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MISSION

Mercy extends the healing ministry of Jesus by improving the health of our communities with emphasis on people who are poor and underserved.

ROLE STATEMENT

Mercy is the best and most trusted resource for our community’s quality of life. 

VALUES

· COMPASION - Our commitment to serve with mercy and tenderness.

· EXCELLENCE – Our commitment to be the best in the quality of our services and the 

stewardship of our resources.

· HUMAN DIGNITY – Our commitment to be respectful of all persons.

· JUSTICE – Our commitment to act with integrity, honesty and truthfulness.

· SACREDNESS OF LIFE – Our commitment to reverence all life. 

· SERVICE – our commitment to respond to those in need.

PARTNERS IN HEALTH.  PARTNERS FOR LIFE

A Region of Catholic Healthcare Partners.
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TITLE:      NURSING  STUDENTS:    PROVISION  OF  PATIENT  CARE
  I.
POLICY

Professional nursing/hospital students, licensed practical nursing students, and nurse aide students receiving their clinical experiences at the hospital shall comply with all hospital policies and procedures.  Overall responsibility for all patient care activities is maintained by the hospital and its employees.

 II.
PATIENT CARE ACTIVITIES
Students may perform those activities/procedures relating to the total care of the patient/family for which they have received basic instruction in the classroom and clinical lab under the direction of qualified instructors.  The initial performance of special procedures must be supervised by the clinical instructor.  Further observation will normally be done by the instructor.  The RN may supervise a student in the performance of procedures if the instructor is not available.  During emergency procedures/situations, students shall not become actively involved in the care of the patient, but may observe the process from an area of less activity.  Selection of patients shall be a collaborative effort on the part of the Nurse Manager and Clinical Instructor.

The following are examples of patient care activities in which students may participate:

A.
Students in Basic RN Programs
1.
Perform admission and discharge procedures, including the completion of appropriate forms.


2.
Perform patient and family teaching.


3.
Document in patient care record.


4.
Contribute to care plan as would a member of the Interdisciplinary Treatment Team.


5.
Assist the physician.


6.
Perform venipunctures relevant to the administration of intravenous therapy.


7.
Administer medications (including ordered narcotics).


8.
Perform those procedures usually within the RN role that have been demonstrated by the student in a lab setting, i.e., NG tube insertion, tracheal suctioning, or tracheostomy care, etc.  The patient must be agreeable to the student performing the procedure and should be capable of cooperating during the procedure.
In performance of these procedures, the following guidelines shall be followed:

B.
IV Therapy / Medication Administration
1.
Superficial veins in the dorsal hand, wrist or forearm shall be the preferred site for starting the intravenous therapy.
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 II.
PATIENT CARE ACTIVITIES (continued)


B.
2.
After two unsuccessful attempts, the RN shall be notified.



3.
Students shall not perform venipuncture on:

· Pediatric and nursery patients

· Chemotherapy patients, or,

· In an emergency situation

4.
Students shall not administer:

· Antineoplastic agents

· Blood transfusions and/or blood components, or,

· Any medications to patients in the MICU, CVICU, Telemetry Unit, L & D, Nursery, Surgery, PACU, or ER without direct supervision from the Staff Nurse/Clinical Instructor

C.
Performing Specific Procedures
1.
Students shall not insert nasogastric tubes in patients with endotracheal or nasotracheal tubes, or in patients with hiatal hernias or esophageal defects.

2.
In the specialty area of psychiatry, students may interact with patients on a one-to-one basis and participate in patient care activities at the discretion of the instructor and in collaboration with the Nurse Manager and Interdisciplinary Treatment Team.  Medication may be administered with the approval of an RN.

3.
Procedures relative to specialty areas may be performed at the discretion of the RN.

4.
IV bolus medication may be administered by a student at the discretion of the RN and instructor.

D.
Students in Basic LPN Programs

1.
Orient patient and family to environment


2.
Perform basic therapeutic/preventive nursing measures


3.
Perform patient teaching in collaboration with RN


4.
Contribute to the care plan as would a member of the Interdisciplinary Treatment Team


5.
Document pertinent information on the medical record


6.
Transport the patient to the discharge area


7.
Administer medications (all routes except IV)

E.
Students in RN to BSN or MSN Programs
RN’s (currently licensed to practice in the State of Ohio) who are pursuing a BSN may perform all functions within the scope of nursing practice for RN’s as long as they demonstrate the appropriate skill to do so.  These students are required by the clinical affiliation agreement with their college or university to have liability insurance of at least $1,000,000/$3,000,000.  They shall be assigned by an RN mentor who oversees their clinical practice while at Community Health Partners (CHP).


F.
Students in LPN IV Therapy Class
Under the direct supervision of an RN, LPN’s enrolled in the IV Therapy Class may perform venipuncture associated with intravenous therapy and administer standard IV solutions as outlined in the Ohio Nurse Practice Act.  LPN’s who are non-employees of CHP are required to show evidence of a current Ohio license to practice practical nursing and evidence of personal liability insurance in the amount of $1,000,000/$3,000,000.
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 II.
PATIENT CARE ACTIVITIES (continued)
F.
The following basic standards must be followed:



1.
Superficial veins in the dorsal hand, wrist, or forearm shall be the preferred sites for starting intravenous therapy.



2.
After two unsuccessful attempts, the RN shall be notified.



3.
Students shall not perform venipuncture for IV therapy on:




a.
Pediatric and nursery patients




b.
Chemotherapy patients




c.
In an emergency situation

G.
Students in Nurse Aide Training Program
Students in the Nurse Aide Training Program may perform basic care activities/ procedures in the Skilled Nursing Unit under the direct supervision of the RN Certified Nurse Aide Training Program Instructor.  Students who are non-employees of CHP participate in the course by written agreement with the nursing facility that employs them and are responsible for their insurance while they are receiving their clinical instruction.

III.
ORIENTATION TO THE FACILITY

The students and instructors participate in a general orientation to relevant policies and procedures of the hospital prior to assuming patient care activities.

 IV.
EDUCATIONAL  ACTIVITIES
            Students and instructors are invited to attend pertinent education programs to stay informed of policy and procedure changes, new equipment, and current concepts in patient/family care.


ISSUED BY:
___________________________________________



Tracy Sharpnack, RN



Vice President of Acute Care Services


APPROVED BY:
___________________________________________ 


Linda Neiding, RN



Senior Vice President and Chief Nursing Officer
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MERCY
Corporate Responsibility, HIPAA and JCAHO Reporting Protocols

	Program Elements
	How To Report Concerns

	WHY?

To assure we operate our business in accordance with all applicable laws and regulations.

WHO?

It is the responsibility of each associate to report known or suspected violations of laws and regulations.

WHAT?

Things that need to be reported include:

 Discrimination or harassment

 Dishonest communications or lying, including false documentation in medical records

 Violations of patient / associate / corporate confidentiality

 Conflicts of interest

 Improper gifts, entertainment, or gratuities

 Theft or misuse of CHP assets (property, equipment, supplies, money, etc.)

 Billing fraud, abuse, or false claims

 Violation of environmental or safety laws and regulations

 Improper discounts or benefits to vendors, contractors or associates

 Violation of HIPAA standards


	REPORT CONCERNS TO:
Your Manager or Director;

Another member of the Leadership Team;

Human Resources if appropriate;

Lori Koethe, Corporate Responsibility Officer;
Michael Majoras, HIPAA Privacy Officer;

Denny McLean, HIPAA Security Officer;  

CHP Home Office:  Cheryl Rice, Director, Corporate Responsibility, 513-639-0116 or Don Koenig, VP Corporate Responsibility Program, 513-639-2833

or

access the CHP ReportLine at  www.chpreportline.org
or

CALL THE CORPORATE RESPONSIBILITY HOT LINE

1-888-302-9224

WHAT WILL HAPPEN WITH HOT LINE CALLS?

Calls will be answered live, 24 hours a day by an externally contracted agency.

Caller will be asked:

 Name of the facility/organization

 Nature of the concern

 Who, what, when, where, why, how questions

 Whether he/she wants to be identified

 Whether internal reporting protocol was followed

A code number will be assigned to callers wishing to have feedback but remain anonymous.

Within 24 hours, routine call summary reports will be forwarded via e mail to Community Health Partners to either the Risk/Corporate Responsibility Officer or  designee 

Emergency calls will be communicated to Community Health Partners immediately.

All calls will be investigated or forwarded to the appropriate department on a timely basis.

Feedback will be given to the employee if the employee has requested it, or to the hotline for feedback to anonymous callers.


JCAHO Quality and Safety Issues:  Any employee who has concerns about safety or quality of patient care may report these issues to Joint Commission (JCAHO).  No disciplinary action will be taken against an employee for reporting these concerns.  JCAHO may be contacted by calling (800) 994-6610, or e-mailing a message to:  complaint@jcaho.org.  Additional information about how to contact JCAHO may be obtained by going to their web site at:  www.jcaho.org
R:\compliance\HOTLINE poster rev Jan 08\cmk 

DOCUMENTATION TIPS FOR LATE ENTRIES/ADDENDUMS/ERRORS
It is occasionally necessary to make changes to a patient record.  How those changes are made needs to be done so there is credibility for why the change was made. 

Errors

· Draw one line through the documentation in error

· Clearly write “Error” above the documentation

· Date, sign or initial when you make the change 

· NEVER obliterate, erase, write over, use white out or throw away chart pages

· Don’t alter, add or edit any one else’s documentation

Late Entries

· Date and time when the documentation is recorded-ordinarily during the same working shift

· Document when the event being charted actually occurred

· Example: 9/03 1500 Late Entry At 1200 patient was found on the floor.  Patient alert and in no apparent distress.  Assisted back to bed

· Don’t leave space for another to chart to avoid late entries.  It is better to have a correctly written late entry. 

Addendum

· Date and time when the documentation is recorded-ordinarily some extended period of time after the event 

· Document the same as a late entry but state “Addendum” instead of “Late Entry”

· Addendums should be used sparingly

Additional information

Once an adverse event has been discovered it is best not to make any corrections to the chart.  This is particularly true when there is threat of or known pending litigation. 

Contact Risk Management for assistance if there is any questions. 

MEDICATION ERRORS TO BE REPORTED

The following are events that should be reported as a medication error

►
Omission:
One or more doses not administered

►
Extra Dose:
Dose not ordered, e.g., discontinued but still given

►
Wrong Drug
►
Wrong Patient
►
Wrong Route
►
Time
►
Adverse Drug Event
►
IV Related Issues
· Wrong rate

· Phlebitis

· Infected 

· Pump problems

►
Legibility:
handwriting, incorrect spelling

►
Pyxis Problems:
wrong med in pocket, out of stock

►
Dispensing Issues
►
Incorrect Narcotic Counts/Missing Narcotics/Missing Prescriptions
►
Medication Transcription Errors / MAR Errors
NOTE FOR ALL OF THE ABOVE

√
There does not need to be any adverse outcome to warrant a report

√
Even if a doctor says it is not a problem, a report is needed

√
Reporting potential problems may prevent them from becoming a real problem
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TITLE:          SKIN  AND  WOUND  POLICY
Prevention & Promotion of Skin Integrity

  I.
POLICY

It is the policy of this facility to decrease the number of pressure ulcers in all patients and to promote healing in those patients identified with wounds or pressure ulcers.

 II.
PROCESS

Assessment of patient’s skin will be completed on admission and documented for any abnormal findings.  Interventions will be identified and initiated to promote skin healing.  Patients at risk for skin breakdown will also be assessed using the Braden Scale on admission and daily thereafter.  

III.
PROCEDURE  

1. ASSESSMENT:

a. A head-to-toe skin assessment should be carried out with all clients at admission, and daily. Particular attention should be paid to vulnerable areas, especially over bony prominences.

b. The client’s risk for pressure ulcer development is determined by the combination of clinical judgment and the use of the Braden Scale for  Predicting Pressure Sore Risk < 18.  Interventions should be based on identified intrinsic and extrinsic risk factors and those identified by Braden’s categories of sensory perception, mobility, activity, moisture, nutrition, friction, and shear.

c. Clients who are restricted to bed and/or chair, or those experiencing surgical intervention, should be assessed for pressure, friction, and shear in all positions and during lifting, turning, and repositioning.  

d. All pressure ulcers are identified and staged using the National Pressure Ulcer Advisory Panel (NPUAP) criteria.

e. All clinical findings should be documented at the time of assessment and reassessment.

2. PLANNING:

a. An individualized plan of care is based on assessment data, identified risk factors, and the client’s goals.  The plan is developed in collaboration with the client, significant others, and health care professionals.

b. The nurse uses clinical judgment to interpret risk in the context of the entire client profile, including the client’s goals.

3. INTERVENTIONS:

a. For clients with an identified risk for pressure ulcer development, minimize pressure through the immediate use of a positioning schedule.

b. Use proper positioning, transferring, and turning techniques.  Consider a consult with Occupational Therapy/Physiotherapy (OT/PT) regarding transfer and positioning techniques and devices to reduce friction and shear and to optimize client independence.

c. Consider the impact of pain.  Pain may decrease mobility and activity.  Pain control measures 
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d. may include effective medication, therapeutic positioning, support surfaces, and other

 non-pharmacological interventions.  Monitor level of pain on an on-going basis, using a valid pain assessment tool.

e. Consider the client’s risk for skin breakdown related to the loss of protective sensation

or the ability to perceive pain and to respond in an effective manner (e.g., impact of analgesics, sedatives, neuropathy, etc).

f. Consider the impact of pain on local tissue perfusion.

g. Avoid massage over bony prominences.

h. Clients at risk of developing a pressure ulcer should not remain on a standard mattress. 

 A replacement mattress with low interface pressure or an air waffle should be used.

i. For high risk clients experiencing surgical intervention, the use of pressure-relieving 
surfaces intraoperatively should be considered.

j. For individuals restricted to bed:

· Utilize an interdisciplinary approach to plan care.

· Use devices to enable independent positioning, lifting, and transfers (e.g., 
trapeze, transfer board, bed rails). 

· Reposition at least every 2 hours.

· Use pillows or foam wedges to avoid contact between bony prominences.

· Use devices to totally relieve pressure on the heels and bony prominences of the 
feet.

· A 30 degree turn to either side is recommended to avoid positioning directly on 
the trochanter.

· Reduce shearing forces by maintaining the head of the bed at the lowest 
elevation consistent with medical conditions and restrictions.  A 30 degree 
elevation or lower is recommended.

· Use lifting devices to avoid dragging clients during transfer and position changes.

· Do not use donut type devices or products that localize pressure to other areas.

k. For individuals restricted to chair:

· Use an interdisciplinary approach to plan care.

· Have the client shift weight every 15 minutes, if able.

· Reposition at least every hour if unable to shift weight.

· Use pressure-reducing devices for seating surfaces.

· Do not use donut type devices or products that localize pressure to other areas.

· Consider postural alignment, distribution of weight, balances, stability, support of 
feet and pressure reduction when positioning individuals in chairs or wheelchairs.

· Consider a consult with OT/PT for seating assessment and adaptations for
special needs.

l. Protect and promote skin integrity:

· Ensure hydration through adequate fluid intake.

· Individualize the bathing schedule.

· Avoid hot water and use a pH balanced, non-sensitizing skin cleanser.

· Minimize force and friction on the skin during cleansing.

· Maintain skin hydration by applying non-sensitizing skin cleanser.

· Minimize force and friction on the skin during cleansing.

· Maintain skin hydration by applying non-sensitizing, pH balanced, lubricating 
moisturizers and creams with minimal alcohol content.

· Use protective barriers (e.g., liquid barrier films, transparent films, hydrocolloids) 
or protective padding to reduce friction injuries.
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m. Protect skin from excessive moisture and incontinence:

· Assess and manage excessive moisture related to body fluids (e.g., urine, 
feces, perspiration, wound exudates, saliva)

· Gently cleanse skin at time of soiling.  Avoid friction during care with the use of 
a spray perineal cleaner or soft wipe.

· Minimize skin exposure to excess moisture.  When moisture cannot be 
controlled, use absorbent pads, dressings, or briefs that wick moisture away
 from the skin.  Replace pads and linens when damp.

· Use topical agents that provide protective barriers to moisture.  

· If unresolved skin irritation exists in a moist area, consult with the physician for 
evaluation and topical treatment.

· Establish a bowel and bladder program, if possible.

n. A nutritional assessment will be completed on admission using the criteria from the 

admission assessment or when the client’s condition changes.  If a nutritional

deficit is suspected:

· A nutritional referral will be made.

· Investigate factors that compromise an apparently well nourished individual’s 
dietary intake (especially protein or calories) and offer him or her support with 
eating.

· Plan and implement a nutritional support and/or supplementation program for 
nutritionally compromised individuals.

· If dietary intake remains inadequate, consider alternative nutritional 
interventions.

· Nutritional supplementation for critically ill older clients should be considered.

o. Institute a rehabilitation program, if consistent with the overall goals of care and the potential exists for improving the individual’s mobility and activity status.  Consult the care team regarding a rehabilitation program.

4. DISCHARGE/TRANSFERS of CARE ARRANGEMENTS

a. Advance notice should be given when transferring a client between settings (e.g., hospital to home/long-term care facility/hospice/residential care) if pressure reducing/relieving equipment is required to be in place at time of transfer (e.g., pressure relieving mattresses, seating, special transfer equipment), this information should be included in the hand off of care.  Transfer to another setting may require a site visit, client/family conference, and/or assessment for funding of resources to prevent the development of pressure ulcers.

b. Clients moving between care settings should have the following information provided:

· Risk factors identified

· Details of pressure points and skin condition prior to discharge

· Type of bed/mattress the client requires

· Type of seating the client requires

· Details of healed ulcers

· Stage, site, and size of existing ulcers

· History of ulcers, previous treatments, and products used

· Type of dressing currently used and frequency of change

· Adverse reactions to wound care products

· Summary of relevant laboratory results 

· Need for on-going nutritional support
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5. EDUCATION/TRAINING

a. Educational programs for the prevention of pressure ulcers should be structured, 

      organized, and comprehensive and should be updated on a regular basis to    

      incorporate new evidence and technologies.  Programs should be directed at all    

      levels of health care providers including clients, family, or caregivers.

b. The educational program for prevention of pressure ulcers should be based on the principles of adult learning, the level of information provided, and the mode of delivery.  Programs must be evaluated for their effectiveness in preventing pressure ulcers through quality assurance standards and audits.  Information on the following areas should be is included in Nursing Orientation, Annual Competencies, and through hospital communication tools:

· The etiology and risk factors predisposing to pressure ulcer development

· Use of risk assessment tools, such as the Braden Scale for Predicting Pressure Sore Risk.  Categories of the risk assessment should also be utilized to identify specific risks and ensure effective care planning

· Skin assessment

· Staging of pressure ulcers

· Selection and/or use of support surfaces

· Development and implementation of an individualized skin care program

· Demonstration of positioning/transferring techniques to decrease risk of tissue breakdown

· Instruction on accurate documentation of pertinent data

· Roles and responsibilities of team members in relation to pressure ulcer risk assessment and prevention


ISSUED BY:
_________________________________________



Darlene Brown, RN, BSN 



Nursing Director of Medical Surgical Services


APPROVED BY:
_________________________________________







Pat Torrico, RN, BSN, MSN







Chief Nursing Officer

MERCY Skin Care Risk Assessment Protocol

BRADEN SCALE for Predicting Patients at Risk for Pressure Scores

· Calculate Braden Score on admission; document on daily flowsheet.  Reassess daily.

· If score is 16 or lower, initiate nursing care plan/problem list (actual or potential).
PATIENTS WITH A SCORE OF 18 OR LESS ARE CONSIDERED “AT RISK”

	CATEGORY
	1 POINT
	2 POINTS
	3 POINTS
	4 POINTS

	SENSORY 

PERCEPTION

Ability to respond to discomfort
	Completely limited:

Unresponsive to painful stimuli.

Or

Limited ability to feel pain over most of body surface.
	Very Limited:

Responds only to painful stimuli.  Cannot commu- nicate discomfort verbally. 

Or

Has a sensory impairment which limits the ability to feel pain or discomfort over ½ of the body.
	Slightly Limited:

Responds to verbal commands, but cannot always communicate discomfort or need to be turned.

Or

Has some sensory impairment which limits ability to feel pain or discomfort in 1 or 2 extremities.
	No impairment:

Responds to verbal commands.  Has no sensory deficit which would limit ability to feel or voice pain or discomfort.

	MOISTURE

Degree to which skin is exposed to moisture
	Constantly Moist:

Skin is kept moist almost constantly by perspiration, urine, etc.  Dampness is detected every time patient is moved or turned.
	Very Moist:

Skin is often, but not always moist.  Linen must be changed at least once a shift.
	Occasionally Moist:

Skin is occasionally moist, requiring an extra linen change approximately once a day.
	Rarely Moist:

Skin is usually dry; linen only requires changing routine intervals.

	ACTIVITY

Degree of physical activity
	Bedfast:

Confined to bed.
	Chairfast:

Ability to walk severely limited or non-existent.  Cannot bear own weight and/or must be assisted into chair or wheelchair.
	Walks Occasionally:

Walks occasionally during the day, but for very short distances, with or without assistance.  Spends majority of each shift in bed or chair.
	Walks Frequently:

Walks a moderate distance at least once every 1-2 hours during waking hours.

	MOBILITY

Ability to change and control body position
	Completely Immobile:

Unable to make even slight changes in body or extremity position without assistance.
	Very Limited:

Makes occasional slight changes in body or extremity position but unable to make frequent or significant changes independently.
	Slightly Limited:

Makes frequent though slight changes in body or extremity position independently.
	No Limitations:

Makes major and frequent changes in positions without assistance.

	NUTRITION

Usual food intake pattern (assess intake over last 7 days)
	Very Poor:

Never eats a complete meal.  Rearly eats more than 1/3 of any food offered. Intake of protein is negligible.  Takes even fluids poorly.  Does not take a liquid dietary supplement.

Or

Is NPO &/or maintained on clear liquids or IVs.
	Probably Inadequate:

Rarely eats complete meal and generality eats only about ½ of any food offered.  Protein intake is poor.  Occasionally will take a liquid dietary supplement.

Or

Receiving less than optimum amount of liquid diet supplement.
	Adequate:

Eats over half of most meals.  Eats moderate amount of protein source 1-2 times daily.  Occasionally will refuse a meal.  Will usually take a liquid dietary supplement if offered.

Or

Is on tube feeding /TPN.
	Excellent:

Eats most of every meal.

Never refuses a meal.

Occasionally eats between meals.  Does not require dietary supplement.

	FRICTION AND SHEAR
	Problem:

Requires moderate or maximum assistance in moving.  Complete lifting without sliding against sheets is impossible.  Frequently slides down in bed or chair, requiring frequent repositioning with maximum assistance.  Spasticity, contractures or agitation leads to almost constant friction.
	Potential Problem:

Moves feebly or requires minimum assistance.  During a move, skin probably slides to some extent against sheets, chair, restraints or other devices.  Maintains relatively good position in chair or bed most of the time but occasionally slides down.
	NO Apparent Problem:

Moves in bed & in chair independently and has sufficient muscle strength to lift up completely during move.  Maintains good position in bed or chair at all times.
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Mercy Fall Program

Falls is the leading cause of injury related death for those 65 years of age or older, and can lead to severe consequences, including femur fractures, traumatic brain injury, fear of falling and premature death.

In 1994 the total cost of fall injury for those over the age of 65 was 20.2 billion dollars and by 2020 the cost is expected to be 34.4 billion without adjustment for inflation.  As fall and fall injury prevention strategies become more readily available, health care providers are increasingly being held accountable.  

At Mercy our goal is to make sure our patients’ hospital stay is as safe and pleasant as possible.  To meet this goal Mercy has developed a falls prevention program.  All patients identified as a risk for falling are identified as having a green wristband applied.  All Mercy employees are responsible for attending to a patient in need of assistance.  Patients and families are educated on admission to:

TIPS TO AVOID FALLS

Always…..

· Put slippers with non-skid soles on while walking.

· Ask for help if you feel weak, dizzy, or lightheaded when you need to get up.

· Use the call switch in the bathroom if you become weak, or need assistance back to bed.

· Notify the nurse if a spill occurs on the floor. 

· Use your call light for help; please wait for assistance from your staff caring for you

· Do not tamper with side rail, restraints, or bed alarms that may be in use. 

· Be careful of telephone cards or cords that could be tripped over. 

Case scenario:



You are a non-nursing personnel (Therapy, Case management, Maintenance, radiologist, Housekeeping, etc) that is walking by a room and hear a falls bed alarm   and see that the light is on for that room.  When looking into the room you see an elderly alert female patient standing at bedside, alone, barefooted with the IV pole and tubing stretched to the limit across the bed.  She is swaying back and forth screaming that she had to use the bathroom standing in a puddle of water.  She has a yellow wristband applied. 

It is your responsibility to:

1. Enter room to assist patient for safety reasons.

2. Stay with patient until a staff member caring for this patient can assist you with making sure his/her safety needs are met. 

3. Encourage patient to return to her bed or stand by patient until care giver responds.

4. Comfort patient in a calming manner reassuring her that assistance is on the way 

The Care givers should:  

1. Calm patient.

2. Dry floor from spill.

3. Apply non skid slippers

4. Assist patient to bathroom.

5. Stay with patient or instruct patient to use call light for assistance back to bed. 

6. Place needed items in reach of the patient.  Phones and personal items should not be left across the room.  This may prompt a patient to get up unassisted

7. Educate the patients on tips to avoid falls.

8. Stress the use of the call light, except a return demonstration validating understanding, and document the same. 

Remember, fall prevention is EVERYONE’S job, not just nursing. If you see a patient in trouble, assist the patient and call for help. 
MERCY
PARTNERS IN SAFETY

FALL PREVENTION PROGRAM

Lorain, Ohio
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TIPS TO AVOID FALLS

The Nursing Staff at Mercy has the following suggestions to help you avoid a fall during your hospitalization:

ALWAYS . . . 

1. Put slippers with non-skid soles on while walking.

2. Ask for help if you feel weak, dizzy, or lightheaded when you need to get up.

3. Use the call switch in the bathroom if you become weak, or need assistance back to bed.

4. Notify the nursing staff if a spill occurs on the floor.

5. Ask to have objects such as bedside table, phone, and call lights within easy reach if you are not able to be up.

6. Use your call light for help, and if possible, please wait for assistance.

7. Do not tamper with side rails or restraints that may be in use.

8. Be careful of telephone cords or other cords that could be tripped over.  
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MERCY
PARTNERS IN SAFETY

FALL PREVENTION PROGRAM

Lorain, Ohio

12 TIPS TO AVOID FALLS AT HOME

1. Wear shoes and slippers that have non-skid soles.  Avoid wearing socks only—they might cause you to slip.

2. Be extra careful if your bathroom floor becomes wet.  If your bathroom has handrails, hold on to them when getting up and down.  Make sure non-slip strips are in your bathtub.

3. If you wear a bathrobe of nightgown, be sure it is short enough to avoid tripping on it.

4. Don't leave any clothes, magazines, bags, or other objects lying on the floor—you might trip over them.

5. Place loose electrical cords or telephone wires out of walking areas.

6. Before you go to sleep, place your glasses within easy reach.  Get out of bed or chair slowly.  Sit up before you stand.

7. Sit in higher chairs or in chairs with armrests—they're easier to get in and out of.

8. Remove or secure any loose rugs.

9. Be sure hallways and staircases are well-lighted.  (If the hallway or staircase in your building is not well-lighted, call the superintendent.)  When walking up or down stairs hold on to the handrail or use a cane.

10. Wipe up any kitchen spills as soon as they happen.

11. Place lamps in dark areas.  If you walk into a dark area let your eyes first adjust to the dark.

12. If you do fall, DON'T PANIC!  Try using a stable chair or some other piece of furniture to help you get up.  If you cannot get up, try calling out for help.  If you can, slide down or crawl to the telephone or front door and call for help.  
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THE “FIVE RIGHTS” OF DRUG ADMINISTRATION

· Right patent.  Check his armband and room ID card.  If he’s alert and oriented, ask him to tell you his name. 

· Right drug.  For a unit-dose medication, check the label twice against the order on the MAR.  Use a triple-check method for multidose medications.  Tell your patient the name of any drug you’re giving him and the reason.  This gives him a chance to point out anything unusual, such as he’s already taken it or the dose isn’t what other nurses have been giving him.  If he raises any doubt, recheck the original medication order for possible error.

· Right dose.  Make sure the ordered dose is within the recommended range and call the prescriber for clarification if it isn’t.  If you need to calculate a dose, have another nurse independently calculate it.  If you have questions about the calculation, check with the pharmacist.

· Right time.  Give he drug within an hour of its scheduled time or according to your facility’s policy.  If consistent serum levels of a drug are critical, such as for anticonvulsants, antibiotics, anticoagulants, and analgesics, give the dose as close to the scheduled time as possible.

MEDICATION ERRORS CAN HAPPEN AT 3 MAIN STEPS

1. PRESCRIBING

Examples of errors include:

· Ordering a medication dose that’s either too strong or too weak

· Prescribing medications that can have dangerous interactions or trigger

an allergic reaction

2. DISPENSING

For example, errors in the pharmacy can cause prescriptions to be filled with:

· The wrong medicine

· The right medicine in the wrong form or strength

· The wrong dose

3. ADMINISTERING

Examples of errors include giving a medication:

· By the wrong route (for example, by mouth instead of by injection)

· At the wrong time

· In the wrong dose 

    MERCY
     Nursing  Department

	
	DRESSING

CHANGE

EXCEPTION:  The following recommendations shall be adhered to, however, replace dressing when it becomes damp, loosened, or soiled or when inspection of the site is necessary.

All dressings should be dated, timed and initialed.

DRESSING

 FREQUENCY
	ANTISEPTIC SOLUTION FOR SITE CARE

The following agents listed are acceptable:

· 2% Chlorhexidine-based preparation

· 10% Povidone Iodine

· 70% Alcohol

Always allow the antiseptic solution to dry before insertion.
	NEEDLE/

CATHETER

CHANGE
	FLUSH

INTERMITTENT

INFUSIONS
 Scrub the hub for 15 seconds and let it dry before

                            accessing any port.
ADDITIONALLY:  Flush with NSS before and after any use:

1 ml for short peripheral catheters

10 ml for central catheters, PICC, IP

DOCUMENTATION:  Documentation of line flushes are required at a minimum daily on the IV Flow Sheet

SOLUTION
     
  
FREQUENCY
	BLOOD DRAW

DISCARD

AMOUNT

	Short Peripheral

Catheters & Saline locks
	· Sterile gauze 


-or-

· Transparent, semi-permeable dressing
	· Q 3 days
	10% Povidone Iodine swab x1

-or-

70% Isopropyl Alcohol


	Q 3 days

HHC/Hospice

Q 4 days
	· NSS:

1 ml
	Daily 

and 

After each use
	---

	PICC

(Peripherally

Inserted Central Catheter)
	               Biopatch and 
Transparent dressing

BE SURE NOT TO PLACE TRANSPARENT DRSG. AND/OR TAPE OVER THE PICC BLUE TUBING
	 Q 7 days and prn
HHC/Hospice

After each use

or

Weekly

	2% Chlorhexidine-based preparation (2% chlorhexidine is not to be used on infants <2 months)

· Back and forth motion x1 applicator, for all types of central lines, including PICCs


	---
	· NSS:

10 ml

If PICC is open-ended/not Groshong, follow NS flush with 3 ml. heparinized flush solution (100 Units/ml).   Heparin flush solution is not necessary with Groshong tip.

If the type of PICC line tip is not identifiable, call physician regarding continued use of heparin flush.

ALWAYS USE A 10 CC SYRINGE FOR ACCESS
	Daily

and

After each use

HHC/Hospice

After each use

or

Weekly
	5 - 10 ml

	Single and Multilumen

Central Venous Catheters
	·  Biopatch and
 Transparent, semi-

 permeable occlusive

 dressing
	· Q 7 days for
         transparent
	2% Chlorhexidine-based preparation (2% chlorhexidine is not to be used on infants <2 months)

· Back and forth motion x1 applicator, for all types of central lines, including PICCs
	---
	· NSS:

10 ml


	Daily

and

After each use

HHC/Hospice

After each use or Weekly
	5 – 10 ml

	Intravascular Pressure- Monitoring Systems
	·  Biopatch and
 Transparent, semi-

 permeable occlusive

 dressing
	· Q 7 days for
         transparent
	2% Chlorhexidine-based preparation (2% chlorhexidine is not to be used on infants <2 months)

· Back and forth motion x1 applicator, for all types of central lines, including PICCs
	---
	· Continuous 0.9% NS closed flush system (unless otherwise ordered by the physician)
	Continuous
	5 – 10 ml

	Implantable

Venous Access Devices

(Infusaport)
	·  Biopatch and
·  Transparent, semi-

 permeable occlusive

 dressing atop

 
	· Q 7 days
	2% Chlorhexidine-based preparation (2% chlorhexidine is not to be used on infants <2 months)

· Back and forth motion x1 applicator, for all types of central lines, including PICCs

-or-


	Needle change 

Q 7 days
	· NSS:

10 ml

· Heparin Flush      100 units/ml: 
3 ml

ALWAYS USE A 10 CC SYRINGE FOR ACCESS
	Q month

and 

After each use
	5 – 10 ml


ADDITIONAL CONSIDERATIONS:

· When flushing catheter, clamp catheter as the last half ml is injected to ensure that positive pressure●
Change injection cap every 72 hours (with tubing change), when the cap has been


 is maintained to prevent back flow and clotting of catheter

removed for any reason, and always after blood specimen collection, and anytime

· When TPN (Hyperalimenation) is being administered, designate one port for administration of TPN only!
the cap appears damaged
· After TPN or Procalamine, use 20 ml NSS to flush the line (rather than the standard 10 ml)
●
Scrub the connection site of the injection cap with alcohol for 15 seconds.
· All solution changes are at least every 24 hours

●
Tubing changes are every 72 hours, except TPN is every 24 hours
MERCY




NAME___________________________










DATE____________________________

NURSING SCAVENGER HUNT

This is your opportunity to locate areas/items/forms that you use here.  Complete this form, sign it and return it to your manager. 

	ITEM/AREA
	LOCATION

	Conference Room/Bulletin Board
	

	Fire Extinguishers
	

	Fire Pull Boxes
	

	Clean Utility Room 
	

	Dirty Utility Room
	

	Pantry
	

	Medication Room/Pyxis Medication System
	

	All Exits
	

	Supply Cart
	

	Code Blue Cart and Defibrillator (Code Pink-PEDS and Newborn)
	

	Suction Equipment
	

	O2 Tank
	

	Pneumatic Tube System
	

	Charts
	

	Physicians Desk Reference Book
	

	Departmental Policies Manual ( SOP’s are on line)
	

	Safety/Infection Control Manual
	

	Nursing Procedure Book (Purple Book)
	

	Manager’s Office
	

	Chart Forms
	

	Otoscope/Opthalmoscope/Percussion Hammer/Flashlight
	

	Glucose Meters
	


MERCY REGIONAL MEDICAL CENTER

CONFIDENTIALITY

CONSENT AND RELEASE

In consideration of the opportunity to participate as a student in a clinical experience at Mercy Regional Medical Center (MRMC) in the ________________________ unit/department and other areas in which they carry out their job tasks and as a condition of such opportunity, I agree to the following:

1.
The patient undergoing examination, procedure, or treatment must consent to my presence.

2.
I agree to maintain and protect the absolute confidentiality of the names of the patients and any other patient identifying information, as well as all information relating to the condition, diagnosis and treatment of any patient of which he/she becomes aware during the course of experience.   
3.
I agree to immediately leave the __________________________ unit/department or other patient care area upon the request of any health care professional in the event of an emergency or for any other reason. 

4.     I agree to hold in strictness confidence the contents of all confidential material, which includes but is not limited to, medical records, patient information, employee information, and other MRMC of a confidential nature, regardless of the format, eg., written, verbal or database obtained during my experience.  Further, I understand that my violation of this duty could result in my being removed from the facility. Legal action 

could also be a result of my violation of this duty.
I acknowledge that no assurance or representations concerning my health or safety during the period of observation have been made to me.  I understand that numerous risks to health and safety may be present in a hospital, including but not limited to exposure to infectious agents, and I voluntarily assume all risks associated with my presence in the hospital as a student.  I hereby release MRMC, its medical staff, physicians, directors, officers, employees, agents, and representatives, from any liability, injury, or damages caused by or arising from or in connection with my presence as a student in the hospital unit/department designated or any other area in which I am assigned.

________________________________
 

              
(Signature)


 

______________________________


 
(Date)





                                     
________________________________ 


                                 

(Signature of parent or guardian if

                                                                                  

  under 18 years of age.)

 
Person to notify in case of an emergency: 

_______________________________            



               



           (Name)






                         _______________________________





                                        (Phone Number)
Completed forms must be maintained in the 

Organizational Learning Department. 
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