
SENECA HEALTHCARE DISTRICT 
BOARD OF DIRECTORS REGULAR MEETING MINUTES 

Lake Almanor Clinic (LAC) Conference Room, 199 Reynolds Road, Chester, CA 
August 31st, 2023 - at 3:00 p.m. 

 
 
Board Member(s) joining the Regular Board Meeting via virtual (ZOOM):  
Shelley Stelzner, Secretary-Treasurer - 364 Osprey Loop, Chester CA 96020 / Ph:707-301-7366 
 
Board of Directors: 
Jerri Nielsen, President 
Sherrie Thrall, Vice-President 
Kenneth Crandall, Secretary 
Rich Rydell, Treasurer 
Shelley Stelzner, Assistant Secretary/Treasurer 
 

1) Call to Order. President, Jerri Nielsen, called the Regular Board Meeting to order at 3:00pm. 
 

2) Board Members Roll Call. The President acknowledged Board Members as present/absent: 
 

• Jerri Nielsen, President, Present  
• Sherrie Thrall, Vice-President, Present 
• Kenneth Crandall, Secretary, Present 
• Rich Randall, Treasurer, Present 
• Shelley Stelzner, Assistant Secretary-Treasurer, Attended via virtual (Zoom) Meeting 

 
3)  Pledge of Allegiance was led by Jerri Nielsen at 3:01pm. 
 

Closed Session Announcement.   
The Board will meet in Closed Session pursuant to: 
 
a. Government Code §54956.9(d)(1)) Conference with Legal Counsel – Existing Litigation. 
     [Paragraph (1) of subdivision (d) of Section 54956.9]  
 Velez vs SHD - Case: DFEH #202110-15186025  

b. Government Code §54956.9(d)(1)) Conference with Legal Counsel – Existing Litigation. 
[Paragraph (1) of subdivision (d) of Section 54956.9]  
 Robles vs SHD - Case: #CV22-00177  

c. Health and Safety Code §32106 – Report(s) involving Trade Secrets.  
      

  4)  Public Comment(s) Period.  
       This is an opportunity for public attendees to address the Board regarding items which are not  
       on the agenda. Please state your name for the record. Comments are limited to three (3)    
       minutes. Written comments should be submitted to the Board Clerk 24 hours prior to the      
       meeting to allow for distribution. Under Government Code Section 54954.2 – Brown Act, the  
       Board cannot act on any item that is not listed on the agenda. The Board Chair may choose to      
       acknowledge the comment. When appropriate, the Board Chair may briefly answer a  
       question; refer the matter to staff; or move to set the item for discussion at a future meeting. 
 
        

Comment Presented at Meeting: 
A community member approached the Board with a statement directed to Shawn McKenzie,   
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SENECA HEALTHCARE DISTRICT 

POLICY & PROCEDURE 
 
DEPARTMENT: IMAGING-CT 

POLICY TITLE: CONSTRAST 

POLICY NUMBER: CT-001.002 

 

COMPLIANCE REQUIREMENT: CA Health and Safety 

Code §106985 

 

Page 1 of 82 

Date of Origin:  

 

Revision Date:  

 

Periodic Review 

By:  

Date:  
 
AUTHOR: David Garey, Imaging Manager 

REVISED BY:Todd Lane, Imaging Manager 

Policy Rescinded by  

Policy #: 

Effective Date:  

 

Policy: Seneca Healthcare District (SHD) shall ensure that intravenous (IV) Contrast is only 

administered when ordered by a physician and by a staff member that has the proper licensure to 

do so.   

 

 

Extravasation of contrast media can result in serious injury and patients will be thoroughly 

evaluated and monitored venous access prior to, and during the injection of contrast media.  

Patients whom are taking Metformin and having X-RAY procedures requiring the injection of 

iodinated contrast media will be screened for history of diabetes and medications.  

 

Glucophage should be withheld for 48 (forty-eight) hours after the injection of contrast. The 

patient's physician will be notified that normal renal function should be determined before 

restarting Glucophage therapy. 

 

This policy is applied in conjunction with the following policies for consent: 

 

• Photography and/or Video Consent, Administration Policy, ADMIN-014. 

• Consent for Treatment of Minor in the hospital, Emergency Medicine Policy ED-021. 

• Consent: Informed/Implied, Emergency Medicine Policy, ED-027. 

• Consent: Caregiver’s Affidavit, Conditions of Service, and Consent for Treatment, 

Health Information Management Policy HIM-009 

• Telemedicine Consent, Lake Almanor Clinic Policy LAC-004. 

• Consent for Treatment of Minor in the Lake Almanor Clinic, Lake Almanor Clinic Policy 

LAC-008. 

• Informed Consent – Surgical & Special Procedures, Lake Almanor Clinic Policy LAC-

010. 
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• Medical Staff consent obligations, Seneca Healthcare District Medical Staff By-Laws. 

• Informed Consent, Anesthesia Policy ANTH-018. 

• Consent for Surgical Treatment-Verification Of, Surgical Services Policy SX-003. 

 

 

Authorization Signature Date 

Department Head 
  

Medical Department Chair 
  

Compliance Officer 
  

Chief Nursing Officer 
  

Director, Human Resources 
  

Administration 
  

Medical Chief of Staff 
  

Governing Board 
  

POLICY NUMBER REFERENCE: CT-001.002 
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PROCEDURE 

1. Purpose 

The purpose of this policy is to ensure that intravenous contrast is administered only 

when ordered by a physician and done so safely only by qualified staff 

members.to……………………………………… 

[BLANK LINE] 

2. Responsibilities 

The SHD (department) is responsible for……………………….SHD Radiology 

department is responsible for screening all patients having procedures requiring the 

intravenous injection of iodinated contrast media. 

[BLANK LINE] 

3. Policy for Contrast 

a. Policy for Intravenous (IV) Contrast 

i. Intravenous injection of radiopaque contrast is necessary to enhance the 

visualization of vascular, soft tissue and genitourinary anatomy. Nurses 

certified for contrast media injection, under the guidance of the Medical 

Director of the Diagnostic Imaging Department, are qualified by education 

and experience to determine the type and amount of intravenous 

radiopaque contrast to be injected.  A Physician's presence in the facility is 

required for this procedure. 

ii. Radiologic Technologists who have met the education requirements of 

California for contrast administration may inject contrast materials when a 

Physician is present in the facility. 

iii. This procedure may be performed in all areas of DiagnostivDiagnostic 

Imaging Department for: 

1. Contrast enhanced Computerized Axial Tomography exams 

a. When the following conditions exist: 

i. There is a written physician’s order for the 

procedure 

ii. The Radiologist has ordered the dose and type of 

contrast to be injected by the Technologist 

iii. A Physician is present in the facility when the 

Technologist or Nurse injects the contrast. 

iv. The patient’s informed consent is obtained (when 

the patient is unable to give “informed consent”, 

follow hospital policy for addressing these cases). 

2. Consultation with a Radiologist is required if the patient: 

a. Has a serum Creatinine above the normal range 

i. Males (0.8-1.3 mg/dl) 

ii. Females (0.6-1.0 mg/dl) 

b. If the BUN (Blood Urea Nitrogen) is more than 22mg/dl. 

c. If the GFR (Glandular Filtration Rate) is less than 

60/ml/minGFR. 

d. Is less than 10 years old? 

e. Has multiple allergies. 

f. Is in congestive failure. 

g. Is in severe respiratory distress. 
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h. Is a Diabetic patient being treated with Glucophage 

(metformin). 

i. Has a history of intermediate or major adverse reaction to 

previous contrast injections. 

j. Is having a reaction to the current injection. 

3. Education requirements for the radiologic technologist include: 

a. Successful completion of a contrast media course. 

b. CPR/BLS training 

c. Facility emergency response system. 

d. Crash cart procedures. 

e. Emergency use of oxygen and the ambu bag-valve mask. 

4. Competency will be assessed annually. 

iv. Specific, step-by-step Procedures/process: 

1. Verify patient ID, Physician’s orders, and consent for the 

procedure to be performed (Attachment A). 

2. Check patient’s wrist band for birthday and spelling of name. 

3. Explain injection protocol, common effects, and post injection 

care. 

4. Have patient sign a contrast release that will explain the injection 

and any problems that the patient may have with the injection plus 

some of the normal effects that the injection will cause. 

5. Assess patient physical condition and medical history. 

6. Have patient remove all jeleryjewelry including watched and rings. 

7. Check availability of emergency equipment and Physician. Note: 

Physician must be in the facility when injection is performed by a 

Radiologic Technologist or Nurse. 

8. Perform venipuncture, according to hospital policy and procedure. 

Select a vein large enough to accept an 18-23ga needle for adults, 

and a 20-23ga needle for children. 

9. Load the injector with the appropraiteappropriate contrast. Set the 

injector for the appropriate body part. Set the injector for the 

proper flow rate for contrast media and needle sizes (ml/sec). 

10. Arm the injector and then use the test injection for the patient and 

look for extravasation or pain or swelling at the site of the 

injection. 

11. Run the injector and come out of the gantry room for the 

procedure. 

12. Obtain vital signs after scan to assess the patient's tolerance to 

contrast media.  (Most reactions occur within 20 minutes of inject 

ion). 

13. Notify the Physician and the Radiologist if there are any adverse 

reactions to the contrast. Document in the electronic medical 

record any reaction and/or allergy to contrast media. 

v. Type and Amount of Contrast Media for IV Injection 

1. The type and amount of radiographic contrast media given for an 

exam depends on the patient's physical condition, clinical history, 

type of exam, and patient's renal function status. 
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2. Determine of the final amount and type of contrast media to be 

injected into each patient should be based on: 

a. The indication for the procedure. 

b. The consideration of certain risk factors. 

c. Patients renal function status. 

d. The type of procedure. 

3. Assess and evaluate each patient's physical condition and obtain a 

clinical history, but not limited to: 

a. Age 

b. Weight 

c. Vital Signs 

d. IdoineIodine sensitivity 

e. Previous injections of contrast media 

f. Asthma 

g. Allergies (multiple allergies, bee stings, shellfish) 

h. Hydration (sufficient IV fluid intake of 100ml/hr, or as 

evidenced by good skin turgor, etc) 

i. COPD, CHF, Cardiovascular disease 

j. Liver dysfunction 

k. Multiple myeloma 

l. Pheochromocytoma 

m. Chronic blood disease (dycrasia, anemia, leukemia, etc.) 

4. We do not use ionic contrast at Seneca Healthcare District. 

5. We will call the Radiologist for patients that have a positive 

history of one or more factors of reduced renal function who we 

may be considered at mild, moderate, or severe risk for injection of 

contrast media and may be given an adjusted dose of contrast 

media, or no contrast after consultation with a Radiologist. 

b. Policy for Extravasation of Contrast Media 

i. The risk of major damage to skin and subcutaneous tissue will be reduced 

by the prompt recognition and treatment of extravasation. 

ii. Instruct the patient to inform staff immediately of any pain or discomfort 

in the extremity used for injection. 

iii. Visualize the injection site for swelling. 

iv. Stop injection if any complaints or swelling. 

v. Attempt to aspirate fluid via the venous access device. 

vi. Apply warm or cold compress, according to patient comfort. 

vii. Elevate extremity above the level foof the heart. 

viii. Remove watches, rings, ID bracelets or other jewelry found on the wrist or 

fingers, or any area adjacent to the IV site. 

ix. Assessment of the site to include: 

1. Size/volume of extravasation 

2. Swelling 

3. Pain 

4. Decreased capillary refill 

5. Change in sensation 

6. Ulceration or blistering 

x. If the extravasation is greater than 5mL: 
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1. Notify the Radiologist 

2. Observe for changes for 2 to 4 hours 

3. Consider plastic surgery consult for any of the following: 

a. Increased swelling or pain 

b. Decreased capillary refill 

c. Change in sensation 

d. Skin ulceration or blistering 

e. Extravasation greater than 20mL of conventional contrast 

or greater than 100mL of nonionic contrast. 

4. Give patient discharge instructions (Attachment B). 

xi. Follow up is completed by the patient’s primary care physician. 

xii. Document in the electronic medical record: 

1. Estimation of the volume of extravasation 

2. Description of signs/symptoms 

3. Treatment 

4. Notification of Radiologist, referring physician and referral, if any. 

5. Follow up 

c. Summary of Our Metformin PolicyPolicy for Patients Taking Metformin 

Metformin is a medication used to treat non-insulin dependent diabetes mellitus. 

The most significant adverse effect of Metformin therapy is the potential for the 

development of metformin-associated lactic acidosis. This condition is extremely 

rare, and seems to occur only when one or more contraindications for the drug are 

overlooked. 

i. Metformin Policy 

1. All patients receiving intravascular iodinated contrast must be 

asked whether they are currently taking metformin-containing 

medications. Those who are on metformin-containing medications 

must be screened to determine whether they have risk factors for 

developing lactic acidosis. 

2. The following risk factors for lactic acidosis: 

a. Renal dysfunction (eGFR<45) 

b. Liver dysfunction (any form of known liver disease) 

c. Alcohol abuse (regular use of greater than 3 units per day) 

d. Acutely ill patients*. 

3. Patients with any of these risk factors for lactic acidosis must have 

their metformin-containing medications withheld for 48 hours after 

receiving contrast, and then restarted once renal function has been 

re-evaluated and found to be normal. 

c. Patients without risk factors for developing lactic acidosis do not 

need to discontinue metformin-containing medications, and do not 

need to have their renal function routinely re-evaluated. 

i. When you fill out a contrast form and the patient indicates that 

he/she may be diabetic ask about metformin, then ask if their 

doctor told them about our protocol to do this if they are on 

metformin. If not call the doctor's office and let them know that we 

have given the patient a copy of the protocol we use for metformin 

users. (Attachment C). 
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ii. Glucophage (metformin) is an oral antihyperglycemic which is contraindicated in patients with 

renal disease or renal dysfunction. Parenteral administration of iodinated contrast media may 

result in acute alteration of renal function. 

iii. Fill out a History and Information for Intravenous Contrast Injection. 

iv. Make sure that the patient has had a BUN/CREATININE/GFR prior to the study or with in the 

last 30 days. Make sure that they are all normal. 

v. If the blood tests are not normal, inform the physician that we needed to withold contrast. 

1. Renal function must be evaluated and found satisfactory before Glucophag therapy may be 

resumed. 

vi. If the patient is screened at the time of the test for history and medications. 

vii. After the procedure, the patient is instructed NOT to resume Glucophage therapy until directed 

to do so by their physician. 

viii. Notify the physician's office after the completion of the procedure. 

ix. The physician may order a BUN and Creatinine lab test to be done 48 hours after the procedure. 

In this event, the patient will be notified to resume Glucophage therapy if renal function is 

normal. 

x. The patient will be referred to their physician if renal function is abnormal. 

4.  

4. Enforcement 

Violation of this policy may result in disciplinary action, up to and including termination 

as outlined in the Sanctions Policy/Procedure, CMPL-005. 
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REFERENCE 

 

Triage Radiology Associates Iodinated Contrast Use Article 

 

 

This policy is applied in conjunction with the following policies for consent: 

 

• Photography and/or Video Consent, Compliance Policy, CMPL-004. 

• Consent for Treatment of Minor in the hospital, Emergency Medicine Policy ED-

021. 

• Consent: Informed/Implied, Emergency Medicine Policy, ED-027. 

• Consent: Caregiver’s Affidavit, Conditions of Service, and Consent for 

Treatment, Health Information Management Policy HIM-009 

• Telemedicine Consent, Telehealth/Lake Almanor Clinic Policy, TLH-003. 

• Consent for Treatment of Minor in the Lake Almanor Clinic, Lake Almanor 

Clinic Policy LAC-008. 

• Informed Consent – Surgical & Special Procedures, Lake Almanor Clinic Policy 

LAC-010. 

• Medical Staff consent obligations, Seneca Healthcare District Medical Staff By-

Laws. 

• Informed Consent, Anesthesia Policy ANTH-018. 

• Consent for Surgical Treatment-Verification Of, Surgical Services Policy SX-003. 
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Attachments:  

Attachment A: History and Information for Intravenous Contrast Injection (1 page) 

Attachment B: Discharge Instructions for Patients who have had Extravasation of Contrast 

Media (1 page) 

Attachment C:IV CONTRAST PROTOCOL FOR PATIENTS TAKING METFORMIN (1 

page) 
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Attachment A: History and Information for Intravenous Contrast Injection (Page 1 of 11 

page) 
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Attachment B: Discharge Instructions for Patients who have had Extravasation of Contrast 

Media (Page 1 of 1) 



CT-001.002-Contrast  Page 14 of 16 
 

 



CT-001.002-Contrast  Page 15 of 16 
 

 

 

 

 

 

 

Field Code Changed



CT-001.002-Contrast  Page 16 of 16 
 

 

 

 

 

 

Attachment C: IV Contrast Protocol For Patients Taking Metformin 
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SENECA HEALTHCARE 

DISTRICT 

POLICY & PROCEDURE  
 
DEPARTMENT: FOOD AND NUTRITION 

SERVICESDIETARY SERVICES 

POLICY TITLE: DEPARTMENT STAFFING, 

SUPERVISION, SCOPE OF SERVICE, AND TRAINING   

POLICY NUMBER: DSS-002.002 

 

COMPLIANCE REQUIREMENT: CA Title 22 §71241, 

§71245(a), §71245 (c), §71245 (f)(4), §71243(j) §70271 §70273 

(a)(1-5)(b-f)(g)(1-7)(h)(i)(1-3)(j)(k)(1-6)(i)(1-5)(m)(2)(A-

C)(3)(4), §71241 §71241 (j),§71245(a)(c)(f)(4),SOM F801 

§483.60(a)(1)(2), F802 §483.60 (a)(3)(b) 

Page 1 of 4 

Date of Origin:  

08/27/2015 

Revision Date:  

7/25/2019 

Periodic Review 

By:  

Date:  

 
AUTHOR: Christine Sasser, DSS  

REVISED BY: Elizabeth L Steffen, Director of Information 

Technology and Policy Committee Chair AND 

Andrea Kelly, Certified Dietary ManagerDietary Services 

Supervisor 

Policy Rescinded by  

Policy #: 

Effective Date:  

Policy: Seneca Healthcare District (SHD) shall ensure that the Food and NutritionDietary Services 

(FNS) Department is adequately staffed, has the oversight of a Registered Dietician, is 

satisfactorily trained in safe food handling and food preparation, and that the department functions 

in a sufficient, competent, supportive manner.  

Authorization Signature Date 

Department Head 
  

Medical Department Chair 
  

Compliance Officer 
  

Chief Nursing Officer 
  

Director, Human Resources 
  

Administration 
  

Medical Chief of Staff 
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Governing Board 
  

 

POLICY NUMBER REFERENCE: DSS-002.002 

PROCEDURE 

1. Purpose 

The purpose of this policy is to ensure the Food and Nutritional Services (FNS)Dietary 

Department is adequately staffed and trained in safe food handling and preparation with 

the oversight of a Registered Dietician and functions in a sufficient, competent and 

supportive manner. 

 

2. Responsibilities 

The Seneca Healthcare District (SHD) FNSDietary Department is responsible to the 

Medical Staff and Administration for serving diets accurately as ordered, performing 

other appropriate functions as requested while operating with sufficient staff and 

following the policies and procedure’s that are established by the facility and approved 

by the Governing Board. 

 

3. Policy for Department Staffing, Supervision, Scope of Service, and Training 

a. General Personnel 

i. The department will have an adequate number of food service employees. 

ii. Food service employees will be on duty for a period of no more than 12 

hours. A food service employee shall be present in the kitchen during the 

hours of operation.  

iii. A clearly written job description for each position will be on file in this 

dietary policy and procedure manual available in Human Resources. 

iv. Food Service employees will be trained to perform assigned duties and 

will be expected to participate in in-service programs.  These programs are 

to be conducted by the FNSDietary Manager and/or Dietetics professional. 

v. Work schedules will be posted fourteen (14) days in advance.  Monthly 

work schedules shall include all FNSdietary personnel including 

management. 

vi. Work schedules will be maintained on file permanently. 

vii. A food service employee should not be assigned duties outside the 

department, except as assigned by their supervisor.  These duties must not 

interfere with the sanitation, safety, or time required for dietary work 

assignments. 

b. Scope of Services 

i. The Dietary ServiceFNS Department is responsible for serving diets 

accurately as ordered by the physician and for performing other 

appropriate functions as requested. 

ii. The Dietary ServiceFNS Department is responsible to Administration for 

operating the department within the approved budget and following the 

policies and procedures approved by the Medical Staff, Administration 

and Governing Board. 

c. Supervision 
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i. The FNSDietary Manager is hired by the facilities Administrationrator, 

and reports to the Chief Nursing Officer (CNO).who is the Dietary 

Manager's immediate supervisor. 

ii. The Dietary FNS Manager is qualified according to State and Federal 

regulations. 

iii. The FNSDietary Manager carries out his or her duties according to the job 

description, work schedule and as assigned by supervisor. 

iv. The FNSDietary Manager is the immediate supervisor of the cooks and 

dietary staff. 

v. The FNSDietary Manager cooperates with other department heads and 

dietetic professionals for the health and welfare of the residents. 

vi. The FNSDietary Manager participates in: 

1. Regular meetings with the CNOAdministrator 

2. Regular meeting with FNSDietary staff 

3. Department Head meetings 

4. Plan of care meetings 

5. Infection Control committee meetings and activities 

6. Safety Committee 

7. QA’s 

5.8.Policy &Procedure Committee 

6.9.Regular meetings with the Dietetics professional 

d. Training and Orientation 

i. Overview 

1. Goal: To introduce dietary work and the general responsibilities of 

the employee. 

ii. Food Service 

1. Purchasing 

2. Receiving 

3. Storage 

4. Organization 

a. Standardized recipes 

b. Proper weights/measurements 

c. Portion control 

d. Equipment and utensils 

5. Food Preparation/Safety 

a. Methods of cooking 

b. Time/Temperature protection 

c. Hot/Cold food preparation and holding 

d. Cool down and re-heating processes 

6. Nutrition 

a. Diet Manual 

b. Recipe book/Spreadsheets 

c. Texture modified diets/thickened liquids 

d. Tray cards populated from the Electronic Health Record 

(EHR) 

e. Resident/patient ethnic, cultural, or personal preferences 

7. Therapeutic Diets 

8. Diet manual 
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9. Recipe book/spreadsheets 

10. Texture modified diets/thickened liquids 

11. Resident/patient ethnic, cultural or personal preferences 

iii. Sanitation 

1. Personal Hygiene 

2. Equipment 

3. Cleaning Schedule 

4. Infection Control 

5. Dishwashing/Sanitizing Machine 

a. High temperature dish machine 

b. 2 or 3 sink method 

iv. Safety 

1. General safety guidelines 

2. Safety Data Sheets (SDS) for chemical used in the facility 

v. Policies and Procedures 

1. Meal Service 

2. Menus and Therapeutic diets 

3. Sanitization/Infection Control 

4. Emergency menus/Supplies 

5. Location of manuals 

6. Food Safety/Preparation 

7. Staffing 

8. Quality Assurance Program 

9. Menu substitutions and resident/patient preferences 

vi. Authorized Personnel Only 

1. Only FNSDietary staff and any persons authorized to be in the 

kitchen for repair/inspections/cleaning are allowed in the kitchen. 

2. Hands washed and hair covered before crossing the red line. 

3. Any persons who has direct resident/patient contact should not 

come in the kitchen. 

a. All food requests should be made from the doorway. 

 

4. Enforcement 

Violation of this policy may result in disciplinary action, up to and including termination 

as outlined in the Sanctions Policy/Procedure, CMPL-005ADMIN-028. 
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SENECA HEALTHCARE 

DISTRICT 

POLICY & PROCEDURE 
 
DEPARTMENT: DIETARY SERVICESFOOD AND 

NUTRITION SERVICES 

POLICY TITLE: MENU GUIDELINES, SUBSTITUTIONS, 

REPLACEMENTS, & RECIPES 

POLICY NUMBER: DSS-006.0021 

 

COMPLIANCE REQUIREMENT: CA Title 22 §70273(b), 

§71243(g), §71243(a)(4) SOM F800 §483.60, SOM F803 

§483.60(c)(1)-(7), SOM F805 §483.60(d)(3),  

SOM §483.60(e)(1)(2) 

Page 1 of 3 

Date of Origin:  

08/27/2015 

Revision Date:  

12/31/2020 

Periodic Review 

By:  

Date:  

 
AUTHOR: Christine Sasser, DSS 

REVISED BY: Elizabeth L Steffen, Director of Information 

Technology and Policy Committee Chair AND 

Andrea Kelly, Certified Dietary ManagerDietary Services 

Supervisor 

Policy Rescinded by  

Policy #: 

Effective Date:  

Policy: Seneca Healthcare District (SHD) shall ensure that menus and standardized recipes are 

followed, and that substitutions or replacements are offered, if desired, in accordance with Federal 

and State regulations. 

Authorization Signature Date 

Department Head 
  

Medical Department Chair 
  

Compliance Officer 
  

Chief Nursing Officer 
  

Director, Human Resources 
  

Administration 
  

Medical Chief of Staff 
  

Governing Board 
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POLICY NUMBER REFERENCE: DSS-006.0021 

 

 

PROCEDURE 

1. Purpose 

The Purpose of this policy is to ensure the nutritional needs of the 

residents/patients shall be met according to the Recommended Dietary Allowances 

as outlined in the menus and Diet Manual purchased from Healthcare Menus 

Direct LLC. RD’s for Healthcare. 

 

2. Responsibilities 

The Seneca Healthcare District (SHD) Food and Nutrition Services (FNS) Dietary 

department is responsible for offering nutritionally adequate meals. A reasonable 

effort will be made to offer substitutes of equal nutritional value while adhering to 

patient’s/resident’s preference. 

 

3. Policy for Menu Guidelines, Substitutions, Replacements & Recipes 

The ‘Menu Guidelines, Substitutions, Replacements & Recipes’ policy provides 

for following daily menus and standardized recipes in accordance with the 
recommended dietary allowances according to Federal and State regulations. 

a. All diets are prepared and served by the FNSDietary department personnel as 

outlined in the following guidelines: 

1. Menus purchased from RD’s for HealthcareHealthcare Menus 

Direct LLC are written and approved by Registered Dieticians 

for breakfast, lunch and dinner. 

2. Standardized recipe books with step by step instructions for 

lunch and dinner entrees, breakfast, vegetables, (including 

salads), desserts, sauces/gravies, starches, soups/chowders and 

dressings. 

3. Spreadsheets for all diets, texture modification and portion size. 

4. Analysis of Nutrition breakdown. 

5. Meal Service Alternates. 

6. Access to the “for clients only” section of their website, which 

includes, alternate recipes and spreadsheets, current State 

write-ups, vegetarian options, egg substitutes and more. 

7. Fortification Guidelines 

8. Special Holiday meal posters 

9. Emergency/Disaster Inventory guide, menus and spreadsheets. 

ii. Diet Manual purchased from Healthcare Menus Direct LLCRD’s for 

Healthcare, written and approved by Registered Dieticians’, and 

approved by the SHD Medical Staff. It is designed to meet the specific 

needs of intermediary and long term care facilities, to provide a 

realistic approach to diets in order to make them adaptable and flexible, 

to meet the most recent Recommended Dietary Allowances, and to 

have a common language of communication among Dietary 
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ServicesFNS, Nursing, Physicians, Residents and their Families. The 

Diet Manual is updated every 5 years, and it contains the following: 

1. Diet information for all regular and therapeutic diets 

2. Diet information for all levels of texture modification 

3. A guide to fluid measurement 

4. Allergy reference sheets 

5. Diet information for Vegetarian and Vegan diets 

6. Nutritional management of thickened liquids 

7. Description and guidelines for Enteral Feedings. 

 

4. Enforcement 

Violation of this policy may result in disciplinary action, up to and including 

termination as outlined in the Sanctions Policy/Procedure, CMPL-005. 
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Purpose- It is t the purpose of this policy to follow all Federal and State Regulations to 

maintain a safe and sanitary environment along with providing SDS information and being 

prepared for any emergencies. 

 

Responsibility- It is the responsibility of SHD FNS staff to maintain a safe and sanitary 

environment that follows all Federal and State Requirements and be prepared for any 

emergencies that may arise. 

 

PROCEDURE 

 

1. Cleaning and Sanitation 

a. Cleaning Can Openers 

i. Electric Can OpenerHandheld Can Opener 

1. Unplug the appliance.The handheld can opener shall be 

washed in the ware washing machine after each use. 

2. Wipe all parts carefully with a clean cloth soaked in sanitizing 

solution.  Pay special attention to the blade and moving parts. If 

blade can be removed, wash and sanitize thoroughly. 

3. Air dry. 

ii.i. Hand-HeldCounter Mounted Can Opener 

1. Remove can opener shaft and plastic guides from base. 

2. Wash in sink filled with soapy water. Pay special attention to 

blade and moving parts. Scrub blade assembly area with brush 

to remove all food particles. DO NOT USE STEEL WOOL OR 

ANY OTHER SCRUBBING PAD THAT CAN SHRED.  

3. Rinse. Run the can opener shaft and plastic guides through ware 

washing machine.  

4. Sanitize. Let the shaft and plastic guides air dry before 

reassembly.  

5. Air Dry.clean and sanitize the counter mount base thoroughly. 

6. Wash base thoroughly with hot detergent water.  Be sure to 

remove all food particles from blade and base. 

7. Sanitize. 

8. Air Dry. 

9. Reassemble.. 

10. Repeat guidelines after each use. 

b. Cleaning Dishes and Cookware  

i. Dish Machine 

1. Scrape dishes clean into wastebasket. and/or garbage disposal.  

Note: Garbage disposal is only used for the small bits of food 

left on dishes after scraping into garbage. Do not DO NOT put 

all food scrapings, potato peels, egg shells, bones, etc.put 

eggshells, onion peels, citrus rinds, bones, potato peels, etc., 

into garbage disposal. 

2. Rinse dishes thoroughly prior to loading them in the racks. in 

sink, using hot, soapy water if needed.  Scrub pots and pans 

with a non-metallic scouring pad when necessary and rinse in 
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sink.Do not leave food on any dishes when loading them into 

the ware washing machine. 

3. Load dishwasher safe items into the dishwasher. When loading 

racks,  aAvoid overloading and nesting. 

4. Push Load racks into the ware washing machine dishwasher 

and pull the door down.  The machine will automatically start.. 

5. Add detergent according to directions.  Person loading dirty 

dishes should not handle clean dishes unless apron is changed 

and hands are washed thoroughly before moving from dirty to 

clean dishes. 

6. Set all controls for the operation of machine.  Press start button, 

and allow dishwasher to run full cycle. 

7. The ware washing machinedish machine operating temperature 

will be monitored and documented 3 times daily to daily to 

assuremake sure the wash temperature is 150° F or above and 

the rinse temperature is 180° F or above. 

8. All dishes, pots and pans should air dry completely before being 

put away. to dry on racks.  Do not dry with towels. 

9. Remove dishes, inspect for cleanliness and dryness, and put 

away if clean (be sure hands are clean). 

10. If dishes are not clean, repeat steps 2-9. 

11. Flatware will be pre-soaked in a bucket of soapy water , then 

dumped into a flat dish rack. should be pre-soaked prior to 

washing and loaded into cylinders with the mouthpiece 

exposed.  Flatware shall be should be washed three times, twice 

laying flat, then put into cylinders with the mouthpieces down 

for the third wash. with the mouthpiece down during the third 

washing. 

12. NOTE:  Check the dish machine gauges throughout the cycle 

to assure proper temperatures,  Those machines installed after 

the FDA Food Code 2001 was implemented, must 

automatically dispense detergents and sanitizers and must 

incorporate visual means or other visual audible alarm to alert 

the user to any concern (such as soap or sanitizer not dispensing 

properly. 

ii. Manual Dishwashing 

1. Scrape dishes into wastebasket. and/or garbage disposal. 

2. Rinse off excess food particles the garbage disposal and 

stackthen stack carefully.  Pre-soak items as needed. 

3. Prepare sinks according to the established cleaning chart 

(Attachment A). All sinks should be cleaned and sanitized prior 

to beginning.  

4. Follow the directions for the 3-sink (Attachment A) or 2-sink 

(Attachment B) method. The method your establishment uses 

should be posted in a place where staff can easily follow 

it.Place a few dishes at a time into the sink. Wash thoroughly 
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with clean cloth or sponge. Scrub items as needed using a 

scouring pad 

c. Cleaning Food Carts- Use and Cleaning 

i. Care shall be taken when stacking dishes on the trays, and food carts. 

The carts will not be overloaded on the top, allowing the employee to 

see where they are going. 

ii. Food Carts shall be pushed, not pulled. 

i.iii. The food carts shall be wiped down using a sanitizing cloth after each 

meal, before set up begins for the next meal. Each day, the inside and 

outside of the food carts will be sanitized and wiped down. 

ii.iv. Wheels on the food carts shallshould be cleaned as often as needed. 

iii.v. The outside of the food carts may be polished with stainless steel polish 

on occasion if applicable. 

d. Cleaning Food Preparation Appliances-  

i.vi. Disconnect the electric power and empty food from the appliance. 

ii.vii. Remove all removable parts, disassemble for cleaning.. 

iii.viii. Scrape solidleftover food particles from the parts into a garbage 

container. 

iv.ix. Use a brush to clean the blades of the appliances. DO NOT USE 

STEEL WOOL, OR ANY OTHER SCRUBBING PRODUCT THAT 

CAN EASILY SHRED ON THE BLADES.Rinse parts with warm 

water and place in dishwasher or sink. Wash and rinse following the 

guidelines for automatic or hand dish washing. 

v.x. Air dry.Unplug the appliance before cleaning the base. 

vi.xi. Clean the base of touter surface of the appliance with clean cloth wet 

with hot, soapy water, follow with hot water rinse, and finish with a 

sanitizing cloth. DO NOT IMMERSE base of appliance in water.. 

Follow with water rinse.  Do not immerse the base of the appliance in 

water. 

vii.xii. Allow to air dry. 

viii.xiii. Reassemble equipment. 

ix.xiv. Return to appropriate area. 

e.d. Cleaning the Microwave Oven- 

i. The microwave shallwill be kept clean, sanitized, and odor free, as part 

of the daily cleaning routine.. 

ii. Remove trays or shelves from inside of oven, wash, rinse, sanitize and 

allow to air dry, if applicable.If needed, run the microwave plate 

through the ware washing machine. 

iii. Remove any food particles from the interior of the microwave oven 

with a clean, wet cloth. 

iv. Wipe the interior of the microwaveoven with hot sudsy water. 

v. Rinse with clear water. 

vi. Sanitize. 

vii. Leave the oven door ajar until interiorthe interior dries. 

viii. Wipe exterior of the microwave oven including dials with clean, wet 

cloth.  Wipe dry.  Clean area underneath and around the machine. 

ix. Clean the exterior of the glass door with an approved glass cleaner. 
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x. Replace trays or shelves (if applicable). 

f.e. Dish Clearing and Cleaning Safety 

i. Carts will not be overloaded with dishes and trays.  Employees should 

always be able to see where they are going. 

ii. Tray carts are pushed; never pulled. 

iii. Tray carts that are in poor repair are removed from service. 

iv. Care is taken in stacking dishes on trays and then removing them from 

tables. 

v. Any broken or chipped dishes or glassware will be removed from 

service and discarded. 

vi. Staff will be trained to take time in cleaning and stacking dishes and 

glassware to prevent breakage. 

g.f. General Sanitation of the Kitchen 

i. A cleaning schedule shall be posted as to which tasks and the frequency 

of said tasks will be completed. Cleaning and sanitation tasks for the 

kitchen will be recorded. 

ii. Tasks  will be assigned to be the responsibility of specific positions. 

iii. Tasks will be addressed as to frequency of cleaning. 

iv. The method and agents to be used for cleaning will be written for each 

task. 

v. Staff shall A cleaning schedule will be posted and employees will 

initial and date when tasks are completed.tasks when completed. 

vi. Protective equipment (gloves, aprons, eyewear) shall be provided 

should staff need to use it.Staff will wear rubber gloves and an apron 

to protect clothing while cleaning the kitchen.  Protective eyeglasses 

will be worn as appropriate. 

vii. The MSDS (Materials Safety Data Sheets) will be available for all staff 

to access on the computer. chemicals used by the dietary staff. 

h.g.Handling Clean Equipment and Utensils 

i. When handling cleaned and sanitized equipment and utensils, the staff 

person will avoid touching the parts that will come in contact with food.  

Be especially careful with silverware. 

ii. Clean equipment and utensils used for food preparation and serving 

willshall  be stored in a clean, dry location, such as a drawer or 

cupboard, in a way that to protects them from contamination. by 

splashes and dust.  Stationary equipment will also be protected from 

contamination. 

iii. Glasses and cupsCups and mugs will be stored in an inverted position. 

iv. Other stored utensils should be covered or inverted whenever possible. 

v. Flatware will be handled by the hand piece, and should be stored 

accordingly.When handling flatware make sure to grab it by the 

handles. Do not touch the mouthpiece that residents/patients will be 

putting in their mouth. Extra flatware not in use can be pre-rolled in 

napkins, or stored in a drawer until needed. 

i.h. Sanitation of Food Service Department 

i. The food service director shall record all cleaning and sanitation tasks 

for the department. 



DSS-007.002SAFETY: CLEANING & SANITATION; EMERGENCY PREPAREDNESS; EQUIPMENT SAFETY; FIRE SAFETY; MSDS  
  Page 7 of 30 

 

 

Formatted: Centered

ii. Tasks shall be designated to the responsibility of specific positions in 

the department. 

iii. All tasks shall be addressed as to the frequency of cleaning. 

iv. The method and guidelines to be used and agents used for cleaning 

shall be developed for each task or piece of equipment to be cleaned. 

v. A cleaning schedule shall be posted weekly for all cleaning tasks, and 

employees will initial tasks as completed. 

2. Emergency Preparedness and Disaster Plan 

a. This plan includes food and water for up to 50 (fifty) individuals; patients, 

residents, and others.Refer to the Disaster Binder housed in the FNS 

department. 

b. Upon notification of a disaster, dietary personnel shall respond and participate.   

The kitchen is powered by the generator in the event of an electrical failure.  

Assuming that the refrigerators (< 40° F) and freezers (meats may be used if 

not thawed for over 72 hours and temperature kept at <40°F) have continued 

to operate within acceptable limits, the 

c. .staff would continue using the current menu. (If vegetables not thawed for 

over 48 hours and temperature maintained at <40°F; may be used) 

d. The disaster menu is written in the event there is not gas, water or electricity 

available. The menu is written to promote food serve safe guidelines and ease 

in preparation. 

i. The guidelines; Emergency Inventory Guide (Attachment B), 

Emergency Disaster Menu Day One (Attachment C), Emergency 

Disaster Menu Day Two (Attachment D), and Emergency Disaster 

Menu Day Three (Attachment E) indicate usage of foods which have 

been kept <40°F, canned and shelf stable foods.  At any time MRE 

products may be utilized as well. 

e. Balance will be maintained as much as possible. The menu refers to 

adjustments for modified diets. 

3. Equipment Safety 

a.  ChinaDish and Glassware Safety 

i. Use mechanical means (broom and dustpan) to clean up broken glass, 

put in garbage can then immediately remove garbage bag and discard 

in the dumpster.and remove to dumpster. 

ii. Chipped or cracked drinking glasses or dishware china are shall be 

taken out of service and discarded.immediately. immediately. 

iii. Glass and china are not placed in the pot and pan sink. 

iv. If dishware breaks during the 2 or 3-sink washing method, DO NOT 

place hands  inhands in soapy water. Drain the sink, then carefully 

remove broken pieces.When there is a broken glass or dish in soapy 

water, the water is drained first then the glass pieces are removed 

carefully.  Do not reach into a filled sink with bare hands. 

v. Do not use any type of glass to ladle liquids, scoop dry food items from 

buckets (rice, sugar, flour, etc) or form foods (cutting biscuits). 

Glassware is not used to form or prepare food (such as cutting biscuits 

or ladling liquids. 
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vi. Use caution when transporting glass and china.  Maintain complete 

control of the load at all times. 

vii. Do not pile or stack or pile dishwaredishes and glassware too high.too 

high. Use caution when clearing food off dishware. 

viii. Wheel tray carts slowly.  Do not place trays on the extreme top of the 

food carts.  Place food carts along a wall and away from hallway 

intersections. 

b. Equipment Safety 

i. Employees will be trained in the use of the machines they will use on 

the job.As part of their training, employees will be shown how to 

properly operate the appliances/equipment they will use in the FNS 

department.  

1. Be sure hands are dry prior to touching an electrical appliance, 

plug or outlet. 

2. Be sure all safety devices are firmly attached and in place prior 

to using the appliancemachine (guards, attachments etc.) 

3. Turn the switch to “off” and unplug from the electrical outlet 

prior to cleaning or adjusting the appliance. machine. 

4. Keep fingers, hands, spoons, knives, etc. away from moving 

parts.  Do not remove food until the machine appliance has 

stopped. 

5. Be sure machinesure appliance is in the “off” position prior to 

plugging the machine into the electrical outlet. 

6. Clean all equipment properly, following the instructions in the 

equipment manual. 

7. Mixersing machines should not be started until the bowl is 

properly securely locked in placed on the base, and the “beater” 

is securely fastenedfastened, and the “tilt” arm is in the locked 

position. . 

8. Always use a A spatula is used to push/scrape food into the 

mixer or grinder, after it has been turned off.. 

9. Do not leave any equipment unattended while in 

use.Equipment should not be left on when unattended. 

10. A electrical equipment used in the kitchen must plug directly 

into the wall.  NEVER use an extension cord unless authorized 

to do so.Do not use extension cords. 

11.10. All electrical plugs manufactured with 3 prongs must be 

maintained as such. 

12.11. Always use the safety food holder on the slicer – do not 

use hands to push the food down to the blade. Always use the 

safety food holder on the slicer – do not use hands to push the 

food down to the blade.  Always turn the slicer off and return 

the slicer blade to zero (0) when finished slicing or walking 

away from the machine. 

c. General Kitchen Safety and Safety Guidelines 
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i. Staff will be well trained on general safety tips.  Safety is an important 

aspect of food service.  Becoming familiar with practicing all safety 

precautions is a must. 

ii. Important safety points for staff training. 

iii. Wipe up spills immediately to prevent slippage and falls. 

iv. Keep traffic areas free from debris and clutter. 

v. Prevent burns by turning appliances off after use.. 

vi. Turn handles of pots and pans away from work area. 

vii. Always use dry potholders. 

viii. Prevent back strain when lifting by using leg muscles. 

ix. Report all damaged electrical cords or plugs. 

x. Wear closed-toed, rubber soled shoes to prevent injury. 

xi. Follow fire safety procedures if a kitchen fire occurs. 

xii. If staff is not sure how to use a piece of equipment, they should ask for 

help.  Thorough training on equipment and handling will prevent 

accidents from happening. 

xiii. Be familiar with the material safety data sheets (MSDS) for the 

chemical products in use in the facility.  All staff should be inserviced 

on this information. 

xiv. Use appropriate cleaners to avoid slippery area on floor.  Use “wet 

floor” signs in appropriate areas to avoid falls. 

xv. SAFETY GUIDELINES 

1. Employees should immediately report any unsafe conditions to 

the Ddietary Mmanager, Plant Operations and Safety Director, 

and the Maintenance Supervisor.. 

2. Equipment should be kept in proper working order.  

Malfunctions should be reported to the dDietary mManager, 

Plant Operations and Safety Director and the Maintenance 

Supervisor. immediately. 

3. Any lights that will not burn, broken chairs, frayed electrical 

cords, defective equipment, leaky faucets, broken china or glass 

or additional unsafe items should be reported to the dietary 

manager. 

4. Employees shall report to the dietary manager any accident, 

injury, burn, cuts, sores, respiratory or gastrointestinal 

infections. 

5. Every accident must be reported and an incident form 

completed.  Injured employees or visitors will receive 

immediate medical attention. 

6. Employees shall familiarize themselves with their work 

procedures and the safe practices to be followed. 

7. The dietary manager shall stress safe techniques during the 

orientation of new employees and on a daily basis. 

8. Instructions for operating equipment should be kept readily 

available.  If staff is not sure how to use a piece of equipment, 

they should ask for help.  Thorough training on equipment use 

and handling will help prevent accidents. 
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9. Equipment should meet the standards set by the National 

Sanitation Foundation (NSF). 

10. Precaution should be exercised in handling hot equipment to 

guard against burns.  Dry flame-proof pot holders are used to 

handle hot pots and pans.  Handles of pans are turned away 

from the edge of the stove to prevent accidental spilling. 

11. Glassware and dishes are handled with care.  Chipped or 

cracked pieces are discarded. 

12.  Spills are wiped up immediately to help prevent falls. 

13. Heavy boxes should be lifted properly to prevent injury.  Two 

or more employees shall lift heavy articles when necessary. 

14. Wear gloves when using bleach, oven cleaner, abrasive cleaner, 

or other harsh chemicals. 

15. Never use a box, crate, or chair to stand on.  Be certain that 

stepladders are steady and sturdy. 

16. Extreme caution should be utilized with swinging doors. 

17. All personnel should observe warning signs, such as “wet 

floor” signs. 

18. Walk, don’t run. 

19. Wear flat shoes with skid guard soles and closed toes. 

20. Keep traffic areas free from debris and clutter. 

21. Be familiar with the material safety data sheets (MSDS) for the 

chemical products in use in the facility.  All staff should be 

inserviced on this information. 

d. Knife Safety 

i. Employees must pay special attention to their work when using knives. 

1. Knives are utilized only for the purposeoperation for which 

they are intended. 

2. Knives are pointed down with the blade facing away from the 

front of the body when transporting them through the kitchen. 

away from the body and away from other staff. 

3. When cleaning knives, always make sure the blade is pointing 

away from your body.Point the sharp edge away from the body 

and away from others when cleaning, drying or wiping knives. 

4. Knives shall be stored neatly and safely in the drawer with 

handles easily accessible to prevent cuts.Knives are stored 

safely and neatly with handles easily accessible to prevent cuts. 

5. Remove steel particles from knives after they have been 

sharpened. 

6. Do not place any knife in a sink or bucket with soapy water. 

Always place knives where someone else can easily see it to 

avoid cuts.Knives are not placed in a sink full of soapy water, 

or other locations where they are not obviously visible. 

7. Do not try to catch a falling knife. 

8. Never pick up a knife by the bladeKnives are to be picked up 

by the handle, not the blade. 
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9. Knives are kept sharpened for ease of use, and will be rinsed or 

run through the warewashing machine to remove any steel 

particles left on the blade.. If you are not comfortable 

sharpening a knife, DO NOT SHARPEN IT.  Ask f or  help. 

4. Fire Safety 

a. Fire Plan 

i. Never yell “Fire!”  Be as calm as possible.  Do not panic. 

ii. When noticing fire and smoke, follow RACE procedures, located on 

the back of your name badge.. 

iii. NEVERNever put water on a grease fire. If the fire is small and 

contained, turn off burner, use baking soda and pan lid to smother the 

fire. 

iv. If a fire is small and contained to a burner or a skillet fire, smother by 

covering with a pan lid, baking soda or a damp kitchen towel.  Turn off 

burner. 

v. Fires may be fought with fire extinguishers located in the kitchen, do 

not fight the fire if it becomes dangerous to your safety. 

vi. In the event that the fire is large, pull the nearest fire alarm box. If the 

fire is large and uncontrolled and exists in a range area or hoods, use 

the overhead (Ansol) fire suppression system. The handle is located on 

the wall next to the entrance of the FNS department.extinguishers.A 

Type K fire extinguisher is located in the FNS department as a 

secondary means of fire suppression should the Ansol system fail.  

vii. The last person out of the kitchen will shut the door. person in charge 

will alert the other employees of the fire. 

viii. Other dietary employees are to turn off lights in storage areas and close 

storage area doors. 

ix.  The cook on duty will turn off all electrical and gas cooking 

equipment, ventilators and air conditioners. 

x. The supervisor or person in charge is the last person to leave the Food 

Service area.  As he or she leaves, it is a good idea to take the posted 

schedule.  This will serve as a reference for head count. 

xi. After employees are in a safe area, supervisor will turn off main light 

switch and close all outside doors. 

xii. Dietary personnel on duty during the occurrence of a fire shall assist in 

evacuating residents from dining room. 

xiii. Stay Calm!  Be ready to assist with evacuation of residents if it 

becomes necessary. 

b. Fire Prevention 

i. A copy of the facility’s disaster plan is should be kept in the food 

service  FNS department. 

ii. Personnel should be familiar with the location and use of fire 

extinguishers and fire reporting system. 

iii. Inservice training sessions should be conducted to familiarize staff with 

the  The location and use of fire suppression system and fire 

extinguishers is included in the Annual Re-Orientation packet.  The 
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Annual Re-Orientation is mandatory for all Seneca Staff. and this 

should be documented in annual inservice records. 

iv. FNSDietary personnel shall be made aware of procedures to follow in 

case of fire. 

v. Hoods, fans, vents, grills and other equipment are to be kept free of 

grease and dust accumulation. 

vi. A routine cleaning schedule should be posted and enforced for all 

equipment where grease accumulates. 

vii. Smoking is never allowed inside any area of  the facility., if allowed at 

all, is only allowed in designated areas.  It is not permitted in the 

kitchen, storeroom, restrooms, or resident’s rooms. 

viii. All employees shall participate in routine fire drills. 

ix. All fire doors, exits, and stairways shall be maintained clean of material 

and equipment. 

x. NOTE:  Do not lift heavy articles above your height.  Do not strain to 

lift an object that is too heavy for you to lift alone, (Ask for help). 

5. Material Safety Data Sheets 

a. The FNS personnel shall be In-Serviced routinely on proper usage of any 

cleaning/sanitizing chemicals used in the department..food service director 

arranges for staff to be inserviced on a regular basis on any chemicals for use 

in the Dietary department. 

b. The material Ssafety Ddata Ssheets (MSDS) are readily available on the 

computer desktop to staff for staff to reference. 

c. FNS personnel are trained on how to mix the sanitizing solution used in the 

department, and how to check that proper PPM (parts per million) has been 

achieved.Staff is trained on safe use of chemicals. 

d. Staff is trained on what to do in an emergency if someone is hurt by the 

chemicals while using them in the department. 

e. A copy of the MSDS sheets are available in the Dietary department. 

6. Personal Hygiene 

a. FNS personnel shall wearWear hair restraints and clean clothes.  Jewelry is 

kept to at a minimum,  of wedding rings and plain watches. No dangling 

earrings or necklaces.  Facial piercings are to be covered or removed when 

handling food/beverages., plain watches and no dangle earrings.  Facial 

piercings are to be removed or covered. 

b. Upon entering the FNS department, staff members will put on hair nets and 

wash hands prior to crossing the red line.  Staff will follow the proper 

handwashing procedure (Attachment K) posted by the handwashing sink, 

paying close attention to their fingernails. Wash hands before handling food.  

Pay close attention to finger nails.  Acrylic or painted nails must be covered 

when handling or serving food.  Gloves must be worn if raw food is handled. 

c. FNS personnel should avoid touching their mouth, face, head or any non-

sanitary surface. Should they touch one of the above-mentioned areas, they 

shall re-wash their hands, following proper handwashing procedures.Avoid 

touching mouth or face while preparing food. 

d. Any FNS employee who leaves the kitchen will wash their hands upon re-

entry. 
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e. There will be no personal drinks, food or cell phones in the food prep areas of 

the kitchen. 

c.f. No purse’s, bags or personal items of clothing will be allowed in the kitchen.  

 

7. Enforcement 

Violation of this policy may result in disciplinary action, up to and including termination as 

outlined in the Sanctions policy, ADMIN28. 
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U.S. Department of Health and Human Services. (2001.) Food Code. Public Health Service.  

 Food and Drug Administration.  Washington DC.  
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PROCEDURE 

1. Purpose 

The purpose of this policy is to provide staff with meals with proper notice.  

Occasionally, staff meals may be at no cost to the employee when certain criteria are met. 

 

2. Responsibility 

It is the responsibility of the Dietary Department to provide meals to staff when requested 

whether there is a cost, or when certain criteria are met there will be no cost to the staff 

member.  

 

3. Policy for Staff Meals 

a. Staff Meals are available to staff 7 days a week. Staff must sign up by 1000 

to receive a lunch or dinner. If a breakfast is needed please let the AM cook 

know by 0600.  

b. Staff may purchase meals directly from the Dietary Department two ways; 

i. Purchase the meals individually (one meal at a time) or, 

ii. Purchase a meal card from the Dietary staff. For convenience of staff 

their meal cards may be kept in the kitchen. 

c. Staff meals are available to employees at no cost when certain criteria are 

met; 

i. The staff member has worked beyond their regular shift due to an 

emergency situation. 

ii. The staff member is suffering from a medical emergency that requires 

a meal. 

iii. The staff member/members could not go out and get food due to 

inclement weather. 

 

4. Enforcement 

Violation of this policy may result in disciplinary action, up to and including termination 

as outlined in the Sanctions Policy/Procedure, ADMIN-028. 
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PROCEDURE 

1. Purpose 

The purpose of this policy is to identify and implement opportunities to improve the 

quality of patient/resident care through patient/resident feedback, evaluation of processes 

and routine auditing. Using the data collected from these sources will allow the Food and 

Nutrition Services (FNS) Dietary Department to form strategies to improve performance.  

 

2. Responsibilities 

The Seneca Healthcare District’s (SHD) FNSDietary Department is responsible for 

examining quality assurance monitors to adjust processes and improve performance. 

 

3. 3.    Policy for Quality Assurance Performance Improvement  

 Quality Assurance Performance Improvement establishes a commitment to improving 

performance through monitored feedback and processes currently in place.   

a. As deemed appropriate, the FNSdietary professional will conduct quality 

assurance surveys.  

b. The quality assurance monitors may vary according to the needs of the facility 

and may include; 

i. Sanitation solution. 

ii. Diet orders/texture modifications. 

iii. Cool down log. 

iv. Acute Care Nutrition Screening form/nutritional priority notification and 

swing patient admit emailed priority notification to Registered Dietician 

(RD). 

v. Food expiration date,  

v.vi. Ice machine cleaning and sanitizing.  

c. The ‘Sanitation Audit’ is intended to be open ended. This is conducted monthly 

by the Registered Dietician (RD). 

d. Other audits may be done as needed. 

e. Copies of the quality assurance survey report will be given to the Administrator, 

the Chief Nursing Officer (CNO), and the Director of Nursing (DON), if 

appropriate. 

 

4. Enforcement 

Violation of this policy may result in disciplinary action, up to and including termination 

as outlined in the Sanctions Policy/Procedure, CMPL-005ADMIN-028. 
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PROCEDURE 

1. Purpose 

The purpose of this policy is to provide a standard meal tray setup to patients in isolation 

observation in a manner to help prevent the spread of contagious diseases to other 

patients, staffstaff, or family according to CDC guidelines, and the FDA Food Code.. 

 

2. Responsibilities 

It is the responsibility of the SHD Dietary department to follow the CDC guidelines, and 

the FDA Food Code when preparing meal trays for patients in isolation observation. 

 

3. Policy for Isolation Trays 

The Seneca Healthcare District (SHD) Dietary department shall provide a standard meal 

tray setup to patients in isolation observation in a manner that promotes a safe 

environment that will prevent the spread of contagious diseases to other patients, 

staffstaff, or family members according to CDC guidelines, and the FDA Food Code.. 

 

a. All patients will receive a standard meal tray setup with the Physician 

prescribed diet, except when a disposable meal tray is needed required as 

specified below: 

i. When a disposable meal tray is ordered by the Physician or  

ii. When a disposable meal tray is needed for special safety precautions as 

specified below: such as; 

1. Mental health purposes to prevent patient injury to self and/or 

staff. 

2. Suspect or positive patients with an airborne contagious disease, or 

during a pandemic.  

b. Precautions Procedure to be followed for standard isolation meal trays: 

i. Nursing will notify Dietary when a patient is on isolation. 

ii. Nursing will wear gloves when handling isolation trays. 

iii. Dietary personnel will wear gloves to transport the isolation trays from the 

cart to the sink. 

iv. Dietary personnel will wear a disposable apron and gloves while washing 

the isolation dishes. 

v. Isolation trays do not have to be washed separateseparately from other 

patient’s dishes. 

vi. The dishwasher in the kitchen washes and sanitizes at temperatures high 

enough to kill the bacteria, viruses, and fungi from the isolation trays. 

1.vi. The minimum wash temperature is 150 º F and rinse temperature is 180 

ºF. 

c. Precautions Procedure to be followed for when disposable isolation meal trays 

are required: 

i. Nursing will notify Dietary when a patient is on isolation and use 

of disposable trays are needed. Nursing will notify Dietary when 

disposable meal trays are needed. 

ii. Nursing will don appropriate PPE when handling disposable 

isolation trays 

iii. Nursing will place disposable isolation trays in the room trash bin when 

the meal is complete. 
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d. Center for Disease Control (CDC) guidelines; 

i. According to the CDC, “The combination of hot water and detergents used 

in dishwashers is sufficient to decontaminate dishware and eating utensils. 

Therefore, no special precautions are needed for dishware (e.g., dishes, 

glasses, cups) or eating utensils; reusable dishware and utensils may be 

used for patients requiring Transmission-Based Precautions.” 

 

e. FDA Food Code Guidelines; 

i. Warewashing Machines, Temperature Measuring Devices; 

1. “The requirement for the presence of a temperature measuring 

device in each tank of the warewashing machine is based on the 

importance of temperature in the sanitization step.  In hot water 

machine, it is critical that minimum temperatures be met at the 

various cycles so that the cumulative effect of successively rising 

temperatures causes the surface of the item being washed to reach 

the required temperature for sanitization. When chemical sanitizers 

are used, specific minimum temperatures must be met because the 

effectiveness of chemical sanitizers is directly affected by the 

temperature of the solution.” The minimum wash temperature must 

be at least 150° Fahrenheit (F) and the minimum rinse temperature 

must be at least 180° F. 

ii. Warewashing Machines, Automatic Dispensing of Detergents and 

Sanitizers; 

1. The presence of adequate detergents and sanitizers is necessary to 

effectively clean and sanitize utensils, dishware and equipment.  

The automatice dispensing of the chemicals must include a method 

to alert the operator when the chemicals are no longer being 

dispensed. The approved methods are listed below; 

a. Flow indicator 

b. Flashing Light 

c. Buzzer 

d. Visible Open Air Delivery System 

f. The SHD Dietary department uses a warewashing machine that cleans and 

sanitizes the utensils, dishware and equipment with chemicals in hot water, which 

washes at no less than 150° F, and sanitizes at no less than 180° F.  The chemical 

dispenser used has a Flashing Light, Visible Open Air Delivery System and 

Buzzer to alert the operator when the chemicals are no longer being dispensed. 

The Dietary Staff monitor and document the wash and rinse temperatures 3 times 

daily. 

 

g. California Department of Public Health (CDPH) states- “There is no need to treat 

meal trays differently for Residents/Patients; and there is no need to use 

disposable trays or utensils for COVID-19 positive Residents/Patients. As with 

other meal trays, staff should follow standard precautions, wearing gloves if 

potentially infectious materials are present on the tray (e.g.,soiled tissue) and all 

staff should perform hand hygiene after removing PPE or handling used trays.” 
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4. Enforcement 

Violation of this policy may result in disciplinary action, up to and including termination 

as outlined in the Sanctions Policy/Procedure, CMPL-005. 

 

Reference- Guidelines for Isolation Precautions: Preventing Transmission of Infectious 

Agents in Healthcare settings. Prevention| Isolation Precautions| Guidelines Library| 

Infection Control| CDC. II.M. Dishware and Eating Utensils 

 

Reference- FDA Food Code 2022, Annex 3. Public Health Reasons/Administrative 

Guidelines; 4-204.115 Warewashing Machines, Temperature Measuring Devices; 4-

204.117 Warewashing Machines, Automatic Dispensing of Detergents and Sanitizers. 



DSS-016.001-IceMachinePolicy-  Page 1 of 2 
 

 

 

SENECA HEALTHCARE DISTRICT 

POLICY & PROCEDURE 
 
DEPARTMENT: FOOD AND NUTRITION SERVICES 

POLICY TITLE: ICE MACHINE CLEANING AND 

SANITZING 

POLICY NUMBER: DSS-016.001 

 

COMPLIANCE REQUIREMENT: SOM F812 §483.60(i)(2).; 
§702.73 (l)(4) 

 

Page 1 of 2 

Date of Origin:  

 

Revision Date:  

 

Periodic Review 

By:  

Date:  
 
AUTHOR: Andrea Kelly, Certified Dietary Manager 

REVISED BY: 

Policy Rescinded by  

Policy #: 

Effective Date:  

 

Policy: Seneca Healthcare District (SHD) shall ensure that all Ice Machines are cleaned and 

sanitized per the manufacturer’s recommendations to prevent illness producing organisms from 

accumulating.  

 

Authorization Signature Date 

Department Head 
  

Medical Department Chair 
  

Compliance Officer 
  

Chief Nursing Officer 
  

Director, Human Resources 
  

Administration 
  

Medical Chief of Staff 
  

Governing Board 
  

POLICY NUMBER REFERENCE: DEPT-016.001 

  



DSS-016.001-IceMachinePolicy-  Page 2 of 2 
 

 

PROCEDURE 

1. Purpose 

The purpose of this policy is to prevent illness producing organisms from accumulating 

on the Ice Machines. 

 

2. Responsibilities 

The SHD Food and Nutrition Services (FNS) Department is responsible for checking the 

logs kept by the Maintenance Department to ensure that all Ice Machines are being 

cleaned and sanitized per manufacturer’s recommendations. 

 

3. Policy for Ice Machine Cleaning and Sanitizing, to ensure the cleaning and 

sanitizing of the all Ice Machines is done in a manner that prevents illness 

producing organisms from accumulating. 

a. Procedure for cleaning and sanitizing Ice Machines; 

i. Maintenance will clean and sanitize the Ice Machines per manufacturer’s 

recommendations as well as keep and maintain the logbooks. 

ii. Housekeeping will disinfect the exterior of the Ice Machines as part of 

their daily routine. 

iii. The CDM will verify the logbooks on a Quarterly basis and report the 

findings to the appropriate committees. 

 

4. Enforcement 

Violation of this policy may result in disciplinary action, up to and including termination 

as outlined in the Sanctions Policy/Procedure, CMPL-005. 
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appropriately screened per applicable federal, state, and local regulations to prevent and control 
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staff, and patients. SHD shall provide direction to prevent and control communicable diseases. 

Pregnant HCP should check with their physician prior to receiving treatment, prophylaxis, or 

vaccination.  
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PROCEDURE 

1. Purpose 

The purpose of this policy is to control and minimize risks inherent to working in a 

health care environment. HCP restrictions and/or exclusion criteria due to illness or 

special conditions are defined and all employees, contract personnel, and volunteers 

are required to comply with the standards that will be outlined.  

2. Responsibilities 

a. Employee Health (EH)  

i. Screen all new HCP who perform patient care activities. Provide vaccines 

as needed, screening, diagnosis, and post exposure evaluation and 

treatment for communicable disease for all staff.  

b. Infection Prevention (IP) 

i. Consult with EH staff to determine if a communicable disease exposure 

involving patients, visitors, or HCP has occurred.  

c. Managers/Supervisors 

i. Ensure that employees with identified communicable diseases do not work 

until they have been evaluated and cleared to work by EH or their private 

physician.  

ii. Refer symptomatic employees who may have had exposure to a 

communicable disease to EH for screening.  

3. Policy for Communicable Disease Prevention and Control in the Workplace 

HCP refers to all paid and unpaid persons serving in healthcare settings who have the 

potential for direct or indirect exposure to patients or infectious materials, including 

body substances; contaminated medical supplies, devices, and equipment; 

contaminated environmental surfaces or contaminated air. These HCP include, but are 

not limited to, emergency medical service personnel, nurses, nursing assistants, 

physicians, technicians, therapists, phlebotomists, clinical laboratory personnel 

pharmacists, students and trainees, contractual staff not employees by the healthcare 

facility, and persons not directly involved in patient care, but who could be exposed 

to infectious agents that can be transmitted in the healthcare setting (e.g. clerical, 

dietary, environmental services, security, engineering and facilities management, 

administrative, billing and volunteer personnel.   

a. SHD is required to offer certain vaccine to employees by the California Code of 

Regulations Title 8 §5199(h) (5). These include: 

i. Rubeola (Measles), Mumps and Rubella (MMR) vaccine 

ii. Varicella Vaccine 

iii. Tetanus, Diphtheria and Pertussis (Tdap) vaccine 

iv. Hepatitis B vaccine 

v. Influenza Vaccine 

vi. COVID-19 vaccine 
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b. SHD strongly recommends each employee receive these vaccines. Those who 

decline are required to sign a declination form that will be maintained in their 

health file.  

c. Preventative Measures for Communicable Diseases 

i. Prior to clinical activities, ensure the following screening and 

immunizations are performed as appropriate (provided free of charge by 

SHD). 

1. Required screening tests: 

a. Tuberculin (TB) tests 

b. Chest X-ray (CXR) if indicated. 

c. MMR antibody test (titer) 

d. Anti-HBs antibody test (titer) 

e. Varicella antibody test (titer) 

2. Immunizations 

a. MMR- must have one of the following.  

i. HCP born in 1957 or later can be considered 

immune to MMR only if they have documentation 

of: 

1. Laboratory evidence of immunity (titers) 

2. Proof of two MMR vaccines (no titers 

required) 

3. Receive two doses of MMR 28 days apart 

free of charge at SHD (the first before 

beginning work).  

ii. HCP born before 1957 

1. This is considered acceptable evidence of 

MMR immunity and no titers are required.  

a. SHD recommends 2 doses of MMR 

vaccine during an outbreak of 

measles or mumps and 1 dose of 

MMR vaccine for an outbreak of 

rubella.  

iii. A signed MMR declination form 

b. Varicella (chickenpox) - must have one of the following: 

i. History of chickenpox disease verified by 

provider at pre-employment physical (titer) 

ii. Proof of two vaccines (no titer required) 

iii. Received two doses of varicella vaccine 28 days 

apart (the first before beginning work) 

iv. A signed Varicella declination form  
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c. Tetanus, Diphtheria, and Pertussis (Tdap) - must have one 

of the following: 

i. Proof of Tdap vaccination in the last 10 years 

ii. Receive 1 dose of Tdap vaccination before 

beginning work.  

iii. A signed Tdap declination form  

d. Hepatitis B – must have one of the following: 

i. Proof of series of 3 vaccines  

ii. Laboratory proof of immunity (titer) 

iii. Receive 3 doses of Hep B vaccine at 0, 1 and 6 

months (the first dose before beginning work)  

iv. A signed Hepatitis B declination form 

e. Influenza – must have one of the following: 

i. Proof of current flu season’s vaccination 

ii. A signed Influenza vaccine declination form and 

will wear a mask whenever in patient, resident, or 

clinical care areas for the duration of the flu 

season (see IC-021 Mandatory Influenza 

Vaccination). 

f. COVID-19 

i. SHD encourages and promotes COVID-19 

vaccine acceptance and staying up to date for all 

employees. 

ii. Information regarding COVID vaccines will be 

gathered from the Centers for Disease Control and 

Prevention (CDC) and updated as necessary. 

3. Periodic Screening of Employees for Communicable Disease 

a. Tuberculosis (TB) Screening – must have one of the 

following: 

i. If no positive Tuberculosis Skin Test (TST) in the 

past: 

1. 2-step TST at hire. The 1st step with a 

negative result required before beginning 

work, the 2nd to be completed within 1-3 

weeks. If 2nd step is not completed, the 2-

step process must be restarted.  

2. OR proof of QuantiFERON blood test done 

in the past 6 months 

3. Annual TST required thereafter for all 

employees or volunteers.  

ii. If HCP have had positive TSTs in the past: 
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1. Submit completed Annual TB assessment to 

EH. 

2. Provide record of CXR following positive 

TST or have CXR taken at SHD. 

3. Wear a mask if you are having any 

symptoms of TB and notify IP or EH for 

evaluation immediately. 

4. Submit Annual TB assessment to EH 

annually thereafter and a CXR every 5 years 

thereafter.  

4. Exceptions 

a. If the prospective employee does not have proof of 

immunity to aerosol transmissible diseases, or blood test 

results show lack of immunity to required preventable 

diseases, EH will notify them and will discuss 

contraindications and precautions of the vaccine for that 

disease. The vaccine will be administered and recorded in 

that employee’s record.  

b. Contraindications and Precautions include: 

i. Severe allergic reaction to a vaccine or component 

(gelatin or neomycin) of the vaccine.  

ii. Pregnancy or anticipating pregnancy is a 

contraindication to the MMR and varicella 

vaccines.  

iii. Allergy to egg and minor illness are NOT a 

contraindication to receiving vaccines.  

d. Work Restrictions for Communicable Diseases 

i. HCWs may be excluded for direct patient contact if they exhibit signs and 

symptoms of potentially transmissible conditions.  

1. HCP, as described in Attachment B, who are exposed to infectious 

diseases shall report to their supervisor. They or their supervisor 

will notify IP and EH. EH shall maintain exposure documentation.  

ii. Infected or ill employees, including contract workers and volunteers, may 

not serve or handle food.  

iii. All HCWs must be able to practice proper hand hygiene and all infection 

prevention strategies.  

iv. See Attachment A for work restriction details on specific diseases and 

conditions, with the addition of:  

1. Acute gastroenteritis with vomiting not considered to be Norovirus 

should be excluded from work until at least 24 hours after the last 

episode of vomiting. 
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2. Coxsackievirus (Hand, Foot, and Mouth Disease): exclude from 

work until fever has been resolved for at least 72 hours.  

e. See COVID-19 Exposure Control Plan for work restrictions for SARS-CoV-2 

infection.  

4. Enforcement 

Violation of this policy may result in disciplinary action, up to and including 

termination as outlined in the Sanctions Policy/Procedure, CMPL-005. 

 

REFERENCE 

 

Recommended Work Restrictions for Communicable Diseases in Healthcare Workers: 

https://www.aohp.org/aohp/portals/0/Documents/MemberServices/templateandform/WR4CD-

HCW.pdf  August 8th, 2023.  

 

Infection Control in Healthcare personnel: infrastructure and routine practices for occupational 

infection prevention and control services: https://stacks.cdc.gov/view/cdc/82043 August 8th, 

2023.  

 

Centers for Disease Control and Prevention; MMWR: 

https://www.cdc.gov/mmwr/pdf/rr/rr6007.pdf August 8th, 2023.  

 

VACCINE – DECLINATION FORM  

 

 

Attachment A: Recommended Work Restrictions for Communicable Diseases in Health 

Care Workers 

https://www.aohp.org/aohp/portals/0/Documents/MemberServices/templateandform/WR4

CD-HCW.pdf  

 

Attachment B: Initial Evaluation and Ongoing Treatment for Occupational Exposure 

 

 

 

https://www.aohp.org/aohp/portals/0/Documents/MemberServices/templateandform/WR4CD-HCW.pdf
https://www.aohp.org/aohp/portals/0/Documents/MemberServices/templateandform/WR4CD-HCW.pdf
https://stacks.cdc.gov/view/cdc/82043
https://www.cdc.gov/mmwr/pdf/rr/rr6007.pdf
https://www.aohp.org/aohp/portals/0/Documents/MemberServices/templateandform/WR4CD-HCW.pdf
https://www.aohp.org/aohp/portals/0/Documents/MemberServices/templateandform/WR4CD-HCW.pdf
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PROCEDURE 

1. Purpose 

The purpose of this policy is to address the prevention, detection and control of 

COVID-19 exposures and infections among patients and employees of SHD. 

 

This policy will be updated per Centers for Medicare and Medicaid Services (CMS), 

Centers for Disease Control and Prevention (CDC), and California Department of 

Public Health (CDPH) guidelines as new information becomes available. 

 

 

2. Responsibilities 

The SHD Infection Preventionist is responsible for implementing and monitoring the 

COVID-19 plan in the workplace.  

 

Managers and supervisors are responsible for implementing and maintaining this plan 

in their assigned work areas and for ensuring employees receive answers to questions.  

 

All employees are responsible for using safe work practices, following all directives, 

policies, and procedures, and assisting in maintaining a safe work environment.  

 

3. Policy for COVID-19 Exposure Control 

COVID-19 is an airborne novel virus that is a recognized hazard in our workplace 

and is addressed through this plan. This plan will be maintained to ensure that 

applicable CMS, CDC, CDPH and Plumas County Public Health orders and guidance 

will be reviewed and implemented to determine measures to prevent transmission and 

identify and correct COVID-19 hazards. 

 

SHD has multiple workplaces that are substantially similar, and therefore has 

developed a single COVID-19 plan for the substantially similar workplaces, with site-

specific considerations included where appropriate within the plan.  

 

COVID-19 and SARS CoV-2 are used interchangeably throughout this policy.  

 

a. Transmission-Based Precautions (TBP) and Personal Protective Equipment 

(PPE) 

i. Patients who have symptoms of COVID-19 (i.e., shortness of breath, 

cough, fever >100.4 F, runny nose, sore throat, malaise, or congestion) or 

have had a diagnostic positive test for the SARS CoV-2 infection will be 

placed in a room under TBP.  

ii. Employees or visitors who enter the room will adhere to standard 

precautions and use a NIOSH (National Institute for Occupational Safety 

and Health) approved particulate respirator with N95 filters or higher, 
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gown, gloves, and eye protection (i.e., goggles or a face shield that covers 

the front and sides of the face). 

1. The respirators used will be compliant with our Respiratory 

Protection Plan (located in SAFE-27 policy), which includes fit 

testing, and training in accordance with Occupational Safety and 

Health Administration’s (OSHA) Respiratory Protection Standard 

(29 CFR 1910.134).  

b. Patient Placement 

i. Patients with suspected or confirmed SARS-CoV-2 infection shall be 

placed in a single-person room. The door should be kept closed (if safe to 

do so) and with the appropriate TBP signage on the door. Ideally, the 

patient should have a dedicated bathroom.  

1. As SHD does not have a negative pressure room, ideally the 

patient will be placed in a room with an attached anteroom and will 

have a high efficiency particulate air (HEPA) filter with built in 

Ultraviolet C (UV-C) light disinfection outside the main door.  

a. If an acute or SNF room housing a COVID-19 positive 

patient or resident does not have an anteroom, a HEPA 

filter with UV-C light disinfection will be placed inside the 

room, and (if available) a HEPA filter with UV-C light 

disinfection will be placed directly outside the room as 

well.  

2. If cohorting, only patients with the same respiratory pathogen 

should be housed in the same room. Multidrug Resistant Organism 

(MDRO) colonization and/or presence of other communicable 

diseases should also be taken into consideration during the 

cohorting process.  

ii. Skilled Nursing Facility (SNF) residents who have tested positive for 

SARS-CoV-2 and do not meet medical necessity for acute care will be 

placed in TBP within the SNF unit for isolation and treatment. 

iii.  Residents who test positive for SARS-CoV-2 and have a need for hospital 

level medical care will be transferred to an acute care facility as medically 

necessary.  

1. If the resident is transferred back to SNF while still SARS-CoV-2 

positive, the duration of TBP will continue in the SNF for the 

allotted time described below.  

iv. All SNF residents who test positive for SARS-CoV-2 will follow TBP for 

the time period described below for those with “severe to critical illness.”   

1. If the SNF unit has multiple residents who test positive for SARS-

CoV-2, CDPH and Plumas County Public Health will be 

contacted, and the situation will be reassessed as necessary.   
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v. Limit transport and movement of the patient outside of the room to 

medically essential purposes.  

1. When outside of their room, the resident shall wear a surgical mask 

for source control.  

c. Aerosol-Generating Procedures (AGPs) 

i. Procedures that could generate infectious aerosols should be performed 

cautiously and avoided if appropriate alternatives exist.  

1. Endotracheal intubation or extubation 

2. Nebulizer treatment 

3. Chest physical therapy 

ii. AGPs should take place in an airborne infection isolation room (AIIR), if 

possible. SHD does not have a negative pressure room. If an AGP must be 

performed on a positive or possible COVID positive patient, a HEPA filter 

with UV-C light disinfection must be in the room with the door closed.  

iii. The number of HCPs present during the procedure should be limited to 

only those essential for patient care and procedural support. Visitors 

should not be present for the procedure.  

1. The HCPs in the room must wear appropriate PPE for COVID-19 

TBP.  

d. Visitation 

i. For the safety of the visitor, in general, patients should be encouraged to 

limit in-person visitation while they are infectious. However, SHD will 

adhere to local, state and federal regulations related to visitation. 

1. SHD staff will counsel patients and their visitor(s) about the risks 

of an in-patient visit.  

2. SHD staff will encourage the use of alternative mechanisms for 

patient and visitor interactions such as video calls when 

appropriate.  

3. Visitors will be provided instructions, before they enter the room, 

on hand hygiene, limiting surfaces touched, and the use of PPE 

while in the room. 

4. Visitors will be instructed to only visit the patient’s room. They 

should minimize their time spent in other locations in the facility.  

5. Visitors should not enter the hospital if they have respiratory 

symptoms/fever or have tested positive for/exposed to SARS-CoV-

2 in the last 10 days.  

e. Duration of Transmission-Based Precautions (TBP) for Patients with SARS-

CoV-2 Infection 

i. Follow these criteria to determine when TBP can be discontinued for a 

patient or resident at SHD.  
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1. In general, patients who are hospitalized for SAR-CoV-2 infection 

at SHD should be maintained in TBP for the time period described 

for patients with severe to critical illness.  

a. Patients with mild to moderate illness who are not 

immunocompromised: 

i. At least 10 days has passed since symptoms first 

appeared and 

ii. At least 24 hours have passed since last fever 

without the use of fever-reducing medication and 

iii. Symptoms (i.e., cough, shortness of breath) have 

improved and 

iv. Results are negative from one respiratory specimen 

test using an antigen test.  

b. Patients who are asymptomatic throughout their infection 

and are not immunocompromised: 

i. At least 10 days have passed since the date of their 

first positive viral test and 

ii. Results are negative from one respiratory specimen 

test using an antigen test.  

c. Patients with severe to critical illness who are not 

immunocompromised (this criterion is to be used for SNF 

residents): 

i. At least 10 days and up to 20 days have passed 

since symptoms first appeared and 

ii. At least 24 hours have passed since last fever 

without the use of fever-reducing medication and 

iii. Symptoms (i.e., cough, shortness of breath have 

improved) 

iv. The test-based strategy can be used to inform the 

duration of isolation after the initial 10 days after 

onset of symptoms.  

d. Immunocompromised patients: 

i. Use a test-based strategy and consultation with an 

infectious disease specialist (if available) is 

recommended. 

e. Test-based strategy: 

i. Patients who are symptomatic: 

1. Resolution of fever without use of fever-

reducing medication and 

2. Symptoms have improved and  

3. Results are negative from at least two 

consecutive respiratory specimen tests 
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collected 48 hours apart (total of 2 negative 

specimens) using an antigen test.  

ii. Patients who are not symptomatic: 

1. Results are negative from at least two 

consecutive respiratory specimen tests 

collected 48 hours apart (total of 2 negative 

specimens) using an antigen test.  

f. These guidelines are based on CDC guidelines and are 

subject to change.  

f. Environmental Infection Control 

i. Dedicated medical equipment should be used when caring for a patient 

with suspected or confirmed SARS-CoV-2 infection.  

1. All non-dedicated, non-disposable medical equipment used for that 

patient will be cleaned and disinfected according to manufacturer’s 

instructions before use on another patient.  

ii. Environmental Protection Agency (EPA) registered disinfectants that kill 

SARS-CoV-2 will be used. 

iii. Management of laundry, food service utensils, and medical waste will be 

performed in accordance with regular procedures.  

iv. Housekeeping staff will follow the Terminal Clean Procedure for 

Isolation Room checklist that is located on the housekeeping cart. Any 

personnel who enter the room after discharge must continue wearing 

required PPE in the room until the cleaning process is completed.  

v. Isolation Room HKG-043 policy will be followed.  

g. Masking 

i. Surgical facemask use inside all facilities at SHD is based on CDC 

COVID-19 Hospital Admission levels for Plumas County (updated 

weekly) but may be changed at the discretion of SHD’s Infection 

Preventionist and/or administration.  

1. CDC COVID-19 Hospital Admission Level: LOW 

a. Surgical masking is not required.  

2. CDC COVID-19 Hospital Admission Level: MEDIUM 

a. Surgical masking is required when entering a 

patient/resident’s room or when in close contact with 

patient/resident (within 6 feet). 

i. Surgical masking will be maintained for 2 weeks 

and then reevaluated based on the current Hospital 

Admission Level.  

3. CDC COVID-19 Hospital Admission Level: HIGH 

a. Surgical masking is required while inside the hospital or 

clinics.  
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i. Surgical masking will be maintained for 2 weeks 

and then reevaluated based on the current Hospital 

Admission Level.  

b. Patients (outside their room) and visitor masking (surgical) 

are required.  

h. Testing of Staff, Patients and Residents 

i. Staff 

1. COVID-19 antigen tests will be available at no cost to all 

employees who have respiratory symptoms or who have had an 

exposure to a COVID-19 positive person in the workplace without 

appropriate PPE on. 

a. Polymerase Chain Reaction (PCR) tests will be available at 

no cost to the employee at the discretion of the Infection 

Preventionist.   

b. Employees will not enter SHD facilities until COVID-19 

test is resulted as negative.  

ii. Patients  

1. Patients who are admitted to observation or inpatient with 

respiratory signs or symptoms will be tested for SARS-CoV-2 and 

resulted in the emergency room (ER) prior to being placed in an 

inpatient room.  

a. Exceptions to this rule will include: 

i. High census or acuity in the ER  

ii. Direct admit to inpatient  

iii. Medical Doctor’s discretion 

b. For those exceptions, the patient will be placed in COVID-

19 TBP on the inpatient unit until the COVID-19 test is 

resulted.  

2. Outpatient procedure patients will only be tested for SARS-CoV-2 

if they have respiratory symptoms prior to their procedure.  

3. SHD will continue to test all general surgery patients for SARS-

CoV-2 24-48 hours prior to surgery.  

iii. LTC Residents 

1. Newly admitted residents to LTC will have an antigen COVID-19 

test on days 1, 3 and 5 following admission.  

a. The resident is not required to isolate in their room during 

this 5-day period as long as they remain asymptomatic.   

i. Management of SARS-CoV-2 Infected and Exposed HCP and Residents  

i. Work Restrictions for HCP with SARS-CoV-2 Infection (Isolation) 

1. All HCP with a positive COVID-19 antigen test, regardless of 

vaccination status, who are asymptomatic or mildly symptomatic 

will be restricted from work for at least 5 days with a negative 
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antigen test and improving symptoms required before return to 

work.  

a. SHD will refer to CDC guidance for work restrictions for 

HCP with severe to critical illness. 

b. Work restriction for HCP with COVID-19 symptoms who 

has not had a viral test is 10 days (with symptoms 

improving or resolved).  

2. During critical staffing, a HCP who has had a SAR-CoV-2 

infection may return in less than 5 days with a negative antigen 

test. 

3. HCP returning to work before day 10 of symptom onset (after 

meeting criteria to return to work) will wear a N-95 mask for 

source control through day 10 from symptom onset or positive test.  

ii. Management of Asymptomatic HCP with SARS-CoV-2 exposure 

1. All HCP, regardless of vaccination status, who have been exposed 

to a COVID-19 positive person and is asymptomatic will not have 

any work restrictions.  

a. An exposure is defined as an individual who has had close 

contact (<6 feet) for 15 minutes or longer to a person with 

confirmed SARS-CoV-2 infection. 

b. The HCP will be tested on day 1, 3, and 5 following 

exposure (no earlier than 24 hours after exposure) and may 

continue to work with a negative diagnostic test.  

c. The exposed HCP will wear a N-95 mask at all times while 

in a SHD facility until they have a negative test on day 5.  

iii. Management of Asymptomatic LTC Residents with SARS-CoV-2 

Exposure 

1. Any LTC resident who has been exposed to COVID, but is 

asymptomatic, will be informed directly of the COVID-19 

exposure. The resident representative will be contacted by phone to 

inform of the exposure when appropriate.  

a. The resident will be tested for COVID-19 (no earlier than 

24 hrs. since exposure) on days 1, 3 and 5 following the 

exposure.  

b. The resident will be asked to remain in their room as much 

as possible or wear a mask outside of their room during this 

5-day period to reduce chances of further exposure.  

j. Employee Vaccinations 

i. SHD recognizes that vaccines are important for preventing severe illnesses 

and promoting public health. SHD will continue to encourage, offer, and 

educate regarding the importance of the COVID-19 vaccine, but it is not 

required per CMS guidelines.  
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ii. COVID-19 vaccines are provided at no cost to employees. SHD 

employees are encouraged to stay up to date with COVID-19 vaccines.  

 

k. Ventilation 

i. SHD will develop, implement, and maintain effective methods to prevent 

transmission of COVID-19 including one or more of the following actions 

to improve ventilation.  

1. Maximize the supply of outside air to the extent feasible, except 

when the EPA Air Quality Index is greater than 100 for any 

pollutant or if opening windows or maximizing outdoor air by any 

other means would cause a hazard to employees or patients, for 

instance, from excessive heat or cold.  

2. Use HEPA filtration units in accordance with manufacturers’ 

recommendations in indoor areas where ventilation is inadequate 

to reduce the risk of COVID-19 transmission. 

a. A HEPA filter with UV-C light disinfection will be placed 

in the operating room (OR) on the days the OR is utilized. 

The filter shall be on during all cases that are performed in 

the OR. 

b. HEPA units must have the filters changed daily when in 

use. OR staff, Maintenance, Plant Operations, and Infection 

Prevention may change the filters.  

 

4. Enforcement 

Violation of this policy may result in disciplinary action, up to and including 

termination as outlined in the Sanctions Policy/Procedure, CMPL-005. 

 

REFERENCE 

 

 Ventilation in Buildings | CDC: https://www.cdc.gov/coronavirus/2019-

ncov/community/ventilation.html. Retrieved May 16th, 2023.  

 

Infection Control: Severe acute respiratory syndrome coronavirus 2 (SARS-CoV-2) | CDC: 

https://www.cdc.gov/coronavirus/2019-ncov/hcp/infection-control-

recommendations.html?CDC_AA_refVal=https%3A%2F%2Fwww.cdc.gov%2Fcoronavirus%2

F2019-ncov%2Fhcp%2Fnursing-home-long-term-care.html. Retrieved May 22nd, 2023.  

 

CMS Final Rule: https://public-inspection.federalregister.gov/2023-11449.pdf. Retrieved June 

8th, 2023.  

 

 

https://www.cdc.gov/coronavirus/2019-ncov/community/ventilation.html
https://www.cdc.gov/coronavirus/2019-ncov/hcp/infection-control-recommendations.html?CDC_AA_refVal=https%3A%2F%2Fwww.cdc.gov%2Fcoronavirus%2F2019-ncov%2Fhcp%2Fnursing-home-long-term-care.html
https://public-inspection.federalregister.gov/2023-11449.pdf
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Policy: Seneca Healthcare District (SHD) shall ensure that healthcare personnel (HCP) are 

appropriately screened per applicable federal, state, and local regulations to prevent and control 

communicable diseases. All SHD personnel will prevent disease transmission to themselves, other 

staff, and patients. SHD shall provide direction to prevent and control communicable diseases. 

Pregnant HCP should check with their physician prior to receiving treatment, prophylaxis, or 

vaccination.  
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PROCEDURE 

1. Purpose 

The purpose of this policy is to control and minimize risks inherent to working in a 

health care environment. HCP restrictions and/or exclusion criteria due to illness or 

special conditions are defined and all employees, contract personnel, and volunteers 

are required to comply with the standards that will be outlined.  

2. Responsibilities 

a. Employee Health (EH)  

i. Screen all new HCP who perform patient care activities. Provide vaccines 

as needed, screening, diagnosis, and post exposure evaluation and 

treatment for communicable disease for all staff.  

b. Infection Prevention (IP) 

i. Consult with EH staff to determine if a communicable disease exposure 

involving patients, visitors, or HCP has occurred.  

c. Managers/Supervisors 

i. Ensure that employees with identified communicable diseases do not work 

until they have been evaluated and cleared to work by EH or their private 

physician.  

ii. Refer symptomatic employees who may have had exposure to a 

communicable disease to EH for screening.  

3. Policy for Communicable Disease Prevention and Control in the Workplace 

HCP refers to all paid and unpaid persons serving in healthcare settings who have the 

potential for direct or indirect exposure to patients or infectious materials, including 

body substances; contaminated medical supplies, devices, and equipment; 

contaminated environmental surfaces or contaminated air. These HCP include, but are 

not limited to, emergency medical service personnel, nurses, nursing assistants, 

physicians, technicians, therapists, phlebotomists, clinical laboratory personnel 

pharmacists, students and trainees, contractual staff not employees by the healthcare 

facility, and persons not directly involved in patient care, but who could be exposed 

to infectious agents that can be transmitted in the healthcare setting (e.g. clerical, 

dietary, environmental services, security, engineering and facilities management, 

administrative, billing and volunteer personnel.   

a. SHD is required to offer certain vaccine to employees by the California Code of 

Regulations Title 8 §5199(h) (5). These include: 

i. Rubeola (Measles), Mumps and Rubella (MMR) vaccine 

ii. Varicella Vaccine 

iii. Tetanus, Diphtheria and Pertussis (Tdap) vaccine 

iv. Hepatitis B vaccine 

v. Influenza Vaccine 

vi. COVID-19 vaccine 
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b. SHD strongly recommends each employee receive these vaccines. Those who 

decline are required to sign a declination form that will be maintained in their 

health file.  

c. Preventative Measures for Communicable Diseases 

i. Prior to clinical activities, ensure the following screening and 

immunizations are performed as appropriate (provided free of charge by 

SHD). 

1. Required screening tests: 

a. Tuberculin (TB) tests 

b. Chest X-ray (CXR) if indicated. 

c. MMR antibody test (titer) 

d. Anti-HBs antibody test (titer) 

e. Varicella antibody test (titer) 

2. Immunizations 

a. MMR- must have one of the following.  

i. HCP born in 1957 or later can be considered 

immune to MMR only if they have documentation 

of: 

1. Laboratory evidence of immunity (titers) 

2. Proof of two MMR vaccines (no titers 

required) 

3. Receive two doses of MMR 28 days apart 

free of charge at SHD (the first before 

beginning work).  

ii. HCP born before 1957 

1. This is considered acceptable evidence of 

MMR immunity and no titers are required.  

a. SHD recommends 2 doses of MMR 

vaccine during an outbreak of 

measles or mumps and 1 dose of 

MMR vaccine for an outbreak of 

rubella.  

iii. A signed MMR declination form 

b. Varicella (chickenpox) - must have one of the following: 

i. History of chickenpox disease verified by 

provider at pre-employment physical (titer) 

ii. Proof of two vaccines (no titer required) 

iii. Received two doses of varicella vaccine 28 days 

apart (the first before beginning work) 

iv. A signed Varicella declination form  
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c. Tetanus, Diphtheria, and Pertussis (Tdap) - must have one 

of the following: 

i. Proof of Tdap vaccination in the last 10 years 

ii. Receive 1 dose of Tdap vaccination before 

beginning work.  

iii. A signed Tdap declination form  

d. Hepatitis B – must have one of the following: 

i. Proof of series of 3 vaccines  

ii. Laboratory proof of immunity (titer) 

iii. Receive 3 doses of Hep B vaccine at 0, 1 and 6 

months (the first dose before beginning work)  

iv. A signed Hepatitis B declination form 

e. Influenza – must have one of the following: 

i. Proof of current flu season’s vaccination 

ii. A signed Influenza vaccine declination form and 

will wear a mask whenever in patient, resident, or 

clinical care areas for the duration of the flu 

season (see IC-021 Mandatory Influenza 

Vaccination). 

f. COVID-19 

i. SHD encourages and promotes COVID-19 

vaccine acceptance and staying up to date for all 

employees. 

ii. Information regarding COVID vaccines will be 

gathered from the Centers for Disease Control and 

Prevention (CDC) and updated as necessary. 

3. Periodic Screening of Employees for Communicable Disease 

a. Tuberculosis (TB) Screening – must have one of the 

following: 

i. If no positive Tuberculosis Skin Test (TST) in the 

past: 

1. 2-step TST at hire. The 1st step with a 

negative result required before beginning 

work, the 2nd to be completed within 1-3 

weeks. If 2nd step is not completed, the 2-

step process must be restarted.  

2. OR proof of QuantiFERON blood test done 

in the past 6 months 

3. Annual TST required thereafter for all 

employees or volunteers.  

ii. If HCP have had positive TSTs in the past: 
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1. Submit completed Annual TB assessment to 

EH. 

2. Provide record of CXR following positive 

TST or have CXR taken at SHD. 

3. Wear a mask if you are having any 

symptoms of TB and notify IP or EH for 

evaluation immediately. 

4. Submit Annual TB assessment to EH 

annually thereafter and a CXR every 5 years 

thereafter.  

4. Exceptions 

a. If the prospective employee does not have proof of 

immunity to aerosol transmissible diseases, or blood test 

results show lack of immunity to required preventable 

diseases, EH will notify them and will discuss 

contraindications and precautions of the vaccine for that 

disease. The vaccine will be administered and recorded in 

that employee’s record.  

b. Contraindications and Precautions include: 

i. Severe allergic reaction to a vaccine or component 

(gelatin or neomycin) of the vaccine.  

ii. Pregnancy or anticipating pregnancy is a 

contraindication to the MMR and varicella 

vaccines.  

iii. Allergy to egg and minor illness are NOT a 

contraindication to receiving vaccines.  

d. Work Restrictions for Communicable Diseases 

i. HCWs may be excluded for direct patient contact if they exhibit signs and 

symptoms of potentially transmissible conditions.  

1. HCP, as described in Attachment B, who are exposed to infectious 

diseases shall report to their supervisor. They or their supervisor 

will notify IP and EH. EH shall maintain exposure documentation.  

ii. Infected or ill employees, including contract workers and volunteers, may 

not serve or handle food.  

iii. All HCWs must be able to practice proper hand hygiene and all infection 

prevention strategies.  

iv. See Attachment A for work restriction details on specific diseases and 

conditions, with the addition of:  

1. Acute gastroenteritis with vomiting not considered to be Norovirus 

should be excluded from work until at least 24 hours after the last 

episode of vomiting. 
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2. Coxsackievirus (Hand, Foot, and Mouth Disease): exclude from 

work until fever has been resolved for at least 72 hours.  

e. See COVID-19 Exposure Control Plan for work restrictions for SARS-CoV-2 

infection.  

4. Enforcement 

Violation of this policy may result in disciplinary action, up to and including 

termination as outlined in the Sanctions Policy/Procedure, CMPL-005. 

 

REFERENCE 

 

Recommended Work Restrictions for Communicable Diseases in Healthcare Workers: 

https://www.aohp.org/aohp/portals/0/Documents/MemberServices/templateandform/WR4CD-

HCW.pdf  August 8th, 2023.  

 

Infection Control in Healthcare personnel: infrastructure and routine practices for occupational 

infection prevention and control services: https://stacks.cdc.gov/view/cdc/82043 August 8th, 

2023.  

 

Centers for Disease Control and Prevention; MMWR: 

https://www.cdc.gov/mmwr/pdf/rr/rr6007.pdf August 8th, 2023.  

 

VACCINE – DECLINATION FORM  

 

 

Attachment A: Recommended Work Restrictions for Communicable Diseases in Health 

Care Workers 

https://www.aohp.org/aohp/portals/0/Documents/MemberServices/templateandform/WR4

CD-HCW.pdf  

 

Attachment B: Initial Evaluation and Ongoing Treatment for Occupational Exposure 

 

 

 

https://www.aohp.org/aohp/portals/0/Documents/MemberServices/templateandform/WR4CD-HCW.pdf
https://www.aohp.org/aohp/portals/0/Documents/MemberServices/templateandform/WR4CD-HCW.pdf
https://stacks.cdc.gov/view/cdc/82043
https://www.cdc.gov/mmwr/pdf/rr/rr6007.pdf
https://www.aohp.org/aohp/portals/0/Documents/MemberServices/templateandform/WR4CD-HCW.pdf
https://www.aohp.org/aohp/portals/0/Documents/MemberServices/templateandform/WR4CD-HCW.pdf


Attachment B: Initial Evaluation and Ongoing Treatment for Occupational Exposure

Group Initial Evaluation Ongoing Treatment 
SHD 
Employees

Employee Health 
Services Employee Health Services

SHD 
Physicians

Employee Health 
Services

Employee Health Services/ Primary Care 
Physician

Contract 
Workers Emergency Room

Referred to Primary Care Physician or 
Employer Physician Services

Students
Employee Health 
Services Referred to Primary Care Physician 

Volunteers Emergency Room Referred to Primary Care Physician
Visitors Emergency Room Referred to Primary Care Physician
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Governing Board 
  

 

POLICY NUMBER REFERENCE: IC-007.003 

PROCEDURE 

1. Purpose 

The purpose of this policy is to ensure that proper isolation percautionsprecautions are 

used to contain infections. 

 

2. Responsibilities 

The SHD The SHD Infection Prevention Practitioner is responsible for ensuring proper 

isolation is enforced. Infection Control Department is responsible for ensuring proper 

isolation is enforced. 

 

3. Policy for Isolation Precautions 

a. Definition 

i. For all intents and purposes, the word “patient(s)” refers to all customers 

receiving health care services in our facilities, including inpatients, 

outpatients, residents and clients.   

b. Standard Precautions 

i. Purpose: It is the intent of SHD that all patient blood and body fluids will 

be considered potentially infectious, and standard precautions are 

indicated for all patients. 

ii. Barriers indicated in Standard Precautions: 

1. Gloves-gloves should be worn whenever exposure to the following 

is planned or anticipated: 

a. Blood/blood products/body fluids with visible blood 

b. Urine 

c. Feces 

d. Saliva 

e. Mucous membranes 

f. Wound drainage 

g. Drainage tubes 

h. Non-intact skin 

i. Amniotic, cerebral spinal, pericardial, pleural, peritoneal, 

synovial fluids 

j. Performing venipuncture or invasive procedure. 

2. Masks-masks should be worn during procedures that are likely to 

generate droplets/splashing of blood/body fluids. 

3. Gowns/Aprons- should be worn when there is a potential for 

soiling clothing with blood/body fluids. 

4. Eyewear-protection over the eyes should be worn during 

procedures that are likely to generate droplets of blood/body fluids. 

5. Private room- consider when patient hygiene is poor or in cases 

where blood/body fluids cannot be contained. 
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6. Hand hygiene- refer to hand hygiene procedures. Waterless 

products are encouraged for use and should be placed in strategic 

locations. 

7. Resuscitation equipment- mouthpieces or other ventilation 

devices should be available as alternatives for mouth-to-mouth 

resuscitation. 

8. Sharps precautions- safer sharps should be used and used sharps 

should be placed in an appropriately labeled puncture resistant 

container. Container should be placed so that health care workers 

can easily see opening and reach across horizontally to use, 

whenever possible. 

9. Lab specimens- should be placed in a container that prevents 

leakage during collection, handling, processing, storage, transport, 

or shipping and should be labeled with biohazard symbol. If 

outside contamination of the primary container occurs, it should be 

placed within a second container. 

10. Blood spills- spills of blood or other body fluids should be 

removed and the area decontaminated using the a facility-approved 

blood spill kit germicidal disinfectant. Gloves should be worn 

during cleaning and decontamination. The manufacturer’s 

directions will be followed for use of the product in cleaning and 

decontaminating spills. 

11. Linen- soiled linen should be handled as little as possible. Gloves 

should be worn to handle wet linen. 

12. General waste- waste should be bagged in impervious bags. 

c. Personal Protective Equipment (PPE) 

i. PPE is provided to all employees. Each employee is responsible for 

knowing where the equipment is kept in the department. 

ii. The type of protective barrier(s) should be appropriate for the procedure 

being performed and the type of exposure anticipated. 

iii. PPE available includes gloves, gowns, or aprons, masks, eye protection, 

and resuscitation devices. 

d. Enhanced Standard Precautions (ESP) in the Skilled Nursing Facility (SNF) 

i. Purpose: It is the intent of SHD SNF to use ESP for patients with 

medical devices (e.g., urinary catheters, feeding tubes, endotracheal or 

tracheostomy tubes, vascular catheters), unhealed wounds or presence 

of pressure ulcers who are at increased risk for transmission of 

multidrug-resistant organisms (MDRO). Examples include MRSA, 

VRE and Carbapenem resistant gram-negative organisms.   

ii. Barriers indicated for ESP: 

1. Patient Placement- Patient may be placed in a private room. If 

a private room is not available attempt to cohort the patient 

with a compatible roommate based upon MDRO status (if 

known). In the absence of known MDRO. When a private 

room is not available and cohorting is not an option, consider 

the organism and patient population when determining 

placement. A decision will be made on a case-by-case basis 

regarding the safety of placing the patient in a room with 



IC-007.003 Isolation Precautions  Page 4 of 12 
 

 

another patient. Patient that requires ESP will be identified by 

an orange triangle above the head of their bed. 

2. Patient Hygiene- Consider bathing residents on ESP with a 

chlorhexidine product on their regular bathing day according 

to manufacturer’s instructions. 

3. Gloves and hand hygiene- Hand hygiene should be completed 

prior to donning gloves. Gloves should be worn when entering 

the room and while providing care for a patient and any care 

activity involving contact with environmental surfaces likely to 

be contaminated by the patient. Gloves should be changed 

after having contact with infective material (e.g., fecal material 

and wound drainage). Gloves should be removed before 

leaving the patient’s room and hands should be washed 

immediately. After glove removal and hand hygiene, hands 

should not touch potentially contaminated environmental 

surfaces or items. 

4. Gowns- A gown should be worn when entering the room if it is 

anticipated that clothing will have contact with the patient, 

environmental surfaces, or items in the patient’s room, or if the 

patient is incontinent or wound drainage is not contained by a 

dressing. If a gown is worn, it should be removed before 

leaving the patient’s room. After removal of the gown, clothing 

should not contact potentially contaminated environmental 

surfaces. 

5. Patient Activities/Transport- High-risk residents who can be 

maintained in hygienic condition and don clean clothes may 

leave room to participate in activities. This will be determined 

on a case-by-case basis. If the patient leaves the room, 

precautions should be maintained to minimize the risk of 

transmission of microorganisms to other patients and 

contamination of environmental surfaces or equipment. 

6. Patient care equipment- Dedicated patient-care equipment 

should be considered for the patient. If use of common 

equipment or items is unavoidable, the items should be 

adequately cleaned and/or disinfected before use for another 

patient. 

7. Visitors- Visitors do not need to routinely wear gowns and 

gloves when visiting a resident on ESP; however, visitors 

should wear gowns and gloves if participating in high-contact 

care activities (e.g., assistance with bathing or toileting), 

especially if interacting with multiple residents.  

iii. Enhanced Standard Precautions May Be Considered for (Examples) 

1. Patients with medical devices (e.g., urinary catheters, feeding 

tubes, endotracheal or tracheostomy tubes, vascular catheters). 

2. Patients with unhealed wounds.  

3. Patients with the presence of pressure ulcers. 
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iv. NOTE- SNF residents known to be MDRO colonized but who do not 

have indwelling devices or unhealed wounds can generally be 

transitioned to Standard Precautions. 

e. Contact Precautions 

i. Purpose: It is the intent of SHD to use contact precautions for patients 

known or suspected to have serious illnesses easily transmitted by direct 

patient contact with items in the patient’s environment. 

ii. Barriers indicated for Contact Precautions: 

1. Patient Placement- Patient may be placed in a private room. If a 

private room is not needed/not available, the patient may be placed 

in a room with a patient(s) who has an active infection with the 

same organism but with no other infection. When a private room is 

not available and cohorting is not an option, consider the organism 

and patient population when determining placement. A decision 

will be made on a case-by-case basis regarding the safety of 

placing the patient in a room with another patient. Examples of 

patients who may require a private room include patients with 

resistant organisms who have copious drainage from a wound, 

patients with poor hygiene and whose behavior cannot be 

positively influenced, etc.  Appropriate signage will be posted on 

the door. 

2. Gloves and hand hygiene- Hand hygiene should be completed 

prior to donning gloves. Gloves should be worn when entering the 

room and while providing care for a patient. Gloves should be 

changed after having contact with infective material (e.g., fecal 

material and wound drainage). Gloves should be removed before 

leaving the patient’s room and hands should be washed 

immediately. After glove removal and hand hygiene, hands should 

not touch potentially contaminated environmental surfaces or 

items. 

3. Gowns- A gown should be worn when entering the room if it is 

anticipated that clothing will have contact with the patient, 

environmental surfaces, or items in the patient’s room, or if the 

patient is incontinent or wound drainage is not contained by a 

dressing. If a gown is worn, it should be removed before leaving 

the patient’s room. After removal of the gown, clothing should not 

contact potentially contaminated environmental surfaces. 

4. Patient Transport- Activities of the patient may need to be 

limited. This will be determined on a case-by-case basis. If the 

patient leaves the room, precautions should be maintained to 

minimize the risk of transmission of microorganisms to other 

patients and contamination of environmental surfaces or 

equipment. 

5. Patient care equipment- Dedicated patient-care equipment should 

be considered for the patient. If use of common equipment or items 

is unavoidable, the items should be adequately cleaned and/or 

disinfected before use for another patient. 

iii. Contact Precautions May Be Considered for (Examples) 
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1. Multi-resistant organisms (e.g., vancomycin-resistant enterococci) 

2. Scabies 

3. Clostridium difficile 

f. Droplet Precautions 

i. Purpose-It is the intent of SHD to use droplet precautions to decrease the 

risk of droplet transmission of infection agents. 

ii. Barriers indicated for Droplet Precautions: 

1. Droplet precautions are used in addition to standard precautions for 

patients with infections that can be transmitted by droplets. Droplet 

transmission involves contact of the conjunctiva or mucous 

membranes of the nose or mouth of a susceptible person with 

large-particle droplets containing microorganisms generated from a 

person who has a clinical disease or who is a carrier of the 

microorganism. Droplets may be generated by the patient’s 

coughing, sneezing, talking, or during the performance of 

procedures, e.g., suctioning. 

2. Patient placement- Patient may be placed in a private room. If a 

private room is not necessary/not available, the patient may be 

placed in a room with a patient(s) who has an active infection with 

the same organism but with no other infection (cohorting). When a 

private room is not available and cohorting is not an option, 

maintain spatial separation of at least 3 feet between the infected 

patient and other patients and visitors. Special air handling and 

ventilation are not necessarynecessary, and the door may remain 

open. 

3. Masks-A mask should be worn within 3 feet of the patient. 

4. Transport-Limit the movement and transport of the patient. If 

transport is necessary, masking the patient may minimize dispersal 

of droplets. 

iii. Droplet Precautions may be considered for (Examples): 

1. Influenza 

2. Mycoplasma pneumonia 

3. Strep pharyngitis or pneumonia 

g. Airborne Precautions 

i. Purpose: It is the intent of SHD to use precautions to decrease the risk of 

airborne transmission of infectious disease.  Because SHD does not yet 

have the capability to implement airborne precautions, patients 

presenting to the facility with illness or suspected illness (such as TB) 

that require this level of containment will be transferred ASAP to a 

suitable facility. While waiting for transfer, patients will be placed in 

a private room (preferably with an anteroom) with the door closed 

and an air purifier will be placed in the room. Please refer to 

Attachment ppendix A1.   

ii. Diseases-TB, SARS, Chickenpox, Disseminated Zoster, Measles, 

Hemorrhagic fevers (Ebola, Lassa, Marburg). 

i.  

ii.iii. Barriers indicated for Airborne Precautions: 
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1. Airborne precautions are used in addition to standard precautions 

for patients known or suspected to be infected with a disease 

spread by very small droplet nuclei (5mm or smaller). These 

particles may be spread through the air and may be carried on air 

currents or inhaled by another person. Special air 

handling/ventilation is needed. 

2. Patient Placement-A private, negative pressure isolation room is 

necessary with monitored negative air pressure relative to the other 

areas. Six to 12 air exchanges per hour are required. (AIA 

Guidelines 2001 state the need for 12 exchanges per hour with two 

of those being fresh outside air.) Door must remain closed to 

ensure negative pressure. A visual monitor is recommended to 

check continued negative pressure. Patients with same diseases 

may be placed together.  Appropriate signage will be posted on the 

door. 

3. Masks-A mask should be worn when entering the room. 

Susceptible persons entering the room of a patient with measles, 

chickenpox, or disseminated zoster must wear a mask. Preferably, 

caregivers immune to these diseases should provide care and do 

not have to wear a mask. An N-95 respirator is required to be worn 

for patients known or suspected of having TB, smallpox, or SARS. 

4. Transport-Patients must be masked when being transported to 

other areas of the facility. Efforts should be made to keep patients 

within the room, when possible. 

5. Diseases-TB, SARS, Chickenpox, Disseminated Zoster, Measles, 

Hemorrhagic fevers (Ebola, Lassa, Marburg). 

6.5.Monitoring of controls-A program should be established to fit test 

employees for the N-95 mask best suited to their anatomy and 

needs. Equipment should be easily available. Masks should be 

changed during the shift when becoming moist, misshapen, etc. 

7.6.Engineering controls- Iisolation rooms should be checked 

visually by caregivers during the course of the workday. 

Engineering should check air control changes and negative 

pressure daily while in use for airborne precautions. Visual 

monitors should be installed outside the rooms. (AIA Guidelines 

for Design and Construction of healthcare Facilities, 2001.) 

8.7.Contact and Airborne Isolation-Certain diseases may require use 

of mask, goggles, gowns, and gloves or other additional protection 

at all times during the care of the patient. Both signs should be 

posted, and dedicated equipment should be used for that patient. 

Depending on the disease, the facility may choose to cohort staff or 

limit traffic into room. Some examples are SARS and smallpox. 

Each situation will be evaluated on a case-by-case basis as some 

diseases are emerging and information is rapidly changing. 

iii.iv. Airborne Precautions May Be Considered For (Examples): 

1. Measles 

2. Tuberculosis 

3. Chickenpox (Varicella, Herpes zoster, shingles) 
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h. NeutrapenicNeutropenic Precautions: 

i. Mode of Transmission 

1. Neutropenic precautions are used to protect immunosuppressedent 

patients from infections from staff, visitors and the environment.  

(Formerly calledalso known as Reverse Isolation)  

ii.  Precautions: 

1. Patient Placement: 

a. Place in private room. Keep door closed (may be kept ajar 

4 to 6 inches per patient’s request.) 

b. Patient Protective/Equipment: 

i. A designated stethoscope, B/P cuff and 

thermometer will be used. 

ii. Avoid sources of stagnant water: 

1. Fresh cut flowers, flower vases with 

standing water houseplants (may have bugs) 

2. Denture cups 

3. Irrigating containers 

4. Respiratory equipment  

5. Soap dishes and liquid soap 

iii. Use mild soap for personal hygiene 

iv. Use electric razor to avoid cuts 

v. Avoid fresh fruits and raw vegetables, unpaited 

fruit, raw eggs, cold cuts, skim milk, chocolate milk 

or any milk-based product prepared in a blender that 

cannot be adequately cleaned. 

vi. NO visitors under the age of 13 allowed 

vii. NO staff or visitors allowed with illness or recent 

exposure to colds, measles, chicken pox, herpes 

simplex and herpes zoster. No persons recently 

vaccinated with live or attenuated microorganisms. 

iii. Patient Transport: 

1. Limit transport to essential purposes only. Consider using surgical 

mask on patient while transporting. 

iv. Examples of diseases or conditions requiring NeutrapenicNeutropenic 

Precautions are: 

1. Severe immunosuppressed disease: 

a. Chemotherapy 

b. AIDS 

 

4. Enforcement 

Violation of this policy may result in disciplinary action, up to and including termination 

as outlined in the Sanctions Policy/Procedure, CMPL-005.ADMIN-028. 

 

REFERENCE 

Department of Labor Occupational Safety and Health Administration, Occupational Exposure to 

Bloodborne Pathogens: Needlestick and Other Sharps Injuries; Final Rule 29 CFR Part. 

1910-1030. December 6, 1991.January 18, 2001. 
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HICPACCDC, Guideline for Isolation Precautions in Hospitals., Infection Control and Hospital 

Epidemiology, January, 1996. 

https://www.cdc.gov/infectioncontrol/guidelines/isolation/index.html/Isolation2007.pdf# 

July 22, 2019. 

CDC, Guideline for Hand Hygiene in Healthcare Settings. Recommendations of the healthcare 

Infection Control Practice Advisory Committee-the HICPAC/SHEA/APIC/IDSA Hand 

Hygiene Task Force. October 22, 2002/51 (RR-16); 1-44. 

https://www.cdc.gov/handhygiene/providers/guideline.html. October 30, 2020.  

AIA Guidelines for Design and Construction of Healthcare Facilities, 2001. 

CDC Guidelines for Isolation Precautions in Hospitals. American Journal of Infection Control 

1996: 24:24-52. 

 

Attachment: 

AppendixAttachment  A1: Tuberculosis or TB Precautions 

 

2007 CDC Guideline for Isolation Precautions in Hospital: 

http://www.cdc.gov/hicpac/pdf/isolation/Isolation2007.pdf (226 Pages) 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Formatted: Indent: First line:  0"

https://www.cdc.gov/infectioncontrol/guidelines/isolation/index.html/Isolation2007.pdf
https://www.cdc.gov/handhygiene/providers/guideline.html


IC-007.003 Isolation Precautions  Page 10 of 12 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Attachment A Appendix 1: Tuberculosis or TB Precautions (Page 1 of 1) 

 

  

Formatted: Left



IC-007.003 Isolation Precautions  Page 11 of 12 
 

 

 
 

 

Attachment A: Tuberculosis or TB Precautions (Page 1 of 1) 

 

Appendix 1:  

Tuberculosis or TB Precautions 

Per the data available from the Morbidity and Mortality Weekly Report dated December 30, 

2005 / Vol. 54/ No. RR-17, Plumas County has not had a single case of TB in the past 5 years, 

with 1 case in the last 7 years (Rifampin and Isoniazid susceptible strain).  The data indicates that 

SHD is at “minimal” risk for the transmission of Mycobacterium tuberculosis.   

In general, patients who have suspected or confirmed TB disease should be considered 

infectious if (a) they are coughing, undergoing cough-inducing procedures, or have positive 

sputum smear results for acid-fast bacilli (AFB); and (b) they are not receiving adequate 

antituberculosis therapy, have just started therapy, or have a poor clinical or bacteriologic 

response to therapy. 

For patients that fall within this group, the following protocols apply until the patient is 

transferred to another suitably equipped facility: 

1. Patient Transport 

Limit the movement and transport of the patient from the room to essential purposes 

only. If transport or movement is necessary, minimize patient dispersal of droplet 

nuclei by placing a surgical mask on the patient, if possible.   Patients should be 

instructed to keep the mask on and to change the mask if it becomes wet. If patients 

cannot tolerate a mask, they should observe strict respiratory hygiene and cough 

etiquette procedures. 

2. Respiratory Protection 

Wear respiratory protection (N95 respirator) when entering the room of a patient with 

known or suspected infectious pulmonary tuberculosis.  

3. Transport ASAP to a suitable facility with special air handling capability. 

Measles and Chickenpox (rubeola and varicella) Patients 

1. Patient Transport 

Limit the movement and transport of the patient from the room for essential 

purposes only. If transport or movement is necessary, minimize patient dispersal 

of droplet nuclei by placing a surgical mask on the patient, if possible.   Patients 

should be instructed to keep the mask on and to change the mask if it becomes 

wet. If patients cannot tolerate a mask, they should observe strict respiratory 

hygiene and cough etiquette procedures. 

2. Respiratory Protection 

Susceptible persons should not enter the room of patients known or suspected to 

have measles (rubeola) or varicella (chickenpox) if other immune caregivers are 

available. If susceptible persons must enter the room of a patient known or 

suspected to have measles (rubeola) or (chickenpox) varicella, they should wear 

respiratory protection (N95 respirator).  

Persons immune to measles (rubeola) or varicella need not wear respiratory protection. 

Formatted: Centered



IC-007.003 Isolation Precautions  Page 12 of 12 
 

 

 

Formatted: Tab stops: Not at  0.25" +  0.5"



IC-019.004 Communicable Disease Prevention and Control in the Workplace 
 Page 1 of 11 

 
 

 
Policy: Seneca Healthcare District (SHD) shall ensure that healthcare personnel (HCP) are 
appropriately screened per applicable federal, state, and local regulations to prevent and control 
communicable diseases. All SHD personnel will prevent disease transmission to themselves, other 
staff, and patients. SHD shall provide direction to prevent and control communicable diseases. 
Pregnant HCP should check with their physician prior to receiving treatment, prophylaxis, or 
vaccination.  
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PROCEDURE 
1. Purpose 

The purpose of this policy is to control and minimize risks inherent to working in a 
health care environment. HCP restrictions and/or exclusion criteria due to illness or 
special conditions are defined and all employees, contract personnel, and volunteers 
are required to comply with the standards that will be outlined.  

 
2. Responsibilities 

a. Employee Health (EH)  
i. Screen all new HCP who perform patient care activities. Provide vaccines 

as needed, screening, diagnosis, and post exposure evaluation and 
treatment for communicable disease for all staff.  

b. Infection Prevention (IP) 
i. Consult with EH staff to determine if a communicable disease exposure 

involving patients, visitors, or HCP has occurred.  
c. Managers/Supervisors 

i. Ensure that employees with identified communicable diseases do not work 
until they have been evaluated and cleared to work by EH or their private 
physician.  

ii. Refer symptomatic employees who may have had exposure to a 
communicable disease to EH for screening.  

 
3. Policy for Communicable Disease Prevention and Control in the Workplace 

HCP refers to all paid and unpaid persons serving in healthcare settings who have the 
potential for direct or indirect exposure to patients or infectious materials, including 
body substances; contaminated medical supplies, devices, and equipment; 
contaminated environmental surfaces or contaminated air. These HCP include, but are 
not limited to, emergency medical service personnel, nurses, nursing assistants, 
physicians, technicians, therapists, phlebotomists, clinical laboratory personnel 
pharmacists, students and trainees, contractual staff not employees by the healthcare 
facility, and persons not directly involved in patient care, but who could be exposed 
to infectious agents that can be transmitted in the healthcare setting (e.g. clerical, 
dietary, environmental services, security, engineering and facilities management, 
administrative, billing and volunteer personnel.   
a. Preventative Measures for Communicable Diseases 

i. Prior to clinical activities, ensure the following screening and 
immunizations are performed as appropriate. 

1. Required screening tests: 
a. Tuberculin (TB) tests 
b. Chest X-ray (CXR) if indicated. 
c. Rubeola (Measles), Mumps and Rubella antibody tests 
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d. Anti-HBs antibody test 
e. Varicella antibody test 

2. Immunizations 
a. Rubeola (Measles), Mumps, and Rubella (MMR)- must 

i. HCP born in 1957 or later can be considered 
immune to MMR only if they have documentation 
of: 

1. Laboratory evidence of immunity (titers) 
2. Proof of two MMR vaccines (no titers 

required) 
3. Receive two doses of MMR 28 days apart 

free of charge at SHD (the first before 
beginning work).  

ii. HCP born before 1957 
1. This is considered acceptable evidence of 

MMR immunity and no titers are required.  
a. SHD recommends 2 doses of MMR 

vaccine during an outbreak of 
measles or mumps and 1 dose of 
MMR vaccine for an outbreak of 
rubella.  

b. Varicella (chickenpox) - must have one of the following: 
i. History of chickenpox disease verified by provider 

at pre-employment physical (titer) 
ii. Proof of two vaccines (no titer required) 

iii. Received two doses of varicella vaccine 28 days 
apart free of charge at SHD (the first before 
beginning work) 

c. Tetanus, Diphtheria, and Pertussis (Tdap) - must have one 
of the following: 

i. Proof of Tdap vaccination in the last 10 years 
ii. Receive 1 dose of Tdap vaccination free of charge 

at SHD before beginning work.  
d. Hepatitis B – must have one of the following: 

i. Proof of series of 3 vaccines  
ii. Laboratory proof of immunity  

iii. Receive 3 doses of Hep B vaccine at 0, 1 and 6 
months free of charge at SHD (the first dose before 
beginning work)  

e. Influenza – must have one of the following: 
i. Proof of current flu season’s vaccination 
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ii. Signed a declination of the flu vaccine and will 
wear a mask whenever in patient, resident, or 
clinical care areas for the duration of the flu season 
(see IC-021 Mandatory Influenza Vaccination).  

3. Periodic Screening of Employees for Communicable Disease 
a. Tuberculosis (TB) Screening – must have one of the 

following: 
i. If no positive Tuberculosis Skin Test (TST) in the 

past: 
1. 2-step TST at hire. The 1st step with a 

negative result required before beginning 
work, the 2nd to be completed within 1-3 
weeks. If 2nd step is not completed, the 2-
step process must be restarted.  

2. OR proof of QuantiFERON blood test done 
in the past 6 months 

3. Annual TST required thereafter for all 
employees or volunteers.  

ii. If HCP have had positive TSTs in the past: 
1. Submit completed Annual TB assessment to 

EH. 
2. Provide record of CXR following positive 

TST or have CXR free of charge at SHD. 
3. Wear a mask if you are having any 

symptoms of TB and notify IP or EH for 
evaluation immediately. 

4. Submit Annual TB assessment to EH 
annually thereafter and a CXR every 5 years 
thereafter.  

4. Exceptions 
a. If the prospective employee does not have proof of 

immunity to aerosol transmissible diseases, or blood test 
results show lack of immunity to required preventable 
diseases, EH will notify them and will discuss 
contraindications and precautions of the vaccine for that 
disease. The vaccine will be administered and recorded in 
that employee’s record.  

b. Application for exceptions to these immunity requirements 
will be evaluated on a case-by-case basis by IP, EH, and 
Human Resources.  

c. Contraindications and Precautions include: 
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i. Severe allergic reaction to a vaccine or component 
(gelatin or neomycin) of the vaccine.  

ii. Pregnancy or anticipating pregnancy is a 
contraindication to the MMR and varicella 
vaccines.  

iii. Allergy to egg and minor illness are NOT a 
contraindication to receiving vaccines.  

b. Work Restrictions for Communicable Diseases 
i. HCWs may be excluded for direct patient contact if they exhibit signs and 

symptoms of potentially transmissible conditions.  
1. HCP, as described in Attachment B, who are exposed to infectious 

diseases shall report to their supervisor. They or their supervisor 
will notify IP and EH. EH shall maintain exposure documentation.  

ii. Infected or ill employees, including contract workers and volunteers, may 
not serve or handle food.  

iii. All HCWs must be able to practice proper hand hygiene and all infection 
prevention strategies.  

iv. See Attachment A for work restriction details on specific diseases and 
conditions, with the addition of:  

1. Acute gastroenteritis with vomiting not considered to be Norovirus 
should be excluded from work until at least 24 hours after the last 
episode of vomiting. 

2. Coxsackievirus (Hand, Foot, and Mouth Disease): exclude from 
work until fever has been resolved for at least 72 hours.  

c. See COVID-19 Exposure Control Plan for work restrictions for SARS-CoV-2 
infection.  
 

4. Enforcement 
Violation of this policy may result in disciplinary action, up to and including 
termination as outlined in the Sanctions Policy/Procedure, CMPL-005. 
 

REFERENCE 
 
Recommended Work Restrictions for Communicable Diseases in Healthcare Workers: 
https://www.aohp.org/aohp/portals/0/Documents/MemberServices/templateandform/WR4CD-
HCW.pdf  August 8th, 2023.  
 
Infection Control in Healthcare personnel: infrastructure and routine practices for occupational 
infection prevention and control services: https://stacks.cdc.gov/view/cdc/82043 August 8th, 
2023.  
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Centers for Disease Control and Prevention; MMWR: 
https://www.cdc.gov/mmwr/pdf/rr/rr6007.pdf August 8th, 2023.  
 
 
 
ATTACHMENT A: Recommended Work Restrictions for Communicable Diseases in 
Health Care Workers 
https://www.aohp.org/aohp/portals/0/Documents/MemberServices/templateandform/WR4
CD-HCW.pdf  
 

RECOMMENDED WORK RESTRICTIONS  
 FOR COMMUNICABLE DISEASES IN HEALTH CARE WORKERS  

  

POST-EXPOSURE  WORK RESTRICTIONS  DURATION  

NOTE: ALL EXPOSURES AT HOME AS WELL AS AT WORK SHOULD BE EVALUATED  

Ebola Virus (and other hemorrhagic 
fever viruses)  

Determine whether physical exposure 
has actually occurred. Follow CDC 
guidelines. Monitor to assess the 
presence of fever or other 
symptomatology.  

Through day 21 post-exposure.  

Measles (Rubeola) (susceptible 
employees)  

Exclude from work.  From day 5 through day 21 
postexposure and 4 days after onset of 
rash.  

Meningococcus      

• asymptomatic employees  No restriction. Prophylaxis is 
recommended.   

While asymptomatic.  

• symptomatic employees (fever, 
intense headache, lethargy, stiff 
neck, and/or a rash that does not 
blanch under pressure)  

Exclude from work. Close contacts and 
family members should be monitored.  

  

Mumps (susceptible employees)  Exclude from work.  From day 12 through day 26 
postexposure, or until 9 days after onset 
of parotitis.  

Pertussis      

• asymptomatic employees  No restriction. Prophylaxis is 
recommended.   

  

• symptomatic employees  Exclude from work.  Until 5 days after initiation of 
antimicrobial therapy.  

Rubella (susceptible employees)  Exclude from work.  From day 7 through day 21 
postexposure.  

Varicella (Chicken Pox or Shingles)      

• Non-immune employees exposed 
to varicella zoster (chicken pox) or 
uncovered herpes zoster (shingles)  

Exclude from work.   From day 8 through day 21 
postexposure.  
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• Vaccinated employees (those who 
have received 2 doses of vaccine)  

Monitor daily during days 8-21 
postexposure. Exclude from work 
immediately if symptoms develop (fever, 
headache, skin lesions).  

Until varicella is ruled out or lesions are 
dry and crusted.  

    
 

ACTIVE DISEASE  WORK RESTRICTIONS  DURATION  

Acute febrile respiratory illness / 
influenza-like illness (ILI) 
(temperature ≥38º C or 100º F)  

Exclude from work.  Until acute symptoms resolve and 
temperature <100° for at least 24 hours 
without the use of antipyretic 
medications.  

Conjunctivitis (Bacterial)  Exclude from work.  Until discharge (constant tearing) 
ceases and for 24 hours after effective 
treatment is initiated.  

Conjuctivitis (Viral)  Exclude from work if experiencing 
tenderness in front of ears (preauricular 
lymphadenopathy) temperature ≥100° F, 
work restrictions recommended by a 
physician, or eye drainage.  

If adenovirus conjunctivitis is diagnosed, 
may RTW only when medically cleared 
by a physician (may remain infectious 
for ≥7 days).  

Cytomegalovirus  No restrictions.    
 Diarrheal diseases:      

• Acute stage (diarrhea with other 
symptoms)  

Exclude from patient care and food 
handling.  

Until symptoms resolve.  
  

• Clostridium difficile (C-diff)  Exclude from work.  Until free from diarrheal stools for 72 
hours and completion of antibiotic 
regimen.  

• E. coli   Exclude from work.  Until symptoms resolve. Consultation is 
needed to verify the employee is 
asymptomatic and is educated on hand 
hygiene. Food handlers require 2 
negative stool cultures.  

• Salmonella  Exclude from work.  Until symptoms resolve. Consultation is 
needed to verify the employee is 
asymptomatic and is educated on hand 
hygiene. Food handlers require 2 
negative stool cultures.  

• Shigella  Exclude from work.  Until symptoms resolve. Consultation is 
needed to verify the employee is 
asymptomatic and is educated on hand 
hygiene. Food handlers and direct 
care providers are required to be 
asymptomatic and have 2 negative 
stool cultures 24 hours apart and ≥48 
hours from last dose of antibiotics.  

Diphtheria  Exclude from work.   Until symptoms resolve.  

Enterovirus  
(Hand Foot & Mouth Disease)  

Exclude from work.  Until symptoms resolve.  

Hepatitis A  Exclude from patient care, contact with 
patient’s environment, and food 
handling.  

Until 7 days after onset of jaundice or 14 
days after diagnosis if no jaundice.  
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Hepatitis B  May not perform exposure-prone 
invasive procedures until cleared by 
Employee Health. Infection Control and 
Employee Health will review and 
recommend procedures the employee 
can perform.  

Until Hepatitis B serology indicates 
immunity to infection.  

Hepatitis C  May not perform exposure-prone 
invasive procedures until cleared by 
Employee Health. Infection Control and 
Employee Health will review and 
recommend procedures the employee 
can perform.  

Indefinitely (the majority of infected 
individuals become chronically infected).  

 
Herpes Simplex      

• Genital  No restriction.    

• Hands (herpetic whitlow)  Exclude from patient contact and contact 
with patient environment.  

Until lesions are healed/dry and crusted.  

• Orofacial  Infection Control and Employee Health 
must evaluate each employee  
(according to location and severity of 
lesions) to assess the need to restrict 
from care of high-risk patients.  

Until lesions are healed/dry and crusted.  
 

HIV  May not perform exposure-prone 
invasive procedures until evaluated by 
Employee Health. Infection Control and 
Employee Health will review and 
recommend procedures the employee 
can perform.  

Indefinitely  

Influenza   Exclude from work .  Until afebrile (<38º C / 100º F) for 24 
hours without the use of antipyretic 
medications.  

Measles (active or suspected)  Exclude from work.  Until 4 days after the onset of rash and 
temperature <100º F without the use of 
antipyretic medications.   

Meningococcus  Exclude from work.  Until 24 hours after start of effective 
therapy.  

Methicillin Resistant  
Staphylococcus Aureus (MRSA)  

Exclude from work. Must be cleared for 
RTW by Employee Health.  

Until documentation of:  
• negative nasal culture and  
• negative site culture   

Cultures should be obtained ≥24 hours 
after antibiotics are completed.  

Mononucleosis  
  (Epstein-Barr Virus)  

May work. Avoid mouth-to-mouth 
resuscitation.  

  

Mumps  Exclude from work.  Until 9 days after onset of parotitis.  

Norovirus  Exclude from work.  Until 48 hours after symptoms resolve.  

Pediculosis (Lice)  Exclude from work.  Until 24 hours after treatment and 
observed to be free from adult and 
immature lice.  
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Pertussis  Exclude from work.  From beginning of catarrhal stage 
through third week after onset of 
paroxysms or until 5 days after start of 
effective antimicrobial therapy.  

Rubella  Exclude from work.  Until 7 days after onset of rash and 
temperature <100° F without the use of 
antipyretic medications  

SARS  Exclude from work.  Until 10 days after onset of fever and 
temperature <100° F without the use of 
antipyretic medications  

Scabies  Exclude from work.  Until 24 hours after application of 
effective treatment.  

Staphylococcus aureus (not MRSA)      

• Active draining skin lesions  May work if lesions can be adequately 
dressed and covered. If unable to 
completely dress and cover lesions, 
restrict from patient care, contact with 
patient’s environment, and food 
handling.   

Until lesions have resolved.  

Staphylococcus aureus (not MRSA)  

• Carrier state  No restriction unless the employee is 
epidemiologically linked to transmission 
of the organism.  

Until colonization is cleared (as 
documented by culture).  

Streptococcus, group A  Restrict from patient care, contact with 
patient’s environment, and food 
handling.  

Until 24 hours after adequate treatment 
started and no draining lesions.  

Tuberculosis      

• Positive TB skin test (TST) or IGRA 
(T-Spot or Quantiferon) test  

All employees with a new positive TB 
test need to be evaluated by  Employee 
Health to verify that they do not have 
active disease.  

Once active disease is ruled out, 
employee may return to work with no 
restrictions  

• Active   Exclude from work.  Until 3 negative AFB smears or cultures 
are obtained.  

Vancomycin-resistant enterococcus 
(VRE)  

Exclude from work.   Until cleared on a case-by-case basis by 
Infection Control and Employee Health.  

Varicella (Chicken Pox)  Exclude from work.  Until lesions are dry and crusted.  

Zoster (Shingles)  Exclude from work if lesions cannot be 
covered with clothing. Infection Control 
and Employee Health will evaluate the 
potential for communicability.  

Until lesions are dry and crusted.  
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ATTACHMENT B: Initial Evaluation and Ongoing Treatment for Occupational Exposure 
 
Attachment B: Initial Evaluation and Ongoing Treatment for Occupational Exposure 

Group Initial Evaluation Ongoing Treatment  

SHD  
Employees 

Employee Health Services 

Employee Health Services 

SHD  
Physicians 

Employee Health Services Employee Health Services/ Primary Care Physician 

Contract  
Workers 

Emergency Room 

Referred to Primary Care Physician or Employer 
Physician Services 

Students 

Employee Health Services 

Referred to Primary Care Physician  

Volunteers Emergency Room Referred to Primary Care Physician 

Visitors Emergency Room Referred to Primary Care Physician 

 
 
  
 



IC-030.001 Storage of Hospital Linen  Page 1 of 2 
 

 

 

SENECA HEALTHCARE 

DISTRICT 

POLICY & PROCEDURE 
 
DEPARTMENT: INFECTION CONTROL  

POLICY TITLE: STORAGE OF HOSPITAL LINEN 

POLICY NUMBER: IC-030.001 

 

COMPLIANCE REQUIREMENT:   

Page 1 of 2 

Date of Origin:  

09/24/2019 

Revision Date:  

 

Periodic Review 

By:  

Date:  
 
AUTHOR: Kim Pitts, RN Infection Prevention 

REVISED BY: Catie Neely, RN, BSN, Infection Control 

Manager 

Policy Rescinded by  

Policy #: 

Effective Date:  

 

Policy: Seneca Healthcare District (SHD) shall ensure that all linens will be stored in a manner 

that prevents the transmission of microorganisms to other patients and areas. 

 

Authorization Signature Date 

Department Head 
  

Medical Department Chair 
  

Compliance Officer 
  

Chief Nursing Officer 
  

Director, Human Resources 
  

Administration 
See Governing Board  

Medical Chief of Staff 
  

Governing Board 
  

 

POLICY NUMBER REFERENCE: IC-030.001 

 



IC-030.001 Storage of Hospital Linen  Page 2 of 2 
 

 

 

 

PROCEDURE 

1. Purpose 

The purpose of this policy is to ensure proper storage of linen. 

 

2. Responsibilities 

The SHD Infection Control DepartmentPrevention Practitioner is responsible for 

ensuring proper storage of linen. 

 

3. Policy for Storage of Hospital Linen 

a. Soiled Linen 

i. Soiled linen will be stored in a separate, designated utility room in marked 

covered hampers/carts and special soiled linen room outside of the facility. 

ii. Soiled linen will be picked up twice a week by an outside linen service. 

b. Clean Linen 

i. Clean linen will be stored in a designated clean, dry area that is easily 

accessible to the patient care staff. The laundry will supply sufficient 

amount of linen to meet each departments needs. 

ii. Clean linen will be stored at least eight (8) inches off the floor. 

iii. Clean linen will be delivered 2 days a week by an outside service. 

 

4. Enforcement 

Violation of this policy may result in disciplinary action, up to and including termination 

as outlined in the Sanctions Policy/Procedure, CMPL-005ADMT-028. 
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PROCEDURE 

1. Purpose 

To provide guidance to providers on how to prepare for new or newly evolved Infectious 

Diseases whose incidence in humans has increased or threatens to increase in the near 

future and that has the potential to pose a significant public health threat and danger of 

infection to the patients, visitors, residents, resident families, and staff of Seneca 

Healthcare District.  

  

2. Responsibilities 

The SHD Infection Prevention Nurse; Safety Director; and Clinical leadership will be 

vigilant and stay informed about Emerging Infectious Diseases around the world. They 

will keep administrative leadership briefed as needed on potential risks of new infections 

in their geographic location through the changes to existing organisms and/or 

immigration, tourism, or other circumstances.  

 

3. Policy for Emerging Infectious Diseases 

a. Assumptions 

This document contains general policy elements that are intentionally broad. 

Every disease is different. The local, state, and federal health authorities will be 

the source of the latest information and most up to date guidance on prevention, 

case definition, surveillance, treatment,and Seneca Healthcare District’s response 

related to a specific disease threat. 

b. Procedure 

The goal is to protect our patients, visitors,  residents, resident families, and staff 

from harm resulting from exposure to an emergent infectious disease while they 

are in our facility. 

c. General Preparedness for Emergent Infectious Diseases (EID) 

i. Seneca Healthcare District’s emergency operations program includes a 

response plan for a community-wide infectious disease outbreak such as 

COVID-19 or a pandemic influenza. This plan includes but is not limited 

to: 

1. Build on the workplace practices described in the infection 

prevention and control policies 

2. Include, administrative controls (screening, isolation, visitor 

policies and employee absentee plans) 

3. Address environmental controls (isolation rooms, cleaning and 

disinfection of the envirionment; personal protective equipment; 

and containment, transport, storage, and treatment of 

Medical/Biohazardous Wastes). 

4. Address human resource issues such as employee illness, and leave 

5. Be compatible with the SHD’s business continuity plan 

ii. Clinical leadership will be vigilant and stay informed about EIDs around 

the world. They will keep administrative leadership briefed as needed on 

potential risks of new infections in their geographic location through the 

changes to existing organisms and/or immigration, tourism, or other 

circumstances. Clinical leadership, Infection Prevention; Safety; the 

Public Information Officer and   Medical Staff Coordination will monitor 
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for information regarding EID’s that will include, but is not limited to the 

following: 

1. CAHAN (California Health Alert Network) 

2. Local and World News – Radio and Television 

3. Social Media – Pertinent Sites 

4. Center for Disease Control – Health Alert Notices 

5. World Health Organization – Travel and World Health 

6. California Department of Public Health –  Health Notices and All 

Facility Letters 

7. Department of Health and Human Services 

8. Local Health Departments 

iii. As part of the emergency operations plan, Seneca Healthcare will maintain 

a supply of personal protective equipment (PPE) which incudes moisture-

barrier gowns, face shields, foot and head coverings, surgical masks, 

assorted sizes of disposable N95 respirators, impervious jump suits and 

hoods, goggles and nitrile gloves. The amount that is stockpiled will 

minimally be enough for several days of operation in the hospital and 

clinic. Stockpiles will be determined based on availability, and projected 

need, and appropriate storage space. 

iv. SHD has developed plans with their vendors for re-supply of food, 

medications, sanitizing agents and PPE in the event of a disruption to 

normal business, or an incident that has or will impact the facility, 

including an EID outbreak. 

v. SHD will regularly train employees upon hire, annually, whenever there 

are changes or revisions, and practice the EID response plan through drills 

and exercises as part of SHD’s emergency preparedness training.   

d. Local Threat 

i. Once notified by the public health authorities at either the federal, state 

and/or local level that the EID is likely to or already has spread to SHD’s 

service area and local communities, SHD will activate specific 

surveillance and screening as instructed by Centers for Disease Control 

and Prevention (CDC), state agency and/or the local public health 

authorities. 

ii. SHD’s Infection Prevention Nurse (IP), or designee will research the 

specific signs, symptoms, incubation period, and route of infection, the 

risks of exposure, and the recommendations for Clinics, CAH (Hospital), 

and Skilled Nursing Facility as provided by the CDC, Occupational Health 

and Safety Administration (OSHA), and other relevant local, state and 

federal public health agencies. 

iii. Working with advice from SHD’s medical director or clinical consultant, 

safety officer, human resource director, local and state public health 

authorities, and others as appropriate, the IP will review and revise 

internal policies and procedures, and work with finance and purchasing to 

increase stock of  medications, environmental cleaning agents, and 

personal protective equipment as indicated by the specific disease threat. 

iv. SHD’s Medical Staff (providers) will be educated and kept current on any 

guidance or recommendations for the care and treatment of the EID. 
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v. Medical Staff, and contract staff will be educated on surveillance and 

screening for suspect cases, the exposure risks, symptoms, and prevention 

of the EID. Placing special emphasis on reviewing the basic infection 

prevention and control, use of PPE, isolation, and other infection 

prevention strategies such as hand washing. 

vi. Environmental Services and patient care staff shall be educated on the type of 

product to be used for proper cleaning and sanitizing, terminal cleaning 

practices, and proper handling and treatment of wastes and soiled linen, if it 

differs from SHD’s current waste/linen policies or procedures. 

vii. If EID is spreading through an airborne route, then SHD will activate its 

respiratory protection plan to ensure that employees who may be required 

to care for a resident with suspected or known case are not put at undue 

risk of exposure. 

viii. SHD staff will be educated and isolated based on location of work within 

the facility and job function. SHD staff that do not normally work in 

patient care areas shall be requested not to enter any patient care areas 

(incluing patient waiting areas) unless it is essential to their job function. 

Alternate methods of work flow shall be utilized as possible. Dietary 

personnel will not enter any location where suspect cases or isolation has 

been implemented. In extreme cases Dietary staff may have limited 

movement within the facility. 

ix. Provide patients, residents and resident families with education about the 

disease and SHD’s response strategy at a level appropriate to their interests 

and need for information. 

x. Educate contractors (includes contracted linen service) and other relevant 

stakeholders on SHD's policies and procedures related to minimizing 

exposure risks to patients, visitors, residents, resident families, staff, and 

others. 

xi. Post signs regarding hand sanitation and respiratory etiquette and/or other 

prevention strategies relevant to the route of infection at the entrances of 

the Hospital, Clinic, Outpatient Services and the Skilled Nursing Facility. 

To prevent uneccesary exposure to patients, residents, and staff  signage 

should be posted at all buildings with instruction that any person that is ill 

must not enter the building for any reason unless to seek medical care.   

xii. To ensure that staff, and/or new residents are not at risk of spreading the 

EID into SHD, screening for exposure risk and signs and symptoms may 

be done PRIOR to admission of a new resident and/or during new 

employee health screening processes before allowing new staff persons to 

report to work. 

xiii. Self-screening – Staff will be educated on SHD’s plan to control exposure 

to the patients, visitors, residents, resident families, and other staff. This 

plan will be developed with the guidance of Centers for Disease Control 

recommendations and public health authorities and may include: 

1. Reporting any suspected exposure to the EID while off duty to 

their supervisor, employee health, and if applicable, public health. 

2. Precautionary removal of employees who report an actual or 

suspected exposure to the EID. 

3. Self-screening for symptoms prior to reporting to work. 
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4. Prohibiting staff from reporting to work if they are sick until 

cleared to do so by appropriate medical authorities and in 

compliance with appropriate labor laws. 

xiv. Self-isolation - in the event there are confirmed cases of the EID in the 

local community, SHD may consider closing the Skilled Nursing Facility 

to new admissions, and limiting visitors based on the advice of local 

public health authorities. If visitiation will be limited in the Skilled 

Nursing facility resident family, or authorized representatives will be 

notified by SHD. 

xv. Environmental cleaning - the care center will follow current CDC 

guidelines for environmental cleaning specific to the EID in addition to 

routine cleaning for the duration of the threat. 

xvi. Engineering controls – SHD will utilize appropriate physical plant 

alterations such as use of private rooms for high-risk patients and 

residents, plastic barriers, sanitation stations, and special areas for 

contaminated wastes and linen as recommended by local, state, and federal 

public health authorities. 

e. Suspected Case in SHD 

i. Place a resident or on-duty staff (includes medical staff and/or contracted 

staff) who exhibits symptoms of the EID in a room where they can be 

isolated and notify local public health authorities as required or necessary. 

ii. Under the guidance of public health authorities, arrange a transfer of the 

suspected infectious Skilled Nursing Resident and/or have staff person 

admitted to the ED as soon as possible. 

iii. If the suspected infectious person requires care while awaiting transfer to 

the ED, follow care center policies for isolation procedures, including all 

recommended PPE for staff at risk of exposure. 

iv. Keep the number of staff assigned to enter the room of the isolated 

persons to a minimum. Ideally, only specially trained staff and prepared 

(i.e. vaccinated, medically cleared and fit tested for respiratory protection) 

will enter the isolation room. Provide all assigned staff additional “just in 

time” training and supervision in the mode of transmission of this EID, 

and the use of the appropriate PPE. 

v. If feasible, ask the isolated person to wear a facemask (EID spread 

through airborne route) while staff is in the room. Provide care at the level 

necessary to address essential needs of the isolated individual unless it 

advised otherwise by public health authorities. 

vi. Conduct control activities such as management of infectious wastes, 

terminal cleaning of the isolation room, contact tracing of exposure 

individuals, and monitoring for additional cases under the guidance of 

local health authorities, and in keeping with guidance from the CDC. 

vii. Implement the isolation protocol in SHD (isolation rooms, cohorting, 

cancelation of group activities and social dining (SNF), cancellation of 

non-essential/elective outpatient services and procedures) as described in 

SHD’s infection prevention and control plan and/or recommended by 

local, state, or federal public health authorities. 
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viii. Activate quarantine interventions for residents and staff with suspected 

exposure as directed by local and state public health authorities, and in 

keeping with guidance from the CDC. 

f. Employer Considerations 

i. Management will consider its requirements under OSHA, (Center for 

Medicare and Medicaid (CMS), state licensure, Equal Employment 

Opportunity Commission (EEOC), American Disabilities Act (ADA) and 

other state or federal laws in determining the precautions it will take to 

protect its patients, residents. Protecting the patients, residents and other 

employees shall be of paramount concern. Management shall take into 

account: 

1. The degree of frailty of the residents in SHD’s Skilled Nursing 

Facility; 

2. The likelihood of the infectious disease being transmitted to 

patients,  residents and employees; 

3. The method of spread of the disease (for example, through contact 

with bodily fluids, contaminated air, contaminated surfaces). 

4. The precautions which can be taken to prevent the spread of the 

infectious disease and 

5. Other relevant factors 

ii. Once these factors are considered, management will weigh its options and 

determine the extent to which exposed employees, or those who are 

showing signs of the infectious disease, must be precluded from contact 

with patients, residents or other employees. 

iii. Apply whatever action is taken uniformly to all staff in like circumstances. 

iv. Do not consider race, gender, marital status, country of origin, and other 

protected characteristics unless they are documented as relevant to the 

spread of the disease. 

v. Make reasonable accommodations for employees such as permitting 

employees to work from home if their job description permits this. 

vi. Generally, accepted scientific procedures, whenever available, will be 

used to determine the level of risk posed by an employee. 

vii. Permit employees to use sick leave, vacation time, and FMLA where 

appropriate while they are out of work. 

viii. Permit employees to return to work when cleared by a licensed physician, 

however, additional precautions may be taken to protect the patients and  

residents. 

g. Definitions 

Emerging Infectious disease (EID) -- Infectious diseases whose incidence in 

humans has increased in the past two decades or threatens to increase in the near 

future have been defined as "emerging." These diseases, which respect no national 

boundaries, include: 

i. New infections resulting from changes or evolution of existing organisms 

ii. Known infections spreading to new geographic areas or populations 

iii. Previously unrecognized infections appearing in areas undergoing 

ecologic transformation 

iv. Old infections reemerging as a result of antimicrobial resistance in known 

agents or breakdowns in public health measures. 
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v. Pandemic- 

1. A sudden infectious disease outbreak that becomes very 

widespread and affects a whole region, a continent, or the world 

due to a susceptible population. By definition, a true pandemic 

causes a high degree of mortality. 

vi. Isolation- 

1. Separation of an individual or group who is reasonably suspected 

to be infected with a communicable disease from those who are not 

infected to prevent the spread of the disease. 

vii. Quarantine- 

1. Separation of an individual or group reasonably suspected to have 

been exposed to a communicable disease but who is not yet ill 

(displaying signs and symptoms) from those who have not been so 

exposed to prevent the spread of the disease. 

4. Enforcement 

Violation of this policy may result in disciplinary action, up to and including termination 

as outlined in the Sanctions Policy/Procedure, CMPL-005. 

 

REFERENCE 

1. SHD’s Infection Prevention/Control Policies and Procedures 

2. Policy IC-014.002 Pandemic Flu Guidance 

3. SHD Ebola Virus Disease (EVD) Response Plan 

4. Ranbow Binder – Guidance for Agents of BioTerrorism 

5. SHD COVID-19 Response Plan 

 

 

  

 



   

Vaccine – Declination  

The following statement of declination for vaccination must be signed by an employee who 

chooses not to accept the vaccine(s): 

 Varicella 

 Measles, Mumps, and Rubella (MMR) 

 Hepatitis B 

 Tetanus, Diphtheria, and Pertussis (Tdap) 

 COVID-19 

I understand that due to my occupational exposure to aerosol, blood or other potentially 

infectious materials I may be at risk of acquiring transmissible diseases. However, I decline this 

vaccination at this time.  I understand that by declining this vaccine, I continue to be at risk of 

acquiring this/these serious disease(s). If in the future I continue to have occupational exposure 

to transmissible diseases and want to be vaccinated, I can receive the vaccination at that time, 

at no charge to me.   

By signing this form, I acknowledge that I have received training regarding vaccination; the 

efficacy, safety, method of administration, and benefits of the vaccine; appropriate CDC VIS 

statement of vaccination; and that if I change my mind, I can request vaccination from 

Employee Health. 

 

___________________________  _____________________ 

Printed Name     Date 

 

___________________________  _____________________ 

Signature     Date of Birth 
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PROCEDURE 

1. Purpose 

The purpose of this policy is to ensure services for residents are provided by physician 

order in accordance with State and Federal regulations. 

 

2. Responsibilities 

It is the responsibility of the admitting charge registered nurse to ensure all orders are 

appropriate, clear and transcribed accurately. The House Supervisor is to monitor for 

compliance. 

 

3. Policy for Admission Orders 

a. The facility will have physician orders for the resident’s immediate care, at the 

time of a resident’s admission. 

b. The admitting nurse will call the attending physician and clarify orders that are 

not clear or present on admission. 

c. The admitting orders will be transcribed to or entered into the facility electronic 

medical ordersrecord. 

d. The all new orders will be faxed toreviewed by the pharmacy drug room 

pharmacist nursestaff in a timely manner to ensure receipt of the resident’s 

medications on the next pharmacy delivery. 

 

4. Enforcement 

Violation of this policy may result in disciplinary action, up to and including termination 

as outlined in the Sanctions Policy/Procedure, CMPL-005. 
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PROCEDURE 

 

1. Purpose 

The purpose of this policy is to encourage residents to participate in activities planned to 

meet their individual needs. 

 

2. Responsibilities 

The SHD Activities Coordinator Director is responsible for developing and maintaining 

the Activities Program including a volunteer program. 

 

3. Policy for Activities Program 

a. Activities Program 

Activities Director Coordinator will maintain the Activities Program by the 

following actions: 

i. Recruit, instruct, and supervise Activity Assistant(s), volunteer workers 

and entertainers with the approval of the Skilled Nursing Facility (SNF) 

Director of Nursing. 

ii. Provide all necessary orientation to volunteers, assistants and entertainers 

who assist with specific activities including entertainment, outings, and 

one-on-one visits. 

1. Develop and implement an individual activity plan for each 

resident, which shall be integrated with the individual 

interdisciplinary resident care plan. 

i. The individual activity plan will be reviewed quarterly and 

approved, in writing by the attending physician as not in 

conflict with the treatment plan. 

2. Provide daily group and/or individual activities, which meet the 

needs of each resident and contribute to the resident’s quality of 

life which will include, but is not limited to the following: 

i. Educational, creative, exercise, social, and indoor/outdoor 

activities. 

ii. Activities away from the facility 

iii. Provide special events at least quarterly and involve family 

members whenever possible. 

iii. Provide a home-like environment for residents. 

iv. Provide in-service training annually to staff and volunteers. 

v. Maintain activity supplies and equipment needed for the activities 

program. 

vi. Post the monthly activity schedule conspicuously, in large visible print, for 

the information of resident, visitors and staff. 

vii. Develop and maintain contacts with community agencies and 

organizations. 

viii. Maintain progress notes specific to the resident’s activity plan, which are 

recorded at least quarterly, and more frequently if needed, in the patient’s 

medical record. 

ix. Maintain a current record of the type and frequency of activities provided 

and the names of residents participating in each activity. 

x. Develop and implement activities for residents unable to leave their 

rooms. 
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xi. The aAdmitting nurse will notify the activities director coordinator when a 

swing resident has been admitted. 

xii. All swing bed residents whomwho leave the unit to attend/participate in 

activities will be accompanied escorted by an acute care staff member. 

acute care staff will continue to round on patient and provide assistance as 

needed. 

xiii. The Activities Director Coordinator will conduct an activity assessment 

for each new resident no later than seven (7) calendar days after 

admission. 

1. Assessments will be reviewed quarterly and revised as needed to 

assure accuracy. The assessments will be documented on the 

Activity Assessment Form, which will be kept in the resident’s 

medical record in the “Activities DirectorCoordinator” section. 

b. Volunteer Program 

i. The Activity Director Coordinator recruit’srecruits volunteers through 

regular contacts with community groups such as schools and churches, 

and performs marketing activities through advertisements and special 

community-related events, etc. 

ii. Volunteers will fill out a volunteer application form. 

iii. All volunteers will be assigned work-type code "1111" and must comply 

with background and health screening as required by facility guidelines 

prior to application approval. The facility Confidentiality Statement is 

completed prior to facility assignment. 

iv. The volunteer for the Activity Department is oriented through the General 

Orientation Program and trained by the Activity/Recreation 

DirectorCoordinator. 

v. Volunteers working in other departments are oriented through the General 

Orientation Program and trained by that Department Manager. If they 

wish to transfer to the Activity Department, they are cross trained by the 

Activity Director Coordinator or Department Staff. 

vi. Volunteers working with the Activities Department are supervised by the 

Activity Director Coordinator or Department staff. 

vii. Volunteers under 18 years of age must have written parental or guardian 

consent. (The facility determines appropriate age under 18 in accordance 

with State rules and regulations) 

viii. Volunteers have a written schedule of days and times at the facility. 

ix. Volunteers “sign in” and “sign out”. 

x. Volunteers are recognized at least annually. This recognition is 

coordinated by the Activities DirectorCoordinator. 

c. Resident Outings 

i. The Activities Department coordinates regular resident outing and trips 

with pertinent facility staff and residents attending the outing or trip. 

ii. Each resident has a specific physician’s order permitting him/her to attend 

any outing or trip upon admission to the facility. 

iii. The outing or trip destination is decided by the residents planning to attend 

the outing during a special meeting or previous Resident Council/Group 

meeting. This meeting can be informal in nature. Final 

destinationDestination to be determined by the Activity 

DirectorCoordinator. 
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iv. Once the outing or trip destination is decided, the Activities Department 

notifies the Assistant Administrator or Patient Care ServicesAcute Care 

Nursing Staff of the outing plans in writing, including a list of resident 

participants to ensure proper communication and to obtain assistance from 

facility staff when necessary. 

v. Resident to staff ratio varies depending upon the destination, type of 

outing or trip, the number of residents in attendance and the functional 

levels of the residents who plan to attend. Two or more staff members 

should accompany the group whenever two or more residents go on any 

recreational outing due to safety concerns. Should the outing be for an 

extended period of time, it is recommended that a licensed nurse 

accompany the group. 

vi. All staff with volunteers, attending the outing or trip should be trained on 

how to handle an emergency situation (basic CPR training – Red Cross 

First Aid training would be ideal) and be well versed regarding facility 

policy. 

vii. The Activities Department notifies Nutritional Services, in writing, 

regarding all residents who will be attending and will miss one or more 

meals. This notification should be done in writing and in advance of the 

outing or trip. If the outing does extend past a meal, the Nutritional 

Services Department may provide box lunches, when applicable. 

viii. The Activities Director Coordinator is responsible for adhering to facility 

safety policies while on any outing or trip. 

viii. No resident will be discriminated against because of physical or cognitive 

limitations if the outing is deemed beneficial for the resident. 

 

4. Enforcement 

Violation of this policy may result in disciplinary action, up to and including termination 

as outlined in the Sanctions Policy/Procedure, CMPL-005. 
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PROCEDURE 

 

1. Purpose 

The purpose of this policy is to encourage residents to participate in activities planned to 

meet their individual needs. 

 

2. Responsibilities 

The SHD Activities Coordinator Director is responsible for developing and maintaining 

the Activities Program including a volunteer program. 

 

3. Policy for Activities Program 

a. Activities Program 

Activities Director Coordinator will maintain the Activities Program by the 

following actions: 

i. Recruit, instruct, and supervise Activity Assistant(s), volunteer workers 

and entertainers with the approval of the Skilled Nursing Facility (SNF) 

Director of Nursing. 

ii. Provide all necessary orientation to volunteers, assistants and entertainers 

who assist with specific activities including entertainment, outings, and 

one-on-one visits. 

1. Develop and implement an individual activity plan for each 

resident, which shall be integrated with the individual 

interdisciplinary resident care plan. 

i. The individual activity plan will be reviewed quarterly and 

approved, in writing by the attending physician as not in 

conflict with the treatment plan. 

2. Provide daily group and/or individual activities, which meet the 

needs of each resident and contribute to the resident’s quality of 

life which will include, but is not limited to the following: 

i. Educational, creative, exercise, social, and indoor/outdoor 

activities. 

ii. Activities away from the facility 

iii. Provide special events at least quarterly and involve family 

members whenever possible. 

iii. Provide a home-like environment for residents. 

iv. Provide in-service training annually to staff and volunteers. 

v. Maintain activity supplies and equipment needed for the activities 

program. 

vi. Post the monthly activity schedule conspicuously, in large visible print, for 

the information of resident, visitors and staff. 

vii. Develop and maintain contacts with community agencies and 

organizations. 

viii. Maintain progress notes specific to the resident’s activity plan, which are 

recorded at least quarterly, and more frequently if needed, in the patient’s 

medical record. 

ix. Maintain a current record of the type and frequency of activities provided 

and the names of residents participating in each activity. 

x. Develop and implement activities for residents unable to leave their 

rooms. 
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xi. The aAdmitting nurse will notify the activities director coordinator when a 

swing resident has been admitted. 

xii. All swing bed residents whomwho leave the unit to attend/participate in 

activities will be accompanied escorted by an acute care staff member. 

acute care staff will continue to round on patient and provide assistance as 

needed. 

xiii. The Activities Director Coordinator will conduct an activity assessment 

for each new resident no later than seven (7) calendar days after 

admission. 

1. Assessments will be reviewed quarterly and revised as needed to 

assure accuracy. The assessments will be documented on the 

Activity Assessment Form, which will be kept in the resident’s 

medical record in the “Activities DirectorCoordinator” section. 

b. Volunteer Program 

i. The Activity Director Coordinator recruit’srecruits volunteers through 

regular contacts with community groups such as schools and churches, 

and performs marketing activities through advertisements and special 

community-related events, etc. 

ii. Volunteers will fill out a volunteer application form. 

iii. All volunteers will be assigned work-type code "1111" and must comply 

with background and health screening as required by facility guidelines 

prior to application approval. The facility Confidentiality Statement is 

completed prior to facility assignment. 

iv. The volunteer for the Activity Department is oriented through the General 

Orientation Program and trained by the Activity/Recreation 

DirectorCoordinator. 

v. Volunteers working in other departments are oriented through the General 

Orientation Program and trained by that Department Manager. If they 

wish to transfer to the Activity Department, they are cross trained by the 

Activity Director Coordinator or Department Staff. 

vi. Volunteers working with the Activities Department are supervised by the 

Activity Director Coordinator or Department staff. 

vii. Volunteers under 18 years of age must have written parental or guardian 

consent. (The facility determines appropriate age under 18 in accordance 

with State rules and regulations) 

viii. Volunteers have a written schedule of days and times at the facility. 

ix. Volunteers “sign in” and “sign out”. 

x. Volunteers are recognized at least annually. This recognition is 

coordinated by the Activities DirectorCoordinator. 

c. Resident Outings 

i. The Activities Department coordinates regular resident outing and trips 

with pertinent facility staff and residents attending the outing or trip. 

ii. Each resident has a specific physician’s order permitting him/her to attend 

any outing or trip upon admission to the facility. 

iii. The outing or trip destination is decided by the residents planning to attend 

the outing during a special meeting or previous Resident Council/Group 

meeting. This meeting can be informal in nature. Final 

destinationDestination to be determined by the Activity 

DirectorCoordinator. 
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iv. Once the outing or trip destination is decided, the Activities Department 

notifies the Assistant Administrator or Patient Care ServicesAcute Care 

Nursing Staff of the outing plans in writing, including a list of resident 

participants to ensure proper communication and to obtain assistance from 

facility staff when necessary. 

v. Resident to staff ratio varies depending upon the destination, type of 

outing or trip, the number of residents in attendance and the functional 

levels of the residents who plan to attend. Two or more staff members 

should accompany the group whenever two or more residents go on any 

recreational outing due to safety concerns. Should the outing be for an 

extended period of time, it is recommended that a licensed nurse 

accompany the group. 

vi. All staff with volunteers, attending the outing or trip should be trained on 

how to handle an emergency situation (basic CPR training – Red Cross 

First Aid training would be ideal) and be well versed regarding facility 

policy. 

vii. The Activities Department notifies Nutritional Services, in writing, 

regarding all residents who will be attending and will miss one or more 

meals. This notification should be done in writing and in advance of the 

outing or trip. If the outing does extend past a meal, the Nutritional 

Services Department may provide box lunches, when applicable. 

viii. The Activities Director Coordinator is responsible for adhering to facility 

safety policies while on any outing or trip. 

viii. No resident will be discriminated against because of physical or cognitive 

limitations if the outing is deemed beneficial for the resident. 

 

4. Enforcement 

Violation of this policy may result in disciplinary action, up to and including termination 

as outlined in the Sanctions Policy/Procedure, CMPL-005. 
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PROCEDURE 

1. Purpose 

The purpose of this policy is to outline the process of determining admission eligibility 

and the admission process. 

 

2. Responsibilities 

The SHD Care Coordination department is responsible for ensuring appropriate 

admission to SWING Beds. 

 

3. Policy for Admission to SWING Bed 

a. Referrals will be reviewed by the Care Coordination Department, accepting 

physician, and therapist(s). 

b. The patient must meet criteria for admission to the Swing Bed program. 

i. Patient has Medicare or other insurance hospital based, skilled-care 

benefits and prior authorization is obtained by SHD. 

ii. The patient has completed a qualifying acute inpatient stay of at least three 

consectutiveconsecutive midnights in the previous 30 days. 

iii. Their medical condition has the potential for rehabilitation through 

therapy services. 

iv. A need for continued skilled nursing care exists, .i.e. wound management, 

medication management, (one example mihtmight be an actively dying 

patient who requires IV pain management for comfort care). 

v. If a SHD acute care inpatient is to be changed to swing bed status, the 

patient must be discharged as an acute inpatient, meet the requirements 

above, and be readmitted as a swing bed patient. 

c. Admission Limitations 

i. The swing bed program is located in the acute care unit of the hospital. 

Therefore, the census and acuity of the hospital patients will affect the 

number of swing beds available at any given time. 

ii. Patient referrals for therapy services and anticipated needs will need to be 

carefully reviewed and compared against current availability of therapy 

services. Only those patients whose therapy needs can be adequately met 

will be admitted. 

iii. All referrals will be accessed for a viable safe discharge plan. All patients 

with a home discharge plan will be assessed for a safe plan prior to 

admission. 

d. Admission to SHD 

i. Admission will be without regard to race, color, religion, creed, ancestry, 

nation of origin, gender, sexual orientation, or source of payment. 

ii. Admitting will obtain any active Advance Directive paperwork. 

iii. The admitting RN and/or Care Coordination will ensure that each 

resident/family is provided with the SHD Swing Bed Packet and obtain 

signature of understanding. 

iv. The admitting nurseRN orand/or Care Coordination will have the 

patient/representative sign the Swing Bed Admission Contract. 

v. The admitting physician will complete the Admissionadmission to Swing 

Bed medical orders and sign the Medicare Certification form if necessary. 
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vi. The admitting nurse will initiate the patients care plan and admission 

assessment. 

vii. Nursing staff will inventory the patients’ belongings and secure patients’ 

valuables. 

viii. The admitting nurse will notify Activities of the admit, so they can begin 

their assessment. 

 

4. Enforcement 

Violation of this policy may result in disciplinary action, up to and including termination 

as outlined in the Sanctions Policy/Procedure, CMPL-005. 
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PROCEDURE 

1. Purpose 

The purpose of this policy is to ensure our residents receive medically -related social 

services.  

 

2. Responsibilities 

The SHD House Supervisor is responsible for ensuring Social Services needs are met. 

 

3. Policy for Social Services 

a. Procedure 

i. The SNF Social Service Designee (SSD) will assess resident’s needs. All 

needs provided to the residents shall be under the direction of the SNF 

DONHouse Supervisor/Care Coordination. 

ii. All new residents shall receive a written SSD Assessment with 14 

(fourteen) days of admission. 

iii. The plan of care related to the SSD’s assessed needs of the resident shall 

be developed collaboratively and updated as needed with the resident and 

others of the care team as appropriate. 

iv. Social Service notes shall be documented in a variety of ways by multiple 

disciplines. For example, Social Service notes can be found in SSD 

progress notes, nursing notes, and nursing weekly summaries. 

v. The Social Service needs of the resident shall be addressed at least 

quarterly weekly in the “Care Area Assessment and Interdisciplinary 

Team Focus Summary Statements”.social services weekly notes. 

vi. The resident’s contact phone numbers and addresses are to be updated 

annually by the SSD. 

vii.vi. Upon anticipated discharge the plan of care related to social service needs 

will be developed collaboratively with the resident and others of the care 

team as appropriate to ensure an organized transfer. 

b. Medically -related social services 

i. Medically -related social services means services provided by the facilities 

staff to assist residents in maintaining or improving their ability to manage 

their everyday physical, mental, and psychosocial needs. These services 

could include: 

1. Making arrangements for obtaining needed adaptive equipment, 

clothing, and personal items;. 

2. Maintaining contact with family (with residents permission) to 

report on changes in health, current goals, discharge planning, and 

encouragement to participate in care planning. 

3. Assisting staff to inform residents and those they designate about 

the resident’s health status and health care choices. 

4. Making referrals and obtaining services from outside entities (e.g., 

talking books, absentee ballots, community wheelchair 

transportation) 

5. Assisting residents with financial and legal matters (e.g., applying 

for pensions, referrals to lawyers, referrals to funeral homes for 

preplanning arrangements); 
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6. Discharge planning services (e.g., helping to place a resident on a 

waiting list for community congregate living, arranging intake for 

home care services for residents returning home, assisting with 

transfer arrangements to other facilities) 

7. Providing or arranging provisions of needed counseling services; 

8. Assisting residents to determine how they would like to make 

decisions about their health care, and whether or not they would 

like anyone else to be involved in those decisions; 

9. Finding options that meet the physical and emotional needs of each 

resident; 

10. Meeting the needs of residents who are grieving; and 

11. Assisting residents with dental/denture care, podiatrictpodiatric 

care; eye care; hearing services, and obtaining equipment for 

mobilitiymobility or assistive eating devices. 

ii. Where needed services are not covered by the Medicaid State Plan, 

facilities are still required to attempt to obtaineobtain these services. 

 

4. Enforcement 

Violation of this policy may result in disciplinary action, up to and including termination 

as outlined in the Sanctions Policy/Procedure, CMPL-005. 
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PROCEDURE 

 

1. Purpose 

The purpose of this policy is to assure that pain be is assessed and treated promptly, 

effectively, and chronic pain managed.  

 

2. Responsibilities 

The SHD Acute Care staff is responsible for obtaining vital signs for each resident to 

assess for pain. 

 

3. Policy for Pain Assessment – The Fifth Vital Sign  

Upon admission as part of the nurse assessment, each resident will be asked if pain exists 

and a description of the pain. The pain will be documented using the approved pain scale 

of 0 to 10, or pain descriptions mild, moderate, severe; 1-4 mild, 5-7 moderate, 8-10 

severe. Comments made by the resident and non-verbal indications such as groaning, 

grimacing, or guarding movements will be documented also. Pain is a subjective 

experience. The resident’s evaluation should be accepted. The nurse needs to evaluate the 

tolerable number of pain the resident states and document in the electronic medical 

record. 

a. Procedure 

i. If a resident has a cognitive deficit for using the above scale, observe for 

the following behavior indicators for effects of pain: 

a. Vocalizations – moaning crying, screaming, gasping. 

b. Facial Expressions – grimace, clenched teeth, biting lips, 

tightened jaw, open and alert eyes. 

c. Body Movements – restlessness, immobilization, muscle 

tension, rhythmic or rubbing motions, protective 

movements of body parts. 

d. Social Interactions – avoidance of conversation, reduced 

attention span, focus on activities only for pain relief. 

e. Non-verbal behavior is useful in evaluating pain 

experienced by resident’s incapable of or having difficulty 

with communicating verbally. 

ii. If the 0 to 10 scale of; 1-4 mild, 5-7 moderate, 8-10 severe; is not 

appropriate for resident, document what works best for the resident and 

use it consistently. Each resident is unique and will be treated accordingly. 

iii. The initial pain assessment on any resident indicating that they have pain 

will be documented on the Initial Assessment from and in the Nurses 

Notes and will include: 

a. Intensity 

b. Location 

c. Character 

d. Pain management history and  

e. Physical exam or observation of pain site 

f. To establish a baseline of pain experience. 

iv. The resident will be informed of the options available for pain relief and 

actively participate in establishing the treatment plan. The resident is the 

one experiencing the pain and must understand options available. 
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v. Pain will be assessed each time vital signs are taken. All residents with 

chronic pain will have, at a minimum of each shift, and documented in the 

electronic medical record on the MAR. The location and intensity of pain 

will be documented on the SNF/SWING ASSESSMENT Flowchart in the 

Electronic Health Record (EHR). If a Certified Nurse Assistant is 

assessing pain, any pain will be immediately reported to the Charge Nurse. 

All residents have the right to appropriate assessment and management of 

pain. 

vi. The LVN/RN will assess the effectiveness of interventions within 15 to 60 

minutes depending on the pain relief measure provided and the route 

given. To determine adequacy of intervention. Reassess within one hour of 

oral medication. 

vii. The medication given and the response of the resident will be documented 

in the EHR on the MAR (using the approved pain scale of 0 to 10; 1-4 

mild, 5-7 moderate, 8-10 severe; if able, if resident not able to be 

descriptive). 

 
viii. The Weekly Summaryongoing evaluation will reflect the response to pain 

intervention and direct the staff to request further intervention from 

physician when necessary. To contribute to the medical record and 

communication between staff. 

ix. All pain management will be documented on the Care Plan and updated as 

needed. Pain is a subjective and highly unpleasant state which is unique 

for each resident. 

x. Residents, if cognitively able or surrogates, will be educated in their role 

in pain management and encouraged to participate in plan of care. 

Residents have the right to participate in their plan of care. The 

Interdisciplinary Team approach of educating residents/surrogates and 

participation in plan of care enhance effective pain management goals. 

 

4. Enforcement 

Violation of this policy may result in disciplinary action, up to and including termination 

as outlined in the Sanctions Policy/Procedure, CMPL-005. 
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PROCEDURE 

1. Purpose 

The purpose of this policy is to ensure resident/responsible party choice of Primary Care 

Physician (PCP) services. 

 

2. Responsibilities 

The SHD Case Manager is responsible to ensure Primary Care Physician  

(PCP) services to residents in SWING beds. 

 

3. Policy for Resident Right-Right to Choose/Be Informed of Attending Physician 

a. Resident Rights 

a.i. The resident has the right to choose his or her attending physician. 

b.ii. The physician must be licensed to practice, and 

c.iii. If the physician chosen by the resident refuses to or does not meet 

visitation requirements, the facility may seek alternate physician 

participation to ensure requirements, the facility may seek alternate 

physician to assure provision of appropriate and adequate care and 

treatment. 

d.iv. The facility will ensure that each resident remains informed of the name, 

specialty, and way of contacting the physician and other primary care 

professionals responsible for his or her care. 

e.v. The facility will inform the resident if the facility determines that the 

physician chosen by the resident is unable or unwilling to meet 

requirements specified in this part and the facility seeks alternate 

physician participation to ensure provision of appropriate and adequate 

care and treatment. 

f.vi. The facility will discuss the alternative physician participation with the 

resident and honor the resident’s preferences, if any, among options. 

g.vii. If the residents subsequesntly selects another attending physician who 

meets the requirements, the facility will honor that choice. 

h.viii. If physician services are to change due to physician ending care. The 

attending physician will send out a letter of notification to end of services. 

Seneca Healthcare District’s House Supervisor or designee will notify 

resident/representative of alternative Primary Care Physician choices. 

i.ix. A consent will be obtainted for acknowledgment and acceptance of new 

Primary Care Physician via written statement of acknowledgment. 

 

4. Enforcement 

Violation of this policy may result in disciplinary action, up to and including termination 

as outlined in the Sanctions Policy/Procedure, CMPL-005. 
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PROCEDURE 

1. Purpose 

The purpose of this policy is to ensure residents/ responsible party have been informed of 

their rights. 

 

2. Responsibilities 

It is the responsibility of the House Supervisor to monitor compliance. 

 

3. Policy for Required Notices and Contact Information 

a. The facility resident/responsible party has the right to receive notices orally 

(meaning spoken) and in writing (including braille) in a format and a language 

he or she understands, including 

i. A description of the manner of protecting personal funds. 

ii. A description of the requirements and procedures for establishing 

eligibility for Medicaid, including the right to request an assessment of 

resources under section 1924 (c) of the Social Security Act. 

iii. A list of names, addresses (mailing and email), and telephone numbers of 

all pertinent State Survey Agency, the State Licensure Office, the State 

Long-Term Care Ombudsman program, the protection and advocacy 

agency, adult protective services where state law provides for jurisdiction 

in long-term care facilities, the local contact agency for information about 

returning to the community and the Medicaid Fraud Control Unit; and 

iv. A statesman that the resident may file a complaint with the State Survey 

Agency concerning any suspected violation of state or federal nursing 

facility regulations, including but not limited to resident abuse, neglect, 

exploitation, misappropriation of resident property in the facility, no- 

compliance with the advance directives requirements and requests for 

information regarding returning to the community. 

b. Information and contact information for State and local advocacy 

organizations including but not limited to the State Survey Agency, the State 

Long-Term Care Ombudsman program (established under section 712 of the 

older Americans Act of 1965, as amended 2016 (42 U.S.C 3001 et seq) and the 

protection and advocacy system (as designated by the state, and as established 

under the Developmental Disabilities Assistance and Bill of Rights Act of 

2000(42 U.S.C. 15001 et seq.) 

c. Information regarding Medicare and Medicaid eligibility and coverage; 

d. Contact information for the Aging and Disability Resource Center (established 

under Section 202(a)(20)(B)(iii) of the Older Americans Act); or other No 

Wrong Door Program; 

e. Contact information for the Medicaid Fraud Control Unit; and 

f. Information and contact information for filing grievances or complaints 

concerning any suspected violation of state or federal nursing facility 

regulations, including but not limited to resident abuse, neglect, exploitation, 

misappropriation of resident property in the facility, non-compliance with the 

advance directives requirements and requests for information regarding 

returning to the community. 

 

Seneca will use the most up-to-date version of all state and federal forms.  
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4. Enforcement 

Violation of this policy may result in disciplinary action, up to and including termination 

as outlined in the Sanctions Policy/Procedure, CMPL-005. 
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PROCEDURE 

1. Purpose 

The purpose of this policy is to maintain an abuse-free environment by ensuring the 

following processes are in place: 

a. Training and on-going supervision of employees and volunteers who provide 

services, whether they are direct care givers or ancillary department staff. 

i. All employees and volunteers who either provide direct care or work in 

ancillary departments of SHD shall be trained on abuse prevention and 

reporting process. 

ii. There shall be written documentation attesting that employees and 

volunteers know and understand the abuse prevention and reporting 

requirements. 

iii. Each resident has the right to be free from abuse, corporal punishment, 

and involuntary seclusion.  Residents must not be subjected to abuse by 

anyone, including, but not limited to, facility staff, other residents, 

consultants or volunteers, staff of other agencies serving the resident, 

family members or legal guardians, friends, or other individuals. 

 

2. Responsibilities 

The SHD Chief Nursing Officer (CNO)Safety Officer shall, in collaboration with the 

Human Resources Director, prepare an orientation in-service to be presented at the time 

of hire to all new employees and volunteers on the Abuse Prevention and Reporting 

process.  

 

3. Policy for Abuse Prevention and Reporting 

The Abuse Prevention and Reporting’ policy ensures SHD residents live without fear of 

abuse, corporal punishment, and involuntary seclusion. This policy also defines the 

procedure for reporting suspected abuse incurred to residents. This policy also provides 

specific time frames for reporting abuse of any kind. 

a. Procedure 

i. This training shall include, but is not limited to the following: 

1. The responsibility of the mandated reported to make sure that any 

abuse, alleged or confirmed, is reported per all state and federal 

regulations. 

2. Appropriate interventions to use with aggressive residents. 

3. Reporting mechanisms. 

4. Non-retaliation policy. 

5. Recognition of signs of employee “burn-out”, frustration, and 

where to get assistance. 

6. What constitutes abuse, neglect, and misappropriation of property. 

7. Review of resident’s rights published by the State and Federal 

government. 

8. Viewing of Abuse Awareness video with completion of post-test. 

9. Each employee and volunteer shall sign a written statement 

documenting that they fully understand the Abuse Prevention and 

Reporting policy. 

a. This statement shall be retained in the employee’s 

personnel or volunteer’s record. 
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10. Staff and Volunteer records shall be maintained by Human 

Resources. 

11. All employees and volunteers shall be required to review annually 

a re-orientation packet which includes the Abuse Prevention and 

Reporting process and complete a post-review test. This 

reorientation will include but is not limited to a review of all 

information received during the initial orientation training on 

abuse. 

12. SHD shall screen all applicants who are offered a position at 

Seneca Healthcare District, for a history of abuse. 

13. This screening shall include review of the job application, 

verification of applicant licensing and certification, registry 

clearance (if applicable), and/or previous employment references 

and a consumer report to include a criminal background check. 

14. A minimum of one positive employment reference is kept on file. 

If the applicant has no work history, two personal references shall 

be kept on file. Reference data should attest that the potential 

employee is of good character and has no history of abuse, neglect, 

or mistreatment of persons. This information is filed with the 

employment application. 

15. Any discrepancies in the application constitute grounds to reject 

the application or refuse employment. 

16. If an employment reference is not available, two personal 

references (not immediate family) are required. 

17. When changes in regulations or facility practices which affect 

residents’ rights occur, an in-service shall be conducted to inform 

staff of such changes. Residents and their representatives shall be 

notified. 

18. Maintenance of a living environment which fosters reporting of 

concerns and problems while protecting residents. 

19. SHD shall promote an atmosphere and living environment that 

provides for the safety and security for all residents. 

20. SHD welcomes constructive suggestions about how the residents’ 

environment can be continuously improved. 

21. All employees will complete the Statement of Concern/Safety 

Form for reporting concerns and/or suggestions for improvement 

in abuse prevention. 

22. Any employee who files a report of suspected abuse shall be 

reimbursed for any time required while cooperating with the 

investigation. 

23. The physical plant shall be maintained within the standards set 

forth in the regulations. Residents are encouraged to use all public 

areas of the facility, including the patio, garden, and the dining 

room. 

24. Developing policies and procedures which include screening, 

training, investigation procedures, protection, and reporting. 

b. Definitions 
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i. Abuse is the willful infliction of injury, unreasonable confinement, 

intimidation, or punishment with resulting physical harm, pain, or mental 

anguish, including the deprivation by an individual, including a caretaker, 

of goods or services that are necessary to attain or maintain physical, 

mental, and psychosocial well-being. This presumes that instances of 

abuse of all residents, even those in a coma, cause physical harm, or pain 

or mental anguish. 

ii. Involuntary seclusion is defined as separation of a resident from other 

residents or from their room or confinement to their room (with or without 

roommates) against the resident’s will, or the will of the resident’s legal 

representative. Emergency or short term monitored separation from other 

residents will not be considered involuntary seclusion and may be 

permitted if used for a limited period of time as a therapeutic intervention 

to reduce agitation until professional staff can develop a plan of care to 

meet the resident’s needs. 

iii. Mandated Reporters are people who have regular contact with 

vulnerable people and are therefore legally required to ensure a report is 

made when abuse is observed or suspected. 

iv. Mental Abuse includes, but is not limited to, humiliation, harassment and 

threats of punishment or deprivation. 

v. Physical Abuse includes, but is not limited to, hitting, slapping, pinching, 

and kicking. It also includes controlling behavior through corporal 

punishment. 

vi. Serious Bodily Injury is defined as an injury involving extreme physical 

pain, substantial risk of death or protracted loss or impairment of function 

of a bodily member, organ or of mental faculty, or requiring medical 

intervention which may include hospitalization, surgery, or physical 

rehabilitation. 

vii. Sexual Abuse includes, but is not limited to, sexual harassment, sexual 

coercion, or sexual assault. 

viii. Unusual Occurrence is any incident or event, especially one which 

happens without being designed or expected as an unusual occurrence or 

the ordinary occurrences of life. 

ix. Verbal Abuse is defined as the use of oral, written, or gestured language 

that willfully includes disparaging and derogatory terms aimed at residents 

or their families or within their hearing distance, regardless of their age, 

ability to comprehend, or disability. Examples of verbal abuse includes but 

is not limited to: threats of harm and saying things to frighten a resident, 

such as telling a resident that they will never be able to see their family 

again. 

c. Policy for Abuse Prevention and Reporting 

i. Abuse Prevention Measures at SHD encourages residents, families, and 

staff to file grievances by telephone, in person or in writing. 

1. A formal grievance process (see policy SNF.018. – Skilled 

Nursing Facility Grievance/Complaint Policy) will be included in 

all resident admission charts and will be posted on the 

informational bulletin board. All current residents and families will 

be informed of this procedure. 
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2. The Chief Nursing Officer (CNO)Director of Nursing (DON) shall 

ensure that resident and family complaints and grievances are 

handled per the SHD SNF.018. – Patient Complaints and 

Grievances policy. 

3. Results of the effectiveness of the abuse prevention process shall 

be reported to the Quality Assurance coordinator for input and 

recommendations. 

4. Areas of review include inspection of the physical plant for safety, 

staffing to meet the needs of the resident population, supervision of 

the staff and identification of inappropriate staff/resident behavior 

which could lead to neglect or abuse of other residents. 

5. The CEO Chief Nursing Officer (CNO) will review all reports of 

abuse, neglect and mistreatment, injuries of an unknown source 

and theft or misappropriation of resident property. The CEO CNO 

will determine if policies, procedures, or facility systems need to 

be modified and will provide the Board of Directors with a report 

of findings and recommendations. 

6. The Social Service Designee or Licensed Clinical Social Worker 

contact information is provided to all residents and families for 

their use in reporting concerns. 

7. Social Service visits and are another medium through which 

residents’ issues may be voiced and addressed. 

8. Identification of Incidents: SHD maintains an incident reporting 

process (see RISK 3. – Incident Reporting) whereby the CNO may 

review events which may indicate patterns or trends of abuse or 

neglect. 

9. All marks, bruises, occurrences, and events which are unusual or 

demonstrate a trend are documented through the facility incident 

reporting process. 

10. All reportable incidents are logged and reviewed by the CEOCNO. 

ii. Reporting 

1. Any employee of SHD who has knowledge of, observes or 

suspects abuse of any resident must report it immediately to the 

CNO DON and/or the House Supervisor, if resident abuse is 

suspected. In their absence, report to the Safety DirectorOfficer, 

CEO CNO or Human Resources Director, depending upon 

availability. 

2. The reporting person will initiate a copy of the Unusual 

Occurrence Alleged Abuse Reporting SNF Checklist (Abuse 

Reporting form). Copies of the form are located: 

a. Dietary hallway in the file pocket next to the Safety bulletin 

board. 

b. In the SNF unit in the file pocket next to the shower room 

in the folder marked “Abuse Reporting Checklist”. 

3. It is imperative that only objective observations and facts are 

included in the report – do not use the word ‘abuse’ in any 

documentation as it is a subjective term. 

4. Phoned-in reports should include the following information: 
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a. Name and age of resident 

b. Present location of resident. Name and address of the 

person responsible for the alleged abuse. 

c. Nature and extent of the abuse and the resident’s condition. 

d. Date of incident. 

e. Name(s) of the person(s) who witnessed the abuse. These 

names shall remain confidential. 

5. If an employee is suspected of abuse of any kind, the employee 

will be placed on paid suspension, pending temporary transfer off 

the unit to administrative duties until the completion of the 

investigation. The employee will not be allowed to return to patient 

care until the investigation is completed and the staff member has 

been cleared. 

iii. Suspected Abuse Resulting in Serious Bodily Injury 

1. Immediately (but no longer than two (2) hours after discovery) 

report by telephone to the Plumas County Sheriff’s Office at (530) 

258-3111. 

2. Immediately (but no longer than two (2) hours after discovery) 

submit a written report (California Health and Human Services for 

SOC341) to the Plumas County Sheriff’s Office. 

3. Immediately (but no longer than two (2) hours after discovery) 

submit a written report (NOT SOC341) to the California 

Department of Public Health Licensing and Certification, Chico 

office (CDPH). 

4. Within two (2) hours submit a written report to the Ombudsmen. 

iv. Suspected Abuse which DOES NOT Result in Serious Bodily Injury 

1. Within twenty-four (24) hours after discovery, report by telephone 

to the Plumas County Sheriff’s Office at (530) 258-3111. 

2. Within twenty-four (24) hours after discovery, submit a written 

report (SOC 341) to the Plumas County Sheriff’s Office. 

3. Within twenty-four (24) hours after discovery, submit a written 

report (NOT SOC 341) to the CDPH. 

4. Within twenty-four (24) hours after discovery, submit a written 

report to the Ombudsman. 

v. Suspected Abuse NOT RESULTING IN SERIOUS INJURY (allegedly 

committed by a resident with a diagnosis of Dementia): 

1. As soon as possible after discovery, report the incident to the 

Ombudsman or Plumas County Sheriff’s Office by telephone. 

2. Provide a written report (SOC341) to the same agency reported to 

in (1) above. 

3. It is not required to report to the CDPH for this event. 

vi. Suspected Abuse Other Than Physical Abuse 

1. As soon as possible after discovery, report the incident by 

telephone and in writing to the Ombudsman or Plumas County 

Sheriff’s Office. 

d. Investigation 

i. The mandated reporter will give a copy of the Unusual Occurrence 

Alleged Abuse Reporting Checklist (Abuse Reporting Form) to the CNO 
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DON or the designated investigator responsible for the in-house 

investigation. The reporter will keep a copy for themselves. The reporter is 

ultimately responsible for making sure that the allegation is reported per 

regulations (see paragraph 3.c.ii – vi. above). 

ii. The CNO DON or designee shall conduct an immediate investigation on 

all unusual occurrences or incidents reported through the mechanisms 

listed above. If an incident occurs and there is no written documentation, 

an incident report will be filed by the appropriate person. 

iii. The CNO DON or supervisor responsible for investigation of suspected 

abuse   will utilize a process of abuse/neglect investigation as required by 

federal and state law. This investigation will include, but not be limited to 

testimony from the person reporting the potential or suspected abuse 

(resident, family, visitor, employee, etc.), information received from 

formal or informal grievances, employee reports, incident reports, 

resident/family complaints, resident council meeting minutes, phone calls, 

letters, nursing round, etc. The report will include the following 

information which notifications were made per required time frames (see 

paragraph 3.c.ii – vi. above). 

iv. Written statements by all persons involved before the end of the shift 

while the facts are fresh in their minds. Statements need to be signed, 

dated, and should include addresses and phone number(s) of the witnesses. 

Statements will include facts, conversations, and observations. Use 

quotations whenever possible. 

v. Conduct observations of the alleged victim, including identification of an 

injuries as appropriate, the location where the alleged situation occurred, 

interactions and relationships between staff and the alleged victim and/or 

other residents, and interactions/relationships between resident to other 

residents. 

vi. Conduct interviews with, as appropriate, the alleged victim and 

representative, alleged perpetrator, witnesses, practitioner, interviews with 

personnel from outside agencies such as other investigatory agencies and 

hospital or emergency room personnel. 

vii. Review of resident’s record for pertinent information related to the alleged 

violation, as appropriate, such as progress notes, financial records, reports 

from hospital/emergency room records, laboratory or X-Ray reports, 

medication administration records, photographic evidence, and reports 

from other investigatory agencies. 

viii. What steps were initiated to protect the resident and assure resident safety 

and comfort. 

ix. A determination of whether or not abuse or neglect is verified. 

x. Time of notification of CEOCNO, Safety DirectorOfficer, or Acute 

Nursing House Supervisor. 

xi. If the alleged abuse was reported to Law Enforcement, DO NOT interfere 

with their investigation. 

xii. The facility will document that all violations are thoroughly investigated. 

xiii. An incident report will be completed. 
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xiv. The results of the investigation must be reported to the Chief Executive 

Officer (CEO) or designee, within 24 hours of the conclusion of the 

investigation. 

xv. The results of the investigation will be reported to the California 

Department of Public Health (CDPH) within 5 working days or per 

Federal/State regulations. 

xvi. There may be instances where a report is required under 42 CFR 

§483.12(c) [609].  The following describes the different requirements. 

1. What to report: 

a. All alleged violations of abuse, neglect, exploitation, or 

mistreatment, including injuries of unknown source and 

misappropriation of resident property. 

b. The results of all investigation of alleged violations. 

2. Who is required to report? 

a. The facility 

3. To whom 

a. The facility administrator and other officials in accordance 

with State Law, including to the SA and the adult 

protective services where State Law provides for 

jurisdiction in long-term care facilities. 

4. When: 

a. All alleged Violations-Immediately but not later than 2 

hours-if the alleged violation involves abuse or serious 

bodily injury. 

b. 24 hours if the alleged violation does not involve abuse and 

does not result in serious bodily injury. 

5. If the alleged violation is verified, appropriate corrective action 

must be taken. 

e. Abuse Reporting Protection 

i. SHD shall make every effort to protect residents, families and staff from 

any reprisal or retaliation for reporting incidents of suspected abuse or 

neglect. 

ii. Any employee accused or suspected of abuse or neglect shall be 

immediately removed from resident care duty and assigned to 

administrative duties off-unit until the investigation is completed and the 

staff member has been cleared. 

iii. If the offender was determined to be the resident’s roommate, the resident 

shall be offered a different room, if possible. If a family member is 

suspected, the resident may be moved closer to the nursing station. 

iv. The staff shall be alert to observe carefully for any change of condition 

warranting further intervention. 

v. A Social Service consultation may be ordered for additional support of the 

resident or family. 

vi. In all cases, the reporting party, resident and/or responsible party shall be 

provided with a follow-up report on the results of the investigation. 

 

4. Enforcement 
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Violation of this policy may result in disciplinary action, up to and including termination 

as outlined in the Sanctions Policy/Procedure, CMPL-005. 
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PROCEDURE 

1. Purpose 

The purpose of this policy is to outline the necessary staff needed for the swing bed 

residents. 

 

2. Responsibilities 

The SHD House Supervisor and Chief Nursing Officer (CNO) are responsible for 

ensuring adequate staffing. 

 

3. Policy for Swing Bed Staffing 

a. Adequate staffing for swing bed residents 

i. Staffing for swing bed residents will follow the requirements of Title 22 

and CDPH for a Critical Access Hospital. The unit will not exceed the RN 

to patient ratio set forth by the governing bodies. If the census consists of 

only swing bed residents, the LVN may be the only nurse on the floor and 

operate as the charge nurse. 

 

4. Enforcement 

Violation of this policy may result in disciplinary action, up to and including termination 

as outlined in the Sanctions Policy/Procedure, CMPL-005. 
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PROCEDURE 

1. Purpose 

The purpose of this policy is to define an anticoagulation management program that will 

ensure patients receive individualized care in a uniform and consistent manner to provide 

safe and effective treatment. 

 

2. Responsibilities 

The SHD physician is responsible for following the protocol, or consulting with the 

pharmacist if protocol is not being followed. Nursing staff is responsible for ensuring 

proper documentation, and labs are ordered and drawn timely. 

 

3. Policy for Anticoagulation Management of Heparin Intravenous Infusion 

Call the pharmacist to confirm calculations before administration. 

a. Protocol Orders 

i. Nursing will ensure that baseline labs for all heparin infusions will include 

a CBC for adequate platelet count and PTT for weight-based protocol. 

ii. Nursing will use a standard premixed back of 25,000 units of Heparin in 

250ml D5W (100 units/ml). 

iii. A height and weight assessment are done on every patient and dose 

adjusted as indicated by the Protocol. 

iv. A Physician must enter the order and two licensed RNs must verify the 

order. 

v. The initial PTT levels are drawn every 6 hours until 2 PTT levels are in 

the therapeutic range, then are changed to daily. If changes are made to 

rate, PTT levels will continue to be drawn every 6 hours until 2 doses are 

within target range and then daily. 

b. Non-protocol Orders 

i. Physicians may order heparin and not use a protocol but will be 

responsible for indicating the reason for such use. The physician will be 

responsible for ordering rate changes and boluses as well as include the 

goal of treatment and labs. If the established protocol and treatment goals 

are not being used the Pharmacists will review with the Physician. 

ii. Heparin infusions will be administered using the primary line setting on a 

programmable pump. This will not be used for any other infusions. 

iii. The nurse will chart boluses, initial rate, rate changes and re-bolus doses 

in the EHR. Bolus doses along with rate changes require and independent 

double verification with another RN. This verification will be charted in 

the nursing notes listing the other RN’s name. 

c. Initiating Heparin Therapy: 

i. DO NOT START IN PATIENTS WHO HAVE HAD tPA FOR 

ISCHEMIC STROKE, WITHIN 24 HOURS 

ii. Obtain Baseline PTT, PT and Platelet Count (CBC), and Serum 

Creatinine (If not done within 24 hrs prior to initiation of Heparin 

therapy). 

iii. Discontinue all IM injections and prophylactic anticoagulation. 

iv. Discontinue Aspirin > 162 mg. 

d. Exclusion Criteria: 

i. Do not initiate on patient with epidural catheter. 

ii. Do not initiate on patient with platelets < 50,000 or PTT > 79 seconds. 
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iii. Do not initiate on patients with suspected or proven DIC, TTP or HIT. 

e. Monitoring: 

i. STAT PTT 6 hours after start of infusion and every 6 hours until lab 

results within therapeutic range x2. 

1. Then daily PTT.  

ii. PT, INR with PTT every AM while on Heparin 

iii. CBC every AM while on Heparin 

1. Monitor platelets. Consider discontinuing if platelets decrease by 

≥30% from baseline and evaluate for HIT. 

2. Discontinue heparin if platelets decrease by 50% from baseline and 

proceed with HIT protocol. 

iv. Monitor for bleeding. 

1. If patient shows any signs or symptoms of bleeding call physician 

immediately and order PTT, CBC STAT. 

2. Anticipate order for Protamine Sulfate and place crash cart nearby. 

v. If a patient’s PTT does not change significantly from baseline after 2 

legitimate attempts to increase does, consider Heparin resistance 

(antithrombin III deficiency). 

vi. Use Attachment D for adjusting Heparin Drip Rates. 

f. Documentation: 

i. Time of heparin administration initiation. 

ii. Route of administration. 

iii. Condition and location of the IV site: 

1. Presence of blood return. 

iv. Name of the RN who performed the independent double-check. 

v. Time blood samples were sent to the laboratory. 

vi. Date, time, and which practitioner was notified. 

vii. Titration of the infusion rate based on the laboratory results (include lab 

results). 

viii. Reason for discontinuation of therapy. 

ix. Adverse reactions: 

1. Pain at the administration site. 

2. Bruising at the administration site. 

3. Swelling at the administration site. 

x. Date and time the infusion was stopped or completed. 

xi. Any overlap with warfarin therapy 

xii. Teaching provided to the patient and family. 

1.  

  

  

  PURPOSE: A defined anticoagulation management program will ensure that 

patients receive individualized care in a uniform and consistent manner to provide 

safe and effective treatment.  

  

  

 PROCEDURE:  

 1. Nursing will ensure that baseline labs for all heparin infusions will include a 

CBC for adequate platelet count and PTT for weight based protocol.  

 2. Nursing will use a standard premixed bag of 25,000 units Heparin in 250ml 

D5W (100 units/ml)  
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 3. A height and weight assessment is done on every patient and dose adjusted as 

indicated by the Protocol  

 4. For Heparin Protocol Orders, a Physician and two RN signatures will be 

required to initiate the Protocol (see Heparin Drip Physician Order)  

 5. The initial PTT levels are drawn every 6 hours until 2 PTT levels are in the 

therapeutic range, then are changed to daily. If changes are made to rate, PTT 

levels will continue to be drawn every 6 hours until 2 doses are within target 

range and then daily.  

 6. Non-protocol heparin orders: Physicians may order heparin and not use a 

protocol but will be responsible for indicating the reason for such use. The 

physician will be responsible for ordering rate changes and boluses as well as 

include the goal of treatment and labs. If the established protocol and treatment 

goals are not being used the Pharmacist will review with the Physician. 

 7. Heparin infusions will be administered using the primary line setting on a 

programmable pump. This pump will not be used for any other infusions.  

 8. The Nurse will chart boluses, initial rate, rate changes and rebolus doses in the 

Nursing notes. Bolus doses along with rate changes require an independent double 

verification with another RN. This verification will be charted in the Nursing 

Notes listing the other RN’s name.  

 

4. Enforcement 

Violation of this policy may result in disciplinary action, up to and including termination 

as outlined in the Sanctions Policy/Procedure, CMPL-005REFERENCES: N/A 

 

 

 

Attachments:  

Attachment A: Heparin Therapy Protocol  

Attachment B: Adjusting Heparin Therapy Protocol 

Attachment C: Reference Guidelines for Restarting Heparin Infusions 

 

References:  

Garcia, DA, Baglin TP, et al. (2012). Parenteral Anticoagulants. American College of Chest 

Physicians Evidence Based Clinical Practice Guidelines, 9th Edition, 24S-43S.  

Nutescu, E. (2007). Heparin, Low Molecular Weight Heparin, and Fondaparinux. In Managing 

Anticoagulation Patients in the Hospital: The Inpatient Anticoagulation Service (pp. 177-

196). Bethesda: American Society of Health-System Pharmacists. 
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Attachment A: Heparin Therapy Protocol  

 

Call the pharmacist to confirm calculations before administration. 

DVT/PE/Arterial Embolism 

 
WEIGHT LOADING DOSE INITIAL INFUSION RATE NOTES 

≤ 125kg 80 units/kg IV (rounded 

to nearest 1000 units) 

18 units/kg/hour  

> 125kg 10,000 units IV 2250 units/hr divided by 

weight (kg) = units/kg/hr 

1. Maximum Loading 

Dose = 10,000 units  

2. Maximum initial rate 

= 2250 units/hr 

 

ACS/Afib/Arterial Dissection 

 
WEIGHT LOADING DOSE INITIAL INFUSION RATE NOTES 

≤ 83kg 60 units/kg IV (rounded 

to nearest 1000 units) 

12 units/kg/hr  

> 83kg 5,000 units IV 1000 units/hr divided by 

weight (kg) = units/kg/hr 

1. Maximum Loading 

Dose = 5,000 units  

2. Maximum initial rate 

= 1000 units/hr 

AFTER Thrombolytics 

≤ 66kg 60 units/kg IV (rounded 

to nearest 1000 units) 

12 units/kg/hr  

67-83 kg 4,000 units IV 12 units/kg/hr Maximum Loading 

Dose = 4,000 units 

>83 kg 4,000 units IV 1000 units/hr divided by 

weight (kg) = units/kg/hr 

1. Maximum Loading 

Dose = 4,000 units.  

2. Maximum initial rate 

= 1000 units/hr 

 

Hypothermia/CVA 

 
WEIGHT LOADING DOSE INITIAL INFUSION RATE NOTES 

≤ 83kg NONE 12 units/kg/hr  

> 83kg NONE 1000 units/hr divided by 

weight (kg) = units/kg/hr 

1. Maximum initial rate 

= 1000 units/hr 
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Attachment B: Adjusting Heparin Therapy Protocol 

 

A. LOW BLEEDING RISK (Formerly Standard Bleeding Risk Patients) 

PTT (in seconds) Re-bolus or Hold Rate Adjustment Labs 
≤ 60  Bolus: 40 units/kg 

Round to nearest 1000 

units. 

Not to exceed initial 

bolus dose. 

 2 units/kg/hr PTT in 6 hours 

61-78 Bolus: 20 units/kg 

Round to nearest 1000 

units. 

Not to exceed initial 

bolus dose. 

 1 units/kg/hr PTT in 6 hours 

GOAL 79-118 NONE NONE PTT in 6 hours until 

Therapeutic x2, then 

QAM 

119-135 NONE  1 units/kg/hr PTT in 6 hours 

≥ 136 HOLD 60 minutes  3 units/kg/hr PTT in 6 hours 

 

B. MEDIUM BLEEDING RISK (Formerly Higher Bleeding Risk Patients) 

PTT (in seconds) Re-bolus or Hold Rate Adjustment Labs 
≤ 59 Bolus: 2000 units  

Not to exceed initial 

bolus dose. 

 2 units/kg/hr PTT in 6 hours 

60-59 NONE  1 units/kg/hr PTT in 6 hours 

GOAL 70-103 NONE NONE PTT in 6 hours until 

Therapeutic x2, then 

QAM 

104-116 NONE  1 units/kg/hr PTT in 6 hours 

≥ 117 HOLD 60 minutes  3 units/kg/hr PTT in 6 hours 

 

C. HIGHEST BLEEDING RISK (Formerly Post-Op and Trauma Patients) 

PTT (in seconds) Re-bolus or Hold Rate Adjustment Labs 
≤ 59 NONE  1 units/kg/hr PTT in 6 hours 

GOAL 60-79 NONE NONE PTT in 6 hours until 

Therapeutic x2, then 

QAM 

80-90 NONE  0.5 units/kg/hr PTT in 6 hours 

91-100 NONE  1 units/kg/hr PTT in 6 hours 

101-109 HOLD 60 minutes  2 units/kg/hr PTT in 6 hours 

≥ 117 HOLD 60 minutes  3 units/kg/hr PTT in 6 hours 

 

  

Commented [AH4]: This was taken from a paper "Heparin 

Therapy Physician Order" located at the nursing station. I believe 

this is what is referenced above as there is a spot for physician and 2 

RN signatures. 
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Attachment C: Reference Guidelines for Restarting Heparin Infusions 

 
 

Time off drip 

(hours) 

Actions 

< 2 hours • Review previous drip rates and PTT values. 

• Restart drip at the previous rate when the patient’s PTT was at goal 

(or near goal) prior to discontinuation. 

• Do NOT re-bolus. 

• Recheck PTT in 6 hours and adjust as necessary. 

2-4 hours • Get STAT PTT prior to re-starting of the drip. 

• Review previous drip rates and PTT values. 

• Do NOT re-bolus. 

• Choose the most appropriate rate based on patient response before 

the drip was turned off. 

• Do NOT automatically start at the initial drip rate for the indication. 

• Recheck PTT in 6 hours and adjust as necessary. 

> 4 hours • Get STAT PTT prior to re-starting of the drip. 

• Review previous drip rates and PTT values. 

• Give bolus dose based on protocol. 

• The re-bolus dose should NOT EXCEED the initial loading bolus 

dose. 

• Choose the most appropriate rate based on patient response before 

the drip was turned off. 

• Do NOT automatically start at the initial drip rate for the indication. 

• Recheck PTT in 6 hours and adjust as necessary. 

KEY POINTS 

• When the PTT value is below goal (blood drawn from when patient off drip) at the time of 

restart, do NOT add extra unit/kg/hr based on the protocol to the previous rate. This will 

lead to supra-therapeutic levels. 

• Consider even smaller adjustments or not giving bolus dose when the PTT is near goal. 
 

Bridge Therapy: Concurrent use of Heparin and Warfarin.  

1. For those with active clot or high risk for clotting, there must be a five day overlap of 

both drugs.  

2. Achieve therapeutic INR ≥ 2 days prior to stopping the Heparin.  

3. Obtain INR prior to initiating Warfarin. 

Reversal of Heparin Anticoagulation:  

1. Slow intravenous injection of Protamine 1% solution.  

2. Dose: 1mg Protamine for every 100 units of heparin administered over the last 4 hours.  

Perioperative Management of Heparin:  

1. Discontinue Heparin 6 hours prior to surgery.  

2. Reorder Heparin 12 hours after surgery (if there is no evidence of bleeding). 
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CNO REPORT 
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TAB 
K.a 

 

No Compliance and Privacy 

Incidents  

were reported in the 

2nd and 3rd Quarter of 2023 



 
 IT Department Report for September 2023 Seneca Healthcare District 

Board of Directors Meeting 

  

 
 

• CAIR (California Immunization Registry in the Final Stages of testing. Attempting to improve patient 
Matching. First Hospital successful in our Domain to connect. 

 
 

• SAC Valley HIE working through Connectivity Issue – Should be live in October. 
 

• Ambra PACS image Gateway to Enloe schedule to be live by the end of the month. 
o Nuance Powershare used for Shast and Renown Next 

 
• Cerner – MFA (Multi-Factor Authentication rolled out for R1 to allow for remote connections to Cerner 

from outside the building. 
 

• Evident legacy discussions are Picked back up way; cloud and VM options are available.  Completion 
expected Oct 2023 
 

• ProVation Endo upgrade is scheduled for the end of changed to 10/5 due to vendor availability, and 
Interface will start in October. Staff and Physician Trained 
 

• Printer Management (Looking to move from inland to Clatronics) On hold as we work through ending 
existing contract. 
 
 























Marketing Report 
 

Current Projects Update September 2023 

• New Build Campaign /Philanthropy 
 Donor Tree/Heavy Timber 

 Working with Collins and SPI on possible donations for our Heavy Timbers at the 
new build.  

 We have reached out to JC Enterprises in Cresent Mills to see if their Mill can 
facilitate with this at all.  

 Request new quote/mockups from B&D Donor Recognition for the donor wall in the 
new hospital. – waiting to hear back on this.  

 Continuing tracking donations and what donors will be eligible for bricks and leaves. 
 Recent donation has been received from the Fernadez Estate for over 10k for the new 

hospital build.   
 I am currently working with Mike & Carolyn Wilhoite on IRA donations and PGE match 

fund donations.  
 Donor Brief: The donor Brief is in the final stages and should be complete soon.  

 Images are updated and we are checking to get an updated budget and 
timeline information.  

 New Build Video: Available on  our website, as well as facebook, linkedin and more.  
 This was share with the public and received great feedback.  

• General Marketing 
 Radio Ads: New radio ads being worked on for the winter Season.  

 The next live radio spot in on September 26th.  
 Sponsorship – Seneca sponsored the courage triathlon with a team, and gave branded Band-

Aids to all the participants, we are sponsoring this years Little League first aid kits, we also are 
sponsoring a scarecrow for the annual community contest and will be participating in this 
years merchant trick or treat.  

 LACC Newsletter - Continual updates are released and ads in the LACC, we are also advertising in 
the highlife magazine.  

 Plumas Sun – An ad for the new Plumas Sun news is being completed and should be live of their 
site October 1.  

 Intermountain News – There is once again a printed newspaper in Chester. It is currently being 
delivered to Holiday Market and the Coffee station. Seneca is working with the paper to get 
consistent ad placement in the paper.  

 Before the Movies- We are currently advertising at the Susanville theatres, and we are working 
with Mt. Lassen theatre to come up with an ad program for Friday nights when they screen 
movies.  

 Highlife magazine – new ads completed.  



Marketing Report 
 

 
 MVL Magazine – New quarterly Ads added and Website Banner Ads- quarterly ads will 

continue and we are now advertising on their website edition as well.  

  

  
 Phonebook: listings are complete, working on the design for the back page ad.  

 This is continued from last month and is due to be completed by the end of October.  
 Ravenlight Productions: Provider recruitment video is being worked on. This video will be used 

in for Senecas own recruitment efforts and will include short videos that focus on work life 
balance.  

 Website Updates 



Marketing Report 
 

 Home page is being updated 
 CNA & PHESI Pages have been updated.  
 Community Wellness pages will be updated.  
 Further information regarding Heather as a family care provider is being worked 

on.  
 

• Provider Recruitment 
 Working on back-end website updates, and position description updates as well as scheduling 

social media posts.  
 We are working on a position description and then the website for recruitment 

should go live soon.  
• Community Wellness Screenings: The 2023 community wellness screenings are completed. We 

will have a post screening meeting in October to go over everything and work to set next years 
dates right away.   
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