Medical Staff Education

Model excellent hand hygiene
• Our goal is to prevent the transmission of organisms from one patient to another. The best way
to achieve this is by cleansing hands upon every
entry into and exit from a patient room, regardless of whether we plan on touching anything in
the room.
• Wash your hands using soap and water or use
alcohol hand sanitizer before and after each
patient contact, and immediately after glove
removal (gloves do not replace the need to clean
hands).
• Use soap and water when caring for patients
with diarrheal illness to remove spore-forming
enteric viruses and bacteria, e.g., C. difficile and
Norovirus.
Prevent spread of multidrug-resistant
organisms (MDRO)
• Place all patients with any history of colonization
or infection with MRSA, VRE, gram-negative
MDROs or C. difficile in Contact Precautions. Perform hand hygiene and wear gloves when entering a room. Wear a gown if clothing will contact
anything in the room; remove PPE before leaving
and then wash hands. Disinfect all equipment
between patients, such as the stethoscope.
• Educate the patient, family and visitors about the
importance of hand hygiene, and the purpose
and use of contact precautions.

Prevent central line-associated bloodstream
infections (CLA-BSIs)
Before inserting a central line, ask these questions:
1. Is it needed? Assess the need for a central line
prior to insertion, considering the least invasive
catheter. 2. For how long? Conduct daily assessment for continued need and discontinue as soon
as possible. 3. Where? Site of insertion impacts
risk of infection (subclavian or internal jugular
insertion is preferred). Remove femoral lines as
soon as possible.
• Follow a central line checklist, and document
use of a checklist for every insertion and/or line
changeover: hand hygiene; clean the skin with
chlorhexidine; cover the patient head-to-toe
with a sterile barrier; wear a mask, hat, gown and
sterile gloves; and apply sterile dressing over the
site.
• Scrub the hub for 15 seconds before accessing
ports; CHG scrub to site with dressing changes
(30-second scrub, 30-second air dry); change
dressing every two days with pre-packaged kit;
replace Biopatch® with each dressing change;
maintain line patency with appropriate flush
solutions and frequency; and minimize access/
breaks.
• Educate patients about CLA-BSI prevention.
Prevent surgical site infections (SSIs)
• Maintain acceptable glucose range perioperatively, which requires monitoring and control
of glucose throughout the entire perioperative
continuum (Legacy protocol).
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Infection prevention and control

Influenza

• Initiate forced-air active warming device
30–45 minutes prior to surgical procedure if not
contraindicated to maintain the patient’s core
temperature at or above 36 C.

Influenza remains one of the top 10 causes of
death in the United States, despite availability of
an effective vaccine to prevent it. Each year, more
than 20,000 Americans die from influenza and
its complications, and an additional 200,000 are
hospitalized. Based on population, the “fair share”
of influenza for Oregon would include approximately 250 deaths and 1,500 hospitalizations.

• Clean and prep the surgical site with chlorhexidine-based surgical skin prep (if not contraindicated); ensure hair is clipped, not shaved; and
ensure patient is involved in skin prep prior to
surgery (if at all possible), including the use of an
anti-microbial soap in the shower the day before
surgery.

People who are pregnant or who have chronic
conditions are at much higher risk for complications from influenza, as are the very young or
old. Health care workers are at increased risk of
exposure to persons with influenza infection.
If infected, health care workers can spread the
virus between patients, to other staff or bring it
home to their families. Approximately 50 percent
of influenza infections for healthy people under
age 50 are asymptomatic, but still infectious, so
it can be spread by someone who does not feel
ill. For this reason, The Joint Commission includes
flu vaccination rates for health care workers as a
measure of patient safety.

• Give first dose of antibiotic prophylaxis within
one hour of the incision; antibiotic is just as important within 60 minutes prior to surgery as are
the remaining two doses post-op; a maximum
of three total doses; discontinue within 24 hours
after pre-op dose.
• Additionally, perform surgical scrub on hands/
forearms prior to gloving; minimize traffic during
surgery; do not flash sterilize implants/instruments; and always perform hand hygiene
before and after examining patient/wound,
including when wearing gloves.

Physicians are uniquely positioned to help reduce
the burden of influenza on our patients and
staff. You can recommend vaccination for your
patients and their families. You also have the
opportunity to be a role model to your colleagues
and health care staff. Please support Legacy and
your patients by joining our efforts to protect all
patients and staff by getting a seasonal influenza
vaccination.

• Educate patients about SSI prevention and postoperative wound management.
Prevent catheter-associated urinary tract
infections (CA-UTIs)
Before inserting an indwelling urethral catheter,
ask if the catheter is needed. Evaluate indications
daily with nursing staff, and remove the catheter
as soon as possible if the indication is not present. The appropriate evidence-based indications
for catheter insertion include:

For more information on the influenza virus or the
vaccine to prevent it, visit www.immunize.org/
influenza or www.flu.oregon.gov. Flu vaccine
clinics can be found by calling 800-SAFENET.
Legacy medical staff can receive a free flu vaccination at Employee Health offices or from Flu Kickers
at each hospital. Employee Health clinics and Flu
Kickers are listed on the MyLegacy intranet.

• Perioperative use for procedures lasting greater
than two hours (remove within 24–48 hours of
surgery, and certain gynecological and urological
procedures may be exempt by physician order).
• Precise urine output monitoring required.
• Management of acute urinary retention and
urinary obstruction

Pain management
The goal of pain management therapy is not
to completely eliminate pain, but to effectively
control pain so that the patient can engage in
therapeutic activities. A balanced approach to
pain management provides for patient comfort

• Assistance in pressure ulcer healing for incontinent patients
• End-of-life care, if needed, to improve comfort
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Safety and security

while minimizing the adverse side effects of the
medications used to treat pain; multimodal pain
management provides such an option.

Code Blue — Cardiopulmonary arrest
Code Green — Patient/visitor accident/injury

Patient expectations

Code Gray — Combative person/restraint

It may be impossible to completely eliminate
a patient’s pain without risking the untoward
side effect of oversedation. Creating realistic
expectations for patients involves helping them
understand our goal for comfort. Many patients
believe that opioids are the only option to treat
pain. Helping patients understand that there are
non-opioid options for treating pain, and that
alternative therapies such as ice, heat, finding a
comfortable position and taking their mind off
of the pain with TV or music are different ways to
control pain without taking pain medicine.

Code Orange — Hazardous materials spill/release
Code Pink — Infant/child abduction
Code Red — Fire
Code Silver — Facility lockdown
Material safety data sheets (MSDS) — Be familiar
with the hazards posed by chemicals used in
your workplace. MSDS are available on the MyLegacy intranet at http://hq.msdsonline.com/
lhs2373/Search/Default.aspx.
Identification badges must be worn at all times
when on Legacy Health property. ID badges must
be worn above the waist and in a place that is visible. In the event of an emergency at any Legacy
facility, call Security at 503-413-7911.

Multimodal pain management
Multimodal pain management order sets promote the use of adjunctive non-opioid analgesics
administered on a scheduled basis to improve
overall pain relief while reducing overall opioid
requirements. The backbone of the multimodal
analgesia regimens include scheduled acetaminophen ± a scheduled NSAID + scheduled
gabapentin or pregabalin + an, as needed, opioid
administered IV push or by PCA.

Impaired practitioner
The term “impaired” is used to describe a practitioner who is prevented by reason of illness or other
health problems from performing professional
duties at the expected level of skill and competency. Impairment also implies a decreased ability
or willingness to acknowledge the problem or to
seek help to recover. It places the practitioner at
risk and creates a risk to public health and safety.

Combination analgesics were not included in the
multimodal order sets because:
1. Non-opioid analgesics are more effective when
administered on a scheduled basis rather than
as needed.

Some signs of impairment are deterioration of
hygiene or appearance, personality or behavior
changes, unpredictable behavior, unreliability or
neglecting commitments, excessive ordering of
drugs, lack of or inappropriate response to pages
or calls, and decreasing quality of performance or
patient care.

2. Opioids cannot be titrated effectively when
they are tied to a non-opioid analgesic. Keeping
the opioids separate from the non-opioids prevents patients who do not require the opioid
component from receiving it. This is especially
useful in the treatment of acute pain in which
less analgesic is required as the pain resolves.

Anticoagulant therapy
One of The Joint Commission National Patient
Safety Goals (NPSG) for safe use of medications
addresses the use of anticoagulants. Anticoagulation medications are more likely than others to
cause harm due to complex dosing, insufficient
monitoring and inconsistent patient compliance.
To achieve better patient outcomes, patient
education is a vital component of an anticoagulation therapy program. In fact, patient education

Find the multimodal pre-op and multimodal with
intermittent (IV push) opioids order sets by using
the search term “multimodal.” The multimodal
regimens are also part of the PCA order sets. For
questions and comments about the multimodal
analgesia regimens, please contact Michelle
Murray at mmurray@lhs.org or Dan Gilden at
dgilden@lhs.org.
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regarding key aspects of warfarin therapy is part
of the new core measures being implemented by
the Centers for Medicare and Medicaid Services
in January 2013. Effective anticoagulation patient
education includes face-to-face interaction
with a trained professional who works closely
with patients to ensure that they understand
the risks involved with anticoagulation therapy,
the precautions they need to take and the need
for regular International Normalized Ratio (INR)
monitoring.

Internal options for reporting concerns
• Chain of command — Leadership within your
operating unit or the supervisor at your location.
You can also contact your site Employee Relations Consultant.
• Compliance Line — Call 800-820-7478 or go to
www.mycompliancereport.com. Login is LHS.
These reports can be made anonymously.
• Report It — Should be used to report:
— Patient and visitor incidents

In 2008, Legacy convened a multidisciplinary
group to address the required elements of this
NPSG. This group inventoried current practice
around anticoagulants and performed a gap
analysis that resulted in review and revision of
pharmacy anticoagulant dosing protocols. This
group also developed and implemented staff
self-learning modules on anticoagulants and
developed patient care policy LH 900.3207 to
assure safe use of anticoagulants. The group also
approved different printed and electronic patient
education materials and developed standardized
teaching points. These educational materials are
available on the MyLegacy intranet at the following site: http://mylegacy.lhs.org/clinical/pharmacy/therapeutic/anticoagulation/Pages/
AnticoagulationPatientEducationMaterials.
aspx.

— Work-related incidents resulting in injury to
employees
External options for reporting:
• The Joint Commission, Division of Accreditation
Operations, 800-994-6610 or complaint@
jointcommission.org
• Oregon Department of Human Services —
Health Services, 971-673-0540 or www.oregon.
gov/DHS/ph/hclc/docs/hclc_intake.pdf
• Washington State Department of Health, Office
of Customer Service HSQA Complaint Intake,
360-236-4700 or www.doh.wa.gov/hsqa/
complaint.htm

Mandatory abuse reporting
As mandatory reporters, physicians are expected
to assist in the protection of elders, children and
mentally ill or developmentally disabled people
by ensuring clinical staff have used Legacy’s
abuse/neglect/maltreatment criteria to identify
any suspected abuse. If abuse/neglect/maltreatment is suspected, clinical staff need to assure
that required procedures for investigation of
abuse, and notification and release of information — including protected health information
to the proper authorities as required by law — is
initiated.

Another emphasis of this NPSG is the use of standardized protocols for dosing and management
of anticoagulants. Pharmacy has an established
anticoagulant service in both the inpatient and
outpatient arenas, which promotes continuity of
care and provides dosing protocols for all anticoagulants. Physicians are encouraged to order
anticoagulant management through Pharmacy.
You can ensure compliance with this NPSG by
assuring After-Visit Summaries (AVS) for patients
being discharged on anticoagulants include
instructions for follow-up monitoring and dosing,
including specific instructions on when and
where to follow up.

Resources for mandatory reporting include:
• The Mandatory Reporting of Suspected Abuse
policy, 900.3312

Reporting concerns

• The Suspected Abuse or Neglect Report Form on
the MyLegacy intranet under Clinical Resources
> Patient Care Forms > Legacy Reporting and
Disclosure Forms http://mylegacy.lhs.org/
clinical/Forms/Legacy/Pages/default.aspx

Legacy is committed to ethical behavior and
legal compliance and to maintaining a workplace where concerns can be freely raised and
addressed.
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Restraints

• Once an order is written, any change in the
restraint device type or number requires a new
order that includes all devices in use.

A restraint is defined as:
• Any manual method, physical or mechanical
device, material or equipment that immobilizes
or reduces the ability of a patient to move his or
her arms, legs, body or head freely. This includes
enclosure beds.

• The patient must be seen face-to-face within 1
hour after the initiation of the intervention by a
physician or other LIP with documentation of the
face-to-face assessment by the LIP.
• If the patient’s behavior resolves and the restraint
or seclusion intervention is discontinued before
the 1-hour face-to-face occurs, the evaluation
within 1 hour after the initiation of the intervention is still required.

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

Use of restraints to manage non-violent
behaviors:

Seclusion is defined as:
• The involuntary confinement of a patient alone
in a room or area from which the patient is
physically prevented from leaving. Seclusion may
only be used for the management of violent or
self-destructive behavior.

• Each order will remain in effect until the behaviors subside, for a maximum of 24 hours. Once
an order is written, any change in the restraint
device type or number requires a new order that
includes all devices in use.

Use of restraints and/or seclusion:

Fall prevention

• Restraint or seclusion may only be used when
less restrictive interventions have been deemed
ineffective and their use is necessary to ensure
the immediate physical safety of the patient, a
staff member or others.

Legacy identifies fall prevention as a system priority to help us achieve our Big Aims of “no needless
deaths” and “no preventable harm.” As a physician,
there are ways you can assist clinical staff in
ensuring patients are assessed for fall risk and are
educated on ways to reduce/avoid falls.

• The decision to use a restraint or seclusion is not
driven by diagnosis, but by a comprehensive
individual patient assessment, which should
include a physical assessment to identify medical
problems that may be causing behavior changes
in the patient.

When discussing a patient’s fall risk with nursing,
ensure your discussion includes: medications that
might affect patient balance or alertness, management of sensory deficits or other risk factors, and
mobility and activity considerations.

• Orders for restraint or seclusion must never be
written as a standing order or on an as-needed
basis (PRN).

When your patient has been identified as being at
risk for falls, ensure patients and/or families have
been educated on calling for assistance for all mobility and activity needs. Also ensure appropriate
activity limits and safety needs, and initiate the Fall
Precautions order set. For additional information
on fall prevention, consult Legacy policy 900.1154,
and refer to Legacy’s Fall Prevention Best Practice
Bundle (BPB), accessed via the MyLegacy intranet
> Clinical Resources > Quality, Accreditation and
Patient Safety > Best Practice. http://mylegacy.
lhs.org/clinical/Quality/BestPractice/Pages/
default.aspx

• Medical staff must have a working knowledge
of Legacy’s restraint and seclusion policy,
LH.900.5274.
Use of restraints or seclusion to manage
violent or self-destructive behavior:
• Each order may only be renewed in accordance
with the following limits for up to a total of 24
hours:
— 4 hours for adults 18 years and older
— 2 hours for children and adolescents 9-17 or
— 1 hour for children under 9 years of age
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