SECTION 6:              HEALTH
POLICY #1:

MEDICATION POLICY
Effective Date:
1/00
Effective Date:
7/91 Medication Certification Program

Revisions:

12/04

POLICY:

It is an NERS job requirement that all persons who have medication administration as a part of their job description, be med certified. 

All programs will fully comply with the Department of Mental Retardation and State of Connecticut regulations and laws with respect to medication administration and monitoring.

PROCEDURE:

Medication Certification 

Only certified unlicensed personnel (C.U.P.) or licensed personnel (LPN, RN) may administer medications.  Certified unlicensed personnel shall administer only oral, topical and inhalant medications, suppositories or medications applied to mucous membranes.  Each certified unlicensed personnel shall administer gastrostomy tube, jegunostomy tube or, nebulizer medication only after an R.N. or L.P.N. (working under the direction of an R.N.) has trained, evaluated and delegated that task to that person. Employees who are not certified to pass meds or who have their duties temporarily suspended will have no access to medications.

New employees with valid certification from another agency will be required to produce a photocopy of the medication certification card for agency records and successfully complete an “on site” with the nurse for their primary work site and a C.U.P Medication Administration Orientation with the supervisor of the site.  This form needs to be completed for all work site locations. No employee can pass medications without meeting these requirements.

Part-time employees with primary employment in the field at another agency will be responsible for meeting biennial recertification requirements at the primary place of employment.  Upon the completion of the recertification process with another agency, an employee must complete an on-site with NERS within 30 days of receiving their new card.  Also, the annual requirements must be performed at NERS
Employees who are not med certified will always have a med certified employee available and will not work an entire shift alone (ie, overnight) until the person is certified.  Changes in scheduling made by direct care staff must meet these requirements and be approved by their supervisor.

1.
Method to complete certification:

All new employees are expected to be registered for a medication course within six (6) months.  

To Participate in the program employees must meet the following eligibility requirements

· High School diploma or GED

· No drug related convictions

· No Medication Certification may have been revoked in the past
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NERS will utilize the DMR approved 21-hour endorsed instructor course which is Option B of the Medication Administration Program.

    
A.  
The staff member will attend a State of Connecticut Medication Administration 

Course.   The candidate will complete the course, successfully pass the lab practicum, written exam and pass the on-site practicum with the agency nurse.

Participants must attend 100% of the course, present a current photo ID, and arrive 15 minutes prior to the designated start times of the course.

    
B.  
Passing scores:

1.
Pass the written exam with a score of 85 or higher 

2.
Pass the Laboratory Practicum by 100%

3.
Pass the On-site Practicum by 100%.

C.  
Test failure ‑ the candidate may take the next scheduled exam if they do not pass the initial exam.  The employee will not be reimbursed for their time for tutoring or to take the exam on the second or third attempt. Failure to pass on the third attempt will result in termination of employment.


D.
Once all requirements for medication certification are completed, the employee must wait to receive their card from DMR before they can administer medications.  

3.
An annual practicum is required 30 days before the 1 year anniversary date by the State of Connecticut for Quality Assurance.  This should be scheduled by the employee with the Nurse.  Non-compliance of completing the annual within the designated time frame will result in progressive discipline as follows:






Up to 30 days late – Written Warning






30 to 60 days late – 3 day Suspension






Over 60 days late - Termination

4.  
Re-certification is required once every two (2) years and may be completed up to 90 days before the medication certification expiration date.  The re-certification process consists of 2 parts.  
A. 
A written test distributed by DMR and administered by an agency employee in Administration, who is not currently medication certified.  Written study materials can be found at each group home.

B.  
Upon passing of the written test, on on-site practicum is required with three pass trials administered by the nurse. This should be scheduled by the employee with the Nurse.  

C. 
Test failure – The employee may take a second exam, if they do not pass the initial exam.  Failure to pass on the second attempt will require DMR to be notified.  DMR will make the determination if the employee can take the exam for a third attempt or if retraining by attending the course is required.  Failure to pass on the third attempt will result in termination of employment.  
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D.
NERS will reimburse employees for any retraining due to medication errors or if DMR determines the employee can not take the exam for the third attempt and must retake the 21-hour course.

Employees are responsible for maintaining their certification.  Non-compliance of completing the re-certification process within the designated 90 day time frame will result in progressive discipline as follows.

First Occurrence – Employee will be suspended without pay until a medication Certification card can be obtained.  This requires the employee to attend the 21 hour course and the employee will not be reimbursed to attend.

Second Occurrence - Termination

Administering Medications

1.
The supervisor will ultimately be responsible for oversight of medication administration within the program.

2.
If an individual has an adverse reaction to any medication, the facility must notify the nurse and/or prescribing physician immediately. A record of all adverse reactions must be kept in the person's record.

3.
Prescriptions must only be used by the individual for whom they are prescribed.  A prescription medication shall be limited to a ninety (90) day supply with one refill for all CLA’s.  The prescribing practitioner shall be notified of this requirement by each program and physicians/dentists will renew orders every 180 days unless otherwise specified by the physicians/dentists.  (APRN’s and PA’s may write orders under the license of a medical doctor.)  All behavior modifying medications shall be ordered or renewed by a psychiatrist every 180 days. 

4.
Medication may not be administered more than one hour before/after scheduled time without prior approval of the nurse or doctor.  Medications should not be given sooner than four hours apart, unless specifically ordered by doctor or nurse.  C.U.P. should attempt to give medications at scheduled times as much as possible.  PRN medications do not have the hour window – they must be given as ordered (example: every four hours.)

5.
Medications shall be kept in their original labeled containers. For prescription medications, the label must include the individual's  name, the date the prescription was issued and the prescribed dosage, time to be administered, name of medication, route to be administered, and expiration date.

6.
No more than 7 surplus doses of a medication shall be kept in the medication closet to be used in case of dropage/spoilage of the current month's supply.  Overstock doses must be checked for expiration dates, current orders, amount present (no more than 7 doses), etc.
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7.  
For persons receiving prescription medication, a "Medication Disposal Release" shall be signed by the individual or their guardian, and will be maintained on file.  

.
When a controlled prescription medication is discontinued or for any other reason needs to be disposed of, it will be destroyed by the nurse and witnessed by C.U.P., and a "Disposal of Medication" form shall be signed by both  and will be retained as part of the individual's permanent record.

.
Non-controlled drugs may be destroyed by a C.U.P., witnessed by a second C.U.P., and recorded on a Disposal of Medication form.

8.
Discontinued medication will be properly disposed of within 48 hours after last dose is administered, except in specific instances where the nurse has been consulted by staff member regarding possibility of medication being reordered.  In this instance, medication will be stored in a separate container, labeled "do not use" and locked up, until doctor reorders medication or nurse gives instructions to destroy the medication.  If medication is not used within 30 days, the Residential Director, Assistant or Health Services Coordinator will consult with nurse regarding further storage and/or destruction of medication.

9.
When the doctor or dentist changes a pre-existing order, a "change of directions" sticker, prepared by the pharmacy, may be applied by  C.U.P.

10.
Medications stored in a refrigerator must be kept in a separate locked container.  The container must be secured to the shelf.  (Oral and topical medications separate).

11.
Antiseptic solutions, prescription and non-prescription medications must be locked in proper storage area.  Medications must be maintained under proper conditions of sanitation, temperature, light and moisture.  Oral medications must be stored separately from topicals (if possible, on separate shelves).  The key for locked medications must be in the possession of the C.U.P. on duty or in a locked key box.  Only C.U.P. will have access to lock box keys/medication closet keys.

12.
The medication Kardex (MAR) for each individual must include their name, all medications prescribed, dosage, time and route to be administered, the renewal and expiration dates of the M.D. order,  the signature and codes of C.U.P., as well as any allergies of the individual.  All documentation must be kept accordingly and made in ink.  No white out shall be used.

13.
Medication or a change in dosage shall be given only upon the receipt of a written physician's or dentist's order. Verbal and telephone orders may only be taken by a nurse or pharmacist and must be signed by M.D. within fourteen (14) days.  Orders faxed from M.D. do not need to have original signature, a faxed signature is sufficient.  Nurse should be notified of receipt of orders faxed by doctors/dentists. Point of origin of fax should be verified.

14.
Medication containers with worn, illegible or missing labels shall be returned to the pharmacy for re-labeling.  For over the counter (OTC) medications, a new medication shall be purchased.

Medication Policy










Page 5

15.  
Controlled substances shall be locked in a separate container attached to the inside of the medication 

storage area, with the key maintained on a separate key ring.  

.
Certified unlicensed staff (preferably 2 C.U.P., not 1 C.U.P.) will count controlled drugs  three times each day, preferably at the change of each shift and document the count on a controlled drug sheet.  Administration of controlled medications will be documented on Kardex and “Controlled Drug Disposition” form. 

16.  
C.U.P. will treat O.T.C. medication as they do prescription medication, in terms of monitoring, 

administration, documentation and storage.  There must be a current Doctor’s or Dentist’s order 

present in order to give an O.T.C. medication.

17.
Administration of PRN (as needed) medications will be documented on Kardex and PRN monitoring sheet (back of Kardex).  Effectiveness will be noted also.

18.
A current list of C.U.P., including certification expiration date, within the program will be kept with the medication Kardex.

19.
The supervisor will notify the appropriate employer, or an individual's Vocational Program of any medications the person will take on a regular basis during those hours the person attends the day program or is at work.  The Vocational Program or employer will also be notified of any changes in Doctor’s orders.  The Vocational Program/employer will be provided with a copy of the Doctor's order, an individual's Kardex for the month, and a one month supply of the medication to be administered by C.U.P. at the Vocational Program (unless other procedures are in place)

20.  
When multiple doses of a given medication are required to be administered to an individual at a location other than their home, one of the following procedures shall be utilized:

a.
a physician may order a separate prescription in the required number of doses and issue such prescription to the person authorized to administer the medication; or

b.
each medication container stored in the home for the individual may be transported to the other location and given to persons authorized to administer medication at other location; or 

c. a separate properly packaged and labeled medication container may be kept at each location.  

22. When a single dose of a medication is required to be administered to an individual at a location other than their home by a non-staff person, C.U.P. will place the single dose in a suitable container (small manila envelope) and ensure that it is given to the person authorized, i.e. family member, to administer the medication at another location.  The container must be labeled with the individual’s name, the name of the medication, strength and the scheduled time, date and route for administration.  An “Out of House” medication form shall be completed and checked by staff when the individual returns to his/her home or is picked up at the other location to ensure medication was administered.

Medication Policy










Page 6
23. When C.U.P. takes an individual out of the house who has medications due during the time they will be gone, this staff person must make sure the medications will be properly administered.  When medications are given out of the house by C.U.P. , proper documentation must still be done on Kardex unless he/she will be out of the program with the individual for more than 24 hours.  In this case, the staff will use the same procedure as a non-staff person.  (See #21).

23.
Agency Nurses will conduct quarterly reviews of all aspects of medication administration in each program.  An agency designee will submit the results to the Department of Mental Retardation and/or keep a record of reviews at the house.

24.
When an individual refuses to take their medication within the scheduled time, the Residential Director and nurse will be notified and a DMR Incident Report will be completed (unless directed otherwise by nurse).  


Persons who habitually refuse their medications will have these refusals addressed at each quarterly review per DMR recommendation.  A monthly DMR Incident Report will be submitted with all refusals listed.   A nurse does not need to be called for habitual refusals as long as the medication being refused is on the pre-approved (by doctor, nurse and I.D.T.) habitual refusal list for that individual.

25.
It is the goal of the agency that all persons become as independent as possible in the self‑administration of medication.  Specific medication procedures implemented in each program will reflect this goal.  A self-medication assessment should be done on each individual and the results reviewed by the IDT.  Individuals who are capable of self‑administration must have a physician's order to do so.  The progress on goals for self-medicating will be reviewed at quarterly and OPS meetings and on the respective reports.  All self-medicating individuals residing in a CLA will maintain current Doctor’s orders (including over the counter medications).  Individuals who are self-medicating shall have their medication(s) locked and inaccessible to others living in their home.  Individuals who are self-medicating and reside in a SLA do not need to lock up their medications.

26.
Periodic education will be conducted regarding the benefits and risks of medication use with the goal of keeping the use of all medication to a minimum effective dose.

27.
Any class B or C medication errors will be reported to the Residential Director and supervising or on-call nurse immediately.  A DMR Incident Report and Medication Error Report sheet will be completed. Class A medication errors will be reported through a DMR Incident Report and Medication Error Report Sheet.


Any error in the administration of medication shall be documented in the individual's record and a DMR incident report completed within twenty-four (24) hours.  If the medication error results in the need for medical treatment, such fact shall be noted in the incident report and a copy of the report shall be sent to the DMR Regional Health Services Director and to the Division of Quality Assurance of the Department of Mental Retardation for review of further action as required no later than forty-eight (48) hours following the error.  A copy of the incident report shall be maintained in the person's record.


When a medication error is found, staff will make a copy of any documentation exhibiting the error(s).


For each error, the blister pack front and back as well as the Kardex should be copied and stapled to


the medication incident report (255m).  THIS INFORMATION WILL NOT BE SENT IN WITH THE


INCIDENT REPORT BUT WILL BE KEPT IN THE PERSONNEL FILE OF THE INDIVIDUAL


WHO MADE THE ERROR.
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28.
The designated C.U.P. on duty each day will be responsible for checking Doctor's orders and Kardex's to ensure accuracy/currency of orders (reference Medication Accountability checklist).

29.
The C.U.P. responsible for administering medication will be designated on the house schedule by the supervisor only when needed.


This designated staff person will be responsible for administration of all medications to be given during their shift, or designated times

30.
The monitoring and administering of medications is viewed as involving a high degree of responsibility.  Employees are expected to use great care and exercise good judgment in the handling of medications at all times.  Except in instances of malicious intent or gross negligence, it is the policy of this agency to support the staff person who has made a medication error by providing counseling and retraining.

31.
Repeated medication errors will necessitate disciplinary action.  The following are required guidelines with respect to the application of the agency's progressive discipline process for situations involving medication errors.  Medication errors are classified as three types:

1.
CLASS A:
DOCUMENTATION ERRORS

-
Failure to maintain/secure keys according to established procedure.

-
Failure to correctly document on Kardex.

-
Failure to document effects on PRN monitoring sheet  (only M.E.R.S. not I.R. is required).

-
Failure to submit required med error form (i.e., Incident Report, Med Error Form)

-
Failure to order/document medications from pharmacy (routine, current medications)

-
Failure to document on B.M. chart (determines need for prn)

-
Failure to document on controlled drug disposition sheet

-
Failure to count/document controlled drugs on controlled drug sheet

· Failure to note discrepancy between MD order, medication label and Kardex when administering medications (given as ordered, however).

-
Failure to perform or document nursing ordered treatments

-
Failure to initiate or complete body maps

-
Failure to obtain and/or document health related data
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2.
CLASS B:
One of the five rights of medication administration is violated, resulting in

minor injury or potential for injury to the individual receiving the medication.



-
Wrong Time (more than one hour before/after scheduled time)



-
Omission



-
Wrong Dose



-
Wrong Medication



-
Administering Unordered Medication



-
Wrong Route



-
Wrong Date



-
Extra Dose



-
Wrong Person



-
Doctor's Order not initiated



-
Transcription error



-
Improper storage of Medications



-
Improper destruction of Medications (medication expired in closet, medication

not destroyed properly)



-
Unlicensed staff taking Doctor's Orders



-
Doctor's Orders not followed correctly



-
Others as determined by agency nurse

3. CLASS C:


· Errors resulting in serious injury or death of individual; i.e.; hospitalization,


injury requiring treatment in a medical facility such as emergency room, 


clinic or doctor’s office.

· Falsification of records and or certification paperwork.
· Administering medications in the absence of a valid medication certificate (suspended, revoked or expired).
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MEDICATION ERROR SANCTIONS

CLASS A:

	# OF CLASS A

ERRORS
	SANCTIONS

	
	

	1
	Counseling

	
	

	2 – 5
	Counseling 

Review steps of Medication Administration

	
	

	6 – 9
	Verbal Warning

Review steps of Medication Administration

	
	

	10 – 11
	Written Warning

Suspended from giving medication until successfully completes an onsite (to be done within 5 working days)

Suspended from work without pay for one day

A DMR report of “Non-Compliance with medication regulation for C.U.P.” shall be submitted to Regional Health Services Director

	
	

	12 or more
	Dismissal
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MEDICATION ERROR SANCTIONS

CLASS B:

	# OF CLASS B

ERRORS
	SANCTIONS

	
	

	1
	Counseling

Review steps of Medication Administration

Review of Medication policy/sanctions

	
	

	2 
	Counseling 

Review steps of Medication Administration

Supervisor to observe staff properly administering medication at least once  

	
	

	3
	Verbal Warning

Suspended from giving medications until successfully completes an onsite (to be done within 5 working days)

Suspended without pay for one day

	
	

	4
	Written Warning

Suspended from giving medications until successfully completes an onsite (to be done within 5 working days)

Suspended from work without pay for three days

A DMR report of “Non-Compliance with medication regulation for C.U.P.” shall be submitted to Regional Health Services Director

Sanction request will be submitted per decision of agency nurse/administrator

	
	

	5
	Written Warning

Suspended from work without pay for four days

Must successfully complete next available medication certification training class

A DMR report of “Non-Compliance with medication regulation for C.U.P.” shall be submitted to Regional Health Services Director

Sanction request will be submitted per decision of agency nurse/administrator

	
	

	6
	Written warning/possible dismissal and request for decertification

Suspended from work without pay for five days

A DMR report of “Non-Compliance with medication regulation for C.U.P.” shall be submitted to Regional Health Services Director.

Sanction request will be submitted per decision of agency nurse/administrator

	
	

	7
	Dismissal and request for decertification

A DMR report of “Non-Compliance with medication regulation for C.U.P.” shall be submitted to Regional Health Services Director.

Sanction request will be submitted per decision of agency nurse/administrator


For three Class A or B med errors made within 30 days from initial error, a DMR report of “Non-

compliance with medication regulation for C.U.P.” shall be submitted to Regional Health Services Director.  Sanction request will be submitted per decision of agency nurse/administrator.
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MEDICATION ERROR SANCTIONS

CLASS C:

	# OF CLASS C

ERRORS
	SANCTIONS

	
	

	1
	Written warning

Suspended without pay for five days

Must successfully complete next available medication certification training class.

A DMR report of “Non-Compliance with medication regulation for C.U.P.” shall be submitted to Regional Health Services Director

Sanction request will be submitted per decision of agency nurse/administrator

OR

Dismissal and request for decertification

A DMR report of “Non-Compliance with medication regulation for C.U.P.” shall be submitted to Regional Health Services Director

Sanction request will be submitted per decision of agency nurse/administrator

	
	

	2 
	Dismissal and request for decertification

A DMR report of “Non-Compliance with medication regulation for C.U.P.” shall be submitted to Regional Health Services Director


Class C medication errors will be reported to P & A by agency designated person.  

When certified unlicensed staff administer medications for a six month period with no errors, they will go back to step one for class A and class B errors.  However, all verbal and written warnings will remain in personnel files.

NERS, Inc.

Notice of Progressive Discipline 

For MEDICATION ERROR

Employee Name   



      Date_____________Worksite____________________        

You are receiving the below disciplinary action for a Medication Error.

Type of Action being taken is checked below.
Prior to discipline meeting with employee a review of prior medication errors should occur
□Counsel     □Verbal Warning    □ Written Warning   
□Suspension (# ​​​​​​____ of Days)      □Termination      

                 To date total
Type of Error               of Errors  

  Date of Error
                     Brief Description

	Class A         □
	
	
	

	Class B         □  
	
	
	

	Class C         □
	
	
	


Additional Medication Sanctions/Counseling Protocol      

 Place a check next to each sanction that applies according to policy. 











      Employees Initials after review

____ - Review of the “five rights”





Counseling

__________
____ - Discuss the importance of allowing no distractions


Counseling

__________

____ - Review steps of Medication Administration procedure


Counseling

__________

____ - Reminder that reference material is available for staff benefit

Counseling

__________
____ - Review of Medication policy and sanctions



Counseling

__________

____ - Suspended from giving medications until successfully completes an on site, within 5 work days.

____ - A DMR report of “Non-Compliance with medication regulation for C.U.P.” shall be submitted
            To Regional Health Services Director.              

____ - Suspended from giving medications until successful completion of next available medication    

            certification training class.

____ - Request de-certification of Medication card.

Re-occurrence of incident may result in the following with additional Medication Sanctions per policy or upon the request of the Nurse/Administrator: 

□ Counsel
□ Verbal Warning   □ Written Warning   □Suspension (# ​​​​​​____ of Days)       □ Termination

Employee Section









Circle one

Do you have any questions on any area of the medication administrative procedure?      


Yes    or    No

_______ative Leave,site side.

                   Date            





























































Do you feel further training with the nurse is necessary at this time?                       


Yes   or    No
_________________________________      __________     

Employee Signature     

                       Date              
 

Did employee request additional training by the Nurse?   Yes -  Date ______Nurse notified    or    No

_________________________________  
__________  
____________________________  
__________  

Supervisor Signature


     Date

 Nurse Signature



    Date

CC:  Original – Personnel file, copy-Employee 






Rev. 02/08 (kf)







SUBJECT:

HEALTH

POLICY #2:

INFECTION CONTROL

Effective Date:
11/92

Revisions:

4/99, 9/99

POLICY:

Employees and residents incur risk of infection and subsequent illness each time they are exposed to blood and/or other potentially infectious materials.  Therefore the Infection Control Program (ICP) is the core element used to reduce resident/worker risk by minimizing or eliminating resident/worker exposure to potentially infectious materials.  (Specifically including, but not limited to blood borne pathogens ‑ especially Hepatitis B virus (HBV), Hepatitis C virus (HCV) and/or Human Immuno Deficiency virus (HIV).

The ICP is this agency's policy for implementation of procedure relating to prevention and control of infectious disease hazards.

ICP Components:

 1.
Training & education of employees

1a)
Annually train the trainer.  Residential Directors or other qualified person

will be trained to train direct care staff by the Health Services Director

1b)
Annually all other direct care staff will be trained by their supervising 

residential director

1c)
Administrative staff will be trained as appropriate by the health 

services director or other qualified person per annum

 2.  
Exposure determination

 3.  
Control measures

A) 
Universal precautions

B) 
Engineering controls

C) 
Work practice controls

D) 
Personal Protective Equipment (PPE)

 4.  
HBV vaccination

 5.  
Post exposure evaluation and follow‑up

Infection Control
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 6.  
Infectious/contaminated waste disposal

 7.  
Tags, labels & bags

 8.  
Housekeeping practices

 9.  
Laundry practices

10.  
Record keeping

Each CLA residence will have/maintain an ICP manual that will be at ready access to all employees. 

A master copy the ICP manual will be maintained at the administrative offices of NERS. 

Person responsible for review/revision of manual







Manual will be reviewed and revised annually by September 1st. 
SECTION 6:

HEALTH

POLICY #3:

MEDICAL TREATMENT & MEDICATION ADMINISTRATION

Effective Date:
3/93
Revisions:

POLICY:

Every person who lives in a CLA operated by NERS will upon admission, sign a consent form for medical treatment and for medication administration.

Medical treatment will consist of at least an annual physical and dental examination.  Individuals will be examined more often at the recommendation of the physician or dentist.  There will be one staff person at each CLA who receives extra training and assumes the job of coordination of health needs.  He or she will have the title of health services coordinator.

All staff will be trained to assess the wellness/illness of each individual in the house, to document any concerns in the health log and to notify the health services director when necessary.  The health log will be reviewed at least monthly by the health services coordinator and more often by the residential director.

Any medical needs will be assessed by the health services director either by phone or in person.  If medical intervention is deemed necessary, this will be arranged.  Follow‑up and documentation of each need and intervention will occur through the Nursing Care Plan, written doctor's orders, any necessary prescriptions and treatments, the medication Kardex, appointment recall sheets and written notes and instructions in the health log.

SECTION 6:

HEALTH

POLICY #4:

DIETARY

Effective Date:
3/93
Revisions:

5/01

POLICY:

Since proper nutrition is necessary to good health, it is important that everyone receive a balanced diet that is appropriate to his or her needs.  It is also important that meals reflect the choices of each individual.

Each house will design a menu appropriate to the individuals in that house. 

(
A weekly/monthly menu can be designed which allows choice deviations from that menu.



Any deviations are then documented on the menu. 

· A blank menu can be completed as choices from available foods are identified and

as meals are prepared and served.

· A generic menu with the entrée identified but not the type of preparation can be

posted.  For example, the actual entrée, Chicken Parmesan, can then be added

to the original entrée of just chicken.

Special needs of each individual, e.g., ground food, should also appear on the menu.  If there is a deviation from the prepared menu, e.g., pizza delivery, that should also be documented.

Dietary consults as needed can be requested for an individual by the RN, Residential Director or other member of the Interdisciplinary Team.

SECTION 6:

HEALTH

POLICY # 5:       
HEALTH AND SAFETY COMMITTEE

Effective Date:
7/99

Revisions:

5/02, 6/03, 7/04

1. POLICY

It is the policy of NERS, INC. to provide employees with a safe environment, free from hazards for

both employees and the individual’s we support.

2. PURPOSE

The purpose of this policy is to define procedures that will ensure a safe environment in com-

pliance with applicable local, state and federal requirements, and to maintain a continuing awareness of all safety issues.

3. RESPONSIBILITIES

A.
EMPLOYEE

It is the responsibility of each employee to ensure his/her own safety as well as the safety of those around them.  This is accomplished by following procedures established by the employer, wearing protective equipment provided by the employer, reporting any hazards that may cause unsafe working conditions, or unsafe work practices, attending orientation and continuing education programs.

B.
SUPERVISOR

It is the responsibility of the supervisor to:

1. Orient all employees and provide continuing educational programs.

2. Participate in hazard assessment programs.

3. Maintain, review, and investigate all accident/incident reports to determine underlying causes.

4. Report significant findings and provide recommendations to administrative staff and other involved departments.

5. Use progressive discipline against any employee who fails to follow procedures established by the employer to ensure his/her own safety as

well as the safety of those around them.

C.
ADMINISTRATION

It is the responsibility of Administration to:

1. Provide adequate safety education.

2. Provide protective equipment for use by their employee.

3. Establish a safety and health committee to promote health and safety.

D.
SAFETY AND HEALTH COMMITTEE

It is the responsibility of the committee to bring employers and employees together in a non-adversarial, cooperative, and effective effort to promote safety and health at each work site.

1. COMPOSITION OF THE COMMITTEE:

Per State of Connecticut Worker’s Compensation Regulations
a)
The committee shall be composed of management and direct support staff.

b) 
Employee members shall be elected/selected through:

· Job responsibility of the House Maintenance and Safety Coordinator



from each work location.

· Staff may also volunteer to be on the committee. 

b) 
The chairperson shall be elected by the members of the committee and shall

serve for a one-year term.

c)
Committee members shall represent all employees at NERS, INC.

2. RESPONSIBILITIES OF THE COMMITTEE

a) The committee shall meet every two months.

b) A roster shall be kept containing the names and homes of all committee members.

c) Names of current committee members shall be posted at all permanent worksites, to

 

ensure that all employees can readily contact them with their concerns.


      d)
The chairperson shall keep a record of attendance and minutes of meeting and make 


them available, upon request, to the Workers’ Compensation Commissioner.  The meeting minutes shall be available at each worksite for all employees to review.
      e)
The employer shall retain these records for three years.

      f)
The Health and Safety Coordinator shall conduct safety surveillance rounds once


a month.
3. TRAINING
All members of the committee shall be trained in their rights and responsibilities as 

committee members.

4. COMPENSATION
Any employee, who participates in committee activities in his/her role as a committee 

member shall be compensated for all hours worked.


Policy will be reviewed/revised annually.


Signature of Executive Director ________________________       Date  ______________

SECTION 6:

HEALTH

POLICY #6:

WATER SAFETY

Effective Date:
7/1/08
New England Residential Services has adopted this DDS Policy (I.E.PO.001) and Procedure (I.PR.E.001) for use as their own.  This policy replaces the New England Residential Services water safety policy dated 7/99.

A. Policy Statement 

All DDS operated, funded, licensed or certified programs involved in aquatic activities and activities proximal to water shall adhere to the standards for water safety set forth in this policy and the water safety procedure. The procedure for water safety shall include: 

· Requirements regarding safe individual to staff ratios for participation in aquatic activities 

· Training requirements for public and private programs and community training homes 

· Requirements regarding notification and documentation of aquatic incidents. 

Each DDS region and training school shall designate an aquatic director who shall oversee the implementation of this policy and serve as a resource for safe implementation of aquatic programs and activities. 

B. Applicability 

This policy shall apply to all DDS operated, funded, licensed, or certified programs involved in aquatic activities. 

This policy applies when individuals are supported by program staff or CTH providers and does not apply when individuals participate independently in aquatic activities. 

 This policy shall apply to all staff responsible for aquatic activities in the regions and Southbury Training School. 

C. Definitions 

1. Aquatic Activities: all water-related activities including swimming, boating, fishing, hot tubs, water parks and those activities proximal to water. 

2. Aquatic Director: A DDS staff person designated by each region or training school to manage water safety programs. 

3. Public Program: supports and services provided, operated, or certified by the Department of Developmental Services. This can include, but is not limited to: State-operated residential settings, respite centers, day programs, leisure and recreational programs, individual and family supports and services, and camps. 

4. Private Program: supports and services funded and/or licensed/certified, in whole or in part, by the Department of Developmental Services and operated by the private sector. This can include, but is not limited to: residential settings, day 

supports and services, leisure and recreational programs, individual and family supports and services, and camps. 

References 

1. Connecticut General Statute Sec. 17a-238 

2. Water Safety Procedure 

SECTION 6:

HEALTH

POLICY #7

HOME HEALTH

Effective Date:           1/00

Revisions:

7/01

POLICY:

It is the policy of NERS in conjunction with agency nurses to ensure comprehensive medical/nursing services to all of the people we support. In order to facilitate this service, the physician or nurse for an individual may request a home health agency to provide sub-services such as nursing, home health aid, P.T., O.T., or Speech.

PROCEDURE:

1. Referral from M.D. must be in writing.

2. The agency nurse or residential director will contact home health agency for services.  If the person

requiring home health services is being discharged from the hospital, the hospital needs to make

the home health referral.

3. Communication system will be established between the agency nurse and home health nurse.

This could be accomplished by the use of a communication book at the CLA/SLA or through

(monthly) phone conferences, etc.

4. Any ongoing services that require training will be completed by the home health agency and

documentation of such training will be available at the CLA/SLA.  The agency nurse will handle 

the training and monitoring if that is agreed upon by both parties.  

5. Copies of assessments/evaluations done by the home health agency will be obtained and 

placed in the individuals medical book.

6. It is the responsibility of the agency nurse to interface with the health care professional from the

home health agency to insure compliance with the treatment plan and to provide the 

comprehensive service/services as ordered.

7. The agency nurse will either obtain a written quarterly/annual review from the sub-service or

submit a report as part of his/her quarterly/annual review.

SECTION 6:

HEALTH

POLICY #8:

LICENSED NURSE AS DIRECT CARE STAFF

Effective Date:
1/00

Revisions:

POLICY:

It is the policy of this agency that all licensed RNs or LPNs working solely as direct care staff will follow agency policy in regards to all training and direct care job description.  This will include medication certification.  Licensed nurses working as direct care staff will not assume any nursing responsibility.

SECTION 6:

HEALTH

POLICY #9:

NURSE DELEGATION TO UNLICENSED PERSONNEL

Effective Date:
1/00

Revisions:

POLICY:

It is the policy of NERS, Inc. that all Registered Nurses, Advanced Practice Nurses, and Licensed Practical Nurses, will fully comply with the Department of Mental Retardation Nursing Standard (97.1 Nurse delegation to unlicensed personnel) and the Connecticut Board of Examiners for Nursing Declaratory Ruling Delegation by Licensed Nurses to Unlicensed Assistive Personnel, April 5, 1995.

DEFINITIONS:
Licensed Nurse:  A Registered Nurse (R.N.) or a Licensed Practical Nurse (L.P.N.), working under the direction of a registered nurse, who holds a current license issued by the State of Connecticut under Chapter 378 of the Connecticut General Statutes.

Delegation by a Licensed Nurse:  Delegation by a licensed nurse means transferring to a competent individual, the authority to perform a selected task in a selected situation.  While tasks and procedures may be delegated, the nursing functions of planning, assessment, evaluation and judgment shall not be delegated.  A nurse retains the responsibility and accountability for the delegated task.  Therefore, if in the nurses judgment, a task cannot be safely delegated, the nurse shall refuse such delegation.

Nursing Tasks:  Nursing tasks for the purpose of this policy are tasks which are normally within the area of responsibility of the delegating nurse.  Activities that assist the individuals we serve in meeting basic human needs and activities of daily living are not routinely considered nursing tasks.  Emergency procedures (such as CPR, epi-pens,) are not considered delegatable nursing responsibilities.  All direct care staff are required to be CPR certified.  Epi-pen training (where applicable) is required by all direct care staff.  These are not exclusively nursing tasks.

Nurse Delegation to Unlicensed Personnel
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Baseline Competency of Unlicensed Staff:  Unlicensed staff are presumed to have a baseline competency if they are certified as a Certified Nursing Assistant or Home Health Aide (DPH Regs., Section 19-13D66 to 19-13D92) or hold another Board approved state certification, and if documentation of task specific competency (specific to the task being delegated) exists.  Newly hired unlicensed staff not holding such Board approved state certification are presumed to have baseline competency upon completion of Nursing Delegation Baseline Competency Training (see checklist) Current employees are presumed to have baseline competency upon satisfactory completion and documentation of on-going training (see Baseline Competency Checklist).

Task Specific Competency:  Unlicensed staff shall be considered competent upon documentation of satisfactory completion of training specific to the task being delegated and to the needs of the individual.  Satisfactory completion and documentation of training shall include demonstration as well as knowledge of the delegated task.  Nursing tasks shall be taught by a licensed nurse on a case by case basis.

Supervision:  The nurse shall adequately supervise the performance of the delegated nursing activity in accordance with the requirements of supervision.  These shall include, but not be limited to, initial direction, periodic evaluation of staff performance, and periodic evaluation of individual outcome.  A registered nurse shall be available by phone and for on-site consultation as needed.

PROCEDURE:
1. When making a decision about delegating nursing tasks, the licensed nurse shall consider:
A)
Individual safety and the potential for harm to the individual;
B)
The stability and acuity of the individuals condition;
C)
The nature and complexity of the task;

D)
The type of technology employed in providing nursing care with consideration given to the knowledge and skill required to effectively use the technology;
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E)
Relevant infection control and safety issues;
F)
The requisite competency of the person to whom the task is being delegated;
G)
The ability of the nurse to provide supervision and evaluation of the specific task 

being delegated;
H)
The adequacy of resource available to the nurse to support, direct, supervise, and 

evaluate the delegated activity;
I)
The proximity and availability of the nurse responsible for delegation or assistance.
2. The licensed nurse retains responsibility for the total nursing process and for its outcomes in all

situations where delegation has occurred.  The nurse retains accountability for appropriate

delegation decisions, supervision and the coordination of nursing care.
3. The nurse shall delegate nursing tasks to unlicensed staff who have documented baseline competency and those task specific competencies as needed (see Baseline Competency of Unlicensed Staff page 1).  Such delegation shall only occur in the presence of written agency policies and procedures.  (See task specific protocols and procedures).

4. Supervision of unlicensed staff shall include:  guidelines for each nursing task, including initial directions, and periodic evaluation of staff implementation and evaluation of individual outcomes.  (See specific protocols and procedures for specific task supervision and on-going monitoring required for such delegated tasks).

5. The nurse will ensure agency compliance with all required documentation:
a)
Baseline Competency
b)
Task Specific Competency
c)
Supervision
d)
On-going Monitoring
Nurse Delegation to Unlicensed Personnel
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6.  
R.N. Refusal to Delegate:
A)  
If the nurse makes a decision not to delegate a specific task, the nurse must document 

the rationale for the decision.  If a dispute arises regarding whether or not to delegate a

nursing task, the nurse will then bring information and documentation regarding the

situation to his/her supervisor.  If task is still under question, the DMR Regional Health

Services Director will be contacted for further clarification.

1 If a nurse decides not to delegate, or not to continue to delegate a task to specific

unlicensed staff members, the nurse shall refer his or her concerns in writing to the

appropriate supervisory authority.
SECTION 6:

HEALTH
POLICY #10:

MEDICAL GUIDELINES

Effective Date:
5/00

Revisions:
I.  
Medical Appointments
An important function of the direct support provider is to assist individuals during medical, 

dental, and referral appointments.  Appointments are community experiences that the person 

participates in and needs as part of his/her health care program.  It is important to understand 

that preparation of the individual, the direct care provider and necessary paperwork for the 

appointment is crucial.  The fearful, resistive patient, a staff person with inadequate knowledge 

and/or incomplete information and forms, not only predispose an unsuccessful appointment, 

but will threaten the  doctor-patient and doctor-agency relationship as well.


A.
The Person’s Preparation
1.
Help the individual by discussing the nature of the appointment with him/her.

This will allay fears and anxieties and encourage active participation by the

person.  Discussing the appointment with the individual should not be contingent 

on the level of comprehension…even if the full context of the appointment is not 

well understood it is important to explain what will take place.  

2. If applicable, assist the individual with necessary hygiene.

3. Help the person with his/her general appearance by assisting with appropriate dress choices.

B.   
The Direct Support Provider’s Preparation
1. The direct support provider must have knowledge of the appointment – know the reason for the appointment.  It is essential that staff assisting the individual understand the nature of the visit (i.e., annual physical, acute problem evaluation, follow-up, blood work, etc.).  Community Living Arrangement (CLA) staff must know the reason for the appointment, including the procedures and paperwork that must be signed and forms to be completed.  Staff are responsible for being familiar with the individual and for obtaining the necessary medical information at the time of the visit.

  

2.
Have appropriate consultation sheet, referral sheet, and brief medical history 

available.  For routine appointments, a Doctor’s Order Sheet and medical binder 

should accompany the individual at the time of the visit.  In the event of an 

emergency, or if a physician requires further clarification, the nurse may 

communicate all necessary information directly to the physician via nurse’s note

or telephone conversation.  If the nurse is unavailable, staff in charge will be

responsible for providing essential information to the physician.

   

3.  
Know payment source or where to find it.
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4. The staff will ensure that the physician signs all pertinent forms, Doctor’s Order 

   
Sheet, 90-180 Day Medication Renewal Sheets, Physical Forms, etc., when 

applicable.

5. The direct support provider chosen to attend the appointment must be familiar with the individual in order to assist the person with questions the physician or dentist may ask concerning the current health status of the individual.

6. All medication orders must be written on our Doctor’s Order Sheets, and pres-   criptions must either be written out to take to the pharmacy, or called into the pharmacy by the doctor.  The doctor should specify particular instructions on the Doctor’s Order Sheet, which should include: 1) name of the individual, 2) medication 3) dose 4) route of administration 5) frequency of administration, 6) extent of time to be given (e.g. 7 days)  7) rationale for medication (reason for the 

order).  Staff should read doctor’s orders before leaving the appointment.  If 

unable to read orders, ask office nurse to clarify (i.e., print and initial).

7. The nurse consultant for the individual must be notified via his/her voice mail of 

all appointments and outcomes especially if there are any new medications or 

diagnostic tests ordered.  Staff should document that the nurse was notified.  

8.  Medical appointments may not be canceled, postponed or rescheduled by CLA staff unless the physician’s office initiates the cancellation.  If an emergency arises, the physician’s office or clinic must be notified and the appointment rescheduled.  The rescheduled appointment date should be documented (in the log book) and communicated to the nurse.  Appointments are scheduled based upon specific deadlines; therefore, appointment times must be adhered to.

9.
Any medical concerns that CLA staff determine to be necessary for discussion 

with a physician, should first be reviewed with the CLA nurse.

10.
Use of pre-sedation prior to an appointment or procedure must be reviewed by 

the nurse unless there is a pre-existing standing order for pre-sedation, which 

would be re-evaluated annually.  The nurse’s quarterly reviews should document 

any pre-sedation used during each quarter.

II.  
Doctor’s Orders
     
1. 
See medication policy.

2. When lab work or other diagnostic testing is ordered, the staff should notify the 

  
nurse.  The nurse will ensure that additional instructions are completed such as

fasting, etc.  The testing must be scheduled within seven days of the physician’s

order.  If tests are ordered as STAT, they should be scheduled immediately and 

results sent to the prescribing physician immediately.  Copies of all lab work, 

x-ray, etc. results should be obtained by staff for the individual’s medical binder.
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3. Collection of stool specimens and urine specimens are the responsibility of the CLA staff 

   
after instruction by the nurse (in most cases).

  
4.  
All doctor’s orders must be followed.

III.   
Standing Orders

1.
Standing Orders will be reviewed and approved by the primary physician and 

nurse annually.


2.
Standing Orders are treatment protocols, which may be implemented by direct care staff 

for specified physician symptoms.  Refer to “How to use Standing Orders” in front of 

Kardex.


3.
If a physical symptom (i.e., cough, fever) persists for more than 24-48 hours, see



specific Standing Order directions.


4.
Once initiated, a specific Standing Orders should be carried out for at least 24 hours, 

unless condition is resolved, (e.g. headache - resolved).  Staff should be diligent in

monitoring symptoms once a specific Standing Order is initiated and the CLA nurse 

should be called if symptoms change, worsen or persist.


5.
Individuals should be sent to the hospital for any condition or illness that is of 



an acute nature requiring immediate medical evaluation.  See 911 guidelines.

IV.
Pharmacy Procedures

1.
When medications are received from the pharmacy by Certified Unlicensed Personnel

(C.U.P.), they must be counted and recorded as being correct (either by receipt or in 

communication log books).  The Doctor’s Order must be checked against the medication 

label prior to completing the entry on the medication Kardex.  (This should be double 

checked by two staff members who are C.U.P.)


2.
A new “Controlled Drug Count Sheet” must be made out for each month.  (All



controlled drugs in the house must be counted three (3) times per day (preferably by



two (2) C.U.P. rather than one (1) C.U.P.).  Accuracy must also be documented on

this sheet.  Every time a dose of a controlled drug is given, documentation must be 

completed on the “Controlled Drug Receipt and Disposition Sheet” (sent for each 

drug by pharmacy).  


3.
When a medication order involves changing the dosage of an existing medication



order i.e., gradual increase or decrease, the Kardex reflecting these changes, should 

be made out at the time the order is received.  This should be treated as a new order 

on the Kardex.
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4.
Medications should be carefully checked against the Doctor’s Orders to ensure


that generic or brand name medications are administered consistently and that

changing from brand name to generic medication is documented in the record.  



The Kardex should show doctor’s order as written and pharmacy label on medication



as written after confirmation that it is the same medication.  The nurse or pharmacist 

should be called if clarification is needed.  


5.
When changes are made on the Kardex (new order, D/C’d order, pharmacy error, 

etc.) the person making the change must initial and date each change.


6.
The person checking the new Kardex’s for the month must initial and date the top



right hand corner of the Kardex.

   
7.  
Over The Counter (O.T.C.) medications must be charged to a specific person when 

submitting reimbursement form to the office.  O.T.C. medication should not be ordered

in a blister pack or have a pharmacy label on  them.  Staff should obtain the lowest price 

possible (may go through pharmacy, grocery store, wholesale club, etc.).

V.  
Provider Medication Information
  
1.
Provider medical information will be completed by the CLA nurse for each individual.

The “Nursing/Medical Profile” form will be placed in the front of each person’s clinical

binder.  These forms should be utilized when an individual is: 1) admitted to a hospital; 

2) brought to an emergency room or emergency walk-in-clinic; or 3) having a consul-

tation with a medical specialist.  Health Services Coordinator to keep track of 

appointments due.

  
2.
Medical Inservice Sheets should be kept current on each individual and original



(copy in Kardex) kept in “profile” section of medical binder.  Staff should read,



initial and date copy in Kardex at least annually.

VI.  
Medication Administration Guidelines

1.
Place old Kardex’s in the Quarterly Medication Review file at the end of each month.  

File them in the appropriate place when nurse is done with them.  


2.
Make copies of all DMR Incident Reports that are medication related and place them in 



the Quarterly Medication Review file.

  
3.
Drug Disposal forms and Out of Program forms should also be placed in the Quarterly



Medication Review file.

  
4.
Perform daily checks on your medication closets, checking for expired medications, 

oral/topical medications separated, etc. (See accountability checklist.)
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5.  
The Health Services Coordinator will be responsible for ordering medications on a



routine monthly basis (per pharmacy schedule) as well as checking weekly for any 

medications that are running low.

  
6.
Check the Kardex (medication sheet) daily for documentation errors, etc.

  
7.
Check the individual medical books daily for new Doctor’s Orders (dentist, 



podiatry, speech, etc.).

  
8.
Make note cards on all of the medications in the program (including PRN medications).

Include the therapeutic and side effects.  Have these readily available for your certified

staff when giving medications.  Keep this information current.

  
9.
Have all CLA staff promptly certified for medication administration.

  
10.
Make sure staff are recertified before the certification expires; they have up to 90 days



before expiration of their card.)  Recertification includes: exam, recertification

registration form and on-site medication pass.  Failing the recertification exam three (3) 

times requires that staff must attend a review session.

  
11.
Annual on-sites need to be done on all C.U.P.  These should be scheduled with the nurse

in a timely manner.  

  
12.
No staff may administer medications without a copy of their current certification



card available at their work site.  

VII. 
Steps in Proper Administration of Medication
  
1.
Assemble equipment.


2.
Wash hands.


3.
Check Doctor’s Orders against Medication Kardex.



a.
Check each of the five rights related to each medication you are to give.



b.
Check to make sure you have a complete Doctor’s Order including doctor’s




signature, date signed and date order expires.

4.
*Upon removing medication from the med closet, check the (5 rights) label on the



medication against the (5 rights) on the Kardex.



Five Rights:
Right Person





Right Medication





Right Dose





Right Time





Right Route
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5.
*Check label on medication against information on Medication Kardex.  Check 

box to be initialed on Medication Kardex to be sure that it has not already been

given.  Check blister correlating to today’s date and dispense into medication 

cup if using numbered blister packs.

  
6.
When all medications to be given are dispensed, *Check label on medication 

against information on the Medication Kardex.  Double check that medication

is needed in the medication cup.

  
7.
Administer medication to the appropriate person (use photo I.D. if necessary,



saying their name).  This is a good habit even when you know the people in



your house very well.

  
8.
Check to make sure the person has swallowed their medication.


9.
Check label on medication against information on the Medication Kardex.  Initial



appropriate box indicating that you have administered that medication.


10.
Return all equipment and medications to proper storage area.


11.
Wash hands.


12.
Know therapeutic, side effects of each medication given.

*Indicates one of the “Rule of Three”.  Check “5 rights” each time.

Note:
Never turn your back to unsecured medications or leave the medication closet unlocked


while unattended.  Never administer medication that someone else poured.  Wash your hands in 

between administering medications for different people.

SECTION 6:              HEALTH
POLICY #11:

MONTHLY BREAST EXAMS
Effective Date:
3/03
Revisions:

POLICY:

Women who are supported by NERS well have an annual breast exam by either a gynecologist or a primary physician.  A mammogram will be done as recommended by either physician.  

When it is decided by the IDT that someone is capable of completing a self-breast examination, a teaching strategy will be developed and implemented by the nurse.  Direct Support Staff will not be asked to teach or monitor this procedure.
SECTION 6:       
HEALTH                                                                        
POLICY #12:      
LIFTING OF RESIDENTS

Effective Date:        
1/06

Revisions:               
1/06

POLICY: 

A single member of the Support Team should not attempt to lift individuals by themselves. 

PURPOSE:

To avoid possible injury if an individual that we support has fallen or found himself or herself in a position that would necessitate the need to be lifted by a single member of the Support Team

RESPONSIBILITIES:

1. Supervisor: 
A. 
Will identify external resources in their community that will be able to assist with
 lifting an individual.

B. Will poll members of the Support Team that are in close proximity to the residential 

program site that would be able to assist the person on duty with lifting an individual
in a timely fashion.     
C. A phone list will be completed that will contain the contact numbers of the Support
Team and any available external resources, in the order in which they should contacted.  
This list will be posted in a location that will provide access to all members of the
Support Team. 

D. 
This policy is to be reviewed during Emergency Procedures for the Residence and the 

initial orientation process for new members of the Support Team to the work site. 

E.
If it is repeatedly necessary to lift an individual, the IDT will be convened to ensure that 

adequate supports are put into place.  
2.
Support Team:

If someone has fallen and there is only one member of the Support Team on shift, the team 
member will address the situation in the following manner. 

A. 
A call will be placed to the team members that are listed as available to assist with lifting.

B. 
If there is no response from the available team members, a call will be placed to the 

identified external resources. 

SECTION 6:       
HEALTH                                                                        
POLICY #13:      
HEALTH CARE  – 
Incidents involving potential blood borne

pathogen exposure
Effective Date:        
7/1/09
Revisions:
POLICY:   As an Agency responsible for the health and welfare of the individuals in our care, it is necessary to ensure all persons who come in contact with the blood of another receive appropriate follow-up care.

PROCEDURE:

Guidelines

1. Whenever an incident occurs wherein a possible blood exposure occurs during a behavioral episode (i.e. biting, scratching, breaking of skin), staff will address the behavioral incident as per approved behavioral programs and protocols.

2. When the incident has been safely resolved, staff will evaluate the “victim” of the episode to determine if that person’s skin has been broken.

3. If the victim’s skin was broken as a result of the incident, and potential exposure is determined, staff will contact the agency nurse for direction.

4. Staff will make arrangements for all individuals involved to be evaluated medically if deemed necessary by the nurse (i.e. PCP provider, walk-in, or emergency room).  When taking the person for evaluation, staff will specifically state to medical personnel that the individual has had contact with the blood of another person.  (Possible exposure to blood born pathogens).

5. In the event the doctor determines that testing is required (e.g. HIV testing), staff will provide the doctor with the information needed (i.e. guardianship status and guardian contact info) to obtain consent for those tests.

6. Residential staff supporting the appointment will obtain all usual documentation pertaining to the appointment, recommendations, treatments, medications, etc. and file that information for nursing review.

7. Any medical intervention resulting in the generation of “protected” medical information (i.e. HIV status) will be treated separately.

a. Necessary one time releases of information will be obtained from the individual or guardian to request the protected information.

b. Information obtained will be stored in a locked location in the main office.
c. Only those people, who have legal access to that information, as dictated by law, will be granted access to it.
8. Staff involved in the incident will complete DDS Incident Report 255.  Staff will be sure to include the information that the individual broke the skin of the victim and that medical intervention was sought.

9. Staff members who are injured as a result of the incident will complete a work related injury report and be encouraged to seek medical attention for the resulting wound.

