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2BSafe Reporting


CMC’s Quality & Safety Event 
Reporting System







Introduction


 2BSafe has 2 modules – one for feedback and 
one for incidents.


 The Feedback Module is overseen by CMC’s 
Patient Experience Department and is used for 
patient feedback such as patient grievances


 This education is focused on the incident 
modules which is used for quality and safety 
event reporting
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Why Report Quality and Safety Events?


 CMC strives to enhance the safety of patients, 
visitors, and employees, and to minimize 
financial loss to CMC.  


 CMC supports a culture of safety, which 
empowers staff to identify unsafe systems and 
processes.


 2BSafe reporting is used to help accomplish 
these important objectives through detection, 
evaluation, and prevention.


7/19/2021 3







2BSafe Quality and Safety Reporting


 What to Report: 


• Anything that occurs outside the normal process


• Anything that has the potential to cause harm


• Near miss events (that were avoided by chance not 
by safe systems)


 Who Can Report:


• Anyone and everyone!


4







2BSafe Reporting (cont’d)
Don’t use 2BSafe as a replacement for communication with your colleagues.  
However, do use 2BSafe following an incident or event to report the following:


 Incidents affecting patients:
 Blood/blood products
 Corporate compliance
 Documentation and data accuracy
 Equipment/instrument/device
 Falls
 High risk events
 HIPAA incidents
 Lab events
 Medication errors
 Neonatal care
 Obstetrical  care
 Safety/behavioral
 Security (to be completed by security 


department)
 Skin integrity
 Treatment/procedure


 Incidents affecting staff:
 Corporate compliance
 Employee injury – includes falls*
 Security (to be completed by security 


department)
 Incidents affecting visitors, contractors or 


members of public:
 Fall (visitor, contractor and member of 


public)
 Safety/behavior (affecting 


public/visitors)
 Security (to be completed by security 


department)
 Incidents affecting the organization:


 Corporate compliance
 Internal organizational event
 Security (to be completed by security 


department)
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Only use corporate compliance 
for corporate compliance issues 
like government fraud, false 
claims, or fraudulent billing.


*Remember Employees Falls are reported under Employee Injury even if you fell and you are not injured.







Process to Enter a 2BSafe Report:
CMC Intranet > Click “2BSafe Incident/ Event Entry”
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Process to Enter a 2BSafe Report (cont’d):
Use the dropdown menus to identify the Incident Type 
- Please note the Event Type used for Condition H
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If the Incident involves a patient, be sure to identify the patient!!







Process to Enter a 2BSafe Report (cont’d):
Enter the People Involved
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The red asterisks indicate 
a required field







Process to Enter a 2BSafe Report (cont’d):
Enter the Description… Only the Facts
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The do’s and don’ts when describing the event


 Do include facts


 Don’t blame


 Don’t use terms like negligent, below the 
standard of care, or other types of negative 
conclusions


 Do identify people involved in the event


 Do submit the report as quickly as possible
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What Happens Next….


 Email notification to the reporter, Performance 
Improvement, and Risk Management


 Events assigned to Handlers


 Investigation directed by applicable Director(s), 
Performance Improvement Specialists, and others


 Oversight by Risk Management, Performance 
Improvement, and others


 Action Plans and Implementation, as applicable


 Event Closure


 Tracking and Trending
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2BSafe Reporting and Confidentiality 


 All CMC employees, no matter 
what your role, are responsible 
for completing incident and 
event reports, notifying your 
Director of unusual occurrences, 
and cooperating with the 
investigation when needed
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 2BSafe Reports can be submitted anonymously.







Thank you!








AIDET







What is the Patient Experience?


The patient experience 
is the sum of all 
interactions, shaped by an 
organization's culture, 
that influence patient 
perceptions across the 
continuum of care.


Emergency 
Department 


Inpatient 


Physician 
Office 


Outpatient 
Services & 


Therapy


Urgent Care 







Why Patient Experience is a priority


 National Standardization of Measurement: 
HCAHPS (Hospital Consumer Assessment of Healthcare Providers 


and Systems)


 Transparency: Hospital Results with Star Ratings 


 Payment Reform: Value Based Purchasing 


 Related to better patient outcomes


 Is the right thing to do! 


3







What is the HCAHPS Survey?
HCAHPS (the Hospital Consumer Assessment of Healthcare
Providers and Systems) is a patient satisfaction survey
required by CMS (the Centers for Medicare and Medicaid
Services) for all hospitals in the United States. The Survey
is for adult inpatients, excluding psychiatric patients.
Press Ganey administers the survey to our patients shortly 
after discharge.


Why is HCAHPS important?


The survey and its results are important for several reasons:


 The survey is the voice of the patient – it gives CMC a view into the 
patient’s perception of the care we provide.


 The survey results are publicly reported on the internet for all to see – so 
results impact our reputation.


 The government will reimburse us on results – so, excellent survey 
performance keeps the hospital financially strong.


Patient
surveys help
us hear the
voice of our
patients and


families!







What does the HCAHPS survey ask about?


 Doctor Communication - respect, listening
 skills and communication ability of doctors.
 Nurse Communication - respect, listening
 skills and communication ability of nurses.
 Staff Responsiveness - answering call bells
 and responding to toileting needs
 Hospital Environment - cleanliness and
 quietness of the hospital.
 Pain Management
 Medication Communication – explaining
 medications to patients
 Discharge Information – preparing patients
 to leave the hospital.
 Food Services – quality of food and the
 courtesy of those who serve it.
 Overall Rating of the Hospital – rating the
 hospital on a scale of 1-10.







What is the rating scale of the HCAHPS survey?


Patients are asked to rate us on these questions using the following scale:


NEVER - SOMETIMES - USUALLY – ALWAYS


No – YES, SOMEWHAT – YES, DEFINITELY


Only the percentage of those who rate us ALWAYS and YES, DEFINITELY for 
these questions are publicly reported.


The rating scale is based on the frequency and consistency of how we address 
the areas on the survey. For example: “How frequently was your bathroom 
kept clean?” Or, “How frequently did the physician or nurse communicate 
with you in a way that you understood?”


Excellence Every Day for our patients and families means striving to provide excellent service,  
ALWAYS.







Compassion is the 
foundation for building an 


Exceptional Patient 
Experience







Compassion & Empathy


 Patient care is more than just healing -- it's 
building a connection that encompasses 
mind, body, and soul.  It is the human 
connection to patient care.


• Cleveland Clinic,  2013







First Impressions


Good first impressions build trust 
and confidence in patients, visitors, 
staff and our colleagues. 


Within the first few moments of 
meeting you, these people will form 
an opinion of you.


Right or wrong, that opinion may 
greatly influence your ability to do 
your job.







First Impression


 Did you know it only takes 7 seconds to 
make a first impression


 How many chances do you get to make a 1st


impression?







DIMENSION COMMUNICATION CUE FACE-TO-FACE OVER THE PHONE


VERBAL
Choice 


of WORDS


% of what people 
believe is based on 


the words they hear


% of what people 
believe is based on 


the words they hear


VOCAL
TONE


of voice


% of what people 
believe is based on 
how the words are


spoken


% of what people 
believe is based on 
how the words are 


spoken  


VISUAL
LOOK


of the communication


% of what people 
believe is based on 
what people see in 


another person 


% of what people 
believe is based on 
what people see in 


another person 
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Send The RIGHT Message







AIDET is a framework of communication that 


we can use with patients, their family 


members and one another to reduce anxiety 


and improve perception of care and service. 


=
Decreased 


Anxiety
+ Improved experience


Increased 
Engagement







A Acknowledge


I Introduce


E Explanation


T Thank You


D Duration


Focus on the 


“A” and “I” to show courtesy 


and respect to people.


Focus on the 


“D” and “E” to keep people 


informed.


5 Fundamentals of AIDET
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WHY should we use it with Patients?


1. Reduces patient and family anxiety by establishing 
trust


2. Improves compliance for better outcomes because 
patients will cooperate more readily with their plan 
of care as a result of that trust


3. Clear communication creates a safe environment to 
receive care


4. AIDET® helps us build customer loyalty; we want to 
be their preferred healthcare provider of choice







WHY should we use it with Co-workers?


1. Reduces co-worker anxiety about whether or not 
they can count on you by establishing trust


2. Improves teamwork because colleagues will 
cooperate more readily with you as a result of that 
trust


3. Clear communication creates a more efficient, 
helpful, and healthier work environment


4. AIDET® helps build loyalty to one another; we want 
to feel good about the people we work with and for







Samples


 External customer:


• “Hello. I’m Cindy, one of the employees at (facility). 
You look a little lost. Can I help you find something?” 


 Internal customer:


• “Hello. I’m Cindy from Accounting. You look upset. 
Can I help you with something?” 







Smile – it can be seen and heard! 


Pitch – vary the pitch of your voice and avoid dull 
monotones


Volume – speak loud and clearly to indicate confidence and 
commitment to the patient


Emphasis – emphasize certain words during the 
conversation to convey meaning and importance  


Enthusiasm – sound interested by asking questions


Vocal - Tone of Voice







When greeting someone in person, always say:


 “Good (Morning). How may I help you?” 


• A visible name badge at shoulder level can play an active part of 
introduction


 Brief interactions:


• Listen to need. Provide assistance.


 After a more prolonged interaction, ask the customer the 
following:


• “Is there anything else I can do for you today? Okay, my name is 
Sarah. If you have more questions, just ask for me, but any of 
our employees will be happy to help you!” 







When answering the phone, always say:


 “Thank you for calling (Your Department). This is  __________.  
How may I help you?” 


 Always ask the name of the person calling if they don’t give it 
first:


• “May I ask who is calling, so I can personalize the call?” 


 After a request is met, ask the customer the following:
“(Customer’s Name) is there anything else I can do for you?” 


• When completing the call, say: “Thank you for calling 
(hospital or department).”







Its not about memorizing or scripting…


 Communication with Authenticity


 How well did we treat patients with courtesy 
& respect


 How carefully did we listen to patients?


 How well did we explain things in a way 
patients can understand?







Benefits of managing-up


 Saying positive things about self


 Builds confidence and trust in patients and 
coworkers


 Creates a good impression of leadership


 Saying positive things about others


 Builds confidence in patients and employees


 Creates a good impression of teamwork







Key Words Customers  do NOT like to hear


 Cant, but, no, policy


 You know how Corporate is


 It’s not my job (problem)


 We are short-staffed


 No one told me you were here


 We can’t get good help


 That’s not my patient







Key Words Customers like to hear


 What we can do is…


 Certainly, I’ll be happy to… 


 It’s my pleasure


 Thank you 


 May I help you?  Or what can I do for you right now?


 I can find the person who would best help you with that…


 Here is what I can do to get you what you need…


 I do apologize for the delay, let’s get you settled.







Thank you!








Ethics and Religious Directives 
Advanced Directives 







Ethics


• The ethics code followed by CMC and all Catholic 


hospitals and health care institutions is called the Ethical 


and Religious Directives for Catholic Health Care 


Services (“ERDs”).  All employees, volunteers, and board 


members of CMC and others providing services at CMC 


must adhere to the ERDs.


• The ERDs contain 72 directives pertaining to the social 


responsibilities of the organization, pastoral care, the 


professional-patient relationship, beginning of life issues, 


end of life issues, and partnerships with other health care 


organizations and providers.







Ethical and Religious Directives of 


Catholic Health Care Services


Social Responsibility  of Catholic Health Care


5  Normative  Social Principles of Catholic Health Care


1. Commitment to promote and defend human dignity


2. Health care for the poor, the uninsured and the 
underinsured


3. Contribution to the common good


4. Responsible stewardship of available health care resources


5. Catholic health care does not offend the rights of the 
individual conscience by refusing to provide or permit 
medical procedures that are judged morally wrong by the 
teaching authority of the Church.







ERDs


Pastoral and Spiritual Care


• The care offered is not limited to the treatment of a disease or 
bodily ailment. It embraces the four aspects of the human 
person:


– Physical


– Psychological


– Social


– Spiritual Dimension


• Roman Catholic Priest are available 24 hours a day, 7 days a week to 
offer the Sacrament of the Anointing  of the Sick.


• Through the Pastoral Care office, chaplains are available to meet the 
spiritual needs of CMC patients.







ERDs


Beginning of Life Issues 


• Abortion, that is, the directly intended termination of a 
pregnancy before viability or the directly intended 
destruction of a viable fetus is never permitted, nor are  
referrals for an abortion (ERD 45).


• Direct sterilization (ERD 53), In Vitro Fertilization, IVF 
based procedures (ERD 40, 41) are not permitted in Catholic 
Health Care Institutions nor are referrals for such services.


• Catholic health institutions may not promote or condone 


contraceptive practices” (ERD 52). 







ERDs


Beginning of Life Issues 


• A referral is an action that directs a patient to a specific health 
professional for a specific purpose based on the professional 
judgment of the referring agent. A referral is to be 
distinguished from the provision of general information that is 
accessible in the public domain and is provided on the basis of 
legal requirements.


• Operations, treatments, and medications that have as their 
direct purpose the cure of a proportionately serious 
pathological condition of a pregnant woman are permitted 
when they cannot be safely postponed until the unborn child is 
viable, even if they will result in the death of the unborn child 
(ERD 47).







ERDs


End of Life Care


One should avoid two extremes: 


1. Insistence on useless and burdensome technology when a 
patient legitimately wishes to forego it and feels it do not 
offer a reasonable hope of benefit, entails an excessive 
burden or impose excessive expense on the family or the 
community (Ethically disproportionate care) (ERD 57).


2. Withdrawal of technology that has a reasonable hope of 
benefit (Ethically proportionate care) (ERD 56).







ERDs 


End of Life Care


Artificial Nutrition and Hydration


• “In principle, there is an obligation to provide patients with 


food and water including medically assisted nutrition and 


hydration for those who cannot take food orally… medically 


assisted nutrition and hydration become morally optional 


when they cannot reasonably be expected to prolong life or 


when they would be “excessively burdensome for the patient 


or [would] cause significant physical discomfort, for example 


resulting from complications in the use of the means 


employed.” (ERD 58)







ERDs


Partnerships with Other Health Care Providers


• “Decisions that may lead to serious consequences for 


the identity or reputation of Catholic health care 


services, or entail the high risk of scandal, should be 


made in consultation with the diocesan bishop.” (ERD 


67)


• “Any partnership that will affect the mission or 


religious and ethical identity of Catholic health care 


institutional services must respect church teaching 


and discipline.” (ERD 68)







Clinical Ethics Services


• The ERDs make clear that “ethics consultation should be available 
to assist by advising on particular ethical situation.” (#37) 


• Any patient, family member, or care team member may request an 
ethics consultation at CMC by dialing O to make the request.


• Ethics consultation involving the Director of OCI and/or ethicist 
consultant, and/or the CMC Ethics Committee is available in four 
ways: 


(1) Impromptu Ethics Advisory


(2) Care team meetings,


(3) Family/ care team meetings,


(4) CMC Ethics Committee consultation a simple informational 
question to a full review.







Advance Directives
• Catholic Medical Center is required by Law as well as the Ethical and 


Religious Directives for Catholic Health Care Services to ask all individuals 


being admitted if they have Advance Directives. For Catholics the Three 


Beliefs, A Catholic Guide on Durable Power Attorney for Health Care in 


New Hampshire, is available through the Office of Catholic Identity.


• What is an Advance Directive? An advance directive is a legal document 


written in advance of an incapacitating illness, which allows patients to state 


their preferences about medical care. 


• What is a Living Will? A Living Will is a set of written instructions by a 


patient for the physician which state that life-sustaining treatment should not 


be administered if the patient is in a terminal condition and near death or is 


permanently unconscious. The Living Will also gives instructions on the use 


of medically administered nutrition and hydration (“MANH”).   







Advance Directives


• What is a Durable Power of Attorney for Health Care 
(“DPOAH”)? Durable Power of Attorney for Health Care is a 
document in which a patient names another person to act as a 
Health Care Agent to make medical decisions should the patient 
become incapacitated.  It also includes the patient’s instructions 
about life-sustaining treatment and MANH.   According to the 
Three Beliefs this is the preferred option for Catholics. 


• Can a Health Care Agent override a patient’s decisions to forgo or 
continue life-sustaining treatment and MANH?  Yes.  An agent 
can override these decisions as long as the DPOAH document 
specifically provides the Agent with the authority to make 
decisions about these options in the appropriate sections of the 
document.







Organ Donation


• Organ donation is encouraged in the ERDs and in 
Catholic teaching:  “Organ donation after death is a 
noble and meritorious act and is to be encouraged as an 
expression of generous solidarity” (Catechism of the 
Catholic Church, n. 2296).


• CMC policy is to inform the New England Organ Bank 
(NEOB) of all deaths, including impending deaths 
determined neurologically, and to invite every potential 
donor family to authorize an organ donation in 
accordance with CMC policy.







Organ Donation


• The high respect that CMC has for the religious beliefs and 
cultural values of its patients extends to the issue of organ 
donation.  Patients and families may have religious beliefs that 
place restrictions on organ donation, or they may have cultural 
apprehensions about donation.


• In their communication with patients and families, CMC staff 
must show sensitivity for particular religious and cultural 
beliefs and attitudes regarding organ donation. When 
appropriate, family clergy and/or the Director of the Office of 
Catholic Identity should be included.








Age Specific Competency







Objective


 Describe age-specific care at each stage of 
life
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Age Specific Competency


 Why? 


• Knowledge of growth and development promotes 
patient-centered care during each stage of life







Growth and Development


 Babies, toddlers & school-aged children 
develop new skills/abilities as they age


• each child develops at an individual pace


 identifying delays early, provides an opportunity to 
more effectively intervene & treat


 Adult development is influenced by age & life 
experience







Definition of Age Groups


 PLEASE NOTE:


• This power point summarizes age-specific care


 approximate ages are listed for each stage


• Individual CMC policies may define ages 
differently. 


• Always refer to CMC policy first for information 
related to patient care.







AGES & STAGES 
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Birth to 3 Years  of Age


 Time of rapid growth & development 


 Promote cognitive development 


• talk, smile, laugh 


• read to boost vocabulary


 Create a safe environment
• examples include:


 supervised short periods of “tummy time”


 add safety latches, outlet protectors, gate stairways & avoid 
loop cords on window coverings 


 Age-specific care:  


• provide opportunity to play, encourage child to 
communicate







Children 4-6 Years of Age 
 More independent, memory improves & active imagination


• able to dress and toilet self 


 Promote cognitive development 
• state rules as needed


• provide praise & rewards


 Create a safe environment
• promote handwashing


• encourage use of seat belt & helmets


• pool safety


 Age-specific care:  
• use games to promote learning 


• allow child to make some decisions 


 example: “which finger shall we use to check your oxygen level?”







Children 7-12 Years of Age 
 Growth occurs slowly until the onset of puberty


 More aware of themselves as individuals 


• focus on being responsible & “doing it right”


 Promote cognitive development 


• provide tasks that can successfully be completed 


 offer praise


• share strategies for conflict resolution such as:


 acknowledging emotions, active listening & compromise


 Age-specific care:  


• allow child to make some decisions 
 example:  “which arm shall we use to check your blood pressure?”


• guide child in making healthy lifestyle choices 
 example:  choosing water over soda 







Teenager-20 Years of Age 


 Growth occurs in “spurts”


• matures physically 


 Seeks privacy, respect & acceptance


 Age-specific care:  


• avoid authoritarian approach


• encourage questions & maintain open 
communication 


• promote sexual responsibility 


• discourage risk taking
 advise against substance use & disorderly 


conduct







Adults 21-39 Years of Age 


 Reaches physical & sexual 
maturity


 Sets career goals & chooses 
lifestyle


 Age-specific care:  


• support health care decisions 
& promote wellness
 encourage nutrition & exercise


 encourage strategies to reduce 
stress







Adults 40-60 years


 Begins to age & may develop health problems


 Developmental Changes 


• slower reflexes


• change in senses 


• hormonal changes 


 Age-specific care:  


• encourage nutrition & exercise


• encourage strategies to reduce stress







Adults 64-75 Years of Age


 Aging is noticeable
• memory may start to decline 


• stamina & physical abilities begin to 
decline


 Age-specific care:  
• encourage acceptance of aging 


 focus on strengths not limitations


 screen for depression 


• promote physical & social activity


• encourage nutrition & exercise


• promote safety & avoidance of falls


• support end-of-life decisions  







Adults 80 Years of Age & Older


 Cognitive & physical abilities decline


 Age-specific care:  


• encourage conversation about  life, 
grief, fears & loss


 screen for depression 


• support physical, mental & social 
activity


• support end-of-life decisions  


• promote safety 


 eliminate fall hazards


 medication safety 


• example:  


• monitor for side effects/polypharmacy







References 
Aites, J. & Schonwald, A. (2020, January) . Developmental-behavioral surveillance and screening in primary care.  


UpToDate.  https://www.uptodate.com/contents/developmental-behavioral-surveillance-and-screening-in-primary-
care?search=developmental%20milestones%20children&source=search_result&selectedTitle=1~150&usage_type=d
efault&display_rank=1


MARCHCMS (2020, October). Medicare Wellness Visits.  https://www.cms.gov/Outreach-and-Education/Medicare-
Learning-Network-MLN/MLNProducts/preventive-services/medicare-wellness-visits.html


Orenstein G. & Lewis, L. (2020, November).  Erikson’s Stages of Psychosocial Development. 
https://pubmed.ncbi.nlm.nih.gov/32310556/


UF Health  (2017).  What are Age-Specific Competencies? https://ufhealthjax.org/volunteer/new/documents/age-specific-
competencies.pdf


US Department of Health and Human Services (2014, March) . Birth to 5:  Watch me thrive! A Compendium of Screening 
Measures for Young Children.  https://www.cdc.gov/ncbddd/actearly/pdf/BIRTH-TO-5-WATCH-ME-THRIVE-P.pdf


7/19/2021 15



https://www.uptodate.com/contents/developmental-behavioral-surveillance-and-screening-in-primary-care?search=developmental%20milestones%20children&source=search_result&selectedTitle=1~150&usage_type=default&display_rank=1

https://www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-MLN/MLNProducts/preventive-services/medicare-wellness-visits.html

https://pubmed.ncbi.nlm.nih.gov/32310556/

https://ufhealthjax.org/volunteer/new/documents/age-specific-competencies.pdf

https://www.cdc.gov/ncbddd/actearly/pdf/BIRTH-TO-5-WATCH-ME-THRIVE-P.pdf






Obesity: Understanding Causes, Addressing Healthcare Bias







Objectives 


▪ Improved understanding of:


• Prevalence and causes of obesity


• Impacts of bias in healthcare


• Resources for CMC patients 


and employees







What is Obesity?


130lbs = BMI 22 152lbs = BMI 26 175lbs = BMI 30 205lbs = BMI 35 234lbs = BMI 40


NORMAL BMI


BMI 18.5-24


OVERWEIGHT BMI


BMI 25-29


CLASS I OBESITY


BMI 30-34


CLASS II OBESITY


BMI 35-39


CLASS III OBESITY


BMI ≥ 40


BMI = Weight in Kg/(Height in M)2


Example based 


on 5’4” patient:







Additional Indicators of Obesity


• Waist circumference:


Women  35 in


Men  40 in


• % Body Fat:


Women  32%


Men  25%







Prevalence of Obesity


▪ World-wide:


Rates of Obesity have tripled since 1975


2016: 13% of adults with Obesity


▪ United States:


2017-2018: 42% of adults with Obesity


Projected 2030 prevalence: 48.9% of adults with Obesity







Obesity & COVID-19:


• CDC data illustrates that:


• the prevalence of adult obesity is increasing 


• racial and ethnic disparities persist


• adults with obesity are at heightened risk for 
severe outcomes from COVID-19


• increased risk of severe illness, hospitalization, 
and death


CDC, 2020



https://www.cdc.gov/media/releases/2020/s0917-adult-obesity-increasing.html





Definition of Obesity


A chronic, relapsing, multifactorial, neurobehavioral disease, 


wherein an increase in body fat promotes adipose tissue 


dysfunction and abnormal fat mass physical forces, resulting 


in adverse metabolic, biomechanical, and psychosocial 


health consequences.


American Medical Association, 2013







Causes of Obesity: A multifactorial disease


Causes include a combination of:


• Genetics and Epigenetics


• Hormones


• Neurologic factors


• Gut Microbiome


• Metabolism


• Environment: Nutrition, physical activity, stress, sleep, medications







Health Effects of Obesity:
Including but not limited to the following


Mental Health
Depression


Anxiety


Insomnia


Stroke
GERD


Cardio/Metabolic Syndrome


Diabetes


Dyslipidemia


Hypertension


Metabolic syndrome


Pancreatitis


Pulmonary disease
Abnormal PFTs


Obstructive sleep apnea


Hypoventilation syndrome


Nonalcoholic fatty liver disease
Steatosis


Steatohepatitis


Cirrhosis


Gall bladder disease


Gynecologic abnormalities
Abnormal menses


Infertility


Polycystic ovarian syndrome


Stress incontinence


Osteoarthritis


Skin
Lymphedema


Poor wound healing


Psoriasis Gout


Cancer
Breast, Uterus, Cervix


Colon, Esophagus, Pancreas


Kidney, Prostate


Phlebitis
Venous stasis


Premature Death







Evidence-Based Obesity Treatments


There are multiple effective treatments for obesity:


• Bariatric Surgery (Indicated for BMI≥40 or ≥35 with obesity-related medical 


condition)


• Anti-obesity Medications (Indicated for BMI≥30 or ≥27 with obesity-related 


medical condition)


• Endoscopic Procedures


• Meal Replacements


• Lifestyle Changes







Healthcare Bias and Obesity:
Defining the problem


• Bias can have a negative impact on the quality of healthcare for patients with 


obesity


• Patients with obesity are a common target of negative attitudes and derogatory 


humor by health care trainees, providers, and instructors


• Patients with obesity can be reluctant to seek preventive healthcare and may 


cancel/delay necessary appointments due to embarrassment (Embarrassed to be 


weighed, inadequate equipment)


• Weight loss attempts are less successful when patients perceive that their primary 


care providers judge them on the basis of their weight


• Weight discrimination correlates with 60% increased risk of dying, independent of 


BMI







Healthcare Bias and Obesity:
Defining the problem


Treatment Bias:


• 82% Patients  feel “completely responsible” for weight loss


• Bariatric surgery: <1% of eligible patients are treated


• Anti-obesity medication treatment: 1-2% of eligible patients are treated


• Compare this to Diabetes treatment: 86% of adults diagnosed with type 2 diabetes receive 


treatment with medication







• Use patient-preferred terms: Weight and BMI45


• Use patient-centered language: “Patient with obesity/overweight” rather than “The 


obese/overweight patient”


• Be mindful and respectful when assessing appropriate equipment needs: See the 


NEWMI Intranet page for bariatric equipment


• Use Body-positive images in print/digital media and presentations: 


http://www.uconnruddcenter.org/media-gallery


• Address obesity as you would any disease: with appropriate sensitivity and medical or 


surgical referrals/treatment


Healthcare Bias and Obesity:
Addressing the problem



http://www.uconnruddcenter.org/media-gallery





Resources for Obesity Care and Treatment


• CMC’s New England Weight Management Institute


Dartmouth Commons


769 S Main St


Manchester, NH 03102


(603) 663-7377


• Obesity Medicine Association: Obesitymedicine.org


• The Obesity Society: Obesity.org


• American Society for Metabolic and Bariatric Surgery: ASMBS.org



https://obesitymedicine.org/

https://www.obesity.org/

https://asmbs.org/






Corporate Compliance


Contacts
Jessica Arvanitis x6651


Deputy General Counsel & Executive Director of Corporate Compliance


Laurie Beth Pliakos x8762
Associate General Counsel & Contracts Manager


Vicki Watson x1997
Compliance Auditor & Educator







Introduction


What does the Compliance Department do? 


• We work with everyone at CMC to prevent fraud, waste, and abuse and to 
ensure that we have centralized processes in place to prevent, detect, correct, 
and/or report these things. 


• Nobody is an expert in all of the laws, regulations, and standards that apply to 
us here at CMC, but we use policies, education, audits, other monitoring, 
responsiveness, reporting, and discipline as necessary to ensure compliance in 
important areas. 


Who is responsible for compliance at CMC? 


YOU! 


• We depend on you to do the right thing at all times and also be our eyes and 
ears within CMC to report concerns so that we can work together to remain 
compliant! 


• We are available to talk to staff members at all levels at all times, and we 
encourage you to reach out to us with concerns. 
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Compliance Overview 


Where can I find information about CMC’s compliance requirements? 


• CMC’s “Standard of Business 
Conduct,” also known as “The Code,” 
outlines compliance topics and CMC’s 
minimum standards of ethical 
behavior. 


• The Code is available on the intranet
on the “Corporate Compliance” page.


• CMC is committed to the highest 
standards of business conduct, so 
each year during your evaluation, you 
will be required to confirm that you 
understand the Code. 


7/19/2021 3







Reporting 


How do I contact the Compliance Department? 


• The following contact information is available in the Code, on CMC’s intranet 
site, and on posters displayed in staff areas throughout CMC. 


• You may also file a 2BSafe Incident Report via CMC’s intranet. 
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Non-Retaliation


Will I get in trouble for reporting? NO! 


• CMC has a very strict non-retaliation policy supported by Senior Management, 
meaning you cannot be penalized for reporting any types of issues or concerns 
in good faith. 


• Details of CMC’s non-retaliation policy are highlighted in the Code and set forth 
in a policy titled, “Compliance Reporting & Non-Retaliation.” 


• Any supervisor, manager, employee, or medical staff member who conducts or 
condones retaliation, retribution, or harassment in any way will be subject to 
discipline, up to and including termination. 


• Any employee, physician, or other individual who provides care, treatment, or 
services and who has concerns about the safety or quality of care provided in 
the organization may report these concerns to the Joint Commission and will 
not be retaliated against for doing so. 


If you ever feel retaliated against, please contact the Compliance 
Department. We will support and assist you! 
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A quick overview of a few 
important topics related to 
Compliance…







Billing, Coding, and Documentation


• Various laws and regulations (including 
but not limited to Medicare’s Condition of 
Participation, the False Claims Act, and NH 
Board of Medicine Rules) set forth 
requirements for billing, coding, and 
documentation. 


• These laws impose fines, penalties, and 
other sanctions for violations, even if the 
violations are unintentional. 


• Good documentation is fundamental to 
compliance with all of these laws. Per 
government and insurance company rules, 
if treatment and services are provided but 
not documented, they are not 
reimbursable. 
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Compliance Scenario #1


A coder reaches out to a provider for clarification about a medical record. The provider 
angrily responds, “Don’t you know I’m busy with patients? It would save us all a lot of time if 
you could just figure it out and get the bill out the door.” Upset, the coder talks to her 
coworker. She knows it is against policy to assign codes that are not supported by provider 
documentation, but she is scared to defy the provider. She decides to do what he instructed. 
She asks her coworker not to say anything. 


Takeaways:


• The coder made a non-compliant decision. 


• It is important for CMC to bill only for the care it has provided and 
documented. 


• The coder should not be afraid to report the provider’s instructions to her 
supervisor. Also, she should not have asked her coworker to keep the incident 
between them. CMC values transparency and doing the right thing. 


• CMC’s non-retaliation policy protects you from retaliation for reporting non-
compliant behavior. We have an anonymous hotline and reporting forms if you 
prefer not to be identified. 
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Stark Law, Anti-Kickback Statute, and Conflict of 
Interest Rules
• The Stark Law and the Anti-Kickback Statute, sometimes referred to as the “anti-bribery” 


laws, are federal laws unique to the healthcare industry that govern and restrict CMC’s 
relationships with physicians, vendors, patients, and referral sources. 


• At a high level, these laws prohibit us from offering or accepting anything of value 
directly or indirectly to induce referrals.


• Both laws are intended to remove incentives to overuse medical care that may result 
if treatment decisions are tied to financial gain.


• These laws are why we have a strict policy that we do not accept gifts from any 
sources.


• Above and beyond these laws, CMC has policies and procedures in place to ensure that 
no business decisions are motivated by anyone’s personal gain. All business decisions 
must be based on what’s best for patient care and the community we all serve.


• CMC values transparency.  All managers, directors, employed physicians, and other key 
personnel are required to fill out a “Conflict of Interest” form once a year                                      
so that the Compliance Department can track any potential issues                                            
regarding contracts and vendors.
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Compliance Scenario #2


A patient’s sister approaches a nurse and hands her some cash. “You have been so kind to my 
sister. Please take this token of my appreciation,” she says. The nurse politely declines, but the 
patient’s sister insists, “I won’t take ‘no’ for an answer! It can be our little secret.”


Takeaways:


• The nurse did the right thing by declining the gift; no one can accept gifts.


• Everyone should provide equal care to all patients. No patient should have to 
pay extra or feel they have to offer any more than a “thank you” for their care.


• Even if motivated by good intent and genuine appreciation, a patient’s gift to a 
provider or staff member could be perceived by another patient as a bribe for 
special treatment.  CMC wants to avoid the appearance of any improprieties 
and ensure that all patients receive high quality care and treatment                                                     
regardless of their ability to pay or provide gifts.


• If you are unsure how to handle a situation, please talk to your                                                       
Supervisor or contact the Compliance Department for help!
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Compliance Scenario #3


Mike and Jane work in the finance department. Jane tells Mike about the big game last night 
and says, “You should have been there! I had floor seats.” Mike replies, “Wow! Those must 
have cost you a pretty penny!” Jane answered, “No! I actually got the tickets from that new 
sales rep. It was no big deal. He said he was going to throw them out if I couldn’t use them. 
You can’t let tickets like that go to waste!”


Takeaways:


• Jane violated CMC compliance policies and should not have accepted the gift. 


• No employee, including those in administrative roles and Senior Leadership 
positions, are permitted to accept tickets or other gifts from vendors.


• CMC wants to be ethical and transparent in all of its business decisions.  We 
never want it to look like anyone at CMC is taking bribes or giving special 
treatment to any vendor. It can blur good decision-making and choices related 
to vendors.


• Related, we do not accept or give out drug samples (with limited exceptions). 
Our “no drug samples” policy removes incentives that can impact providers’ 
treatment or decisions improperly.
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External Reporting and Refunds


• Whenever a compliance issue is identified, the first priority should always be to 
correct it immediately going forward.


• However, it is important to understand that CMC may have legal and ethical 
obligations to report issues externally, and refund any identified overpayments
that are the result of such issues going back up to six (6) years and within a 
short time frame – only sixty (60) days!


• The procedures for investigating and handling all such potential refunds are 
addressed in CMC’s policy titled, “Self Reporting and Returning of Over and 
Under Payments,” with oversight from the SRROUP Committee with members 
of the Compliance Department, Billing Department, Finance Department, and 
Revenue Cycle Department.


• All CMC employees and providers who suspect an overpayment or 
underpayment are obligated to immediately notify the Compliance 
Department, so the right CMC teams can work to correct the issue, as 
necessary, going forward and backwards, ensuring appropriate external 
reporting and refunds.
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The most important compliance 
takeaways…







Your Role in Compliance


• CMC relies on everyone, not only the Compliance Department members, to 
ensure compliance at CMC. 


• You can contribute to successful compliance at CMC by:


• Completing your duties efficiently, accurately, and ethically;


• Asking questions;


• Communicating concerns; and


• Reporting wrongdoing.


• Remember that CMC’s policies require you to report any suspicious or illegal 
conduct.  


• You have the option to remain anonymous by calling CMC’s Compliance 
Hotline at x6749, the GOH Compliance Hotline at 833.COMPLYGOH, or using 
the 2BSafe reporting system.


• CMC’s Non-Retaliation policy protects you when asking  any questions or 
making any reports in good faith. 
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Thank you!
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Diversity, Equity and Inclusion Awareness
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Learning Objectives


Catholic Medical Center is committed to healthy discussions and action 
throughout our system and communities. We believe it is important to build 
our own awareness, first, in order to effectively engage in forwarding positive 
actions. This initial required training is intended to provide baseline 
awareness for our employees. 


At the conclusion of this training you will be able to:


1. Define diversity, equity and inclusion 


2. Apply our organization’s mission and values to the topic of diversity, equity and 
inclusion







Definition: Diversity


Diversity includes many characteristics that may be visible such as race, gender, and age, and it also includes 
less obvious characteristics like personality style, ethnicity, ability, education, religion, job function, life 


experience, life style, sexual orientation, gender identity, geography, regional differences, work experience, 
and family situation that make us similar to and different from one another.


The wide variety of shared and different 
personal and group characteristics among 
human beings. 


Source: UC Berkeley Center for Equity, Inclusion and Diversity, Glossary of Terms.







Definition: Equity


The process of being treated fairly and impartially


Regardless of visible or less noticeable 
characteristics of an individual;. there is 
objectivity, just treatment, and neutrality. 


Source: UC Berkeley Center for Equity, Inclusion and Diversity, Glossary of Terms.







Definition: Inclusion


Providing equal opportunity to all people to 
fully engage themselves in creating an 
environment and a cultural attitude 
whereby everyone and every group fits, feels 
accepted, has value, and is supported by a 
foundation built on trust and mutual respect.


Source: UC Berkeley Center for Equity, Inclusion and Diversity, Glossary of Terms.







Diversity, Equity and Inclusion


 All 3 are essential to our culture and organization, confirming our core 
values of compassion, human dignity, respect,  excellence, and patient 
centered care


 Diversity is the culmination of characteristics that make each person 
unique, while equity and inclusion ensure those unique voices are a 
value add to the conversation and the team


 One without the others is insufficient for creating the inclusive and 
respectful environment we strive for 







Engaging in Respectful Conversations about 
Diversity, Equity and Inclusion 


1. Don’t underestimate the impact of your words on others – be willing 
to apologize and learn for next time


2. Your intentions are not the same as the impact felt by others –
recognize how you made someone feel and avoid justifying or 
explaining your words


3. Never explain away someone’s lived experience – take their word for it 
and let them explain how they feel, if they are comfortable doing so 


4. Don’t give up – remember that building bridges with one another is 
work that belongs to all of us


Source: Be the Bridge, bethebridge.com







Equity and Inclusion in CMC History


One of the predecessors of CMC, Sacred Heart Hospital, opened in Manchester in 
1892. It was common in those days to deny patients care based on their race, 
ethnicity, or religious affiliation.


At the hospital dedication (as the story goes), 


Bishop Denis Bradley was asked what the admission 


requirements were. Bishop Bradley answered,


"None — except, of course, 


to be sick. The hospital makes no distinction of color, 


race or creed."







CMC’s Healthcare Equality Statement


CMC condemns racism in our nation and will always strive to address racial 
injustices in our health care system and our community. CMC supports our 
providers, staff and leadership working together to promote equality and 
reject racism. We are committed to providing health, healing and hope to 
everyone who seeks our care.


CMC reaffirms its core values of compassion, human dignity and respect to all.
We will strive to continuously improve diversity, equity and inclusion. We 
remain committed to healthy discussions and action throughout our system 
and communities.


CMC does not exclude people or treat them differently because of race, color, 
national origin, age, disability or sex.







Our Ongoing Commitment


1. Continued and ongoing learning and development opportunities, 
available to leadership, employees and medical staff 


2. Engaging employees across the organization 


3. Continued and ongoing communications and messaging to reinforce 
our efforts and underscore our commitment


Interested in getting involved? Send an email to emily.Gaudette@cmc-nh.org to discuss 
involvement opportunities for employees and medical staff across the organization 



mailto:emily.Gaudette@cmc-nh.org





To continue, please click on the “Take Test” button at 
the top of the screen.








EMERGENCY MANAGEMENT
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What do we plan for?


Extended Utility Failures… Patient Surge Events…


Active Shooter Incidents… Patient Evacuation Situations…
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What do we plan for?


ANYTHING
that can disrupt the day-to-day 
operations of ANY department.







Emergency Operations Plan
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CMC’s Emergency Management Team maintains 
an annually updated Emergency Operations Plan 


(EOP) 


 Explains how CMC will respond to and recover 
from emergency situations.  


 CMC’s EOP is located online, in PolicyStat


 Addresses emergency situations that may affect 
the hospital campus as well as any offsite location.







Hazard Vulnerability Analysis
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CMC conducts a Hazard Vulnerability Analysis each year
for all sites to guide emergency planning activities.







Emergency Management 
Standards
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CMC’s EOP addresses the six critical elements 
defined within the Joint Commission’s Emergency 
Management Standards:


Communications
Resources and assets
Safety and security
Staff responsibilities
Utilities support and Clinical operations
Support activities







One Size Fits All(?)
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The “all hazards” design of the EOP allows for 
its ability to guide a response to a range of 
emergencies regardless of scale, cause or 
duration.







What’s Included in the Plan?
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The EOP addresses lines of authority, resource 
capabilities, response procedures, recovery 
strategies and identifies alternative sites for care, 
treatment and other services – not only for 
patients but for the support of staff, families and 
pets as well.







Incident Command
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CMC utilizes an organizational structure known 
as the Hospital Incident Command System (HICS) 
to manage emergency events.







Incident Command
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HICS provides for a specific reporting structure that 
defines roles and responsibilities,  establishes 
communications flow and standardizes documentation.







Incident Command
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HICS uses terminology and an organizational 
structure that is common to and integrates with that 
of other hospitals as well as that of public safety 
organizations around the country.


The objective of HICS is to provide strategic direction 
and coordinate operational support where it is most 
needed.







Emergency Management Team
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CMC’s Emergency Management Team members 
represent myriad departments and specialized areas 
of expertise.  They receive specific initial and ongoing 
training in both the principles of HICS as well as its 
application in various emergencies.  CMC conducts 
several exercises each year and uses the lessons 
learned to improve planning and response activities.







Planning Examples
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Procedures, supplies and trained teams are in place 
to safely manage an influx of patients, providing 
decontamination of hazardous substances if 
necessary.


Procedures and resources are also in place to safely 
manage patients requiring enhanced infection control 
precautions for highly infectious diseases such as 
Ebola.







Planning Examples
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“Memoranda of Understanding” agreements are in 
place with local and regional providers to obtain 
timely delivery of necessary equipment and supplies 
to support continued operations.


Procedures are in place to assure the personal 
needs of staff and their families are addressed 
during disaster situations.  This includes childcare 
and sheltering of pets.







Response
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Key leaders will partially or fully staff the Hospital 
Command Center and initiate the necessary HICS 
organizational functions to best address strategic and 
operational needs.


On duty staff are to check in with their Supervisor, 
Manager or Director for instructions.  Use the 
Emergency Response Procedures binder for guidance.  
In emergency situations staff may be assigned to 
perform tasks and functions outside of their normal 
day-to-day responsibilities.







Response
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•Departments and units may be directed to initiate calls 
to off duty personnel asking for their potential availability 
and ETA, and provide the list to the Command Center.


•Units will provide an updated bed availability list to the 
Hospital Command Center.  This data as well as other 
resource availability is shared throughout the region.


For certain disease outbreaks, immunizations will be 
provided to staff and their household family members.







Response
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•Departments and units may be directed to initiate calls 
to off duty personnel asking for their potential availability 
and ETA, and provide the list to the Command Center.


•Units will provide an updated bed availability list to the 
Hospital Command Center.  This data as well as other 
resource availability is shared throughout the region.


For certain disease outbreaks, immunizations will be 
provided to staff and their household family members.







 Overhead Paging


 Electronic Messaging
 Manual and automated emails, pages and texts


 Voalte phones


 Emergency Notification Software


 Home/Work/Cell phones (voice & text)


 Home/Work emails
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Notification












 STOP 
 If you do not know where the closest fire alarms, exits, and extinguishers 


are, go locate them now! 


 R- Rescue  anyone  in immediate danger (when safe to do so) 


 A-Activate- Activate pull station, Dial 2111 onsite or 911 off site-tell the 
operator “CODE RED”. State: exact location and type of fire.


 C- Confine: Close all doors and windows in your area


 E- Evacuate/Extinguish: Extinguish if safe and controllable (evacuate as 
directed) 


 This applies only if the fire is very small and you have been instructed in 
the Proper use of a fire extinguisher. If the fire is bigger than a 
wastebasket or you feel uncomfortable trying to put it out, get everyone 
out of the area







 P –Pull pin
 A- Aim nozzle at base of fire
 S- Squeeze handle to discharge
 S-Sweep side to side 







 In the event of a loss of utilities: 


 call 6638 or  6622


▪ If no answer dial switchboard and ask 
them to page maintenance 







REMEMBER: 


 RED Outlets will always RUN 
 If patient care equipment fails, malfunctions, or causes 


injury:
 remove the equipment, bag all packaging, tubing, cords, and 


accessories
 complete an online / Occurrence Report / Risk Management 


▪ call Clinical Engineering 6153 for service as needed 


NEVER :


 Overload circuits or link extension cords together 
 Use “cheaters” to convert 3 pronged plugs into 2 pronged 


plugs 







Thank you








HIPAA PRIVACY


ORIENTATION







HIPAA Privacy Basics
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The  Health Insurance Portability and Accountability Act (known as “HIPAA”) requires us 
to keep patient information private and confidential.


• All CMC employees, medical staff members, and other representatives are responsible for CMC’s 
HIPAA compliance, not just those in clinical roles. 


• The fact that a person is or was a patient at CMC is something that they have the right to keep 
private and confidential, and it is all of our obligations to do so.


– Many of us run into people we may know at the hospital and, as a natural instinct, want to ask them 
why they are here. However, their identity as a CMC patient and the reason for their visit are things 
they have the right to keep confidential… and YOU have a duty to honor and protect that right.


• If you are in a role that requires you to have access to electronic or paper medical records, it is 
important to understand that it is never acceptable to look at a patient’s record unless you are 
directly involved in the patient’s care or need the information to perform your job  here.                                     


• The Compliance Department is your resource for day-to-day HIPAA                                      
questions, concerns, and any breaches.  The Health Information                                       
Management Department is also a helpful resource.







HIPAA Basics (continued)


x It is a common misconception that HIPAA restricts us from ever using or sharing patient 
information without patient consent.


 In fact, HIPAA allows us to use and share patient information for many reasons, including those 
for (1) treatment,  (2) payment, and (3) operational purposes. 


Most of such use is subject to the minimum necessary standard, which requires all of us to use 
or disclose only the minimal amount of patient information actually needed to accomplish a 
task or activity.


Others uses and disclosures of patient information generally require patient authorization on a 
case by case basis, but there are still some other exceptions such:
 Emergencies


 Reports of abuse


 Public health oversight activities


 Certain disclosures to law enforcement and other officials


CMC has numerous HIPAA policies that set forth the details of the                                       
exceptions and what amount of patient information can be released                                   
pursuant to the exceptions. These policies are located in PolicyStat.
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CMC’s HIPAA Notice of Privacy Practices
• All new patients receive a copy of CMC’s Notice of 


HIPAA Privacy Practices at registration, which 
informs them how CMC will use their personal 
health information (often referred to as, “PHI”).


• It is not a consent document, but rather a 
fantastic resource  for patients (and YOU!) to learn 
how their PHI will and will not be used when they 
become patients at CMC.


• As a CMC employee, medical staff member, or 
other representative, it is important for YOU to 
review CMC’s Notice of Privacy Practices.  A paper 
copy was provided in your orientation binder,  and 
an electronic copy is available to everyone on 
CMC’s website at: 
https://www.catholicmedicalcenter.org/patients-
visitors/patient-rights-and-privacy


4



https://www.catholicmedicalcenter.org/patients-visitors/patient-rights-and-privacy





Caution: HIPAA & Technology/Social Media
• With advances in technology that continue at a rapid pace, it is important to be mindful of the 


different ways that patient information can, but shouldn’t necessarily be, transmitted on a 
daily basis, including but not limited to:


– Email


– Texting


– Social media


– Storage on thumb drives


• No matter how short a communication is or how small in scope the amount of patient 
information that is included in an email, text, post, tweet, document, presentation, etc., it is all 
still patient information that is subject to HIPAA protections.  


• Patient information should only be included in emails, texts, and thumb drives as approved by 
CMC, including CMC approved devices and protections such as encryption. 


• It is never acceptable to share patient information or pictures via social media, including but not 
limited to Facebook, Twitter, and Instagram. Descriptive treatment information, even without a 
patient’s name, presents a potential HIPAA violation and breach of your                                 
privacy and performance  obligations as a CMC employee, medical staff                                   
member, or other representative .
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Patient Rights Under HIPAA
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In addition to privacy rights, HIPAA grants patients certain other rights including:


• The right to inspect and obtain a copy of their medical record.


• The right to request restrictions on certain uses and disclosures of their health information.


• The right to request amendments  to their medical record (to the extent it is inaccurate or 
incomplete).


• The right to obtain an accounting of disclosures of their health information.


• The right to request communications of their health information by alternative means or at 
alternative locations.


• The right to revoke authorization to use or disclose their health information (to the extent that 
action has not already been taken).


• The right to file a complaint with the Office for Civil Rights, the branch of the government that 
administers and enforces HIPAA. 


While CMC is required to uphold these rights, CMC is not always required to                                                  
agree to all of the above requests.  Please contact the HIM Department or                                   
Compliance Department for assistance.  You can also refer to policies on                                            
many of the above topics. They are located in PolicyStat.  







HIPAA Breach Notification
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• Whenever there is an actual or potential HIPAA violation – no matter whether it relates to 1 
patient or 100 patients – HIPAA requires CMC to perform a risk assessment to determine 
whether the patient information at issue has been compromised.


• Patient information that has been compromised constitutes a HIPAA breach.


• All HIPAA breaches must be reported to the:


1. Affected patient(s),


2. Government, and 


3. Media (for large scale breaches only).


• In order for CMC to carry out the required risk assessment and comply with all reporting 
obligations, it is critical that YOU internally report all actual and potential HIPAA violations. 


• To internally report HIPAA issues, please:


– Contact CMC’s HIPAA Privacy Officer, or


– File a 2BSafe incident report.


• There is a specific “Event Type” for “HIPAA Incidents” that                                          
prompts you for applicable information. 







Consequences of HIPAA Breaches
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• Patient privacy and HIPAA compliance are of utmost important to CMC.


• They contribute to our patients’ care and experience.  A patient can receive world class care at 
CMC, but then have their experienced tainted or ruined if they feel their privacy was violated.


• Potential consequences of HIPAA violations  and breaches of CMC’s privacy and 
confidentiality policies include:


– Erosion of patient trust and loss of confidence in CMC and CMC providers.


– Significant regulatory fines and possible lawsuits.


– HR and/or Medical Staff disciplinary action, up to and including termination. 


• Please keep in mind that all of CMC’s electronic systems with patient information are monitored 
on a random basis and for special cause. Employees and medical staff                                       
members who are identified as accessing, using, and/or disclosing                                               
patient information outside of the scope of their job can be disciplined,                                           
up to and including termination.  







HIPAA Scenario #1
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A practice manager approaches a nurse at the nurse’s station.  She says, “My brother’s girlfriend 
was rushed here, and now her parents won’t let him in to visit and won’t tell him what’s going on. 
Can you look up her diagnosis and let me know what he’s dealing with here?”  The nurse replies, 
“I’m sorry, but you know I can’t do that; it’s against policy.”


Takeaways:


• The nurse is right! The practice manager’s request was inappropriate.


• It is not acceptable to look at any patient’s chart unless you are involved in their care 
or need to do so for your job. 


• You are NEVER allowed to look at your own medical record, a family member’s 
medical record, or a friend’s medical record.  Even if you have their permission, you 
still should not use your CMC work access.  You should use the patient portal or 
contact CMC’s HIM Department for a copy of the records, just like any other patient 
or family member would need to do.


• CMC’s IT and Compliance Departments audit our systems to                                          
verify that employees and medical staff members are not                                        
accessing charts inappropriately.







HIPAA Scenario #2
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A dietician leaves for the day but later calls a coworker and says, “Can you do me a small favor?  
Mrs. Smith’s physician called me earlier and asked me to change her diet to low sodium… oh and 
sign the change for him.  I forgot, so can you make that change in her chart, time it for 4:00 p.m., 
and sign the physician’s name? I’d really appreciate it! I owe you one!”


Takeaways:


• No staff member, manager, or physician should ever ask you to document any 
information for them, or sign an order for them, nor should you ask anyone to do the 
same for you. 


• Both the physician and dietician were wrong to make these requests.


• All users have unique user IDs with custom access rights.  If you are ever asked to 
do something inappropriate like this, speak to your Manager immediately.  


• If your Manager is the problem, or you are otherwise uncomfortable approaching 
your Manager, the Compliance Department can help and would                                   
rather serve as a resource to offer proactive guidance, than have                                 to 
to work with HR regarding disciplinary action!







HIPAA Scenario #3
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A housekeeper is finishing up her work for the day on a unit, and notices that a patient in one of 
the rooms is the daughter of her best friend.  Worried that the daughter has addiction issues and 
may not have told her mom that she was in the hospital, the housekeeper takes a picture of her 
while she is sleeping and texts it to her best friend, the patient’s mom.  She knows the mom would 
want to help.


Takeaways:


• It was WRONG of the housekeeper to first take a picture of a patient and second to 
notify her best friend in any way about the patient’s admission to CMC.  She will 
likely be terminated, despite her good intentions.


• Patients have the right to privacy, including the fact that they are a patient at CMC.
The patient here had the right not to inform her mom or any other family members 
or friends that she was receiving treatment at CMC.  


• It is never acceptable to photograph a patient.


• A serious breach of privacy like this one can also subject CMC to                      
significant fines and penalties.







HIPAA Scenario #4
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A new coder at CMC is listening to the radio on her way into work.  She hears that a pregnant 
celebrity was visiting NH and may have had to deliver her baby urgently early due to 
complications.  Curious, she looks up the patient and confirms she did deliver at CMC early that 
morning.  That night, she posts the following on Facebook: “Confirmed that a special someone 
delivered a healthy baby boy at CMC today.  How exciting!  Congratulations to all!


Takeaways:


• It is never appropriate to look up patient information out of curiosity. 


• The coder violated this patient’s privacy by doing so, and then further violated 
HIPAA and CMC policies by posting anything about this patient on social media.


• Even though the coder did not mention the patient by name, given the 
circumstances, there was enough information for the coder’s friends on Facebook
to reasonably guess who the patient was.


• Be extra careful not to put patient information on social media!
Even a vague post without patient names might violate CMC’s                                   
privacy, confidentiality, and social media policies – and subject                                          
you to disciplinary action, up to and including termination.
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At the conclusion of this module you will be able to:


1. Explain our Workplace Conduct policy 


2. Define harassment 


3. Summarize appropriate responses to violence in the workplace


4. Describe what Fitness for Duty means


5. Explain what signs of drug diversion are


6. List what steps to take if you suspect drug diversion is occurring







Workplace Conduct


Catholic Medical Center is led by our core values of compassion, 
human dignity, respect, excellence and patient centered care. 


We pride ourselves on the great culture we have and enjoy, so, we 
all must do our part to in order to maintain it 







Workplace Conduct


Examples of such conduct include verbal 
threats, taunting, bullying, aggression, 
intimidating acts, gestures, invasion of 
privacy, destruction of property, stalking, 
and otherwise displaying signs of hostility 
towards another.


Prohibited conduct also includes more 
subtle behaviors such as gossip, 
undermining another’s authority or 
professionalism and other discourteous 
and unprofessional conduct. 


Any employee who observes language or conduct in violation of this policy should 
report the incident immediately to his or her manager or report it directly to the Vice 
President or Director of Human Resources. 







Medical Treatment During Work Hours


 At no time, should any treatment be rendered, or requested by an 
employee, for anyone that is not registered as a patient at the time of 
service.


 Employees feeling ill while at work must communicate to their supervisor 
and seek treatment as a patient from either their Primary Care physician, 
Employee Health or the Emergency Department. 







Harassment in the Workplace


All of our employees have the right to a work environment free from all 
forms of unlawful discrimination and harassment. CMC will not tolerate 
harassment of any employee, patient, visitor, vendor, or a third party on 
any legally protected basis 


A Respectful Workplace is a place where…
All employees are treated fairly, difference is acknowledged and valued, 
communication is open and civil, conflict is addressed early and there is a 
culture of empowerment and cooperation.







Definition of Harassment Under the Law:


1. Offensive or inappropriate conduct (may be verbal, physical, or visual) 
to a reasonable person; and


2. Based on a protected characteristic; and


3. Unwelcome; and


4. Severe or pervasive


5. Unlawful sexual harassment differs only in that it must be based on the 
protected characteristic of sex







Protected Characteristics


 Race


 Color


 National Origin


 Ancestry


 Religious Creed


 Disability


 Mental Illness


 Age


 Sex/Pregnancy 


 Sexual Orientation


 Gender Identity/Gender 
Expression (state law)


 Genetics 


 Veteran/Military Status


 Citizenship


 Engaging in a Protected Activity







Quid Pro Quo:


• Occurs when employment decisions are based on submission to or rejection of 
sexual advances, requests for sexual favors, or other behavior of a sexual nature


• Involves tangible actions that adversely affect the conditions of work


• Supervisor to subordinate
– e.g. sleep with me or you’re fired


Hostile work environment:


• Occurs when unwelcome comments or conduct based on a protected characteristic 
unreasonably interferes with an employee's work performance or creates an 
intimidating, hostile, or offensive work environment


Categories of Sex Harassment







Where and Who


Where harassment can happen:


• At the workplace


• Off-premises at a company 
sponsored event


• Off-premises at private sites 
(e.g., after work drinks)


• On social media 


Who can be a harasser: 


• Executives, managers, supervisors, co-
workers, etc.


• Anyone an employee may come into 
contact with while performing his/her job 
(e.g. passengers, independent 
contractors, vendors, general public, 
employees of a different company, etc.)


• May be male or female


• May be of the same protected class as the 
victim







Duty to Report


 Each person in the organization has a duty to report if they 
witness harassment or perceived harassment


 Report either directly to your manager or to Human Resources







Violence in the Workplace


 The threat of violence is an important safety issue in healthcare settings. 
Early recognition of potential violence is the key to prevention. 


 Other indicators of potential violence include intoxication, shouting, 
speaking in a demanding tone, and swearing.


 Statements that reflect confusion, fear, altered states of consciousness 
or paranoid thinking are signs to impending loss of control.







Responding to Violence
 The FIRST type of intervention used to control violence is usually verbal de-escalation. If this does not 


work;


 Call 2111:


 CODE GREY  = SECURITY STAT for escalating situation


 CODE SILVER = WEAPONS ALERT 


 Make sure potential weapons are out of reach.


 Never turn your back on someone in an escalated state


 Do not let him/her get between you and the way out of the room and maintain an exit strategy. 


 Posture and body language should be open and non-confrontational. 


 Express your concern in a supportive way


 Keep your tone of voice low and calm. 







Fitness for Duty


Fitness for duty means that all employees, physicians, providers, allied 
health professionals, volunteers, and third party vendors arrive at CMC in a 
condition that is fit for duty and free from the influence of alcohol and/or 
illicit drugs


 If you suspect someone is unfit for duty,  report this to your immediate manager, shift 
supervisor, or Human Resources 


 The steps and responsibilities for implementing Fitness for Duty assessments is 
outlined in Human Resources Policy HR312 – Fitness for Duty found on the Human 
Resources department Intranet page







Fitness for Duty
 If you feel for any reason that you are not fit for duty, you should disclose this prior 


to the beginning of your shift to your immediate manager 


 Staff members who are taking prescribed medication or other drugs that could affect 
their ability to safely perform their job functions, should discuss this confidentially 
with Employee Health, Human Resources or their supervisor so the situation can be 
assessed prior to beginning a shift


 Violation of this policy can result in disciplinary action up to termination 







What is Drug Diversion?
 The Uniform Controlled Substances Act of 1994 defines “diversion” as “the transfer 


of a controlled substance from a lawful to an unlawful channel of distribution or use”. 


 Within the healthcare environment of CMC, drug diversion is defined more broadly 
to include the intentional use or taking possession of a medication or medical gas
without proper authorization from CMC supplies, CMC patients, through the use of 
CMC prescriptions, or ordering or dispensing systems. 


The full Drug Diversion Prevention, Detection, and Response Policy can be found on Policy Stat. 
The policy defines the process for prevention, identification, investigation, intervention and 


reporting or suspected or confirmed Drug Diversion by any individual on CMC property. 







Examples of Drug Diversion include, but are 
not limited to:


 Medication theft;


 Using or taking possession of a medication without a valid order or 
prescription;


 Forging or inappropriately modifying a prescription;


 Using or taking possession of medication waste, i.e. left over medication; 
for example, removing used syringes or vials from a sharps safety 
container. 







Signs of Possible Diversion include, but are not 
limited to, the following:
 Discovery of an unsecured controlled substance on CMC premises;


 Unknown or unidentified substances are found;


 Any drug administration supplies (could include IV tubing, IV bags, syringes, carpujects, or other items 
used to administer drugs) are found unsecured on CMC premises;


 Behaviors that may indicate an impaired individual could include long or unexplained trips to the 
bathroom or stockroom where drugs are kept, confusion, memory loss, difficulty concentrating or 
completing ordinary tasks, sloppy recordkeeping, deteriorating handwriting or charting, personality 
changes such as anxiety, paranoia, lack of impulse control, mood swings, anger, irritability or hostility, 
or physical signs such as constricted pupils, itching/scratching, sweating, chills, runny nose, 
vomiting/diarrhea, anorexia, or needle tracks/wearing long sleeves when inappropriate


 Patterns of incomplete, inconsistent or incomplete documentation







How CMC Prevents Drug Diversion


 Electronic ordering by pharmacy for Controlled Substances


 Pharmacy ordering personnel different from receiving personnel


 Computerized record keeping


 Lockboxes on all controlled substance PCA and Drips


 Controlled substance storage in Pyxis whenever possible


 Properly documented and witnessed waste of all controlled substances


 Computerized Physician Order Entry (CPOE)


 For the full list of prevention and identification strategies see the full policy in Policy 
Stat 







If You Suspect Possible Diversion:


 You are required to report immediately any known or suspected incidents of Drug 
Diversion of employees, other workforce members, patients, and visitors to your 
manager/supervisor or any member of the Drug Diversion Response Team (identified 
in Drug Diversion policy located on Policy Stat)


 All employees have an obligation to cooperate fully with any CMC investigation into 
suspected Drug Diversion. Any employee who does not cooperate fully may be 
disciplined up to termination  


 Keep in mind drug diversion has serious impacts on patient care, safety and 
wellbeing of employees







Thank you








CMC Hazard Communication







OSHA has revised its Hazard Communication Standard (HCS) to align with the 
United Nations’ Globally Harmonized System of Classification and Labeling of 
Chemicals (GHS).  


This update to the Hazard Communication Standard (HCS) provides a common 
and coherent approach to classifying chemicals and communicating hazard 
information on labels and safety data sheets. 


Hazard Communication


Employees will see labels and SDSs, formerly MSDS, (Material Safety Data 
Sheets) in full compliance with HCS standards


The two major areas in the HCS Standard include:


Labels


Safety Data Sheets







How Hazard Communication Works







LABEL ELEMENTS


Labels are required to have the following elements:
• Product identifier; Signal word; Pictogram; Hazard statement(s); Precautionary 


statement(s); Name, address and phone number of the chemical manufacturer, 
distributor or importer


Product Identifier:  
• how the hazardous chemical is identified 


• the identifier can be the chemical name, code number or batch number


• the same product identifier must be on the label and the SDS   


Signal Word:  
• used to indicate the relative level of severity of hazard


• there are only two signal words:  


• “Danger” and “Warning”


• “Danger” is used for more severe hazards


• “Warning” for less severe hazards


• there will be only one signal word on the label no matter how many hazards a 
chemical may have.







Pictograms –
• OSHA has designated 9 pictograms  


If a chemical has multiple 
hazards, different pictograms 
are used to identify the various 
hazards


Hazard Statements –
• describes the nature of the hazard of the chemical 
• all of the applicable hazards appear on the label.    







Precautionary Statements
• describe the recommended measures that should be taken to 


minimize or prevent adverse effects resulting from exposure to a 
hazardous chemical or improper storage or handling


• precautionary statements on the label and SDS will be the same


When there are similar precautionary statements, the one providing the 
most protective information will be included on the label.


The Precautionary Statements on the label provide quick information 
on the storage of the chemical, safety guidelines, personal protective 
equipment and emergency procedures.


First Aid measures can be quickly located on the label in the 
Precautionary Statement. 


Name, address and phone number of the chemical manufacturer, distributor or 
importer







SAMPLE LABEL 


CODE ______________________________ 
Product Name              PRODUCT IDENTIFIER 


 


 


Company Name_________________ 
Street Address ______________________                 


City ____________ State          ______   SUPPLIER IDENTIFICATION                                                   


Postal Code ______Country ______ 


Emergency Phone Number ___________ 


 Keep container tightly closed. Store in 


cool,  


Well-ventilated place  that is locked. 


Keep away from heat/sparks/open flame. 
No smoking. 


Only use non-sparking tools.  
Use explosion-proof electrical equipment. 


Take precautionary measure against static 
discharge.  


Ground and bond container and receiving 


equipment.  
Do not breathe vapors.  


Wear Protective gloves.  
Do not eat, drink or smoke when using this 


product.  


Wash hands thoroughly after handling.  
Dispose of in accordance with local, 


regional, national, international regulations 
as specified. 


In Case of Fire: use dry chemical (BC) or 
Carbon dioxide (CO2) fire extinguisher to 


extinguish. 


First Aid 


If exposed call Poison Center. 
If on skin (on hair): Take off immediately 


any contaminated clothing. Rinse skin with 


water.  


 


 
 


 
 


HAZARD PICTOGRAMS 


 
 


SIGNAL WORD 


Danger 


 


HAZARD STATEMENT 


Highly flammable liquid and vapor. 


May cause liver and kidney damage. 


 


PRECAUTIONARY 


STATEMENTS 


 
SUPPLEMENTAL 


INFORMATION 


   Directions for Use: 
______________ 


 Fill weight:              Lot Number:  


Gross weight: _____ Fill Date:___ 
Expiration Date: ___________ 


 







Workplace Labeling


 OSHA is maintaining the approach used in the current HCS 
that allows employers to use workplace-specific labeling 
systems as long as they provide the required information.


 Workplace label systems may need to be updated to make 
sure the information is consistent with the new 
classifications. 







Will now have a specified 16-section format. 


1. Identification of the substance
or mixture and of the supplier


2. Hazards identification


3. Composition/information on 
ingredients Substance/Mixture


4. First aid measures 


5. Firefighting measures


6. Accidental release measures


7. Handling and storage


8. Exposure controls/personal 
protection


9. Physical and chemical properties


10. Stability and reactivity


11. Toxicological 


1. Ecological information
(non mandatory)


2. Disposal considerations
(non mandatory)


3. Transport information
(non mandatory)


4. Regulatory information
(non mandatory)


5. Other information including 
information on preparation and 
revision of the SDS


Safety Data Sheets 
(formerly Material Safety Data Sheets)







Thank you








Handling Hazardous Waste (HW) 


Materials at CMC







Who Must Be Trained


 All employees with any hazardous waste related duties; and


 Employees whose actions could affect non-compliance


• Anyone who touches hazardous waste


• Laboratory staff, environmental services staff, facilities maintenance


staff, nursing and LNA staff, OR staff, pharmacy staff.


• Employees responsible for conducting inspections of HW storage areas


• Employees responsible for handling HW containers


(i.e., labeling, moving, shipping containers)
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What Must Be Covered?


 HW management procedures relevant to the positions 
in which personnel are employed.


 Contingency plan implementation


• Ensure personnel are able to respond effectively to 
emergencies, including (if applicable):


 Using/maintaining emergency equipment


 Using facility communication or alarm systems


 Responding to fires or explosions


 Responding to Chemical Spills


 Responding to groundwater contamination


 Shutdown of operations
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Hazardous Waste- What is it?


Hazardous - Potential Threat to Human Health or to the  


Environment


Waste - Anything that is SPENT, DISCARDED or 


ABANDONED


A material must first be a waste before it can be 


classified as a hazardous waste.







Characteristic Wastes


 Identification of Hazardous Materials


• Chemical Characteristics


• Ignitability (flammable) – examples include: xylene, benzene, ethyl ether, acetone, and 
methanol.


• Corrosivity (pH. 2.0 or pH 12.5) – examples include: sodium hydroxide, hydrochloric 
acid, sulfuric acid, and formic acid.


• Reactivity (unstable at normal temperatures and pressure or release of explosive vapors) –
examples include: azides, hydrogen peroxide (30%), picric acid, and percholoric acid 
(60%).


• EP Toxicity (toxic due to contaminated heavy metals or specified chlorinated organics) –
examples include: compounds containing lead, mercury, chromium, arsenic, silver.


• Acutely Hazardous Chemical Wastes (Section 261.33e) – examples include: arsenate and 
arsenic containing compounds, cyanide containing compounds, warfarin, parathion, 
osmium tetroxide, sodium azide.


• Commercial Chemical Products and Manufacturing Chemical Intermediates –
examples include: carbon tetrachloride, chlorambucil, chlordan, chloroform, DES, 
Mitomycin C., pyridine, toluene.


• Toxic Waste – examples include: cyclophosphamide, daunomycin, phenol, and reserpine, 
PCBs, ethylene oxide.
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CMC Hazardous Communications Plan


 Chemical and Hazardous Waste Labeling


• Name of the chemical or waste


• Date of collection


• Proper notices, warnings and codes


• Department generating the waste


 Chemical Inventory


• Each department identifies hazardous chemicals within its 
area


• Master list of hazardous chemicals maintained by safety 
officer


 Safety Data Sheets (SDS) – Accessed on the CMC 
intranet page under the, “Safety” link.
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Catholic Medical Center Hazardous Materials Organization Chart
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HAZARDOUS WASTE COVERAGE


Hazardous Waste 
Coordinator*


Hazardous Waste 
Secondary Coordinator*


Hazardous Waste Advisor* Hazardous Waste Advisor*


Spill Team A Lead


* NH State Certified Hazardous Waste Coordinator


Spill Team B Lead


Spill Team C Lead


Spill Team D Lead







What Am I Responsible for in My Department?


 You must be aware of non-biological hazards


 Hazardous waste collection areas must be monitored for:


• Properly labeled containers (Name of waste, Codes listed, Date 
container is fill listed, Notices and Warning labels in place.


• Check for leaks and spills


• Ensure there is secondary containment


• Know what to do in the event of a leak or spill


• Full containers in satellite areas removed within 3 days of becoming 
full.


 Establish and Post the Evacuation Route
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Emergency Response Plan


Safety Management Safety Officer Ken McGovern


Security Executive Director John Patti


Hazardous Materials Hazardous Materials 


Coordinator


Ken McGovern


Biological & Chemical Safety Officer Ken McGovern


Radioactive Interim Director of 


Imaging
Rebecca McFadden 


Emergency Management Executive Director John Patti


Fire Safety Facilities Director


Executive Director


Brian Ramsey


John Patti
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Emergency Response Plan


 Incident Reporting - Hazardous Materials and Waste Spills and 


Exposures (EC.04.01.01, EP 8) – All hazardous materials and waste 
spills, exposures and other related incidents are reported to the Safety 
Officer. Around-the-clock response is available for all such incidents. 
Details of this response are provided in the Hazardous Substance 
Release Plan – HM-0005.


 Emergency Coordinator Responsibilities – Overall 
Responsibility for implementing the Contingency Plan and 
related hazardous waste emergency response within CMC. 
Facility Manager maintains responsibility for compliance 
with Federal, State and local environmental regulatory 
requirements pertaining to the day to day management of 
hazardous wastes.
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Who is Responsible for Overall Management of 


Hazardous Waste at CMC?
 Hazardous Waste Coordinators


• Primary, secondary and tertiary personnel


• Must have attended NHDES Hazardous Waste Coordinator 


Training.


• Coordinators must be at the facility where the waste was generated.


 CMC Safety Officer


• Monitors overall safety program


• Inspects Hazardous Waste collection and storage areas


• Overall responsibility for Hazardous Waste Management


 Hazardous Waste Handlers


• Environmental Services Personnel
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Emergency Response Plan
 Chemical Spills


• Incidental Spills – Are less than 1 gallon of liquid, can 
be safely neutralized and cleaned up by trained staff 
using spill control kits and PPE.


• Major Spills – Greater than 1 gallon or cannot be 
safely cleaned up by staff.


 Incident Responses for major spill (staff)


• Call 2111 announce the spill, location, substance that 
was spilled.


• Attempt to dam the spill to keep it from open floor 
drains.


• Evacuate the room or building.
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Summary
 All personnel handling hazardous waste at CMC 


must be trained within 6 months of employment 
and annually thereafter.


 Hazardous Waste Regulations put forth by the EPA, 
OSHA and State DES offices


 RCRA (Resource Conservation and Recovery Act 
of 1976) is the law governing Hazardous and Solid 
Waste.


 Hazardous Waste Determination – Listed and 
Characteristic Wastes.
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Organ and Tissue Donation 
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The Gift of Life


 More than 100,000 Americans are waiting for 
lifesaving organ transplants and many more 
wait for donated tissues. 


 On average, 17 people in this country die every 
day - 6,600 each year - waiting for organ 
transplant. 


• The reason is simple -- a tragic shortage of donated 
organs and tissues.


http://www.neob.org/
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Who can Donate?


 People of all ages may be eligible to donate organs and tissues. 


• Your medical condition at the time of death will determine what organs 
and tissues can be donated. 


 People who have died by brain death criteria, cessation of brain 
function usually due to a traumatic injury or stroke, can often donate 
organs and tissue unless there are other reasons for a medical rule-out. 


 Patients who die after the cessation of heart and lung function 
following a family's decision to withdraw ventilatory support can also 
be considered for organ donation - this is referred to as Donation After 
Cardiac Death (DCD).


 Tissue donation is different from organ donation in that many more 
people including elderly are likely to be eligible for tissue donation. 
Tissue can be recovered from donors up to 24 hours after death has be 
determined by either brain death or cardiac death criteria.
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Organ Donation 


 In compliance with RSA 291-A:2a of the New Hampshire General Law and the 
Health Care Financing Administration Regulations 42 CFR (Code of Federal 
Regulations) 482.45, it is the policy of  Catholic Medical Center to:


 Inform the New England Organ Bank (NEOB) of all deaths (within one hour) 
and impending brain deaths ( as soon as identified). 


 Ensure that only NEOB staff (or hospital staff trained by NEOB) offer donation 
to every potential donor family as described above.


 Facilitate the review of death records by the NEOB, ensuring adherence to 
donation protocol and hospital compliance to the following policies and 
procedures.
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How do I know a patient wishes to be an 
organ or tissue donor?


 Under NH RSA 291-A:3 “Uniform Anatomical Gift Act” an 
adult may make an anatomical gift and the validity of an 
anatomical gift should be determined by NEOB.  


• An anatomical gift that was provided for by the donor that is 
valid under the law cannot be revoked by anyone, including a 
family member.


• This self designation of an anatomical gift includes (First 
Person Consent):


 Signed organ and tissue donor card


 Drivers license designation


 Wills (including living wills)


 Donor Registry


7/19/2021 5







Process for organ donation referral-
Physician’s role


 The physician-of-record or designee is 
responsible for informing the family of the 
patient’s death, either determined by 
asystole or an impending death determined 
by neurological criteria.  


 Record of death (date and time) shall be 
documented in the patient’s record.
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When a death has been determined by Asystole


 Once the family has been informed of the 
death, the physician of record or designated 
representative will contact the NEOB’s 24 hour 
number (1-800-446-6362) to make the referral 
within one hour of asystole.


 The primary nurse or designated representative 
will provide preliminary information to the 
NEOB via the 800 number to determine donor 
suitability. 
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Process for organ donation referral -
Nurse’s role 


 The NEOB is notified by the patient’s nurse or designee of all 
deaths and impending deaths determined by neurological 
criteria.


 If tissue donation is determined to be appropriate, the nursing 
representative will:


• Document on the TRANSFER OF BODY FORM (CMC-682) that the 
NEOB was notified of the death and that the deceased has been 
deemed medically suitable for donation.


 Notify the Security office  and  Nursing Coordinator of the death 
and that the deceased is a candidate for tissue donation.  
Transport the body to the morgue within twelve hours.


 Documentation of NEOB contact and results will be recorded in 
the patient record.
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What information should I be expected to 
provide to the NEOB? 


 This information may include but is not limited to:


 Caller’s name, unit, & phone number


 Hospital contact (attending physician or primary 
nurse)


 Patient’s name, age, sex, and race


 Date and time of death; date of admission


 Cause of death


 Past medical history (e.g. history of cancer, prior 
transplants, etc.)
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What information is provided to the NEOB
when I call them?


 Record of decedent’s election to donate, or, absence of any 
election/decision by the decedent to donate


 Names and phone number(s) of the legal next of kin


 In the absence of a donor designation, the order of priority in which 
who should be consulted as donation decision-maker is as follows:  


a) designated agent under Durable Power of Attorney for Health Care


b) spouse


c) adult son or daughter


d) parent


e) adult brother or sister


f) adult grandchildren


g) grandparent


h) an adult who exhibited special care and concern for the decedent at time of death


i) any other person authorized or under obligation to dispose of the body


7/19/2021 10







What is the role of the NEOB (New England 
Organ Bank Coordinator)


A coordinator from the NEOB is available 24 hours a day to:


1. Perform a thorough evaluation to determine medical suitability.


2. Collaborate with the hospital staff to determine most sensitive 
approach to discussing donation with family (if needed, staff 
should consult the ERDs and CCC referenced in the Policy).


3. Conduct a family discussion about the opportunity to donate 
when a deceased patient did not have a donor designation and 
their wishes were not known and obtain a detailed medical and 
social history.


4. Obtain written consent when appropriate.
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Withdrawal of Care/Organ Donation After 
Cardiac Death
 A hospital staff member will: contact the NEOB at 800-446-6362 to 


inform them that a patient exists who is potentially eligible to be a 
donor after cardiac death


• NEOB will only become actively involved in a potential case of death 
determined by cardiopulmonary criteria after the decision has been made 
to withdraw support.


 The patient, family or patient surrogate and the responsible physician 
decide to withdraw mechanical ventilation from a patient who is 
dependent on life support for survival based on the judgment that the 
support is ethically extraordinary or disproportionate. 


 Neurological criteria for determining death are not fulfilled because of 
either detectable cortical activity or persistent brain stem function by 
detectable intact brain stem reflexes or spontaneous ineffective 
respiratory effort. 


 The decision to discontinue life support must fulfill CMC-established 
criteria for withdrawal of mechanical ventilation.  
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Consent for Organ Donation after Cardiac 
Death
 The attending physician or designee will discuss termination of support on the medical 


prognosis with the patient, family or surrogate consistent with CMC criteria. 


• If there is agreement, a DO NOT RESUSCITATE (DNR) order will be documented in the patient’s medical 
record.  


 An NEOB donor coordinator will discuss the possibility of organ procurement with the attending 
physician or designee.  This is to ensure that the physician agrees with the termination of 
support on medical grounds. 


 The NEOB donor coordinator will discuss organ donation with the patient, family or surrogate. 


• The complete donation process and the process for pronouncing death will be explained.  


• Additional support staff, including social work or pastoral care, will be contacted as needed.


 If the impending death meets Medical Examiner criteria, the attending physician or designee 
and the NEOB coordinator will contact the Medical Examiner and obtain clearance for organ 
donation. 


 If termination of support is to occur outside the ICU, there will be a plan in place (and 
communicated to the  family) as to where the patient will be brought should asystole not occur 
within the designated time frame.  


 The family will be given time to spend with the patient prior to the withdrawal of support.


 Attention will be given to patient comfort measures.   
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NATIONAL PATIENT SAFETY GOALS


REPORTING QUALITY AND SAFETY 


CONCERNS 


PROTECTION OF PATIENTS FROM 


ABUSE AND NEGLECT







The Joint Commission


National Patient Safety Goals
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National Patient Safety Goals
 Identify patients correctly


 ALWAYS use two patient identifiers: ASK the patient their name & DOB AND check their ID band)  
 Every patient – Every time!
 CORRECT: “Can you please tell me your Name and Date of Birth”
 INCORRECT: Are you Mr/Mrs … ?


 Improve staff communication
 Communicate important test results to the right staff person on time


 Use medicines safely
 Label all medications that are not already labeled
 Pay attention to patients who are on blood thinners
 Have a complete list of a patient’s current medication list


 Use alarms safely
 Place, listen for, and respond to alarms 


 Prevent infection
 Always follow Hand Hygiene protocol


 Every patient – Every time!


 Identify patient safety risks
 Reduce the risk of suicide and falls 


 Prevent mistakes in surgery
 Correct patient, procedure, site (mark surgical site)
 Full-stop and complete attention during time-outs
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What do all the Colors mean?


DNR


• This alerts staff that the patient is NOT to be resuscitated if a code blue 
situation should occur.


• Colored bands should be on the same arm as the 


patient ID band and all other non CMC ID bands 


should be removed upon admission.
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Allergy
•This notifies staff that the 
patient has allergies.
Fall Risk
•This notifies staff that the 
patient is at risk for falling; 
follow appropriate falls 
protocols.  







Quality and Safety Concerns


Please report quality and safety concerns and near miss 
events by using the 2BSafe Incident Event Entry form found 


on CMC’s intranet page. 


At any time …


You may express your concerns about the hospital’s safety or 
quality of care to The Joint Commission without concern of 


punitive or disciplinary action.
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Protection of Patients 
from 


Abuse and/or Neglect
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Your role in Reporting Abuse


 Individuals required to report suspected and/or actual cases 
include but are not limited to nurses, physicians, other health 
care professionals, social workers, clergy and law enforcement 
officials.  (RSA 161-F, RSA 169-C)


 Any hospital employee suspecting child or adult abuse, neglect 
or exploitation or adult self-neglect must immediately report it 
to the physician and the Leadership.  (RSA 161-F, RSA 169-C) 
(Refer to the chain of command policy in the administrative 
manual)
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CMC Abuse Standards:


 Patients are protected from abuse & neglect of all 
forms, whether from staff, other patients, family, or 
visitors.  


 Suspected and/or actual abuse, neglect, or 
exploitation of children, incapacitated adults and 
elders, noted on admission or occurring during the 
period of hospitalization requires mandated reporting 
to the appropriate agency(ies).  
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 Abuse is defined as the systemic pattern of behaviors in a 
relationship that are used to gain and/or maintain power and 
control over another.  Types of abuse may be: physical, verbal, 
psychological, emotional, intellectual/ spiritual, financial, or 
sexual.  


 Neglect includes: an act of omission which results in 
psychological or physical injury - failure to provide for 
appropriate and sufficient food, patient attire, hygiene, safety, 
and routine and specific treatments according 


to the individual’s plan of care.
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CMC Abuse Standards:







Identifying potential signs of abuse
 Unexplained wounds, bruising , and/or burns at different stages of healing with 


conflicting stories of how injury occurred
 Sleep problems (nightmares, insomnia)
 Appetite disturbance (malnutrition/ excessive weight gain)
 Delayed development
 Somatic complaints (headaches, stomachaches)
 Poor hygiene
 Phobias/ obsessions
 Suicidal ideation (low self esteem/ confidence)
 Changes in behavior (depression, anxiety, social withdrawal, regression)
 Compulsive and repetitive acts for self soothing and control
 Inappropriately aggressive, destructive, cruel to others
 Poor concentration/ attention
 Anxiety
 Fear of adults/ parents/ caregivers or going home
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Non-Employee Allegation


 All suspected abuse, neglect, or harassment by 
non-hospital staff is referred to social services. 


 All suspected abuse, neglect, or harassment by 
hospital staff is reported to Department 
Director, Nursing Administration and Human 
Resources. 
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Employee Allegation of Abuse
 RN completes assessment and notifies the supervisor (Refer to 


Chain of Command Policy in the Administrative Manual).


 Remove employee immediately.


 Action plan to be determined and carried out.
 RN/ provider performs detailed physical assessment of patient.


 All patients cared for by staff member assessed. 


 Detailed occurrence report completed. 


 Investigation and disciplinary action to follow as appropriate. 


 See policy in Administrative Manual
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Thank you 
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Restraint Use


What staff need to KNOW for the safe use of 
restraints 







Objective


This training, in conjunction with annual hands on 
competency assessment, prepares the employee to 
safely implement the use of restraint only when the 


restraint becomes absolutely necessary to protect the 
immediate physical safety of the patient, staff or others.







What is a restraint? 


• Definition of a restraint includes:
– Any manual method, physical or mechanical device, material, or 


equipment that immobilizes or reduces the ability of a patient to move 
his or her arms, legs, body, or head freely. 


– A drug or medication when it is used as a restriction to manage the 
patient’s behavior or restrict the patient’s freedom of movement and is 
not a standard treatment or dosage for the patient’s condition.


• A restraint is used to protect the physical safety of the nonviolent or 
non-self-destructive patient, OR the management of violent or self-
destructive behavior that jeopardizes the immediate physical safety 
of the patient, staff or others when alternatives have failed.


• Restraints are never to be used as a form of coercion, discipline  or 
retaliation. 


• Restraints are never to be used for the convenience of staff.







Risks of Restraints


• The use of restraints is highly controversial and 
presents an ethical dilemma between providing safe 
care with our values to provide humane and 
respectful care. 


• The use of restraints has been linked to undesirable 
patient outcomes including post-traumatic stress 
disorder, delirium, higher rates of self-extubation, 
injury, prolonged length of stay and even death. 







Restraint Alternatives


• Due to the risk involved, every attempt to avoid use 
of restraint through trial of alternative measures is 
to be made.


• Identification of both staff and patient behaviors 
that trigger use of restraint is essential to help avoid 
use of restraint.


• Assessing the patient and attempting appropriate 
nonphysical and least restrictive interventions prior 
to application of restraints helps reduce risks.







To Avoid Restraint…


Behavioral signals can provide awareness. Pay attention to cues 
that indicate distress or discontent.


• Significant changes in normal behavior or routines.


• Sudden changes in expression, physical activity, or posture.


• Dramatic increase or change in voice, volume, or tone.


• Expressions that communicate extreme anxiety or distress.


• Communications of despair and hopelessness.


• Body posture that is intimidating


• Verbal or physical threats.


• Looking for the cause and treating physical conditions such as delirium, 
hypoxia, lack of sleep, pain, and fever that may result in these behaviors may 
help avoid restraint use.







Staff Behavior Triggers


• Moving quickly or abruptly toward a patient


• Using a punitive or threatening approach


• Shouting or using commands


• Touching a patient without warning or permission


• Failure to re-orient or explain interventions to 
patients


• Inadequate lighting


• Failure to respect privacy







Tips to Defuse Incidents


Respect all individuals’ personal space


– Space required to make us feel comfortable


– Increased anxiety when invaded


– Keep at arms length 


– If contact needed, explain before doing


– If the person refuses: 


• Can it wait until they are calm?


• Is someone else better suited to assist?


• Is it a Medical necessity ?







Tips to Defuse Incidents


Be aware of your own body position
 Avoid eye-eye, toe to toe


 Standing at an angle off to the side stance is less likely to invoke a 
challenging response


Be empathetic to others’ feelings
 No judging


 Supportive presence conveys more than words


Keep nonverbal cues nonthreatening
 Non-verbal awareness increases with escalation of behavior and less 


tuned into words







Tips to Defuse Incidents


• Set reasonable limits
• Offer simple clear choice with consequences that are reasonable and 


enforceable 


• Permit verbal venting when possible
• Allows for outlet of energy
• Peaks and valleys – Redirect during the “valley”


• Identify real reason for behavior
• Often related to feelings of fear and helplessness
• Listen for the real message
• Restate the message to make sure you understand


• Stay composed – Don’t over react
• Physical techniques are a last resort. 


• Other possible alternatives are listed on the Vital  Signs Flowsheet in the 
EMR.







Updating the Plan of Care
-if Restraint becomes necessary


• Modify the patient’s Plan of Care to include a time-
specific goal for restraints removal.  


• Document progress to goal of restraints removal 
every shift and modify the time-specificity as 
needed until restraints have been removed. 







4 Types of Restraints 


• 1. Physical Restraint: 
Physical restraint is the bodily holding of a person with no more force than is 
necessary to limit the patient’s movement. 


• 2. Mechanical Restraint:
Mechanical restraint occurs when a physical device or devices are used to restrain a 
person by restricting the movement of a patient or the movement or normal 
function of a portion of their body (ex: 4 point lock and key restraints).


• 3. Chemical Restraint:
Chemical restraint occurs when a patient is given medication involuntarily for the 
purpose of restraining the patient.


• 4. Seclusion:
The involuntary confinement of a patient alone in a room or area from which the 
patient is physically prevented from leaving.  







What is Not a Restraint


• Voluntary side rails (all 4 side rails up): 
A patient may request to have side 
rails for safety or a sense of security, 
the patient must be alert and oriented 
and this must be documented in the 
medical record.  


• Side rails used to maintain a patient 
safely on a stretcher or on a bed 
during transport. 


• Side rails and pads utilized for post-
ictal patients. 


• Side rails used while a patient is 
recovering from anesthesia. 


• The use of IV arm boards. 


• Geri-chair trays which can be easily 
removed by the patient, or being used for 
eating or activities. 


• Protective equipment and adaptive 
support in response to assessed physical 
needs of the individual (for example, 
postural support, orthopedic appliances, 
and helmets). 


• Therapeutic holding or comforting of 
children or adolescents, for pediatric 
behavior management methods. 


• Forensic and correctional restrictions for 
security purposes. 







Four Types of Orders







Orders Explained


1. Restraints: This order is for a new restraint application 
occurrence. This order needs to be placed for every
new restraint use.


2. Restraints, Continue: This order is for the patient who 
is already in restraints and needs the renewal order.


3. Restraints, Discontinue: This order is obtained when 
the restraints are removed.


4. Restraints, Notification & Approval, Post Non Violent: 
Enter this order when the restraints were placed on 
patient and removed before receiving order.







What can I do before restraining ?  
All Documentation should be on the Restraint Flowsheet . 
This can be found on the Vital Signs Flowsheet.  
These are interventions that should be attempted before 
resorting to restraint use.
Any and all of these (as appropriate based on assessment) 
should be attempted first.







Restraint Orders & Re-Order


• Orders must be placed on CPOE


• PRN ORDERS ARE NOT ACCEPTABLE


• Clinical justification for restraint must be documented by the MD


• If ALL restraints have been removed and reapplication is 
necessary, a new order is needed







Restraint Order
Non-Violent and Non Self Destructive Patient


• If the patient is attempting to interfere with treatment but 
has no significant change in condition, the nurse (RN, LPN, 
LNA) may proceed with applying restraints if other 
alternatives have failed and then notify the LIP/Provider and 
obtain an order within 12 hours of restraint application. 


• Orders for the continued use of restraints must be obtained 
every calendar day that the patient remains in restraints.







For the Non-Violent and Non Self-Destructive Patient 
(e.g. patient pulling at lines) 


• Used to protect the physical safety of the nonviolent 
or non-self-destructive patient when other alternative 
have failed.


• For example:


– 89 year old, forgetful patient, Mr. Smith, has:


• A tube feeding and Foley catheter, which he is frequently pulling 
at or attempting to remove
– This is placing him at risk of physically harming himself. 


» Therefore, this would be an indication for requesting a restraint for 
the non-violent patient. 







For the Non-Violent and Non Self-Destructive Patient (e.g. 


patient pulling at lines)


• There must be a new restraint order every calendar day
while the patient remains in restraints


• Safety observation and documentation is required every 60 
minutes (licensed nursing personnel may perform –
RN/LPN/LNA)


• RN assessment and documentation is required every 2 hours
for:  
– continuation/discontinuation of  restraint(s) or application of less 


restrictive devices based on patient’s condition.







Restraint Orders 
Violent and Self-Destructive Patient


• In an emergent situation where patient is at imminent 
risk for harm, and all other interventions have failed:


• nursing staff (RN, LPN, LNA) who have demonstrated 
competency may apply restraint device before obtaining 
order


• Face to face evaluation by the provider or a trained RN must 
take place within the first hour the patient is put into restraints 
AND then every 8 hours at a minimum thereafter for as long as 
patient is in restraints


• a telephone order may be obtained by the RN between face 
to face evaluations







Restraints
For the Violent or Self-Destructive Patient


• Behavior that jeopardizes the immediate physical 
safety of the patient, staff or others.


• Orders are for a maximum of 4 hours for patients 18 years and 


older. 


• Orders are for a maximum of 2 hours for child and adolescents 


9-17 years.


• Orders are for a maximum of 1 hour for children under age 9.







Restraints
For the Violent or Self-Destructive Patient


• Provider orders are for a maximum of 4 hours for adult patients- must be re-
ordered every 4 hours


• Safety observation and documentation is required every 15 minutes (licensed 
nursing personnel may perform – RN/LPN/LNA)


• RN assessment and documentation is required every 2 hours for:  


• continuation/discontinuation of  restraint(s) or application of less restrictive 
devices  based on patient’s condition


• Patients in 4 point restraints must be on Continuous 1:1 Observation


• these patients are at highest risk for injury in restraints







Applying 4 Point Restraints 


• Call Code Grey and "all clear" as appropriate (Dial 2111)


• Designate one staff member or leader to direct the 
procedure


• A staff member will be assigned the restraint of a 
specific limb


• Remove harmful objects from self


• Confirm patient identification by use of two identifiers.


• Apply restraints as directed by the leader per policy


– a patients in 4 point restraints is on Constant 1:1 Observation







Removing 4 Point Restraints


• Assess that clinical criteria for removal of restraints has been met.


• Release restraints as follows:
1. one arm/leg and observe behavior for up to 15 minutes 


a) two opposite limbs are kept restrained


2. then, if appropriate:  release opposite arm/leg and observe behavior for 
up to 15 minutes


3. then, if appropriate remove remaining 2 restraints


a) Never leave a patient in one restraint 


• An RN will assess the appropriateness of the release of each restraint.


• Document removal of restraints in the Restraints Management section of the 
Vital Signs Flowsheet in the EMR.







Removal of Restraints


• Continued need for restraint should be assessed 
consistently. 


• Restraints should be removed as soon as an 
alternative intervention is clinically appropriate or as 
soon as the behavior that warranted restraint use 
has ceased.


• For patients in any distress, restraints should be 
immediately removed and clinically appropriate care 
provided.







Monitoring  of Patient in Restraints


• Patients in restraint require close monitoring and 
assessment to ensure their safety and needs are met.
– Monitoring includes and is not limited to:  physical and 


psychological well being, mental status, respiratory and 
circulatory status, skin integrity, vital signs and clinical 
condition.


– Needs include and are not limited to:  food and hydration, 
elimination, comfort and positioning, hygiene, interaction, and 
clinical care.


• Provide first aid if needed based on assessment.
• Monitoring is documented in the Restraints 


Management section of the Vital Signs Flowsheet of the 
EMR.







Education


• Education should always be provided to patients and 
families on use of restraints, alternative measures 
and monitoring while in use.


• Education is documented in the Restraints 
Management section of the Vital Signs Flowsheet in 
the EMR.







Record all nursing documentation 


RESTRAINT MANAGEMENT SECTION 
OF THE VITAL SIGNS FLOW SHEET







Record Safety Checks, Education, and Nursing Assessment/Interventions


RESTRAINT MANAGEMENT SECTION 
OF THE VITAL SIGNS FLOW SHEET







Death in Restraints 


Restraint related deaths are to be reported to the CMS Regional 
Office in Boston, MA no later than close of business the next 
business day under the following circumstances:


• Death that occurs while a patient is in restraint


• Death that occurs within twenty-four hours after the patient is 
removed from restraint


• Death known to the hospital that occurs within one week after 
use of restraint where it is reasonable to assume that the use of 
restraint contributed to the patient’s death.







Actions for Death in Restraint


• Notify Nursing Administration (Nursing Coordinator off shifts, 
weekends, and Holidays) of Reportable Death Occurrence.


• Complete and submit "HOSPITAL RESTRAINT/ SECLUSION DEATH 
REPORT WORKSHEET" to Nursing Administration.


• Nursing Administration will notify the CMS Regional Office.


• Document in the patient’s Medical Record the date and time that the 
death was reported to CMS.


• Once worksheet faxed by Nursing Administration, it will then be 
placed in the patient record.







Policy


• Please review and be familiar with CMC s policy on 
safe use of restraint which can be found in Policy 
Stat on the CMC Intranet.


– Policy titled “Restraint(s) Use Guidelines”







Thank you 








Suicide Risk Assessment







Facts about Suicide


• Suicide is a major public health concern in the United States
 10th leading cause of death
 2nd leading cause of death for young people ages 15 to 24 and for those ages 25 to 


34


• 1 in 10 suicides are by people seen in an ED within 2 months of dying. Many were never 
assessed for suicide risk.
 critical to look for evidence of risk in all patients


• Joint Commission National Patient Safety Goal calls for hospitals to conduct a risk 
assessment that identifies specific individual characteristics and environmental features 
that may increase the risk for suicide and to address safety needs. 


• Suicide occurs across ethnic, economic, social and age boundaries


• Suicide is preventable. Knowing the risk factors for suicide and who is at risk can help 
reduce the suicide rate.







Main Risk Factors for Suicide:
• Mood Disorders, other mental illness, and/or substance use 


disorder


• A prior suicide attempt; Family history of suicide


• Trigging events


• Family history of a mental illness or substance use disorder


• Family violence, including physical or sexual abuse


• Access to lethal means;  firearms in the home


• Psychiatric hospitalization or Incarceration 


• Being exposed to others' suicidal behavior, such as that of 
family members, peers, or media figures


• Chronic Disease and Disability


• Lack of access to Behavioral Health or Substance Use 
Treatment 







Protective Factors:
are personal or environmental characteristics that 


help protect people from suicide.


• Internal: 


– Life skills (including problem 
solving skills and coping skills, 
ability to adapt to change


– Ambivalence for living/dying
– Core values and beliefs -Cultural, 


religious, or personal beliefs that 
discourage suicide


– Self-esteem and a sense of 
purpose or meaning in life


• External:


– Responsibility to children or 
beloved pets


– Effective Behavioral Health 
Services


– Positive and supportive 
social relationships and 
community connections







Warning Signs/Precipitating Factors 


• Warning signs are behaviors that indicate that someone may 
be at immediate risk for suicide.


• Precipitating factors are stressful events that can trigger a 
suicidal crisis in a vulnerable person. 


• Examples include:


• End of a relationship or marriage


• Death of a loved one


• An arrest


• Serious financial problems







SCREENING
• PATIENT HEALTH QUESTIONNAIRE (PHQ 3 and 9) are being used by all 


CMC Primary Care Practices to assess risk / level of depression.


The following signs may mean that someone is at risk for suicide. Risk is 
greater if the behavior is new, or has increased, and if it seems related to a 
painful event, loss, or change: 


 Talking about wanting to die or kill oneself and/or looking for a way to kill oneself
 Talking about feeling hopeless or having no reason to live, feeling trapped or being 


in unbearable pain
 Talking about being a burden to others
 Increasing the use of alcohol or drugs
 Acting anxious or agitated; behaving recklessly
 Sleeping too little or too much
 Withdrawing or feeling isolated
 Showing rage or talking about seeking revenge
 Displaying extreme mood swings







Specific Questions about…
Thoughts, Plans, Behaviors & Intent


Ideations:
Frequency, intensity, duration in last 48 hrs, past month and worst ever 


Plan:
Timing, location, lethality availability and preparatory acts.


Behaviors:
Past attempts, aborted attempts, rehearsals vs. non-suicidal self injurious actions.


Intent: 
Extent to which the patient (1)expects to carry out the plan and (2) believes the plan /act 
to be lethal vs. self-injurious


 Patients may not spontaneously report suicidal ideation, but 70% 
communicate their intentions to significant others. It is important to ask 
patients directly and seek collateral information from family members, 
friends, EMS personnel, police, and others. 







Effective Questions


 Have you ever thought about death or dying? 


 Have you ever thought that life was not worth living? 
 Have you ever thought about ending your life? 
 Have you ever attempted suicide?
 Are you currently thinking about ending your life? 
 What are your reasons for wanting to die and your reasons for wanting to live?







How do we Respond to a Positive 
Suicide Risk Assessment ?


– Notify provider of need for psychiatric consultation
– Obtain order for suicide precautions
– Implement 1:1 constant observation & document


• This includes use of bathroom
– Ensure the Environment of care remains safe


• Assess for objects that pose a risk and remove if possible
– Visitors must be monitored for potentially harmful objects
– Patient must be accompanied by staff trained to maintain a safe environment, during 


transport
– Refer to EC Suicide Prevention Checklist  in policy stat
– Ensure standard of care and treatment for  the Psychiatric patient is followed and plan of care 


reflects suicide risk and interventions 
– Refer to Standard of Care & Treatment of the Psychiatric Patient Admitted to CMC in policy 


stat
– Select appropriate clinical practice guideline(s) and individualize
– Consult with CMC Psychiatric Services
– Insure plan for behavioral health follow-up
– At discharge provide patient with the National Suicide Prevention Hotline Resource







SYSTEMS MANAGEMENT: IMPLEMENTATION & 
ACTION FOR CARE EXCELLENCE


• 66% of persons who take their own lives were not receiving 
treatment for their suicide risk at the time of their death


– Stigma, cost, distance and lack of service availability 
impedes access to care


• Suicide risk frequently provokes anxiety, fear and avoidance 
behaviors in medical personnel


• Employ a direct, non-judgmental, non-condescending, matter-
of-fact approach when trying to determine if someone is 
thinking about harming themselves


• Promoting a culture of shared responsibility and team will 
mitigate medical personnel’s avoidance and anxiety, allowing for 
all to address suicide risk appropriately







National Suicide Prevention Hotline 
Resource


• 1-800-273-TALK (8255)


• www.suicidepreventionlifeline.org








Hazardous Medications







Objective


 Review background to safe handling of 
hazardous drugs.


 Review recommended guidelines from 
United States Pharmacopeia (USP).


 Review CMC standards and policies 
regarding handling of hazardous drugs.


 Review exposure procedures.







Hazardous Medications


 USP chapter 800, released in 2019, set guidelines 
for healthcare organizations for safe handling of 
hazardous drugs.


 These guidelines provide standards to minimize 
risk of exposure to healthcare personnel, patients 
and the environment.


 This module will provide education about these 
guidelines and how we can protect ourselves, our 
colleagues, our patients and our environment.







Who determines which medications are hazardous?


The National 
Institute for 


Occupational Safety 
and Health (NIOSH) 
publishes a list of 


medications 
potentially 


hazardous to 
healthcare workers


Carbamazepine, 
phenytoin, 


spironolactone, 
etc.


Resource 
Conservation and 


Recovery Act (RCRA)  
established a list of 


chemicals and 
medications which 


are hazardous to the 
environment


Insulin, 
benzocaine spray, 


nitroglycerin  
drips, etc.


Some medications 
are both hazardous 


to healthcare 
workers AND 


require proper 
disposal to protect 
the environment


Chemotherapy, 
warfarin, etc.







What is a hazardous drug?


Any drug identified as hazardous or potentially hazardous 
by the NIOSH on the basis of at least one of the following 
six criteria: 


1. Carcinogenicity


2. Teratogenicity or developmental toxicity


3. Reproductive toxicity in humans


4. Organ toxicity at low doses in humans or animals


5. Genotoxicity


6. New drugs that mimic existing hazardous drugs in 
structure or toxicity 







Hazardous Medication Categories


 Two basic groups of hazardous medications: 


Hazardous 
to 


healthcare 
workers


Hazardous 
to the 


environment
Both







What is the risk?


 Health risk depends on how much exposure a healthcare 
worker has to these drugs and how toxic they are  


 Healthcare workers are protected from exposures to 
hazardous drugs through proper protective 
equipment and use of engineering and administrative 
controls


 The environment is protected by proper disposal


How do we protect ourselves, our colleagues,
our patients and our environment?







Safe Handling Standard Operating Procedures


 Reference the Safe Handling of Hazardous 
Drugs policy which includes standards for:


• Receiving & storage


• Pharmacy practices


• Exposure


• Spills


• Disposal


• PPE and training



https://catholicmedicalcenter.policystat.com/policy/8420099/latest/





Medication Preparation & Administration


 Antineoplastic Hazardous Medications (NIOSH 
Group 1) are not stored in Pyxis.


 Do not cut, open, crush or otherwise 
manipulate any hazardous medication without 
first contacting the pharmacy.


 Hazardous, potentially carcinogenic and/or 
teratogenic medications require special 
handling and proper PPE to limit staff exposure 
and reduce health risks.







What PPE do I wear?







After Removal of PPE… Wash Your Hands!


Do not use alcohol gel!







Management of Body Fluids


 All patients that have received 
hazardous medications have 
potential metabolites in their body 
fluids.


• For all high risk activities where there 
is a risk of body fluids splashing, it is 
recommended that  double long cuff 
gloves and low permeability 
(chemotherapy) gown is worn.


• Face and eye protection (shield and 
goggles) should also be worn if high 
risk of splash is anticipated







Disposal


 PPE without known contamination will be 
disposed in the regular trash.


 PPE that is exposed to known contamination 
or visibly soiled will be disposed in a yellow 
“trace waste” bag.







Management of Exposure (If it occurs)


Call for help, if 
needed


Immediately remove 
contaminated clothing


Rinse exposed surfaces with copious 
amounts of water using an emergency 


shower or eye wash.  Affected eye(s) should 
be flooded with eye wash for 15 minutes.


If applicable, wash exposed 
surfaces with appropriate 


neutralizing solutions. Consult 
manufacturers' literature (MSDS).


Wash exposed skin with 
soap and water and rinse 


thoroughly


Report exposure to 
department Director and 


Director of Pharmacy.


Report to the Employee 
Health (ER if EH closed) for 


assessment and local 
treatment.


Complete an online 
occurrence report to 


document the incident







Spill Management


Front line staff should 
contain/limit spread if 


possible while 
maintaining personal 


protection


Maintain safe distance 
and evacuate if needed


Call code Orange


Spill team will respond 
with Spill kit


Complete 2BSafe *refer to policy


* Safe Handling of Hazardous Drugs – Medication List (Section 16)



https://catholicmedicalcenter.policystat.com/policy/7635851/latest/





Module Completed


You have completed education on USP 
Chapter 800 guidelines--An important safety 
initiative to protect ourselves, our colleagues, our 
patients and our environment.





