




















Reactive Chemicals

Reactive chemicals are unstable! A violent chemical change
can be set off by certain conditions, including heat,
motion, water, decomposition, or mixing.

Toxic Chemicals

Toxic chemicals can poison internal organs, the nervous
system or brain.

Corrosive Chemicals

Corrosive chemicals can destroy, irritate, or sensitize
living cells. Exposure may occur immediately or over time.
Entry may be through the eyes, nose, mouth, or contact with
or through the skin.

Protect yourself by:
1. Equipment and controls
2. Safe work procedures
3. Personal protection equipment

Employers and employees share the responsibility of
maintaining a safe work environment.
A----B----C----D

A. Written Program

The written program shows how the “Haz Com” Standard works,
and employee’s right to know. It also includes an
inventory of chemicals.

B. Material Safety Data Sheets

Material safety data sheets include:

1. Chemical identification: product name, manufacturer,
chemical formula, severity

2. Hazardous ingredients: hazards, exposure limits

3. Physical Data: how it looks and acts

4. Fire - Explosion: temperature/concentration for
ignition, fire fighting facts

5. Health Hazards: effects, symptoms, first aid

6. Reactive Data: causes for being unstable

7. Spill - Leak: how to clean up; disposal

8. Special Protection: personal protection equipment
9. Precautions: any other details




C. Labels

The labels on hazardous chemicals give you the “quick
facts”.

1. Manufacturer

2. Name of chemical

3. A ‘signal word”, such as “DANGER” to tell you how
serious

4, Type of hazard

5. Precautions to take for safe handling

6. May also include basics for first aid, spills, fire,
storage, disposal

ALWAYS REPLACE A MISSING OR DAMAGED LABEL!

D. Training
To begin, employees should be informed of their right to
know and have access to the written “Haz Com” program.

Employees should be informed:

1. Of chemical: health and physical hazards

2. How to detect chemical presence: appearance, odor,
monitor, alarm

3. How to use labels and material safety data sheets

4. How to protect: by using controls and safety equipment;
by using safe work procedures; by wearing personal
protection equipment for each type of exposure

5. Emergency procedures: first aid if exposed; clean up if
spills; waste disposal system

Infection Control

Infection control breaks the chain of transmission between
the germ reservoir and the susceptible host. These
procedures, known as “Universal Precautions,” isolate body
substances and other sources of infection.

Sources of infection

Sources of infection may be direct, indirect, droplets,
contaminated food or water, air ventilation, or insects or
parasites.

Depending on the type of germ, entry may be through the
eyes, nose, mouth, non-intact skin, or other means.

Infection control procedures require some Jjudgment. Types
of germs and exposure can differ. Conditions may change
your exposure.



Universal Precautions should be practiced with all
patients!

Universal precautions include:

1. Handwashing: before and after each patient contact,
after exposure, after glove removal, before and after each
shift, before eating, after toilet, after blowing nose.
Use proper washing techniques.

2. Needles: Dispose of needles and sharps into puncture
resistant containers immediately after use. Prevent needle
sticks; do not bend, remove or recap.

3. Germ Barriers: Wear gloves when likely to touch body
substances, mucous membranes, or other potential
contaminant.

Wear protective eyewear and mask if a procedure releases
droplets into the air. Wear a gown or apron as needed if
splashing or soiling of clothing is a risk.

4. Waste Disposal: Properly handle, bag and label
infectious material before transport. Precautions wvary, so
follow local, state and federal policies.

5. Decontamination: Decontamination includes disinfecting
and sterilizing. Clean up infectious spills immediately,
wearing gloves; or report spills per policy.

6. Isolation: Be aware of isolation procedures for
individual healthcare settings.

7. Ventilation: Negative air pressure exhausts airborne
germs safely outside.

8. Immunization: Be aware of immunization requirements
for healthcare settings. The Nurse Agency reguires

documentation for immunity to Rubella, Rubeola, Varicella,
and Hepatitis B.

9. Education: Employees should be informed regarding
infection control procedures for routine and high-risk
conditions.

Tuberculosis

Tuberculosis, or “TB,” is an infectious disease spread
person to person through the air and into the lungs.
Symptoms may include weakness, fatigue, fever, weight loss,
night sweats, cough, bloody sputum and chest pain. It is a
serious disease that can be fatal. Exposure to TB can
occur when people are sharing the same breathing space as
in crowded areas, families, group or homeless shelters, or
healthcare settings. In the healthcare setting TB
exposures may occur in “isolation” areas, during procedures



that cause coughing, during transport of a known or
suspected TB case, or in cases that are undiagnosed such as
in the emergency department.

If a patient is diagnosed with TB, he/she should be placed
on isolation

to limit exposure, and given the prescribed treatment. If
you are exposed to TB, you must have a PPD, or “TB Test” to
determine if you have acquired the TB infection. If you
have acquired the infection, a chest x-ray will determine
if you have the disease. Medication can be provided to
treat the TB infection, and a normal work schedule can be
maintained if you are asymptomatic.

REMEMBER: TB IS PREVENTED BY INFECTION CONTROL AND TREATED
WITH MEDICATION!

Bloodborne Infections

Hepatitis-B Virus (HBV) and Human Immunodeficiency Virus
(HIV) are two bloodeborne infections for which healthcare
workers are at risk. It is important to know a few facts
about these diseases to adequately protect yourself.

Hepatitis—-B Virus

Hepatitis-B is a major occupational risk for healthcare
workers. Your infection potential depends on exposure to
contaminated blood and body fluids. Hepatitis-B is not
transmitted by casual contact such as touching, shaking
hands, or eating food prepared by infected individuals. It
is not transmitted from drinking fountains, telephones or

other surfaces. Hepatitis-B may have no symptoms, or may
have flu-like symptoms: nausea, vomiting, fatigue, fever,
muscle aches, diarrhea, Jjaundice. Hepatitis-B may develop

cirrhosis or liver cancer.

It is easy for healthcare workers to protect themselves
from Hepatitis-B with an immunization. The Hepatitis-B
immunization is a three-part IM injection that is not
required for healthcare workers, but is strongly
recommended.
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Human Immunodeficiency Virus

HIV weakens the body’s defense against infections which can
result in the life-threatening illness AIDS. HIV is NOT



transmitted through casual contact. The healthcare worker
is at risk because HIV is transmitted by direct contact
with infected blood or body fluids.

Symptoms of AIDS may include swollen lymph glands, night
sweats,

fever, weight loss, diarrhea, fatigue, or white spots in
the mouth. An individual with a weakened immune system is
prone to infections such as Pneumocystis corinii pneumonia
and Kaposi sarcoma skin cancer. Currently, there is no
immunization that can prevent AIDS. The only option for
controlling HIV is prevention.

The best prevention for both HIV and Hepatitis-B is
“Universal Precautions.”

Following is a review of “Universal Precautions.”
Personal Protection Equipment

Personal protection equipment prevents exposure through the
eyes, nose, mouth and non-intact skin.

1. Gloves: Used when you are likely to touch body fluids.
Change after each patient contact. Use disposable
exam/surgical gloves. Gloves are required for phlebotomy.
Housekeeping gloves may be reused if intact and properly
cleaned.

2. Protective Eyewear and Mask: Used if likely to have
blood or body fluid droplets in the air.

3. Gown: Used if body fluids are likely to splash or soil
clothes.

4. Resuscitation equipment: Used to avoid mouth-to-mouth
contact.

THE PERSONAL PROTECTION EQUIPMENT USED WILL REQUIRE SOME
JUDGMENT FOR EXPOSURE RISK FOR EACH CLINICAL SITUATION.

Infectious Waste and Linen
Before transport, bag and label for disposal or
decontamination per the hospital’s policy and procedure.
This should include the infection warning: “Biohazard.”




Instrument Care
Proper instrument care prevents infection through cuts,
punctures and non-intact skin.

1. DO NOT recap, bend, break or remove needles.
2. USE CAUTION when using, cleaning or disposing of sharps
or instruments.

3. Place all disposable needle-syringe units and sharps
into APPROVED PUNCTURE-RESISTANT CONTAINERS immediately
after use.

4. If a bloodborne cut or puncture incident occurs, REPORT
FOR TREATMENT immediately and comply with follow-up
procedures.

Handwashing

Handwashing must be:
1. TImmediate and thorough
2. Before and after each patient contact
3. After exposure to contamination

Wash other skin surfaces if exposed to infected body
fluids.

Disinfecting
Clean up and disinfect spills immediately, per hospital
policy.
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Pai

n Intensity Rating Scales

0 1-2 | 34 56 | | 7-8

Wong Baker / Numerical Pain Scale

9-10 |
MILD MODERATE SEVERE
PREMATURE INFANT PAIN PROFILE
PROCESS INDICATOR 0 1 2 3
Chart GESTATIONAL AGE 36 weeks and 32 weeks to 35 weeks, |28 weeks to 35 weeks, 6 Less than 28 weeks
more 6 days days
Observe Active/awake . . .
nfant 15 seconds | BEAAVIORALSTATE | eyes open facia | CLiStake eyes open |Acivelsleap eyes dlosed 26 beatsminute or more
Observe baseling; movements
HeartRate__ |HEART RATE MAX 0to 4 bests / 5to 14 beats / minute |15 to 24 beats / minute |25 beats / minute or more
Oxygen saturation minute increase |increase increase increase
Observation 9
Infant 30 seconds :\)II)I(NY GEN SATURATION g;gé:’sé’ 2.5104.9% decrease  |5.0 to 7.4% decrease 7.5 or more decrease
BROW BULGE None 0-9% of Mrnrmum 10-39% of Moderate 40-69% of Maximum 70% of time or
time time time more
EYE SQUEEZE None 0-9% of Mrnrmum 10-39% of Moderate 40-69% of Maximum 70% of time or
time time time more
NASOLABIAL FURROW None 0-9% of Mrnrmum 10-39% of Moderate 40-69% of Maximum 70% of time or
time time time more

NEONATAL/INFANT PAIN SCALE (NIPS)

0 - Related Muscles

Restful face, neutral expression

FACIAL EXPRESSION | 1 - Grimace Tight facial muscles; furrowed brow, chin, jaw (negative facial expression — nose, mouth and

brow)

0-No Cry Quiet, not crying

1 - Whimper Mild moaning, intermittent

CRY | 2 - Vigorous Cry Load scream; rising, shrill, continuous

(Note silent cry may be scored if baby is intubated as evidenced by obvious mouth and facial
movement)

0 - Relaxed Usual pattern for this infant

BREATHING PATTERNS 1 - Change in Breathing | Indrawing, irregular, faster than usual; gagging; breath holding
ARNS 0 - Relaxed/Restrained | No muscular rigidity; occasional random leg movements of arms
1 - Flexed/Extended Tense, straight arms; rigid and/or rapid extension, flexion
LEGS 0 - Relaxed/Restrained | No muscular rigidity; occasional random leg movement
1 - Flexed/Extended Tense, straight legs; rigid and/or rapid extension, flexion
STATE OF AROUSAL 0 - Sleeping/Awake Quiet, peaceful sleeping or alert and settled
1 - Fussy Alert, restless, and thrashing
FLACC ScCALE (> INFANT — T0o ScHooL AGE )
SCORING
CATEGORIES 0 1 2
FacE|No particular expression or smile Oocasronal grimace or frown, withdrawn, Frequent to constant quivering chin,
disinterested clenched jaw
LEGS|Normal position or relaxed Uneasy, restless, tense Kicking, or legs drawn up

AcTIvITY |Lying quietly, normal position, moves easily|Squirming, shifting back and forth, tense Arched, rigid or jerking

CRY|No cry (

awake or asleep)

Moans or whimpers; occasional complaint  |Arched, rigid or jerking

CONSOLABILITY |Content, relaxed

Reassured by occasional touching, hugging,

or being talked to, distractible Difficult to console or comfort

Pain Intensity Rating Scales v-1 062007 Page 1 of 1
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POLICY:

PAIN MANAGEMENT

All patients should be assessed for pain factors ahd history, initially
upon presentation to the facility, then subsequently thereafter

according to assessment finding. All patients should receive treatment

for pain relief as warranted and monitored for effectiveness.

ASSESSMENT/REASSESSMENT:

1.0
2.0
3.0
1
2
3
4.0
1
2
3
4
S
6
v
5.0

The R.N. should assess the patient for pain factors and history upon
presentation during the initial assessment and document findings.
When pain is identified, either acute or chronic, a more comprehensive

assessment should be performed and pain management implemented in the

patient’s multidisciplinary plan of care.
Pain intensity should be measured with appropriate measurement tool.
A pain scale of 0 — 10 (0 = no pain, 10 = worst pain) should be
utilized for adult patient. * If they cannot understand or are
unwilling to use the scale the following tools may be utilized.
Wong Baker FACES pain scale (smile-frown).
Behaviors and/or symptoms should be evaluated regarding
presence of pain on patients who are cognitively impaired or
unable to communicate,
Description(s) of pain, noting patients personal words, should be
documented including:
Location of pain area(s)
Quality, and/or patterns of radiation.
Onset, duration and/or precipitating factors
Pain management history and effectiveness:
4.1  Consider personal values, beliefs and culture.
42  Evaluate myths about opioid analgesics regarding

addiction, physical dependence and/or tolerance to this type

of medication.

4.3  Evaluate the type of communication the patient utilizes to

report pain. (verbal or behavioral).

4.4  Utilize family input if appropriate. * The patients personal

interview should always be considered first if able to
communicate and not cognitively impaired. *
Effects of pain on daily life — level of impact
Patients pain goal. (What level is acceptable?)
Patient’s knowledge level of disease process(s) related to pain,
medications and/or alternative treatment prescribed.

Either a R.N. or a L.V.N. may perform the reassessment utilizing the Pain

Management Flow sheet for documentation.



1.0 Reassessments should be performed according to type of pain and level of
effectiveness regarding medication and or treatment utilized.
) The following standards should be flexible according to
individual patient responses to medication and/or treatment.

A Cardiac pain should be reassessed every five — (5) minutes
whenever the treatment prescribed warrants the use of nitrates
and/or intravenous medication, ordered on five — (5) minutes
intervals, to manage pain.

2 Acute/chronic pain should be reassessed thirty — (30) minutes to
one (1) hour after medication(s) and/or alternative treatment(s)
administered.

2.0 The physician should be notified when any type of prescribed pain
management regimen is not effective in relieving patient’s pain.
INTERVENTIONS:

1.0  Analgesics and treatments should be administered as prescribed.

1.0 Nurses should routinely; every 4 hours while the patient is awake, evaluate the
patient for pain management.

2.0  PRN medications/treatments should be offered when the patients personal pain
goal is exceeded or their pain is greater than four (4) on the pain scale.

3.0  Analgesics ordered should be administered by the least painful route, if possible.

4.0 Reassess the effectiveness according to the type of pain and the treatment
rendered.

5.0  Non-pharmacological interventions should be offered and taught:

d
2
3

4

Heat/cold packs as prescribed !

Repositioning, turning and/or ambilating as tolerated.

Relaxation exercises i.e.: deep breathing, rhythmic breathing and/or
“peaceful past” memory meditation.

Distraction

6.0  The physician should be notified for any type of pain management, which is not
effective.
AGE RELATED CONSIDERATIONS:

1.0 Geriatric:

1

2

3

Drug metabolism is slower in the elderly due to decreased hepatic and

renal function.

At greater risk for drug-drug and drug-disease interactions due to multiple

diseases and medications.

Barriers to-pain assessment include cognitive, visual, hearing and motor

impairments.

At risk for over and/or under treatment of analgesics:

4.1 NSAIDS increase the risk of renal toxicity

4.2 Opioids have a higher peak and last longer leading to prolonged
sedation and respiratory depression.



1.0 Pédiatric:

1 More frequent assessment/reassessment and intervention are required due
to a higher metabolic rate.
2 Emotional distress accentuates pain.
3 Children in pain may regress.
4 Observation of behavior and self-report are the primary methods for
assessment.
PATIENT EDUCATION:

1.0  Patient and/or family teaching should begin after initial pain assessment with
identified knowledge deficit areas.

2.0  The Patient Education Record should reflect the type of teaching performed and
patient/family response.

3.0  The Care Plan should reflect knowledge deficit areas and evaluated once a day for
progress toward stated goals.

4.0  The Physician should be notified for multiple, different interventions that are not
effective, and/or patient/family is non-compliant.

This area has been replaced with the Pain Intenstity Rating Scales, please disregard from this point on.



Patient Self-Determination Act (PSDA) |

On November 5, 1990, Congress passed this measure as an amendment to the Omnibus Budget Reconcili-
ation Act of 1990. It became effective on December 1, 1991. The PSDA requires many Medicare and
Medicaid providers (hospitals, nursing homes, hospice programs, home health agencies, and HMO’s) to
give adultindividuals, at the time of inpatient admission or enrollment, certain information about their rights
under state laws governing advance directives, including: (1) the right to participate in and direct their own
health care decisions; (2) the right to accept or refuse medical or surgical treatment; (3) the right to prepare
an advance directive; (4) information on the provider’s policies that govem the utilization of these rights. The
act also prohibits institutions from discriminating against a patient who does not have an advance directive.
The PSDA further requires institutions to document patient information and provide ongoing community
education on advance directives.

Advance Directives (or Advanced Directive)

A written instruction, such as a Living Will or a Durable Power of Attorney for Health Care, that provides
instructions for the provision of medical treatment in anticipation of those times when the individual executing
the document no longer has decision-making capacity. In accordance with federal law, e.g. the Patient Self-
Determination Act, no patient or nursing home resident may be discriminated against if they do not have an
advance directive. Individual state statutes governing advance directives vary. :



Patient’s Rights
As a patient, you have the right to: (California)

1. Exercise these rights without regard to sex, economic status, educational back-
ground, race, color, religion, ancestry, national origin, sexual orientation, or marital
status or the source of payment for care.

2. Considerate and respectable care. You have the right to be treated with respect and
dignity, and to be made comfortable.

3. Receive care in a safe setting, free from verbal or physical abuse or harassment.

4. Participate actively in decisions regarding medical care and participate in the
development and implementation. of your plan of care. To the extent permitted bi law,
this includes the right to refuse treatment and to leave the hospital against the advice of
physicians. .

5. Know which hospital rules and policies apply to the patient’s conduct while a
patient.

6. Be informed of your health status, and be involved in your care planning and
treatment, including pain management.

7. If you suffer from severe chronic intractable pain, you have the option to request or
reject the use of any or all modalities to relieve your pain, including opiate medication,
but if so, must inform that there are physicians who specialize in the treatment of severe
chronic intractable pain with methods that include the use of opiates.

8. Knowledge of the name of the physician who has primarily responsibility for
coordinating the care and the names and professional relationship of other physicians
and non-physicians who will see the patient.

9. Receive information about the illness, the course of treatment and prospects. for
recovery in terms that the patient can understand.

10. Receive, as much information about any proposed treatment or-procedure as the
patient may need to give informed consent or refuse the course of treatment, Except in
emergencies, this information shall indlude a description of the procedure or treatment,
the medically significant risks involved: in this treatment, alternate courses of treatment
or non-treatment and the risks involved in each and to know the name of the person who
will carry out the procedure or treatment.

11. Be free from restraint and seclusion of any form used as means of coercion,
discipline, convience, or retaliation by staff.

12. Full consideration of privacy concerning the medical care program. care discus-
sion, consultation, examination and treatment are confidential and should be conducted
discreetly. The patient has the right to be advised as to the reason for the presence of
any individual.

13. Have your personal privacy respected. You have the right to have visitors be asked
to leave prior to an examination and when treatment issues are being discussed. Privacy
curtains will be used in semi-private rooms.

14. Confidential treatment of all communication and records pertaining to the care and
the stay in the Hospital. Written permission shall be obtained before the medical
records can be made available to anyone not directly concerned with the care. To have
access to information contained in youn clinical records withim reasonable time frame
(except in certain circumstances specified by law).

15. Reasonable responses to any reasonable requests. made for services.
16. Reasonable continuity of care and to know in advance the time and location of appc
ments as well as the identity of the person providing the care.
17. Be advised if the hospital/personal physician proposes to engage in or perform hum
experiments affecting acre or treatment. The patient has the right to refuse to participate
such research projects.
18. Be informed of continuing health care requirements following discharge from the
hospital.
19. Examine and receive an explanation of the bill regardless of the source of payment.
20. Have a family member (or representative of your choice) and your own physician
notified promptly of your admission to the hospital.
21. Formulate advance directives and have hospital staff and practitioners who v3<an
in the hospital comply with these directives. You have the right to request or refuse treat
ment. However, you do-mot the right to demand treatment or services deemed medically
unnecessary or inappropriate.
22. Have all patients’ rights apply to Em iperson who may have legal responsibility to m
decisions regarding medical care on behalf of the patient.
23. Designate visitors of his/ her choosing, if the patient has decision-making capacity,
whether or not the visitor is related by blood or marriage, unless:
A. No visitors are allowed
B. The facility reasonably determines that the presence of a particular visitor
would endanger the health or safety of a patient, a member of the health fac
staff, or other visitor to the health facility, or would significantly disrupt the
operations of the facility.
C. The patient has indicated to the health facility staff that the patient no longe
wants this.person to visit.
24. Have the patient’s wishes considered for purposes of determining who may visit if t
patient lacks decision making capacity and to have the method of that consideration dis-
closed in the hospital on visitation. At a minimum, the hospital shall include any person
living in the household.
25. This section may not be construed to prohibit a health facility from otherwise establ
ing reasonable restrictions upon visitation, including restrictions upon the hours of visitai
and number of visitors.
26. You have the right to file a grievance. If you want to file a grievance with the hospi
you may do so by writing or calling the hospital. A committee will review each grievanc
and provide you with a written response within (30) days. The written response will con
the name of the person to contact at the hospital, the steps taken to investigate the grieva
process, the result of the grievance process, and the ate of the completion of the grievanc
process. Concerns regarding quality of care or premature discharge will also be referred
the appropriate Utilization and Quality Control Peer Review Organization (PRO).
27. You also have the right to file a complaint with the state Department of Health Serv
regardless of whether you use the hospital’s grievance process.
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GUIDELINES FOR PREVENTING THE TRANSMISSION OF

MYCOBACTERIUM TUBERCULOSIS IN HEALTHCARE FACILITIES
(PERSONAL RESPIRATORY PROTECTION)

Respiratory Protection

Personal respiratory protection should be used by:

« persons entering rooms in which patients with known or suspected infectious TB are being
isolated

. persons present during cough-inducing or aerosol-generating procedures performed on
such patients

« persons in other settings where administrative and engineering controls are not likely to
protect them from inhaling infectious airborne droplet nuclei. These other settings include
transporting patients who may have infectious TB in emergency transport vehicles and
providing urgent surgical or dental care to patients who may have infectious TB before a
determination has been made that the patient is noninfectious.

In some settings, Healthcare Workers may be at risk for two types of exposure:
1. Inhalation of M. tuberculosis
2. Mucous membrane exposure to fluids that may contain bloodborne pathogens.

In these settings, protection against both types of exposure should be used.

Fit Testing

Fit testing is part of the respiratory protection program required by OSHA for all respiratory
protective devices used in the workplace. A fit test determines whether a respiratory protective
device adequately fits a particular Healthcare Worker.

Face-Seal Fit Testing and Fit Checking

Healthcare Workers should undergo fit testing to identify a respirator that adequately fits each
individual Healthcare Workers. The Healthcare Workers should receive fitting instructions that
include demonstrations and practice in how the respirator should be worn, how it should be
adjusted, and how to determine if it fits properly. The Healthcare Worker should be taught to
check the facepiece fit before each use.

Personal Respiratory Protection v-2 010109 Page 1 of 1
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Standards for Seclusion/Restraint for Behavioral Management: May 2000

Current Policy

HCFA Rules

JCAHO Standards

Action Plan

Application:

Rules related to restraint/seclusion concern their use in
two situations: respectively, standard (e), use of restraint
in medical and post-surgical care; and standard (f),
emergency use-of restraints/seclusion in behavior
management. For both situations, it is important to note
that these requirements are not specific to any treatment
setting, but to the situation the restraint is being used to
address.

Emergency: asituation where the patient's behavior is
violent or aggressive and where the behavior presents an
immediate and serious dangers to the safety of the patient,
other patients, staff, or others.

NOTE: The behavior management standard does not
apply to situations where the patient is restrained to
address the risk of a fall or to control wandering.

Application:
The behavioral health care standards for restraint/seclusion apply
to any use of restraint and seclusion for behavioral health care
reasons. Standards TX.7.1 through TX.7.1.16 apply to all
behavioral health care settings in which restraint or seclusion is
used. Selected standards TX.7.1.4.1, TX.7.1.5, TX.7.1.6 through
TX.7.1.8 and Standards TX.7.1.10 and TX.7.1.11 apply to non-
behavioral health care settings in which restraint or seclusion is
used for behavioral health reasons:
'« acute care: hospital that does not have a psychiatric unit;
‘s acute care: hospital to receive medical or surgical services;
—~e-—emergency department for assessment, stabilization,
treatment or-awaiting transfer to a psychiatric hospital/unit;
' awaiting transfer from a non-psychiatric bed to a psychiatric
bed/unit after receiving medical/surgical care

Definitian of Restraint: placement of a patient in a posey
vest and/or soft wrist/ankle restraints.

fen tusi
security room.

placement of a patient in a locked

Restraint: any manual method or physical or mechanical
device that restricts freedom of movement or normal
access to one’s body, material, or equipment, attached or
adjacent to the patient’s body that he or she cannot easily
remove. (Any object may be a restraint by functional
definition: e.g.,itucking sheets, 'side rails, geri chair, etc.).
Drug Used as 3 Restraint: a medication used to restrict
the patient’s freedom of movement in medical-post
surgical situations or forithe emergency contro! of
behavior, and is not a standard treatment for the patient’s
medical or psychiatric condition.

Seclusion; inveluntarily confining an individual alone to a
room or an area where he/she is physicaily prevented from
leaving,

Time Out; restriction of a patient for any period of time
to a designated area from whichithe patient is not
physically prevented from leaving and ifor the purpose of
providing the patient an opportunity to regain self-control.

Restraing; the direct application of physical force to an
individual, without the individual’s permission, to restrict his/her
freedom of movement.

Seclusion: the involuntary confinement of a person in a locked
room,

Time-out: a procedure used to assist the individual to regain
emotional control by removing the individual from his’her
immediate environment and restricting the individual to a quiet
area or unlocked quiet room.




Current Policy

HCFA Rules

JCAHO Standards

Action Plan

When the patient poses an immediate danger to self
an/or others;

When the patient threatens serious disruption to the
therapeutic environment;

When less restrictive measures/approaches are/have
been unsuccessful.

Seclusion or restraint can only be used in emergency
situations if needed to ensure the patient’s physical safety
and less restrictive interventions have been determined to
be ineffective. Emergency is defined as a situation where
the patient’s behavior is violent or aggressive and where
the behavior presents an immediate and!serious:danger to
the safety of the patient, other patients, staff or others.

Restraint and seclusion are used only in an emergency, when
there is an imminent risk of an individual physically harming
himself or herself or others, including staff. Non-physical
interventions are-the preferred intervention, unless saféty issues
demand an immediate physical response.
Definition of Emergency: when there is immineat risk of an
individual physically harming himself or herself, staff or others;
when non-physical interventions are not viable; and safety issues
require an immediate physical response. )

Initial Assessment;
Comprehensive assessment is oritical in coming to an
effective intervention decision of what would be the
greater benefit to a patient. Evaluation of whether devices
could be used as:restraints must include:

e how they benefit the patient;

¢ whether aless restrictive device/intervention could

offer the same benefit at less risk.

If the effect of using an object fits the definition of
restraint for that patient at that time, then for that patient at
that time, the device is a restraint.

Initial Assessment:

The initial assessment of each individual at the time of admission

or intake assists in obtaining information about the individual that

could help minimize the use of restraint/seclusion. This initial
assessment identifies:

s techniques, methods, or tools that would help the individual
control his/ker behavior;

s pre-existing medical conditions/physical disabilities and
limitations that would place the patient at greater physical
risk; and

e any history of sexual/physical abuse that would place the
patient at greater psychological risk.

Orders:

An attending physician must give the order to
restrain/secure the patient.

The RN may assume this responsibility in an
emergency; but a physician’s order must be obtained
withinione hour of placing the patient in restraints or
seclusion.

The MD order must include clinical justification for
the use of restraint/seclusion, including speoific
behavior(s) which requires the need for such
intervention.

Written orders mustibe time-limited and may not
exceed 4 hours for adults and 2 hours for adolescents.

The MD may continue the original order, in 4-houn
increments (2 hour for adolescents) for a maximum of
24 hours without a face-to-face contact.

The use of PRN orders for restraint/seclusion is

for se of fn lusion:

e Must be written by a physician or other licensed
independent practitioner (LIP) permitted by the State
and hospital to order a restraint/seclusion

e May never be written as a standing order-or on an;as
needed basis (i.e., PRN)

s Must be time limited to 4/hours for adults; 2 hours

for children and adolescents ages 10 to 17;-or 1 hour

for patients under 9 years of age
May only be renewed in accordance with these time
limits for up to a total of 24 hours

e Must be in accordance with a written modification
to the patient's plan of care

e Must be implemented in the least restrictive manner
possible (i.e., less intrusive:measures were
tried/documented)

¢ Must be in accordance with safe and appropriate

for the wse of ini lusion;

s All restraint/sectusion is used and continued pursuant to an
order by the licensed independent practitioner who is
primarily responsible for the individual's ongoing care, or
his/ber LIP designee

»  Written or verba! orders for initial and continuing use of
restraint/seclusion are time limited to:

* 4 hours for individuals 18 and older
* 2 hours for children and adolescents 9 to 17
e 1 hour for children under age 9

o Orders forrestraint/seclusion are not written as a standing:
order or on an as needed basis (i.e., PRN)

o The organization may authorize qualified registered nurses
or other qualified, trained staff members who are not LIPs.to
initiate the use of restraint/seclusion

o The qualified RN or other qualified staff notifies.the LIP
and an order is obtained no longer than one hour after the




strictly prohibited.

When restraints/seclusion are discontinued early and
the same behavior is still evident, the original order can
be reapplied if alternatives remain ineffective. The time
limit for the original order is cumulative. Release of the
patient from restraints/seclusion for a period longer than
60 minutes requires obtaining a new MD order to
include additional clinical justification.

restraining techniques

¢ Must be ended at the earliest possible time

s I restraints/seclusion are discontinued prior to the
expiration of the original order, a new order must be
obtained prior to reinitiating seclusion or reapplying
the restraints:and the requirements restart.

¢ After the original order expires, a physician or LIP
(if allowed under State law) must see and assess the
patient before issuing a new order

initiation of restraint/seclusion

o The LIP reviews with the staff the physical and
psychological status of the patient, determines whether
restraint/seclusion should be continued, gives staff guidance
in identifying ways to help the individual regain control in
order to discontinue restraint/seclusion, and gives an order

s If restraint/seclusion needs.to continue beyond the
expiration of the time-limited order, a new order (written or
verbal) for restraint/seclusion is obtained from the LIP, or
his/her LIP designee limited to the time frames outlined
above

The attending MD or his/her designee (i.e., RN) ==§
reassess the patient’s status every 4 hours to determine
the need for.continuation. Designation of this
responsibility by the MD to the RN must be included in
the written order.

¢ AnMD or other LIP must see and evaluate the :o&
for restraint/seclusion within 1 hour after the
initiation of:this intervention (a telephone call is not
adeguate)

¢ The MD is not required to perform another face-to-

face assessment of the patient after 4 hours (or 2 hours
or 1ikour for'younger patients). When the original
orden is about to expire, a nurse can telephone the MD
or LIP, report the results ofthis/her most recent
assessment, and request that the original order be
renewed for another periodof time (not to exceed the
time limits established in the regulation).

¢ Individuals who are in restraint/seclusion.are regularly
reevaluated every
¢ 4 hours for individuals 18 and older
® 2 hours for children and adolescents 9 to 17

~ ~« 1 hour for children under age 9

‘¢ The LIP who is primarily responsible for the individual's
ongoing care, or his/her LIP designee, conducts an in-person
evaluation of the individual within 4 hours of the initiation
of restraint/seclusion for individuals ages 18 or over; within
2 hours of mitiation for children and adolescents age 17 and
under

s This in-person reevaluation may be delegated to:
¢ his’her LIP designee
¢ a qualified RN or other qualified, trained staff who is

authorized!by the organization to perform this function
(see training requirements in intent)

»  Minimum time frames for an in-person reevaluation by the
LIP are at least every.
* 8 hours for individuals 18 years and older, and
¢ 4/hours for individuals:ages 17 and younger

e Ifthe individual is no longer in restraint/seclusion when
an original verbal order expires, the LIP conducts an in-
person evaluation of the individual within 24 hours of the
initiation of restraint/seclusion




Current Policy

HCFA Rules

JCAHO Standards

Action Plan

All uses of restraint/seclusion are to be recorded on
the Critical Incident Log for each new
restraint/seclusion event

All uses of restraint/seclusion are reported daily to the
Medical Director or a designee (Nurse Coordinator) for
review.

If restraint/seclusion continues beyond 48 hours or if

the patient requires restraint/seclusion more than 4 times

in one week, the RN will request a case conférence with
the MD and other team members to discuss alternatives.

Notification Requirements;

The RN who initiates restraint/seclusion must
consult with the patient's treating MD, as soon as
possible, if the restraint/seclusion is not ordered by the
patient's treating MD

Notifica

n Requi H

'»  The individual's family is notified promptly of the initiation
of restraint or seclusion, in cases where the individual has
consented to have the family kept informed regarding his/her
care and the family has agreed to be notified.

‘¢ Clinical leadership is informed of instances in which
individuals experience extended, or multiple episodes of,
restraint/seclusion (e.g., remains in restraint/seclusion for
more than 12 hours; experiences 2 or more separate
episodes of restraint/seclusion of any duration within 12
bours). The leadership is notified every 24 hours if either of
the above cenditions continue.

Monitoring/Care Requirements;
¢ Each restrained/secured patient will be placed on the
appropriate PFICR (10/15 minute flow. sheet)
¢ Nursing staff will chieck the patient every 15 minutes

are Requi nts;

A trained and competent staff member assesses the
individual at the initiation of restraint/seclusion and every
15 minutes thereafler, to include:

Monitoring/Care Requirements: Monit
The frequency of monitoring will vary according to the .
type and design of the device/intervention as well as the
emotional, psychological and physical condition, needs,

(or less) depending upon patient need. (Children 14
years-of age or younger must be checked every 10
minutes or less).

Each reassessment for monitoring purposes is used!to
determine the patient's well being and must be
documented.

If the patient's condition warrants, restraints are
removed every 2 hours and the patient exercised (while
awake). If the patient is assessed to be at risk for
violence, the mestraints will not be removed unless
repositioning, circulation and mobility is impaired.
(Under these circumstances, the restraint is remaved
from one extremity at a time with range of motion
provided to the free extremity.)

The personal needs of the patient (e.g., nourishment,
fluids, hygiene, and use of the toilet) must be attended
to every 2 hours while awake during each 8-hour shift.
Other comfort measures are providedias appropriate and
desired by the:patient.

{f a patient is restrained in a security room, the door to
the room may not be locked. Any patient in 4-point
restraints will be monitored 1:1 by staff.

and symptoms of the patient.

A restraint and seclusion may not be used
simultaneously unless the patient is --

»  Continually monitored face-to-face by an assigned
staff member; or

» Continually monitored by staff using both video
and audio equipment. (This monitoring must be
done in close proximity to the patient.)

The condition of the patient who is in a restraint or
in seclusion must be continually be assessed,
monitored, and reevaluated.

The frequency of monitoring will vary according to
the type and design of the device or intervention as
well as the emotional, psychological and physical
condition, needs, and symptoms of the patient.

Hospital policy should describe:

» which staff are responsible for assessing and
monitoring the patient;

> time frames for monitoring vital signs, respiratory
and cardiac status, skin integrity, intake/output,
weight, hygiene, injury, etc.;

» opportunities for offering fluids and nourishment,

signs of injury;

nutrition/hydration;

circulation and range of motion in extremities;

vital signs;

hygiene and elimination;

physical andi psychelogical status and comfort; and!
readiness for discontinuation of restraint/seclusion.

YYVYVVYVYY

®  Monitoring is accomplished through continuous in-person

observation by an assigned staff member

®  After the first hour, an individual in seclusion only, may be

continuously monitored using simultaneous: video and audio
equipment, if this is consistent with the individual's condition
or wishes.

If the individual is in a physical hold, 2 second staff person
is assigned to observe the individual.

¢ The individual is made aware of the rationale for

restraint/seclusion aad the béhavior criteria for its
discontinuation (e.g., ability to contract for safety; orientation
to the environment; and/or cessation of verbal threats).




twileting/elimination, range of motion, exercise of
limbs and systematic release of restrained limbs;

» assessment of mental status;

»  assessment and justification for continued use of
restraint/seclusion;

> who has the authority to discontinue restraints or
seclusion, and, under what ciroumstances.

DPocumentation;
The medical record for a restrained/secured patient must
include:
e- precipitating factors and patient's behavior prior to
intervention;
o less restrictive alternatives.used and the patient's
response;
¢ explanation given to patient addressing the reason for
restraint seclusion and conditions for discontinuation;
*- RN assessment at the time of initiation and
notification of attending MD;
initiation of PICR with visual checks every 15
minutes;
¢ reassessment by the RN at regular intervals (at least
once per shift);
* attention to patient needs by nursing staff:
¢ time-of discontinuation of restraint seclusion and
patient's response;
®  MD signature with date/time for each orden received.

Documentation;

Documentation in the patient’s record should include:

o the patient’s behavior and the intervention used;

¢ the rationale for the-use ofithe physical restraint or
seclusion;

o the patient’s response to the use of physical
restraint/seclusion.

Documentation in the patient’s record should indicate a
clear progression in how techniques are implemented with
less intrusive restrictive interventions attempted (or
considered) prier to the introduction of more restrictive
measures,

Documentation:

Medical records document that the use: of restraint/seclusion is

consistent with organization policy. The clinical record verifies:

s that the individual/family was informed of the
organization's policy on the use of restraint/seclusion;

‘s any pre-existing medical.conditions or any physical
disabilities that would place the individual at greater risk
during restraint/seclusion; and

»  any history. of sexual or physical abuse that would place
the individual at greater psychological risk during
restraint/seclusion.

Each episode of use is recorded to include:

the circumstances that led to their use;

consideration or failure of non-physical interventions;

the rationale for the type of physical intervention selected;

notification of the individual's family, when appropriate;

written orders for use;

behavior criteria for discontinuation of restraint/seclusion;

informing the individual of behavior criteria for
discontinuation of restraint/seclusion;

each verbal order received from a LIP;

each in-person evaluation and reevaluation of the patient;

15 minute assessments of the patient's status;

assistance provided to the patient to help him/hen meet the
behavior criteria for discontinuation of restraint/seclusion;
evidence oflcontinuous menitoring;

debriefing of the individual with staff, and

‘e any injuries that are sustained and treatment received for
these injuries...or any deaths resulting from injury.

Documentation is accomplished in a manner that allows for the:

collection and analysis of data for performance improvement

activities.




Current Policy

HCFA Rules

JCAHO Standards

Action Plan

Staff Training:

Staff withi direct patient care responsibilities are trained in:

identification of potential risk behaviors;

the appropriate use of alternative strategies;
correct application and removal of restraints;
clinical strategies tomeet emergent patient needs.

Stafl Tralning:

All staff who have direct patient contact must have

ongoing education and training in:

o the proper and safe use of restraint/seclusion
application and techniques;

¢ alternative methods for handling behavior
symptoms, and situations that traditionally have been
treated through the use of restraints/seclusion

Staff Training:

All direct care staff are trained/competent to minimize the use:

of restraint and seclusion, and demonstrate an understanding:

o of the underlying causes of threatening behaviors;

'« thatsome aggressive behavior may be related to a medical
condition;

s of how their own behaviors can affect the behaviors of
patients;

» of the use of de-escalation, medication, self-protection and
other techniques, such as time-out; and

‘¢ inrecognizing signs of physical distress in individuals who
are restrained/secluded.

All staff authorized to physically apply restraint or seclusion

receive ongoing training and demonstrate competence in the

safe use of restraints, including:

-+ physical holding technigues;

'+ take-down procedures; and

»  the application and removal of mechanical restraints.

Staff who are authorized to perform 15 minute assessments of

individuals in restraint/seclusion receive ongoing training and|

demonstrate competence in:

-« taking vital signs and interpreting their relevance;

recognizing nutritional/hydration needs;

checking circulation and range of motionin extremities;

adidressing hygiene and elimination needs;:

addressing physical and psychological status and comfort;

assisting individuals in meeting behavior criteria for the
discontinuation of restraint/seclusion;

«  recognizing whento contact a medically trained LIP or
EMS to evaluate/treat the patient's physical condition.

Staff who are authorized to initiate restraint/seclusion, in the

absence of a LIP, and/or perform evaluations/reevaluations of

individuals who are in restrain¥seclusion are educated and
demonstrate competence in:

'»  recognizing how age, developmental considerations, gender
issues, ethnicity, and history of sexual or physical abuse may
affect the way in which an individual reacts to physical
contact; and .

» the use of behavior critersa for the discontinuation.of
restraint/seclusion and how to assist individuals in meeting
this criteria.




Safe Lifting Techniques

Jerry Conway;, CGSO
Bureau of State Risk Management
Department of Administration

Overexertion causes 28% of lost workday injuries; aceording to the Bureau of Labor Statistics*. Fortunately,
you can prevent these injuries by understanding and using safe lifting techniques.

The key to safe lifting is to keep your baek in balance. If you bend at your waist and extend your upper body to
lift an object, for example, you upset your back’s normal alignment and your center of balance. This forces your
spine to support the weight of your body and the weight of the objeet: This situation is ealled “overload.” You ean
avoid overloading your back by bending your knees and keeping the load as close to your body as possible. This
keeps your back in proper alighment and lets the stronger museles in your legs do the actual lifting: You also do
not have to extend your upper body, which helps you to maintain your balance.

To protect yourself from a painful and potentially disabling injury; remember to practice the following lifting
techniques:
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2.

Test the load.

Prior to lifting an object, test the weight of the object by lifting a comer. If the object is too heavy or bulky,
get help from a fellow worker or use a mechanical deviee, such as a hoist or cart. You should also inspect the
object for any slivers, nails, sharp edges, or slippery conditions.

Plan the move.
Check your path of travel to make sure that it’s clear of any obstacles and there are no hazards in your path
of travel; such as spilled water or oil. Remove any obstacles or hazards before picking up the object.

Use a wide, balanced stance with one foot ahead of the other.
A solid base of support reduces the likelihood of slipping and jerking movements.

4. Grip the load firmly.

This prevents the object from suddenly slipping out of your hands. You may need to use gloves or lifting
handles if the load is too difficult to gasp.

Bend your knees.
This is the single most important rule to follow. When you bend your knees instead of at your waist, the
forces on your back are more evenly distributed. This also lets the strong muscles in your thighs do the lifting.

Bring the objeet as close to your body as pessible.
Keeping the load close to your body reduces the force it exerts on your back.
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Tighten your stomach muscles as the lift begins.
This allows your stomach muscles to help support your back as you lift.

Keep your head and shoulders upright.
This helps to keep the normal inward curve in your lower back.

Lift with your legs.
Using the strength of your legs to lift the object decreases the stress on your lower back.

Set the load down carefully.
Slowly lower the object by bending your knees and keeping your back upright. Don’t let go of the object

suddenly. ‘

Correct lifting technique Incorrect lifting technique

Hard-To-Reach Loads

]

Reaching into a bin or a container to lift an object makes the standard ten-step lifting procedure next to
impossible. In these situations, you should practice the following techniques:

1:
2.
3.

6:

Stand with your feet at least shoulder distance apart.

Slightly bend your knees.

Start to squat, bending your hips and knees, not your waist. This movement is the same one you make when
you lower yourself into a chiair.

Slide the load as close to your body as possible and raise yourself using your leg and hip muscles.

Tighten your stomach muscles as you lift, and, if possible, brace your knees against the side of the bin or
container for additional support.

Get help if the load is more than moderately heavy:

Loads that are above shoulder height can also be difficult to lift. If you must lift an object that’s above shoulder-
level, use a stepstool or ladder to avoid over-reaching. Test the weight of the object by pushing up on the load. If
the object is under 25 pounds; slide it towards you and hug the load close to your body as you descend. If
possible, hand the object down to a co-worker before descending the ladder or stool.




Tips to Remember

Whenever possible; use the standard ten-step procedure to lift an object.

Avoid extending your upper body over the load.

Lift with your legs; not your back.

Keep your elbows as close to your body as possible.

If a load is too heavy or awkward to lift; use a mechanical device or get help from a co-worker-
Always push (rather than pull) the load.

Change awkward or static posture positions; such as kneeling, standing; or sitting for a prolonged time; to
reduce the pressure on your back.

Never twist your body while lifting. Move or pivot your feet to change direction.

Strengthen your back and abdominal muscles by performing back exercises

Maintain your ideal weight.

* Accident Facts. 1998 Edition published by the National Safety Couneil.



Violence
Occupational Hazards in Hospitals
DHH (NIOSH) publication No. 2002-101

What is workplace violence?

Workplace violence ranges from offensive or th reatening language to homicide. NIOSH defines workplace violence as violent
acts (including physical assaults and threats of assauits) directed toward persons at work or on duty.

Examples of violence include the following:

Threats: Expressions of intent to cause harm, including verbal threats, threatening body language, and written threats.
Physical assaults: Attacks ranging from slapping and beating to rape, homicide, and the use of weapons such as firearms,
bombs, or knives. .

Muggings: Aggravated assaults, usually conducted by surprise and with intent to rob.

Who is at risk?
Although anyone working in a hospital may become a victim of violence,
nurses and aides who have the most direct contact with patients are at higher

risk. Other hospital personnel at increased risk of violence include emergency
response personnel, hospital safety officers, and all health care providers.

Where may violence occur?

Violence may occur anywhere in the hospital, but it is most frequent in the following areas:

[ Psychiatric wards ;
. Emergency rooms |
L Waiting rooms
. Geriatric units

What are the effects of violence?

The effects of violence can range in intensity and include the following:

. Minor physical injuries

* Serious physical injuries

) Temporary and permanent physical disability
o Psychological trauma

. Death

Violence may aiso have negative organizational outcomes such as low worker morale, increased job stress, in-
creased worker turnover, reduced trust of management and coworkers, and a hostile working environment.



What are the risk factors for violence?

The risk factors for violence vary from hospital to hospital depending on location, size, and type of care. Common
risk factors for hospital violence include the following:

. Working directly with volatile people, especially, if they are under the influence of drugs or alcohol or
have a history of violence or certain psychotic diagnoses

Working when understaffed-especially during meal times and visiting hours -

) Transporting patients

° Long waits for service

. Overcrowded, uncomfortable waiting rooms

L Working alone

L) Poor environmental design

L Inadequate security

. Lack of staff training and policies for preventing and managing crises with potentially volatile patients
. Drug and alcohol abuse

) Access to firearms

. Unrestricted movement of the public

e Poorly lit corridors, rooms, parking iots, and other areas

Watch for signals that may be associated with impending violence:
» Verbally expressed anger and frustration

e Body language such as threatening gestures
+ Signs of drug or alcohol use

¢ Presence of aweapon

Maintain behavior that helps diffuse anger:
e Presenta calm, caring attitude.

» Don't match the threats.
s Don'tgive orders.
e Acknowledge the person’s feelings (for example, “I know you are frustrated”).

» Avoid any behavior that may be interpreted as aggressive (for example, moving rapidly, getting too close, touching, or
speaking loudly).



Be alert: ‘
+ Evaluate each situation for potential violence when you enter a room or begin to relate to a patient or visitor.

e Be vigilant throughout the encounter.
« Don'tisolate yourself with a potentially violent person.

» Ailways keep an open path for exiting-don't let the potentially violent person stand between you and the door.

Take these steps if you can’t defuse the situation quickly:
e Remove yourself from the situation.

e Call security for help.

* Report any violent incidents to your management.





