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Culture - The process whereby bacteriofogical specimens are grown in an incubator. In the case of
tuberculosis. this can take weeks.

Draoplet nuclei - M icroscopie particles (ic. 1-5 mm in diameter) produced when a person coughs. sneezes.
shouts. or sings, The droplets produced by an infectious TB patient can carry wbercle bacilli and can remain
suspended in the air for prolonged periods of ime and be carried on normal air currents in the room.

Ethambutol - One of the first-line anti-tuberculosis drugs, given during the first 2 months of therapy. Care
is required in its use as it can cause visual disturbance (blurred and red/green color disturbance) and
irreversible eye damage. Patients should be told that if they experience any visual disturbance they should
stop taking the drug and seck medical advice.

Ethionamide - A drug used to treat cases of drug resistant tuberculosis.

Exposure - The condition of being subjected to something (e.g. infectious agents) that could have a harmful

effect. A person exposed to M. tuberculosis does not necessarily become infected.
First line drugs - Active, drug-sensitive TB disease is treated with a standard six-month course of four

antimicrobial drugs: Isoniazid, Rifampicin. Pyrazinamide and Fthambutol. These are referred to as first line
drugs for treating TB.

Fluoroguinolones - A class of antibiotics used to treat drug-resistant (wberculosis and some diseases caused
by environmental mycaobacteria. Examples include ofoxacin, ciprofloxacin and moxafloxacin.
Haemoptysis (or Hemoptysis) - Expectoration (coughing up) of blood or of blood-stained spit from the
bronchi, larynx. trachea. or lungs.

Health Disparity - a higher burden of illness. injury, disability. or mortality experienced by one group
relative to another.

Healthcare Worker (HWC) - Those working for the agency that care directly for patients/clients.

Immunosuppressed - A condition in which the immune system is not functioning normally (e.g.. severe
cellular immunosuppression resulting from HIV infection or immunosuppressive therapy).
Immuriosuppressed persons are at greatly increased risk for developing active TB after they have been
infected with M., tuberculosis. No data are available regarding whether these persons are also at increased
risk for infection with M. tuberculosis afier they have been exposed to the organism.

Incubation period - The interval between infection and the development of clinically evident disease.

Isoniazid - A synthetic agent and one of the first line anti-tuberculosis drugs. It is particularly effective
against actively replicating bacilli in the lung cavities. It is also used for preventive therapy in those with
latent tuberculosis.
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Latent tuberculosis - A term applied to the status of those infected with the tubercle bacillus but remaining
healthy. 1t is assumed that the tubercle bacilli are in some dormant or resting ‘persister” state.

Miliary tuberculosis - A form of disseminated tuberculosis occurring in patients with relatively good
immune responses. The lesions are millet-seed sized sranulomas (Latin: milium —a millet seed) that are
casily seen on chest radiographs and, sometimes, on the retina by use of an ophthalmoscope. Miliary lesions
differ from those of cryptogenic disseminated tuberculosis.

Multidrug-resistant TB (MDR TB) - TB disease caused by bacteria resistant to two of the most important
medicines: INH and RIF.

Mycobacterium - The name of the genus of bacteria which includes the tubercle and leprosy bacilli and the
environmental mycobacteria. The name means ‘fungus bacteria’, in allusion to the mould-like pellicles
they form on liquid culture media.

M. tuberculosis complex - A group of closely related mycobacterial species that can cause active TB (e.g.
M. tuberculosis, M. bovis, and M. africanum); most TB in the United States is caused by M. tuberculosis.

Negative Pressure - An isolation room used for infectious patients from which the air is constantly being
extracted to result in slight negative pressure in the room compared with the outside corridor. Any bacteria
coughed by the patient will then be extracted through a filter system rather than blowing into the corridor.

Percutaneous - The route of administration through or via the skin.

Prevalence - Prevalence is a measurement of all individuals affected by the disease at a particular time.
This is distinct from incidence, which is a measurement of the number of new individuals who contract a
disease during a particular period of time.

Positive PPD reaction - A reaction 10 the purified protein derivative (PPD)- tuberculin skin test that
suggests the person tested is in fected with M. tberculosis. The person interpreting the skin-test reaction
determines whether it is positive on the basis of the size of the induration and the medical history and risk
factors of the person being tested.

Pulmonary tuberculosis - Tuberculosis of the lung. The most common form of tuberculosis. Pulmonary
TB is the only form of TB that may be infectious.

Purified Protein Derivative (PPD) - A derivative of tuberculin prepared by harvesting precipitated proteins.
1t is less likely to give non-specific reactions than unpurified tuberculin.

Purified protein derivative (PPD) - tuberculin - A purified tuberculin preparation that was developed in
the 1930s and that was derived from old tuberculin. The standard Mantoux test uses 0.1 ml of PPD
standardized to 5 tuberculin units.
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Rifampicin (Rifampin in the USA) - A member of a class of antibiotics termed the rifamycins, it is the
most powerful of the first-line anti-tuberculosis drugs. It has the unique property of killing very slowly,
replicating bacilli that persist in lesions.

Smear positive/smear negative - Smear positive means that bacteria can be seen when a sample of sputum
is specially stained and examined under a microscope. It usually indicates an infectious patient. Smear
negative means that the bacteria could not be seen in a specimen. It may mean that disease is absent or that
bacteria are too few to be seen.

Sputum — Phlegm coughed up from deep inside the lungs. Sputum is examined for TB bacteria using a
smear; part of the sputum can also be used to do a culture.

TB blood test— A test that uses a blood sample to find out if you are infected with TB bacteria. The test
measures the response to TB proteins when they are mixed with a small amount of blood. Examples of
these TB blood tests include QuantiFERON*-TB Gold In-tube (QFT-GIT).

Tuberculosis - A chronic infectious disease caused by the closely related species Mycobacterium
tuberculosis, M. bovis, and M. africanum.
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CROSS REFERENCES:

e Tuberculosis Screening Program
e TST- Administration and Interpretation of TB Skin Test
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APPENDIX A

RESPIRATORY PROTECTION PROGRAM

1. Assignment of Responsibility- Respiratory Care Department.
2. Identify those HCWs to be fit-tested.

3. Select respirator- NIOSH-approved (minimum N- 95).

4. Instruct each HCW to abstain from eating, drinking, and chewing gum for a minimum of 15 minutes
prior to being fit-tested.

5. HCW to fill out questionnaire/medical evaluation entitled, “Mandatory Information for those
Employees Selected to use a Respirator” (o determine the employee ability to use a respirator (see
attachment). Evaluate the employee potential health problems that might limit the employee’s ability
lo wear a respirator during performance of normal job dutics. (Using a respirator may place a
physiological burden on employees that varics with the type of respirator worn. the job and workplace
conditions in which the respirator is used and the medical status of the employee.)

6. Fit-tester to review and determine HCW’s ability to be fit-tested and wear N-95 in the clinical setting.
If questionnaire results indicate health concerns and inability to wear respirator safely, do not
continue with fit-testing. (Refer if needed, as designated by EHS.)

7. Describe to the employee the limitation of the respirator and the consequences for not wearing it

correctly.
A. Limitations:
i) Respirator face-seal leakage is not necessarily 100%.
i) Lack of fil-checking each time used may increase risk of leakage.
iii) Qualitative tests rely on the subjective response of the HCW being fit-tested.
iv) Considerations of hygiene, damage. and breathing resistance all are factors in its use.
B. Consequences:
i) Risk of exposure to M. tuberculosis.

8. Train the healthcare worker on:

A How the respirator is to be applied to the face and how to adjust it.

How to inspect the integrity (physical damage or soil) of the respirator.

How to fit-check with cach use.

How to maintain the respirator (protect from elements.)

How to store the respirator (clean, convenient, sanitary area, if it is to be reused.)
When to dispose of the respirator (damaged or noticeable breathing resistance.)
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G. How to dispose of the respirator (regular trash.)

H. How to obtain additional respirators.

L To return for refit-testing if the employee has facial changes (through weight loss/gain,

medical conditions, facial surgery, etc.) or if there are any questions. Training can recur
annually or as needed.
AB Fit-testing and respirators are at no costto the employee.
9 Inform the HCW of the ingredients of the fit-test solution and that they will be exposed to a fine mist.

10. Qualitatively (saccharin) fit-test an appropriate size respirator to the HCW following the instructions
of the manufacturer’s fit-test kit.

11. Allow the healthcare worker to practice how it should be worn.
12. 1f the HCW cannot be fitted with the available respirators, assign other HCWs to visit the patient.
13. Maintain documentation of fit-testing in personnel file.

APPENDIX B: MANDATORY INFORMATION FOR THOSE EMPLOYEES SELECTED TO
USE A RESPIRATOR

MANDATORY INFORMATION FOR THOSE
| EMPLOYEES SELECTED TO USE A RESPIRATOR

1. Name: Date:
| Height:
2. Age: 3. Sex: (M [JF 4. 5, Weight:
6. | Job Title:
7. | Telephone #: Best time to be reached at this #
8. | Has your employer ever told you how to contact the health care
- professional who will review this questionnaire: [JYes [INo
9, Check the type of respirator you will use: CON [OR o [JP

(make, model. style)

10. Have you ever worn a respirator: OYes [No

1f “ves”, what type (s):

11. Do you currently smoke tobacco, or have you smoked tobacco
in the [ast month: [JYes [INo
12. Have you ever had any of the following conditions?

A.  Scizures (fits): [JYes [No
| B.  Diabetes (sugar disease): [JYes [INo
| C.  Allergic reaction that interferes with your breathing: [1Yes [No

D. Claustrophobia (fear of closed-in places): [dYes [No

E.  Trouble smelling odors: [JYes [INo

13, | Have you ever had any of the following pulmonary or lung

problems?
| A, Asbestosis: OYes [INo
| B. Asthma: JYes [INo
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C.  Chronic Bronchitis: [dYes [INo
D. Emphysema: [1Yes [JNo
E.  Pneumonia: [ JYes [JNo
F.  Tuberculosis: [JyYes [INo
G. Silicosis: [ ]Yes [INo
H. Pneumothorax (collapsed lung): []Yes [INo
. Lung Cancer: [JYes [INo
J.  Brokenribs: [1ves [INo
K.  Any chest injuries or surgeries: [ JYes [JNo
L. Anvother lung problem that you’ve been told about: [JYes [INo
16. Do you currently have any of the following symptoms of pulmonary
or lung illness?
A.  Shortness of breath: [dYes [INo
B.  Shortness of breath when walking fast on level ground or walking
up a slight hill or incline: [OYes [No
C.  Shortness of breath when walking with other people at an ordinary
pace on level ground: [dYes [dNo
D. Have to stop for breath when walking at your own pace on
level ground: Yes [INo
E.  Shortness of breath when washing or dressing yourself: [] Yes [ ] No
F.  Shortness of breath that interferes with your job: [JYes [JNo
G. Coughing that produces phlegm (thick sputum): E Yes 'j No
H.  Coughing that wakes you early in the moming; [Oyes [INo
L. Coughing that occurs mostly when you are lying down: Ovyes [INo
). Coughing up blood in the last month: OYes [No
K. Wheezing: [OYes [INo
L.  Wheezing that interferes with your job: Oyes [INo
M. Chest pain when you breathe deeply: [dyes [INo
N.  Any other symptoms that you think may be related to
lung problems: [(dYes [INo
17. Have you ever had any of the following cardiovascular or
heart problems?
A.  Heart attack: JYes [INo
B.  Stroke: JYes [INo
C. Angina: (] Yes [No
D. Heart failure: [JYes [INo
E.  Swelling in your legs or feet (not caused by walking): [ J]Yes [INo
F.  Heart arrhythmia (heart beating irregularly): (JYes [INo
G. High blood pressure: [1Yes [INo
H.  Any other heart problem that you've been told about: C1Yes [INo
18. Have you ever had any of the following cardiovascular or
heart symptoms?
A.  Frequent pain or tightness in your chest: [OYes [JNo
B.  Pain or tightness in your chest during physical activity: Oyes [[INo
C.  Pain or tightness in your chest that interferes with your job: Yes [No
D.  In the past two years, have you noticed your heart skipping
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or missing a beat: [OYes [No
E.  Heartburn or indigestion that is not related to eating: CYes [INo
F.  Any other symptoms that you think may be related to heart
or circulation problems: [(JYes [INo
19, Do you currently take medication for any of the following problems?
A.  Breathing or lung problems: Cves [INo
B. Heart trouble: Clyes [No
C. Blood pressure: CJYes [No
D.  Seizures (fits): [(]Yes [INe
20. If you’ve used a respirator, have you ever had any of the following

problems? (If you’ve never used a respirator, check the following box
and go to question 21: 1)

A.  Eye irritation: [OYes [No

B.  Skin allergies or rashes: [JYes [INo

C. Anxiety: ClYes [No

D. General weakness or fatigue: OYes [No

E.  Anv other problem that interferes with your use of a respirator: 1 Yes _E No
21. Would you like to talk to the health care professional who will review

this questionnaire about your answers to this questionnaire: [ Yes [INo
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APPENDIX C: FIT TESTING RECORD FOR RESPIRATOR USERS

SIERRA VIEW Fit Testing Record for
e MEDICAL CENTER Respirator Users
ploY Job Title:
Department: Extensl Date of Birth:

Description of condition requiring RPE use:

Since your last fit test, has a physician diagnosed you with any
major medical conditions that would interfere with your ability to
use a respirator?

Yes/No

Employee Signature:

Fit Testing Record

PE Manufacturer: 3M 1860 Model Number: N95
NIOSH Approval #: TC-84A-0006
Face-piece Type and Size: Regular

Medical Restriction Noted by Physician? Odor Detection Adequate?

Yes / No Yes / No
Date Fit Tested: Qualitative Analysis: X
Pass/Fail: _ Comments:

Signature of Fit Tester

WAEHS FORMS\Current EHS forms Revised 2009\t texting'Fil Teqing Record For Respiretor Usen - 3M 1860.docx
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APPENDIX D: TUBERCULOSIS SCREENING PROGRAM AND EMPLOYEE TB SCREENING

FORM
1. General Information

A. Participation in the MTB screening program is mandatory initially for all, and for HCWs
annually thereafter.

B. PPD skin tests are available to employees at no cost.

(G~ Determination shall be made concerning any medical condition or treatment that leads to
severely impaired cell-mediated immunity, thereby affecting the reading of a PPD skin
test.

D. An employee shall be counseled regarding the meaning of a PPD skin test result.

E. PPD skin test results should be read by designated, trained personnel between 48-72
hours after injection. The skin test is to be read by the presence or absence of induration
at the injection site. Redness or erythema are not to be measured. The transverse diameter
of induration should be recorded in millimeters.

F. PPD Positive Interpretation (definition):

i) A reaction of = 5 mm is classified as positive in:

- Persons with HIV infection or risk factors for HIV infection with
unknown HIV status.
- Persons who have had recent contact with persons with active TB

- Persons who have abnormal chest radiographs consistent with old
healed TB
i) A reaction of = 10 is classified as positive in all persons who do not meet any of

the criteria above but who have other risk factors for TB including:
- High-Risk Groups

a) Intravenous drug users known to be HIV seronegative

b) Persons with other medical conditions that have been reported to
increase the risk of progressing from latent TB infection to active
TB, including silicosis, gastrectomy, jejuno-ileal bypass surgery,
being 10% or more below ideal body weight, chronic renal
failure, diabetes mellitus, high dose corticosteroid and other
immunosuppressive therapy, some hematologic disorder (e.g.
leukemia and lymphomas), and other malignancies.
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- High-Prevalence Groups

a) Foreign-born persons from high prevalence countries in Asia,
Africa and Latin America

b) Persons from medically underserved low income populations

c) Persons from high-risk populations in their communities, as

determined by local public health authorities

iii) Induration of > 15 mm increase within a 2-year period is classified as positive for
persons who do not meet any of the above criteria.

iv) Recent converters are defined on the basis of both induration and age:
- > 10 mm increase within a 2-year period is classified as positive for
persons < 35 years of age
- > 15 mm increase within a 2-year period is classified as positive for
persons > 35 years of age
- > 5 mm increase under certain circumstance (see “i” above).

2; New Healthcare Workers and PPD Skin Testing:

A. Healthcare workers with no documented evidence of PPD skin testing or those with
history of BCG vaccine or those new healthcare workers who have documentation of a
PPD (-) status, yet the documentation is greater than 12 months:

i) New healthcare workers with undocumented history of PPD testing or (PPD-
more than 12 months ago) or treatment with BCG shall be tested upon hire using
the two-step tuberculin skin testing method. If the first tuberculin test is positive,
a second 5-TU shall be administered 1-3 weeks later, A positive second result
probably indicates boosting from a past infection or prior BCG vaccination.
Persons having a boosted reaction should be classified as a reactor, not a
converter. If the second result is negative, the person is probably uninfected and a
positive reaction to subsequent tests indicates a true tuberculin skin-test
conversion.

i) Use intermediate strength PPD 5 TU/0.1cc intradermal in the forearm.
B. PPD Positive New Healthcare Workers

i) Known PPD (+) new healthcare workers with professionally documented
previous positive reaction or TB infection/treatment, or both, are exempt from
further PPD screening and shall be evaluated by symptom review and risk
evaluation using the employee screening form. Obtain chest x-ray if indicated.

1) New healthcare workers with a history of possible significant previous reaction
which is undocumented should be: 1) strongly encouraged to obtain
documentation of previous (+) as many people are unclear on their medical
history/testing, 2) probed to describe the “positive” test (i.e. where was it given,
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what did it look like, who told you it was positive, what was the follow-up?), 3)
considered for skin testing if answers to questions in 2) clearly indicate that the
HCW does not know their PPD history, 4) if unable to obtain documentation of
skin test, then obtain chest x-ray at the hospital’s provider of employee health
services, 5) if the chest x-ray is clear, consider the employee cleared for patient
care activities. If the chest x-ray is abnormal, employee health services provider
will evaluate for further follow-up/clearance for work. All new healthcare
workers who react or convert to PPD (+) will need to be evaluated by chest x-ray
and should be medically evaluated for further treatment and clearance for work.

Annual Healthcare Worker Evaluation for Clinical Employees:

All employees must have a PPD skin test annually (unless already documented positive). If the

HCW converts their skin test to a (+), assess for symptoms of TB and refer to hospital’s provider

of employee health services for chest x-ray, further medical evaluation, treatment if indicated, and

clearance for work:

TB Exposure Incident:

A. Definition- An exposure incident is defined as any unprotected exposure to a patient/client
with a (+) AFB smear, which results in identification as MTB, or if clinical diagnosis of MTB
is confirmed by the health department.

B. Follow-up- Administer PPD skin testing to non-reactors 12 weeks after the exposure.

1) If the skin test is negative, the healthcare worker shall revert to annual skin
testing schedule.
i) If the skin test is positive, refer to PPD converter section above and work with

the health department for proper follow-up.

C. Investigate the exposure incident for transmission risks, need for further education,
procedural changes, and further employee contacts/exposures.

APPENDIX E: CLIENT/FAMILY EDUCATION MATERIAL

1.

Healthcare workers from SVMC are practicing Airborne Precautions until deemed unnecessary.
SVMC is dedicated to protecting the health and safety of its employees. The healthcare workers
entering the patient’s room will wear a special mask called a respirator at all times. The reason for
these Airborne Precautions is that the patient has been diagnosed with or has
symptoms/diagnostic test results indicating suspicion of active tuberculosis:

The patient has been diagnosed by a physician as having clinical signs/symptoms of
active tuberculosis.
The health department has determined that the patient has or is suspicious for having
active tuberculosis.

U\
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One of the laboratory tests done by the hospital indicates that they may have active
tuberculosis (+ AFB sputum test).

2. You may contact the Tulare County Department of Health Services if you have additional
questions. They will be involved with following up on contacts and exposed individuals. You
may also contact your primary care physician.

3. Active pulmonary/laryngeal TB is carried in airborne particles, or droplet nuclei, that can be
generated when persons who have pulmonary or laryngeal TB sneeze, cough, speak, or sing. The
particles are tiny, and normal air currents can keep them airborne for prolonged periods of time.
Infection occurs when a susceptible person inhales droplet nuclei containing the TB bacteria.

4. It is important that you take your anti-TB medicines exactly as prescribed.

5. Visitors in the home- the Health Department will determine when it is safe for you to have
visitors in the home.

6. Do not leave your home until deemed safe by the health department. If you must go to a doctor’s
appointment or the Health Department, wear a regular mask until you are no longer considered
infectious.

7. While at home, always use tissues to cover your mouth and nose when coughing or sneezing.
Take any other precautions that the Health Department has instructed you in.
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APPENDIX F: TUBERCULOSIS DISCHARGE TREATMENT PLAN

Tulare Coundy

Vublic Health Brasch

Tubercubmnis Program

TUBERCULOSIS DISCHARGE

TREATMENT PLAN

Paticnt Name

Date of Birth

Faciliey

PART I: DISCHARGE INFORMATION

CURRENT BA

Anticipated Discharge Lo: tome 5[!“04 \\:llng Faciity [ Shelter
Discharue Date: Jail/Prisan Onhver (spexify)
Discharge Address: STREET CITY [ ZIP CaDLE COUNTY | PHOND NUMBER
Peoplc [n Houschold? | Children Under 47 Any Immunocompromised Indivduals?
Name Of Mcdical Provider Afer Discharge Pager Number Phome Number Fax Number
Meds 10 fam unnl agpomiment Follow Up Appomimant SPECIAL INSTRUCTIONS:

YES N Date: lime:

PART II: DISCHARGE ME{)ICA.TIGNS-‘TRE&WT PLAN (C nm
—5-—-—-53--—-—-—-——

»

DATE Snn Date
(MonthDay/Y ear)
ISONIAZID
RIFAMPTN
PYRAZINAMIDE
ETHAMUTOL
36
OTHER
OTHER
TTHER,
INCLUDE DATES OF UNSUCTESSFUL SPUTUM COTL] I'X_'I'ID'\ ATTEMPTS | M I N
1 11 1] i 1! L1 LI il 111 A
Currend CXR Hepert I) m Recommiendad YES START
Date: [sable [ lmproved  [] Worse w DATE
Describe: DOT Legal Order Kogu

DOT o oceur whete!

FHN Home Asscuement
Received?

COMPLETI:D BY: PHONE F

FAX 5 DATE

PART I1I: HEALTH DEPARTMENT REVIEW

Discharge Approved: (] Yes  [] No Problems Idcnificd:

Actions Required Prior 1o Discharge:

Authorized By

Date:

NAME OF IlEALTH OFFICER/DESIGNFE

Policy 40-25__ (San 2014)
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TUBERCULOSIS DISCHARGE
TREATMENT PLAN

Discharge of a Suspected or Confirmed Tuberculosis Paticnt

As of January 1, 1994, California State Health and Safety Codes mandale that patients suspected of or
confirmed as having TB may not be discharged or transferred without prior Health Department approval. To
facilitate timely and appropriate discharge, the provider should notify the Health Department 1-2 days prior to
anticipated discharge to review the discharge criteria. (Sec Below)

Tuberculosis Control Program (TBC) Response Plan

For Weekday Discharge- Non Holiday: Monday - Thursday 8:am — 5:00pm. Upon & receipt of a completed
discharge request form, TB stail will provide a response within 24 hours. To expedite your request, please
include all laboratory and/or radiology reports.

TBC staff will review the request and notify the submitter of approval, or will inform the submitter if]
additional information or action is required prior to discharge approval. If a home evaluation is needed to
determine if the environment is suitable for discharge, the TBC staff will make a home visit within (1) working
day notificalion

Holiday and Weekend Discharge

1f you anticipate a discharge on a weckend or holiday, please contact the TB Control Program immediately, For
discharge planned Friday through Sundsy, a completed form must be received no later than S5pm on
Wednesday. For holiday discharge, a completed form must be received no later then S5pm on the second
preceding business day.

Discharge Criteria

Approval of patient discharge is dependent upon pli of the discharge treatment plan mecting the
guidelines included below. Final approval for discharge is granted by the Health Officer after receipt and
review of the discharge plan. Forms must be filled out in entirety to avoid delay in approval.

1. Home with no at risk individual(s) in the home:
= Palient is on appropriate drug regimen
= Patient is clinically stable
= Patient d d an ble candidate for home isolation

2. Home with high risk individual(s) in the home who have not been exposed:
= Patieni is on appropriate drug regimen >1 week
= Patient is clim'cally stable
= Patient d d an bl didate for home isolation
= Contacl(s) considered for o placed on prophylaxis

3. High Risk Sctting:
=« Patient is on appropriate drug regimen >2 wecks
= Patient clinically improving
= Three consecutive negative AFB smears

In all i an leted Discharge Treatment
Plan must be submitted at lmsl 24 hours prior lo consideration for]
approval for discharge. If these criteria cannol be satisficed,

discharge cannot be epproved and the patient MUST be held il
the next business day for appropriate arrangements 10 be made.

Contact Information: TB Coordi (559) 685-5715 - Fax TB Program (55%) 713-3720

Pulicy 4D-25__ (Jan 2018) Page2 of
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PURPOSE:

To define the guidelines for decision-makers to determine that life-sustaining treatment may be withheld
or withdrawn.

AFFECTED PERSONNEL/AREAS: ALL STAFF

PROCEDURE:

Rights of the Resident

Sierra View Medical Center recognizes that an adult person who has capacity has the right to make
his/her own health_care decisions after having been fully informed about the benefits, risks and
consequences of treatment alternatives, even when such decisions might result in shortening the
individual’s life.

For adult residents who lack capacity, the patient may have his/her wishes followed, if they are known, or
decisions made on their behalf by a decision-maker, as described below.

For the purposes of this policy:

1. “Capacity” means a resident’s ability to understand the nature and consequences of a decision
and to make and communicate a decision, and includes in the case of proposed health care, the
ability to understand its significant benefits, risks, and alternatives. Capacity shall be determined
by the resident. A resident is presumed to have the capacity to make a healthcare decision, to
give or revoke an advance health care directive, and to designate or disqualify a surrogate. The
physician is required by law to document any finding regarding a resident’s capacity in the
resident’s medical record.

2. “Health care decision” — means a decision made by a resident or the resident’s primary health
care decision maker, power of attorney for health care, conservator, or surrogate, regarding the
resident’s health care, including the following:

a. Selection and discharge of health care providers and institutions.

b. Approval or disapproval of diagnostic tests, surgical procedures, and programs of
medication.

c. Directions to provide, withhold, or withdraw artificial nutrition and hydration and all

other forms of health care, including cardiopulmonary resuscitation.

3. “Individual health care instruction” means a resident’s written or oral direction concerning a
health care decision for the resident.

4. “Life-sustaining treatment” -- includes, but is not limited to, medically administered hydration
and nutrition, blood products, antibiotics, chemotherapy and radiation therapy, pressor agents,

L
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renal dialysis, surgery, endotracheal intubation, and mechanical ventilation. Cardiopulmonary
resuscitation is the subject of a separate Do Not Resuscitate (DNR) policy.

Decision-Makers for Adult Residents Who Lack Capacity

I

The decision-maker for an adult resident who lacks capacity is, in the following descending order

of legal priority:

a. The resident’s designated agent under a valid power of attorney for health care (PAHC);
b. A court appointed conservator; or

c. A surrogate decision-maker designated by the resident or otherwise selected by the

physician as provided in Section 2 below.

Unless otherwise stated in the PAHC, the agent in the PAHC has priority over all other decision-
makers including court-appointed conservators. When no agent under a valid PAHC, court
appointed conservator, or designated surrogate decision-maker is reasonably available and willing
to make the decision, the physician may identify an appropriate surrogate decision-maker.

In seeking to identify the appropriate surrogate decision-maker for a resident who has no PAHC
agent, conservator or designated surrogate decision-maker reasonably available and willing to
make the decisions, the physician may consider family members who:

a. Know the resident’s feelings and wishes regarding treatment,
b. Have expressed concern for the resident’s comfort and welfare, and
c. Have expressed an interest in the resident by visits or inquiries to the resident’s physician

or hospital staff.

California law provides no guidance on the order of family members for physicians to select to
make a resident’s health care decisions. In addition to family members, the physician may select
as a surrogate decision-maker a non-family member who satisfies the above criteria and is willing
to make decisions.

The PAHC agent, conservator or surrogate decision-maker must make the decision in accordance
with the resident’s individual health care instructions, if any, and other wishes to the extent
known to the PAHC agent, conservator or surrogate decision-maker.

If the resident did not write or otherwise express individual healthcare instructions, or the PAHC
agent, conservator or surrogate decision maker does not know the resident’s wishes, the decision
is to be made in accordance with the PAHC agent’s, conservator’s or surrogate decision-maker’s
determination of the resident’s best interest. That determination is to be made by analyzing the
resident’s personal values to the extent known to the PAHC agent, conservator or surrogate
decision-maker, the comparative benefits and burdens of continued treatment and such factors as
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relief of suffering, the preservation or restoration of function, and the quality and the extent of life
sustained.

Communication with Resident and Surrogate Decision-Maker

1. If the resident is an adult and has capacity, proposed treatment should be discussed with the
resident. The physician should provide the resident with information on diagnosis, prognosis and
recommended treatments, including their risks and benefits and alternative treatments, as well as
the resident’s prognosis without such treatments. Precedence must be given to the resident’s right
to self-determination. If the resident’s physician determines that the resident has capacity to
make health care decisions, the resident’s wishes for treatment should be determined through
discussion with the physician. This discussion should be held with the surrogate decision-maker
if the resident lacks capacity. For the resident who lacks capacity, his/her wishes may be
expressed in an Advance Directive, or may have been expressed orally.

2. If the resident is an adult who lacks capacity, the decision to withdraw or withhold life-sustaining
treatment should nevertheless be discussed with the resident as well as the resident’s PAHC
agent, conservator or surrogate decision-maker.

3. If the resident lacks capacity and has no Advance Directive and no PAHC agent, conservator or
surrogate decision-maker, the case may be presented for discussion by the Biomedical Ethics
Committee upon request of the attending physician. In rare circumstances, the opinion of legal
counsel may be sought.

Conflict Resolution

1. In the event a resident or decision-maker for a patient requests that certain treatments be withheld
or withdrawn, but the attending physician does not concur, resolution may be obtained by:

a. Consulting with another physician or the Chief of Service
b. Transferring care to another physician; and/or
c. Consultation with the Biomedical Ethics Committee.
P If the resident or decision-maker for a patient disagrees with the attending physician’s

recommendations for withholding or withdrawal of life-sustaining treatments, the resident or the
resident’s decision-maker may initiate a consultation with the Biomedical Ethics Committee.

NOTE: The Bio Ethics Committee functions only in an advisory capacity, NOT as a decision-
maker. It can be very helpful and assist in dealing with decisions to withhold or withdraw life

support.

The committee may be helpful in discussing and exploring alternative approaches to the issues,
clarifying legal or ethical issues, facilitating communications, resolving any disputes or questions
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among members of the healthcare team, or identifying perspectives on the issues not previously
considered by the physician or by a decision-maker.

3. In all cases, pain relief and palliative care must be continued.

Role of the Courts

I. The California Legislature has found that in the absence of controversy, a court is normally not
the proper forum in which to make health care decisions, including decisions regarding life-
sustaining treatment.

2. There are some cases, however, when it may be advisable to seek judicial intervention. For
example, when there are disputes about a_decision among the resident’s family members or
significant others and the person has not specifically named a PAHC agent or orally designated a
surrogate decision-maker. In the event of disagreement and several equally vocal family
members or others, the following should occur:

a. Consultation with the Biomedical Ethics Committee
b. Consultation with legal counsel
C. Resident care conference with all members of the health care team and the resident or

surrogate decision maker.

3. Death that results from withholding or withdrawing life-sustaining treatment at the direction of a
resident or appropriate decision-maker, in good faith and in accordance with generally accepted
health care standards does not constitute a suicide or homicide.

4, Compliance with the direction of a resident or appropriate decision-maker, in good faith and in
accordance with generally accepted health care standards, does not subject the physician or to the
hospital or its staff to civil or criminal liability or to discipline for unprofessional conduct.

PAHC and Documentation of Resident Treatment Preferences

1. Physicians should be familiar with the PAHC and should encourage its use because it identifies
and appoints a person (and alternates) to act as agent to make health care decisions for the
resident and allows the patient to specify particular wishes. In addition, the PAHC agent has
priority as a decision-maker. It offers the opportunity for discussion and reflection concerning
treatment issues and helps to assure that the resident’s wishes will be followed. The PAHC is
generally the most powerful and flexible method available by which a person may attempt to
assure future medical treatment in accordance with his/her preferences. It is best if the patient
provides his/her physician with a copy of any Advance Directive, including a PAHC, although
that is not legally required.

2 Any communication by a resident concerning treatment preference(s), whether written or oral,
may provide helpful guidance in determining an appropriate course of treatment. Residents with
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clear treatment preferences should be encouraged to state them in writing. If a copy is provided
to the physician, it shall be included in the medical record. Residents should be cautioned,
however, that any specific written instruction, unless later revoked, controls the decision-maker,
who may not act to the contrary. Any oral statements of treatment preferences must be
documented in the medical record and are also legally binding.

Written Orders

All orders to withhold or withdraw treatment from a patient must be written, dated, timed and
signed by the physician ON THE PHYSICIAN ORDER SHEET IN THE RESIDENT’S
MEDICAL RECORD and must be specific. Such orders should be given only after discussion
with the resident or the surrogate decision-maker and documentation thereof.

NOTE: required supporting documentation listed in ltem 3(a-d) below.

Options:

a. The primary care physician may send a facsimile (FAX) copy of a written, signed order
regarding withhold/withdrawal of life-sustaining treatment to the nursing unit —
Attention to the specific resident’s nurse. All FAX orders must be verified by initial or
signature as soon as possible but in no case longer than 24 hours.

b. As a general rule, orders to withhold/withdraw life-sustaining treatment should not be
given by telephone. In extremely extenuating circumstances only, the primary care
physician may communicate telephone orders regarding withholding/withdrawal of life-
sustaining treatment to a registered nurse utilizing a conference call allowing another
licensed nurse to witness and co-sign the telephone orders. The nurses must identify
themselves to the physician at the time the order is taken. Both nursing signatures
will appear on the written physician order. All telephone orders must be verified by
initial or signature as soon as possible but in no case longer than 24 hours.

C. The primary care physician may communicate directly with the Emergency Room
physician regarding decision-making and orders to withhold/withdraw life-sustaining
treatment.

The physician shall verbally inform the nursing staff that such an order has been given to ensure
that the order is known, understood at the time it is written, and carried out in a timely fashion.

The orders or decision to withhold or withdraw life-sustaining treatment must be supported by the
following being present in the resident’s medical record:

a. Complete written documentation in the progress notes. Such dictated or written
documentation may include, but is not limited to, a summary of the medical situation that
specifically addresses that resident’s situation. This summary must include reference to
the resident’s capacity, mental status, diagnoses, and prognosis at the time the order is
written or the decision is made and test results or an explanation if no tests were
performed.
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b. The outcome of any consultations, if any, with other physicians. Physicians who provide
consultations must document their findings and recommendation.

c. A statement indicating the basis upon which particular person(s) have been identified as
appropriate decision-maker(s) for the resident.

d. A statement summarizing the outcome of consultations with the resident, or, if the
resident lacks capacity, the resident’s parent, agent under a valid PAHC, court appointed
conservator, guardian, or surrogate decision-maker.

4. The resident’s physician is responsible for the decision regarding disconnecting medical devices
such as ventilators, pacemakers, etc.

a. A physician may delegate the function of discontinuing life-sustaining treatment to a
registered nurse.

b. If the registered nurse wishes to decline, the nursing manager must be notified
immediately and an alternate, qualified healthcare provider be assigned who is willing to
comply.

5. Brain Death: When an individual is pronounced dead by determining that the individual has

sustained an irreversible cessation of all functions of the entire brain, including the brain stem,
there shall be an independent confirmation by another physician.

REFERENCES:

e CANHR Long term Care Justice and Advocacy. Feb 4, 2016. Retrieved from
https:/canhr.org/newsroom/releases/2016/PDFs/CANHRv.Chapman.pdf.

o Med Pass, Inc. (Updated February 6, 2015) Facility Guide to OBRA Regulations, 483.25 United
States of America, Med Pass Inc.

CROSS REFERENCES:

e Nursing Administration Manual: PRONOUNCING CESSATION OF LIFE SIGNS

e House-Wide Manual: DIAGNOSIS OF DEATH BY NEUROLOGIC CRITERIA
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PURPOSE:

To identify and quantify bacteria located within wounds. Anaerobic bacterial cultures are performed to
identify bacteria that grow only in the absence of oxygen. Aerobic bacterial cultures are performed to
identify bacteria that can live and grow in the presence of oxygen.

POLICY:
Wound infection occurs when microorganisms on the wound surface penetrate into the wound tissues.

Cultures are indicated for wounds/incision lines with signs and symptoms of systemic infection, infection
beyond wound perimeter and wounds that have shown no signs of healing.

DEFINITIONS:

Systemic infection — Fever, chills, leukocytosis (Bryant & Nix, 2016). Confusion/delirium and anorexia
in older adults.

Criteria for wound infection — Assess tissue within a minimum of 4 cm of wound edges. NERDS —
Non-healing wound, Exudate, Red and bleeding wound, Debris, Smell from wound. Other signs of
infection include induration with defined edges, crepitus, temperature changes, pain. (Bryant & Nix,
2016).

Non-healing wound — Wound that fails to progress within 2-4 weeks after multiple interventions. Classic

signs of infection may be muted or absent when inflammatory response is impaired, as in cases of
malnutrition, steroid therapy, immunosuppression and wound chronicity (Bryant & Nix, 2016).

EQUIPMENT:
s Gloves, clean or sterile

e Normal Saline (Avoid wound cleanser. This is a bacteriostatic solution that will inhibit recovery of
pathogens)

e 4x4s

e Specimen collector — Culturette
o Lab label

e Appropriate dressing material

PRECAUTIONS:

1. Do not use purulent matter to culture.
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2. Do not swab over hard eschar.
3. Use a sterile calcium alginate or rayon swab, not cotton.
4. If possible, obtain culture prior to initiation of antibiotics.

(Infection resides in viable tissue, culturing pus, eschar or necrotic tissue will reflect the microflora of that
site but will not provide an accurate profile of the microflora in the tissue).

AFFECTED AREAS/PERSONNEL: RNs, LVNs, CNAs, RESPIRATORY THERAPISTS

PROCEDURE:

1. Obtain doctor’s orders for culture of wound.

2. Cleanse wound with normal saline. Blot dry with sterile gauze.

3. Select site for culture where tissue is viable and not covered with eschar or exudate.

4, Rotate the end of a sterile alginate-tipped applicator over a 1-2 cm” area. Apply sufficient

pressure to swab to cause tissue fluid to be expressed. If wound bed is too dry, moisten swab with
normal saline without preservative.

3. Place swab into culturette tube without contaminating swab.

6. Redress wound according to dressing change procedure.

7. Label specimen appropriately and transport to the lab within 1 hour.
REFERENCES:

e Bryan, R., & Nix, D. (2016). Acute & Chronic Wounds. 5" ed. St. Louis: Mosby.

e Centers for Disease Control and Prevention. (2015). Clinician guide for collecting cultures. Retrieved
from https://www.cdc.gov/antibiotic-use/healthcare/implementation/clinicianguide. html#p3
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