the provided literature on Measles vaccine and may talk with the Director of Medical Services about the vaccine.


C.
Consent form for Measles Vaccine must be signed by the volunteers before the vaccination can be scheduled. One (1) witness is necessary. 

D.
Any adverse reaction such as injection site soreness, fever or rash should be reported to the Nurse Practitioner.


E.
The Clinic will pay the cost for the vaccination.


F.
Measles vaccine will not be given to pregnant women.


G.
Female volunteers whose last menstrual period was more than thirty (30) days previous will be included in the category of pregnant employees.


H.
Family members of volunteers desiring the vaccine should consult their private physician regarding vaccination.  


I.
All volunteers will be informed of the availability of Measles vaccine during orientation.


J.
Documentation of vaccine administration will be maintained.
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Infection Control

	Medical Evaluation Post Exposure (Sect. 75030, 75031 (a))
	


MEDICAL EVALUATION AND TREATMENT FOLLOWING EXPOSURE

TO BLOOD OR BODY FLUIDS

Employee Name                                                
Circumstances                                              
SSN                                                               
                                                                
Date of Birth                                                     
                                                                
Department                                                      
                                                                
Date of Exposure                                             
                                                                
Emergency Treatment Given                                                                                  

Hepatitis B Screening Results:


Employee                                            
Known Source                                              

HBIG Injection Given     Yes      No
Remarks:                                                               
Hepatitis B Vaccination (Energix B)

Date


Lot#



1st Dose

           

          



2nd Dose

           

          



3rd Dose

           

          



HBSAB Test Results:                 

Date:                
Anti HIV - 1 Testing


Initial Results, Employee                                  
Known Source                                  

Six Weeks Post Exposure:                          date
                                         result


Three Mos. Post Exposure:                         date
                                         result


Six Mos. Post Exposure:                            date
                                         result

Final Medical Evaluation:                                                                                                                                                                                                                                                    
Signature of Health Care Professional:                            

I have been informed of the results of the medical evaluation of my exposure to possible fluid and/or bloodborne pathogens and have received a copy of this treatment record.

Employee Signature:                                                                                                                
Date Employment Terminated:     
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Infection Control

	Meningococcal Meningitis Exposure (Sect. 75030, 75031 (a))
	


PURPOSE:


To prevent the spread of meningococcal meningitis.

Meningococcal Meningitis - 
an acute bacterial disease.

Mode of Transmission -

by direct contact, including droplets and discharges from nose and throat of infected persons or CSF.

Incubation Period - 

varies from two to ten (2-10) days, commonly three to four (3-4) days.

PROCEDURES AFTER EXPOSURE

1.          Occupational Health Nurse Practitioner is notified of exposure by the Director of Medical Services, appropriate Director or the Lead RN in charge.

2.
The Clinic compiles their exposure list and sends the list to the Director of Medical Services, and the Occupational Health Nurse Practitioner..

3.
Prophylactic treatment is not necessary except under unusual circumstances, i.e., a person administering mouth to mouth  resuscitation or in contact with infected patient's oral, nasal secretions or cerebral spinal fluids.

4.
If treatment is recommended the physician will write the prescription, i.e., 


a.
Rifampin 600 mg p.o. bid x 2 days (Rifampin must not be given to pregnant women).


b.
Ciprofloxacin 750 mg p.o. one time (Cipro must not be given to pregnant women).


b.
Or the current drug of choice.

5.
All exposed personnel are instructed to report for further evaluation if they develop headache, fever, stiff neck, or altered mental state.
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Infection Control

	Patient Care Equipment Cleaning (Sect. 75064-75066)
	



PURPOSE:


To prevent transmission of infection through soiled patient care equipment.

POLICY:

Equipment must be kept visibly clean at all times.  This responsibility lies with the Clinic staff.

Equipment will be regularly checked for cleanliness by clinic staff and cleaned by them as needed.
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Infection Control

	Personnel Health Policies and Procedures (Sect. 75051)
	


PURPOSE:

It is the intent of the Clinic to prevent transmission of infection among staff, volunteers, patients and visitors.  

POLICY:

The Director of Medical Services and Nurse Practitioner will coordinate activities to implement these programs. 

The following section contains health policies that pertain to employees. These policies and procedures will also apply to all volunteers and students.

Injuries or infections affecting volunteers and students will be addressed under the Clinic’s liability policy rather than worker’s compensation. 
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Infection Control

	Removal of Teeth or Tissue from Clinic (Sect. 75067-75068)
	


PURPOSE:

To prevent the spread of infection and improper disposal of biohazardous waste.
POLICY:

No teeth, tissue samples or body parts will leave the Clinic in an unauthorized manner.
PROCEDURE: 

All tissue or other portions of the human body will be prepared for transport to a licensed reference laboratory in accordance with bloodborne pathogen standards and transported by laboratory or other trained personnel.

Teeth and other dental appliances and impressions will be disinfected using approved procedures and transported only by designated, trained personnel.
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Infection Control

	Reporting of Infectious & Communicable Disease (Sect. 75025)
	


PURPOSE:

To outline procedures for the reporting of infectious and communicable disease.

POLICY:

The Lead RN, Director of Medical Services or appropriate Director shall be responsible for reporting infectious and communicable diseases to the proper agencies.

Each supervisory employee (any employee who supervises a medical session) will be oriented to the types of diseases and infections to be reported.

All Clinic staff will be oriented to the need to isolate patients who may have a communicable disease while they are in the Clinic.  Desk personnel are to offer masks to anyone in the waiting area with a cough and immediately notify the medical person in charge of the session of patients or visitors who appear febrile or who have a rash.  Any patient with suspected varicella, rubella, or rubeola will be asked to wait in their car until they can be evaluated

Patients will be reminded to have only the most necessary person accompany them to the Clinic.  It is especially important that children and pregnant women wait for them at home unless they are also to be seen.

Reporting forms and instructions for common occurrences (i.e., TB, Hepatitis) are to be kept in a notebook titled “Reportable Situations”.

Copies of all reports sent out will be maintained in the “Reportable Situations” notebook.

Documentation in the patient’s record will include all education and precautionary instructions to the family, the time and place of follow-up and the importance of follow-up.

Any condition that may have exposed the Clinic staff, patients or visitors to infection needs to be documented on an Incident Report Form (Non-Confidential), along with the names of those exposed if known.

The Director of Medical Services or appropriate Director will determine what follow-up may be required.   
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Infection Control

	Sample Consent Form for Measles Vaccine (Sect. 75026, 75030[2])
	



CONSENT FORM FOR MEASLES VACCINE 
I have read the attached information about the vaccine and have had the opportunity to ask questions and understand the benefits and risks of measles vaccination. I understand that I must have one (1 dose of vaccine to confer immunity.  However, as with all medical treatment, there is no guarantee that I will become immune or that I will not experience an adverse side effect from the vaccine. I understand that the Clinic is not liable for any adverse effects which may result following administration of the vaccine. I am not pregnant and I have had my regular menstrual period in the past thirty (30) days (if female). I request that the Measles vaccine be given to me. I have been given a copy of this consent form.

Name of person to receive vaccine (please print)

Date Vaccinated
Lot #

Signature of person receiving vaccine

Signature of Witness





Date Signed
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Infection Control

	Support for Infection Control (Sect. 75030, 75031(a))
	


GENERAL STATEMENT OF POLICY

The Clinic is committed to the best and safest patient care it can provide.  Infection Control policies and procedures will be monitored and improved as a part of regular Quality Assurance Evaluation Program activities.

1. Infection rates will be monitored and trended.

2. Management will support Infection Control activities with:

a. budget

                             b.           staff
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Infection Control

	Work Restrictions, Patient Contact (Sect. 75027-75028, 75050-75052)
	


PURPOSE:

To prevent spread of infection by infected volunteers.

POLICY:

All volunteers diagnosed with a condition listed below that has direct patient contact or is processing sterile supplies, shall abide by the following guidelines.

Disease/


Remove From

Work




Condition


Patient_Contact

Restrictions

Duration      

AIDS



No

Assess case by








case

Conjunctivitis


Yes

N/A


Until drainage

stops (24 – 48 hrs

on appropriate 

antibiotic) 

Cytomegalovirus


No

Very careful

Infection





handwashing

Diarrhea,



Yes

N/A


Until symptoms defined as 6-8








           cease or the cause watery stools per








is determined

day longer than 2 days

Diarrhea, caused


Yes

N/A


Until symptoms stop.

by Salmonella,







Instruct in careful hand-

Shigella, Giardia







washing













.

Hepatitis A or B


Yes

N/A


Until 7 days after

Acute








onset of jaundice

Hepatitis Non A


Yes

N/A


Until 7 days after

(Hepatitis C)







onset of jaundice

Hepatitis B


            No       Utilize gloves

            Until antigenemia

Antigenemia




for any procedures
resolves








that involve trauma








to tissue or contact








with mucous membrane








or non-intact skin.

Herpes Simplex


No

Staff with ex-

Until lesions heal

(Genital)





tensive primary








lesions should not








care for infants or








immuno-compromised








patients. Careful








handwashing.

(Hands-Herptic


Yes

N/A


Until lesions heal

Whitlow)

(Orofacial)


No

Employee will be
Until lesions heal








required to wear








a mask and utilize








strict handwashing.

Herpes Zoster


Yes

N/A


Until lesions heal

(shingles)

Staphyloccus


Yes

N/A


Until lesions heal

or Streptococcus

skin infection

Streptococcal


Yes

N/A


Until 24 hrs.

pharyngitis







            after initiation 











of effective











antibiotic

Varicella Zoster


Yes

N/A


Until lesions are

(chicken pox)







dry and crusted

Varicella



Yes

N/A


From 10th to 21st

Susceptible persons






            day after              

who have been exposed






exposure

(room contact)
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	General Personnel Statement (Sect. 75027-75028, 75050-75052)
	


General Statement:

The Clinic will recruit an adequate number of qualified volunteers to meet staffing needs, provide orientation of new volunteers and provide supervision systems designed to improve patient services and volunteer efficiency. Continuing in-service training will be provided to ensure quality patient treatment.  Volunteers shall be given training in infection control, privacy policies and emergency procedures consistent with the services provided in the Clinic. The Clinic will provide each volunteer with a copy of the relevant job description. 

Paid staff at the Clinic are subject to the policies, procedures, and other requirements delineated in the Center Employee Handbook.

Health Examinations:

(a) All persons working in the Clinic, including volunteers, shall have a health examination within six (6) months prior to employment or within 15 days after employment and at least annually thereafter by a person lawfully authorized to perform such an examination. Each examination shall include a medical history and physical evaluation. The examination shall include laboratory work if indicated by the practitioner. The report signed by the practitioner shall indicate that the person is able to perform assigned duties and that a health condition that would create a hazard for the employee, fellow employees, patient or visitors does not exist.

(b) The initial health examination and subsequent annual examination shall include a purified protein derivative intermediate strength intradermal skin test for tuberculosis or a chest X-ray. Positive reaction to the skin test shall be followed by a 35.56 cm x 43.18 cm (14” x 17”) chest X-ray. Evidence of tuberculosis screening within 12 months prior to employment shall be considered as meeting the intent of this regulation.

(c) The Clinic shall maintain a health record of each employee which includes reports of all employment related health examinations. These records shall be kept for a minimum of three years following termination of employment.

(d) All persons working in the Clinic who are known to have symptoms of infectious disease shall be removed from contact with patients.
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	Assisting Volunteers with Life Threatening Illnesses (Sects. 75049, 75050) 
	


POLICY:
The Clinic recognizes that volunteers with life-threatening illnesses, including but not limited to cancer, heart disease and AIDS, may wish to continue to engage in as many of their normal pursuits as their condition allows, including volunteerism. As long as these volunteers are able to meet acceptable performance standards and medical evidence indicates that their conditions are not a threat to themselves or others, it is the Clinic’s policy that all Clinic Directors be sensitive to the conditions of these volunteers and ensure that they are treated with respect, dignity and in a manner that is consistent with other volunteers.

Similarly, because the Clinic has a corresponding obligation to provide a safe work environment for all volunteers, patients, visitors and physicians, it is also the Clinic’s policy that precautions be taken to ensure that any volunteers’ condition does not present a health or safety threat to patients, visitors, physicians and other volunteers.

Consistent with our concern for all those affected with life threatening illnesses and with our mission to serve the health care needs of all who are in need, the Clinic will establish procedures that reflect the spirit of this policy and the following guidelines.

1.
Management and volunteer education and information on terminal illness and specific life-threatening illnesses should be available.

2.
Referral to agencies and organizations, which offer supportive services for life-threatening illness, should be available.

3.
Each volunteer’s health condition is personal and confidential and precautions must be taken to protect that information.

4.
Demonstrates sensitivity in responding to the concerns of co-volunteers who feel threatened by another's life-threatening illness by emphasizing education as the means to resolving fear and misunderstanding.

5.
Encourage volunteers with life-threatening illness to seek assistance from established community support groups for medical treatment and counseling services so that they will not suffer the negative effects of isolation that frequently accompanies life-threatening illnesses.

6.
Understand that continued volunteer opportunities for an individual with a life-threatening illness may sometimes be therapeutically important in the remission or recovery process, or may help prolong that volunteer’s life.

7.
Communicate with your words and actions the spirit of respect and dignity that motivates our care and service to all that are in need.
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	Clinical Privileges (Sect. 75027-75028, 75050-75052)
	


POLICY:

Each licensed practitioner will provide care under the auspices of the Clinic only in accordance with their delineated privileges.

PROCEDURE:
When a practitioner has been accepted to practice in the Clinic, the scope of their practice will be delineated.  These privileges will not exceed the scope of the qualifications that have been verified in the credentialing process, nor will they exceed the scope of care offered by the Clinic.

These clinical privileges will be reviewed every two years.  More frequent review will occur if the Director of Medical Services or relevant Director feels that closer scrutiny would be in the best interests of patient care.
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	Credentialing & Privileging of Licensed Medical Practitioners (Sects. 75027-75028, 75050-75052)
	


GENERAL POLICY:
All individuals permitted by law and the Clinic to practice independently are appointed through a defined process.


SPECIFIC POLICY:

The Director of Medical Services, acting alone or through an organized staff, shall review the credentials and ascertain the validity of credentials of all the Clinic medical staff members.
The Director of Medical Services will be responsible for ensuring that all members of the medical staff meet the minimal requirements necessary for membership on the medical staff at the Clinic. 

Members of the medical staff shall be composed of practitioners licensed to practice in the State of California, shall have no disciplinary actions against them and will practice only within the privileges accorded to them while acting on behalf of the Clinic.

All practitioners practicing at the Clinic shall be subject to the Mission Statement and to the scope of services provided by the Clinic. 

All new medical staff members will be oriented to the policies and procedures of the Clinic to include infection control, scope of services, emergency procedures, and medical record requirements.

All licensed practitioners shall undergo the same credentialing procedures, and the process shall be complete prior to assuming any patient care activities in the Clinic.

Clinical privileges will be accorded based on the provider’s ability to satisfactorily perform such privileges.

All clinical privileges will be reviewed or revised every two years.

DEFINITIONS:

Credentialing:  Process of assessing and validating the qualifications of a licensed practitioner to provide patient care services in a given setting.

Privileging:  Authorization granted by the governing body to provide specific patient care services in the Clinic within defined limits, based on an individual’s license, education, training, experience, competence, health status, and clinical judgment.
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	Credentialing Criteria (Sect. 75027-75028, 75050-75052)
	


POLICY:
Credentialing criteria will be uniformly applied to all licensed practitioners applying to practice at the Clinic. 

PROCEDURE:

All practitioners wanting to volunteer at the Clinic will provide the following information:

Current licensure: Must be licensed to practice in California.

D.E.A. Registration: Optional if practitioner does not write prescriptions.

Furnishing Number: If NP job description requires, must be current and verifiable.

Relevant training: Must be verifiable from the original source.

Relevant experience: Complete work history, without gaps in time frame.

Current competence: Board certifications and recommendations from other practitioners or organizations.

Professional liabilities: Any suits or claims, medical or personal, settled or active must be disclosed.  National Data Bank will be accessed for verification.

Clinical privileges at other organizations: Verification of practice in other local venues.

Malpractice insurance coverage: If in active practice must have proof of current malpractice coverage.  If retired must have verification that there are no pending actions and that he/she is insurable.

Health status (general): Physical and mental abilities adequate to perform medical care in a safe and effective manner.
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	Curtailing or Discontinuing Clinical Privileges (Sect. 75027-75028, 75050-75052)
	


PURPOSE:

To define the process of curtailing and discontinuing clinical privileges. 

POLICY:

The Director of Medical Services and relevant Chief of Service will recommend the denial, curtailing, or discontinuance of clinical privileges if they feel it is in the best interest of patient care or of the Clinic as a whole.
PROCEDURE:

Licensure and Qualification information shall be reviewed.

Results of peer review activities will be taken into consideration.

Any practitioner who is not accorded privileges at the Clinic or whose privileges are discontinued or changed will be given the opportunity to appeal the decision. The appeal procedure will be spelled out in the notice to the practitioner.
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	Dress Code (Sects. 75027, 75028, 75050-75052)
	


GENERAL POLICY
The professional image of all personnel is a matter of pride and dignity to each individual person and to the Clinic. The Clinic Administrator and Directors are responsible for enforcing this policy. All clinic staff are expected to maintain a professional appearance with conscientious attention to the manner and neatness of dress and to accepted grooming and personal hygiene habits.  

SPECIFIC POLICIES

Volunteers are to wear clothing appropriate to their designated office and/or department. No volunteer is allowed to wear clothing that has vulgar language/graphics on it. Clothing must be clean, neat, and in good repair when reporting for work. Clothing such as see-through garments, bare shoulder garments, tube and tank tops, or short shorts may not be worn while on duty.  

Safety equipment and/or wearing apparel must be worn at work at all times when prescribed by a particular job assignment and/or law.

RELIGIOUS ATTIRE
Bonafide religious garments may be worn in lieu of the appropriate clothing as described above but must be clean, neat, and in good repair when reporting for work.

SHOES
Shoes must be clean at all times. All shoes will have non-skid soles. Closed toe shoes will be worn in all patient treatment areas.

GROOMING STANDARDS
Excellent grooming standards are to be maintained at all times while on duty. Hair must be neat, clean, and well trimmed within the fashion or style of cut.  Hair nets or scrub caps for either health or safety reasons, are to be worn when necessary or prescribed by law.

Cosmetics are acceptable; however, heavily scented colognes, perfumes, and deodorants are to be avoided, particularly in-patient care areas.

Fingernails are to be kept neat in appearance and are to be clean.  Nail lengths should not be so excessive as to cause frequent breaking of nails or tearing of gloves and/or possible injury to patients.

Facial hairs are acceptable, but must be neat, clean and well trimmed.

PERSONAL HYGIENE STANDARDS
Personal hygiene practices are to be maintained at all times while on duty. Routine baths or showers and regular attention to oral hygiene are expected before reporting for duty. Personal cleanliness is a must while on duty, particularly in patient care areas.

Whenever it appears to be justified, volunteers may be required to consult a private physician for any hygiene problems of a medical nature.
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GENERAL POLICY
All volunteers of the Clinic are protected under a general liability insurance policy for injuries or disabilities incurred while performing their job duties. The coverage applies to all volunteers, regardless of status or tenure.  

DESCRIPTION
This plan covers on-the-job injuries and disabilities only. It should not be confused with health insurance or the State Disability Pla,n which covers personal illness and injuries not related to work.

The general liability covers the cost of emergency treatment, ancillary services, follow-up, and/or definitive care of treatment in a doctor's office and hospitalization, if necessary.

SPECIFIC POLICIES

The general liability Insurance is designed to protect employees who incur injuries or disabilities while performing their job duties.

The following procedure must be followed:

1.
When an employee is injured on the job, regardless of how insignificant the injury appears, it must be reported to the relevant Chief of Service or Clinic Administrator immediately.
2. A volunteer’s claim for Volunteers Accident Insurance Benefits must be completed and signed by both the volunteer and supervisor. The supervisor must also complete an Accident Report. 

3. The volunteer should report (with all completed forms) to the Director of Medical Services, or in case of emergency, to the nearest emergency room. The employee may be directed to a Workers’ Compensation Panel Provider. Do not send the employee to their private physician unless they have specifically requested, in writing, and have placed another request in their personnel file, to see their private physician.  If the employee does not wish to be seen by a panel physician, have them compose, sign and date a waiver of treatment.
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PURPOSE:

To ensure the right of patient confidentiality and privacy.

POLICY:

THE CLINIC respects the right of every patient to privacy and confidentiality in their treatment.
A. Patient intake interviews will be done in a confidential manner.  As far as possible all medical and dental history questions will be asked in auditory and visual privacy.  Patient care will be done with as much visual privacy as possible.

B. All medical and dental records will be confidential.  Only those persons directly involved in the patient’s care will have access.  Records, lab reports and any other patient identifiable information will be secured from general view.

C. Phone calls will be made with auditory privacy.  Information of a confidential nature will not be left on answering machines or with a person not specifically named by the patient as authorized to receive the information.

D. All clinic staff will be oriented to the issues of patient confidentiality and will sign the General Volunteer Confidentiality Policy Agreement Form and the AMFC Staff Review of HIPAA Privacy  Policies and Procedures prior to starting in the clinic.  These forms will be retained in the volunteer’s personnel file.

E. All staff will be oriented to keep patient specific information confidential when discussing patient care in public areas.  
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PURPOSE:

To assure that all new staff members are oriented to the Clinic’s infection control program.


POLICY:

All clinic personnel will receive education relative to infection prevention and control.
I.
Training for all healthcare providers on the OSHA Bloodborne Pathogen Standard, which includes Universal Precautions and prevention and control of HIV/AIDS, hepatitis B and other bloodborne diseases in the workplace with annual updates and additional education based on identified need.

II.
Training for all healthcare providers on the prevention and control of Tuberculosis in the healthcare setting which includes respirator training and fit testing (if applicable) for patient care providers with annual updates and additional education based on identified need.

III.
New employee orientation program on the importance of Infection Control and personal hygiene, as well as employee responsibilities in the program is given.  Pertinent Infection Control Committee findings and actions will be included in the program.

IV.
Annual HIV/AIDS information updates targeted to healthcare workers as well as to community healthcare providers are provided.

V. Community Infection Control programs are promoted which includes annual Influenza vaccinations for adults. 

VI.
General Information


Personnel: Personnel should follow the Clinic employee health guidelines to maintain physical condition and prevent spread of infection. They should:

· Report any contact with a patient who has a communicable disease to the Director of Medical Services.

· Follow Employee Health Program Policy when becoming ill on duty.

· Follow Clinic Handwashing Policy.

· Follow procedure for Universal Blood and Body Fluid Precautions/OSHA Exposure Control Plan for Bloodborne Pathogens.

· Follow procedures for TB/Exposure Control Plan for TB.


Handwashing: Frequent and effective handwashing or use of alcohol-based antibacterial hand sanitizer is the single most important means of preventing the spread of infection. Soap, friction and running water are needed to remove dirt, oil, and microorganisms found on the skin. When to wash hands:

· When coming on duty.

· Before and after contact with each patient.

· Before putting gloves on and after removing them.

· Prior to touching clean items that will come in contact with a patient.

· Before meals.

· After contact with anything that is considered contaminated.

· After use of the toilet.

· After contact with any secretions, i.e., blood, saliva, drainage, mucus, or excretions, i.e., urine, feces or vomitus, as in soiled dressings, used sputum containers, soiled urinals, bed pans and catheters.

· After touching the hair and ears and after coughing, sneezing or blowing the nose.



HANDWASHING PROCEDURES - SEE INFECTION CONTROL SECTION


Patients

· Patients suspected of having infections or communicable diseases requiring isolation should be immediately removed from contact with other patients and placed in a designated room as soon as possible. Gloves, gowns, masks, HEPA respirators (if available), and/or goggles are to be worn when indicated 

· The Director of Medical Services must be notified of patients with post surgical wound infections, or with any other infections who have been patients within the past thirty- (30) days.

· Patients with draining wounds or skin lesions are considered as infectious cases.

· Dressings containing medical waste should be placed in red medical waste bags and tied securely.


Instruments and Supplies

· Disposable instruments should be used whenever available.

· All used instruments should be rinsed in the decontamination/clinic utility room and placed in basin for processing.

· All disposable instruments and supplies are discarded after use.

· Used instruments are washed and sterilized.


Drugs are checked monthly for expiration dates.


Refrigerators: Lab and Medication

· Temperature is to be kept 36• - 42• F and is checked and logged daily.

· Defrosted once a month.

· Cleaned weekly with diluted disinfectant.

· No food should be kept in these refrigerators.


Exposed Employees:

Employees exposed to infectious disease will be notified if they are unaware of their exposure. The Director of Medical Services should be notified. Follow-up will be made according to Employee Health Policies and Procedures, depending upon disease entity under consideration, the nature of the exposure, and risk factor to which the employee may be subject.

Environmental Control:

· Bathrooms, floors, sinks are to be cleaned daily with disinfectant by the Housekeeping Department.

· Examination tables are cleaned weekly with disinfectant. Exam tables are scrubbed down by staff once a day.  

· All equipment used for infectious cases must be cleaned after each case with the Clinic-approved germicide.

· Examination table covers should be changed between each patient.


Patient Care Rules/Procedures

RULES





PROCEDURES






Patients with fevers of unknown origin,

Obviously infected patients are to be placed 

patients with productive coughs or 

             in exam room as soon as possible after identification. suspected/known TB, those with                            Patients in open waiting rooms or
 who are productively diarrhea, those with draining wounds,                         coughing will be given a mask to wear to prevent possible

and those with skin eruptions, will be                       cross-contamination until placement in

removed from other patient contact.

             an exam room is possible.

Patients with draining wounds or lesions

Gloves, gown and mask are to be worn

(drainage contained by dressings) shall

when working with the infected wound not

be considered infectious; use Universal

contained by dressings.  Gloves are worn

Precautions. If drainage is not contained

when handling wounds with drainage con- 

by a dressing, contact isolation is to be

tained by a dressing.

used.

All instruments are washed prior to return
            Wash instruments in approved germicidal

for sterilization.




solution, dry, and place sterilizing bags.

Patient exam rooms shall be cleaned 

Clinic personnel will wipe down furniture

between patients.



            and diagnostic equipment with approved







germicidal solution as appropriate, when







patient leaves.  At least once weekly, patient







furnishings will be thoroughly washed.

Outpatient Cleaning Procedures

· Care of patient with infected wound:

· A room equipped with a sink and a soap dispenser should be used in the case of infected wounds, i.e., incision and drainage.

· Instruments must be rinsed with running water, and put to soak in the instrument tray in each exam room.

· 3.
Linen must be placed in a soiled linen bag, disposable items must be discarded   properly.

· Dressings are to be placed in a trash bag, tied securely at the top and placed in the appropriate container.  If contaminated with medical waste, follow procedures for medical waste disposal.

· Tables are to be wiped with disinfectant.

Care of the patient with communicable disease requiring isolation or precautions:

· If the presence of disease is known in advance, remove all unnecessary furniture and supplies from the room to be used by this patient.

· When the disease is known or suspected, personnel must follow isolation precautions while treating the patient.

· If the patient is to be admitted to the hospital, precautions must be taken to prevent the spread of infection or disease when the patient is transported. Mask and/or gown the patient as indicated.

· Place clothing in a plastic bag and send it home with the family with instructions for disinfection.
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THE CLINIC has established this Internet Usage Policy for all volunteers, consultants and other persons when they act on behalf of THE CLINIC, or otherwise use facilities, computers, communication systems, equipment or software owned, provided or possessed by THE CLINIC. This policy applies to all aspects of the Internet, including the World Wide Web, on-line bulletin boards and all other external on-line system.  THE CLINIC may change this policy at any time for any reason.  Please review this policy carefully, sign the enclosed acknowledgment form and return it to the clinic Administrator.  You may not access the Internet on behalf of THE CLINIC, or use THE CLINIC Resources to access the Internet, until you have returned the enclosed acknowledgment form.

1) You may contact the Clinic Administrators or Medical Director if you have any questions or comments concerning this policy.

2) THE CLINIC provides Internet access solely for the purpose that its volunteers, consultants, agents and representatives can carry out their responsibilities on behalf of THE CLINIC.

3) By way of example, and not limitation, you may not use Company Resources to:

· Establish a separate Internet or Internet service electronic mail account for your personal use or for use in the duties of your job and your responsibilities to THE CLINIC without the prior written consent of the Medical Director.

· Access, download, transmit or store pornographic, obscene, violent, illegal or sexually explicit information or material in any form.

· Access, download, transmit or store information or material owned by another party that are protected by patent, copyright, trade secret or other intellectual property rights without the proper consent of the owner of such rights.  A copy of such consent or associated license shall be forwarded, immediately upon receipt, to your manager.

· Harass, demean or defame any person, or discriminate against any person on the basis of that person’s race, gender, ethnicity, religion, age, color or other criterion prohibited by federal or state law.

· Access or transmit any confidential, proprietary or trade secret information of THE CLINIC, including, without limitation, information concerning THE CLINIC finances and business operations without the prior written consent of the Medical Director. 

· Conduct, or solicit for, political, personal, religious or charitable causes or other commercial ventures outside the scope of your responsibilities to the THE CLINIC.

· Interfere with or perform an unauthorized access of THE CLINIC, any other company’s or any person’s hardware, software or data.

4) THE CLINIC reserves the right to review, audit, intercept, disclose, access, restrict access to or remove any information that you permanently or temporarily download, and all records and logs relating to such information (including URLs searched), at any time and for any reason.

5) Any information that you download, either permanently or temporarily, must be immediately scanned for viruses before it is used.  You may only use passwords and encryption keys that have been authorized in writing by THE CLINIC.  You may not disclose passwords or encryption keys to other persons, except as authorized in writing by THE CLINIC.

6) Any violation of this Internet Usage Policy will subject you to disciplinary action.
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PURPOSE: 

To set forth policies of volunteerism at will.

POLICY:

The volunteer relationship is based on the mutual consent of the volunteer and THE CLINIC. Either THE CLINIC or the volunteer may terminate the relationship at will, without cause or advance notice at any time.  This policy may not be altered by anyone other than the Board of Directors.

THE CLINIC reserves the right to add, modify or delete clinic policies and procedures at any time without advance notice. 

THE CLINIC will retain a copy of signed volunteer forms indicating acknowledgement of THE CLINIC Policies & Procedures. 

VOLUNTEER RECORDS

GENERAL POLICY
The Clinic Administrator/s is charged with the total responsibility for acquiring and maintaining relevant information for each volunteer of the THE CLINIC. This includes Licensure information and information regarding specific required medical tests results. 

SPECIFIC POLICIES
(a) Current and accurate personnel records for all persons volunteering with the clinic will be maintained. The record shall include the person's full name, social security number, license, registration or certification number, if any, and date of expiration, employment classification, date of beginning employment, date of termination of employment and performance evaluations. Such records shall be retained for at least three years following termination of employment.

(b) Volunteer personnel records shall be maintained in a confidential manner and shall be made available to representatives of the Department upon request in order to ensure compliance with the requirements of these regulations.
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PURPOSE:

To ensure that untrained, non-immunized persons are not exposed to possible infection, private health information or hazardous situations.

POLICY:

The policy of the Clinic is that only personnel who have been properly trained and oriented will be present in patient care areas.
PROCEDURE:

All staff and volunteers will be oriented to Universal Precautions, bloodborne pathogens, hazardous waste, HIPAA and have health clearance before participating in any clinic activities in patient care areas.
No visitors or untrained persons will be allowed to observe in any clinic area without the expressed permission of the Director of Medical Services or appropriate Chief of Service.

No one under 16 years of age may be in patient care areas at any time.

Patients’ right to privacy dictates that all care be privileged information, including all aspects of the process and should not be observed by those without the need to know. 
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PURPOSE:

To ensure fair and equitable treatment for all staff members.

Definition:

A problem or concern is defined as a staff member’s expressed feeling of dissatisfaction or discontent. It could be in regard to work conditions, policies, alleged discrimination, harassment, or anything else that prevents a fair and productive work environment.

POLICY:

Volunteers are encouraged to use the following procedure so that problems can be addressed and resolved as soon as possible. Please do so within twenty-four hours after you become aware of the situation. Whenever two or more volunteers have a common or similar complaint, one individual can be selected to represent the others.

Step 1: The Medical Director or appropriate Chief of Service (For a medical or dental issue, if not applicable, go to Step 2)

· The Medical Director or appropriate Chief of Service checks the circumstances and provides a solution to the problem within two Clinic operation days.

· In the event the volunteer/s is still not satisfied, proceed with Step 2.

Step 2: The Clinic Administrator/s (for all other issues)

· The volunteer brings the situation to the attention of the Administrator in writing within two Clinic operation days.

· The Administrator investigates the circumstances and returns a decision to the employee within two Clinic operation days.

· The Administrator’s decision on a given issue does not set precedent nor binds future decisions, unless so stated as office policy.
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PURPOSE:
To provide for the preservation of vital and important records in the Human Resources department. It identifies all records that require retention beyond two years.

POLICY:

RECORD






RETENTION
Education and Training Records




6 years

Volunteer health medical records:


a.  All volunteers not subject to OSHA


6 years

 
b.  All volunteers subject to OSHA


            Duration of volunteer period plus









30 years

Volunteer personnel records




6 years from end of volunteer period

Job classifications





            6 years

OSHA log and summary; OSHA forms



5 years

Pesticide training program records



            2 years

Volunteer personnel records




2 years
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GENERAL POLICY

The Industrial Welfare Commission Wage Order 5-80 requires that all Employers grant a rest period of ten (10) minutes for each four (4) hours worked. THE CLINIC’s hours of operation will not exceed 3 hours However, if a volunteer requires a work break, the THE CLINIC will grant this. Breaks must be scheduled with the relevant Chief. 
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GENERAL POLICY
Despite THE CLINIC being a strictly volunteer managed clinic, should the need arise to sever the relationship between THE CLINIC and the volunteers; this policy is designed to help achieve fairness and equity for all persons who leave THE CLINIC.

SEPARATION NOTICE

A Separation Notice form must be completed with all available information that the Director of Service or Clinic Administrator/s can provide when the volunteer relationship is being terminated for any reason. This notice must also be signed by the volunteer. 
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GENERAL POLICY

It is the policy of the THE CLINIC to provide an environment free of sexual harassment.

Sexual harassment is a violation of Title VII of the Civil Rights Act of 1964 and of the California Fair Employment Housing Act, and it is against the policy of THE CLINIC for any doctor, dentist, and member of management including Administrator/s and Chiefs, or volunteer, male or female, to sexually harass another person in the clinic by:

A.
Making unwelcome sexual advances or requests for sexual favors or other verbal or physical conduct of a sexual nature explicitly or implicitly, or

B.
Making submission to or rejection of such conduct the basis for a decision affecting the volunteers involvement at THE CLINIC, or

C.
Unreasonably interfering with a volunteers work performance or creating an intimidating, hostile, or offensive work environment by such conduct.

Sexual harassment is behavior that is not welcome, that is personally offensive, that fails to respect the rights of others, and lowers morale.  Sexual harassment may take several different forms.  One specific form is a demand for sexual favors.  Other examples of sexual harassment are:

•
Verbal - Sexual innuendoes, suggestive comments, jokes of a sexual nature, sexual propositions, or threats.

•
Nonverbal - Sexually suggestive objects or pictures, graphic commentaries, suggestive or insulting sounds, leering, whistling, or obscene gestures.

•
Physical - Unwanted physical contact, including touching, pinching, brushing the body, coerced sexual intercourse, or sexual assault.

Sexual harassment may be overt or subtle.  Some behavior may be appropriate in a social setting but may not be appropriate in the workplace.  But whatever form it takes, verbal, nonverbal, or physical, sexual harassment can be insulting and demeaning to the recipient and cannot and will not be tolerated in the THE CLINIC.  Sexual harassment by a doctor, dentist, member of management including department director and supervisor, employee or not an employee will not be tolerated.  All members of management including Administrator/s and Chiefs and other volunteers alike are expected to comply fully with this policy and take appropriate measures to ensure that such conduct does not occur.  Appropriate disciplinary actions will be taken against any one who violates this policy against sexual harassment.  

REPORTING PROCEDURES

Any volunteer who believes that he or she has been subjected to sexual harassment should immediately report the alleged act to the Clinic Administrator/s.  If a complaint necessary, it should be filed directly with the Board of Directors.

A.
THE CLINIC recognizes that the question of whether conduct is purely personal or is discriminatory in nature is one of fact, and that false accusations of harassment can have serious consequences for those who are wrongly accused.  Therefore, all complaints will be treated with maximum feasible confidentiality and will be investigated and resolved promptly.

B.
THE CLINIC will take all reasonable steps to protect a volunteer who reports harassment from continuing harassment and from retaliation due to having reported the harassment.  THE CLINIC will also take all reasonable steps to protect witnesses who cooperate in any investigation of alleged harassment from retaliation due to their cooperation.

If the investigation reveals that the complaint is valid, prompt attention and disciplinary action will be taken to stop the harassment immediately and to prevent its reoccurrence.

NOTE:  Doctors, dentists, Administrator/s, Chiefs and all other volunteers must recognize the potential conflict of interest and liability for sexual harassment when becoming involved in any personal, romantic, or special relationships with personnel of the THE CLINIC and are therefore cautioned to refrain from such relationships.
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PURPOSE:

To protect Clinic employees, patients and visitors from the harmful effects of smoking.
POLICY:
In the interest of health and fire safety the following policy will be enforced:
Personnel, patients and visitors will not be permitted to smoke anywhere within the Clinic area or in any area outside of the clinic where smoke will enter the clinic.
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PURPOSE:

To prevent any possibility of intimidation, harassment, or undue influence 
POLICY:

Soliciting or selling for any purpose by volunteer, patients, visitors, or the general public is not
permitted on Clinic premises.  
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PURPOSE:

To ensure that Clinic volunteer and staff members are up-to-date in their knowledge and responsibilities.

POLICY:

Health Center values staff development as an organizational core element. We require that each staff person attend work-related trainings and encourage them to attend additional trainings that increase knowledge and skills. 

Training within the Clinic will be provided when possible or necessary in the form of employee meetings, seminars, and conferences, subject to budgetary limits. It is the responsibility of each employee to become familiar with the policies, procedures, rules, and regulations governing the Clinic and the projects in which it is engaged.

The Clinic Director will conduct monthly meetings with the Clinic Staff to monitor and ensure how well staff implements clinic activities and follow established protocols. The Clinic Administrator will supervise all clinic staff to ensure fidelity, ongoing continuous quality improvement, and oversight and support of all volunteers 

Clinic Director will conduct monthly meetings with the Program Staff to review how the program is running and make changes as needed.
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PURPOSE:

To define the process for staff members to be excused from an aspect of patient care, this may be contrary to their beliefs. 
POLICY:

The Clinic recognizes and supports staff diversity in personal cultural values, ethics and religious beliefs.  Every effort will be made to orient potential new volunteers to the mission, belief system and services of the Clinic to provide the opportunity to avoid or plan for possible areas of conflict. The staff will be advocates for the highest available standards of patient care at all time.

PROCEDURE:

Any staff member may ask to be excused from an aspect of patient care, or a particular patient’s care due to a conflict with their personal belief system.

Every effort will be made to schedule sufficient staff to cover such situations as they arise.

In the case of an emergency, the patient’s immediate need will supersede the staff member’s personal feelings.

Requests to be excused may be verbal at the time of occurrence or in writing in the employee’s file.

There will be no sanctions against an employee who declines to participate in a specific procedure or patient’s care except if that refusal puts the patient in immediate danger or the refusal seems to be capricious and discriminatory in nature.

Every effort will be made to resolve such issues through continuous monitoring of the scope of services provided by the Clinic.

The patient’s dignity will be respected at all times. Any discussion of the issues involved in the declination to participate in that patient’s care will be done in a confidential manner.
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BACKGROUND
Substance abuse is evident when the volunteer's use of alcohol or drugs prevents him/her from performing the duties of the job in question or poses a direct threat to property or the safety of others.

GENERAL POLICY

It shall be grounds for the termination of the volunteer agreement to unlawfully manufacture, distribute, dispense, possess, be under the influence of, or use a controlled substance in the client, during the hours of operation or on the facility property.
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PURPOSE:

To delineate the chain of supervision for medical providers.

POLICY:

Medical Clinic:

While all California licensed physicians may practice independently, the Director of Medical Services will oversee all medical operations of the Clinic.  Physician Assistants and Nurse Practitioners will be supervised by the Director of Medical Services or the appropriate Chief of Service.  Interns, Medical Students and any other unlicensed personnel must be supervised by a licensed M.D. and may only practice to the extent permitted by state law.
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PURPOSE: 

To set forth policies of volunteerism at will.

POLICY:

The volunteer relationship is based on the mutual consent of the volunteer and THE CLINIC. Either THE CLINIC or the volunteer may terminate the relationship at will, without cause or advance notice at any time.  This policy may not be altered by anyone other than the Board of Directors.

THE CLINIC reserves the right to add, modify or delete clinic policies and procedures at any time without advance notice. 

THE CLINIC will retain a copy of signed volunteer forms indicating acknowledgement of THE CLINIC Policies & Procedures. 
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PURPOSE:

To maintain current records of all Clinic staff.

POLICY:

The following will be retained in the volunteer file (as appropriate to the position).

1.
Volunteer Selection Documents:



a.
Copies of certification/licensure:

· State licenses

· Current CPR

· Medication Administration/Lab Draws



b.
Confidentiality Policy Acknowledgement



c. 
Internet Usage Policy Acknowledgement 

2.
Health & Medical Records:


a.
Medical history


b.
Physical Evaluation


c.
Laboratory work


d.
Skin test for TB or a chest X-ray


e.
Work related accident/illness/exposure reports 

3.
Key Reference Data:


a.
Emergency Contact information
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PURPOSE:

To mitigate the effects of exposure of staff to infectious disease. 

POLICY:
As per Volunteer Health Guidelines for Exposure Follow-up policy & procedure in the Infection Control chapter of the Clinic Policies & Procedures Manual. 
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GENERAL POLICY
The Clinic Administrator/s is charged with the total responsibility for acquiring and maintaining relevant information for each volunteer of the Clinic. This includes licensure information and information regarding specific required medical tests results. 

SPECIFIC POLICIES
(a) Current and accurate personnel records for all persons volunteering with the Clinic will be maintained. The record shall include the person's full name, social security number, license, registration or certification number, if any, and date of expiration, employment classification, date of beginning employment, date of termination of employment and performance evaluations. Such records shall be retained for at least three years following termination of employment.

(b) Volunteer personnel records shall be maintained in a confidential manner and shall be made available to representatives of the Department upon request in order to ensure compliance with the requirements of these regulations.
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	Policy Section: Personnel

	Work Restrictions for All Volunteers (Sects. 75049 - 75051)
	


PURPOSE:

To prevent the spread of infection by the Clinic staff.

POLICY:

As per Work Restrictions For All Volunteers policy & procedure contained in the Infection Control chapter of the Clinic Policies & Procedures Manual. 
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	Workplace Violence (Sects. 75049, 75050)
	


PURPOSE:  
THE CLINIC’s Program for Workplace Security addresses the hazards known to be associated with the three major types of workplace violence. 

Type I workplace violence involves a violent act by an assailant with no legitimate relationship to the workplace who enters the workplace to commit robbery or other criminal act. 

Type II involves a violent act or threat of violence by a recipient of a service provided by THE CLINIC, such as a client, patient, or criminal suspect or prisoner. 

Type III involves a violent act or threat of violence by a current or former volunteer, supervisor or manager, or another person who has some affiliation with THE CLINIC, such as a volunteer’s spouse or lover, a volunteer’s relative or friend, or another person who has a dispute with one of THE CLINIC’s volunteers.

RESPONSIBILITY: 
The Clinic administrator, chiefs and all volunteers have a responsibility for workplace security. 
COMPLIANCE: 
THE CLINIC has established the following policy to ensure compliance with the rules on workplace security.

The management of THE CLINIC is committed to ensuring that all safety and health policies and procedures involving workplace security are clearly communicated and understood by all volunteers.

All volunteers are responsible for using safe work practices, for following all directives, policies and procedures, and for assisting in maintaining a safe and secure work environment.

COMMUNICATION: 

THE CLINIC recognizes that to maintain a safe, healthy and secure workplace we must have open, two-way communication between all volunteers. THE CLINIC has a communication system designed to encourage a continuous flow of safety, health and security information between Chiefs and volunteers without the fear of reprisal and in a form that is readily understandable. 

HAZARD ASSESSMENT: 
THE CLINIC will perform workplace security hazard assessment for workplace security in the form of periodic inspections. 

Periodic inspections for security hazards consist of identification and evaluation of workplace security hazards and changes in volunteer work practices, and may require assessing for more than one type of workplace violence. 

THE CLINIC performs inspections for each type of workplace violence by using the methods specified below to identify and evaluate workplace security hazards.

Inspections for Type I workplace security hazards include assessing:

1. The exterior and interior of the workplace for its attractiveness to robbers

2. The need for security surveillance measures, such as mirrors or cameras

3. Posting of signs notifying the public that limited and no controlled drugs are kept on the premises.

4. Procedures for volunteer response during a robbery or other criminal act.

5. Procedures for reporting suspicious persons or activities.

6. Posting of emergency telephone numbers for law enforcement, fire, and medical services where volunteers have access to a telephone with an outside line.

Inspections for Type II workplace security hazards include assessing:

1. Access to, and freedom of movement within, the workplace.

2. Adequacy of workplace security systems, such as door locks, security windows, physical barriers and restraint systems.

3. Frequency and severity of threatening or hostile situations that may lead to violent acts by persons who are service recipients of THE CLINIC

4. Volunteers’ skill in safely handling threatening or hostile service recipients.

5. Effectiveness of systems and procedures to warn others of a security danger or to summon assistance, e.g., alarms or panic buttons.

6. The use of work practices such as “buddy systems for specified emergency events.

7. The availability of volunteer escape routes.

Inspections for Type III workplace security hazards include assessing:

1. How well THE CLINIC‘s anti-violence policy has been communicated to volunteers.

2. How well THE CLINIC’s chiefs and volunteers communicate with each other.

3. THE CLINIC’s volunteers’ knowledge of the warning signs of potential workplace violence.

4. Access to and freedom of movement within, the workplace by non-volunteers, including recently discharged volunteers or persons with whom one of THE CLINIC volunteers is having a dispute.

5. Frequency and severity of volunteer reports of threats of physical or verbal abuse by chiefs, or other volunteers.

6. Any prior violent acts, threats of physical violence, verbal abuse, property damage or other signs of strain or pressure in the workplace.

7. Volunteer disciplinary and discharge procedures.

INCIDENT INVESTIGATION: 

THE CLINIC has established the following policy for investigating incidents of workplace violence.

THE CLINIC procedures for investigating incidents of workplace violence, which includes threats and physical injury, include:

1. Reviewing all previous incidents.

2. Visiting the scene of an incident as soon as possible.

3. Interviewing threatened or injured volunteers and witnesses.

4. Examining the workplace for security risk factors associated with the incident, including any previous reports of inappropriate behavior by the perpetrator.

5. Determining the cause of the incident.

6. Taking corrective action to prevent the incident from recurring.

7. Recording the findings and corrective actions taken.

HAZARD CORRECTION: 
Hazards which threaten the security of volunteers shall be corrected in a timely 

manner based on severity when they are first observed or discovered.

Corrective measures for Type I workplace security hazards can include:

1. Making the workplace unattractive to robbers.

2. Utilizing surveillance measures, such as cameras or mirrors, to provide information as to what is going on outside and inside the workplace

3. Procedures for the reporting of suspicious persons or activities.

4. Posting of emergency telephone numbers for law enforcement, fire and medical services where volunteers have access to a telephone with an outside line.

5. Posting of signs notifying the public that limited cash and no controlled drugs are kept on the premises.

6. Limiting the amount of cash on hand.

7. Volunteer training on emergency action procedures.

Corrective measures for Type II workplace security hazards include:

1. Controlling access to the workplace and freedom of movement within it, consistent with business necessity.

2. Ensuring the adequacy of workplace security systems, such as door locks, security windows, physical barriers and restraint systems.

3. Providing volunteer training in recognizing and handling threatening or hostile situations that may lead to violent acts by persons who are service recipients of THE CLINIC

4. Placing effective systems to warn others of a security danger or to summon assistance, e.g., alarms or panic buttons.

5. Providing procedures for a “buddy” system for specified emergency events.

6. Ensuring adequate volunteer escape routes.

Corrective measures for Type III workplace security hazards include:

1. Effectively communicating THE CLINIC‘s anti-violence policy to all volunteers.

2. Improving how well THE CLINIC ‘s  volunteers communicate with each other

3. Increasing awareness by volunteers of the warning signs of potential workplace violence.

4. Controlling access to, and freedom of movement within, the workplace by non-volunteers, including recently discharged volunteers or persons with whom one of THE CLINIC‘s volunteer’s is having a dispute.

5. Providing counseling to volunteers who exhibit behavior that represents strain or pressure which may lead to physical or verbal abuse of co-volunteers.

6. Ensure that all reports of violent acts, threats of physical violence, verbal abuse, property damage or other signs of strain or pressure in the workplace are handled effectively by management and that the person making the report is not subject to retaliation by the person making the threat.

7. Ensure that volunteer disciplinary and discharge procedures address the potential for workplace violence.

RECORD KEEPING: 

THE CLINIC has designated the following as its record keeping policy.

Records of workplace security inspections, including the person conducting the inspection, the unsafe conditions and work practices that have been identified and the action taken to correct the identified unsafe conditions and work practices are made. 

New Policies and Procedures Adopted June, 2010 and Later

Asian & Pacific Islander Wellness Center

Clinic

Operations Manual

Appendix

· Clinic Organization Chart

· Clinic Job Descriptions

· Clinic Forms

· Asian & Pacific Islander Wellness Center, Inc. Bylaws

· Board of Directors Resolution Appointing Clinic Administrator

· Board of Directors Resolution Approving Clinic Administrator Job Description

· Clinic Administrator Designation of Interim Clinic Administrator During Absences

· Clinic Transfer Agreement

· Clinic Service Agreements

· State of CA Department of Alcohol and Drug Programs Certification

· Clinical Laboratory Improvement Amendments Certificate of Waiver

· Certificate of Liability Insurance and Insurance Binder

· Title 22, Chapter 7

· Civil Codes re: Consent of Minors
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Patients will check in with the receptionist at the front door and they will be given registration and triage forms to complete.


After the completed forms have been submitted to the receptionist, the patients will then wait at the Lounge for screening by the triage nurse.


Receptionist then enters patient information into the medical electronic records.


Triage nurse will do a medical screen.


After the screening, the triage nurse will bring the patient to the exam room.  If the physician is still with a previous patient, the next patient will go back to the reception area and wait for the medical assistant or physician to escort the patient.


After the physician is finished with the patient, the patient will then go to the receptionist to make another appointment or, if indicated, see a health care educator or sign up for a health education class or be referred to another health care facility.
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