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Mission

“...to care for him who shall have borne the battle and for his widow, and his orphan...”
Abraham Lincoln

Honor America’s veterans by providing exceptional health care that improves their health and well-being.

Vision

To be a patient centered integrated health care organization for veterans providing excellence in health care, research and education; an organization where people choose to work; an active community partner and a back-up for National emergencies.

…but every great organization must periodically examine the fundamentals upon which it operates, guided by enduring but transforming principles


People-Centric

Results-Driven

Forward-Looking





















[image: ]

 VA Core Values and Characteristics Quick Reference

Because I CARE, I will …


INTEGRITY     ... Act with high moral principle. Adhere to the highest professional standards. Maintain the trust and confidence of all with whom I engage.

COMMITMENT  ... Work diligently to serve Veterans and other beneficiaries. Be driven by an earnest belief in VA’s mission. Fulfill my individual responsibilities and organizational responsibilities.

ADVOCACY     … Be truly Veteran-centric by identifying, fully considering, and appropriately advancing the interests of Veterans and other beneficiaries.

RESPECT … Treat all those I serve and with whom I work with dignity and respect. Show respect to earn it.

EXCELLENCE … Strive for the highest quality and continuous improvement. Be thoughtful and decisive in leadership, accountable for my actions, willing to admit mistakes, and rigorous in correcting them.

“I CARE” is more than just words. It is a personal commitment to act.


You demonstrate who we are and what we stand for every day when you interact with our Veteran and other clients

Department of Veteran Affairs Core Values - http://www.va.gov/about_va/



Leadership of the Milwaukee VA Medical Center

The Milwaukee VA is part of the Great Lakes Health Care System, also referred to as Veterans Integrated Service Network (VISN) 12, which is comprised of seven facilities. These facilities include Hines (Illinois), which is the VISN 12 office site; Jesse Brown (Illinois); North Chicago (Illinois); Madison, Milwaukee and Tomah (Wisconsin); and Iron Mountain (Michigan).

[bookmark: _Toc327450441][bookmark: _Toc327450562]The VISN 12 Network Director: Jeffrey A. Murawsky, M.D.
The Top Management Team (TMT) at Milwaukee VA Medical Center is comprised of:
· Medical Center Director: Robert Beller, FACHE
· Deputy Center Director: James McLain, FACHE
· Acting Associate Director Patient/Nursing Services: Mary Brunn RN, MSN
· Chief of Staff: Michael D. Erdmann, M.D.

The Operations Council (OP) is comprised of the TMT, Division Managers, PI Manager and CIO. Their purpose is to provide broad strategic direction, planning, and communication for all Medical Center activities.

The Medical Executive Committee (MEC) serves as the Executive Committee of the Medical Staff. The MEC either approves for the medical staff or recommends actions for approval by the Medical Center Director, items that affect the delivery of health care and quality improvement at the Medical Center.

The Nursing Executive Committee (NEC) is comprised of the nurse Division Managers and chaired by the Nurse Executive. The purpose of the NEC is to provide leadership for the practice of nursing in a decentralized organization and to assure the provision of quality patient care by nurses across all settings.












Information for Academic Affiliates: Faculty, and Nursing Students

1. Internet Site – The Nursing Services internet site homepage is available by accessing this site Allied Health/Nursing Programs - VAMC Milwaukee, Wisconsin. Most forms, Faculty/student handbook, and information relating to student placement may be accessed from this web page. 
2. Paperwork/Forms/Fingerprinting- All paperwork/forms and fingerprinting must be completed one month before the start of clinical rotation. Any delay in completing the on-boarding process will delay orientation. Fingerprinting is done in room 70 E 41. At Least one month prior to the students scheduled orientation; they must be fingerprinted by the VA. They can do this anytime between the hours of 0800-1530, Monday – Friday in room 70 E 38. No Appointment is needed. Students showing up at the orientation without having completed this process will be turned away. No computer access will be given until this process is complete. Please keep in mind that this is a Federal Agency and business offices are closed on Federal Holidays (Martin Luther King’s Birthday, President’s Day, Memorial Day, Independence Day, Labor Day, Columbus Day, Veteran’s Day, Thanksgiving, Christmas, and New Year’s).   If assistance is needed with office hours please call ahead to 414-384-2000 Ext 47266 (Dave Silva). 
Any student who lives out of state may have their courtesy fingerprinting done at another VA Medical Center. Please inform that VA that courtesy fingerprints are needed for the Milwaukee VA and give them  # SOI-VAA7 and SON-1719 for Milwaukee. 
3. Trainee Qualifications and Credentials Verification Letter (TQCVL) must be completed for every student each semester. An updated Educational Program Letter of Agreement (EPLA) must be completed initially and updated as needed (see attached forms), to be completed by Education Coordinator. 


[bookmark: _MON_1401191555]

4. Talent Management System - Mandatory training for all faculty, students, and trainees must be completed one month prior to clinical start date and annually thereafter for returning faculty and students. No computer access will be given until this process is complete. Please follow the attached guide.




5. [bookmark: _Ref321999030]Parking – Faculty and students using the facility during 0600-1530 must use the parking lot behind building 6 (see map). The Employee Shuttle may be used for transportation to the main hospital. All other hours’, faculty and students may park in visiting parking.

Campus Map and up-to-date Bus schedule see link provided. 
 
http://www.milwaukee.va.gov/EDU/Documents/pdf-parking_changes.pdf

6. New and ongoing Nursing Faculty Orientation 
· Complete Information Technology (IT) requirements annually.
· New Faculty will attend an initial Facility Orientation Day in August, January, or May.
· Ongoing Faculty will attend a Refresher Orientation an annual Faculty Update class once per year.

7. Course Curriculum/Objectives – A current copy of the curriculum and objectives must be maintained at the VA for each clinical. 

8. Clinical Group- Only eight students are allowed on a clinical unit at one time. 

9. Communicate with Education Coordinator/Nurse Manager/Deputy Manager/Staff: 
· Meet Manager, Deputy Manager, and staff members on your clinical unit. 
· Provide your contact information including a phone number and email address.
· Provide dates and times students will be on unit including prep times.
· Provide complete information on what students can and cannot do.
· Post students’ assignment in designated area prior to the start of the clinical work day.
· Complete a Unit Orientation. 
10. Job Aid: The Milwaukee VAMC utilizes the Mosby Nursing Skills electronic aid for procedures/skills. See link below for information and accessing.

11.  Personal Protective Equipment (PPE): Students are not Mask Fit Tested; therefore students are not allowed in tuberculosis (TB) isolation rooms. 
      
12. Valuables/Personal Belongings: There are no lockers or areas for student belongings on the units. Please do not leave personal items on the unit/clinical area. 



13. Conference Rooms
· Check with the unit Deputy Manager for availability of a conference room on the unit. 
· The Employee Education Center and Student Workroom (70 D 25) located in building 70 may have rooms available but will need to be reserved from the Milwaukee VA Homepage. 

14. Evaluations of clinical experience- All faculty and students must complete an evaluation of their clinical experience at the end of the semester or at the end of the clinical. Faculty/Coordinators should forward the information to the students in their clinical group(s) and/or precepted students.  Please use the link provided to complete the national on-line survey, and the word document for the local evaluation.

http://www.va.gov/oaa/surveys/                http://www.milwaukee.va.gov/EDU/Documents/Evaluation.doc


Please return completed evaluations and on-line survey certificate(s) to- Attention: Ethel Davenport Room 70 D 24.

15. Student Identification – All students must wear their VA I.D. badges while on VAMC campus. ***All Student ID badges must be turned in at the end of the clinical rotation***. Please return badges to Room 70 D 24, to the Attention of: Ethel Davenport.  

New & Ongoing Clinical Nursing Faculty Orientation
New Nursing Faculty Orientation
New Faculty orientation consists of 1-3 hour classroom orientation, and a four hour BCMA (Bar Code Medication Administration) computer class, and four hours of Patient Safety class (scheduled at the beginning of clinical rotation), and  a 2 hour computer class on Computerized Patient Record System (CPRS scheduled on first day of clinical rotation). 

Classroom Orientation
· Faculty/student handbook review.
· Policies. 
· Communication – review what students can and cannot do.
· Competencies – IV pump, TubeFeeding Pump, and Glucometer.
· ID Badge – Personal Identification Verification ID.

BCMA (Bar Code Medication Administration)
· Students are only allowed to administer medication while under the direct supervision of the clinical instructor.
· Students in a 1:1 percepted experience are not allowed to pass medication with VA clinical staff.
· VALORS (paid student trainees) are not allowed to pass medication with VA clinical staff.

Computer Training
· Faculty are required to attend four hours of BCMA training if their clinical group will be passing medication during their clinical rotation.
· Faculty are required to attend the CPRS with their students on the first day of their clinical rotation and/or other designated date.
· Distant learners who not within the Milwaukee area are required to complete a CPRS on-line training module for computer access.  

Safe Patient Handling       
· A class must be schedule with Nursing Education and Research for Safe Patient Handling equipment. This class must be schedule within the first two weeks of your clinical rotation.  

Unit Responsibilities
· Unit routine/report – days/pms/nights.
· Patient assignments/patients not appropriate for student experience.
· Who to contact off hours.
· Tour of unit.
· Equipment-beds, pumps, Sequential Compression Devices, etc.
· Forms/flow sheets-review documentation, including key policy points and unit specific forms and note templates. 
· Inform Faculty if there are any other students on unit 



VA Nurse Preceptor Responsibilities
· Review the course description, objectives, guidelines, and evaluation criteria, etc. 
· Share unit specific student guidelines with the Faculty/coordinator and student.
· Set up clinical hours with the student and to notify the student of any changes.
· Provide feedback to the student and to share patient assignment.
· Communicate with the Faculty/coordinator at least weekly about the student’s performance, concerns, goals, etc.
· Provide input into the students evaluation (preceptor will not be responsible for completing the student’s evaluation or course grade).

Student Responsibilities in a 1:1 Precepted Experience
· Complete all required documents, on-line mandatory training, and fingerprinting one month prior to clinical start date. 
· Comply with the policies and procedures of the hospital.
· Maintain confidentiality of the patients, records, etc.
· Notify the preceptor(s) if you are ill.
· Complete an evaluation of your clinical experience.
· Return identification badge to preceptor with completed evaluation.
















Patient Rights & Privacy

Patient’s Rights include:
· Receiving a written statement of his or her rights.
· The right to make decisions regarding treatment.
· The right to be informed about the outcomes of care.
· The right to considerate and respectful treatment.
· The right to privacy and security. Personal and medical information must be kept confidential.
· The right to accept or refuse medical care. This is part of the patient’s right to “informed consent”.
· Respect and nondiscrimination.
· The right to voice complaints about his or her care, and to have those complaints reviewed and, whenever possible, resolved. 
· The right to choose whether or not you will participate in any research project.
· The right to receive information about Advance Directives and to have them followed.
· The right to appropriate assessment and management of pain.

*Patient Rights information is also displayed in outpatient areas.


Protecting Our Patients’ Privacy
· Knock on the patient’s door before entering.
· Pull privacy curtains.
· Shut doors when exam/test is being done.
· Be aware of auditory privacy issues, particularly in the cafeteria, hallways and elevators.
· Make sure only “authorized” persons review the patient’s record.
· Do not leave patient information unattended in a location that is accessible to non-authorized individuals.
· Whiteboards used as locator boards may contain the patient’s last name if the patient has given permission.
· Whiteboards may not contain any clinical or diagnostic information, i.e. procedures, tests, DNR, etc.
· Patient information on computer screens must also be kept out of public view.
· Keep patient information out of public view when bedside charting is done.
· Patients must give us permission to release information about them.


Ethics
Each VA appointee shall respect and adhere to the fundamental principles of ethical service and are responsible for adhering to their respective professional Code of Ethics at all times.

Guidelines:
· Do not enter into any financial or other types of transactions with patients or families.
· Do not accept gifts or money from patients and/or families.
· Do not show favoritism or prejudice to any patients, beneficiaries, or others having business with VA.
· Do not enter into romantic or sexual relationships with patients for whom they currently provide care or service

DNR Orders, Organ donations and Informed Consent are not usually the responsibility of the student. Policies are in place outlining staff responsibilities and patient rights. For more information discuss with VA Supervisor/ designee and/or Faculty.
Ethics consult pager number: 414-999-6439


Patient Abuse
It is the responsibility of all students to provide for patient safety. 

· It is the students’ responsibility to be alert for patient neglect, abuse, assault, and/or exploitation.
· A student that identifies a patient as a possible victim of neglect, abuse, assault, or exploitation must immediately notify the VA Supervisor/ designee and/or Faculty.


Continuum of Care
The clinical staff is committed to an integrated plan of care across the continuum for each patient:

1. Increase patient involvement in care planning.
2. Identify patient problems early in the admission process.
3. Improve interdisciplinary collaboration of the patient’s care.
4. Integrate the complete patient care process.
5. Improve pain management for each patient who experiences pain.



Advance Directives (AD)
Upon admission to Primary Care or to an inpatient unit, patients are asked if they have an AD and/or want to complete one. When a patient has an Advance Directive, it will be noted by the presence of a boldface letter “D” in posting section in the upper right-hand corner of the CPRS Cover Sheet. AD’s are not in force until they are implemented.

Physician Responsibilities:
· Physicians determine a patient’s capacity for health care decision making, and they need to assist patients in advance care planning.
· REVIEW: A licensed independent practitioner must review any existing AD at each inpatient admission, annually if an extended inpatient status, when there is a significant change in condition, and at a patient’s request. 
· This review is documented as an addendum to the electronic “Advance Directive” note. The original electronic “AD” note is typically entered by the Social Worker who assists in completing and filing the AD.
*Postings are located in upper right hand corner of patient electronic record.


Pain Management
All patients are assessed for pain as part of routine vital sign monitoring, and reassessed following the administration of pain medication. 


Restraint and Seclusion
The use of restraints and/or seclusion is a restriction of personal liberty and
have serious legal ramifications.
· A Licensed Independent Practitioner (LIP) or a licensed, qualified and authorized individual (RN) completes an assessment of the patient.
· The patient demonstrates behaviors indicating a potential need for restraints.
· The reasons for the patient's behavior is assessed and analyzed.
· All alternatives to restraint and seclusion have been considered or tried.
· The clinical judgment for the use of restraints has been achieved.
· The least restrictive device is used.
· An order for the restraint is obtained.
· The patient and family are educated about the need for restraints.
· The patient's safety is monitored and the findings are documented.
· Ensure that the patient is able to participate in the care process as much as possible.
· Attempt a trial release of the restraints if an improvement in the behavior is evident.



Patient and Family Education
Areas assessed prior to beginning patient/family education include:
· Learning needs.
· Learning abilities.
· Preferences.
· Readiness to learn.
· Cultural and religious barriers.
· Desire & motivation to learn.
· Physical, cognitive, language and emotional limitations.

Patient/family education general focus includes:
· Safe and effective use of medication.
· Safe and effective use of medical equipment.
· Potential food-drug interactions and counseling on nutrition/modified diets.
· Hygiene and grooming.
· Rehabilitation techniques.
· Access to available community resources.
· When and how to obtain further treatment.
· Patient’s responsibility in the treatment process.
· Pertinent discharge instructions for continuing care needs.




Population Specific Care
Population-specific competencies address the specific patient attributes or characteristics such as age, gender, diagnostic categories (i.e., cardiac, orthopedic, endocrine, mental health, oncology, palliative care, etc.) and cultural differences (i.e., personal values, beliefs and preferences; religious preference; race; ethnic background; primary language; literacy level; educational level; lifestyle; socio-economic background; etc.).  

Identification of population specific competencies is good patient care.  Knowing the characteristics of the populations served, enables healthcare staff to tailor the care and services provided to the specific needs of the patient.  Thus, care is more effective, the patient is compliant with the treatment plan, and the patient is more satisfied with the outcome.

World War II-WWII (September 1, 1939 – September 2, 1945)
WWII was the largest and most violent armed conflict in the history of mankind. This war was carried out over several continents (Africa, Asia, and Europe). War was raged on land, in the air, and at sea. 
There were 16.1 million U.S.  Servicemembers worldwide, this included 400,000 Women Army Corps, Nurse Army Corps (WAC), Women Air Force Service Pilots (WASPs), and Women Accepted for Volunteer Emergency Service (WAVES), and Women of the Coast Guard Reserves (SPARS).
Exposures during this conflict included but are not limited to:
	Noise
	Cold Injuries
	Ionizing Radiation
	Mustard Gas
	Occupational Hazards
Disease and health risk from these exposures include but are not limited to:
	Hearing loss and tinnitus
Cancer of the lungs, bile ducts, bone, brain, breast, colon, esophagus, gall bladder, liver, pancreas, pharynx, ovary, salivary gland, small intestine, stomach, thyroid, and urinary tract.
Leukemia
Lymphomas
Multiple myeloma
Skin cancer in frostbite scars
	Neurologic injury

The Cold War Era (1945 – 1991)
This was a period of hostility between the U.S. and the Soviet Union.
This period included those exposures mentioned above, as well as:
 Project 112/Project SHAD
 Herbicide tests and storage
 Edgewood/Aberdeen Experiments (1955-1975)
 Camp Lejeune Water supplies
Atsugi Waste Incinerator (1985-2001)
Disease and health risk from these exposures include but are not limited to:
	Risks mentioned above
	Female infertility
	Scleroderma
	Hepatic steatosis (United States Department of Veterans Affairs, 2013)

Korean Conflict (June 25, 1950 – July 27, 1953)
“Our nation honors her sons and daughters, who answered the call to defend a country they never knew and a people they never met”.
There were 5.7 million Servicemembers worldwide, with 1.8 million participating in the theater. 
Exposures during this conflict include but are not limited to:
	Cold injuries
	Occupational Hazards
	Noise
Disease and health risk from these exposures include but are not limited to those listed above for WWII.

Vietnam Conflict (1960 – April 30, 1975)
The second longest conflict in U.S. history, congress did not declare war. 
8.7 million U.S. Servicemembers worldwide. During 1962 – 1971 herbicides were sprayed over South Vietnam.
Exposures during this conflict include but are not limited to:
	Occupational Hazards
	Noise
	Agent Orange
Disease and Health risk include but are not limited to:
	Amyloidosis
	Chronic B-Cell Leukemia’s
	Chloracne	
	Diabetes Mellitus Type 2	
Ischemic Heart Disease 
Multiple Myeloma
Non-Hodgkin’s Lymphoma
Parkinson’s disease
Respiratory Cancers
Soft Tissue Sarcomas
Porphyria Cutanea Tarda
Hepatitis C


Gulf War (August 2, 1990- March 3, 1991) Operations Desert Shield/Desert Storm
This was a southwest Asia theater of military operations. Over 40,000 women were deployed, 15 were killed and two were Prisoners of War.
Exposures during this conflict include but are not limited to:
	Vaccinations
	Oil well fires, smoke and petroleum
	Chemical and biological weapons
	Depleted uranium
	Noise
Pryidostigmine Bromide
Pesticides
Sand, dust, and particulates
Toxic embedded Fragments
Infectious Diseases
Heat injuries
Disease and health risk include but are not limited to:
	Fibromyalgia
Chronic Fatigue Syndrome

Iraq War (OIF/OND) Operation Iraqi Freedom and Operation New Dawn (March 19, 2003- December 15, 2011)
In 2008 11% of Veterans from the Afghanistan and Iraq military operations were women. America lost 4,484 servicemembers and 32,000+ were wounded.  
Exposures during this conflict include but are not limited to:
	Rabies
	Mefloquine – Lariam
	Burn Pits
	Chromium
	See Gulf War
Disease and health risk include but are not limited to:
	Lung Cancer
	Respiratory 
	See Gulf War

Operation Enduring Freedom (Afghanistan, October 7, 2001 – Present)
Operation Enduring Freedom was the beginning of the US war on terrorism. 
Exposures during this conflict include but are not limited to:
	See Gulf and Iraq War
Disease and health risk include but are not limited to:
	See Gulf and Iraq War





Posttraumatic Stress Disorder (PTSD) 
PTSD may occur after someone goes through a traumatic experience or event like combat, assault, or a disaster. Most people have some stress reactions after a trauma. If the reactions don’t go away over time or disrupt your life, this may be PTSD.
Examples of types of trauma:
	War
	Terrorism
	Violence and Abuse
	Disasters
Veterans may go through traumatic experiences such as combat, blasts, or witnessing death and injury. In addition, military sexual trauma (MST), which includes sexual harassment and sexual assault, can occur for both men and women. 


Diversity
Patients will be treated in a manner giving reasonable consideration to their background, culture, religion, heritage and personal beliefs.

There is ZERO TOLERANCE for harassment or discrimination of any kind.



Customer Service & Patient Advocate
Customer Service is a central component of VHA’s mission to provide patient-centered health care and to ensure the highest quality care and services are made available to our veterans, and by extension, their families and/or significant others. The specific goal that applies to this proposal is within VHA’s Eight for Excellence is: Continuously improve veteran and family satisfaction with VA care by promoting patient-centered care and excellent customer service. Within this goal, the Veterans Health Care Service Standards are:

· Staff courtesy
· Timeliness
· One Provider
· Decisions
· Physical comfort
· Emotional needs
· Coordination of care
· Patient education
· Family involvement
· Transition

Two other areas of customer service are:
· Hourly rounding – Each unit follows a patient rounding schedule please check with your patient care area for times. 
· Quietness – Noise monitors are located on most units, please keep voices at an acceptable level while in the Medical Center. 

Customer Service is a cornerstone of all quality programs and is broadly defined for the purpose of this proposal as the veterans or other patients we care for and all staff that provide them care/services. Measurement of customer service to determine how well an organization is doing is an organizational priority and integral to determining customer and market focus and realizing optimal business results and effective leadership.

Gratuities
Gratuities are not accepted for the service provided. Veterans and/or beneficiaries may not tip any of the employees of the VAMC.

Solicitation
The selling of goods or services on Federal property is prohibited. This would include but is not limited to the sale of Girl Scout cookies, and Boy Scout popcorn. 




Patient Advocate
The Medical Center provides a Patient advocate for patient’s compliments and concerns. Please contact your VA Supervisor/ designee and/or Faculty for referrals.


Safety is Everyone’s Job!
Your Role in Safety 

You are responsible for following all safety rules and to report unsafe conditions to your VA Supervisor/ designee and/or Faculty.
To access Material Safety Data Sheets use the Quick links for the Home Web Page- scroll down to MSDS.

Fire = RACE
R = Rescue person(s) in immediate danger
A = Activate by pulling the fire alarm and calling 911
C = Close/Contain fire by closing the door(s)
E = Evacuate the area by following hospital policy and procedure

[bookmark: _Toc327450442][bookmark: _Toc327450563]2013 National Patient Safety Goals
Beginning January 1, 2013 all Joint Commission accredited health care organizations will be surveyed for implementation of all the recommendations related to the services the organization provides. Joint Commission reviews and revises the goals annually. After performance expectations have been met by the majority of surveyed organizations, goals are retired. The retired goals and performance expectations are then changed to standards and moved to the appropriate section. The goal number is also retired.  




Patient Safety and Improvement
The goal of the Patient Safety & Improvement Program is to prevent injuries to patients, visitors, and personnel. The keys for accomplishing the goal of injury prevention are:

· Identification and reporting of Adverse Events, Sentinel Events, and Close Calls.
· Reviewing Adverse Events, Sentinel Events, and Close Calls to identify underlying causes and system changes needed to reduce the likelihood of recurrence. 
· Publicizing patient safety alerts and lessons learned regarding effective system changes resulting from event review.
· Analyzing of service delivery systems before an Adverse Event occurs to identify system redesigns that will reduce the chance of error. 

Adverse Events are untoward incidents and other undesirable occurrences directly associated with care or services provided within medical center, outpatient clinic or other VA facilities. Adverse Events may result from acts of commission or omission such as:

· Administration of the wrong medication, failure to make a timely diagnosis or institute the appropriate therapeutic intervention (adverse reactions or negative outcomes of treatment).  
· Examples of more common Adverse Events include patient falls, medication errors, procedural errors/complications, completed suicides, parasuicidal behaviors (attempts/gestures/threats), and missing patient events.

[bookmark: OLE_LINK1][bookmark: OLE_LINK2]It is the responsibility of ALL students to report ANY events that either cause actual harm (an adverse event) or might have caused actual harm (a “close call” or “near miss”) to any patient, visitor or employee. Actual events or close class or near misses are reported to VA Supervisor/ designee and/or Faculty. All reported events are evaluated and investigated using a variety of different processes. 

Sentinel Events are a type of Adverse Event and include unexpected occurrences involving death or serious physical or psychological injury, or risk thereof. 

· Sentinel Events are investigated by teams of employees in order to identify system problems which might have caused the event and make recommendations for fixing those problems. 
· Serious injury specifically includes loss of limb or function. Major permanent loss of function means sensory, motor, physiologic, or intellectual impairment not previously present that requires continued treatment or life-style change. 

The phrase “risk thereof” means that a recurrence of the same type of event would carry a significant chance of serious adverse outcomes.

Close calls or “Near Misses” are situations which could have resulted in an accident, injury or illness, but did not, either by chance or timely intervention (e.g., surgical procedure almost performed on the wrong patient). 

It is the responsibility of ALL students to report events that either cause actual harm or might cause harm to their VA Supervisor/ designee and/or Faculty.


    Infection Control

	The Infection Prevention Program is attached. Please follow the attached policy for the prevention of infection. 




Hand Hygiene




Isolation Precautions





Latex Allergy







  Infectious Waste


Occupational Safety Program


      


Medication Security and Safety
Is Everyone’s Responsibility…

· All medications must be secured at all times.
· Med Carts must be locked (no meds on top of carts).
· Patients on self-medication protocol must keep their meds in locked lockers.
· Controlled Substances (narcotics) must be double locked.
· Anesthesia Carts and procedures trays with medications must be secured when not in use by authorized staff.
· Syringes containing pre-drawn medications must be labeled with name of drug, time, date, and name of person filling and labeling.
· Offices and staff work areas or team rooms must be kept free of unattended medication and pre-drawn syringes.


Adverse Drug Reactions (ADRs)
An Adverse Drug Reaction (ADR) is defined as any unexpected, unintended, undesired, or excessive response to a medication. 

ADRs include events occurring from drug overdose, whether accidental or intentional, drug abuse, drug withdrawal, and significant failure of expected pharmacological action. 

Reactions to be reported include those from administration of over-the-counter, prescription, and investigational/research drugs.

If an ADR is observed, promptly report to your VA Supervisor/ designee and/or Faculty.


Confidentiality and Information Security
Any information about the patient, whether electronic, written, or verbal, is confidential.

· Do not talk about patients or cases in public areas such as the cafeteria, elevators, or hallways.
· All papers, reports, or documents with patient information that are being discarded must be shredded.
· You must log off the computer system before leaving a terminal or PC unattended.
· Clinical information cannot be listed or posted in public view.
· Do not leave patient information and records unattended in a location that is accessible to non-authorized individuals.
· Keep patient information out of public view when bedside charting is done.
· Avoid release of clinical information to non-authorized individuals over the telephone.


Medical Record & Release of Information
The medical record includes the paper record and the computer-based patient record. The computerized portion of the patient record is known as CPRS (Computerized Patient Record System). The BCMA (Bar Code Medication Administration) System is also part of the electronic portion of the patient record. Release of Information (ROI) is the section that officially releases information on patients. If questions arise refer the patient to VA staff.


Compliance
Compliance is an oversight process for monitoring conformity with regulations, policies and procedures. It is used by all levels of the organization to identify high-risk areas and assure that appropriate corrective actions are taken.
















[bookmark: _Toc327450443][bookmark: _Toc327450564]
Performance Improvement

[image: Student Orientation- PDSA]Every student provides important care or service to the patient. In housekeeping, it may be that the room is clean. In dietary, that the food is hot. In plant operations, that the room is the right temperature. In respiratory therapy, that the patient receives the right treatment. 

Plan-Do-Study-Act (PDSA)
The Medical Center Model for Performance Improvement

[bookmark: _Toc327450444][bookmark: _Toc327450565]PLAN
· Use quality improvement tools such as brainstorming, data collection and aggregation techniques, cause and effect diagrams, flow charts, and graphs to examine the process.
· Meet and identify team goals, roles, and rules.
· Create a timeline, which includes reassessment of any improvements made.
· Determine meeting times and establish agendas.
· Study the process and create a plan for improvement.
· Collect pre-improvement data, (internal, external), and scientific literature as appropriate.
· Develop a design of the new process utilizing design guidelines. Set performance expectations including performance measures.
· Include at least one variable that reflects customer satisfaction, as appropriate.
· Plan to carry out the cycle (what, who, where, when).

[bookmark: _Toc327450445][bookmark: _Toc327450566]DO
· Test the plan on a trial basis or implement the plan as appropriate.
· Collect data for evaluation purposes.
· Document progress, including problems and unexpected observations.

[bookmark: _Toc327450446][bookmark: _Toc327450567]STUDY
· Analyze the data.
· Compare data to expected outcomes:
· Externally controlled (outside data).
· Internally controlled.
· Summarize what was learned.

[bookmark: _Toc327450447][bookmark: _Toc327450568]ACT
· Has performance improvement taken place? (Re-assess and evaluate the changes made).
· Evaluate for needed revisions or maintenance.
· Develop and submit a report, with specific recommendations to the I&I Council.


Team Building
Teamwork is the key to mastering new techniques, services and improving efficiency. Teamwork fosters a collaborative environment in which staff is supportive to each other. Teamwork enables staff to systematically coordinate activities in response to patient concerns and needs, resulting in positive outcomes and employee and patient satisfaction. We utilize ANA Healthy Work Environment.

Recognizing the Impaired Provider in the Workplace
An impaired provider is any person providing direct patient care, regardless of professional licensure, that exhibits personality, behavioral, or physical changes which may result in unsafe patient care and treatment.

· Any individual within the organization has the responsibility to report concerns regarding unsafe treatment or behavior by providers.
· All complaints, allegations or concerns will be thoroughly reviewed and evaluated. Based on the result of the review, appropriate action will be taken as required in local and VHA policy and regulations.
· Confidentiality is paramount in reporting allegations of provider impairment. The purpose of this process is to offer assistance and rehabilitation, rather than discipline. 
· Reports are to be made directly to the VA Supervisor/ designee and/or Faculty.


Drug Free Workplace
VA policy requires the workplace to be free from illegal use, possession, or distribution of controlled substances.  Any illegal use, possession or distribution of controlled substances will be promptly dealt with in accordance with legal and administrative procedures.  Any individual who violates VA Drug Free Workplace Program policy will have their WOC appointment terminated immediately and will be removed from the facility. 


Violence in the Workplace
Workplace violence is any physical assault, threatening behavior or verbal abuse that occurs while working or on duty.
· Do not physically intervene.
· In the event of an emergency, call 911.
· Notify VA Supervisor/ designee and/or Faculty or any incidents of threats, intimidation, harassment, physical assault and injuries to employees or volunteers.
· Weapons – Are not allowed on campus including but not limited to firearms and knives longer than four inches. 


VA Police
VA Police officers are on duty at all times and may be called to assist in any situation where the staff feels insecure or at risk. Officers may be contacted by dialing:
· Emergency 911
· Non-emergency 42222 or 42223

Identification badges are required to enter the building and are to be worn by all students while in the building.


Cell Phone Usage
The use of personal cell phones is prohibited unless used at specified break or lunch times. At no time should the cell phones be carried or utilized in patient care areas or while caring for a patient. Phone calls relating to one’s personal business should be conducted during breaks and lunch unless there is an emergency. Only in an emergency will one be called away from patient care for personal phone calls. It is inappropriate to conduct personal business while on duty. 


Attire, Appearance and Conduct
· Photo ID badge must be worn at all times while in the medical center. A photo ID will be issued to you upon appointment to the medical center.
· Appearance should be clean, neat and professional.
· Attire should:
· meet the safety requirements for the position;
· be clean, neat and in good repair; and 
· reflect a positive image of the medical center. 
· If your position requires that you wear a uniform, wear it any time you are in the medical center.
· Makeup should not be worn in excessive amounts and should be in keeping with the professional image.
· Fragrances/makeup: Fragrances, perfumes and after-shave lotions will not be worn in clinical setting.
· Footwear is clean, neat and in good repair. It should be of a style that provides safety, support, good body alignment and traction. Open-toed and recreational footwear in direct patient care areas is not appropriate. Capri pants are not acceptable.
· Jewelry (body piercing/body adornment): The use of jewelry should be in keeping with the professional appearance and conservative style. Jewelry that may interfere with job functions or possibly result in injury to the employee, client, or patient is not permitted for safety reasons or due to infection control.
· Extreme hairstyles or colors are not acceptable.
· No nose, tongue, or any type of facial ring/stud is allowed. Body piercings must be removed during work hours. Tattoos that consist of nudity, profanity, are racial in nature, or are offensive are not allowed and therefore must be covered so they are not visible or exposed. 
· Condition of nails and hands.
· Nails should be short enough to allow the individual to thoroughly clean underneath them and not cause glove tears.
· The hands, including the nails and surrounding tissue should be free of inflammation.
· If nail polish is worn, it should not be chipped.
· Only natural nails are allowed. Artificial fingernails or extenders must not be worn by any healthcare workers (supervisory or non-supervisory) who regularly or occasionally provide direct, hand-on care to patients, or by personnel who work in SPS decontamination area or pharmaceutical compounding area for sterile preparations.

Food/Beverages
Drinking and eating in the patient care areas is not allowed. Food and beverages must be consumed in designated areas (i.e. break room, cafeteria).

Smoking Policy
It is the policy of this Medical Center to encourage and promote good health concepts to its patients, employees, and community at large. The use of smoking materials has been identified as a preventable cause of premature death and disability. The Clement J. Zablocki VA Medical Center and all Community Based Outpatient Clinics under the charge and control of this Medical Center will be smoke-free environments, except in designated smoking areas. This practice will reduce fire hazards, provide a safe and healthful environment and allow patients, visitors, volunteers and employees to enter and exit government buildings without being at risk of exposure to second hand smoke. Individuals have the right to smoke, but cannot exercise that right to the detriment of others. Where the interests of smokers and nonsmokers are in conflict those of non- smokers will take precedence.

Smoking of any kind by patients, employees, visitors, volunteers, or contractors is prohibited in all Medical Center buildings and community based outpatient clinics. 

1) Smoking is prohibited within twenty-five (25) feet of all buildings and Community Based Outpatient Clinics. Exceptions to this are only those designated smoking shelters.

2) Smoking is prohibited under the Building 111 south entrance canopy.

3) Smoking is prohibited within the loading dock area defined as the area beginning at the security barrier west to the docks and compactors. The bulk oxygen storage tank within the loading dock area is considered a building.

4) Smoking cessation and educational assistance is provided.

Prior to the initiation of oxygen therapy, patients will be educated in fire safety and oxygen use by nursing, admissions, and/or health care provider. This education will include the prohibition of receiving oxygen therapy while actively smoking. All in patients receiving oxygen therapy will be prohibited from possessing smoking materials. Family members and support persons shall be educated in prohibiting the patient’s possession of smoking material by confused patients. This education is to be documented in the patient record/care plan. The ability of patients to safely possess smoking materials while receiving oxygen therapy shall be evaluated by the health care provider as the patient condition changes. 

When inpatients are identified as a smoking risk, a notation will be placed in the progress notes via the wristband update template and the Interdisciplinary Care Plan as referenced in Professional Services Memorandum No. I-6, Management of Confused Patients.

Patient non-adherence to the Medical Center Smoking Policy is also referenced in Professional Services Memorandum No. I-2, Patient Control During Hospitalization.

EXCEPTIONS:

1. Smoking may be permitted in the designated smoking area for inpatients of the Mental Health Unit. This Smoking Policy provides for such exceptions when a licensed independent practitioner (LIP) clinically assesses that sudden withdrawal may interfere with the patient’s treatment. The LIP must write a “Patient may utilize smoking room if behavior is safe and appropriate” order in the patient’s record.
2. A designated location on the inpatient Mental Health Unit that is environmentally separate from all patient care areas will be available to these patients with a LIP order, at limited times when employees is available to monitor. Visitors, employees, and volunteers are prohibited from smoking in this designated area.

All patients, employees, visitors, volunteers, and contractors must adhere to this policy.

Patients may be referred to the Patient Education Center (PEC) as needed for smoking cessation programs. Appointments may be made via DHCP, under “Smoking Cessation Program” at PEC. Employees may register for the smoking cessation program through Employee Health Clinic.

Noncompliance with policy is required to be reported to VA Police at extension 42222. Police Service will initiate appropriate law enforcement action. Supervisors shall follow normal disciplinary procedures for noncompliance within their Division/Programs.

In case of an inpatient’s noncompliance with this policy, the incident is to be documented by clinical staff in the patient’s record at the time of discovery. VA Police will be notified at extension 42222, to initiate appropriate law enforcement action. Inpatient violating this policy will be issued a United States District Court Violation Notice and fined fifty dollars ($50.00) by VA Police, enforcement authority 38 USC 1.218 (b) (6). Repeat (2 or more offenses) offenders will be documented and notification will be made by VA Police to the Manager, Performance Improvement within two business days of the second offense of an individual. 

Medical Center employees, visitors, volunteers and contractors found to be in violation of this policy are subject to being issued a United States District Court Violation Notice VAF10-9019 by VA Police and a fine of fifty dollars ($50.00) imposed. Enforcement authority 38 USC 1.218 (b) (6).
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Relationship Based Care: A Professional Practice Model for Nursing
			Excellence in health care through the relationship    between the Veteran and nurse in a healing environment





This document illustrates and describes the professional practice model for nursing at Clement J Zablocki VA Medical Center, Milwaukee, WI, USA. We recognize that nursing is a dynamic profession informed by research; new knowledge is incorporated as it relates to our pursuit of excellence. 

The Relationship Based Care Professional Practice Model for Nursing (Relationship Based Care) is a means to achieve excellence in healthcare through the caring relationship between the Veteran and professional nurse in a healing environment*. The Relationship Based Care model, and professional nursing practice, identifies concepts that are crucial to achieving excellence in care: the Veteran and nurse relationship, a healing environment, core values, trust and mutual respect, collaboration, and empowerment. Structures and processes of care are incorporated in the Relationship Based Care model and professional nursing practice to achieve quality outcome.


Nurse Faculty/Coordinator/Student Agreement


Faculty/Coordinator/Student Name:  __________________________

School:                      ________________________________________

Dates of student experience:  ________________________________

Type of students:   _________________________________________

Clinical Area of experience:  _________________________________

Each Nurse Faculty/Coordinator/Student must complete this annual agreement prior to the start of first clinical day.


Review Handbook for Nurse Faculty/Students (contains mission, infection control, customer service, job aid, parking, etc.)

Unit/Department specific safety and related information (contact unit Program/Deputy Manager/CNS).

*The Faculty/Coordinator is responsible for sharing the contents of the handbook and unit specific information with each student at the beginning of each clinical rotation.

Faculty/Coordinator/Student is responsible for participating in any mandatory/regulatory education or training related to safety, security, JACHO, etc.

Signature:__________________________________ Date:_________
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Educational Program Letter of Agreement

Institution:
 

Program:
 

Faculty who will ensure teaching, supervision, and evaluation of trainees:


Trainee educational objectives:


Methods & periods of trainee assignment, including how objectives will be obtained:

Measures of training program quality & effectiveness:



 Signed

 Signed


Program Coordinator


Zablocki VA Program Coordinator

Date:

Date:
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TRAINEE QUALIFICATIONS AND CREDENTIALS VERIFICATION LETTER


For Trainees Sponsored By An Affiliated Program Or Institution 

(TQCVL-Affiliate Sponsored)

Designated Education Officer (11)

Zablocki VA Medical Center


5000 W. National Avenue


Milwaukee, WI  53295

Dear Dr. Van Ruiswyk:

1.  I certify that the information identified below has been verified for the trainees who are listed on the Attachment 
 and who are scheduled to receive all or part of their clinical training at the Clement J. Zablocki VA Medical Center.


2.  In addition, I certify that these trainees:


 (1)  Are enrolled in the designated training program and if continuing training, have met the criteria for advancement to the next level of training; 


(2)  Have satisfactory health to perform the duties of the clinical training program;


(3)  Have had tuberculin testing as appropriate to the Center for Disease Control (CDC) or local VA facility standards;  


(4)  Have had a hepatitis B vaccination or have signed declination waivers;

(5)  Have had primary source verification of educational credentials as required by the admission criteria of the academic program;


(6)  Have had primary source verification of current license(s) including provisional, temporary, or training license(s), registration(s) including DEA registration, or certification(s) through the appropriate state licensing board(s) and/or national and state certification bodies as required by the academic program; and


(7)  Have provided letters of reference as appropriate to the admissions criteria of the affiliate sponsored program.


3.  I will notify the VA DEO within 72 hours of changes in either the status of individual trainees (i.e., academic probation, remediation, early withdrawal from the program) or adverse action that impacts on the trainee appointment or changes in health status that pose a risk to the safety of trainees, other employees, or patients.


4.  I certify that all appropriate documents pertaining to the listed trainees are maintained on file and available to the appropriate VA official for review. 


Signature of Sponsoring Entity Program Director
Signature of Designated Education Officer

Date of Signature
Date of Signature




Jerome Van Ruiswyk, MD, FACP, FACHE


Typed Name of Individual Signing Above
Typed Name of Individual Signing Above



Associate Chief of Staff for Clinical Affairs


Typed Title of Individual Signing Above
Typed Title of Individual Signing Above

ATTACHMENT TO TRAINEE QUALIFICATIONS AND CREDENTIALS VERIFICATION LETTER (TQCVL)



AY  
 -



Affiliated Institution:





Discipline of Study or Specialty: 







Degree Level or


Trainee Name(s)
SSN (last 4 numbers)
Post Graduate Year (PGY)


� NOTE:  Any trainee who does not meet all of the criteria or upon whom all primary source verification has not been accomplished should be processed on a separate TQCVL.  For any such trainee, the deficiencies or discrepancies should be stated explicitly (i.e., by exception) and an explanation provided.
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Welcome to Milwaukee’s Clement J. Zablocki VA Medical Center!



In order for you to have IT access in your work at VA, you are required to complete mandatory web-based training offered through the VA Talent Management System (TMS).  You must self-enroll for a VA TMS account by visiting https://www.tms.va.gov/plateau/user/login.jsp.  



Once there, you should follow the steps below to create an account, launch the mandatory training, and complete the content.  The training will provide information regarding privacy, information security, rules of behavior, and other pertinent topics relevant to your work at the VA.

As a member of our organization, this information will help you provide the best care and service possible for our Veterans.

Thank you for your cooperation!
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[bookmark: _GoBack]Step-by-Step Instructions for Creating a VA TMS Account

1. From a computer, launch a web browser and navigate to https://www.tms.va.gov/plateau/user/login.jsp 

2. Click the [Create New User] link in the menu below the “TMS” logo and login fields

3. Select your appropriate position type

4. Click the [Next] button

5. Enter appropriate information in each required field

a. My Account Information:

i. Create Password (Follow the guidelines presented on screen)

ii. Re-enter Password

iii. Security Question

iv. Security Answer

v. Re-enter Security Answer

vi. Social Security Number (Your SSN is used only as a unique identifier in the system to ensure users do not create multiple profiles.  The SSN is stored in a Private Data Table that cannot be accessed anywhere via the VA TMS interface.  It is securely transferred to a VA database table inside the VA firewall where it can be confirmed, if necessary, by appropriately vested system administrators and/or Help Desk staff.)

vii. Re-enter Social Security Number

viii. Date of Birth

ix. Legal First Name

x. Legal Last Name

xi. Email Address - Enter your student, school, or business email address.  This email address will be used as your UserID

xii. Re-enter Email Address

b. My Job Information

i. VA City – Enter “VHAMIW”

ii. VA State – Select “Wisconsin” from the list

iii. VA Location – Select “MIW” from the list

iv. Trainee Type (Health Professions Trainee Only) – Select appropriate trainee type from the list

v. Specialty/Discipline  (Health Professions Trainee Only) – Select appropriate specialty/discipline from the list

vi. VA Point of Contact/VA COR First Name – Enter “VHA”

vii. VA Point of Contact/VA COR Last Name – Enter “MIW”

viii. VA Point of Contact/VA COR Email Address – Enter TMSHELP.VHAMIW@va.gov

ix. VA COR Phone Number (Contractor Only) – Enter “4143842000”

x. HIPPA Training Required (Contractor/Volunteer/WOC /Others Only) – Check the box if you will have access to Personally Identifiable Information (PII)

xi. Click the [Submit] button





Your VA TMS account will be created immediately.  From the “Congratulations!” page, note your VA TMS UserID displayed as you will need this for future logons to the VA TMS.  Click [Continue] button and wait until your “To-Do List” populates with the title(s) of the mandatory training.



[image: ]Launching and Completing the Content

1. Mouse over the title of the available Item in the To-Do List

2. Click the [Go to Content] button in the pop-up window that appears.

3. Complete the content following the on-screen instructions.

4. Exit the course and a completion should be recorded for your effort.

5. Click on the “Completed Work” pod on the lower right hand side of your internet browser window to verify the title of the program with the appropriate completion date.



[image: ]Trouble-shooting and Assistance

The Check System link on the VA TMS is an automated tool that confirms the existence of basic, required software on the computer you are using to complete this training.  If one is not in compliance with the requirements, a red “x’ will appear next to the Check System link.  Should this be the case with your computer, please follow the instructions to bring your computer up to the standards that will work with the VA TMS.



If you experience any difficulty creating an account or completing the mandatory content, contact the VA MSE Help Desk at 1.888.501.4917 or via email at VAMSEHelp@gpworldwide.com.

VHA Milwaukee TMS MSE 3.2012
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GOALS RETAINED FOR 2013



Goal 1:  Use at least two ways to identify patients.



Goal 2:  Improve staff communication.



Goal 3:   Use medicines safely.



Goal 7:  Prevent infection. 



Goal 15:  The organization identifies safety risks inherent 

in its patient population. 



Goal UP.01: Prevent mistakes in surgery.
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GOALS RETAINED FOR 2013

Goal 1:  Use at least two ways to identify patients.

Goal 2:  Improve staff communication.

Goal 3:   Use medicines safely.

Goal 7:  Prevent infection. 

Goal 15:  The organization identifies safety risks inherent in its patient population. 

Goal UP.01: Prevent mistakes in surgery.
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Prpfessional Services Memorandum
Clement J. Zablocki
VA Medical Center
Milwaukee, Wisconsin
Infection Prevention and Control Program
Il. Purpose:

To provide an overall structure for the functioning of the Infection Control program with regard to the
reporting and identification of Health Care Associated infections (HAIs), and for the identification and
reduction of risk factors involved in the acquisition and transmission of infections among patients,
employees, physw:ans and other health care workers, service contractors, volunteers, students, and

vrsnors
!

Policy:

A. Responsibility for monitoring the Infection Prevention and Control Program is vested in the

multidisciplinary Infection Control Council (ICC).

1.

The purpose of the ICC is to create an environment that minimizes the risk for acquired and
transmitting infections, ensures the early detection and immediate intervention on a patient-
specific basis to ensure appropriate treatment of infections that occur and to monitor the
trends of infections and related processes. The Council oversees activities such as
Healthcare Associated Infection surveillance, organizational improvement in infection
prevention, and policy setting.

The Council will meet quarterly and upon special indication, with a preplanned, pre-
distributed agenda.

" The Council will advise and approve policies and clinical decisions only when a gquorum

consisting of the PI Coordinator/Infection Prevention, Council Chairperson or designated

alternate, Administrative representative and a Nursing representative is present.

The Council has the authority to institute any reasonable control measures or studies when

any patient or personnel is at risk to become infected including:

a. Institution of any special surveillance activity or studies in follow-up to identification of
infections

b. The submission of recommendations through its Chair, to the Chief of Staff and Medical

Center Director as to the need to undertake special actions related to patient care to

prevent the spread of infection such as:

1) Restricting patients to their ward if a communicable disease has been discovered
which may impact other areas of the Medical Center (e.g., an outbreak of flu or
Norovirus).

2) Closing a patient care area (any clinic, ward, operating room etc.) for the purpose of

- performing environmental hygiene activities.

3) Restricting the practice of any health care provider who may pose the risk of
infection to patients based on evidence and the analysis of data in conjunction with
current standards of care.

Written Council minutes will be maintained by the PI Coordinator/Infection Prevention and

made available to the Medical Executive Council and to the Operations Council as well as to

all professional and administrative Program Managers as appropriate.

The Council will report bi-anaually to Medical Executive Committee (MEC). The report will

contain:

a. The surveillance methods used. ,

b. Infection data, particularly as it relates to evidence of impact on patient outcomes, as
measured by infection rates or other objective methods.

c. Special studies when conducted.

d. The outcome of regular and special surveillance activities.
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Infection Prevention and Control Program

A. Surveillance and reporting of HAI and other epidemiologically important issues is done on an at
least quarterly basis to the ICC and to other Councils and Divisions on an annual and/or as
needed basis. (See PSM VII-2)

1. The PI Coordinators/Infection Prevention will generate surveillance data and determine HAI

rates.
2. All data is reported to the ICC for review and recommendations on follow-up actions. |

B. There is regular interaction with state and local public health departments to reduce the risk of
endemic (common cause) and epidemic (special cause) HAIs and community-associated
infections in patients and health care workers.

1. Individual physicians, dentists, and nurses, etc., will report pertinent infection information to
the Pi Coordinator/Infection Prevention.

2. The PI Coordinators/Infection Prevention will communicate all reportable clinical mfectuons to
the State Health authorities including physician and laboratory diagnosis and plan of care.

C. There is regular interaction with all hospital departments both on and off site, especially-clinical
departments, with regard to department specific policies and procedures for the prevention and
control of infection among patients and staff. The ICC will:

1. Review, revise and approve, at least once every three years, (or more frequently, as
required) infection control policies and procedures for all departments and services
including, but not limited to, aseptic, isolation and sanitation techniques; all patient.care
practices; and all preventative, surveillance, and prevention procedures relating to the
inanimate hospital environment. Reviews and approvals and documented in the Council
minutes.

2. Review and approve proposals and protocols for any concurrent and retrospective patient
care evaluation studies and all special infection prevention studies submitted by thée PI
Coordinatot/Infection Prevention. Findings to be reviewed approved and documented in the

Council minutes.

D. The Council will review orientation and on-going educational activities as it relates to the
potential for acquiring and/or transmitting infections for Medical Center personnel.

1. All employees and volunteers will receive a new employee orientation as well as annual
“education to the Infection Prevention and their role in the infection surveillance, and
prevention program. . This includes Hand Hygiene, Standard Precautions, Personal
Protective Equipment, Isolation Precautions, Tuberculosis and Bloodborne Pathogens.

2. All personnel doing patient care procedures that are associated with the potential for
infection are evaluated for the timing and frequency of their education programs based on
the degree of risk for exposure for specified employees. This includes determination for
required Tuberculosis and Blood borne Pathogen education.

3. The pertinent findings of the ICC will be made part of the Medical Center's continuing
education program and orientation program for new employees. /

lll. RESPONSIBILITIES:

-A. The PI Coordinators/Infection Prevention will:
1. Generate targeted and problem oriented infection surveillance data and determine HAI
rates.
2. Collaborate with MDRO Coordinator.
3. Be responsible for maintaining and updating the Infection Control Prevention Manual.
4, Evaluate, revise and approve a practical system for reporting and analyzing HAIs in patients,
personnel, and discharged patients based on:
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Standardized CDC criteria for reporting infections.

Evidence Based practices that are cited in scientific literature or endorsed by

professional organizations.

The data trend analyses generated by surveillance activities during the past year

The effectiveness of prevention and control strategies in reducing the HAI risk.

Services instituted and procedures, priorities, or problems identified in the past year.

Identifying and approving actions to be taken for infection trends above endemic level

and evaluating any action results.

5. Participate on the Reusable Medical Equipment Committee (RME).

6. At least annually, reviews and identifies risks, and whenever significant changes occur W|th
input from, at minimum IC personnel, Medical staff, Nursing and Leadership.

Membership of the Infection Control Council will include the Pl Coordinator/Infection Prevention,

MDRO Coordinator; nursing or medical staff representatives from Acute Care Nursing, Surgery,

Medicine Spinal Cord Injury (SCl), Anesthesia, Primary Care Employee Health, Behavioral

Health, Community Living Center (CLC) and Home Based Primary Care -(HBPC), a

representative from Pharmacy, Laboratory Services, Sterile Processing Services (SPS).

Environmental Services, OQM&S Manager, Employee Education, and Safety.

The Microbiology Laboratory will generate and report an antibiotic susceptibility and resistance

o

~e oo

" trends on an annual basis and will be published on the VA internet site. (Hard copies are

available upon request)
Division Managers will assure that any new employee to.the Division is oriented to infection

- control policies and procedures for that particular Division / Program.

Program Managers will assure that all new and seasoned employees complete all mandatory
infection prevention in-services particular to their job descriptions and areas.

Education will maintain attendance records for all classes and in-services.

Administration — The manager of Office of Quality Management and Safety has administrative
responsibility for the Infection Prevention Program.

SCOPE OF SERVICES:

A.

The Infection Prevention Program encompasses all patients receiving care at Clement J.

Zablocki Medical Center, CLC residents, Domiciliary, Home Based Primary Care and

Community Based Outpatient Clinics (CBOCs), Employees, physicians, students, volunteers,

and visitors. The goal is to minimize the morbidity, mortality, and the economic burdens -

associated with infection through prevention and control efforts in well and iil populations. The

ICC uses peer-reviewed scientific literature, CDC, APIC guidelines and epidemiologic data to

plan implement and evaluate infection control strategles in order to minimize risk of infection.

Important Aspects of Care:

1. Targeted Surveillance for infections in patients and employees collection, analysis, and
reporting of relevant data and recommendations designed to improve processes and quality
of care.

2. Education of staff for occupational risk and control measures to prevent HA acquired
infection.

3. Consultation with other programs and departments to ensure patient care practices,
procedures, and Pl activities are relevant from an infection control point of view.

Procedures: ‘
A. The ICC defines the amount of time that the PI Coordinator/Infection Prevention spends in

infection surveillance, prevent and control activities based on:

B. Needs of the patient population.

1. Risk factors of the patient population.
2. Complexity of the services.
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3. Applicable federal, state and local law and regulation that affect the infection control
program.
4, A comprehensive risk assessment and analysis will be completed annually and approved by
the ICC.
C. Functional Relationships to Other Departments
1. Laboratory — Microbiology review records are printed on a daily basis and reviewed regularly.
There is regular interaction with the staff with regard to test resuits and procedures for
communicable diseases as well as specimen transport, collection and ordering. ,
2. Employee Health Services — Employee exposures to BBP (Blood borne Pathogens) as well
as other communicable diseases and lliness Reports are reviewed. Provide consultation for TB
skin test readings and other issues related to hospital epidemiology.
Safety — Interfaces with Safety to review potential problems/concerns with engineering
controls/work place practices as related to the identification of risk factors associated with
disease exposure and transmission through participation in the Environment of Care Rounds
and Subcommittee and communication in OQM&S staff meetings.
3. Facilities Management and Logistics — Communicate regularly with Division and Program
Managers on issues such as construction, equipment cleaning and handling, cleaners and
disinfectants as well as laundry, physical plant concerns, and other types: of environmental
factors. Interfaces with the Clinical Product Review Committee through the OQM&S
representative in order to provide consultation regarding cost effective/savings, which can be
realized through efficient product selection and management for infection control related items.
4. Nursing-There is regular interaction with nursing staff at all levels regarding appropriate care
of patients, policies and procedures specific to infection control, education, equipment handling,
and engineering and work practice controls for the prevention of infection.
5. Pharmacy Services-Regular interaction through participation of Pharmacy on the Infection
Control Council. :

6. Education-OSHA Bloodborne Pathogen training provided for new and for existing employees.
Basic in-services on infection control and tuberculosis are provided for all new employees during
hospital orientation. Annual infection control education is provided to existing employees
through education fairs and on-line tutorials.

7. Outside Agencies/HCOs (Health Care Organizations)-infections complications/adverse events
are reported to HCOs from where the patient was discharged or transferred and to HCOs to
which the patient will be transferred.

OBERT H. BELLER, FACHE

edical Center Director

MICHAEL D. ERDMANN, M.D.
Chief of Staff

References:  APIC Text of Infection Control and Applied Epidemiology, Chapter 1, APIC, 2009,
Accreditation Manual for Hospitals, Joint Commission, 2011 ’ |
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Rev.iew: 5/18/13
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Infection Prevention and Control Program Risk Assessment

Geography, Community and Population

The Clement J. Zablocki VA Medical Center is located on the western edge of Milwaukee and part of VA
Integrated Services Network 12 (VISN 12). The Medical Center delivers primary, secondary, and tertiary
medical care in 166 acute operating beds and provides over 600,000 visits annually through an extensive
outpatient program. The nursing home care unit of 113 beds offers geriatric programming and the 356
domiciliary beds are the focus of programs in Substance Abuse Rehabilitation, Psychiatric Rehabilitation
and Post Traumatic Stress Disorder care. Home Based Primary Care offers services to an average

census of 187.

Special Programs include interventional radiology, cardiac surgery, comprehensive cancer care including
radiation therapy; an extensive telemedicine program with the Iron Mountain, MI VAMC, newly
constructed Spinal Cord injury building (existing program) opening in spring of 2012, and, in long term
care, a Geriatric Evaluation and Management Program and a palliative care program. The Medical
Center is the VA Great Lakes Health Care System's northern tier hub for both |mag|ng, and

pathology/laboratory medicine.

The Clement J. Zablocki VA Medical Center has Community Based Outpatient Clinics (CBOCs) in
Appleton and Green Bay, serving 11 counties in North Central Wisconsin; in. Union Grove, serving 4
counties in Southeastern Wisconsin, and in Cleveland, servmg 4 counties in East Central Wisconsin.
These programs serve a veteran population of roughly 250,000 in southeastern and east:central

Wisconsin.

Emergency Management Program annually completes a Hazard and .Vulnerability Assessment of
naturally occurring events. This assessment has identified highest risk events that are most likely to
occur: Tornado, Snow Fall, Blizzards and Temperature Extremes.

Milwaukee participates in the Southeastern Region 7, WI. Hospital Emergency Preparedness Program.

Population Served:

Adult Veterans (young, middle and elderly adults)
95% Males and 5% Females
Greater than 60,000 Unique

Pulmonary, Gastrointestinal and Mental Health Disorders.

Potential for infection: In-these patients exists secondary to a number of factors, including, but not
‘limited to: age (decreased immune response), use of invasive devices (i.e. Foley or IV catheter),
predisposing medical conditions (prosthesis’s, neurogenic bladder and bowel, physical
impairment/immobility secondary to pathologies of the central nervous system), antibiotic treatment,
surgery/invasive procedures which alter natural defense mechanisms, cancer and risk factors such as
alcohol and IV substance abuse. Review of County Health Dépt data indicates both County and State
are low risk for TB.

Mycobacterium Tuberculosis (TB):

e 2010 State-wide case rate: 55 cases/5,679,639 pop X 100,000 = 1.00 cases per 100,000, of

these 55 cases, 21 cases occurred in Mllwaukee County.

e 2011 Milwaukee County. TB Cases=25 cases (Stafe statistics pending) No cases were reported at
the Clement J. Zablocki Medical Center in 2010 and 2011. -

¢ Multi-Drug Resistant Cases of TB (Sfate Statistics pending)

Predominant Medical Conditions: Including but not limited to, Cardiac, Cancer, Dlabetes‘
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Infection Prevention and Control Program Risk Assessment

2012 Infection Control Prevention Risk Assessment

The Infection Control Council multidisciplinary workgroup assessed the potential risk for infection,
contamination, and/or exposure for each of three categories: probability, impact, and current systems.
The ratings for each category are multiplied to obtain a total value. The highest totals represent the
greatest need.

2012 Priorities and Goals:

In review of the Infection Control Risk Assessment by an Infection Control Council, elements were
identified as priorities considering geographic location, community and population served high risk,
problem-prone issues and targets for improvement. An Action Plan was developed to encompass the
goals objectives, and strategies for each priority risk. The Evaluation will be conducted by the Council at
ieast annually.
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VIII-7 Hand Hygiene.pdf
No. VIII-7 2/24/11

Professional Services Memorandum

Clement J. Zablocki
VA Medical Center
Milwaunkee, Wisconsin

Hand Hygiene Guidelines

1. PURPOSE:

To establish basic requirements for hand hygiene practices.

II. POLICY:

A. Tt is well-established that transmission of healthcare — associated infections occur via the hands of

healthcare workers. Hand hygiene is the single most important and effecttve means of preventing
the spread of infection, Hand hygiene can and does result in reductions in patient morbidity and
mortality from infectious agents.

B. All healthcare workers must be compliant with hand hygiene practices. NO ONE 1S EXEMPT!

III. RESPONSIBILITIES:

A. The Infection Prevention Council is responsible to establish hand hygiene protocol as
recommended by current CDC/WHO Guidelines.

B. The Product Standardization Council is responsible for facilitating the selection of hand hygiene

products by implementation of mandatory Blanket Purchase Agreements (BPA) for waterless
hand wash as directed by Central Office.

C. Materials Management is responsible for supplying approved antiseptic hand rub products and
hand lotion.

D. PI Coordinators/Infection Prevention and Program Managers are responsible for implementing
and monitoring compliance with hand hygiene guidelines.

E. Employee Education is responsible to provide education in collaboration with PI/Coordinator
Infection Prevention regarding hand hygiene. Health care workers are expected to facilitate and
educate veterans in proper hand hygiene as appropriate.

F. Al personnel are responsible to comply with hand hygiene guidelines.

G. Division Managers, Program Managers, or designee have the supervisory authority to ensure
adherence to hand hygiene policy.

H. Facilities Management, Housekeepers are responsible to ensure that soap and towel dispensers
function properly and are adequately supplied.





1V. PROCEDURES:

A, Indications for hand hvgiene methods.

1. All health care workers in direct patient contact areas, i.e., inpatient rooms, outpatient clinics,
etc., as well as those who may have direct patient contact in other settings, such as radiology
technicians, phlebotomists, etc., are required to:

a. Use an alcohol-based hand rub or antimicrobial soap and water to routinely
decontaminate hands before and after having direct contact with a patient.

b. If hands are not visibly soiled, alcohol-based hands rub needs to be used for routinely
decontaminating hands; manufacturers’ instructions need to be followed when using
these products.

¢. When hands are visibly dirty or contaminated with proteinaceous material or are visibly
soiled with blood or other body fluids, such as after contact with excretions, mucous
membranes, non-intact skin, or wound dressings, hands need to be washed with
antimicrobial soap and water. NOTE: Avoid using hot water, as repeated exposure 10
hot water can increase the risk of dermatitis.

2. Use an alcohol-based hand rub or antimicrobial soap and water:

a. Before inserting or handling any invasive device for patient care, whether or not gloves
are used.

b. Before donning sterile or non- sterile gloves and after removing sterile or non-sterile
gloves.

c. If moving from a contaminated body site to another body site during care of the same
patient.

d. Before handling medication.

e. After contact with inanimate surfaces and objects (including medical equipment) in the
immediate vicinity of the patient.

3. Wear gloves when contact with blood or other potentially infectious materials, mucous
membranes, and non-intact skin is anticipated. Gloves must be removed after caring for
patient. If gloves become visibly soiled, or if performing patient care on a contaminated
site, remove or change gloves before moving to another body site on the same patient, a
device, or the environment. The same pair of gloves are not to be worn for the care of
more than one patient; gloves are not to be washed, they are to be disposed of
appropriately.

a. Gloves should be used as an adjunct to, not a substitute for handwashing,
b. Gloves made of non-latex materials and cotton glove liners are available for personnel
with sensitivity to the glove material (latex).





B. Surgical hand antisepsis

1. Use either an antimicrobial soap or an appropriate alcohol-

based hand rub with persistent activity before donning sterile gloves for surgical
procedures,

2. When using an alcohol-based surgical hand rub:

a. Follow the manufacturer’s instructions,

b. Remove rings, watches and bracelets before beginning the surgical hand scrub.
c. Apply to dry hands,

d. Use a sufficient amount to keep hands and forearms wet throughout the preparation
procedure, and

e. Allow the surgical hand rub to dry completely before donning sterile gloves. NOTE:
Persistent activity is the prolonged or extended antimicrobial activity that prevents the
growth or survival of microorganisms after application of a given antiseptic.

C. Use of antimicrobial soap

1. Wash hands with soap and water whenever hands are visibly soiled or contaminated with
body fluids, and after exposure to potential spore-forming pathogens, such as
Clostridium Difficile.
Hands.are always to be dried using a method that will not re-contaminate them, such as using
individual or motion-activated paper towel dispensers, NOTE: For exposure to potential spore

Jorming pathogens in circumstances noted in subparagraph 4b(2), an antimicrobial soap is to
be used

2. All facility staff washes hands with soap and water before eating and after using the toilet.

D.VHA {ood service workers practice appropriate hand hygiene as they perform their duties.

1. In general, use of soap and water is required rather than alcohol-based hand rubs in
food preparation settings.

2. Workers delivering food to inpatients are not required to routinely decontaminate their hands
before and afier entering each patient room. If, during the course of delivering the food, the

worker touches the patient, the bed linens, or abjects in the room, the food service worker
must decontaminate their hands before exiting the room.

3. Hands must be decontaminated when entering and leaving a patient care ward area.

E. Hand hygiene technique.

1. Hand decontamination with alcohol foam or gel.
¥ Apply product to palm of one hand.

*  Rub hands together - covering all surfaces of hand and fingers.
*  Rub until hands are dry (15 to 25 seconds).





3. Hand washing with plain soap or with antimicrobial soap.

Wet hands with warm water,

Apply 3 — 5 ml detergent to hands.

Rub hands together at least 15 seconds.
Cover all surfaces of hands and fingers.
Rinse hands with water,

Dry thoroughly with disposable towel.
Use towel to turn off faucet,

Use towel to open door if need be.

X XK XK K R ¥ *

F. Placement and stocking of Hand Care Products

1. Alcohol-based hand rub is located near the entrance to patient rooms and/or at the
bedside and other convenient locations (e.g.clean and dirty utility rooms, clinics,
emergency rooms, CL.Cs, Post-Anesthesia Care Units).

2. Hand Lotion that is compatible with the Alcohol-based hand rub and/or gloves is
available.

3. Pocket-sized containers of alcohol-based hand rub are available to all healthcare workers but

does not imply a requirement to carry pocket-sized alcohol hand rubs.

4. Do not use Antimicrobial-impregnated wipes (towelettes) as these products are not as
effective.

5. Soap is not added to partially-empty dispensers. Note: “ topping off” soap dispensers
can lead to bacterial contamination. This means that soap needs to be dispensed from
disposable bladders or other containers that prevent old and new soap from mixing.

6. That care is taken in installing and storing alcohol-based hand rubs consistent with fire
safety requirements.

7. In all locations alcohol-based hand rub dispensers must not be located over, or adjacent to
ignition sources (including elecirical receptacles and switches).

8. Corridors must have at least 6 feet of clear width with hand rub dispensers spaced a
least 4 feet apart.

9. Alcohol-based hand rub dispensers may not be installed in carpeted corridors unless the corridor
is sprinkler protected.

10. Dispensers may not project more than 6 inches into corridor egress width. NOTE:
Consideration needs to be given to installing dispensers at a height that ensures that they can be
used by staff, patients and visitors who are in wheelchairs,

11. Supplies of alcohol-based hand rub products must be stored in cabinets or areas approved
for flammable materials consistent with applicable regulations and standards.

12. Canisters, bottles of gel, and lotion will be ordered from B10, Canisters and lotion will be
replaced by staff in area of use.

G. Ceondition of nails and hands.

1. Nails should be short enough to allow the individual to thoroughly clean underneath them and
not cause glove tears.

2. The hands, including the nails and surrounding tissue should be free of inflammation.

3. If nail polish is worn, it must not be chipped.





4. Only natural nails are allowed. Artificial fingernails, gel, acrylic, or extenders must not be
worn by any healthcare worker (supervisory or non-supervisory) who regularly or occasionally
provides direct, hand-on care to patients, or by personne! who work in SPD
decontamination area or pharmaceutical compounding area for sterile preparation.

5. Bacterial counts are higher under rings and donning gloves is made more difficult and gloves
may tear when rings are worn.

MICHAEL D. ERDMANN, M.D. OBERT H. B}'E,[fLER, FA%\'

Chief of Staff Medical Center Director

References:  Centers for Disease Control and Prevention Guideline for Hand Hygiene in Healthcare
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World Health Organization Guidelines on Hand Hygiene in Health Care, 2009.
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VHA Directive 2011-007 Required Hand Hygiene Practices dated 2-16-11,
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[ T
Guidelines for Standard Precautions and Isofation Procedures

X

. PURPOSE:

A. To provide gmde!]nes for the care of patients based on the latest CDC recommendations for
isolation precautions.” These guidelines emphasize the importance of all body fluids, secretions,
and excretions in the transmission of nosocomial pathogens (Standard Precautions}. This policy
includes the use of specific (transmission-based) isolation precautions for infections transmitted
by airborne, droplet, and contact routes of transmission. Attachments have been designed to
provide easily accessibie information regarding the appropriate use of isolation precautions
procedures in the clinical setting.

B. Definitions:

1. Standard Precautions applies to all pafients receiving care, regardless of diagnosis or
presumed infection status. Standard Precautions apply to 1) blood; 2) all body fluids,
secretions, and excretions except sweat, regardless of whether or not they contain visible
blood; 3) nonintact skin; and 4) mucous membranes. Standard Precautions are designed to
reduce the risk of transmission of microorganisms from both recognized and unrecognized
sources of infection in hospitals.

2. Transmission-Based Precautions (Isolation Procedures) are designed for patients
documented or suspected to be infected with highly transmissible or epidemiologically
important pathogens for which additional precautions beyond Standard Precautions are
needed to interrupt transmission in hospitals. There are three types of Transmission-Based
Precautions: Airborne Precautions, Droplet Precautions, and Contact Precautions. They may
be combined for diseases that have multiple routes of transmission. When used either
singularly or in combination, they are to be used in addition to Standard Precautions.

‘3. Colonization is the presence, growth, and multiplication of the organism without observable
clinical symptoms or immune reaction.

4. Infection refers to the invasion of bacteria into tissues with replication of the organism.
Infection is characterized by isolation of the organism accompanied by clinical signs of illness
such as fever, elevated white biood count, purulence (pus), pneumonia, inflammation, etc.

. POLICY:

A. Stahdard Precautions are to be used in the care of all patients, i.e. the blood and body fluids of all
patients are to be managed as being potentialty infectious; the use of appropriate handwashing
techniques and personal protective equipment such as gloves, gowns, and eye { face protection
is to be utilized when contact with blood/body fluids is anticipated or expected

B. Transmission-based isolation precautions procedures are to be instituted, immediately, anytime
patients have a documented or suspected infection with a highly transmissible {or






C.

E.

epidemiologically important), pathogen for which additional precauﬂons heyond Standard

Precautions - are needed to interrupt transmission in the clinical setting.”

1. Isolation precautions measures may be instituted by either a physician or nursing order. With
an isolation order put into CPRS, an auiomatic view alert is sent to the Infection Control
Team.

2. Nurse to update patient's wristband to include isolation status.

3. Discontinuation of isolation procedures will be based upon CDC guidelines (see Attachment
2).

4. Discontinuation of isolation procedures for multi-resistant organisms {i.e. MRSA, VRE)
guidelines can be found in the CPRS Infection Control or Isolation Precaution Note.

The Iinfection Control Department is to be notified 8s 500N as possible, regarding patients with
documented or suspected communicable diseases” or suspected (healthcare associated),
infections, which require reporting and/or isolation precautions procedures.

Environmental and/or sutveillance cultures will be done only by the Infection Control Dept. in
cases where an epidemiological investigation implicates something in the environment or a break
in procedures as the source of an cutbreak.

All equipment used in isolation precautions procedures will be cleaned and maintained according
to manufacturer's guidelines.

I1I. RESPONSIBILITIES:

A. Policies and procedures relating to Isolation Precautions will be developed / coordinated by the

B.

Infection Control Department in conjunction with the Infection Control Committee

The Infection Control Department is responsible for monitoring isolation precautions procedures
to insure that appropriate measures are being instituted for cases of documented or suspected
communicable diseases.

A Nurse or Physician is responsible for placing patients on isolation procedures, according to the
Facility's Isolation Precautions Policy, to prevent the spread of disease.

Nursing siaff, in consultation with the Infection Control staff, may initiate isolation precautions
through use of a nursing order. The attending physician should be notified as soon as possible.
If the attending physician disagrees with a decision, the patient will remain isolated until the
Chairperson of the Infection Control Committee, or their designee, and the attending physician
can resolve the matter. Disagreements will be discussed with the respective service chief.

Tv. PROCEDURE/PROTOCOL.:

A. Standard Precautions

1. Purpose: Standard Precautions are designed to reduce the risk of transmission of
microorganisms from both recognized and unrecognized sources of infection in the
clinical setting. Standard Precautions are to be used in the care of alf patients and apply to:

a. Blood
b. All body fluids, secretions, and excretions regardless of whether or not they contain
visible blood

c. Nonintact skin
d. Mucous membranes

2. Handwashing and Gloves
a. Handwashing; °
1) Hands are to be washed with soap and water whenever:






C.

f

01 They are visibly dirty, or

02 Contaminated with any type of protein materials, or
03 Visibly soiled with blood or body fluids

04 Before eating and after using a restroom.

05 If infected with C-diff or Norwalk Virus.

2} If hands are not visibly soiled an alcohol based hand rub can be used for routinely
decontaminating hands in all other clinical situations.

Decontaminate hands by washing or using an alcohol hased rub in all of the following
situations:

1) Before having direct contact with patients.
2) Before donning sterile gloves to insert a central venous catheter.

3) Befeore inserting indwelling urinary catheters, peripheral vascular catheters or other
invasive devices that do not require a surgical procedure.

4) After contact with patient’s intact skin.

5) After touching blood, body fluids, secretions, excretions, and contaminated items,
whether or not gloves are worn.

6) When moving from a contaminated body site to a clean body site during patient care.
7) After contact with inanimate objects in the immediate vicinity of the patient
8) Immediately after gloves are removed.

Wear gloves:

1)} When touching blood, body fluids, secretions, excretions, and contaminated items
(including specimens).

2} Put on clean gloves just before fouching mucous membranes and non-intact skin.

Remove gloves promptly after use, before fouching nen-contaminated items and
environmental surfaces and before going to another patient - failure fo change gloves
between patient contacts is an infection control hazard.

Decontaminate hands immediately after removing gloves to avoid fransfer of
microorganisms to other patients or environments.

Do not wear Artificial Finger Nails or Extenders when having direct care of patients.

3. Other Personal Protective Equipment - masks, eye protection, face shield and gowns.

a.

A mask that covers both the nose and mouth and goggles or a face shield is to be worn
during procedures that are likely to generate splashes of blood or body fluids.

Gowns are to be worn to protect clothing during procedures/activities that are likely to
generaie splashes or sprays of blood or body fluids.

Soiled masks, eye protection and gowns are to be removed as soon as possible, i
clothing underneath is soiled it is to be changed as soon as possible.

Use mouthpieces, resuscitation bags, or other devices rather than mouth to mouth
resuscitation methods.

Wash hands after removing personal protective equipment.

4. Respiratory Hygiene / Cough Etiquette.

a.

b.

Educate staff and visitors an importance of measures to prevent droplet transmission or

respiratory pathogens.

Post signs in Ambulatory and Inpatient settings advising fo:

1) Cover mouth / nose with tissue when coughing or sneezing






2) Perform Hand Hygiene often.
3) Offer mask as needed.
4) Use Spatia separation, ideally > 3 feet, of persons with respiratory infections in
common waiting areas.
5. Patient Placement

a. Patients who contaminate the environment or who does not {or cannot be expected to)
assist in maintaining proper hygiene or environmental control are to be placed in a private
room (e.g. infants, children, patients with altered mental status).

b. If a private room is not available for such a patient, the Infection Control Department is to
be called for assistance regarding patient placement

6. Sharps/Safe Infection Practices

a. Careis to be used in the handling of all sharps - including needles, scalpels and other
sharp instruments or devices, especially those which are contaminated

b. Never recap used needles or other wise manipulate them using both hands - use only a
one handed "scoop' technique or mechanical device if recapping is necessary.

¢. Do not remove used needies from disposable syringes by hand and do not bend, break,
or otherwise manipulate used needles by hand.

d. Place used sharps in appropriate sharps containers only.
1) Do not fill sharps containers more than 2/3 full

2) Do not manipulate sharps containers to "pack" or redistribute contents in order to "fit
more in" and do not place sharps on the outside of containers — EVER!

3.Seal and dispose of sharps containers properly - all used containers are to be "locked" so that the
conients cannot be removed.

e. Use aseptic technique to avoid contamination of sterile injection equipment.

f. Do not administer medications from a syringe to multiple patients, even if the needle or
cannula on the syringe is changed. Needles, cannulae and syringes are sterile, single-
use items; they should not be reused for another patient nor fo access a medication or

solution that might be used for a subsequent patient.

g. Use fluid infusion and administration sets (i.e., intravenous bags, tubing and connectors)
for one patient only and dispose appropriately after use. Consider a syringe or
needle/cannula contaminated once it has been used to enter or connect to a patient’s
intravenous infusion bag or administration set.

h. Do not administer medications from single-dose vials or ampoules to multiple patientsor
combine leftover contents for later use.

[.  If multidose vials must be used, both the needle or cannula and syringe used to access
the multidose vial must be sterile.

J. Do not keep multidose vials in the immediate patient treatment area and store in
accordance with the manufacturer's recommendations; discard if sterility is compromised
or questionable.

K Do not use bags or bottles of intravenous solution as a common source of supply for
Multiple patients.
L. Infection Control practices for special lumbar puncture procedures. Wear a surgical





Mask when placing a catheter or injecting material into the spinal canal or subdural

Space (i.e. during myelograms, lumbar puncture and spinal or epidural anesthesia..

7. Linen and Patient Care Equipment

a.

&

Handle contaminated linen and equipment carefully so that clothing does not get soiled.
Dispose of contaminated linen and equipment in appropriate areas (soiled utility rooms}.

Take care that contaminated linen and equipment is not used for the care of another
patient until it has been properly cleaned and reprocessed.

Items which are contaminated with blood or body fluids must be placed in leak proof
receptacles or bags to prevent accidental exposures to people and to prevent
contamination of the environment

1) Single use items are to be disposed of in proper areas.

2) liems for reprocessing are to be placed in designated pick up areas for transport to
‘Materials or Instrument Care.

Use resuscitative devices as an alternative to mouth to mouth in rescue situation.

Hemoc/Clinics/MRSA Colonization

MRSA colonization can be identified in CPRS under "Postings”. An infection Control note
will state “Nares Posiive”.

In-patients placed in “Contact Precautions” for MRSA colonization may be treated with
Standard Precautions in the clinic setting.

Use meficulous Standard Precautions.

Use Hand Hygiene before patient care, after touching patient equipment, on removing
gloves and/or after patient care.

Housekeeping/nurse should wipe down exam table/chair/bed with a hospital approved
disinfectant.

B. Transmission-Based isolation Precautions — Fundamentals

1., General Considerations

a.

These precautions are designed for patients documented or suspected to be infected
with highly transmissible or epidemiologically important pathogens for which additional
precautions beyond Standard Precautions are needed to interrupt transmission in the
clinical setting.

There are three types of transmission-based isolation precautions: Airborne Infection
Precautions, Droplet Precautions, and Contact Precautions., which may be combined
together for diseases that have multipte routes of transmission.

When transmission-based precautions are used, either singularly or in combination, they
are t0 be used in addition to Standard Precautions.

d. See Appendix 2 for CDC recommended Transmission-based Isofation Precautions.
2. Handwashing and Gloving

a.

Handwashing is the single most important measure for preventing the spread of infection
- hands are to washed thoroughly as possible between patient contacts and after
contact with bloed, body fluids or contaminated equipment.

Gloves are worn for three (3) important reasaons:





1) To provide a protective barrier and prevent gross contamination of the hands when
touching blood, body fluids, mucous membranes and non-intact skin.

2) To reduce the likelihood that microorganisms present on the hands of personnel will
be transmitted to patients during invasive or other patient care activities that involve
touching a patient's mucous membranes and non-intact skin.

3) Gloves are worn to reduce the likelihood that hands of personnel contaminated with
microorganisms from a patient or an inanimate object can transmit these
microorganisms to another patient.

Wearing gloves does not replace handwashing because:

1) Gloves may have small, unnoticeable defects or can be torn during use, and
2) Hands can become contaminated during removal of gloves.

Other Personal Protective Equipment: masks, respiratory protection, eye protection, face

shields, gowns.

a.

A surgical mask is worn to provide protection against the spread of infectious large-
particle droplets that are transmitted by close contact and generally travel only short
distances {up to 3- 6 feet) from infected patients who are coughing or sneezing.

If pulmonary tuberculosis is suspected, wear a fit-tested N95 respirator mask or higher
level respirator - approved by the facility - for patient care.

Gowns are worn to protect clothing and the skin of personnel from exposures to blood
and body fluids and to reduce the opportunity for transmissien of pathogens from patients
or items in their environment to other patients or environments.

Patient Placement

When possible patients with highly transmissible or epidemiologically important diseases
are to placed in a private room.

When a private room is not available, infected patients are to placed with appropriate
roommates (cohorting).

Patients may be safely cohorted when:

They do not have other potentially transmissible microorganisms, or conditions that may
facilitate transmission (i.e. immunecompromised, open wounds, and tubes. Contact
infection Control for assistance in cohorting patients

When a private room is not available and cohorting is not possible or recommended,
Infection Control is to be contacted for assistance in patient placement.

Patients isolated for pulmonary tuberculosis (documented or suspected) must be housed
in a specially ventilated room - or have portable air handling equipment in their room.®

Transport of Infected Patients

Patients should leave their room only for essential purposes.

Appropriate barriers (e.g. masks, impervious dressings, etc.) are to be worn by the
patient.

Personnel in the area to which the patient is to be taken are to be notified (beforehand) of
the patient's arrival and of the precautions to be used.

Patients are to be informed of ways by which they can assist in preventing fransmission
of their infections to others {e.g. staying in the room, disposing of used tissues properly,
wearing a mask during transport, efc.).

Linen and Tableware

a.

Soiled, used linen can be bagged in the patient's rcom and disposed of in the usual






manner - routine double bagging is not necessary.

b.  No special precautions are needed for dishes, glasses and cups, or eating utensils -

disposable trays are unnecessary.

7. Patient Care Equipment/Articles: Routine and Terminal Cleaning

a.

c.

Whenever possible dedicate the use of noncritical equipment and items such as
stethoscopes, blood pressure cuffs, bedside commodes, or electronic rectal
thermometers to a single patient (or cohort of patients)

if use of commeon equipment or items is unavaidable then clean and disinfect, according
to facility policy, hefore use on another patient.

The rooms and bedside equipment of patients on isolation precautions are to be cleaned
using recommended routine cleanlng and disinfection proceduras. (Contact
Housekeeping or Infection Control).

8. Discontinuation of Isolation Precautions

a.

Discontinuation of isolation practices will be based upon CDC guidelines (see Attachment
2).

Discontinuation of isolation procedures for multi-resistant organisms (i.e. MRSA, VRE)
guidelines can be found in the Infection Control or Isolation Precaution CPRS note.

Nursing staff, in consultation with the Infection Control staff, may discontinue isolation
precautions through use of a nursing order. The attending physician should be notified
as soon as possible. If the attending physician disagrees with a decision, the patient will
remain isolated until the Chairperson of the Infection Control Committee, or their
designee, and the attending physician can resolve the matter. Disagreements will be
discussed with the respective service chief.

C. Transmission-Based Precautions - Specific Categories®

1. Airborne Isolation Precautions (AFB)

i.

C.

Airborne Infection Precautions apply to patients known or suspected to be infected with
pathogens that can be transmitted by the airborne route (i.e. TB, Measles, Chicken pox,
Small pox viral hemorrhage, fevers and Sars). This can occur by dissemination of either
airborne droplet nuclei (small particles 5 microns or smaller in size) that remain
suspended in the air for long periods of time, or of dust particles containing the infectious
microorganism. Microorganisms carried in this manner can be widely dispersed by air
currents and can become inhaled by a susceptible host within the same room or over a
ionger distance from the source patient depending on environmental factors.

Personnel Protection
1) If AFB isolation is not immediately available, place surgical mask on patient and
maintain until placed in an AFB isofation room.

2} Wear a high efficiency fit-tested respirator mask (N-95) when entering the room of a
patient with known or suspected infectious TB.

3)  Whenever possible, non-immune healthcare workers should not care for patients
with vaccine-preventable airborne diseases 9i.e. measles, chicken pox, and small

pox}.
4) Gloves are necessary for contact with blood and other body fiuids - use Standard
Precautions. Gloves are not necessary for entering the room.

5) Handwashing - Hands must be washed before patient care and upon leaving the room
Patient Placement and Transpori






1) Private Room with monitored negative air pressure and a minimum of 6 air changes
per hour and exhaust to the outside or with HEPA filtration of room air OR Private
Room with portable air handling unit to provide required air changes.

2} Keep the room door closed and the patient in the room. When negative air is on,
CLOSE Ante Room Door before opening the door to patient's room. Limit the
movement and transport of the patient fo essential purpeses only. If transport or
movement is necessary, place a surgical mask on the patient, if this is not possible,
personnel transporting the patient should wear a high efficiency mask.

3) In the event of an outbreak or influx of patients requiring airborne isolation, notify
Infection Control.

2. Droplet Isolation Precautions
d.

a.Droplet Precautions are designed to reduce transmission of microorganisms when droplets
are generated from the source person primarily during coughing, sneezing, and talking.
Droplet Precautions are not necessary for patients who carry resistant organisms in the
sputum unless the patient has an active infection (i.e. pneumonia), instead use Gontact
Precautions for these patients.

b. Transmissions occurs when droplets confaining microarganisms from the infected person
are propelled a short distance through the air and are deposited on the host's
conjunctivae (in the eyes), nasal mucosa, or mouth. Transmission requires close contact
hetween source and recipient persons, because droplets do not remain suspended in the
air and generally travel only short distances, usually 3- 8 ft through the air.

¢. Personnel Protection

1) Wear a regular surgical mask when working within 3 feet of a patient of a patient with
known of suspected infections transmitted by droplet spread.

2) Gloves are necessary for contact with blood and other body fluids - use Standard
Precautions. Gloves are not necessary for entering the room.

3) Handwashing - Hands must be washed (disinfected) before patient care and upon
teaving the room.

d. Patient Placement and Transport

1) Private room. When a private room is not available, place the patient in a room wiih a
patient who has an active infection with the same microorganism but no other infection
(cohorting). When a private room is not available and cohorting is not achievable,
maintain spatial separation of at least 3 feet between the infected patient and other
patients and visitors.

2) Limit the movement and transport of the patient from the room to essential purposes
only. If transport or movement is necessary, minimize droplet dispersal by the
masking the patient if possible.

3. Contact Isolation Precautions

a. Contact Precautions apply to specified patients known or suspected to be infected or
colonized (presence of microorganisms in or on patient but without clinical signs and
symptoms of infection) with epidemiologically important organisms that can be
transmitted by direct or indirect contact

1) Direct contact transmission involves skin-to-skin contact and physical transfer of
microorganisms to a susceptible host from an infected or colonized person.

2)Indirect contact {(touching) transmission involves contact with environmental
surfaces or equipment in the patient's environment.

b. Personnel Protection





2)

Wear gloves and gown when entering the room. Change gloves after having contact
with infective material that may contain high concentrations of microorganisms, such
as fecal material or wound drainage.

Remove gloves and gown before leaving the room and wash / decontaminate hands
thoroughly.

3) Handwashing — Hand Hygiene must be performed before patient care and upon leaving
the room. 4)Hands must be washed with soap and water for 15 seconds when the patient
has C-Difficile, diarrhea, Norovirus. An additional white sign on the door indicates the need
for soap and water.

c. Patient Placement and Transport

d.

1) Private room. When a private room is not available, place the patient in a room
with a patient who has an aciive infection with the same microorganism but no other
infection {cohorting). When a private room is not available and cohorting is not
achievable call the Infection Control Department for consultation before patient
placement.

2) Limit the movement and transport of the patient from the room to essential
purposes only. If transport or movement is necessary, maintain precautions in order
to minimize the risk of fransmission of microorganisms to other patients and
contamination of environmental surfaces or equipment. If necessary use additional
dressings and/or gown to contain wound drainage from patient.

Patient Care Equipm

1) Use disposable patient care items whenever possible or dedicate use of non-critical
equipment.

2) If shared items are unavailable clean and disinfect them before use on another patient.
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V. CONTINUOUS PERFORMANCE IMPROVEMENT:

A. The Infection Control Department will report to the Infection Conirol Commitiee, on an at least
quarterly basis, any problems related to these procedures.

MI%AE@B?‘
lef of Staff
Aftachments:

Rescission:

Recertification:

References:

Review:

flid .

MANN, M.D. Robert H. Beller FACHE

Medical Center Director

Attachment 2: Type/Duration of Precautions Table

PSM VIll-12 Guidelines for Standard Precautions and Isalation Procedures dated
6/30/03

Every three years and/or as necessary through the Infection Control Counil

APIC Infection Control and Applied Epidemiology: Principies and Practice.
Mosby, 2005.
Guidelines for Isolation Precautions: Preventing Transimission of Infectious Agents in

Healthcare Settings 2007. Public Health Service, US Department of Health and
Human Services, Centers for Disease Control and Prevention, Atlanta, GA 2007

June 2012
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" Clement J. Zablocki VA Medical Center Attachment 1
PSM No. VIII-12 Synopsis of Precautions: Table and Guidelines

Delete all of attachment a “Synopsis of Precautions: Table and

Guidelines”.
STANDARD PRECAUTIONS
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Latex Guideline for Therapy Clinics


In case of emergency latex reaction, dial 911







Latex Guidelines for Therapy Clinics







Identify patient with  latex allergy



Phone call from nursing



Chart Review



Initial PT Evaluation



Signs in room/ on equipment







Inpatient







Clinic Therapy







Bedside Therapy







Outpatient







Scheduling



Early / First appointment of day







Treatment Location 



Separate area



Hydro room alternative







Treatment Considerations















Patient Attire



Mask



Latex free gloves















Therapist Attire



Latex free gloves











Latex Free Equipment



Use latex alternatives when possible



Cover items potentially containing latex



(See handout)











Post Treatment Communications



Phone call to next appt.



Document in note



Document on card
























image11.emf
VIII-19Management  of Infectious Waste.pdf


VIII-19Management of Infectious Waste.pdf
No. Vili-19 9/18/09

Professional Services Memorandum

Clement J. Zablocki
VA Medical Center
Milwaukee, Wisconsin

Management of Infectious Waste (Regulated Medical Waste)

PURPOSE:

To define the appropriate handling of Potentially Infectious Waste (also known as Regulated
Medical Waste) from the peint of origin to final disposition. The objective is to minimize the
hazard created by waste that may contain organisms that could pese a risk to employees or
patients or could alter the envircnment with an increase in mortality or morbidity.

POLICY:

An effective waste management program is necessary to minimize potentially infectious
hazards associated with various biological wastes during generation, handling, transport,
storage, disposal and final disposition. This policy is written in accordance with standards
from the Environmental Protection Agency (EPA), the Department of Natural Resources
{DNR), the Centers for Disease Control {CDC), Occupational Safety and Health
Administration (OSHA) and other regulatory agencies, as well as VA policies and procedures.

RESPONSIBILITY:

Every staff and volunteer individual that generates, handles or disposes of potentially
infectious waste must be educated in waste management and comply with the policies of this
hospital. The ultimate responsibility for proper implementation of the program lies with
medical center management.

IV. PROCEDURES:

A. Definitions:

Infectious waste includes items that contain blood or body fluids in sufficient quantity to
potentially cause an infectious disease. Sufficient quantity means blood or body fluid
that is dripping or can be poured, squeezed or flaked.

a. Sharps: medical equipment or clinical laboratory articles that may cause puncture or
cuts. Sharps include, but are not limited to, contaminate, unused and disinfected
items.

b. Biood and Body Fluids: whole blood and blood components, blood specimens, and
other potentially infectious materials (OPIM): semen, vaginal secretions,
cerebrospinal fluid, synovial fluid, amniotic fluid, peritoneal fiuid, peritoneal dialysate,
pericardial fluid, pleural fluid, saliva in dental procedures and other body fluids such
as urine or stool which may be contaminated with blood.

¢. Human Tissue: tissue removed from human beings. Human tissue does not
include hair or nails, but does include teeth.

d. Microbiologica! Lab Waste: cultures derived from clinical specimens or laboratory
equipment which has come in contact with these cultures.





B. Elements of the Infectious Waste Management Program Include:

a. Segregation of Waste

1. Noninfectious wasie must be separated from infectious waste at the site of origin.

a.

Noninfectious waste is that which does not contain patient’'s blood or body
fluids, as listed above, in quantities that could drip, be poured, squeezed or
flaked.

1} Clear or non-red plastic bags are utilized for the disposal of noninfectious
waste.

2) These bags must be properly closed prior to being sent to the trash
holding area.

3) Noninfectious waste does not require treatment prior to disposition.

Metal (food or coffee cans, etc.), glass, paper, plastics and other items that
are not contaminated by any patient's blood or body fluids should be recycled
whenever possible.

Used glass 1V bottles are not considered infectious as long as they have not
have been contaminated by any patient’s blood or body fluids.

2. Handiing of infectious waste:

1.

Appropriate personal protective aquipment {PPE) is worn and Standard
Precautions are required when handling any infectious waste or OPIM.

Personal proiective equipment includes the following:
a. Fluid repellent gloves:

1) Disposable gioves are utilized in handiing individual (Small)
containers within the facility.

2) Reusable rubber utility gloves should be uiilized by personnel when
handling large volumaes of infectious waste.

NOTE: Utility gloves may be used until they become cracked, or
sticky (a sign of coating failure)} at which time they are o be
discarded and a new pair utilized. The gloves can be
decontaminated by cleaning with regular soap and water
{washing hands with gloves on), followed by application of
Hospital approved disinfectant and air dry

b. Facial protection, which includes:

1) The use of bath a surgical mask and safety glasses, goggles, or face
shield.

2) Afull-face shield may be substituted for the mask/safety eyewear
combination.





¢. Body protection: - use of a fluid repellent gown, disposable apron or
jumpsuit depending upon the nature of potential exposure, A jumpsuit is
utilized in those situations where splatiers of blood or OPIM fo the body
are highly. probable.

3. Hand washing is required anytime protective barriers are removed:
Hands are fo be washed prior to going on break, before eating, after using
the restroom and prior to the employee leaving for home at the end of the
day. '

4. Infectious waste must not be compacted at any time for any reason unless it
has been rendered non hazardous by means of an appropriate treatment
method.

5. ltems that have been discarded in an infectious waste container should not
be handled.

C. Packaging:

1.

Proper packaging of infectious wasfe using plastic bags and impervious red, plastic
containers virtually eliminates exposure to patients, staff, waste haulers and the
general public. Infectious waste will be placed in red plastic bags. Red is the
universal warning color utilized by this facility for signifying the container's contents
as being potentially infectious.

a. Non-red plastic bags can be used, however, the Universal Bichazard Symbol and
the word “BIOHAZARD” must appear on the outside of the bag and must be
readable to a distance of five (5) feet. The symbol is fluorescent orange or
orange-red. The background may be of any color that provides sufficient
contrast for the symbeol to be clearly defined:

BIOHAZARD
b. The minimum thickness for a biohazard bag shall be 1.5 mils or equivalent.

¢. Red bags should not be overfilled. Upon being filled, these bags must
be tied, per DOT packaging requirements.

d. The bag is to be tied by gathering the fop together and tying a square knot.
Cross-corner {"dog ear") tying of the bag is not satisfactory as the bag is not
totally sealed.

e. A single red plastic bag can be used for infectious waste materials containing
blood or OFIM in quantities, which may drip, be poured, squeezed or flaked. The
bags must be tiad securely. Double bagging is required when the contents may
produce pooling of fluid contaminated with blood or OPIM at the bottom of the
bag.

f.  Trash from an isclation room should be placed in a red bag only if confaminated
with blood or other bedy fluids in a quantity, which could drip, be poured,
squeezed or flaked.





2.

4.

All sharps are fo be placed in special plastic sharps disposal units: These units
are located in areas of the facility where sharps are generated. These uniis are red
in color, warning of the potentially infectious contents of the unit.

a., Sharps disposal units are to have their fops secured shut at the point of origin,
before being taken to the appropriate trash disposal point.

Disposable suction canisters are to have their ports capped securely {Appropriate
PPE is worn when doing this task}. No more than two disposable suction units are to
be placed in a red bag, which is tied using a square knot. The contents are placed in
a second red bag and tied using a square knot.

All Regular Medical wastes must be appropriately packaged in order to adequately
contain all contents and the red containers closed securely prior to transportation to
the holding room at the Building 111 dock.

D. Treatment:

1.

Any microbiology laboratory waste related to BSL 3 [ab, (i.e., TB specimens
specimen waste and containers, etc.) is disinfected in the laboratory's autoclave and
then disposed of with infectious waste.

a. BSL3 waste is fo be processed in autoclave at a temperature of not less than 250
degrees F for 60 minutes at 15 pounds per square inch of gauge pressure.

b. All bags placed in the autoclave are to have a strip of autoclave tape placed on
the outside of the bag as a visual indicator of the exposure 1o the sterilizing cycle.

c. Lab personnel place disinfected waste into the red container upon completion of
the process, and seal the transport container.

d. Facility Management staff collects the treated laboratory waste and transport it to
the storage area for disposal by the waste handier. A contracior permitted by
the DNR picks up, treats and properly disposes of the regulated medical wastes.

All other lab specimen waste does nof require decontamination prior to standard

procedure for packaging infectious waste

E. Storage:

1.

Infectious waste is {o be placed in the red, plastic containers available in the dirty
utility room or designated area until transported by Facility Management staff.

Areas used to store infectious waste must be indoors, clean and impermeable to
liquids (i.e. no carpeting). All Regulated Medical Waste stored in a designated area
which has access limited to people specifically authorized fo manage such waste.
No (filled) infectious waste containers will be stored in the general outdoors unless
specific controt measures are in place {use of secure, enclosed areas which are
sheltered from the general environment).

All unpreserved pathological waste must be immediately placed into a refrigerator or
freezer and remain there until time for treatment. They must not be placed in the
holding/storage area.





. Transport:

1. Transport of infectious waste within the facility:

a. All infectious trash will be placed in the red containers and sealed, initially stored
at the site of origination, by the originating staff.

b. Sealed red Infectious Waste Containers will be picked up and transported to the
locked holding area at Bldg 111 or Bldg 70 Research site by designated
personnel,

2. |Infectious waste that is fransported off the facility's grounds must be placed in
approved and properly closed containers to protect waste handlers and the public
from exposure.

3. Animal waste will be stored in the VMU until it is taken to the storage area in Bldg.
70. Animal waste is packaged the same as other infectious waste and shipped by a
contracted waste handier.

Disposal:

1. A coniracted wasie handler transports infectious waste off station for final
disposition.

2. |t is acceptable to pour fluids such as blood or body fluids down a sanitary sewer
system. Fluids should not be poured directly into the red fransport container or into
bags placed into the transport container

a. Alarge drain basin such as a toilet or Vernacare unit is to be utilized. Personnel
are to wear appropriate protective barriers. Fluids are to be poured in a safe
fashion so as to reduce potential for splash.

b. 1in the Laboratory, special sink drains are designated for specimen (urine)
disposal. These sink drains are not used for other purposes {e.g. drinking
water).

¢. Liguids.

. Exposure Incidents:

In the event of accidental exposure to infectious waste, refer to the Exposure Control
Plan, Chapter 18, in the Infection Control Manual.

QOutpatient/Home Considerations for Safe Sharp Disposal:

1. Sharps disposal containers will be issued to the patient by pharmacy upon receipt of
a prescription or upon a request from the patient.

2. Pharmacist/Pharmacy technician will provide patient information regarding safe
disposal of household sharps. Patient will be instructed to dispose of used sharps
containers at the most convenient collection site that is registered by the State of
Wisconsin Department of Natural Resources {DNR).

3. In the event that a patient returns the used sharps container to the hospital, the
container may be disposed with the regulated trash from the clinic or through
Housekeeping.





W) it oo

MICHAEL D. ERDMANN, M.D. OBERT H. BELLER FACHE
Chief of Staff Medical Center Director

References: APIC Text of Infection Confrof and Epidemiclogy, 2005 Ch. 63

Medical Waste: List of Registered Sharps Collection Stations, Wisconsin
Department of Natural Resources, Updated January 22, 2009.
Federal Personnel Manua! System Letter 810-16, April 18, 1880. -

Occupational Safety and Health Administration 28 CFR 1910.1030, part 10,
Blood borne Pathogens, August 24, 1995. (Updated January 22, 2009)

Rescissions: PSI Vill-19 Management of Infectious Waste (Regulated Medical Waste)

. Review Date: 89/18/12
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00S-083 Occupation Safety.pdf
VA Medical Center Medical Center Memorandum 00S-083
Milwaukee, WI July 2011

OCCUPATIONAL SAFETY PROGRAM

1. PURPOSE: To establish a comprehensive Medical Center program for the control of
traumatic injury hazards in order to protect employees, patients/beneficiaries and the public
from those injuries. The program will meet regulatory standards of The Joint Commission
(TJC), the Occupational Safety and Health Administration (OSHA), the Veterans
Administration (VA), the College of American Pathologists (CAP), Commission on
Accreditation of Rehabilitation Facilities (CARF) and others which require reporting as an
element of the Medical Center safety management system.

2. POLICY:

A.

It is the policy of this facility to meet or exceed standards for the control of physical
hazards which produce traumatic injury as specified in VA Directive, VA Handbook 7701,
DOL OSHA 29 CFR 1910 and 1926, TJC Environment of Care Standards, NFPA, CARF
and CAP Safety Standards as these standards apply to VAMC operations at the Medical
Center and Community Based Outpatient Clinics (CBOCs).

. Itis the policy of this facility to train employees as required to meet the standards noted

in 2(A) above.

It is the policy of this facility to provide a safe environment for employees,
patients/beneficiaries, and the public by full implementation and monitoring of the
effectiveness of this program.

. Itis the policy of this facility to provide Safety and Health Program assistance to the

Medical Center and CBOCs, as well as the VA Regional Office and Wood National
Cemetery by providing VAMC professional safety staff to these facilities as needed for
the correction or control of traumatic injury hazards. This written program will serve as a
recommended program where the hazards covered by this program exist in these two
facilities.

3. RESPONSIBILITIES:

A.

Employees:

(1) Employees will follow established procedures and policies contained herein and
safe work practices established by their specific division procedures.

(2) Employees will inspect equipment and work areas as instructed by the procedures
of their division, or by their supervisors, and/or as stated herein under the specific
appendices. These appendices cover self-inspection programs on ladders,
grinders, powered industrial trucks, motor vehicles, personal protective safety
equipment, construction equipment and other responsibilities as noted in the
applicable appendices.





B.

C.

(3)

All employees are required to report hazards or suspected hazards to their
immediate supervisor or the Office of Occupational Safety and Health (OOSH) at
Ext. 46488.

Supervisors:

(1)

(2)

(3)

(4)

Supervision and Performance Monitoring: Supervisors will encourage their
employees to work safely through periodic on the job safety discussions, review of
procedures, and inspections. Adherence to safety practices should be considered
in performance evaluations.

Inspection: Supervisors will make periodic inspections of their assigned work
areas to assure that employees are following procedures in this memorandum.
They will take corrective action as necessary, including disciplinary action for
repeated failure to follow safety policy or procedures. Failure by a supervisor to
accomplish this responsibility may result in a "less than fully satisfactory" rating on
the supervisor's annual evaluation.

Accident Investigation and Reporting:

a. Supervisors will investigate all occupational injuries or ilinesses of their
assigned employees, and all injuries to patients/beneficiaries or the public
which occur in the areas under their supervision. For employee occupational
illness or injury, the supervisor will forward the completed, Compensation
Report Forms to the OWCP Specialist - Human Resources Management
Division (HRM-05E) within 48 hours of occurrence. All narrative explanations
and signatures of supervisor must be present when the forms are forwarded.

b. Supervisors will complete the ASISTS Report of Incident within 48 hours
following the date of occurrence. The Occupational Safety and Health
Specialist (OSHS) will review all reports received to ensure the supervisor has
completed a thorough investigation into the incident, provided specific details of
what occurrence, outlined a detailed corrective action and that the report is
signed and dated electronically by the supervisor. All injuries and illnesses
must be reported through the Automated Safety Incident Surveillance Tracking
System (ASISTS) program, which is electronically sent to the OSHS.

Reporting/Correcting Non-Medical Equipment or Structural Problems: When
equipment damage, malfunction or building/structural defect is the cause of an
accident, the supervisor will notify the OSH Manager or OSH Specialist at
extension 42934/46488 as soon as possible after the accident/injury occurs.
During second and third shift notify Police Service at extension 42222.

Division Managers:

(1)

(2)

Inspection: Division Managers will make periodic inspections of their work areas
and operations to assure that the VAMC Occupational Safety Program policies and
procedures are being carried out in their program areas.

Request for Assistance: Division Managers will promptly request assistance from
OSH Manager to eliminate hazards caused by improper design or inadequate





space allocation in the workplace. In preparing requests and documentation for
workplace hazard abatement, Division Managers will consult the OSH Specialist
for assistance with current VA, OSHA, TJC or other applicable occupational safety
and health standards.

(3) Repair Requests: Division Managers will expedite requests for repairs to
equipment or the building by submitting an electronic work order, where work order
is the appropriate method of repair or maintenance on equipment.

D. OSH Manager: Is the Medical Center's Designated Occupational Safety and Health
Official (DSHO). As DSHO, the Safety Manager will review and, in cases of conflict,
make the final decision on which items of personal protective equipment are required
and which types of equipment are appropriate for the specific needs of the position.

PROCEDURES: Memorandum 00S-83 will include appendices which contain guidance
for compliance with regulatory (i.e., OSHA, VA, TJC, CAP) or other requirements for
work place traumatic injury prevention, and/or public safety programs. Memorandum
00S-24 will include appendices which contain guidance to assure compliance with fire
prevention and fire protection, and Life Safety Code compliance programs.
Memorandum 00S-194 will include all Industrial Hygiene Programs designed for the
prevention of occupational illnesses or disease due to airborne chemical contaminants,
ergonomics, noise, heat, cold and all other factors which cause illnesses rather than
traumatic injury. Memorandum 00S-95 addresses maintaining a safe and healthy
environment of care for patients/beneficiaries, visitors and staff during all construction
activities at this medical center. The attached appendices refer to the specific safety
programs.

Appendix A - Personal Protective Equipment Program

Appendix B - Abrasive Wheel/Grinder Safety Program

Appendix C - Portable Ladder Safety Program

Appendix D - Electrical Safety Requirements for Employee Work Place
Appendix E - Use of Personal Radios by Employees

Appendix F - Work Stoppage In Imminent Danger Situations

Appendix G - List of VAMC OSH Programs not included in 00S-83

COLLABORATION: Division Managers
Research Service

REFERENCES:

* VA Procurement Regulation 8-74-106, Purchase of Personal Protective Equipment (PPE)

* Comptroller General Decision 42CG626, Purchase of Personal Protective Equipment
(PPE)

* VA Directive 7700 — VA Safety Standards

* VA Handbook 7701

* TJC Environment of Care Standards

* CAP Accreditation Standards (Laboratory Safety)

* Public Law 91-596, Handicapped Access to Buildings

* Executive Order 12196, Employee OSH Standards for Federal Agencies.

* Executive Order 12566, Safety Belt Use Requirements for Federal Employees

*29 CFR 1910 and 1926 Standards





* 29 CFR 1926.950-960, Electrical Safety Requirement
* 29 CFR 1910.67, Electrical Safety Requirements
* NFPA 70, Electrical Safety Requirements

7. RESCISSION: Memorandum 00S-83, July 2008.

8. REVIEW MONTH: Every three years in July.

fobo # Bt

ROBERT H. BELLER, FACHE
Medical Center Director

ATTACHMENTS: Appendices A-G

DISTRIBUTION: Division Managers
All Supervisors
Principal Investigators/Research
Office of Occupational Safety and Health 00SH





Medical Center Memorandum 00S-083

July 2011
Appendix A
PERSONAL PROTECTIVE EQUIPMENT PROGRAM
1. PURPOSE:
A. Describe procedures and requirements for procurement, maintenance and use of personal protective

equipment.

Additional guidelines for respiratory protection and hearing protection are provided in Memorandum
00S-194 Industrial Hygiene Program.

2. POLICY:

A.

Employee personal protective equipment (PPE) such as respirators, hearing protection, etc., will be
used only as interim protection from industrial hygiene and safety hazards until engineering controls,
i.e., construction projects are completed or during certain construction/ maintenance projects in which
engineering controls are not feasible.

. Protective equipment such as gloves and eye protection may be required for permanent, fixed

operations or procedures when no feasible alternative to use of protective equipment exists.

In no case will use of protective equipment be deemed an appropriate substitute for proper work
practices or use of the least toxic feasible products or materials.

It is the policy of the Medical Center to install engineering controls, such as work place alterations or
ventilation systems, to control hazards wherever possible within current budgets and to plan future
Engineering and Administrative Hazard Control Program Projects for funding via the Five Year Facility
Improvement Plan.

It is the policy of the Medical Center to comply with 29 CFR 1910.132 on Personal Protective
Equipment, OSHA permissible exposure limits (PEL’s) 29 CFR 1910.1000 for Airborne Contaminants,
and all applicable OSHA and ANSI standards mandating use and selection of personal protective
equipment.

3. RESPONSIBILITIES:

A.

Division Managers:

(1) Division Managers will ensure that all areas of their division have completed a Hazard Assessment
to determine the types of equipment required for all existing and new tasks performed. Hazard
assessments will be updated on an as needed basis as equipment and processes change. The
Division Manager will maintain a copy of the hazard assessments for documentation and forward
the original to the Industrial Hygienist (00S).

(2) Budget: Division Managers will include in their annual budget sufficient funding for initial or
replacement Personal Protective Safety Equipment purchases for positions within their divisions
which have been identified as requiring Personal Protective Safety Equipment. This includes items
such as, but not limited to, boots, gloves, raincoats, Plano or prescription safety glasses, face
shields, goggles, steel toed safety shoes, hearing protection and respiratory protection.





(3) Purchase Requests: Division Managers will review all purchases or credit card purchases for
Personal Protective Equipment (PPE) items which will be supported/justified by Requests /
Justification Forms and reproduced by the Division from this appendix. When like equipment is
being purchased for several employees at the same time and on the same order, the names of all
employees for which the items are being purchased may be put on one Request/Justification Form,
in the "Employee’s Name" section. When a bulk purchase, such as replacement respirators, filters,
etc. is ordered for a large group of employees', (i.e., 10 pipefitters), the identification of the group
may be used in the "Employee's Name" section instead of employees' names.

(4) Consultation: Divisions will consult with the OSH Specialist when considering new personal
protective equipment or changing brands or types. A joint evaluation will be made to determine the
most appropriate type or style of equipment or clothing which meets the regulatory requirement and
provides the necessary worker comfort and convenience. If there is a disagreement on the choice
between the division and the OSH Specialist, the OSH Manager will make the final decision.

B. Supervisors:

(1) The supervisor is responsible to ensure availability of the appropriate PPE for the hazard, proper
use and maintenance, and needed sizes. Supervisors will monitor their employees to assure that
they use the PPE items purchased for specific jobs.

(2) The supervisor is responsible to ensure each employee under their supervision is trained in the
proper use, maintenance, and storage of PPE required for the job, task, and procedures. The
supervisor must complete a written certification of PPE for each employee. The certification of
employee training form is attached as part of Appendix A. A certification form is completed for each
employee upon initial assignment, change in tasks performed, issue of new PPE, and when any
employee shows lack of knowledge in proper use of PPE.

(3) Supervisors will take corrective action on employees who fail to use required PPE. Progressive
disciplinary action will be taken if necessary to enforce employee compliance when repeated
employee non-compliance is observed.

C. OSH Manager: The OSH Manager, as the DSHO for the Medical Center, will provide guidance on the
appropriate equipment item to be purchased. If there is a controversy or difference of opinion between

employees, supervisors or Division Managers the final choice/selection will be made by the OSH
Manager.

D. Employees:
(1) The employee is required to wear and use appropriate PPE as trained.
(2) Each employee shall properly clean, maintain, and store PPE issued.

(3) Each employee is required to notify their supervisors of damaged or defective PPE, the need for
replacement parts, PPE assessments, or additional PPE training.

4. PROCEDURES FOR EVALUATION OF NEED: The questions to be considered when deciding if an item
of Personal Protective Equipment (PPE) or clothing is required are as follows:





A.

Does a REASONABLE PROBABILITY of injury or iliness to the employee exist while performing the
work due to the hazards of processes, work environment, chemicals, radiation or mechanical hazards
associated with the job?

. Personal Protective Equipment (PPE):

(1) Does the use of PPE provide the only feasible protection currently available to protect the employee
from the hazards?

(2) Is an Engineering control possibly achievable within the time required to purchase the PPE?

5. PROCEDURE FOR PURCHASE AND ISSUE OF PRESCRIPTION SAFETY GLASSES:

A.

The employee's supervisor certifies that "employee regularly wears prescription glasses" on
Request/Justification Form.

The Division Manager approves the request for prescription safety glasses, authorizes preparation and
obtains a copy of employee's latest eye glass prescription. Note that all personal protective safety
equipment items are purchased by the employing Division; the OSH Manager (00S) does not purchase
these items.

The Supervisor then requests an appointment with VAMC Eye Clinic through the Employee Health
Clinic. Normally the employee physician can send employees to the Eye Clinic between 1:00 p.m. and
3:30 p.m., Monday through Friday. An Eye Clinic appointment card is then issued by the Employee
Health Clinic.

Employee goes to the Eye Clinic, Building 111, for selection and fitting of frames and lenses. GSA
vendor/ contractor's prescription order form is prepared by the Eye Clinic Staff Optician. Available
appointment times are typically Monday through Friday, 1:00 p.m. to 3:00 p.m.

Employee returns the completed GSA vendor/contractor order form to his/her supervisor.
If GSA contract price lenses and/or frames are not available to achieve the needs of the employee, the

Eye Clinic personnel are authorized to select non-contract priced frames or lenses for the GSA
contractors non-contract priced items listed in the GSA contract brochure.

. Supervisors should discourage the use of personally owned prescription safety glasses by their

employees. Employees must be advised that "because prescription safety glasses are provided by the
VAMC, if personally owned prescription safety glasses are damaged on the job, they will not be
repaired or replaced at VA expense.

. Supervisors may not accept any verbal statement from an employee that his personally owned

prescription glasses are "safety glasses." Employees may wear their personally owned prescription
safety glasses only when the supplier of the personally owned safety glasses provides a written
statement which states that the glasses meet all specifications of the American National Standard
(ANSI) Z287.1 2003 titled “Occupational and Educational Personal Eye and Face Protection Devices”.





6. PURCHASE AND ISSUE OF NON-PRESCRIPTION SAFETY GLASSES, GOGGLES, FACE SHIELDS
(EYE-FACE PROTECTION):

A.

If an occupational eye hazard exists, non-prescription safety glasses and/or goggles or face shield, as
appropriate for the specific hazard, must be provided to the employee. The use of safety glasses,
goggles or face shield by the employee must be enforced by the supervisor.

Request/Approval Forms are not required for the purchase of non-prescription safety glasses, goggles,
or face shields.

Supervisors may not accept any verbal statements from an employee that their personally owned, non-
prescription, safety glasses are "safety glasses.” If non-prescription safety glasses are required, the VA
will provide them. Personally owned, non-prescription glasses are not permitted while at work, in areas
requiring the use of safety glasses.

7. PROCEDURE FOR PURCHASE AND ISSUE OF SAFETY SHOES:

A.

The employee's supervisor must certify to the Division Manager that the "employee works on a job
which subjects feet to hazards which could cause foot or toe injury."” Appendix A, Safety Shoes, of this
memo should be copied and used for this purpose.

The Division Manager, upon approval of the certification form under Appendix A, provides the
supervisor the current GSA contract safety shoe selection and price schedule. If this is not available in
the division, it is available in Fiscal, Purchasing Section. Credit card purchases may also be used for
the purchase of safety shoes.

Permanent medical conditions (abnormalities) of the feet, in some cases, may be adversely affected by
wearing the regular GSA contract styles of safety shoes. If an employee claims that the regular GSA
styles are the cause of a foot problem, the supervisor will arrange with the employee physician for a
consult by a VAMC Podiatrist. The Podiatrist report must explain why the GSA source shoe is causing
the alleged problem, and must recommend that the regular GSA shoes not be worn. When the
Podiatrist consult is obtained, the employee may select a non-GSA contract safety shoe of his/her
choice.

D. The safety shoes must comply with ANSI Standard Z241-91.

8. PURCHASE AND ISSUE OF RESPIRATORS (RESPIRATORY PROTECTION):

A. All non-disposable respirators used at the Medical Center will be selected from the models kept by the

Industrial Hygienist. For respiratory protection requirements, refer to Memorandum 00S-194, Appendix
B, Asbestos Control Program, Memorandum 00S-194, Appendix C, Respiratory Protection Program, all
hazards except asbestos and Memorandum 00S-158, TB Respiratory Protection Program.

. Supervisors of employees requiring non-disposable respirators for protection from hazardous materials,

covered by OSHA or other regulations, will contact the Industrial Hygienist, extension 42934. Users of
non-disposable respirators for hazardous (regulated) materials must be in the VAMC Respiratory
Protection Program, Memorandum 00S-194, Appendix C, or 00S-158 and pass the required medical
exams before they are permitted to wear any respirator.





10.

C. Supervisors requesting disposable respirators for employee protection from nuisance dusts, or other
non-hazardous non-regulated material will consult the Industrial Hygienist, at extension 42934, for
specifications and assistance in purchasing these items.

PURCHASE AND ISSUE OF HEARING PROTECTION DEVICES: All hearing protection devices used at
this Medical Center will be selected and approved by the Industrial Hygienist, extension 42934, before
purchase.

PURCHASE AND ISSUE OF BODY, HAND AND HEAD PROTECTION (And all other personal
protective clothing or equipment): Supervisors aware of a need for gloves, aprons, coveralls, boots,
overshoes, cold or foul weather clothing etc., will consult the Industrial Hygienist (00S), extension 42934,
before initiating purchase. The Industrial Hygienist will provide technical specifications and justifications
based on safety standards and regulatory requirements. These purchases need not be re-justified each
time the same PPE item is reordered. If there is a change in the job (task) which might change the
required type/style/model of glove or other PPE body protection, the supervisor must consult with the
Industrial Hygienist, before purchasing a different style/type/model.





Date:
From:
Subj.:

To:

‘v:\ Department of
\a- Veterans Affairs MEMORANDUM

Request for Prescription Safety Glasses

Division Manager

Employee's Name

Please approve the purchase of prescription safety glasses for this employee. 1 certify that this
employee regularly wears prescription glasses and that his/her work requirements are such that
he/she should wear safety glasses, due to reasonable probability that eye injury hazard exists,
as specified in OSHA standard 29 CFR 1910.133.

Supervisor's Signature

| approve the purchase of prescription safety glasses for the above employee.

Division Manager Signature
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Date:
From:
Subj.:

To:

‘v:\ Department of
\a- Veterans Affairs MEMORANDUM

Request for Safety Shoes

Division Manager

Employee's Name

Please approve the purchase of safety shoes for this employee. | certify that he/she works on a
job that subjects his/her feet to hazards which could injure his/her toes, therefore, he/she is

required to wear safety shoes.

Supervisor's Signature

| approve the purchase of safety shoes for the above employee.

Division Manager Signature
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Date:
From:
Subj.:

To:

‘Vj\ Department of
\-a- Veterans Affairs MEMORANDUM

Request for Personal Safety Equipment
Division Manager
Employee's Name

Please approve the purchase of for this employee. | certify that this

employee's work assignment and/or environment subjects him/her to possible injury, which can
be prevented or reduced by use of the specific personal safety equipment which he/she would

be required to wear.

Supervisor's Signature

| approve the purchase of personal safety equipment for the above employee.

Division Manager Signhature
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HAZARD ASSESSMENT SURVEY
FOR PERSONAL PROTECTIVE EQUIPMENT

SECTION 1 (Please Type)

Division: DATE:

PROGRAM/SHOP/CLINIC:

# OF EMPLOYEES

LOCATION (Room/Building):

PROGRAM SAFETY COORDINATOR (PSC):

SECTION 2 (Please Type)
HAND PROTECTION

TYPE OF HAZARD (Check all Applicable): ___N/A CuT OIL
CHEMICAL DRY GRIP HEAT COLD
ABRASION WET GRIP PUNCTURE OTHER

List the glove type material used for each description. Common examples are latex, butyl,
nitrile, Viton, neoprene, polyvinyl chloride (PVC), Kevlar, and leather.

DESCRIPTION PRESENT PPE SUGGESTED PPE

Abrasion-General Work

Cut Protection

Temperature

Chemical Resistant

Grip Wet

Grip Dry

Liquid Proof

Other
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FOOT PROTECTION

TYPE OF HAZARD (Check all Applicable):

FALLING OR ROLLING OBJECTS OlIL DRY FLOOR
WET FLOOR ELECTRICAL EQUIPMENT OTHER
DESCRIPTION PRESENT PPE SUGGESTED PPE

Safety Toe Shoe

Safety Toe Boot

Material Guard

Safety Toe Guard

Other
HAZARD ASSESSMENT SURVEY
HEARING PROTECTION
TYPE OF HAZARD (Check all Applicable): LOUD NOISES
COLD OTHER N/A
DESCRIPTION PRESENT PPE SUGGESTED PPE

Ear Plugs
Ear Muffs
Other
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HEAD AND FACE PROTECTION

TYPE OF HAZARD (Check all Applicable):

IMPACT __ LIQUID CHEMICALS __ HIGH VOLTAGE
CLEANLINESS VAPORS _ FALLING OBJECTS
______ OTHER _____NIA
DESCRIPTION PRESENT PPE SUGGESTED PPE
Hard Hat
Face Shield

Welding Helmet

Hair Net

Other

RESPIRATORY PROTECTION

TYPE OF HAZARD (Check all Applicable):

VAPORS DUST MIST AIRBORNE PARTICLES
B ASBESTOS OTHER N/A
DESCRIPTION PRESENT PPE SUGGESTED PPE
Mask (Half)
Mask (Full)

Powered Air Purifying (PAPR)

Filtering Face piece (P100, N95,
etc.)

Disposable dust mask

Other
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HAZARD ASSESSMENT SURVEY

EYE PROTECTION

TYPE OF HAZARD (Check all Applicable): FLYING PARTICLES LIQUID
CHEMICALS
RADIATION CAUSTIC CLEANER/VAPORS LIGHT
OTHER N/A
DESCRIPTION PRESENT PPE SUGGESTED PPE

Safety Glasses

Safety Glasses with Shaded
Lenses

Safety Glasses with Side Shields

Goggles

Welding Helmet

Face Shield
Other
PROTECTIVE CLOTHING
TYPE OF HAZARD (Check all Applicable): _ CUT WELDING SPARKS
______ _DIRT____ABRASION __ INFECTION CONTROL
CHEMICALS LIQUID RAIN OTHER N/A
DESCRIPTION PRESENT PPE SUGGESTED PPE

Apron / Gown

Long Pants

Welding Jacket

Rainwear

Protective Sleeves

Tyvek Clothing

Shoe Covers

Laboratory Coats

Hair Cover / Restraint

Other
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REMARKS:

SECTION 3 (Please Type)

YES

NO

A.

Do you know what Personal Protective Equipment (PPE) your employees should

wear?

B.

Do you know how to use all the PPE in you area of responsibility?

Do you know when to use PPE?

C.
D

. Do you know the proper care/cleaning of the PPE in your area?

E.

Do you know the limitations of the PPE in your area of responsibility?

F.

Are employees trained in the proper use of PPE prior to actual use of the

equipment?

[DIVISION REPRESENTATIVE] DATE

INDUSTRIAL HYGIENIST DATE

NOTE: This document is a certification of hazard assessment.
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CERTIFICATION OF PPE TRAINING

Employee Name: Job Title:

SSN: Division:

By signing below, | certify that | have received training specific for PPE required to complete my
assigned tasks/procedures, demonstrated proficiency is the use and maintenance of such PPE, and
training received included each item listed below.

e When PPE is necessary;

e What PPE must be worn;

¢ How to put on, adjust, wear, and remove PPE properly.

e The limitations of the issues PPE.

e The proper care, maintenance, useful life, and disposal of the PPE [and how to
obtain replacement or additional PPE].

Employee Signature: Date:

Supervisor Signature: Date:
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Appendix B

ABRASIVE WHEEL/GRINDER SAFETY PROGRAM
(SELF INSPECTION AND MAINTENANCE)

1. RESPONSIBILITIES:

A.

Division Managers: All Division Managers, whose operations require the use of abrasive wheel
machinery or devices of the types listed in Section 2 of this Appendix, are responsible for assuring
compliance with this self inspection and maintenance program within their division. This program is
applicable to all existing VAMC equipment of types identified in Section 2 A. Grinders should be
inspected every six months.

. Supervisors: Are responsible for compliance with all elements of this program within their assigned

areas including the regular, scheduled, semi-annual inspection of grinders (described under
Procedures, Paragraphs B and C), and using report forms as shown in the attachment.

Employees: Are responsible for (1) following all rules, verbal and/or written for grinder use; and (2)
completing inspections when assigned by the supervisor.

. OSH Manager: As the facility DSHO, the Safety Manager is responsible for assuring compliance

with this program by conducting periodic on site inspections of abrasive wheel grinders.

2. PROCEDURES:

A.

B.

Equipment/Machinery/Devices Covered By This Program/Standard:

(1) Bench or stand mounted abrasive wheel (offhand) grinders and/or wire brushes.

(2) Floor stand mounted abrasive wheel (offhand) grinders and/or wire brushes.

(3) Surface grinders and cutting machines (fixed mounting).

(4) Swing frame grinders (fixed mounting).

(5) Portable hand held, off hand, grinders using rigid grinding wheels over two inches in diameter.

(6) Portable saws, hand held, or frame mounted, which use rigid, bonded abrasive discs, or which
use Circular abrasive wheels as cutting blades.

Equipment/Machinery/Devices Not Covered By This Program/Standard:

(1) Fixed, mounted, or portable hand held, equipment or devices using rigid, bonded abrasive,
cylindrical abrasive wheels of two inches or smaller diameter.

(2) Fixed, mounted, or portable equipment, tools and devices using flexible, bonded abrasive
discs, belts or pads for buffing, polishing or sanding.

C. Specific Minimum Standards - Applicable To This Program:
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(1)
(2)
3)
(4)
()
(6)

Machine guarding - refer to OSHA Standard 1910.215(a).

Abrasive wheel/grinder flanges - refer to OSHA Standard 1910.215(a)(3).

Work rests - refer to OSHA Standard 1910.215(4).

Abrasive wheel/grinder blotters - refer to OSHA Standard 1910.215 (a)(6).
Abrasive wheel/grinder driving flanges - refer to OSHA Standard 1910.215 (a)(7).

Abrasive wheel/grinder wheel replacement - mounting and ring testing refer to OSHA Standard
1910.215 (d).

. General Safety Requirements:

(1)

(@)

3)
(4)

(5)

(6)

Eye protection: Must be provided for employees using a grinder of any type listed in this
program. Minimum eye protection for grinding is:

(a) industrial safety glasses with side shields (may be worn by those who do not wear
prescription glasses);

(b) safety goggles with elastic headband and full periphery contact around eye area (must be
worn over prescription safety glasses, unless glasses are equipped with side shields);

(c) full face shield, with adjustable headband (may be worn by anyone, with or without
glasses). Eye protection provided must be maintained clean and in good repair.
Damaged, scratched, or pitted eye protection equipment must be promptly replaced. Full
face shields may be substituted for goggles at any place in which goggles are referenced
herein.

Hand protection: When grinding causes a burn hazard to hands from hot fragments, thin, well
fitted cloth or leather gloves with knit wrist (no gauntlet) type may be worn.

NOTE: Improperly fitted (I00Se) gloves should not be worn, as they may become caught by
the wheel or blade and cause hand injury by pulling the hand into the wheel surface.

Semi-annual self inspection report forms for grinders are available in this policy.

Danger tags for tagging defective equipment, and inspection decals are available from the
OSH Section, extension 42879, upon request.

Instructions for inspecting are noted on the reverse side of each inspection report form
checklist, attached.

Upon completion of each semi-annual inspection of grinders, one copy of the inspection report
form will be forwarded to the OSH Specialist (OSH).
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Appendix C

PORTABLE LADDER SAFETY PROGRAM
(Semi-Annual Self Inspection and Maintenance Program)

1. RESPONSIBILITIES:

A.

B.

D.

E.

Division Managers: Are responsible for assuring that this self inspection and maintenance program
is accomplished for all portable ladders controlled by their division.

Supervisors:

(1) Accomplishing semi-annual inspections of all portable ladders used within their assigned
areas.

(2) Preparing a request and engineering electronic work order for any ladder which does not pass
safety inspection.
NOTE: For any ladder not passing inspection, an engineering electronic work order will be
prepared, and the ladder will be repaired if feasible. If the ladder is not repairable, i.e., parts
and labor exceed 50% of replacement cost, Facility Management will advise the owner
(division) and will destroy (cut up) the ladder and place the remains in the trash.

Division Manager, Facility Management (FM) is responsible for assuring that any defective ladders,
reported via work orders, are inspected, repairs estimated, and repairs made, if feasible. (If the
required parts are available, and parts and labor do not exceed 50% of cost replacement ladder of
same type, size, etc.)

OSH Manager, as the facility DSHO, is responsible for assuring compliance with this program by
conducting periodic on site ladder inspections.

Employees: All employees who use portable ladders are required to make a visual inspection of the
ladder they use each day the ladder is used. Employees shall not use a ladder with an obvious
defect.

2. PROCEDURES:

A.

All portable ladders will be self inspected by the owners (using division). Inspections will be
accomplished semi-annual. All persons assigned to inspect ladders will use the report form and
instructions contained on the forms, attached.

. Ladder inspection report forms are available in this policy.

Inspection decals, and "Danger-Do Not Use" tags will be provided by the OSH Section, extension
46488.

. Upon completion of each semi-annual ladder inspection, one copy of each ladder inspection report

form will be forwarded to the OSH Specialist.





SEMI-ANNUAL SELF INSPECTION PROGRAM FOR LADDERS
Shop Report - Return this form to OSH Section (00S) when completed. Keep one copy for your records.
Date: Shop/Dept.: Inspector:

INSPECTION CHECKLIST FOR LADDERS:
Portable Wood Stepldr Portable Fiberglass Ldrs Metal Extn Ldrs Portable Metal Step Lrs Wood Extn. Ladders Fiberglass Extn Ldr

Safety Feet Steps or Step or Rung Rivets and | Rails - Wood - Spreader | Other Inspectors Marks
in Place? Rungs Supports Bolts L0O0Se Splinters? s Loose? | Defects
Ladder Description Condition? Loose?, Loose? Loose? Hinge Shake? Decay? | Lock-
Cracks? Missing? Broken? Joints? Splits? OK?

A. All ladders will be numbered starting with #1 for each shop/Dept., i.e. 138 Electric Shop No. 1.
B. Inspector will initial, date, and affix inspection decal after completing checklist only if ladder passes inspection. See sample on reverse for
acceptable decal type.

C. Inspector will tag ladder, “Do Not Use”, and remove from service if ladder fails inspection. Ladder has failed inspection if a defect is noted
in any column above.

D. Inspector will note OK in each block above for each ladder, note NO if defect is found on the item. Explain as necessary in remarks
column. (Repair shop, junked, etc.).

E. Inspector will return this completed checklist to shop or Department Supervisor.

F. Unit Supervisor will prepare work orders for ladder repairs, if repair is feasible. Facility Management will repair ladder. If not repairable,
Facility Management will destroy the ladder.

G. For numbering ladders, use indelible felt tip marker.

H. Prepare this form in duplicate. Keep duplicate in shop file noted “Ladder Inspections”.
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Appendix D

ELECTRICAL SAFETY REQUIREMENTS FOR EMPLOYEE WORK PLACES

1. REGULATORY REQUIREMENTS: OSHA 29 CFR 1926.950-960, 29 CFR 1910 Subpart S, NFPA 70-E
and VHA Directive 2000-046.

2. POLICY:

A. This appendix addresses those electrical safety requirements for employee work places which are
necessary for the safeguarding of VA employees. These requirements apply to all VAMC owned
and leased components of electrical power distribution installations as noted in 2 B below.

B. Electrical power distribution installations:

(1) Electrical conductors and equipment installed within or on buildings or structures, grounds,
streets, parking lots and VAMC substations.

(2) Conductors that connect the above B(1) installations to a supply of electricity; i.e., all wires,
cables, transformers, capacitors, and switches and all other outside components located on
VAMC premises which are owned and maintained by VAMC.

C. This program document does not apply to the following:

(1) Electrical power distribution equipment located on VAMC premises, which is owned, controlled
and maintained by any public electric utility.

(2) VA owned or leased patient care and non patient care electrical equipment which is covered by
VAMC Memorandum FM-134, Electrical Safety Program.

(3) Employee owned electric appliances or equipment used on VAMC premises, which are
covered by VAMC memorandum FM-134.

3. RESPONSIBILITIES:

A. The Division Manager, Facility Management (FM) is responsible for compliance with this program as
follows:

(1) Providing and purchasing the required personal protective safety equipment needed by Facility
Management employees engaged in electrical system construction and/or maintenance of
system components noted in Paragraph 2 B above and also, as specified in the most recent
edition of NFPA 70E.

(2) For monitoring compliance with this program, including the VAMC lockout - tagout policy and
procedure as specified in Facility Management Memorandum FM-25 and OSHA 29 CFR 1910.
Final rule "Control of Hazardous Energy Sources Lockout -Tagout,” as specified in NFPA 70E
most recent edition.

(3) Required to provide employee training as follows:





@)
(b)

(©)

(d)

An annual review of VAMC Memorandum 00S-83, Appendix D.

An annual review of current edition of NFPA 70E, Part |, General Requirements for
Electrical Installations, Part Il, Safety Related Work Practices, and Part Ill, Safety Related
Maintenance Requirements.

Having printed or electrical copy of NFPA available to each Facility Management
employee who performs maintenance or construction work involving electrical system
components described under Paragraph 2 B (1) of this memorandum.

Documenting the training under (3)(a thru c) above by employee signature on Employee
Training Record (i.e. rosters) which will be kept in Electrical Safety Training Safety File in
Facility Management.

4. PROCEDURES:

A. Current edition of NFPA 70E, Safety Related Work Practices, shall be followed by all Facility
Management employees who are exposed to electrical hazards in the course of their duties.
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Appendix E
USE OF PERSONAL RADIOS BY EMPLOYEES

1. PURPOSE: To state Medical Center policy concerning use of personal radios and similar devices
during working hours.

2. POLICY:

A. Use of personal radio(s) within administrative areas is permitted at the discretion of Division
Managers. These devices may be permitted if they do not interfere with work because of volume, or
otherwise distract people in the area, or create a physical or electrical safety hazard (tripping over
cords).

B. The use of personal radio and similar devices using headphones is permitted during breaks, lunch or
other non-work activity, provided the use does not disturb other employees, visitors, patients or

others. The volume must be low enough that only the listener can hear the music or sound from the
personal radios and similar devices.

C. Prohibited Use:

(1) The use of any personal radio, tape player or similar device worn or carried on the person of
any employee while the employee is working or is within the assigned work location.

(2) Placing the personal radio or device on desk, cart, truck, car seat, or on a lawnmower or other
equipment, or elsewhere within the work area and connecting the headphones to the listener's
ear by a cord reaching from the device to the employee/listener while the employee is working
or in the assigned work location.

3. RESPONSIBILITY:

A. Division Managers are responsible for implementing this policy within their service.

B. Supervisors are responsible for enforcing the above policy on personal radios and similar devices.
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POLICY FOR WORK STOPPAGE IN IMMINENT DANGER SITUATIONS

1 Background:

A.

The U.S. Department of Labor, Occupational Safety and Health Administration, (OSHA) has defined
"Imminent Danger" as "any conditions where there is reasonable certainty that a danger exists that
can be expected to cause death or serious physical harm immediately, or before the danger can be
eliminated through normal enforcement procedures”. Serious physical harm under the OSHA
definition has been interpreted to include health hazards as well as safety hazards.

2. Policy:

A.

It is the policy of VAMC Milwaukee that the Occupational Safety & Health Section is authorized by
the Medical Center Director, in the positions as noted below, hereinafter have been delegated
authority to stop work when "imminent danger” situations are known to exist (under the definition in
1(A) above).

1) Occupational Safety and Health Manager

2) Industrial Hygienist

3) Occupational Safety and Health Specialist

Confirmation of work stoppage.

1. It shall not be necessary to test or confirm a suspected imminent danger condition before
ordering a work stoppage. The testing and confirmation of the hazard will be done after the work
has been stopped and the workers are no longer exposed to the potential hazard.

2. When the person who ordered the work stoppage has tested and confirmed that the imminent
danger condition has been corrected, he/she shall immediately notify the person or persons with
authority to order the resumption of work.

Examples of "Imminent Danger" conditions for which the individuals appointed and authorized in
2(A) above, include, but are not limited to the following conditions/situations:

1. Workers entering or being in unsloped/unshored, or inadequately sloped/shored trenches or
excavations which may cave in.

2. High work without fall protection or with inadequate fall protection in place.

3. Exposure to an electrocution hazard.

4. Actual or suspected exposure to extremely toxic gases, vapors, fumes or mists (such as
ethylene oxide gas, cyanide gas etc.); or, hazardous solids or liquids (asbestos, strong acids,

etc.).

5. Suspected or confirmed exposure to Heat or Cold Stress.
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MEMO # TITLE REVIEW MONTH
00S-24 Fire Prevention and Fire Protection Program March
00S-69 Corridor Usage for Displays/Distributions June
00S-83 Safety Program March
00S-94 Laser Safety Program March
Cs-119 Use of Ethylene Oxide (Referenced in 00S-194, February

Appendix K)
00S-123 Hazard Communication Program January
ClOo134 Electrical Safety Program November
00S-135 Radiation Safety Program January
00S-136 Environment of Care Council January
00S-137 Waste Anesthetic Gas Control Program April
00S-145 Radiation Safety Committee February
HRM-155 Employee Health Services April
00S-158 TB Respiratory Protection Program January
00S-194 Industrial Hygiene Program May
00S-226 Safe Use of Compressed Gas Cylinders September
00S-233 Safe Handling of Hazardous Medications January
00S-238 Lead Management Program December
00S-239 Medical Center ALARA Program January
00C-248 Incidents Involving Beneficiaries February
00S-252 Bulk Oxygen System Management March
00S-257 Eye Examination for Personnel Involved In Use January

of Medical Lasers (Class 3B & 4)

00S-266 Latex Allergy Sensitivity Program October
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