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

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

1. Physical neglect      4.   Physical abuse 
2. Physical abuse      5.   Financial abuse 
3. Emotional abuse      6.   Sexual abuse 

 
Mandated Reporters: Certain individuals working with the public are identified as “mandated reporters”.  These 
individuals have a legal responsibility to report to the appropriate agency any signs or symptoms of abuse or neglect.  
Health care professionals are mandated reporters.  This would include, but is not limited to, physicians, nurses, 
emergency clinical technicians, paramedics, clinical social workers, pharmacist, and other allied health professionals. 

 It is critical to identify suspected victims of abuse. 
 Patients should be assessed for signs of abuse on admission and throughout the continuum of care.  

Consider the following: 
 

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

 
Indicators of Physical Neglect: 

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

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

 
Indicators of Emotional Abuse: 

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

 
Indicators of Financial Abuse: 

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

 
Indicators of Psychological Abuse: 

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

 
Indicators of Sexual Abuse: 

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

 
Behavioral Indicators of Abuse in Children and/or Adolescents: 

1. Excessive daydreaming 
2. Regressive behavior such as bed wetting 
3. Running away from home 
4. Profound and rapid personality change 
5. Rapidly declining school performance 
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What to do: 

 Anytime any indicators of abuse are present, notify SAMC’s Social Services Department, ext.  Social 
Services will coordinate an investigation and determine if evidence suggesting abuse exists 

 Assist the physician with any necessary assessments 
 Provide a safe and supportive environment: 

 With patient permission, limit visitors and/or telephone calls 
 Identify if there are any restraining orders in effect: notify SAMC Security if appropriate 
 Separate victim from suspected abuser 
 Provide one consistent caregiver when possible 
 Remain with victim as much as possible 
 Reassure victim of their safety 

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

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

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

them to do so 
 Provide Community Resources: 

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

 Review: 
1. The following individuals are mandated reporters: 

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

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

3. A telephone report to SAMC’s Social Services Department is necessary when you suspect a case of abuse. 
a. True 
b. False 
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Falls and Related Definitions: 
 

1. Fall: is a sudden, uncontrolled, unintentional, downward displacement of the body to 

the ground or other object, excluding falls resulting from violent blows or other 

purposeful actions. 

2. Near Fall: is a sudden loss of balance that does not result in a fall or other injury. 

This can include a person who slips, stumbles, or trips but is able to regain control 

prior to falling. 

3. Un-witnessed Fall: occurs when a patient is found on the floor and neither the patient 

nor anyone else knows how the patient got there. 

4. Accidental Falls: 

 Caused by person slipping, tripping, or having some other mishap 

 Often related to environmental factors or loss of balance 

 Person may not have been identified as high fall risk 

 14% of all falls 

5. Anticipated Physiological Falls: 

 Occurs with the patients identified as fall-prone on a fall risk scale. 

 Likelihood of fall is increased by: 

 A previous fall 

 More than one diagnosis 

 A weak or impaired gait 

 The lack of realistic assessment of his or her own abilities to go 

to the bathroom unassisted 

 An IV access 

 And an ambulatory aid such as a walker 

 78% of all falls 

6. Unanticipated Physiological Falls: 

 May be attributed to causes created by conditions that cannot be predicted 

before the first occurrence 

 An example is a fall due to a seizure 

 8% of all falls 
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Fall Assessment 
and 

Prevention

Purpose and Objectives
After successful completion of this self-study module, you 

will be able to:
• Identify risk factors for falls.
• Utilize fall assessment tools to identify patients at risk 

for falling.
• Choose interventions that will decrease your patient’s 

risk for falling on an individual basis. 
• Identify appropriate interventions following a patient 

fall, based on individual history and assessment.
• Communicate and document necessary information to 

decrease fall risk.

Case Study

Ms. Robinson is a confused 85 years old, 
60 kg patient. She is restrained but is 
able to get out of restraints and get out of 
bed.

What can happen to Ms. Robinson?

How costly are falls?
• 1/3 rd of all people over 65 fall each year
• Number one cause of traumatic brain injuries
• Leading cause of deaths
• Falls related injuries are RT increased 
morbidity, decreased independence, & 
increased risk of premature death

• 20-30% of falls cause moderate to severe 
injuries

• Average cost = $19,500
• Medicare does not reimburse hospitals for the 
extra cost of treating injuries from falls.

Risk factors
• Female
• Hx of falling
• Lower body 
weakness

• Balance/gait 
problems

• Visual problems

• Multiple chronic 
diseases

• Hx of CVA
• Urinary incontinence
• Postural hypotension
• Cognitive impairment
• Neuromuscular 
disorders

Medications can increase fall risk
If a High Risk Fall patient is started on any of the following 

medications in the past week, the Morse Score is increased to 
75-125 range:    

• Diuretics
• Antihypertensives
• Hypnotics/Sedatives
• Antidepressants
• Bowel prep

Note: 
• Be aware of physiological interactions of polypharmacy and their 

potential of fall risk.
• Anticoagulants can lead to serious bleeding after a fall.
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Risk factors identified by TJC

• Altered mental status related to chronic 
mental illness or acute intoxication

• History of prior falls
• Use of sedation
• Use of anticoagulants
• Recent environmental change
• Urinary urgency
• Time of day (nights, weekends, holidays)
(JCAHO, 2000)

Root cause of falls identified by 
TJC: 

• Failure to report information in nursing 
report during shift changes, transfers, 
and admissions from other facilities

• Failure to document changes in the 
medical record

• Poor communication from the families to 
the care providers about underlying 
conditions and fall history

(JCAHO, 2000)

Other root causes of fatal falls:

• Malfunction or misuse of equipment (i.e. 
bed alarms)

• Incomplete education of patients
• Inadequate staffing
• Reduced use of restraints without 
implementing alternatives to restraints

• Inadequate supervision of caregivers in 
training.

(JCAHO, 2000)

Fall Prevention and Reduction

Fall 
Prevention 

& 
Reduction

Communication & 
Documentation

Safety of 
Environment

Promoting Strength 
& Balance

Fall Assessment

Fall Risk Assessment
Patients are assessed:
• On admission
• Any inter-unit transfer
• Following change in status: 

‒ Level of consciousness
‒ Post-operative
‒ Change in meds

• Regular interval- every 12 hours
• Following a fall

Fall Risk Assessment

Assess Intrinsic Factors:
• Morse Fall Scale

Assess Extrinsic Factors:
• Be aware of surroundings
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Morse Fall Risk Assessment Tool
• History of falls                No = 0      Yes = 25

• Secondary Diagnosis      No = 0      Yes = 15

• Ambulatory Aid                None/bed rest/nurse assist = 0
Crutches/Cane/Walker = 15  
Furniture = 30

• IV or IV Access               No = 0     Yes = 20                                            

• Gait                                 Normal/bed rest/wheelchair = 0
Weak = 10
Impaired = 20

• Mental Status                  Oriented to own ability = 0
Over estimates or forgets limitations = 15

Total=______                                                    

Morse score of 45 or greater is considered a high risk for falls 14

Pediatric Fall Risk Assessment 
for Patients Younger Than 18

• History of Falls             No = 0   Yes = 3
• Physical Alterations 

or Impairments             No = 0    Yes = 3

• Functional Status        None  = 0  Weak = 1
Crutches, walker, brace = 2
Impaired = 3
Orthostatic hypotension = 3

• Equipment                   None = 0      Yes = 3

• Cognitive/                    Oriented to own ability = 0
Psychological               Neurological limitations due to illness = 2

• Medication that Alters Equilibrium   None = 0  Yes = 3

Scoring:
• Standard/Low Risk = 0 ‒ 1 point
• Moderate Risk= 2 ‒ 5 points
• High Risk = >= 6 points
• See Policy No.4 of Pediatric Policies P ‒ 1 for more details  

Interventions For Pediatric Fall Risk Prevention:
Standard/Low Risk

(0 ‒ 1 Point) Moderate Risk
(2 ‒ 5 Points)

High Risk
(>= 6 Points)

1. Remove excess equipment.
2.             Coil and secure excess electrical 

and telephone wires.
3.            Immediately clean all spills in 

patient room and hallways.
4.        Place signage to indicate wet floor.
5.        Orient patient to surroundings.
6.        Keep bed in lowest position.
7.        Keep side rails up and teach parents 

to raise side rails when away from 
patient side.

8.        Use bubble top on crib for pt who 
can pull to a standing position.

9.        Secure locks on beds an equipment.
10.     Keep floors clutter/obstacle free.
11.     Place call light and frequently used 

items within reach.                 
Answer call light promptly.

12.     Encourage patient to call for 
assistance when needed.

13.     Display special instructions for vision  
or hearing.

14.     Assure adequate lighting especially    
at night.

15.     Use properly fitted gown and non-slip 
footwear.

16.     Secure all patients in strollers.
17.     Stay with the patient when in 

highchair and fasten belt.

Follow all the interventions under 
Low Risk with additional 
interventions implemented 
per nursing clinical 
judgment or physician 
orders.

1. Frequent monitoring by 
staff.

2. Additional personnel 
assistance with transfers.

3. Appropriate referral as 
ordered by physician.

4. Assistance with ambulation 
with educated family 
members/staff.

5. Assess need for assistive 
device.

6. Remain with patient during 
standing/showering.

Follow all the interventions under 
Low Risk and Moderate 
risk with additional 
interventions implemented 
per nursing clinical 
judgment or physician 
orders.

1. Family or staff to accompany 
patient with ambulation.

2. Evaluate need for constant
family/personnel monitoring

3.         If restraints necessary, refer 
to current restraint policy.

Case Study
Ms. Robinson is a confused 85 years old, 60 kg patient. 

She is restrained but is able to get out of restraints and 
get out of bed.

She is being treated for pneumonia. She has history of 
Type II diabetes, peripheral neuropathy, ostoporosis, 
CHF and HTN.

She takes Aspirin, Furosemide, Fosamax, Metoprolol.
Her personal belongings include a cane, eyeglasses and 

dentures.
She will be needing IV antibiotics.
What risk level for falling would you assign to her using 

Morse Fall Scale?
What other factors should you consider?

Developing your Plan of Care

• Standard Fall Interventions?
‒ Staying with patients during toileting
‒ Patient placed close to nursing station
‒ Call bell in reach
‒ Elimination needs assessed every hour
‒ Hourly rounding (4 Ps)
‒ Patient and family education
‒ Ensure safe environment- night light, reduce 
clutter, pull curtains back

‒ Yellow armband, yellow socks, yellow dot sticker on 
chart, bed alarms, floor mats, hipsters

‒ Fall identifier: “Yellow sock zone” sign
‒ High risk fall precautions in ClinStar
‒ Review and adjust meds with physician
‒ Assess intrinsic and extrinsic risk factors
‒ “Fall risk plan of care” displayed in patient room
‒ Give “Guide to Fall Prevention” brochure to patient 
and family

‒ Discuss home safety
‒ PT referral 

High Risk Fall Interventions:
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Toileting
• Offering patients the opportunity to go to the bathroom 

every hour will help decrease the need for patients to 
get up on their own to go.

• Communicating to the patient that staff will be checking 
in hourly will help alleviate the need for them to do it on 
their own.

• Prior to the end of the shift, offer toileting to all patients 
and let them know that someone will be back to check 
on them after the change of shift.

• If patient is sleeping, plan toileting opportunities around 
scheduled events, like vital signs, medication passes, 
turning and assessments.

Pain 

• Keep in mind that having pain medication 
on board can impair one’s judgment and 
motor skills.

• This can increase their risk of falling.
• Keep in mind that other medications can 
also increase patients risk for fall. For 
example; Diuretics, Hypertensive, sleeping 
pills and Anti-Anxiety meds.

Positioning

• Patient’s who can’t turn themselves 
should be turned every two hours.

• This should be documented on the Patient 
Graphic Flow sheet.

• Patient’s who are in a comfortable 
position may be less likely to try to get up.

Placement

• Please make sure that things are with in 
the patient’s reach when making rounds.

• Examples: Call light, bedside table, phone, 
urinal.        

Patient Education
• Remember that knowledge is key.
• When you initiate HRF precautions, let the patient know that the

bed alarm will be activated with the reason why. 
• Patient’s may need to be reminded every shift that they are on HRF 

precautions along with the reason why. This should be done when 
the assessment is being performed by the RN.

• NA’s should also play a role in reminding patients of HRF 
precautions.

• Letting them know that it is for their safety may very well lead to 
their cooperation.

• Reinforcing this information every shift will also help in the 
prevention of falls. 

• Please include not only patients but their family members.

Bed Alarms
• Remember that the bed alarm should not be 
turned off while patient remains in bed.

• Use the three different modes to accommodate 
your needs. Example; during bed bath, place 
alarm on mode 3.

• Do not turn bed alarm volume down. Having the 
volume turned down defeats the purpose of 
having the alarm activated.

• If patient has orders to sit in chair. You can use 
a portable bed alarm to help keep the patient 
safe. You can get the alarm from the UC.
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Communication and 
Documentation

Communicate during report:
‒ Report your patient’s intrinsic risk factors
‒ Report interventions that were implemented 
‒ Report interventions to decrease external risk 
factors (extrinsic factors)

‒ Report patient and family education and their 
response to the education

Hand off of Care

• Identifying patient as HRF must be part of 
the hand off of care for both RN and NA 
teams.

• Walking rounds with hand off of care 
must be done every shift.

• Visual check for bed alarm activation 
needs to take place during this process to 
help ensure our patient’s safety.

Documentation:
• Risk status
• Factors that place patients at risk
• Interventions being employed to reduce risk
• Patient and family education
• Environmental precautions being taken
• Document risk assessment:

‒ Admission summary form
‒ Acuity flow-sheet
‒ Progress notes- when needed

Post Fall Assessment
• Check ABCs, Traumatic injuries
• Once traumatic injuries are ruled out:

‒ Assess for symmetrical ROM in the extremities
‒ Document circumstances regarding the fall
‒ Record VS
‒ Help the patient- restore his/her dignity
‒ Notify patient’s family if appropriate
‒ Assess intrinsic and extrinsic factors
‒ Post fall huddle

Following a fall:
Assess for:
• Patient appearance at the time they are 
discovered

• Patient response to the fall
• Any evidence of injury
• Location of the fall
• Physician notification
• Medical and nursing actions that were taken
(VA National Center for Patient Safety, 2003)

Example of documentation:

• Loud noise from the patient room. Patient 
found on floor. Upon asking, patient 
stated, “I was going to the bathroom, and 
my left leg gave out”. Physician notified.
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Example of documentation:

• The patient was found alert and oriented, 
in the bathroom. She did not complain of 
pain, just stated, “left leg gave out”. No 
evidence of injury- no bruising, redness, 
swelling noted on the left lower extremity. 
Active and passive range of motion were 
not impaired. Patient helped back to bed 
and comforted. Dr. Smith was notified by 
phone. No orders received.

Key things to remember
• Identifying your patient as HRF is the first step in 

preventing falls. 
• Bed alarms must be activated on all high risk fall 

patients.
• It is everyone’s responsibility to answer the bed alarm 

when it is alarming
• Patient’s can not be left unattended when on the bed 

side commode or in the bathroom
• Hourly rounding makes a difference when done right.
• Educating patients and their families is key to success.

Conclusion
• Assessment for patient falls- ongoing activity
• Includes assessment on admission, 
reassessments, post-fall assessments

• Patient and family teaching and decrease falls at 
home

• Nurses are key players to help assess and 
prevent patient falls.

• Remember, this could one day be your loved 
one that we are protecting
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Care of Skin Issues: 
Breakdown, Pressure Ulcers, 

Incontinence – Associated 
Dermatitis, Skin Tears

H-7 Policy and Procedure Review, Identification 
of Skin Issue, Treatment Options

2

Braden Score 
• Used to assess for high risk skin 

breakdown
• Done on admission, every shift, & prn
• When score is less than 18, initiate a Skin 

Integrity impaired care plan
– Address interventions that your patient needs
– Example: a patient who has nutrition needs 

vs. a bony patient with very fragile skin
• Document to all interventions in care plan

3

Pressure Wound Related Definitions
The following definitions apply ONLY to 

areas of PRESSURE!

• Suspected Deep Tissue Injury
– Purple or maroon localized area of intact skin

or blood-filled blister
– Damage to underlying tissue is deep, so this 

is worse than Stage 1
– May be painful, mushy, firm, warmer or cooler 

than other skin
4

Suspected Deep Tissue Injury

5

Stage 1
• Intact non-blanchable redness over a localized area, 

usually over a bony prominence
• May be painful, firm, warmer or cooler than 

surrounding skin
Left Hip Area

6

Stage 2
• Partial thickness loss of dermis

– Shallow (only top layer of skin may be gone)
– Open ulcer with pink/red wound bed
– NO slough, eschar, or fat is present!



2

7

Stage 3
• Full tissue thickness loss
• Subcutaneous fat may be visible, but NOT bone, tendon, or 

muscle.
• Slough (dead yellow, tan, or brown tissue) may be present, 

but does not obscure the depth of tissue loss.
• There may be undermining and/or tunneling

Note the slough on this w
ound, 

maceratio
n on entire

 wound edge,

and re
dness of su

rro
unding area

Right Hip 8

Stage 4
• Full thickness loss with exposed bone, tendon, or muscle
• Slough or eschar may be present on some parts of the wound, 

but the wound bed is still visible
• Often includes undermining and / or tunneling

9

Unstageable Pressure Ulcer
• Full thickness loss in 

which base of wound 
is covered by slough 
or eschar

The base of the wound on these 
two pressure ulcers cannot be seen

10

Other Skin Issues
• Remember! The only wounds you would 

stage are wounds associated with 
pressure. 

• If the skin issue is NOT associated with 
pressure, then just describe it.

Examples:
• Skin tears
• Incontinence Associated Dermatitis

11

Skin Tears

If the tear has a flap of skin attached, reposition 
the flap over the wound

12

Incontinence Associated Dermatitis

Right Groin Area Buttocks Area with 
Denuded Skin
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On Line Incident Reporting
• Online Incident reports must be completed on 

ALL skin breakdowns
– Skin tears
– Pressure associated wounds

• Suspected Deep Tissue Injury
• Stage 1
• Stage 2
• Stage 3
• Stage 4
• Unstageable

• When present on admission, and/or progress to 
the next stage, become unstageable, or develop 
after admission.

14

Treatment Options
Treatment of every skin issue involves 3 steps:
Clean      Protect                      Cover

Foam Dressings

Clear Acrylic Dressings Hydrocolloid
Dressing

Stage 1 ulcers: covering 
is optional – depends on 
the patient’s general skin 

condition and 
circumstances

15

Suspected Deep Tissue Injury 
and Stage 1

• Remove source of pressure
• Address incontinence, clean, pat dry
• Apply No Sting skin barrier to protect skin
• If you feel the skin needs to be covered for 

protection against friction, you may choose any 
of the 3 product dressing choices:
– Clear acrylic
– Hydrocolloid
– Foam

All of these 
dressings have 

absorbent 
qualities

16

Stages 2, 3, and 4
• Clean with Normal Saline and gauze, dry
• Apply No Sting Skin Barrier
• Apply any of the three dressing choices

– Clear acrylic
– Hydrocolloid
– Foam

• Calcium alginate (Algisite) is also available for 
draining wounds – Use in combination with 
above product.

17

Calcium Alginate and Clear Acrylic 
Dressing

Algisite is placed in the 
draining wound on the left.
The clear acrylic dressing 
makes it easy to see the 
wound without taking the 
dressing off.

Clear acrylic dressing is made to last for 6 days!

18

Skin Trauma 
Tears / Abrasions / Blisters

• Clean with NS and gauze, dry

• Apply No Sting skin barrier

• Cover with clear acrylic if surrounding skin tissue 
is intact and healthy

• Cover with Vaseline gauze and wrap with Kerlix 
dressing for friable skin. 

• Use a skin sleeve or stockinet over limb to keep 
dressing in place without tape.

• Maintain skin over blister – never remove skin!
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Incontinence Associated Dermatitis

• Remove source of incontinence

• Clean skin, dry

• Apply No Sting skin barrier

• If yeast is present, ask MD for an order for 
Nystatin

20

Consultations
• Obtain an MD order for Wound and Ostomy

nurse consults on all stage 3, 4, and 
unstageable wounds, and on any other type of 
wound that you need help with.

• Enter a Nutrition Services referral for all skin 
breakdown wounds.

Wound Progress Record
• Review documentation elements



Policy H-7: Review and Test 
Skin Breakdown, Pressure Ulcers, Incontinence Associated Dermatitis 
 

Directions: Read the newly revised policy and procedure named above and answer the questions below: 
 

1. All pressure ulcers usually develop as a result of continued pressure applied over bony prominence. 

a. True b. False 

2. Suspected deep tissue injury is important to identify because this can evolve into a stage II or stage III 

pressure ulcer. 

a. True b. False 

3. A suspected deep tissue injury may appear as 

a. Partial thickness loss of dermis presenting as a shallow open ulcer with a pink wound bed. 

b. Full thickness tissue loss exposing subcutaneous fat. 

c. Intact skin with non-blanchable redness of a localized area. 

d. Purple or maroon localized area of discolored intact skin and/or shear. 

4. Activating a skin integrity problem in a patient’s plan of care is only necessary for stage II, III, or IV 

pressure ulcers. 

a. True b. False 

5. A closed or open serum-filled blister may be considered a stage II pressure ulcer if over a bony prominence. 

a. True b. False 

6. Your patient is an 82 year old female who has incontinence associated dermatitis in and around her perineal 

area. As you are assessing her skin, you notice a break on her inner thigh just below the perineum. This 

would be classified as a stage II pressure ulcer. 

a. True b. False 

7. Treatment for a closed or open serum-filled blister is: 

a. Clean with saline, apply no-sting skin barrier film; cover with clear acrylic dressing. 

b. Clean with soapy water and dry. Leave open to air. 

c. Clean with saline, cover with Desitin ointment. 

d. Apply Calcium alginate, apply a foam dressing. 
 

8. Your patient is 68 year old diabetic male who is in the hospital for diabetic foot ulcer care. The largest 

wound on his foot is 2 cm x 1.5 cm x 1 cm. The wound bed is pink without slough tissue (yellow-white), 

and has no drainage. This would be classified as a stage II pressure ulcer? 

a. True b. False 

 

 

 



9. All stage IV pressure ulcers involve exposed bone, tendon, or muscle, may have undermining or tunneling, 

require an order for Wound and Ostomy; nurse consultation, and an on line incident report. 

a. True b. False 

10. All pressure ulcers and skin tears must be included as a problem in the patient’s plan of care. 

a. True b. False 

11. It is important to perform a full skin assessment on admission and at the beginning of every shift to identify 

any and all pressure ulcers of any stage because: 

a. SAMC will not receive any health insurance reimbursement if this is not done. 

b. Prompt recognition, documentation and treatment results in better patient outcomes. 

c. SAMC must recognize and report any skin problem to the State Department of Health 

d. Prompt recognition is mandated by law. 

12. All pressure ulcers found on admission must be reported via an on-line incident report within 3 days of 

admission. 

a. True b. False 

13. After pressure ulcer is identified or has progressed what are the steps you must take? 

a. Measure the wound 

b. Photograph the wound 

c. Clean & treat the wound as per Skin 

Breakdown Policy H-7 

d. Complete a wound progress note 

e. Complete and occurrence report 

f. Complete a pink sticker 

g. Notify the primary care provider. 

h. All of the above 

14. Photographs of pressure ulcers must include: 

a. Spouse’s name, date of birth & time wound found 

b. Name of patient, nurse caring for patient, size of wound 

c. Name of patient, medical record number, date, wound location & wound size 

d. Name of patient, medical record number, time wound found & treatment 



SAMC HOSPITAL ACQUIRED PRESSURE ULCER PREVENTION PROTOCOL 
To be implemented immediately whenever risk assessment identifies Braden risk of 1 or 2 in any subset.  
Include protocol interventions on Plan  of Care and update every shift  with adjustment to plan if score not 
improved and goal not met.                                                 
                    Braden Subset                                                    Treatment / Care score 1 or 2  
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Sensory Perception 
The ability to respond 
meaningfully to pressure-
related discomfort. 

Moisture 
The degree to which skin is 
exposed to moisture. 

Mobility 
The ability to change and 
control body position.  

Nutrition 
Usual food intake pattern 

1. Obtain a baseline for pattern of diet when patient is healthy and adjust meal times 
and intake as appropriate. 

2. Obtain Nutrition consult specify reason for consult/ call RD for questions 
3. Notify MD of nutritional deficit to intervene while consult pending 
4. Collaborate with MD to increase TF/advance diet  with RD recommendations 
5. Encourage /assist patient with meals and supplements as needed. 
6. Encourage family to assist patient with eating allow flexibility in diet if possible. 

1. Keep patient skin moisturized use creams, skin sealants after baths and PRN. Do 
not rub reddened areas. 

2. Use draw sheet / transfer devices to LIFT patient, during turning / repositioning 
do not drag.  

3. Elevate foot of bed and/or knees 10 – 20 degrees when HOB elevated to 30 
degrees 

4. Align hips with arrow markings on versacare or total care beds for proper 
positioning. 

5. Utilize protective padding example socks, heel and elbow protectors and  float 
heels 

Friction and Shear 
 Friction is the rubbing of two 

surfaces in opposite directions 
creating wear on the skin.  

 Shear is the effect of two 
opposing forces causing deep 
tissue damage.  

1. Turn minimally Q 1-2 hour while in bed utilize wedge when patient 
turning/repositioning side to side. 

2.  Use pillow between knees, and to support other bony prominences when side 
lying.  

3. Use Chair position in bed at least once a shift as tolerated 
4. Get out of bed stretcher chair, dangle, stand, chair and /or ambulate at least once 

a day as tolerated 

1. Identify baseline activity from patient/family and use to get patient back to 
baseline.  

2. Teach family how to perform ROM exercises, perform ROM at least once a shift 
3. Assess current ability assisting patient to sit up in bed/dangle side of bed for 

moderate/ maximum effort and utilize LAT for the patient’s activity. 
4. Obtain PT/OT consult if patient shows weakness and has new deficit 
5. Increase activity daily with patient and when up in chair relieve pressure 
6. Encourage patient to participate ADL’s 
7. Up in chair/dining mode for all meals/ Use BSC or BRP vs bedpan. 
8. Utilize Trapeze if needed 
9. Use the patient handling decision tree assessment tool as needed for staff and 

devices needed. 

Activity  
The degree of physical 
activity. 

1. Check patients for incontinence frequently to minimize the amount of time they 
are exposed to moisture. 

2. Use Ultrasorb incontinent pad over draw sheet. DO NOT use incontinence briefs 
while patient is in bed. 

3. Wash patient with pH balanced cleanser dry skin thoroughly and use protective 
cream after each incontinent episode. 

4. Use no sting barrier once every 12 hours to assist with barrier to incontinence. 
5. Use Flexiseal/ rectal bag if appropriate for diarrhea. 
6. Offer bedpan, urinal, BSC, BRP q 2-4 hours or more frequently. 
7. Notify MD and Dietician for diarrhea treatment options  

1. Teach family the importance of changing position for prevention of pressure 
ulcers, how to do small frequent position changes and how to perform ROM 
exercises. 
2. Assess RASS q 1 hour titrate sedation to keep RASS>-3 to increase patient ability 
to respond (ICU) 
3. Provide auditory, visual, verbal and tactile stimulation to assist in maintaining 
awareness of self  incorporate patient in routines for sensory stimulation when 
possible. 
4.  Explain procedures, reorient to day and time 











Limited English Proficient & Deaf: Interpreter & Communication Aids 
Patient Care Policy E-3 

Learning Objectives:  
1. Identify high risk communications that require the use of a qualified interpreter. 
2. Describe the devices available for the Limited English Proficient (LEP) and deaf patients. 

Why do we need Interpreter & Communication Aids? 
1. To provide better patient care and for better patient outcomes 
2. Regulatory Issues:  

a. California Department of Public Health: AFL 08-04 Section 1259 (c)(2): Requires general acute 
care hospitals shall adopt & review annually a policy providing language assistance services to 
patients with language or communication barriers. 

b. Title VI of the Civil Rights Acts of 1964: Prohibits discrimination based upon national origin by any 
program or activity receiving federal financial assistance. It also requires that reasonable steps 
be taken to ensure meaningful access to services by limited English proficiency. 

What, Where, When and How: 

First access point where patient acquires services at 
SAMC 

Language Line: 
Telephone communication utilizing qualified interpreter 

 
“Language Needs” are 
determined & 
incorporated into 
admission process 

LEP patients are 
informed of a 
healthcare interpreter 

 
Obtain 
speakerphone/ dual 
handset/ cordless 
phone 

 
Connect it to phone 
jack in patient’s 
room and dial PBX 
Operator “0”. 

Operator connects the 
call to Language Line 
where HCP is connected 
w qualified  interpreter 

High Risk Communication Issues: 
 Require the use of Language Line 
 May include, but not limited to: 

1. Informed consent 
2. History & Physical 
3. Advanced Directive information 

4. Admission history 
5. Discharge Instructions 

Telecommunication Device for the Deaf: 
 Also known as TDD & Porter Printer 
 Obtain the device from the ED 
 The PBX Operator also has a TDD 
 Calls by the deaf are rec’d on the PBX Operator TDD Line (559) 450-3233 

Other Devices: 
 Language determination cards are available to allow the patient to point to their language 
 Communication boards are available from Social Services 
 Panational (another translation service) may also be used: (559) 486-5683 or (559) 493-6653 (p) 

Documentation: 
 Identify primary language spoken. 
 Document patient’s need for interpreter services. 
 Interpreter services are used to communicate at least once per shift & documented. 
 Document interpreter number when language line is used. 
 If, after notification that an interpreter is available, an individual prefers to use family or friend, this is 

confirmed with the language line & documented. 
Knowledge Check: 

1. Giving Discharge Instructions to a patient does NOT require the use of the Language Line (qualified 
interpreter). 

True False 

2. The Telecommunication Device for the Deaf (TDD) can be obtained from the ED True False 

3. If a patient does not want to use the Language Line, that is alright. No further process or 
documentation is required. 

True False 

4. The use of qualified interpreters is based on State & Federal regulations. True False 

5. The first access point at SAMC for a patient is where the determination of language needs to be 
initiated. 

True False 

 



LIQUID IV 
SOLUTION

CONTROLLED 
SUBSTANCE

LIQUID SOLID RCRA WASTE
no no no nonono

SHARPS 
DISPOSAL 

CONTAINER

Sharps may be 
placed in the Daniels 

Pharmaceutical 
Waste Container

Needles
Broken glass vials
Broken ampules
Blades
Scalpels
Razors
Pins
Clips
Staples
All empty syringes 

with trace amt of 
med-not pourable.

Sharps from 
procedures

Specimen devices in 
Endo

Pour any liquids into 
Pharmaceutical 
waste container 

before putting into 
sharps box

Only
NS
LR
Dextrose
Electrolytes
Multivitamins
Plain TPN

Put bag or 
bottle in trash

yes

Discard down 
the drain

Narcotic tablets
Narcotic wastage- 
what you can squirt 
out of the syringe.
Narcotics in IV bag
PCA wastage
Narcotic drips

NOTE:

Put fluid filled 
bag in 

Pharmaceutical 
waste including 
tubing – except 
Narcotic fluids 

must be squirted 
in.  

EMPTY bags & 
tubing go into 

REGULAR 
trash.

Pourable liquid 
from syringes.
Eye drops

PHARMACEUTICAL 
WASTE CONTAINER

BOX FULL?

Nursing to contact SERV 
at 7378 – EVS will 
remove & replace 

container

Liquid med, solid 
med, ampules, 
TPN with drugs, 
glass vials, eye 
drops or IV bag 

with fluid

yes
yesyes

yes
yes

yes

Tubing
Empty IV bags
Empty bottle
Empty vials
Syringes
Gloves
Pads
Masks
Gowns
Wipes
All supplies used 

to make and 
administer 

chemo meds

YELLOW 
HAZARDOUS 

WASTE 
CONTAINER

Tablets
Capsules
Ointment tubes
Lotions
Partially filled 

bottles
Suppositories
Partial tablets
Powders
Other 
Transdermal 

patches

SHARPS & PHARMACEUTICAL WASTE

DON’T KNOW WHERE TO PUT IT? PLACE IT IN THE PHARM CONTAINER.

CHEMOSHARPS

Nicotine* & 
Narcotic skin 
patches

Insulin
Inhalers/Aerosols
Warfarin*
Peroxides
Empty IV bags w/ 

RCRA meds
Unused Chemo
Tubing & empty 

IV bags used 
w/arsenic 
trioxide 

Alcohols >24%
DES tablets
Items involved in 

chemo spill > 
trace

*Includes 
wrapping

04/22/09

Complete manifest log



Pharmaceutical Waste Competency 
 

1. A patient has been discharged and you DC the IV. The primary bag is 
D51/2 NS with KCL. There is almost ½ liter left. You would discard the 
bag how? 

a. Empty the fluid into the sink and discard in the regular garbage. 
b. Put the bag and tubing into the Pharmaceutical waste container. 

 
2. Your patient has had a medicated patch on and is now ready for 

discharge. You would discard the patch 
a. Return to Pharmacy 
b. In the sharps container 
c. In the Pharmaceutical waste container 

 
3. You enter a patient’s room with her blood pressure medication but her 

blood pressure is below parameters and you will hold the medication. You 
will 

a. Throw the tablets into the garbage 
b. Flush the tablets down the toilet 
c. Discard the tablets into the Pharmaceutical waste container. 

 
4. You have drawn up 1 mg of Ativan and the order is for 0.5 mg. Where do 

you waste the extra? 
a. In the waste basket 
b. In the sharps container 
c. In the Pharmaceutical container 
d. In the air 

 
5. I will now discard all chemotherapy drugs into the Pharmaceutical waste     

container. 
a. True 
b. False 

 



































































ALLERGY

DNAR
■ Full    ■ Limited    ■ Comfort

FALL RISK

RESTRICTED EXTREMITY

LATEX ALLERGY

PT:  
 

DATE:

 
 

TIME:

MR#:   
PB:

NO BLOOD

BLOOD CONSERVATION

NEW Color-Coded Wristbands
 The national standard

Red means Allergy Alert! 
An allergy to anything – food, medicine, latex, dust, grass, pet hair, etc. – should be 
documented. The wristband reminds caregivers to check the allergy before delivering food, 
medicine or other aspects of care. This is very important to avoid unpleasant or 
serious reactions.

Purple means “Do-Not-Attempt-Resuscitation Order” 
has been written by the physician.  
When patients have expressed an “end-of-life” wish, the hospital and its caregivers want 
to honor it. When a DNAR order is written, staff will transcribe the specific type (Full, 
Limited, or Comfort) on the wristband.

Yellow means Fall Risk. 
Nurses continuously assess patients to determine if they need extra attention to prevent
a fall. Sometimes a person may become weakened due to illness or because of a recent 
surgery. This wristband indicates that this patient needs to be assisted when walking to 
avoid a possible fall.

Pink means Restricted Extremity. 
Some patients have past or current conditions that would prohibit the use of a certain 
extremity for various reasons. This wristband will alert hospital staff to not use this 
extremity for blood draws, IV insertion or other medical procedures.

Green means Latex Allergy. 
If a patient has an allergy to latex, it is very important to alert hospital staff. Many products 
used in hospitals are “latex-free”; however, some products may still be made from latex. 
Contact with these items can cause an allergic reaction. Other nonlatex products can 
be substituted for use when a patient has a latex allergy.

Blue with Blood Bank Info means either prior blood drawn
as an outpatient or wristband applied in the ED.
Keep this wristband on the patient. It can be utilized to verify accurate patient
identification if a blood transfusion is ordered or during a downtime.

White with Blood Conservation means patient has 
specific requests for blood use.
If a patient’s refusal to use blood/ blood products is not absolute (i.e., agrees 
to transfusion only as a life-sustaining measure after all other nonblood 
interventions have been used), this wristband is used to alert others 
to those wishes.

White with NO Blood means patient 
DOES NOT receive a blood transfusion.
If a patient refuses a transfusion under any circumstance, 
this wristband will be applied.

COMMITTED to Patient Safety



 

 

National Patient Safety Goals 
Frequently Asked Questions (FAQs) 

 
 
 

Q: What are the National Patient Safety Goals? 
 
A: Created by The Joint Commission (TJC) in 2002 to promote specific 

improvement in patient safety.  They are revised annually and highlight  
problems in healthcare and describe evidence and expert-based solutions. 
 
 
 

Q: Who chooses the goals? 
 
A: The Sentinel Advisory Group recommends changes and/or additions which are 

then approved by the Joint Commission's Board of Commissioners. 
 
 
 
Q: How are the goals chosen each year? 
 
A: The goals are chosen based on the review of evidenced based practice, cost 

effective and practical recommendations to address the most common/serious 
problems highlighted by sentinel events. 

 
 
 
Q: Why does this affect us? 
 
A: Once a goal is approved, all accredited organizations that provide care relevant 

to the goal and its specific requirements must comply to maintain Joint 
Commission accreditation. 
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Oxygen Issues

• Signs and symptoms of low oxygen?

• What is the criteria for supplemental 
oxygen?

• Oxygen restrictions for non-licensed staff.

Gas Cylinder Safety

• Oxygen is a 
medication and a 
potential missile 
propeller

The Sleeping Giant

• I am a high pressure, compressed gas cylinder

• I stand 57 inches tall

• I am 9 inches in diameter

• I weigh in at 155 pounds when filled

• I am pressurized at 2,200 psi

• I have a wall thickness of about ¼ inch

• I wear a regulator and hose when at work

• I can be ruthless and deadly in the hands of the 
careless and uninformed.

The Sleeping Giant

• I am still proud of my capabilities- here are 
few of them:
– I have on rare occasions been known to jet 

away- faster than any dragster

– I might smash my way through brick walls

– I might even fly through the air

– I may spin, crash and slash through anything 
in my path

Take the following steps to 
prevent a disaster

• Full or empty- see to it that my cap is on, 
straight and snug.

• Never- repeat- never leave me standing 
alone. Secure me so that I cannot fall.

» Union Carbide Corporation (ASU-Civil and Environmental Engineering- Lab Safety).

Cylinders must be at all times:

• In a rolling cart

• Chained to a wall

• Securely strapped to a gurney.
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Don’t:

• Do not ever place an oxygen tank next to 
the patient in patient bed or patient 
gurney.

• Stow away the tank in tank space under 
the gurney or hang it from the bed.

Call Respiratory Care (6135) 
when:

• A Cylinder is found on the floor or not secured 
per safety policy

• A Cylinder is empty and needs replacement 
(Label the cylinder as empty)

• The cylinder tag indicates it is from another 
area.



 
Pain Management 

 
New Pain Assessment Tools, Documentation and Policy Review 

 

Pain Assessment, Management and Documentation 

Objectives: 

 Identify healthcare & patient barriers to pain management 

 Explain hierarchy of pain assessment 

 Define different types of pain & their characteristics 

 Review assessment tools for verbal & non verbal patients 

 Explain APP terminology & conditions 

 Discuss the Care Plan & Comfort Goal upon patient’s admission 

 Review the Acute Pain Order Set & it’s documentation 

Pain: 

 Pain is a subjective experience, which includes many factors. 

o Physical 

o Psychological 

o Behavioral 

o Developmental &  

o Situational 

 Effective Pain Management generally involves an interdisciplinary approach with a 

combination of pharmacological, cognitive-behavioral, psychological & physical 

treatments. 

Hierarchy of pain assessment: 

 Self-report is the GOLD STANDARD: pain is what the patient says it is. 

 Search for potential causes 

 Observe your patient’s behavior and physiologic responses 

 Make use of surrogate reporting 

 Attempt an analgesic trial 

 Identify a comfort goal: what does patient lives at home, what medications does patient 

use at home. Document all responses in pain assessment. 



Pain Assessment Tools: 

A. Numeric 0-10 Pain Scale 

 Good for all ages 

 Patients can self report 

 Patients may use words to describe pain instead of numbers 

B. Behavioral Pain Scales: When patient is unable to verbalize his/her pain e.g. after stroke. 

1) Wong Baker/Faces Scale: patient identifies his/her pain level 

2) FLACC: was developed to be used for children under the age of 7 years. 

3) PAINAD (Pain assessment in Advanced Dementia): used for severely cognitively 

impaired patients, e.g. Alzheimer’s, non-verbal patients following stroke. 

 Not an intensity rating by the patient, but an observation of behaviors by the 

nurse. 

4) CPOT (Critical-Care Pain Observation Tool): Behavioral scale for patients in ICU who 

are sedated, intubated, unable to verbalize their pain. 

 Treat for pain is score is 2 or greater 

 Be Proactive 

 Changes in Vital Signs are NOT reliable. 

5) Assume Pain Present (APP): use for patients who are completely sedated or such 

 Acceptable terminology 

 Pre-medicate prior to known painful procedures 

 

Other considerations: 

 Non pharmacological ways to manage pain such as positioning, ice pack etc. 

 Bowel regimen: obtain laxative orders when necessary for patients on opiates. 

 Try adjuvant therapy such as NSAIDs. 

Documentation 

 Has to tell the patient’s story 

 Show why you gave medication 

 What pain scale you used 

 Did you talk to the family 

 Did the medications decrease the behavior 

 Your documentation justifies your practice 



Acute Pain Management Order Set: 

 Determine whether the patient is able to self report or whether behavioral tool will 

be used. 

 Order set incorporates PAINAD, CPOT & FLACC 

 Different medication strengths for each self-reported level of pain 

 Start with medication from mild column. 

 If pain behaviors don’t improve after two doses, request to sue strength listed in 

moderate column. 

 If patient needs analgesia more than 2-3 times per shift, request physician prescribe 

around-the-clock and PRN medications 

 If pain needs to be controlled within 30 minutes (e.g. in pain crisis), use IV pain 

medicine order set. 

 After pain has been controlled with IV meds, revert to PO meds. 

 Always consider pain first, if behaviors don’t improve with pain medications, and 

then consider anti-anxiety medications. 

Key Points: 

 Identify patient’s pain goal 

 Document on the Plan of Care 

 Recognize pain as the 5th vital sign: assess pain with each routine vital signs 

 Assess & reassess as needed: reassess 30 min for IV & 60 min for PO 

 Use appropriate pain tool for patient population 

 Behavioral tools tell us that patient is in pain, but don’t tell us the level of pain. 

 Follow hierarchy of pain assessment 

 Don’t medicate using numbers alone 

 Ask about patient’s history, weight, previous pain meds, type of pain 

 Treat any unacceptable pain 

 In non-verbal patients-treat for pain when score is 2 or above in Wong Baker/Faces, 

FLACC, PAINAD & CPOT tools 

 Identify the barriers that we face such as healthcare barriers, cultural barriers, lack 

of appropriate tools to use for variable patient populations. 

 

 



Pain Assessment, Management and Documentation: Review 
 

1. Pain must be assessed with each routine vital signs that includes ever hour if 

VS are checked every hour. True False 

2. The only way to get pain under control is with narcotics. True False 

3. Pain should be reassessed in 30 minutes for IV meds and 60 minutes for PO meds. True False 

4. Self-report is the best way to assess pain. True False 

5. Always consider pain first, if behaviors don’t improve with pain medications, 

then consider anti-anxiety medications. True False 

6. FLACC is okay to be used in adult population who is unable to self report. True False 

7. Behavioral tools tell us: if the patient is in pain AND how in how much pain. True False 

8. Tool(s) for assessing pain are: 

a. Wong-Baker/Faces Scale 

b. FLACC 

c. CPOT 

d. PAINAD 

e. All of the above 

9. Non-pharmacologic pain management includes: 

a. Massage 

b. Cold/heat application 

c. Rhythmic breathing 

d. Relaxation exercises 

e. All of above 

10. Mary Jones is a 90 year old female with severe dementia, admitted with fractured right hip. 

Daughter states that she is usually cooperative with care. Mary Jones is frowning, rigid with 

repositioning and striking out at staff. What is your recommendation?  

a. Use PAINAD tool to assess pain 

b. Speak with family member & find out more about signs & symptoms of pain patient exhibit 

at home and how they relieve pain 

c. Call physician to ask for Ativan 1 mg q 2hr PRN agitation 

d. Medicate patient for pain prior to above activity 

e. Monitor patient’s response to pain medication, document in plan of care and progress notes 

 



Pneumatic Tube System 
Dos and Don’ts to save time and frustration 

 

How to Package an item: 
 Select a carrier that has black velcro strips that are 

not worn/smooth. 
 Secure lids on all specimens 
 Double bag ALL specimens, ensuring zip lock bags 

are sealed to contain spills. 
 Nothing should protrude from carrier 
 Both latches must be closed completely. 

Reduce Downtime: 
 Loose items (like gloves) are sucked out of the 

carrier and melt into the tube.   
 Packaging issues cause 99% of the downtime and 

are preventable.  System can be down for hours and 
hours.

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
Dos Don’ts 

 DO make sure that the carrier is latched 
completely and properly. 

 DON’T overload the carrier. If you are 
stuffing the carrier and struggling with 
closure, it is over-filled. 

 DO make sure that nothing is 
protruding from the carrier prior to 
sending to prevent blockage and system 
failure. 

 DON’T send money, checks or 
vouchers. 

 DO make sure that all Patient samples 
are double bagged and bags are sealed 
tightly to prevent leakage. 

 DON’T forget to place item in a sealed 
double bag system. 

 Do make sure that specimen containers 
such as urine samples are closed tightly 
to prevent leakage. 

 DON’T send more than one carrier at a 
time. You must wait until the first 
carrier leaves station before sending 
another one. 

 DO bag everything that is sent through 
the system. 

 DON’T send food or drink items. 

 DO return surplus carriers to station “0” 
promptly as soon as your carrier count 
reaches your assigned maximum count 

 DON’T send formalin or formalin 
preserved specimens. 

 DO place samples in inside bag, place 
into another bag and seal. If sending 
paperwork with sample, place inside the 
outside bag prior to sealing to avoid 
possible contamination due to leakage. 

 DON’T place paperwork in same bag 
as sample to prevent contamination if 
leakage occurs.  

 DON’T send electronics (cell phones, 
pagers, etc.) 

 



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

 
A central obligation of all care providers is to protect patients from harm.  With this in mind, the medical staff and 
Saint Agnes Medical Center leadership are responsible to consider and address staff and physician health issues 
that might jeopardize hospital operations and/or compromise the quality or safety of patient care. 
 
Clinician impairment may be related to physical, psychiatric, emotional illness, or substance abuse.  A process has 
been established to address these types of issues through the Professional Practice Committee for physicians.  For 
hospital staff member concerns, Human Resources guidelines can be found in the Employee Handbook. 
 
Physician Related Concerns:  One purpose of the Professional Practice Committee is to ensure that issues of 
physician impairment are handled in a sensitive, fair, uniform, and confidential manner with consistency and fair 
treatment in accordance with Medical Staff Bylaws. 
Hospital Staff Related Concerns:  Issues related to staff impairment will be dealt with in a similar manner in 
accordance with the Employee Handbook and state or federal laws. 
What to watch for:  Impairment can take many forms, but there are common signs or symptoms to watch for.  It is 
important to look for trends in attitude, actions, and appearance.  Signs of impairment typically emerge in the 
following areas:  physical appearance, family and home, community, hospital, and employment history. 

 Increased problems in quality of care, decline in clinical and/or technical skills 
 Making rounds or taking breaks at odd or inappropriate times 
 Inappropriate orders, lack of decisiveness, disjointed thoughts 
 Consistently unavailable or inappropriate responses to phone calls 
 Social withdrawal 
 Missed appointments 
 Repeated “illnesses” 
 Smell of alcohol on their breath 
 Tremors 
 Needle tracks 
  

Reporting: 
 If a hospital staff member, medical staff member, or other care provider has reasonable cause to believe 

that a physician or hospital staff member is impaired, that individual should immediately contact the nursing 
supervisor, Human Resources, or one of the medical staff leaders (department chair, President of the 
Medical Staff, or Chief Medical Officer) and report the concern 

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

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

 
There are resources available to individuals with mental health or substance abuse problems.  Saint Agnes Medical 
Center encourages individuals with substance abuse problems to seek rehabilitation and may allow an individual to 
return to work after successful completion of a rehabilitation program.  For further information, please contact Medical 
Staffing Office, Human Resources, or hospital leadership, or refer to the appropriate policies and procedures 
available on Docushare. 
 
ACKNOWLEDGMENT: 
 
I have read and understand the above information: 
 
Signature ___________________________________________________________ Title: _____________________ 
 
Printed Name: _______________________________________________________ Date: _____________________ 
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Restraint and Seclusion for 
Patient Safety

Objectives 

 Define Restraint/ Seclusion per SAMC policy

 Discuss alignment of policy to current 
seclusion practice here at SAMC

 Describe process for assessing need for 
restraint/seclusion, implementation of 
restraint/seclusion, and ongoing monitoring

Definition of Restraint

Per Restraint/ Seclusion Policy

 Restraint -Any manual method, physical or 
mechanical device, material, or equipment that 
immobilizes or reduces the ability of the patient 
to move their arms, legs, body, or head freely. 

4 siderails
Limb restraint
Soft/leather Belt Mitts

Definition of Seclusion

 Seclusion -The involuntary confinement of a 
patient alone in a room or area from which 
the patient is physically prevented from 
leaving or given the perception that 
threatens the patient with physical 
intervention if the patient attempts to leave 
the room. 
 Seclusion may only be used for the management 

of violent or self destructive behavior in the 
Emergency Department. 

5150 Danger to self 5150 Danger to others Gravely disabled

Restraint and Seclusion 

 Policy for restraint and seclusion are based on 
regulations from:
 Centers for Medicare Services (CMS) 
 The Joint Commission (TJC)
 Title 22

 Based on Premise that:
 Patients have a right to be free from restraint and 

seclusion
 Restraints/seclusion should only be used as a last resort 

to maintain safety for patient and others.
 When restraints/ seclusion needed apply the nursing 

process.
 Assess, Diagnosis, Plan, Implement, Evaluate. 

Aligning the Policy to Standards and 
Practice

 Restraint Types:Restraint Types:
 Nonviolent or non-self destructive

 Violent or self destructive

 Basis for restraint use is based on behavior of 
patient regardless of etiology



Restrain Tidbits 
 

1. The House Supervisor will be notified of each impending episode of restraint in all areas except 

critical care units and ED. 

2. The patient will be moved to a room directly across from the nurse’s station when possible. 

3. When considering restraints, the patient will be assessed to identify any physiological problems 

that may be causing changes in the patient’s behavior. 

4. Alternative interventions will be considered prior to application of restraints. 

5. Documentation will be in the Restraint Plan of Care and as will all new problems, document the 

problem in the Progress Record. 

6. The MD order will be obtained just prior to or concurrently with application. The restraint order 

will be written on the Restraint Order set. 

7. Patients will be monitored every two hours and PRN. 

8. A restrained patient will be accompanied by a trained staff member when they leave their room 

fro a procedure. The staff member will stay with the restrained patient from the time they leave 

their room until the patient returns to their room. 

9. The patient’s family cannot substitute for restraints. If restraints are taken off while the family is 

present and then put back on when they leave, this is a new episode of restraint use and all 

requirements as above must be met, the physician contacted, and a new restraint order obtained. 

10. Death of a patient in the following circumstances will be reported the CMS Regional Office. 

a. Each death that occurs while a patient is in restraints. 

b. Each death that occurs within 24 hours after the patient has been removed from restraints. 

c. Each death known, that occurs within a week after restraint, where it is reasonable to 

assume that the use of the restraint contributed directly or indirectly to a patient’s death. 

1. Complete the restraint section on the Authority for Body 

Release from. 

2. The Authority for Body Release from and the entire 

patient chart will be sent to Bed Control. 

3. Bed Control will notify the Patient Safety Officer. 

4. The Patient Safety Officer will notify the CMS Regional 

Office and document in the patient’s chart.  



 
 

Standardized Procedures 
 
 

 MRSA Screening and MRSA PCR Testing 
 Pneumococcal and Influenza Vaccination 

 
Learning Objectives: 

 Explain the definition of a standardized procedure. 
 Describe the purpose of the standardized procedures. 
 Describe how standardized procedures are developed. 
 Describe who is authorized to perform the activities of 
standardized procedures. 

 
 

 A written procedure which authorizes the RN to perform a medical function 

based on an assessment of the patient and specific criteria. 

 Such procedure is developed through the collaboration of nursing, 

physicians and administration and is to meet specific criteria as defined by 

the California Code of Regulations (CRC), Title 16, Article 7, the Nursing 

Practice Act and California Business and Professions Code Section 2725. 

 It outlines the qualifications of the RN, the ongoing education requirements 

and the conditions under which the RN can perform the duties of the 

standardized procedure. 

 

 

 

 

 



MRSA Screening and MRSA PCR Testing Standardized Procedure: 
 
Learning Objectives: Upon completion of this activity, the nurse will be able 
to: 
 Discuss the RN role in the MRSA screening process using the Standardized 

Procedures. 
 State the Inclusion Criteria for screening patients. 
 Verbalize proper technique for performing the nasal swab test. 
 Describe the process required for a positive test result. 

 
The new law: 
 Effective January 2009, state law requires MRSA screening within 24 hours 

of admission for inpatients. 
 The MD is required to inform the patient is the swab test result is positive. 
 If positive, the patient is given written & verbal instructions on aftercare to 

prevent the spread to others. And education handout is available. 
 
Why this new law: 
 Nile Moss, died from a MRSA infection after a visit to the hospital where he 

went for an MRI. 
 What at first seemed to be the flu was actually a drug-resistant staph 

infection. 
 Carole Moss, Nile’s mother who had never heard of MRSA worked hard to 

bring the change: Nile’s law (Senate Bill 1058), which requires hospitals to 
report hospital acquired infection rates and screen high-risk patients for 
MRSA. 

 Under the new law, hospitals must also develop comprehensive procedures 
to prevent the spread of infection. 

 
Why this matters to YOU and your PATIENTS: 
 Studies indicate that substantial proportion of MRSA-colonized patients will 

develop an MRSA infection. 
 A top risk factor for acquiring a Healthcare Acquired (HAI) is Colonization 

pressure- MRSA-carrier days: Total Patient days 
 The need to perform active surveillance testing: 

o Cultures for infection identify only a small proportion of hospital 
patients who are colonized with MRSA. 

o Asymptomatically colonized MRSA carriers serve as a reservoir for 
person-to-person transmission of MRSA 

 
When does this screening and nasal swab testing take place: 
 Patients will be screened within 24 hours of admission 
 If criteria are met a nasal swab test will be done 
 The admitting RN is responsible to perform the swab test. 

 



 

 

 

 

 

 

 

 

 

 

 

Patient Screening 
   Dete
criteri

rmine whether patient meets inclusion 
a using Assessment for MRSA PCR Test 

form. Following patients need the swab test: 
 Past history of MRSA 
 Inpatient admitted from a skilled nursing 

facility 
 Inpatient dialysis 
 Critical Care admissions and transfers 
 Previous discharge from any acute care 

hospital in past 30 days 
 Inpatients having surgery meeting above 

criteria 
Place this assessment form in patient’s chart 
under Physician Order tab 

Standardized Procedure: MRSA PCR Testing 

11  Prepare for the Test 
        If
 Pro

 inclusion criteria ARE met: 
vide patients with the “Patient and 

Family Information about 
Surveillance Culturing for MRSA” 
handout. 

 Place original form in Physician 
Order tab of the chart 

 Order test in ClinStar 
         
If Inclusion criteria are NOT met: 
 Indicate on form 
 Sign it and place in physician orders 

tab of medical record. 

22 Educate 
 

Provid
Fam

e patients with the “Patient and 
ily Information about Surveillance 

Culturing for MRSA” handout. Tell the 
patient what you plan to do: 
 Swab each nostril to look for 

bacteria that are resistant to 
antibiotics 

 No pain involved 
 Answer questions 

33 

Prevention of 
Tr

 
ansmission of MRSA 

The best way to prevent transmission of 
MRSA is hand hygiene, clean 
equipment and a clean environment.  
 

 

66  If Test Results are    
Positive: 

 Notify Unit Coordinator. 
 Place patient in isolation 
 Inform physician 
 Place “Physician MRSA positive” 

form on chart with educational 
handout (Can be obtained from Unit 
Secretary or from InTouch). 

Note: 
 Only MRSA PCS positives are 

isolated. 
 Physician must inform the patient. 
 Prior to discharge: Patient must 

receive verbal & written instructions 
about ways to prevent transmission of 
MRSA 

55  Get the specimen 
 

Note: MRSA PCR nasal swab test is 
performed by the admitting nurse. 
 Wash hands and put on gloves. 
 Use the special red top Copan swabs. 
 Insert both swabs 1-2 cm into the nostril and 

rotate rubbing the inside anterior edge full 
circle with gentle pressure. 

 Repeat in second nostril with same swabs. 
 Place back in tube, label and send to Lab. 
 MRSA PCR results are obtained within 2 

hours!!!! 

If test results are 
Negative: 
 There’s nothing more to do!! 

44 
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Assessment for MRSA PCR Test 
Must be completed within 24 hours of Admission 

 
Instructions: 

1. Perform criteria assessment.  
2. Provide patients that meet criteria with the pre-testing handout “Patient and Family Information about 

Surveillance Culturing for MRSA”.   
3. Obtain a nasal swab for MRSA PCR test using a red top Copan swab ONLY for patients that meet any 

of the criteria below:  
 
Check appropriate box(es):  (Applies to Inpatients ONLY) 
 
   Past history of MRSA  
 
   Admission from a Skilled Nursing Facility 
 
   All inpatients on dialysis   
 
   Admissions into a Critical Care Unit 
 
   In-house transfers into a Critical Care Unit 
 
   Discharge from any acute care hospital in the 30 days prior to current admit 
 
   Inpatient surgeries meeting above criteria 
 
ASSESSMENT: 
[  ] Meets criteria. Patient and Family Information Handout provided. 
 
[  ] Does not meet criteria. No handout and no MRSA PCR test. 
 
[  ] Patient refused test: Physician notified and fax completed form to Infection Control @3492 (document in 
                                      Progress Record) 
                                        
RN Signature: ____________________________________  Date: _____________ Time: __________ 
 
MRSA PCR: 
[  ] Test ordered in ClinStar  
[  ] MRSA PCR nasal swab performed 
  
[  ] Other: _____________________ 
 
RN Signature: ____________________________________  Date: _____________ Time: __________ 
 
 
 
Note: Place form in the MD Order Section of the chart 

Saint Agnes Medical Center 
Fresno, California 
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Patient and Family Information about  
Surveillance Culturing for MRSA 

 
 

 
While you are a patient at our hospital we want to keep you and other 
patients as safe as possible.  To help do this we have a new process at our 
hospital that uses a cotton tipped swab (like a Q-tip) to check your nose for 
some community acquired germs called Methicillin Resistant Staphlococcus 
aureus (MRSA).  As part of our routine care we check all patients that are 
admitted to the Intensive Care Unit and others who may be more likely to 
unknowingly carry the MRSA germ.   
 
The results of this test will be placed in your chart and your physician will 
review them.  He/she will instruct you on any special treatments or 
procedures that may be needed. 
 
If you are found to be positive, you will be placed in Isolation Precautions to 
prevent spreading.  You do have the right to refuse this test as you do with 
any medical test.  Please let us know if we can answer questions and if you 
need more information. 
 
 
 



 
 

 
 

 
 
 

 
 

POSITIVE MRSA PCR SCREENING RESULTS 
 
 
 
Date :_____________________ 
 
 
 
Dear Doctor, 
 
Your patient tested positive on the admission MRSA PCR Screen, indicating MRSA colonization. State law 
specifically requires the physician to inform the patient or the patient’s representative about 
positive results. Written and verbal instruction about aftercare and how to prevent the spread of infection 
must also be provided to patients. To support you in this endeavor, we have provided a fact sheet for you to 
give your patient with answers to commonly asked questions about MRSA. 
 
Treatment to eradicate colonization is usually not indicated. However, if your patient has signs or symptoms 
of an infection, is on dialysis, or is scheduled for an elective surgery, treatment may be indicated. Please call an 
Infectious Disease physician for advice if you need further information about treatment. 
 
Thank you, 
 
Saint Agnes Infection Control 
 
 
 
---------------------------------------------------------------------------------------------------------------------------------------- 
 
I have informed the patient/patient’s representative about the MRSA positive results. 
 
 
MD signature ________________________________________________ Date/time: ________________ 
 
Note: A handout entitled “Understanding MRSA” is available which may be used to provide patients with 
information about MRSA, instructions regarding aftercare and precautions they may take to prevent the 
spread of MRSA infection to others. 

Affix patient label here 
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Have you been diagnosed with a 
Staphylococcus aureus or MRSA 
infection? Here are answers to 
some common questions…

What is MRSA?

Staphylococcus aureus (or S. aureus), also 
called staph, are bacteria commonly found 
on human skin. Common places include 
inside the nose, in the armpit, groin, and 
genital area. 

n In most cases, staph either do not cause  
 any problems or cause minor infections,  
 such as pimples or boils. In some cases,  
 staph can cause more serious infections. 

n Some staph bacteria are resistant to 
 certain antibiotics. Methicillin-resistant 
 S. aureus (MRSA) are resistant to the 
 antibiotic methicillin and related 
 antibiotics.  

n MRSA is common in the community. 
 It has the potential to spread from person  
 to person by skin-to-skin contact or a   
 contaminated object or surface.  

n The incidence of MRSA is increasing.

What does it mean to be colonized
versus infected?

If you are colonized with MRSA, you carry 
the MRSA germ but do not have symptoms 
of infection. However, if you are infected, 
you will have symptoms. These will vary 
depending on where the infection lies 
(i.e., wound, respiratory, blood, etc.)

What are the treatment options 
for MRSA?

Colonized patients: 

In most cases no treatment is necessary. 
However, if you are planning to have surgery 
or have a condition that places you at higher 
risk for infection, you will want to discuss 
potential treatment options with your 
physician. Sometimes antibiotics are not 
the best choice for treatment.

Infected patients:

Antibiotics are most commonly used to 
treat MRSA infection, but choices can be 
limited and may take longer and/or be more 
expensive. If you have ever had an MRSA 
infection, be sure to tell any healthcare 
provider who treats you.

How did I get MRSA and how is 
it spread?

Staph infections, including MRSA, are spread 
by close contact with infected people. Staph 
can come off of infected skin onto the skin of 
another person during skin-to-skin contact. 

Staph can also come off of infected skin onto 
shared objects and surfaces and get onto 
the skin of the person who uses the object or 
surface next. Wound drainage and pus is 
very infectious. 

Understanding MRSA



How can I stop the spread of infection?

In the hospital:

If you have an MRSA infection or are colonized, 
you will be placed in isolation. Please follow 
these precautions and encourage your family 
and visitors to do the same.  

n Make sure that healthcare workers and 
 visitors wash their hands or use hand 
 sanitizer before touching you (or ask a 
 friend or loved one to act as your advocate).

n Request that healthcare workers clean 
 equipment and use clean gowns, gloves 
 and masks before caring for you.

At home:

Practice good hygiene

n Keep your hands clean by washing with soap  
 and water for at least 15 seconds.

n Use alcohol hand gel when soap and water   
 are not available.

n Keep cuts and scrapes clean and covered   
 with clean dressings.

n Avoid touching the wounds of other people.

n If you must touch your wound or take care
 of someone else’s wound, ALWAYS wash   
 hands before and after care.

n Cover your mouth and nose when you   
 sneeze or cough.

n Do not share your towels or other personal   
 items with others.

n Keep the environment clean. Use a 
 disinfectant to regularly clean frequently   
 touched surfaces and other items that come   
 into direct contact with infected skin.

Additional Resources

General MRSA information
http://www.cdc.gov/mrsa/

Community-Acquired MRSA
http://www.cdc.gov/ncidod/dhqp/ar_mrsa_
ca.html

MRSA Prevention
http://www.cdc.gov/mrsa/mrsa_initiative/skin_
infection/mrsa_faqs.html

Healthcare-Associated MRSA
http://www.cdc.gov/ncidod/dhqp/ar_MRSA_
spotlight_2006.html

This information is provided by the 
Infection Control Department at 
Saint Agnes Medical Center.

Saint Agnes 
Medical Center
Infection Control

(559) 450-3029

© 2009 SAMC. All rights reserved.



Pneumococcal and Influenza Vaccinations by Standardized Procedure 

Learning Objectives: Upon completion of this activity, the learner will be able to: 
 State who is able to authorized to perform the activities of this standardized 

procedure. 
 Describe Inclusion and Exclusion criteria for vaccine administration. 
 Describe process for obtaining vaccine from pharmacy and when it will be given. 
 Demonstrate where vaccine elements should be documented. 

 
Introduction: 
 Effective October 1, 2008, patients admitted to the hospital must be offered the 

Pneumonia and Influenza vaccinations. 
 For specific patients, ordering and administering the vaccines are covered through the 

use of a Standardized Procedure. 
 We have outlined this for Saint Agnes in Standardized Procedure: Pneumococcal and 

Influenza vaccinations A-24 available in DocuShare. 
 Only patients that meet the criteria are to receive the influenza/Pneumococcal 

vaccines following this standardized procedure. 
 
Who will perform the duties of this Standardized Procedure: 
 The ordering and administration of pneumonia or influenza vaccinations will take 

place by the RN working between “0700-1900”. 
 This is to better manage the training, credentialing and maintenance of the 

competency required by standardized procedure. 
 The night shift nurse puts the Pneumonia and Influenza Assessment Form on the chart 

under physician’s orders and communicates to the oncoming nurse that it needs to be 
completed. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 Vaccine 
Administration: 

 Review Pneumococcal & Influenza 
Vaccine Form 

 Provide VIS (Available in English, 
Spanish & Hmong on InTouch) 
o If limited English- follow P&P E-3 

 Administer Vaccine 
o 0.5 ml IM (Deltoid) 
o 23 guage needle preferred 

 Both vaccines may be administered on 
the same day but at different sites 

Standardized Procedure: Pneumococcal and Influenza 

Patient Screening 
 Vaccinations must be offered to all 

patients: 
o Pneumococcal: if not rec’d within last 

5 years (all year round). 
o Influenza: if not rec’d within current 

flu season (only October 1st through 
April). 

 If patient agrees to vaccination, use the 
Pneumococcal and Influenza Vaccine form 
to determine inclusion and/or exclusion 
criteria. 

 If patient refuses, check the box under 
exclusion criteria. 

 Upon completion, place form in Physician 
Order tab of chart, even if patient does not 
meet criteria for vaccination 
administration. 

Inclusion Criteria: 
  Pneu
 Influ

mococcal: 65 years or older 
enza: 50 years or older 

 18-64 years & any of the following High Risk Patients: 
o Chronic heart or lung disease 
o Kidney disease, kidney failure or nephritic syndrome 
o Diabetes mellitus 
o Functional or anatomic asplenia (e.g. sickle cell, 

Splenectomy), Anemia & other blood disorders 
o Compromised immunity such as HIV infection/ AIDS & 

other diseases that affect the immune system, Hodgkin’s 
disease, leukemia, lymphoma, multiple myeloma, organ or 
bone marrow transplant, steroid therapy, chemotherapy, 
radiation therapy, congenital immunodeficiency disorders 

o Alcoholism 
o Neuromuscular disorders that can cause breathing 

problems 
o Leaks of CSF 

 Current diagnosis of pneumonia or respiratory failure 

11 22    Inclusion Criteria Met: 
 

 If va
secti

ccine indicated, complete pharmacy 
on of form 

 Fax the form to pharmacy: Pharmacy to 
enter vaccine into MAR 

 Give Vaccine: 
o Day 3 of admission or day of discharge 

(Pharmacy needs to be notified to send 
vaccine if given on day of discharge)   

OR 
o Day 2 for Pneumonia Core Measure 

Patient (Fax completed form to 
Quality) 

33 

44  Documentation: 
 

 Admission Summary: document date vaccine 
received if known 

 Pneumococcal & Influenza Form 
 ClinStar User Defined Fields: Date vaccine received 

if known 
 Pneumonia Core Measures Form: Fax to Quality at 

x3563 
 

Upon Vaccine Administration: 
 MSAR/ Electronic MAR 
 Progress Record (Sticker with vaccine information) 
 Multidisciplinary Education Plan of Care 

o VIS and education provided 

55 E
 Und
 Prev

xclusion Criteria 
er the age of 18 years 
iously immunized 

o Pneumococcal: within last 5 years 
o Influenza: Infection this flu season 

 Hypersensitivity to vaccine components 
like eggs or thimersol 

 Previous severe reaction to vaccine 
 Pregnancy 
 Patient refusal 
 Comfort Measures 
 Bone Marrow transplant within the last 

year 
 Pneumococcal: Receiving 

Radiation/Chemo during this stay 
 Influenza Vaccine: History of Guillan-

Barre. 
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Saint Agnes Medical Center 

Fresno, Ca 
PNEUMOCOCCAL AND INFLUENZA VACCINE 

(1//09) 
 

INSTRUCTIONS: 
1.   Complete Vaccine Assessment on all inpatients age 18 or older. 
2.   Provide Centers for Disease Control - Vaccine Information    
      Sheet(s) to all patients meeting criteria. Located on InTouch –  
      Infection Control - Forms. Patient info sheet is required but NOT  
      consent to receive vaccine. 
3.   If inclusion criteria is met and no exclusion, fax completed form   
      to pharmacy. 
 

 
4. Administer vaccines IM in the Deltoid with a 23 gauge needle. Document 

on MSAR/ Electronic MAR. 
5. Document vaccine administration lot number on sticker from pharmacy 

and place on Progress Record.  
6. Document date vaccine(s) received in Clinstar user-defined field. 
7. Place this form in the Physician order section, even if vaccine is not 

given. 
INCLUSION Criteria: Check all boxes that apply 

Pneumococcal (offer year round) based on Center for Disease Control’s 
updated guidelines: 

 65 years or older 
 18-64 years and any of the following: High risk patients 

 Chronic heart or lung disease 
 Kidney disease, kidney failure or nephrotic syndrome 
 Diabetes mellitus 
 Functional or anatomic asplenia (e.g. Sickle cell, Splenectomy), 
 Anemia and other blood disorders 
 Compromised immunity such as HIV infection/AIDS and other 

diseases that affect the immune system, Hodgkin’s disease,  leukemia, 
lymphoma, multiple myeloma, organ or bone marrow transplant, steroid 
therapy, chemotherapy, radiation therapy, Congenital 
immunodeficiency disorders  

 Alcoholism 
 Neuromuscular disorders that can cause breathing problems. 
 Leaks of cerebrospinal fluid 

 Current diagnosis of pneumonia or respiratory failure (Core 
measure – See order section below) 

Influenza (October through April 1 only) based on Center for Disease Control’s 
updated guidelines:  Required Annually

 50 years or older  
 18 – 49 years and any of the following: High risk patients  

 Chronic heart or lung disease 
 Kidney disease, kidney failure or nephrotic syndrome 
 Diabetes Mellitus 
 Functional or anatomic asplenia (e.g. Sickle cell, Splenectomy), 
 Anemia and other blood disorders 
 Compromised immunity such as HIV infection/AIDS and other diseases that 

affect the immune system, Hodgkin’s disease,  leukemia, lymphoma, multiple 
myeloma, organ or bone marrow transplant, steroid therapy, chemotherapy, 
radiation therapy, Congenital immunodeficiency disorders  

 Alcoholism 
 Neuromuscular disorders that can cause breathing problems. 
 Leaks of cerebrospinal fluid 

 Current diagnosis of pneumonia or respiratory failure (Core 
measure – See order section below) 

 

EXCLUSION Criteria: Check all boxes that apply 
 

Pneumococcal vaccine not indicated due to: 
 Under age 18 years. 
 Previously immunized within the last 5 years ago:  

          Date Received: _______________ 
 Allergic to eggs or thimerosal (preservative in solution). 
 Previous severe reaction to pneumococcal vaccine. 
 Patient states she is pregnant. 
 Patient refusal. 
 Care is comfort measures only. 
 Bone Marrow transplant within the last year. 
 Receiving Radiation/Chemo during this stay  

Influenza vaccine not indicated due to: 
 Under age 18 years. 
 Previously immunized this flu season:  

        Date Received: _______________ 
 Allergic to eggs or thimerosal (preservative in solution). 
 Previous severe reaction to influenza vaccine. 
 Patient states she is pregnant 
 Patient refusal. 
 Care is comfort measures only. 
 Bone Marrow transplant within the last year 
 History of Guillain-Barré 

 

ASSESSMENT Completed By:                  Date:_______________ 
RN Signature________________________Time_______________ 

ASSESSMENT Completed By:                          Date: __________ 
RN Signature___________________________  Time:__________ 

 Pneumococcal Vaccine not indicated at this time.  Influenza Vaccine not indicated at this time. 
FAX ORDER TO PHARMACY IF VACCINE INDICATED 

 Pneumococcal Vaccine indicated – Patient meets any Inclusion 
Criteria and no Exclusion Criteria – FAX form to Pharmacy.  
Administer Vaccine (Year Round) – See Electronic MAR 

 
 Pneumococcal Vaccine 0.5 ml IM (deltoid muscle) once on day 3 

or day of discharge 
-OR- 

 Pneumococcal Vaccine 0.5ml IM (deltoid muscle) once  on day 2 
for Pneumonia patients (Core measure) 

 

RN Signature________________________Date/Time____________ 

 Influenza Vaccine indicated – Patient meets any Inclusion Criteria and 
no Exclusion Criteria – Fax form to Pharmacy.  Administer vaccine 
(October through April 1 ONLY) – See Electronic MAR 

 Influenza Vaccine 0.5 ml IM (deltoid muscle) once on day 3 or day of 
discharge 

-OR- 
 Influenza Vaccine 0.5 ml IM (deltoid muscle) once on day 2 for 

Pneumonia patients (Core Measure) 
 

RN Signature_______________________Date/Time______________ 
 

FAX FORM TO QUALITY FOR ALL PNEUMONIA CORE MEASURE PATIENTS # 3563 
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UNUSUAL 
OCCURRENCES

Policies:
Patient Care Services “Unusual Occurrences” A-33

Patient Care Services “Medical Error Reporting” I-37

Safety Manual “Medical Device Related Incident 
Procedures” MD003

What is an Unusual 
Occurrence?

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

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

 Patient or Family complaints. 

 Any event that may result in legal action. 

Examples Include

 Medical Error

 Adverse Drug Event

 Near Miss Event

 Medical Device Failure 

 All Job Injuries

 Bloodborne Pathogen 
Exposure

 Patient or Visitor Injury

 Lost Belongings

 Medication Error

What to do?
 Take appropriate action.
 Report the occurrence to your 

immediate supervisor.
 Initiate an Unusual Occurrence 

Report.
 Notify the Physician, if applicable.
 Document circumstances of 

occurrence and interventions 
performed, if applicable.

Unusual Occurrence Report

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

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

 Is not referred to in the Professional 
Progress Record.

Unusual Occurrence Report
 Contains only the facts.

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

 List all potential witnesses when 
applicable.

 Needs to be completed in a timely 
manner.

 Details can be forgotten if wait too 
long
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How to fill out an Unusual 
Occurrence Report

 Fill out an Online Incident Report available on 
InTouch

What if there’s All System 
Computer Downtime?

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

 Remember no copies are kept in chart.

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

Occurrence Report

Incident 
Examples

Medical Errors

Lost 
Belongings

Medication Errors
Injurie

s

Lost Belongings
 Document 
 description of item

 date & time noted missing

 who reported item missing and to whom

 notification of security.

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

to the Risk Management Department and 
they will follow-up.
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Patient Falls
 Document in Professional Progress 

Record 
 circumstances of fall

 patient condition

 nursing intervention

 notification of physician

 any therapy or test ordered

 preventative action for future falls.

 Complete an Online Incident Report or 
during computer down-time, complete:
 Patient Fall Assessment form and attach to 

the Unusual Occurrence Report.

Visitor Fall or Injury
 For an incident that occurs within a 

department, notify the Department Director or 
supervisor. 

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

 Document on the Unusual Occurrence Report 
if visitor refuses to be seen.

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

Employee or Volunteer 
Fall or Injury

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

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

volunteer will be directed to visit the following day 
or on Monday morning.

 For a serious injury they will be sent to ER.

Medical Device Failure
 Remove the device from use.  Save 

any packaging or accessories.
 Notify supervisor. (Individuals from 

Risk Management, BioMed, and 
Safety will conduct an investigation.)

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

Medical Error

 Any preventable event that may cause 
patient harm or death

 Reporting is non-punitive

 Reporting is encouraged

 Reporting used to assess and improve 
processes

 Attending physician and immediate 
supervisor are informed

Medication Erros

Any incident in process of ordering or administering a 
drug.

 Drug given without a physician order

 Dosage given not prescribed by the physician

 Route given not prescribed by the physician

 Interval given not prescribed by the physician

 There was on inordinate delay in the initiation of 
medication or the patient failed to receive the 
prescribed drug without extenuating circumstances
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Medication Errors Continued:

 Document in the Professional Progress 
Record the medicine given or not given. 
Document physician notification

 Complete Online Incident Report: Medication 
Errors

Adverse Drug Event

 Any untoward medical occurrence, 
unfavorable sign, symptom or disease 
caused by medication administration

 They include adverse drug reactions

 They may be caused by medication errors.

Near Miss Event:

 A preventable event that was intercepted by 
a health care provider and did not occur. If it 
had occurred, the intercepted event may 
have resulted in a medical error.

Bloodborne Pathogen Exposure

Splashes, sharps or needlesticks containing 
blood on non-intact skin or mucus membranes.

 25% of SAMC source patients-
positive for HIV, Hep C or both

 HIV and Hep C can take decades to 
surface

 There is no cure for Hepatitis C

What can you do to prevent BBP exposure:

 Use PPE

 Activate safety devices

 Never recap needles

 Dispose of sharps appropriately

 Be vaccinated for Hep B.

Bloodborne Pathogen Exposure

What to do when you get exposed:

 Wash site for 5 minutes with soap and water or other antiseptic

 Contact supervisor

 Go to Employee health within 2 hours, if EHS is closed, then report 
to ER.

 You will be evaluated to receive Post Exposure Prophylaxis (PEP).

Have a safe journey!!!

 Prevention is better than cure!
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