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    2019 Samaritan Mandatory Education 

Cultural Diversity 



HEART Values 



What is Diversity?  

• Diversity represents a variety of 
individual differences and similarities 
that make us all unique and different 
from one another – our personalities, 
attitudes, behaviors, expectations, 
assumptions, ideas, values, 
characteristics, practices, cultures, etc. 

 

• Diversity includes working with all 
customers – patients, residents, families, 
vendors, physicians, and co-workers. 

• Fort Drum brings a wealth of diversity to 
our community. 

 



Diversity Comes From: 
 
• Our personality - These characteristics or traits include how one looks, 

thinks, acts, and feels.  
 

• Things we do not control - When you were born, where you were 
born, where you grew up, your race / ethnicity, your gender / sexual 
identity / orientation 
 

• Things we do control - Where you live today, your religious affiliation, 
whether you are married or not, whether you have children or not, your 
work experiences, your educational experiences 
 

• Organizational influences - Someone’s seniority, job title and 
position, where someone works, Samaritan’s mission, vision, & Values & 
Behaviors (HEART Values) 
 



Cultural Diversity at Samaritan 

While we often think of racial and 
ethnic differences when it comes to 
cultural diversity, have we thought 
about: 
1. Socioeconomic differences? 
2. Generational differences? 
3. Sexual Orientation Differences 

(LGBT)? 
4. Military / Civilian differences? 
These are all important factors to 
consider as we provide care for patients, 
residents, and families 

 
 



Cultural Knowledge, Awareness, and Sensitivity 

Cultural Knowledge 
• Familiarization with 

selected cultural 
characteristics, history, 
values, belief systems, 
and behaviors of the 
members of another 
cultural group 
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Cultural Knowledge, Awareness, and Sensitivity 

Cultural Awareness  
• Developing sensitivity 

and understanding of 
another cultural 
group.  This usually 
involves internal 
changes in terms of 
attitudes and values 
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Cultural Knowledge, Awareness, and Sensitivity 

Cultural Sensitivity 
• Knowing that cultural 

differences as well as 
similarities exist, without 
assigning values (i.e. 
better or worse, right or 
wrong) to those cultural 
differences 
 

 

 
 
 
 

http://www.ucdmc.ucdavis.edu/welcome/features/20071003_CLAS/


Cultural Knowledge, Awareness, and Sensitivity 

KEY POINTS TO REMEMBER 
• Differences exist within cultures - even in the smallest cultural 

groups 
• It is wrong to assume that a common culture is shared by all 

members of a cultural group 
• Culture changes over time, especially when one cultural group is 

exposed to and influenced by another culture 
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• At Samaritan we are privileged to serve and to work 
with people of many different backgrounds. 

 

• Being an inclusive workplace allows us to leverage 
the diverse talents and attributes of the entire 
workforce.  

 

• Our organizational values include Respect and 
Empathy, which we extend to everyone, regardless 
of veteran status, race, color, religion, creed, sex, 
national origin, sexual orientation, age, 
predisposing genetic characteristics, status as a 
victim of domestic violence, military status, marital 
status, disability and any other status or 
characteristic protected by law. 

 
Bridging our Differences 



Individual backgrounds lead us to have differences: 
• In views about health & health care 
• About family & community relationships 
• In language & communication styles 
• About ties to another country or part of the U.S. 
• About food preferences 
• About religion 
• About views about death 
• About other factors that may affect needs 

Bridging our Differences 



• Understanding and working with such differences 
requires that we think about our own cultural 
beliefs and practices and consider how our 
culture and upbringing affect us.   

Bridging our Differences 



Specific steps we can take to bridge our 
differences include: 

• Find out about the diverse groups that are 
frequently treated at Samaritan 

• Ask questions and learn about different 
cultural practices and values 

• Avoid cultural stereotypes 
Respect, Converse, Share 

 

Bridging our Differences 



• Learn about the patient’s/resident’s views on 
health 

• Consider privacy needs 
• Learn accepted ways to show respect 
• Pay attention to body language, facial 

expressions & other behavioral cues 
 

Bridging our Differences 



• Understand different relationships 
• Avoid using medical terms, abbreviations or 

slang 
• When you need to touch someone for purposes 

of an examination, explain the purpose & 
procedure before you begin 

Bridging our Differences 



• Take your cue from the individual regarding formality, 
distance and touch and be sure to include the family in 
discussions. 

• Be sensitive to differences in expressing pain, dietary 
preferences or restrictions, and conventional medical 
interventions. 

• Remember that a colleague, patient/resident, family 
member’s sexual identity may not be the same as you 
perceive it to be based on appearance, and be aware 
when communicating and/or providing treatment.  

Bridging our Differences 



• Practicing the behaviors discussed above and 
demonstrating sensitivity to people’s 
differences will help Samaritan fulfill its 
mission of providing “high quality, 
comprehensive, safe and compassionate 
healthcare services.” 

Bridging our Differences 



Cultural Competency at Samaritan  

What can we do at Samaritan to 
continue to promote Cultural 
Competence?  
• Value diversity - Do not merely 

tolerate people of differing 
backgrounds and viewpoints, but 
consider differences as strengths 

• Be conscious of the dynamics 
when people from different 
cultures interact - Diversity can 
cause conflict and force 
individuals out of their comfort 
zones, but it need not cause 
division 
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Qualified Medical Interpreters at Samaritan 
Provision of Interpreter 
Services and Assistance: 
Deaf/Hearing Impaired, Speech 
or Visually Impaired and 
Foreign Language 
patient/residents will be 
notified of the availability of 
Interpretation Services (foreign 
language and American Sign 
Language) at no cost to them. 
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Qualified Medical Interpreters at Samaritan 
When a patient/resident’s language needs 
are assessed and the patient/resident is 
noted to be non-English speaking or 
deaf/hearing, speech or vision impaired: 
Foreign Language Interpretation:  
• The patient/resident shall be offered 

foreign language assistance at no cost to 
the patient/resident.  Interpretation 
services by a certified medical 
interpreter for the communication of 
medical information is available from  
two sources: 
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Qualified Medical Interpreters at Samaritan 

Optimal Phone Interpreters may be contacted using the following procedure: 
 To connect to an interpreter, dial 1-877-746-4674 (877 RING OPI) on any phone.  
 Upon being connected to a live operator, the employee should tell the operator 

you are affiliated with Samaritan Medical Center.  The operator will request the 
caller’s full name, the department or clinic you are calling from and the 
patient/resident’s full name and the language needed.  

 You will then be connected with your interpreter and you can continue your 
conversation.  

 Tell them what you want to accomplish and give them any special instructions.  
 Dual handset phones are available for your use and are housed in the nursing 

supervisor’s office, the Emergency Department and the PFS office.  
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Qualified Medical Interpreters at Samaritan 

CYRACOM IPad application can be used to 
obtain live video interpreters:  
• Contact the Nursing Supervisor to obtain the IPad and use the 

CYRACOM application to access the interpreter, 24/7. 
• Also currently available in PEDS, Maternity, ED, and OPP 
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Qualified Medical Interpreters at Samaritan 

When a patient/resident’s language 
needs are assessed and the 
patient/resident is noted to be non-
English speaking or deaf/hearing, speech 
or vision impaired: 
Deaf/Hearing/Speech Impaired:  
• The patient/resident should be 

offered live American Sign Language 
services by an in-person interpreter 
(“in person”) or through video link via 
the CYRACOM IPad application 
(“Video”).   
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Qualified Medical Interpreters at Samaritan 

For live in-person interpreters. contact MASLIS 
Interpreting Service (315)408-1675: 

• For scheduled appointments email Deborah Carpenter at 
dcarpenter@shsny.com to request an appointment. 

• During regular business hours for Emergencies, unscheduled 
appointments and same day appointments contact Deborah Carpenter at 
315-779-5185 or e/m  dcarpenter@shsny.com.  

• After regular business hours and on weekends and holidays, directly 
contact MASLIS Interpreting Service (315)408-1675.  (If an interpreter is 
available they will respond to the hospital.  If live interpretation is not 
available the patient should be offered the use of the iPAD.  If the patient 
declines, please document the declination in the medical record). 

mailto:dcarpenter@shsny.com
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Cultural Diversity 

• You have completed the required reading 
material for Cultural Diversity   

• Please click on the Take Test button to 
proceed to the post test to complete this 
Mandatory Education requirement 

• Thank you 
 
 



Living the Samaritan Way: 
Committing ourselves to  

Samaritan’s Organizational Culture 
 
 



What is Organizational Culture?  

Organizational Culture is a system of 
shared values and beliefs, which governs 

how people behave in organizations.   
 

These shared values have a strong 
influence on the people in the 

organization and guides employees 
towards rewarding behavior. 



Take a moment and ask yourself… 
What Culture Do You Want  

To See At Samaritan? 
 



Our 1st commitment to  
Samaritan’s organizational culture: 

Samaritan’s Mission, Vision, and Values 



Samaritan is dedicated to an 
organizational culture that is committed 

to our patients, residents, community, 
and staff. 

 

This commitment is first demonstrated 
by our Mission, Vision, and Value 

statements.   

Our Mission, Vision, and Values 



Our Mission, Vision, and Values 

Our Mission: 
Samaritan shall provide high quality, comprehensive, safe, and 
compassionate healthcare services to meet the needs of our 

civilian and military community. 
 

Our Vision: 
Samaritan will be recognized, foremost, as the preferred provider 

of Inpatient, Outpatient, Emergency, and Long-Term Care 
services in Jefferson County. Additionally, our health system will 
enhance selected specialty services to meet the needs of the 

North Country.  
 

Our Values: 
In order to succeed as a team, in meeting the healthcare needs of 
those we service, Samaritan is committed to our HEART values.  

 



Our Mission, Vision, and Values 

Ask yourself: 
Do your professional ambitions 

and goals align with the 
Samaritan Mission, Vision, and 

Values?   



Our 2nd commitment to Samaritan’s organizational 
culture: 

Samaritan HEART Values  
 



Samaritan HEART Values: 
 Our code of moral principles and the behavior 

we commit ourselves to everyday.   
 

From the moment you walk in any Samaritan 
door, you should feel it…a healthcare experience 
where the comfort, safety, and well-being of our 

patients, residents, and staff come first.   
 

Our second commitment to our organizational 
culture is demonstrated by our Samaritan 

HEART Values. 

Samaritan HEART Values 



Samaritan HEART Values 



Samaritan HEART Values 

Every moment of every day, our shadow 
is being cast.  Everyone can see and feel 

your shadow.   
 

Ask yourself: 
Does the shadow you cast, to your 

patients, residents, and to your fellow 
co-workers demonstrate the Samaritan 

HEART values? 
 



Our 3rd commitment to Samaritan’s  
organizational culture: 

Samaritan HEART Behaviors  
 



Samaritan HEART Behaviors 

Words tell a story,  
but actions tell the truth.   

 
We work to fulfill our mission by committing 
ourselves and empowering others to live by 

a set of behaviors that distinguishes our 
actions above all others.  

 
Our third commitment to Samaritan’s 

organizational values is demonstrated by 
our Samaritan HEART Behaviors.  



I am Honest 
• I will be truthful 

• I will have open conversations 
• I will share ideas and feedback 

 

Samaritan HEART Behaviors 



I am 
Empathetic  

• I will show compassion 
• I will be nonjudgmental 

• I will actively listen 
 

Samaritan HEART Behaviors 



I Am 
Accountable 

• I will be responsible for my own actions 
• I will be timely, prepared and responsive 

• I will do the right thing, even when  
no one is watching 

 

Samaritan HEART Behaviors 



I am 
Respectful 

• I will be kind 
• I will be courteous and considerate 

• I will treat everyone with  
  dignity and respect 

 

Samaritan HEART Behaviors 



I am 
Trustworthy 

• I  will be dependable 
• I will keep my word 

• I will protect confidential information 
 

Samaritan HEART Behaviors 



When we think of Samaritan’s organizational 
culture, we think of: 

 - employees that are confident and supportive 
 - employees that are fair, respectful, and honest 
 - employees that are willing to go the extra mile 

 - employees that live by the golden rule 

Samaritan HEART Behaviors 



Ask yourself: 
What role do you play in  

developing Samaritan’s culture? 
 

How can you incorporate the Samaritan HEART 
Behaviors in your every day work and especially 

in difficult situations?  

Samaritan HEART Behaviors 



Recap 

Living the Samaritan Way 
Committing ourselves to an organizational  

culture that is demonstrated by: 
 

Our Samaritan Mission, Vision, and Values 
Our Samaritan HEART Values 

Our Samaritan HEART Behaviors 
 



Thank you for everything that you do for our 
patients, residents, staff, and community.   

 

You are truly an inspiration.  Your dedication and 
commitment to Samaritan is the foundation of 

everything that we do.   
 

Together, we can continue providing high quality, 
comprehensive, safe, and compassionate healthcare 

to all.   

Thank You! 





NEW YORK STATE 
Sexual Harassment  
Prevention Training 

Samaritan Health, Revised October 2018 
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Sexual harassment will not be tolerated. 
 

Today’s training will: 
• Help you better understand what is considered sexual 

harassment 
• Show you how to report sexual harassment  
• Show you external reporting options 

Sexual Harassment in the Workplace 
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Sexual harassment: 
• Is a form of sex discrimination and is unlawful 
• Includes harassment on the basis of sex, sexual 

orientation, self-identified or perceived sex, gender 
expression, gender identity and the status of being 
transgender. 
 

What is Sexual Harassment? 
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It includes unwelcome conduct, either of a sexual nature 
or which is directed at an individual because of that 
individual’s sex when: 
• Such conduct has the purpose or effect of unreasonably 

interfering with an individual’s work performance or creating an 
intimidating, hostile or offensive work environment; 

• Such conduct is made either explicitly or implicitly a term or 
condition of employment; or 

• Submission to or rejection of such conduct is used as the basis 
for employment decisions. 

What is Sexual Harassment? 
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Sexual or discriminatory displays or publications 
anywhere in the workplace 
 
Hostile actions taken against an individual because of 
that individual’s sex 

Hostile Environment  
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Occurs when a person in authority trades, or tries to 
trade, job benefits for sexual favors. 
 
Occurs between an employee and someone with 
authority, who has the ability to grant or withhold job 
benefits. 

Quid Pro Quo Sexual Harassment 



7 

Sexual harassment can occur between any individuals, 
regardless of their sex or gender. 
 
The law protects employees, paid or unpaid interns, and 
non-employees who work in the workplace. 

Who can be the Target? 
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Anyone in the workplace: 
• A coworker 
• A supervisor or manager 
• Any third-party (non-employee, intern, vendor, customer, 

etc.) 

Who can be the Perpetrator? 
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Whenever and wherever employees are fulfilling their 
work responsibilities, including: 
• Employer-sponsored events 
• Conferences 
• Office parties 
• Off-site or during non-work hours 

Where Can Workplace Sexual 
Harassment Occur? 



10 

Harassing a person because that person does not 
conform to gender stereotypes is sexual harassment. 
 
Harassment because someone is performing a job that 
is usually or was previously performed mostly by 
persons of a different sex is sex discrimination. 

Sex Stereotyping 
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Any employee engaged in “protected activity” is 
protected by law from being retaliated against. 
 
Protected activities include: 
• Making a complaint about harassment or suspected 

harassment 
• Providing information during an investigation 
• Testifying in connection with complaint 

Protected Activities 
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Any action to alter an employee’s terms and conditions 
of employment because that individual engaged in 
protected activities. 
 
Examples: 
• Sudden change in work schedule or work location 
• Demotion 

What is Retaliation? 
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A negative employment action is not retaliatory merely 
because it occurs after the employee engages in 
protected activity. 

What is Not Retaliation 
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We will provide you with a complaint form to report 
harassment and file complaints. Submit it to: 

Regina Lagattuta, Vice President of Human Resources 
The complaint form may be submitted via email 

rlagatutta@shsny.com, fax 315-785-4020 or direct mail:  
830 Washington St. Watertown, NY 13601 

 

You may also make reports verbally. 

What Should I Do If I Am Harassed? 

mailto:rlagatutta@shsny.com
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Anyone who witnesses or becomes aware of potential 
instances of sexual harassment should report it to a 
supervisor, manager or designee. 
 
It is unlawful for an employer to retaliate against you for 
reporting suspected sexual harassment or assisting in 
any investigation. 

What Should I Do If I Witness Sexual 
Harassment? 
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• Anyone who engages in sexual harassment or retaliation 
will be subject to remedial and/or disciplinary action. 

• An investigation of any complaint should be commenced 
immediately and completed as soon as possible. 

• The investigation will be kept confidential to the extent 
possible. 

• Any employee may be required to cooperate as needed in 
an investigation. 

Investigation and Corrective Action 
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• The Vice President of Human Resources or his/her 
designee will conduct an immediate review of the 
allegations, and take any interim actions 

• Relevant documents, emails or phone records will be 
requested, preserved and obtained. 

• Interviews will be conducted 
• The individual who complained and the individual(s) 

accused of sexual harassment are notified of final 
determination and that appropriate administrative action 
has been taken. 

Investigation Process 
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Additional 
Protections 
and Remedies 
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A complaint alleging violation of the Human Rights Law 
may be filed either with DHR or in NYS Supreme Court. 

 
• Complaints may be filed with DHR any time within one 

year of the alleged sexual harassment. 
• You do not need to have an attorney to file. 
• More information: www.DHR.ny.gov 

NYS Division of Human Rights (DHR) 
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• An individual can file a complaint with the EEOC anytime 
within 300 days from the alleged sexual harassment. 

• You do not need to have an attorney to file. 
• A complaint must be filed with the EEOC before you can 

file in federal court.  
• More information: www.EEOC.gov. 

United States Equal Employment 
Opportunity Commission (EEOC) 
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Many localities enforce laws protecting individuals from 
sexual harassment and discrimination. 
• Contact your county, city or town to find out if laws exist. 
 
Harassment may constitute a crime if it involves things 
like physical touching, coerced physical confinement or 
coerced sex acts.  
• Contact the local police department. 

Local Protections 
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Any harassment or discrimination based on a protected 
characteristic is prohibited in the workplace and may 
lead to disciplinary action against the perpetrator. 
• Age, race, creed, color, national origin, sexual orientation, 

military status, sex, disability, marital status, domestic 
violence victim status, gender identity and criminal history. 

 
Much of the information presented in this training 
applies to all types of workplace harassment. 

Other Types of Workplace Harassment 
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• How to recognize harassment as inappropriate behavior. 
• Harassment because of any protected characteristic is 

prohibited. 
• Why workplace harassment is employment discrimination. 
• All harassment should be reported. 
• Supervisors and managers have a special responsibility to 

report harassment. 

Summary 
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   Find the Complaint Form: 
 

Online E-Forms on HEARTBeat or it is attached to the policy in 
Human Resources Policies and Procedures on HEARTBeat 
 

   For additional information, visit: 

www.ny.gov/programs/combating-sexual-harassment-workplace 

Important Resources 



NEW YORK STATE 
Sexual Harassment  
Prevention Training 

CASE STUDIES 

OCTOBER 2018 EDITION 
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Li Yan's coworker Ralph has just been through a divorce. He drops 
comments on a few occasions that he is lonely and needs to find a 
new girlfriend. Li Yan and Ralph have been friendly in the past and 
have had lunch together in local restaurants on many occasions. 
Ralph asks Li Yan to go on a date with him—dinner and a movie. Li 
Yan likes Ralph and agrees to go out with him. She enjoys her date 
with Ralph but decides that a relationship is not a good idea. She 
thanks Ralph for a nice time, but explains that she does not want to 
have a relationship with him. Ralph waits two weeks and then starts 
pressuring Li Yan for more dates. She refuses, but Ralph does not 
stop. He keeps asking her to go out with him. 

Ex. 1: Not Taking “No” for an Answer 
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Question 1. When Ralph first asked Li Yan for a date, this was sexual 
harassment. 
 
FALSE: Ralph's initial comments about looking for a girlfriend and asking 
Li Yan, a coworker, for a date are not sexual harassment. Even if Li Yan 
had turned Ralph down for the first date, Ralph had done nothing wrong 
by asking for a date and by making occasional comments that are not 
sexually explicit about his personal life. 

Ex. 1: Not Taking “No” for an Answer 
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Question 2. Li Yan cannot complain of sexual harassment because she 
went on a date with Ralph. 
 
FALSE: Being friendly, going on a date, or even having a prior 
relationship with a coworker does not mean that a coworker has a right to 
behave as Ralph did toward Li Yan. She has to continue working with 
Ralph, and he must respect her wishes and not engage in behavior that 
has now become inappropriate for the workplace. 

Ex. 1: Not Taking “No” for an Answer 
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Li Yan complains to her supervisor, and the supervisor (as required) 
reports her complaint to the person designated by her employer to 
receive complaints. Ralph is questioned about his behavior and he 
apologizes. He is instructed by the designated person to stop. Ralph 
stops for a while but then starts leaving little gifts for Li Yan on her 
desk with accompanying love notes. The love notes are not overtly 
offensive, but Ralph's behavior is starting to make Li Yan nervous, 
as she is afraid he may start stalking her. 

Ex. 1: Not Taking “No” for an Answer 
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Question 3. Ralph's subsequent behavior with gifts and love notes is not 
sexual harassment because he has stopped asking Li Yan for dates as 
instructed. He is just being nice to Li Yan because he likes her. 
 
FALSE: Li Yan should report Ralph's behavior. She was entitled to have 
effective assistance in getting Ralph to stop his inappropriate workplace 
behavior. Because Ralph has returned to pestering Li Yan after being told 
to stop, he could be subject to serious disciplinary action for his behavior. 

Ex. 1: Not Taking “No” for an Answer 
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Keisha has noticed that her new boss, Sarah, leans extremely close 
to her when they are going over the reports that she prepares. She 
touches her hand or shoulder frequently as they discuss work. 
Keisha tries to move away from her in these situations, but she 
doesn't seem to get the message. 

Ex. 2: Too Close for Comfort 
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Question 1. Keisha should just ignore Sarah’s behavior. 
 
FALSE: If Keisha is uncomfortable with Sarah’s behavior, she has options. If she 
feels comfortable doing so, she should tell Sarah to please back off because her 
closeness and touching make her uncomfortable. Another option is to complain 
directly to a person designated by her employer to receive complaints, who will 
speak with Sarah. Although this may not be sufficiently severe or pervasive to 
create an unlawful harassment situation (unless it was repeated by Sarah after 
she was told to stop), there is no reason for Keisha to be uncomfortable in the 
workplace. There is no valid reason for Sarah to engage in this behavior. 

Ex. 2: Too Close for Comfort 



33 

Before Keisha gets around to complaining, Sarah brushes up 
against her back in the conference room before a meeting. She is 
now getting really annoyed but still puts off doing anything about it. 
Later Sarah “traps” Keisha in her office after they finish discussing 
work by standing between her and the door of the small office. 
Keisha doesn't know what to do, so she moves past her to get out. 
As she does so, Sarah runs her hand over Keisha’s breast. 

Ex. 2: Too Close for Comfort 
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Question 2. Sarah’s brushing up against Keisha in the conference room 
could just be inadvertent and does not give Keisha any additional 
grounds to complain about Sarah. 
 
FALSE: Sarah is now engaging in a pattern of escalating behavior. Given 
the pattern of her “too close” and “touching” behavior, it is unlikely that 
this was inadvertent. Even before being “trapped” in Sarah’s office, 
Keisha should have reported all of the behaviors she had experienced 
that had made her uncomfortable. 
 

Ex. 2: Too Close for Comfort 



35 

Question 3. Sarah touching Keisha’s breast is inappropriate but is 
probably not unlawful harassment because it only happened once. 
 
FALSE: Any type of sexual touching is very serious and does not need to 
be repeated to constitute sexual harassment. Keisha should immediately 
report it without waiting for it to be repeated. Sarah can expect to receive 
formal discipline, including possible firing. 

Ex. 2: Too Close for Comfort 
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Tatiana is hoping for a promotion to a position that she knows will 
become vacant soon. She knows that her boss, David, will be 
involved in deciding who will be promoted. She tells David that she 
will be applying for the position, and that she is very interested in 
receiving the promotion. David says, “We'll see. There will be a lot of 
others interested in the position.”  

Ex. 3: A Distasteful Trade 
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A week later, Tatiana and David travel together on state business, 
including an overnight hotel stay. Over dinner, David tells Tatiana 
that he hopes he will be able to promote her, because he has always 
really enjoyed working with her. He tells her that some other 
candidates “look better on paper” but that she is the one he wants. 
He tells her that he can “pull some strings” to get her into the job 
and Tatiana thanks David. Later David suggests that they go to his 
hotel room for “drinks and some relaxation.” Tatiana declines his 
“offer.” 

Ex. 3: A Distasteful Trade 



38 

Question 1. David's behavior could be harassment of Tatiana. 
 
TRUE: David's behavior as Tatiana's boss is inappropriate, and Tatiana 
should feel free to report the behavior if it made her uncomfortable. It is 
irrelevant that this behavior occurs away from the workplace. Their 
relationship is that of supervisor and supervisee, and all their interactions 
will tend to impact the workplace. 

Ex. 3: A Distasteful Trade 
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After they return from the trip, Tatiana asks David if he knows when 
the job will be posted so that she can apply. He says that he is not 
sure, but there is still time for her to “make it worth his while” to pull 
strings for her. He then asks, “How about going out to dinner this 
Friday and then coming over to my place?” 

Ex. 3: A Distasteful Trade 
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Question 2. David engaged in sexual harassment. 
 
TRUE: It is now evident that David has offered to help Tatiana with her 
promotion in exchange for sexual favors. 

Ex. 3: A Distasteful Trade 
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Tatiana, who really wants the position, decides to go out with David. 
Almost every Friday they go out at David's insistence and engage in 
sexual activity. Tatiana does not want to be in a relationship with 
David and is only going out with him because she believes that he 
will otherwise block her promotion. 

Ex. 3: A Distasteful Trade 
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Question 3. Tatiana cannot complain of harassment because she 
voluntarily engaged in sexual activity with David. 
 
FALSE: Because the sexual activity is unwelcome to Tatiana, she is a 
target of sexual harassment. Equally, if she had refused David's 
advances, she would still be a target of sexual harassment. The offer to 
Tatiana to trade job benefits for sexual favors by someone with authority 
over her in the workplace is quid pro quo sexual harassment, and the 
employer is exposed to liability because of its supervisor's actions. 

Ex. 3: A Distasteful Trade 
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Tatiana receives the promotion. 

Ex. 3: A Distasteful Trade 
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Question 4. Tatiana cannot complain of harassment because she got the 
job, so there is no discrimination against her. 
 
FALSE: Tatiana can be the recipient of sexual harassment whether or not 
she receives the benefit that was used as an inducement. 

Ex. 3: A Distasteful Trade 
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Tatiana breaks off the sexual activities with David. He then gives her 
a bad evaluation, and she is removed from her new position at the 
end of the probationary period and returns to her old job. 

Ex. 3: A Distasteful Trade 
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Question 5. It is now “too late” for Tatiana to complain. Losing a place of 
favor due to the break up of the voluntary relationship does not create a 
claim for sexual harassment. 
 
FALSE: It is true that the breakup of a relationship, if truly consensual 
and welcomed at the time, usually does not create a claim for sexual 
harassment. However, the “relationship” in this case was never welcomed 
by Tatiana. David's behavior has at all times been inappropriate and a 
serious violation of the employer’s policy. As the person who abused the 
power and authority of a management position, David has engaged in 
sexual harassment. 

Ex. 3: A Distasteful Trade 
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Leonard works as a clerk typist for a large employer. He likes to 
wear jewelry, and his attire frequently includes earrings and 
necklaces. His boss, Margaret, thinks it's “weird” that, as a man, 
Leonard wears jewelry and wants to be a clerical worker. She 
frequently makes sarcastic comments to him about his appearance 
and refers to him “jokingly” as her office boy. Leonard, who hopes 
to develop his career in the area of customer relations, applies for 
an open promotional position that would involve working in a “front 
desk” area, where he would interact with the public. Margaret tells 
Leonard that if he wants that job, he had better look “more normal” 
or else wait for a promotion to mailroom supervisor. 
 

Ex. 4: An Issue about Appearances 
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Question 1. Leonard's boss is correct to tell him wearing jewelry is 
inappropriate for customer service positions. 
 
FALSE: Leonard's jewelry is only an issue because Margaret considers it 
unusual for a man to wear such jewelry. Therefore, her comments to 
Leonard constitute sex stereotyping. 

Ex. 4: An Issue about Appearances 
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Margaret also is “suspicious” that Leonard is gay, which she says 
she “doesn't mind,” but she thinks Leonard is “secretive.” She 
starts asking him questions about his private life, such as “Are you 
married?” “Do you have a partner?” ”Do you have kids?” Leonard 
tries to respond politely “No” to all her questions but is becoming 
annoyed. Margaret starts gossiping with Leonard's coworkers about 
his supposed sexual orientation. 
 

Ex. 4: An Issue about Appearances 



50 

Question 2. Leonard is the recipient of harassment on the basis of sex 
and sexual orientation. 
 
TRUE: Leonard is harassed on the basis of sex because he is being 
harassed for failure to adhere to Margaret's sex stereotypes.  
 
Leonard is also harassed on the basis of his perceived sexual orientation. 
It does not matter whether or not Leonard is a gay man in order for him to 
have a claim for sexual orientation harassment. 

Ex. 4: An Issue about Appearances 
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Leonard decides that he is not going to get a fair chance at the 
promotion under these circumstances, and he complains to the 
employer's designee about Margaret's behavior. The designee does an 
investigation and tells Margaret that Leonard's jewelry is not in 
violation of any workplace rule, that she is to consider him for the 
position without regard for his gender, and that she must stop making 
harassing comments, asking Leonard intrusive questions, and 
gossiping about his personal life. Margaret stops her comments, 
questions, and gossiping, but she then recommends a woman be 
promoted to the open position. The woman promoted has much less 
experience than Leonard and lacks his two year degree in customer 
relations from a community college. 
 

Ex. 4: An Issue about Appearances 
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Question 3. Leonard has likely been the target of discrimination on the 
basis of sex, sexual orientation and/or retaliation. 
 
TRUE: We don't know Margaret's reason for not recommending Leonard 
for the promotion, but it is not looking good for Margaret. It appears that 
she is either biased against Leonard for the same reasons she harassed 
him, or she is retaliating because he complained, or both. 

Ex. 4: An Issue about Appearances 



Employee Questions 
If you have any questions regarding 

Samaritan’s Sexual Harassment Policy please 
contact Regina Lagattuta,  

Vice President of Human Resources, at: 

 (315)785-4128 or rlagattuta@shsny.com 
 

mailto:lstorey2@shsny.com
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Program Objectives 

• Upon completion of this module, you will: 
– Have a basic understanding of behavior that may 

violate State/Federal regulations. 
– Understand workplace harassment. 
– Recognize harassing behavior. 
– Recognize a hostile work environment. 
– Understand Samaritan’s policy regarding Harassment 

Prevention 



The Laws 

• Title VII of the Civil Rights Act of 1964:  Covers all private 
employers who employ 15 or more individuals.  It prohibits 
intentional discrimination and practices because of a person’s 
race, color, religion, sex or national origin. 
 

• New York State Division of Human Rights:  Covers all private 
employers in NYS; includes protection for a person’s age, race, 
creed, national origin, marital status, sexual orientation 
(whether actual or perceived), sex, and military status. 
 

• Americans with Disabilities Act of 1990:  Requires employer 
accommodations for individuals with disabilities. 
 



The Laws 

• Age Discrimination in Employment Act of 1967:  Protects 
individuals who are 40 years of age and older. 
 

• Equal Pay Act of 1963:  Protects men and women who 
perform substantially equal work in the same establishment 
from sex-based discrimination. 
 

• Immigration Reform and Control Act :  Establishes penalties 
for employers who knowingly hire illegal aliens, and prohibits 
employer discrimination on the basis of national origin or 
citizenship. 
 

• Civil Rights Act of 1991:  Provides for damages in cases of 
intentional employment discrimination, clarifies provisions 
regarding disparate impact actions. 



What is Workplace Harassment 

• Workplace Harassment is: 
– A form of discrimination that violates Title VII of the Civil Rights Act 

of 1964. 
– Unwelcome verbal or physical conduct based on a person’s race, 

color, religion, gender, national origin, age, and/or disability status. 
– New York State further defines harassment to include protection 

because of a person’s sexual orientation (whether actual or 
perceived) and marital status. 

– Severe, pervasive and persistent conduct that unreasonably 
interferes with an employee’s work performance or creates an 
intimidating, hostile or offensive work environment. 

– An occurrence where an employee’s status or benefits are directly 
affected by the harassing conduct of a manager or person of 
authority. 

– Adverse employment actions (retaliation) against employees who 
complain of harassment or discrimination or who participate in a 
complaint procedure. 



Illegal Harassment vs. Inappropriate Conduct 

• In the workplace, the term harassment refers to 
the illegal form of discrimination. 
– Employees often say they are being harassed; however, 

in fact, they are being subjected to inappropriate 
conduct or behavior that is not illegal. 

– This type of behavior is commonly referred to as 
workplace bullying. 

– Workplace bullying is repeated mistreatment of one or 
more employees using humiliation, intimidation and 
denigration of performance.  Bullying behavior can exist 
at any level of an organization. 



Inappropriate Conduct 

• Examples of inappropriate conduct include: 
– Social bantering or teasing 
– Verbal abuse and profanity, humiliation, constant criticism 
– Gossip 
– Stealing the credit for work performed by the victim 
– Personal and professional denigration 
– Threats 
– Assignment of an unrealistic workload 
– Aggressive e-mails or notes 
– Professional exclusion or isolation 
– Sabotage of career and financial status 

 
 

 



Harassment Categories and Examples 

• Race/color 
– Ethnic slurs or jokes, offensive or derogatory comments, or 

other verbal or physical conduct based on an employee’s 
race/color constitutes harassment if that conduct creates an 
intimidating, hostile or offensive work environment and 
prohibits an employee from performing their job. 

• For example:  When an employee is continually subjected to 
listening to ethic jokes, even when not directed at the employee, 
the actions could give rise to a hostile work environment. 

• Religion 
– Harassment based on religion occurs when an employee is 

antagonized or ridiculed because of religious beliefs.   
• For example:  If a coworker or manager preaches to another 

employee about their religious beliefs and the behavior is 
unwanted and/or offensive, the action could give rise to a hostile 
work environment.   

 



Harassment Categories cont. 

• National Origin 
– Discriminating because of birthplace, ancestry, culture, or characteristics 

common to a specific group.   
• For example:  Employers may not require employees to speak English only 

unless there is a necessary business requirement for doing so.   

• Disability 
– Prohibits workplace discrimination on the basis of disability.   

• For example:  When a disabled worker is constantly subjected to pervasive and 
severe harassment due to a disability that creates a hostile work environment, 
compensatory and punitive damages can be sought against the employer. 

• Sex/Sexual Orientation 
– Discriminating because of Sex/Sexual Orientation whether perceived of 

real.  The means heterosexuality, homosexuality, bi-sexuality, or asexuality, 
as well as transgender and those questioning  their sex/sexuality (LGBT). 

• When an employee is continually subjected to listening to sex/sexual 
orientation jokes, even when not directed at the employee, the actions could 
give rise to a hostile work environment. 

 



Key Definitions  
Transgender:  An umbrella term describing the state of a person’s 
gender identity which does not necessarily match the gender they were 
assigned at birth. 

 

• Transgender people may or may not decide to alter their bodies 
hormonally and/or surgically. 

• Note: Being transgender does not imply any specific sexual 
orientation 

 

Gender Expression: The way in which a person acts to communicate 
gender within a given culture. 
 

Gender Identity: Our innermost concept of self as “male” or “female” 
or what we perceive and call ourselves. 
 

It is important to remember that LGBT employees may experience real or 
perceived fear that they will be rejected, harassed or threatened by other 
employees, possibly preventing opportunities for career progression 



What Constitutes a  
Hostile Work Environment 

• When 
– The conduct is because of sex/gender, age, race, 

religion, disability, marital status, military status, 
sexual orientation, race or national origin 

– Was/is unwelcome 
– Is severe or pervasive 



Hostile Environment Cont. 

• Does every off-color comment give rise to a 
hostile environment claim? 
– NO 
– To be actionable, the behavior must  

• Be unwelcome 
• Be severe or pervasive 
• Alter the work conditions of the employee 
• Create an abusive environment 



Severe or Pervasive 
• When does severe or 

pervasive rise to liability? 
– Court Factors 

• Was the conduct verbal or 
physical? 

• How frequently had it been 
repeated? 

• Was it hostile or offensive? 
• Did others join in the 

harassment? 
• Was the harassment directed 

at more than one individual? 
 



Reasonable Person Standard 

• Courts uphold the “reasonable person” standard 
when determining what is considered “out of 
bounds” or interferes with work.   

• The “reasonable person “ is a hypothetical 
individual who is intended to represent an 
“average” citizen.  “How would a reasonable 
person act under the same or similar 
circumstances” performs a critical role in legal 
reasoning in areas such as negligence and contract 
law. 

 
 



Filing Complaints 

• Report any allegation immediately to: 
– A supervisor, manager or the Vice President of 

Human Resources. 
 

Managers and supervisors are required to report 
any complaint they receive, or any harassment that 
they observe or become aware of to the Vice 
President of Human Resources or his/her designee 

 
 
 



Filing Complaints 

• Reports of Workplace Harassment may be 
made verbally or in writing.  A Workplace 
Harassment Complaint Form for submission of 
a written complaint is attached to the policy, 
and can be located on HEARTBeat. 

- All employees are encouraged to use this 
complaint form. 

 
 
 
 



Zero Tolerance 

• Retaliation will not be tolerated and IS illegal 
• Who is protected? 

– The complainant 
– The accused 
– All witnesses 

• Any conduct that is believed to be retaliatory must 
be reported to a supervisor, manager or the Vice 
President of Human Resources immediately.   



Your Role and Responsibilities 
• Know and comply with our policies and procedures. 
• Report incidents that you experience directly or 

indirectly. 
• Cooperate with investigations. 
• Support victims. 
• Respect your co-workers rights. 
• Don’t jump to conclusions based on someone’s dress, 

actions, or physical appearance. 
• Do not judge someone based upon their beliefs, national 

origin, religion, culture, or sexual orientation. 



Summary 

Harassment Prevention is important: 
– Harassment in our workplace causes harm to 

everyone. 
– Harassment conflicts with our HEART values. 
– Harassment is illegal under Federal and State laws. 
– Everyone is responsible for Workplace Harassment 

Prevention. 
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Scope 
o Workplace violence accounted for 17% of all work-related 

occupational injuries in 2011 (U.S. Bureau of Labor Statistics, U.S. 
Department of Labor, 2012). 
 

o OSHA reports that nearly 2 million U.S. workers report being 
victims of workplace violence every year. 
 

o A study by the Emergency Nurses Association found that between 
8% and 13% of ED nurses experience physical violence each week 
from their patients. 
 

o Another study, conducted by the University of Florida, shows 
“nursing assistants working in long-term care facilities have the 
highest incidence of workplace violence of any American worker.” 
 

o OSHA states that no one is immune to workplace violence. 



Policy & Procedure 

o It is the responsibility of Samaritan to: 
o Develop a policy and take the position that violence in 

the workplace will not be tolerated; that all reports of 
incidents will be taken seriously and will be dealt with 
appropriately. 

o Train all staff members on the facility's workplace 
violence policy and program and on the dynamics of 
workplace violence. 

o Develop a culture of encouragement and support for 
reporting incidents. 



Policy & Procedure 

o You have a responsibility to: 
o Understand, support, and comply with Samaritan’s 

workplace violence policy. 
o Provide prompt and accurate reporting of all workplace 

violence incidents. 
o Encourage and support others in reporting incidents. 
o Refrain from behavior that could be perceived as 

threatening, harassing, intimidating, or dangerous to 
yourself or others.  



Objectives 

1. List the four types of workplace violence. 
 

2. Identify the three levels of warning signs 
related to potential workplace violence. 
 

3. List the action steps taken in response to 
workplace violence. 
 

4. Identify ways to prevent workplace 
violence.  



Definition of Workplace Violence 

o NIOSH (National Institute for Occupational Safety & 
Health) defines workplace violence as violent acts, 
including physical assaults and threats of assaults, 
directed toward persons at work or on duty. 

 
o OSHA defines workplace violence as any physical 

assault, threatening behavior, or verbal abuse occurring 
in the work setting. 



Definition of Workplace Violence 

o Samaritan further defines workplace violence to include… 
o Any conduct that threatens, intimidates, or coerces another 
o Physical injury, mental injury, emotional distress 
o Any behavior that creates a reasonable fear in another 
o Any acts of property damage 
o Possession of weapons 
o Any acts motivated by or related to sexual harassment or 

domestic violence 
o “Workplace” is defined as any location an employee performs 

work-related duties, including surrounding perimeters, parking lots, 
and traveling to and from work-related duties.   



Types of Workplace Violence – Type 1 

•  Type 1 - Violence by strangers  
 

– Type 1 violence includes violent acts by strangers who have no 
other connection with the workplace, but enter to commit robbery 
or another crime. 

– In many cases, the stranger may be carrying a gun or other weapon 
– This type of violence most frequently affects particular 

occupational groups such as taxi drivers, late-night retail or gas 
station clerks, others who are on duty at night, those who work in 
isolated locations or dangerous neighborhoods, and those who 
carry or have access to cash. 



Types of Workplace Violence – Type 2 

•  Type 2 - Violence by customers 
– Type 2 includes violence directed at employees by 

customers, clients, patients, students, inmates, or 
any others for whom an organization provides 
services. 

– Such violence can be very unpredictable. It may 
be triggered by an argument, anger at the quality 
of service, denial of service, delays, or some 
other precipitating event (more on precipitating 
later!). 



Types of Workplace Violence – Type 3 

•  Type 3 - Violence by Employees 
– The third type of Workplace Violence consists of 

acts committed by a present or former 
employee. Such violence may be directed against 
coworkers, supervisors, or managers. 

– Although violence by employees is rare, the 
pressures, long hours, and working conditions 
may increase stress and interfere with an 
individual’s ability to cope. 



Types of Workplace Violence – Type 3 

• Some examples that you may not think of include: 
‒ Making false, malicious or unfounded statements 

against coworkers, supervisors or subordinates 
‒ Abusive or offensive language or gestures 

towards others 
‒ Intimidation, threats, harassment 



Types of Workplace Violence – Type 4 

•  Type 4 - Violence by Related Parties 
‒ Type 4 includes violence committed in the workplace 

by someone who doesn’t work there, but has a 
personal relationship with an employee—for 
example, an abusive spouse or domestic partner. 

‒ In such cases, there is a greater chance that warning 
signs were observed, but ignored—coworkers or 
managers may have believed the signs were not 
important or were “none of their business.” 



Risk Factors 
• Now that we know the four types of workplace violence, 
let’s take a look at risk factors that are common in the 
healthcare setting, as reported by OSHA: 

‒ Risk Factor #1 – Prolonged wait times, overcrowding 
‒ Risk Factor #2 – Increasing number of hospitals used by the criminal 

justice system for the care of acutely disturbed, violent individuals 
‒ Risk Factor #3 – Prevalence of weapons entering the facility by 

patients, families, or friends 
‒ Risk Factor #4 – Availability of medications, potential robbery targets 
‒ Risk Factor #5 – Unrestricted movement of the public in clinics and 

hospitals.   
‒ Risk Factor #6 – Presence of gang members, drug/alcohol abusers, 

trauma patients, and distraught family members in the hospital 



Risk Factors 

‒ Risk Factor #7 – Inappropriate staffing levels during times of 
increased activity, such as meal time, visitor hours, etc. 

‒ Risk Factor #8 – Isolated work with customers during exams or 
treatment 

‒ Risk Factor #9 – Work in remote locations, in possible high crime 
settings, with no means of back-up or obtaining emergency 
assistance 

‒ Risk Factor #10 – Lack of training in recognizing and managing 
escalating hostile and aggressive behavior 

‒ Risk Factor #11 – Poorly lit areas 
‒ Risk Factor #12 – Gaps in communication 



Warning Signs – Level 1 

Now that we know the types of workplace violence and 
some of the unique hazards that put us at risk, let’s take a 
look at the three levels of warning signs of workplace 
violence:   

 

o Level 1 Warning Signs – Signs of Intimidation 
oDiscourteous/disrespectful,  
oUncooperative, and/or  
oVerbally abusive.  



Warning Signs – Level 1 

– Employee Response: 
• Report concerns to supervisor to seek help in assessing 

and responding to the situation.  
• Use your Service Recovery tools with customers!! 
• Place an emphasis on HEART (Hearing, Empathizing, 

Apologizing, Recovering, and Thanking )the individual for 
bringing a concern to your attention. 

• Document the behavior in question.  
 

Many violent incidents can be prevented at this level if we remain 
cognitive of the Level 1 Warning Signs and use our HEART 



Warning Signs – Level 2 

o Level 2 Warning Signs – Signs of Escalation 
oArgue with customers, coworkers, or management.  
oRefuse to obey agency policies or procedures.  
o Sabotage equipment or steal property for revenge.  
oVerbalize wishes to hurt coworkers or management.  
o Stalk, harass, or show undue focus on another. 
oMake direct or indirect threats to coworkers or 

management (in person, in writing, by phone).  
oView himself or herself as victimized (me against them) 

and talk about “getting even.” 
 
 



Warning Signs – Level 2 

oEmployee Responses: 
oRemain calm 
oCall 911 or Code 25, if warranted.  
oSecure the safety of self and others, if 

necessary.  
oImmediately contact the supervisor.  
oDocument the observed behavior in question.  



Warning Signs – Level 3 
• Level 3 Warning Signs – Further Escalation 

• Suicidal threats.  
• Physical fights or assaults of coworker(s) or 

manager(s).  
• Damage or destruction of property.  
• Concealment or use of a weapon to harm others.  
• Display of extreme rage or physically aggressive acts, 

throwing or striking objects, shaking fists, verbally 
cursing at others, pounding on desks, punching walls, 
or angrily jumping up and down.  



Warning Signs – Level 3 

–Employee Responses: 
• Remain calm 
• Call 911 or Code 25. 
• Secure the safety of self and others, if necessary.  
• Immediately contact the supervisor.  
• Document the observed behavior in question.  



Additional Techniques 

• Violence Intervention Techniques 
1. When anyone exhibits signs of violence and the situation 

is not life threatening, defuse the anger by using the 
following techniques: 

• Meet with the individual to discuss the inappropriate 
behavior. Build trust by listening and treating the individual 
with respect. Use your HEART!  

• Do not argue, get defensive, or be sarcastic.  
• Take all threats or acts of violence seriously.  

2. Speak with the individual about the misconduct and how 
it affects others, with a specific warning on future action if 
behavior continues. 



Additional Techniques 

 
3.  If you are unable to defuse the situation and the threat 

of violence persists: 
• Remain calm and do not put yourself or any staff member in a 

position to be injured.  
• If you are meeting alone with the individual, ask the individual 

to remain and excuse yourself from the meeting.  
• Call Code 25 or dial 911, if warranted. 
• Report situation to supervisor 



Let’s Prevent!  

• Universal Precautions for Violence 
1. Violence should be expected, there is potential 

for any patient, employee, or visitor to become 
violent when they are under distress 

2. Violence can be prevented, when we understand 
the warning signs, and mitigate the situation 

 

We control our environment by acting calm, being 
observant,  and by using our HEART 



      Prevent! Patients, Families, and Visitors 

• Pain is subjective. An observer cannot 
see, feel, measure or verify the patient’s 
pain.  
– The patient, family member, or friend often 

feels that the patient is not believed or 
being properly relieved of pain. 

– Patients want immediate symptom relief 
and may be focused on short term solutions, 
rather then our long term goals 



     Prevent! Patients, Families, and Visitors  

• Emotionally, patients, family members, and visitors 
may be unfamiliar with the healthcare process, 
which can lead to intimidation (a level 1 warning 
sign!).  Weaving ones’ way through the system can 
lead to a variety of emotions. 
– Look for signs of pain, stress, fear, grief, depression 

• Those appearing hostile (level 1 warning sign!) may 
actually be feeling vulnerable, overloaded with 
emotional stress, fearful, feel helpless, or feel 
powerless 



      Prevent! Patients, Families, and Visitors 
Continued 

• Let’s: 
– Communicate! Especially about any delays.   
– Reduce stimuli: place in exam room instead of waiting room – 

give them some personal space 
– Let them have a moment to vent 
– Provide symptom relief 
– Ask if there is a family member or friend they would like to have 

present 
– HEART 
– Avoid arguing and avoid defending situation or actions 
– Be cognitive of your nonverbal communication 



Prevent! Environment of Care  

Identify Potential Hazards in your Work Place 
Be aware of any items that could be hazardous in the wrong hands 



Prevent! Staff Protections 

• Identify Potential Self Hazards 
– Remove things from around your neck when 

possible  
• Ties, stethoscopes, jewelry, and name badges 

can be used as a noose. 
– Don’t wear hanging jewelry  
– Don’t divulge personal information about yourself 
– Give yourself access to exit 
– Watch your nonverbal communication 
– Be professional and courteous at all times 



Prevent! Security 
• Identify Security Measures Needed 

– Wear your employee photo identification badge.  
– Secure all of your personal belongings – and leave valuable 

items at home.   
– Register, direct, and communicate with patients and visitors. 
– Walk with a buddy 
– Make sure appropriate security measures/policies that the 

hospital has in place  are being followed (transport to IMHU, 
patient belongings, etc.). No shortcuts!!  

– Employee notification to appropriate security officer or police 
about suspicious or unauthorized individuals on property. 

– Address any security concerns with your supervisor. 
– Address any immediate security concerns by calling a CODE 25 

or dialing 911, if warranted.  
 



Prevent! Observe 

• Observation as a Prevention Technique 
– Be aware of performance and/or conduct problems that 

may be warning signs.  
– Watch for patterns of behavior or any changes from 

normal behavior. 
– The presence of any of these characteristics does not 

necessarily mean a violent act will occur but they may 
be an indicator of another type of problem. 



     Prevent! Observe: Behavioral Indicators 

• Observation: Behavioral Indicators 
– Continual excuses and blaming, such as an inability 

to accept responsibility for even the most 
inconsequential errors.  

– Safety issues, including a disregard for personal, 
equipment, and machinery safety or taking needless 
risks.  

– Unshakable depression, as exhibited by low energy, 
little enthusiasm, and/or despair.  



      Prevent! Observe: Behavioral Indicators 

– Evidence of serious stress in the employee's personal 
life, such as crying, excessive personal phone calls, or 
recent change in family/relationship status.  

– Unusual or changed behavior, such as:  
• Inappropriate comments, threats, throwing 

objects, etc.  
• Evidence of possible drug or alcohol use/abuse.  
• Poor health and hygiene (marked changes in 

personal grooming habits). 
 



      Prevent! Observe: Performance Indicators  

• Observation: Performance Indicators 
– Attendance problems, such as excessive sick leave, 

excessive tardiness, leaving work early, or improbable 
excuses for absences.  

– Decreased productivity, including making excessive 
mistakes, using poor judgment, missing deadlines, or 
wasting work time or materials.  

– Inconsistent work patterns, such as alternating 
periods of high/low productivity or quality of work, 
exhibiting inappropriate reactions, overreacting to 
criticism, or mood swings.  



     Prevent! Observe: Performance Indicators  

– Concentration problems, including becoming easily 
distracted or having difficulty recalling instructions, 
project details, or deadline requirements.  

– Adverse effect on supervisor's time when he or she 
must spend an inordinate amount of time coaching 
and/or counseling the employee about personal 
problems, redoing the employee's work, or dealing 
with coworker concerns.  



Reporting 

• Reporting can be used as a preventative tool and as a 
means to trend and analyze actual occurrences for 
process improvement. 

It is everyone’s responsibility to prevent and report 
violence in the workplace. 

• You are strongly encouraged to report any suspicious 
activity, incident, or concern to your supervisor or by 
established incident reporting forms (generic screens, 
employee incident report, visitor incident report). 



Reporting 

• All reports will be investigated. 
• Staff who file complaints, make reports, or participate 

in a workplace violence investigation will be protected 
from any retaliatory action. 

• Victims of workplace violence will be referred to the 
Employee Assistance Program 

  



Caveat 

Please be aware that the Samaritan Workplace Violence 
Policy does not take precedence over any of the 
policies already in place.   

Always utilize the proper procedures from related 
policies. 

• In emergent situations that require assistance, call the 
switchboard and initiate a CODE 25 with exact 
location. 

• In situations that place employees, patients, or visitors 
in immediate harm or danger, call 911 FIRST!  



Summary 

• You should now be able to: 
– Define workplace violence. 
– List the four types of workplace violence.  
– Identify the three warning sign levels related to 

potential workplace violence.  
– List the action steps taken in response to workplace 

violence.  
– Identify ways to prevent workplace violence.  

• Remember your Universal Precautions for Violence – it 
should be expected and can be prevented! 

• Samaritan has Zero Tolerance for Workplace Violence!  



 
2019 Annual Mandatory Education 



 Provide an overview of the Corporate 
Compliance Program (the “Program”): 
◦ Purpose 
◦ Applicability 
◦ Elements 
◦ Focus Areas 
◦ DSRIP/ACO 

 Review certain applicable laws. 
 Describe your role in the Compliance Program 

and what is expected of you. 



 A program designed to foster an 
organizational culture that promotes the 
prevention, detection, and correction of 
conduct that does not comply with applicable 
laws, rules, regulations, and standards of 
ethical business conduct. 

 
 Compliance Programs are Mandatory 
◦ Federal and New York State Laws and Regulations 



 The Corporate Compliance Program applies 
to all Affected Individuals: 
◦ Members of the Board of Trustees 
◦ Executives 
◦ Medical Staff 
◦ Employees 
◦ Volunteers 
◦ Students & Interns 
◦ Vendors 
◦ Agents 
◦ Independent Contractors 

 



 The Compliance Program must contain 
certain elements, or components, as outlined 
in Federal and State laws and regulations. 

 The Federal Social Security Act and other 
laws, as well as the Code of Federal 
Regulations, requires seven (7) elements. 

 New York Social Services Law and the New 
York Code, Rules, and Regulations requires 
eight (8) elements. 

 Those Elements are… 



 Written policies and procedures that: 
◦ Describe compliance expectations in a code of 

conduct or code of ethics; 
◦ Implement compliance program operations; 
◦ Provide Affected Individuals with guidance on 

dealing with potential compliance issues; 
◦ Identify how to communicate compliance issues to 

appropriate personnel; 
◦ Provide guidance on the investigation and 

resolution of potential compliance problems. 
 See Compliance Program Manual and 

associated policies, available on HEARTbeat! 



 Designate an employee who is responsible for 
the day-to-day operations of the Compliance 
Program. 
◦ Samaritan’s Chief Compliance Officer (CCO) 

 The CCO reports directly to the Chief Executive 
Officer (CEO) with dotted-line reporting to the 
Board of Trustees (BOT). 

 Committee = Corporate Compliance Core Group 
(CCCG). 

 CCO reports on program and CCCG activities 
quarterly to the Joint Audit & Corporate 
Compliance Committee, a BOT Committee. 
 



 Provide appropriate training to Affected 
Individuals on: 
◦ Compliance Issues; 
◦ Expectations, and; 
◦ Corporate Compliance Program Operations. 

 Basic training is provided at General 
Orientation and annually thereafter. 

 Targeted training is provided to certain 
Individuals based on job duties, etc. 
◦ Examples include billing and coding, 

documentation, Medicare Secondary Payer, etc. 



 Effective lines of communication, accessible 
to all Affected Individuals, that allow for the 
reporting of compliance issues, including 
anonymous reporting and confidential good 
faith reporting of potential issues. 
 Anonymous reporting is available via the Online 

Reporting Form (accessible from HEARTbeat or 
samaritanhealth.com/Corporate-Compliance) OR  
Compliance Hotline: 1-877-740-7070 

 Corporate Compliance staff contact 
information is at the end of this presentation. 



 Confidential vs. Anonymous: 
◦ Anonymous means that you do NOT provide your 

name.  If you choose anonymous reporting, be sure 
to provide enough details that we can investigate. 

 
◦ Confidential means you provide your name, but 

request that we not disclose your identity as the 
reporter.  We will do our best to shield your 
identity, but cannot guarantee that it will never be 
known (for example, we could be compelled to by 
an external agency investigation or a court order). 



 Disciplinary policies enforce standards and 
encourage good faith participation in the 
compliance program. 
◦ Corrective Action Policy outlines the progressive 

discipline process. Certain Compliance and other, 
related policies may contain their own disciplinary 
standards (for example, HIPAA). 

 Policies require employees to: 
◦ Report suspected fraud or abuse; 
◦ Participate in investigations; 
◦ Engage in only compliant, lawful, ethical behavior. 



 What might result in disciplinary action? 
◦ Failing to report known or suspected wrongdoing; 
◦ Failure to detect violations due to negligent or 

reckless conduct; 
◦ Making false reports; 
◦ Engaging in unlawful, unethical, or otherwise non-

compliant conduct; 
◦ Failure to comply with applicable Samaritan 

policies; 
◦ Not cooperating with an investigation; 
◦ Violating applicable privacy laws or regulations; 
◦ Etc… 



 Systems for routinely identifying compliance 
risks areas in, among other things: 
◦ Internal/external audits and monitoring; 
◦ Evaluating the results of the above; 
◦ Credentialing providers/those associated with 

providers; 
◦ Governance; 
◦ Mandatory reporting; 
◦ Quality of care; 
◦ Assessing agency Work Plans, Compliance 

Guidance, Audit Protocols, etc. 



 Then what? 
◦ After assessing such risks we develop an annual 

Compliance Work Plan, which outlines the areas on 
which we will focus our efforts for the coming year. 
◦ If other risks are identified throughout the year, or 

a previously identified potential risk is found to not 
be a risk at all, we will add or remove items from 
the Work Plan as appropriate. 



 Policies for identifying, addressing, and 
responding to compliance issues and 
problems as they are reported, including 
potential concerns, or discovered through the 
auditing and monitoring process. 

 This includes corrective actions that: 
◦ Are thorough and timely; 
◦ Reduce the risk of an issue reoccurring; 
◦ Report appropriate issues to the Office of the 

Medicaid Inspector General (OMIG) or Office of the 
Inspector General (OIG), and refunds 
Medicaid/Medicare overpayments. 
 
 
 
 



 Good faith participation by an employee in 
the Corporate Compliance program may not 
result in retaliation, retribution, or 
intimidation by any Leader or other 
employee. 
◦ Employees and others that participate in the 

Compliance program in good faith are protected by 
Samaritan policy, as well as State and Federal laws 
and regulations.  Any such conduct should be 
reported to Corporate Compliance or Human 
Resources. 



 Good faith participation includes: 
◦ Reporting potential issues to Corporate 

Compliance; 
◦ Investigating or participating in the investigation of 

known or potential issues; 
◦ Auditing, monitoring, or self-evaluation processes; 
◦ Implementing corrective actions; 
◦ Reporting to or testifying before a public body 

during an investigation or hearing into possible 
noncompliant activities or improper patient care. 

 Malicious reporting is not a protected activity. 



 Fraud typically includes any of the following: 
◦ Knowingly submitting, or causing to be submitted, false 

claims or making misrepresentations of fact to obtain a 
health care payment for which no entitlement would 
otherwise exist 

◦ Knowingly soliciting, receiving, offering, and/or paying 
remuneration to induce or reward referrals for items or 
services reimbursed by government health care 
programs 

◦ Making prohibited referrals for certain designated health 
services 

 Fraud is illegal; it exposes individuals or entities 
to potential criminal and civil liability, and may 
lead to imprisonment, fines, and penalties. 



 Billing for appointments the patient failed to 
keep; 

 Knowingly billing for services at a complexity 
level higher than actually provided or 
documented in the file (“upcoding”); 

 Knowingly billing for services not furnished, 
supplies not provided, or both, including 
falsifying records to show delivery of such 
items; 

 Paying for referrals of Federal or State health 
care program beneficiaries (“kickbacks”). 



 Waste is overutilization of services or other 
practices that, directly or indirectly, result in 
unnecessary costs to the health care system, 
including Medicare and Medicaid. It is not 
generally considered to be caused by 
criminally negligent actions, but by the 
misuse of resources. 
◦ Example: ordering excessive laboratory tests when 

only one test is needed. 



 Abuse describes practices that, either directly 
or indirectly, result in unnecessary costs to 
the government health care programs. 

 Abuse includes any practice not consistent 
with providing patients with services that are 
medically necessary, meet professionally 
recognized standards, and are priced fairly. 



 Billing for unnecessary medical services 
 Charging excessively for services or supplies 
 Misusing codes on a claim, such as upcoding 

or unbundling codes 
 

Medicare/Medicaid abuse can expose providers 
to criminal and civil liability. 



 Health Care Fraud Statute 
 Civil Monetary Penalty Law 
 False Claims Act 
 Stark Law (Physician Self Referral Law) 
 Anti-Kickback Statute 
 Patient Access and Medicare Protection Act 
 While the above are Federal laws, New York 

has many similar provisions in Public Health 
Law, Social Services Law, Finance Law, etc. 
◦ See your Employee Handbook for more detail. 



 Imposes civil liability on any person who knowingly submits, 
or causes the submission of, a false or fraudulent claim to the 
Federal Government. The terms “knowing” and “knowingly” 
mean a person has actual knowledge of the information or 
acts in deliberate ignorance or reckless disregard of the truth 
or falsity of the information related to the claim. No proof of 
specific intent to defraud is required to violate the civil FCA. 
◦ Example: A physician knowingly submits claims to Medicare for a 

higher level of medical services than actually provided or higher 
than the medical record documents. 

 Penalties: Civil penalties for may include fines of up to three 
times the amount of damages sustained by the Government 
as a result of the false claims plus up to $21,563 per false 
claim filed. 

 There also is a criminal FCA statute by which individuals or 
entities that submit false claims may face fines, 
imprisonment, or both. 



 Prohibits a physician from making a referral for 
certain Designated Health Services payable by 
Medicare or Medicaid to an entity in which the 
physician (or an immediate family member) has an 
ownership/investment interest or with which he or 
she has a compensation arrangement, unless an 
Exception applies. 
◦ Example: A provider refers a beneficiary for a designated 

health service to a business in which the provider has an 
investment interest. 

 Penalties for physicians who violate the Stark Law 
may include fines, penalties up to $23,863 (in 2016) 
for each service, repayment of claims, and potential 
exclusion from all Federal health care programs. 



 Makes it a crime to knowingly and willfully offer, pay, 
solicit, or receive any remuneration directly or 
indirectly to induce or reward referrals of items or 
services reimbursable by a Federal health care 
program. 
◦ Example: A provider receives cash or below fair market 

value rent for medical office space in exchange for 
referrals. 

 Penalties: Civil penalties may include penalties of up 
to $73,588 (in 2016) per kickback plus three times 
the amount of the kickback. Criminal penalties may 
include fines, imprisonment, or both. 

 If certain types of arrangements satisfy regulatory 
Safe Harbors, they may not violate the AKS. 



 Prohibits knowingly and willfully executing, or 
attempting to execute, a scheme or artifice in 
connection with the delivery of or payment for health 
care benefits, items, or services to either: 
◦ Defraud any health care benefit program 
◦ Obtain (by means of false or fraudulent pretenses, 

representations, or promises) any of the money or property 
owned by, or under the control of, any health care benefit 
program 

◦ Example: Several doctors and clinics conspire in a 
coordinated scheme to defraud Medicare by submitting 
claims for power wheelchairs that were not medically 
necessary. 

 Penalties for violating the Criminal Health Care Fraud 
Statute may include fines, imprisonment, or both. 



 Excluded providers may not participate in Federal or State 
health care programs for a designated period. 

 An excluded provider may not bill these health care 
programs (including, but not limited to, Medicare & 
Medicaid) for services he or she orders or performs. 
Additionally, an employer or a group practice may not bill 
for an excluded provider’s services.  

 At the end of an exclusion period, an excluded provider 
must seek reinstatement; reinstatement is not automatic.  

 The OIG maintains a list of excluded parties called the List 
of Excluded Individuals/Entities (LEIE) and OMIG maintains 
the List of Restricted and Excluded Providers.  Samaritan 
checks these databases, among others, monthly to ensure 
that providers, employees, and others associated with SHS 
are not excluded from program participation. 



 OIG must exclude any providers and suppliers convicted of any 
of the following: 
◦ Medicare fraud and any other offenses related to the delivery of items or services 

under Medicare 
◦ Patient abuse or neglect 
◦ Felony convictions for other health care-related fraud, theft, or other financial 

misconduct 
◦ Felony convictions for unlawful manufacture, distribution, prescription, or dispensing 

of controlled substances 
 OIG also has discretion to exclude on other grounds, including: 
◦ Misdemeanor convictions related to health care fraud other than Medicare or 

Medicaid fraud, or misdemeanor convictions in connection with the unlawful 
manufacture, distribution, prescription, or dispensing of controlled substances 

◦ Suspension, revocation, or surrender of a license to provide health care for reasons 
bearing on professional competence, professional performance, or financial integrity 

◦ Providing unnecessary or substandard services; submitting false or fraudulent claims 
◦ Engaging in unlawful kickback arrangements 
◦ Defaulting on health education loan or scholarship obligations 



 Samaritan’s Corporate Compliance Program 
applies to these areas, among others: 
◦ Billing 
◦ Payments 
◦ Medical Necessity & Quality Care 
◦ Governance 
◦ Mandatory Reporting 
◦ Credentialing 

 The Program also applies to other identified 
risk areas. 



Heidi Baker, CHC, CHPC 
DSRIP Compliance Officer 



 
Delivery System Reform Incentive Payment 
(DSRIP) is the main mechanism by which New York State 
will implement the Medicaid Redesign Team (MRT) Waiver 
Amendment.  
 
DSRIP´s purpose is to fundamentally restructure the 
health care delivery system by reinvesting in the Medicaid 
program, with the primary goal of reducing avoidable 
hospital use by 25% over 5 years. Up to $6.42 billion 
dollars are allocated to this program with payouts based 
upon achieving predefined results in system 
transformation, clinical management and population 
health. 
 
 

WHAT IS DSRIP? 



All DSRIP funds will be based on performance 
linked to achievement of project milestones. 
 
In order for your practice/agency to receive 
these special funds, they are required to 
collaborate to implement innovative projects 
focusing on system transformation, clinical 
improvement and population health 
improvement. 

DSRIP Overview 



Why do we need a compliance program? 

It is important that we track the DSRIP dollars to 
ensure that the money is not connected with 
fraudulent behavior/practices.  



What is a Compliance Program? 
The focus of our program is to 
maintain ethics and integrity in the 
workplace and compliance with federal 
and state laws related to fraud, false 
claims, theft or embezzlement, 
kickbacks or other violations. 



Compliance Code of Conduct 
 Lead by example.   Compliance is everyone’s business; if 

you see something- say something 

 There is zero tolerance for retaliation 
for good-faith reporting 

 Take an active role in compliance 
education 

 Safeguard DSRIP funds and DSRIP Data 

 Help to ensure medically 
necessary and quality care 

 Ensure proper credentials and licensure 

 No exclusion from government 
health care programs  Avoid conflicts of interest 

 Protect patient confidentiality; other 
business information 

 Provide accurate and truthful information 



Your involvement can help maintain our culture of 
compliance and here’s how: 
 
 
 
 If you suspect that quality indicators are being falsely 

reported to satisfy DSRIP requirements, report it. 
 If you suspect that a provider is falsifying documentation on 

their Medicaid patient, report it. 
 

 

What’s Your Role? 



Heidi Baker CHC, CHPC 
ACO Compliance Officer 



 Accountable Care Organizations (ACOs) are 
groups of doctors, hospitals, and other health 
care providers, who come together voluntarily 
to give coordinated high quality care to their 
Medicare patients. 

 The goal of coordinated care is to ensure that 
patients, especially the chronically ill, get the 
right care at the right time, while avoiding 
unnecessary duplication of services and 
preventing medical errors. 



 The Shared Savings Program will reward ACOs 
that lower their growth in health care costs 
while meeting performance standards on 
quality of care and putting patients first by 
sharing a portion of the savings. 



 Implement written policies, procedures and standards 
of conduct 

 Designate a compliance officer and compliance 
committee 

 Conduct effective training and education 
 Develop effective lines of communication 
 Enforce standards through well publicized disciplinary 

guidelines 
 Conduct internal monitoring and auditing 
 Respond promptly to detected offenses and developing 

corrective action 



 Raise awareness 
 Mitigation factor 
 Communicate commitment 
 Reduce threat of qui-tams 
 Makes good business sense 
 Minimizes impact of CIA (corporate integrity 

agreement) 



 Supervisor 
 Call the ACO Corporate Compliance Officer directly (see last slide) 
 Web form on-line at http://www.northcountryinitiative.org/aco.html  
 Reporting incidents using the web form allows you to remain 

anonymous if you don’t leave your name. 
 Do not ignore suspected non-compliance….CALL 
 It is your obligation as an employee or agent of the ACO. 

 

ALL allegations will be investigated thoroughly and in a 
timely manner! 

 

 Under No circumstances shall the good faith reporting of any 
information serve as the basis for any retaliation or reprisal in 
any form against any employee as a result of that person 
participating in the compliance efforts. 

http://www.northcountryinitiative.org/aco.html


 Contact the DSRIP Corporate Compliance Officer directly 
OR 

 Anonymous reports may be made to the DSRIP Corporate 
Compliance Hotline: 1-800-253-2856 

 
 Do not ignore suspected non-compliance….CALL 
 Reporting is your obligation as an employee or agent of a 

DSRIP Performing Provider System (PPS). 
 
 ALL allegations will be timely and thoroughly investigated! 
 
Under no circumstances shall the good faith reporting of any 
information serve as the basis for any retaliation or reprisal in 
any form against any employee as a result of that person 
participating in the compliance efforts. 

Report fraudulent behavior 



 
Lisa Cotraccia 
Compliance Analyst 
lcotraccia@shsny.com 315-779-6695 
 
Heidi Baker, CHC, CHPC 
DSRIP Compliance Officer/ACO Compliance 
Officer 
hbaker@shsny.com  315-779-5228 

mailto:lcotraccia@shsny.com
mailto:hbaker@shsny.com


2019 Samaritan Mandatory Education 

Patient Rights & Health 
Care Proxy 

 



What Rights do Patients Have? 

•  First, patients have a right to considerate and 
respectful care. This means they can know the 
names of everyone involved in their care, from 
physicians and nurses to support staff such as lab 
techs, caseworkers, housekeepers, and dietary 
people. Each of these people must treat patients 
with courtesy. It also means patients have a right to 
information about their care, both now and after 
discharge, so they may make appropriate decisions 
for themselves. 



What Rights do Patients Have?  

• Second, patients have a right to privacy during treatment 
and to have their records treated confidentially. They also 
have a right to refuse treatment or to participate in 
research. They have a right to refuse to see anyone not 
directly involved with their care. 

• Third, patients have a right to express their opinions 
about the care they are receiving, both positive and 
negative, without fear of reprisal. They begin this process 
by contacting their care provider or Patient Relations 
Manager. 



What Rights do Patients Have?  

• Fourth, patients have the responsibility to 
cooperate with their plan of care, and to 
share information about their illness with 
their doctor. 

http://www.bing.com/images/search?q=patient+doctor+interaction&view=detailv2&&id=CCD73D42E1A9EF61DD5D4460BD0F952D2AB998CA&selectedIndex=3&ccid=nZttkTPw&simid=607997881907807400&thid=OIP.M9d9b6d9133f0345cf97927e331cc43f7H0


Complaints 
• If the patient’s issues cannot immediately be resolved 

by staff on hand, they are brought to the attention of 
the department head for response.  The Patient 
Relations Manager may be contacted at any time for 
assistance through this process.  Contact information 
for the Patient Relations Manager is located in the 
Patient Handbook.  The Dept. of Health contact 
information is available in the Patient Handbook, is 
given at the time of a written response, and should be 
given anytime it is requested. 

 



Patients’ Bill of Rights 
The patient or the patient’s legally recognized 

representative has the right to: 
• Become informed of these rights on admission and 

understand and use these rights.  Samaritan 
Medical Center MUST provide assistance to persons 
with visual or auditory impairment or who are 
limited English speakers.  This assistance may 
include interpreters. 



Patients’ Bill of Rights 
• Exercise these rights and receive impartial 

access to and provision of treatment without 
regard to: 

– Gender 
– Sexual Orientation 
– Cultural, Racial, Economic, Educational, or 

Religious Considerations 
– Source of Payment for Care 



Patients’ Bill of Rights 
• Receive considerate and respectful care in a safe 

environment free of unnecessary restraint, abuse or 
harassment. 

• Receive appropriate assessment and management of 
the patient’s pain. 

• Receive emergency care as indicated by the patient’s 
medical condition upon arrival at Samaritan Medical 
Center. 



Patients’ Bill of Rights 

• Be informed of the name and position of the physician 
who will be in charge of the patient’s care while 
hospitalized. 

 

• Be informed of the names, positions, and functions of any 
Samaritan Medical Center staff involved in the patient’s 
care and to refuse care from them. 

 

• Obtain from the responsible medical staff, in terms the 
patient can reasonably understand, complete and current 
information concerning the patient’s diagnosis, treatment, 
and prognosis, to include change in health status, the 
reason for the change even if due to harm or injury, and 
recommended course of treatment.  



Patients’ Bill of Rights 

• Receive all information necessary for the patient to 
give informed consent for any proposed treatment or 
procedure, including the risks, benefits, and 
alternatives to the proposed treatment or procedure. 

 

• Participate in the development and implementation of 
the patient’s plan of care and actively participate in 
decisions regarding the patient’s medical care.  To the 
extent permitted by law, this includes the right to 
request and/or refuse treatment or leave Samaritan 
Medical Center against medical advice under the rules 
of informed consent. 



Patients’ Bill of Rights 
• Receive all information needed to develop Do Not 

Resuscitate Order, Health Care Proxy, or other Advance 
Directive in accordance with New York State Law.  

• Be given full consideration of privacy concerning medical 
care and full confidentiality of all information and records 
regarding care.  The patient’s written permission will be 
obtained before the medical record can be made available 
to anyone for other than payment, treatment, or hospital 
operations. 

• Refuse to take part in medical research or human 
experimentation.  In deciding whether or not to 
participate, the patient has the right to a full explanation. 



Patients’ Bill of Rights 
• Participate in all decisions about the patient’s continuing 

treatment and transfer/discharge from the 
hospital.  The patient will receive supportive services as 
appropriate to assist the patient/family in coping with 
difficult decisions and circumstances regarding the 
patient’s changing care needs.  Samaritan Medical 
Center must provide all information regarding discharge 
options, and in the case of transfers, all information 
about the need for transfer and all reasonable 
alternatives to transfer.  Prior to discharge the patient 
must receive an appropriate written discharge plan and 
a written description of the Patient Review Process 
available to the patient under Federal and State law. 



Patients’ Bill of Rights 
• Examine and receive an itemized bill and 

explanation of charges regardless of the source of 
payment for care.  

• Review the patient’s medical record without 
charge.  The patient may obtain a copy of his/her 
medical record from Samaritan Medical Center for 
which Samaritan Medical Center may charge a 
reasonable fee.  The patient cannot be denied a 
copy solely because the patient cannot afford to 
pay. 



Patients’ Bill of Rights 

• Complain, without fear of reprisals, about the care and 
services received.  Samaritan Medical Center will 
provide an oral or a written response.   A written 
response is also generated if the complaint is 
processed through the Grievance Committee. 



Patients’ Bill of Rights 

• If the patient is not satisfied with the response made 
by Samaritan Medical Center, the patient may 
register his/her complaint with the New York State 
Department of Health.  Samaritan Medical Center 
will provide the patient with the Health Department 
phone number. 



Patients’ Bill of Rights 

• Authorize those family members and other adults who 
will be given priority to visit consistent with the 
patient’s ability to receive visitors. 

• Make known the patient’s wishes in regard to 
anatomical gifts.  The patient may document  
his/her wishes in their Health Care Proxy  
or on a donor card, both available from 
Samaritan Medical Center. 



Patient Responsibilities 
   Samaritan Health System believes that as an Out-Patient you have 

basic responsibilities including the following: 

• Providing information about past and present medical problems 
to your doctor or health care provider. 

• Ask questions when you do not understand your treatment plan 
and what is expected of you. 

• Follow the instructions of your doctor or care giver. 

• Accept the outcome of not following the instructions. 

• Follow the hospital rules and regulations. 



Patient Responsibilities 

• Treat other patients and staff with respect: 
– Avoid unnecessary noise 
– Follow the smoking rules 
– Respect the property of others 
– Follow visiting hours 



EMTALA 
Emergency Medical Treatment & Labor Act  

 

EMTALA, aka “Patient Anti-Dumping Law, ” is a 
Federal Statute that is designed to enhance 
access to emergency care and prohibit 
discrimination in the provision of emergency 
services. 

 
  

 



EMTALA 
Emergency Medical Treatment & Labor Act  

What do you need to know? 
SCREEN, TREAT, TRANSFER & RECEIVE 

1. EMTALA mandates a MEDICAL SCREENING EXAM (MSE) and STABILIZING 
TREATMENT for every person presenting for emergency medical services 
regardless of the patient’s financial status or insurance status or ability 
to pay. 

2. A person does not need to present directly to the ED for this regulation 
to apply.  An MSE & stabilizing treatment must be given to anyone 
presenting to the ED & anyone presenting ANYWHERE on our hospital 
campus appearing in need of medical treatment.  This includes parking 
lots, parking garage, sidewalks, any location inside our hospital and 
within 250 yards of the hospital!!   



EMTALA 
Emergency Medical Treatment & Labor Act  

 

What do you need to know? 
3. We can TRANSFER a patient at patient’s request or when we can not 

provide the care needed but only after an assessment has been 
completed, the receiving facility has agreed to take patient, and patient 
has consented to go.     

4. We must RECIEVE (accept) a patient that requires care regardless of 
ability to pay. 



EMTALA 
Emergency Medical Treatment & Labor Act  

What do you need to do? 
CALL 4333 or 911 

If you see an individual that appears to be in need of emergency medical care 
outside of the emergency department, but on our campus, you are 
responsible for calling the: 

Samaritan Emergency Line at (315) 785-4333 
Please be prepared to report the location and brief description of the 
situation.  You should be prepared to respond to questions in order to assist 
in the activation of the appropriate emergency response team and 911, if 
necessary.  Never move or mobilize an individual that is on the ground.   
 
 

 



EMTALA 
Emergency Medical Treatment & Labor Act  

 
Remember, call (315) 785-4333 if  
you see anyone you think is in  
need of emergency medical  
attention on our hospital campus!  
 
 
(Place this number  
in your cell phone for fast dialing!) 

 
 
 
 
     
 

                              



Health Care Proxy 
• The New York Health Care Proxy Law allows you to appoint 

someone you trust — for example, a family member or close 
friend — to make health care decisions for you if you lose the 
ability to make decisions yourself. By appointing a health care 
agent, you can make sure that health care providers follow your 
wishes. Your agent can also decide how your wishes apply as your 
medical condition changes. Hospitals, doctors and other health 
care providers must follow your agent’s decisions as if they were 
your own. You may give the person you select as your health care 
agent as little or as much authority as you want. You may allow 
your agent to make all health care decisions or only certain ones. 
You may also give your agent instructions that he or she has to 
follow. This form can also be used to document your wishes or 
instructions with regard to organ and/or tissue donation.  



Facts about Health Care Proxy 
This is an important legal document. Before signing, you should 

understand the following facts: 

1. This form gives the person you choose as your agent the 
authority to make all health care decisions for you, if you 
cannot make these decisions yourself.  Such decisions may  
include the decision to remove or provide life-sustaining 
treatment, unless you say otherwise in this form. “Health 
care” means any treatment, service, or procedure to 
diagnose or treat your physical or mental condition. 



Facts about Health Care Proxy 
2. Unless your agent reasonably knows your wishes about 

artificial nutrition and hydration (nourishment and water 
provided by a feeding tube or intravenous line), he or she will 
not be allowed to refuse or consent to those measures for you.  
It is wise to indicate on the Health Care Proxy document that 
your agent knows your wishes about artificial nutrition and 
hydration and can make those decisions on your behalf 

3. Your agent will start making decisions for you when your doctor 
determines that you are not able to make health care decisions 
for yourself. 



Facts about Health Care Proxy 
4. You may write on this form examples of the types of 

treatments that you would not desire and/or those 
treatments that you want to make sure you receive. 
The instructions may be used to limit the decision-
making power of the agent. Your agent must follow 
your instructions when making decisions for you. 

5. You do not need a lawyer to fill out this form. 



Facts about Health Care Proxy 

6. You may choose any adult (18 years of age or older), 
including a family member of close friend, to be your 
agent. If you select a doctor as your agent, he or she will 
have to choose between acting as your agent or as your 
attending doctor because a doctor cannot do both at the 
same time. Also, if you are a patient or resident of a 
hospital, nursing home or mental hygiene facility, there 
are special restrictions about naming someone who 
works for that facility as your agent. Ask staff at the 
facility to explain those restrictions. 



Facts about Health Care Proxy 
7. Before appointing someone as your health care 

agent, discuss it with him or her to make sure that he 
or she is willing to act as your agent. Tell the person 
you choose that he or she will be your health care 
agent. Discuss your health care wishes and this form 
with your agent. Be sure to give him or her a signed 
copy. Your agent cannot be sued for health care 
decisions made in good faith. 



Facts about Health Care Proxy 
8. If you have named your spouse as your health care 

agent and you later become divorced or legally 
separated, your former spouse can no longer be your 
agent by law, unless you state otherwise. If you would 
like your former spouse to remain your agent, you 
may note this on your current form and date it or 
complete a new form naming your former spouse. 



Facts about Health Care Proxy 
9. Even though you have signed this form, you have the 

right to make health care decisions for yourself as long as 
you are able to do so, and treatment cannot be given to 
you or stopped if you object, nor will your agent have 
any power to object. 

10. You may cancel the authority given to your agent by 
telling him or her or your health care provider orally or in 
writing. 

11. Appointing a health care agent is voluntary. No one can 
require you to appoint one. 

12. You may express your wishes or instructions regarding 
organ and/or tissue donation on this form. 



Facts about Psychiatric  
Advance Directives 

1. Patients with a documented psychiatric diagnosis have 
the right to make their own health care decisions, to 
accept, reject, or discontinue treatments. 

2. Patients with a documented psychiatric diagnosis may 
appoint a healthcare proxy who agrees to act in their best 
interests. 

3. Honor DNR Status unless it is a result of a suicide attempt 
while a hospital patient. 

4. Cannot include decisions on whether to be involuntarily 
hospitalized in a psychiatric facility. 



Health Care Proxy 



Health Care Proxy 



Restraint and Seclusion 
• Samaritan Medical Center’s Restraint and 

Seclusion policy is designed to provide procedures 
aimed at reducing the use of restraints or 
seclusion throughout the facility and to provide 
guidelines for its safe and effective use when no 
other action is feasible. 



Definitions 
• Chemical Restraint (Medication used as 

Restraint) - A medication when it is used as a 
restriction to manage the patient’s behavior or 
restrict the patient’s freedom of movement and is 
NOT a standard treatment or dosage for the patient’s 
condition. (Medications which are part of the 
patient’s regular medical regimen, even if PRN, are 
not considered drug restraint, even if their purpose is 
to control ongoing behavior). 



Definitions 
• Seclusion —  Involuntary 

confinement of a person alone in 
a room or an area where the 
person is physically prevented 
from leaving and is isolated from 
the remainder of the patient 
community. Seclusion may only 
be used for violent or self-
destructive behaviors that 
jeopardize the immediate physical 
safety of the patient, a staff 
member or others.  
 



Definitions 

• Non-violent and/or non-self destructive 
behaviors  — An acute medical and post 
surgical care restraint may be needed, for 
example: a patient pulling at a tube. This should 
be a temporary immobilization by a mechanical 
or chemical that is needed to prevent injury or a 
medical complication. Approved restraint devices 
are limb, vest, papoose board, mittens with ties, 
Geri-chair with tray, vests, roll belts, full side 
rails or 4 split side rails in the up position.  Use 
of these devices does require a physician order.  
 



Definitions 
• Exclusions  - Standard securing practices that include 

limitation of mobility or temporary immobilization related 
to medical, dental, diagnostic, or surgical procedures and 
related post-procedure care processes (for example, 
surgical positioning and intravenous arm boards) is not 
considered a restraint. The period prior to awakening from 
anesthesia is considered to be part of the surgical 
procedure. 

• Adaptive support in response to assessed patient need (for 
example, postural support, orthopedic appliances) is not 
considered a restraint.  

• Protective devices such as helmets applied for safety 
reasons are not considered a restraint. 

  



Definitions 
• Exclusions (cont) - The use of full side rails as part of seizure 

precautions, full side rails for a patient who is non-responsive, 
full side rails raised on a narrow stretcher, full side rails raised 
during transport, and rails raised to prevent the patient from 
rolling off a stretcher, is not considered a restraint.  The use of 
full side rails  based upon the family/patient’s request and in 
response to the Fall Prevention Program is considered a 
restraint. 

• The use of handcuffs or other restrictive devices applied by law 
enforcement officers for custody, detention, public safety 
reasons and to prisoners under direction of forensic 
administrative restraint used for security purposes is not 
considered a restraint. 



Definitions 
• Violent and/or Self Destructive Behaviors –  
      A restraint or seclusion can only be used: 

• To ensure the immediate physical safety of the 
patient, a staff member or others; 

• When less restrictive interventions have been 
determined to be ineffective to protect the 
patient, a staff member or other from harm; 

• When the type of restraint used is the least 
restrictive intervention that will be effective to 
protect the patient, a staff member, or others 
from harm; 

• When using appropriate type of restraint or 
seclusion based upon the individual needs of the 
patient and current circumstances. 



Alternatives to Restraint & 
Seclusion • Less restrictive alternatives are required to be tried prior 

to the implementation of restraint or seclusion and 
documented in the medical record. Such examples may 
include: 

• Patient pulling at tubes— 
• Less restrictive Alternatives: Freedom Splints, and peek-a-

boo mitts without ties.  These products do not require a 
physician order. 

• More restrictive Alternatives: Soft Limb Restraint, Twice-
as-tough cuffs. These products are restraints and do 
require a physician order and required patient monitoring. 

 



Alternatives 
 

• Patient at risk for falls— 
– Less restrictive Alternatives: Fall Alarm, Hip 

protectors, fall cushions, low beds. These are 
alternatives to restraints and do not require a 
physicians order. 

– More restrictive Alternatives: Roll belt, Vest. These 
are considered restraints that do require a 
physician order and patient monitoring. 



Patient Safety and Monitoring 
• Inappropriate and/or incorrect usage of any 

restrictive product may result in serious injury or 
death. A restraint should be used only when 
practical alternatives have failed. The least 
restrictive device that will protect the patient and 
others should be selected and used for the 
shortest time while less restrictive alternatives are 
sought. 



Patient Safety and Monitoring 
• When using a restrictive product that must be 

tied, always secure the product using quick-
release ties.  When using a restraint in a movable 
bed, always attach the strap or ties to the 
moveable part of the bed frame at a part of the 
frame that the tie will not slide.  Never secure 
restraint straps to side rails.  Always secure tie 
straps and buckles out of the reach of the patient.  



Patient Safety and Monitoring 
• To ensure patient safety, the order for restraint or seclusion 

will be time limited as per hospital policy and the patient will 
be monitored as per policy. The Restraint and Seclusion 
Crosswalk - Appendix 3 of the Restraint & Seclusion policy - 
found on the Samaritan Intranet, defines the time limit 
requirements by age, what the order is to include and how 
soon it must be obtained if the restraint was placed in an 
emergency situation, early release requirements, re-
application guidelines, assessment and monitoring 
requirements broken down by type of restraint, renewal 
requirements of orders, and documentation requirements.  



2018 Event Reporting 

Effective 8/21/2017,  Samaritan began utilizing the 
Healthcare SafetyZone Portal  

for electronic reporting of  

• Incidents 
• Good Catches 
• Unsafe Conditions 



What is a Safety Event? 

An: 

• Incident (Event that  
reached the 
patient) 

• Good Catch (Event 
that almost 
occurred but was 
actively prevented 
from reaching the 
patient) 

• Unsafe Condition 
(Circumstance that 
increases the 
probability of a 
safety event) 

Can be: 

• Clinical  
 
OR 
 

• Non-Clinical 

Involves: 

• Affiliate 
• Employee 
• In-Patient 
• Out-Patient 
• Home Care Patient  
• Resident (LTC)  
• Visitor 

Outcome: 

• Incident - results in 
either patient harm 
or no harm 
 

• Good Catch - 
actions prevent 
patient harm 
 

• Unsafe Condition – 
patient harm is 
prevented 
 



Safety Event Reporting 

• The intent of event reporting is to be proactive to 
prevent patient/resident/visitor/staff harm 
 

• If an event does occur, to learn from it to prevent or 
mitigate recurrence or harm 
 

• Follow up to event reporting should be conducted 
within Just Culture parameters 
 

• Focuses on fixing systems and processes that allow 
humans to make mistakes 



How to Submit a Report: 
• Access via HEARTbeat 



 

Electronic Incident Reporting – Event Submission Instructions 

Open the Heartbeat Home Page     Click on Healthcare Safety Zone link    Click Red Submit Event 
button 

 

           Select the appropriate form:   Event Reporting Form                                                                                                                                                                
Patient Complaint/Grievance form                                                                                            
Employee:  Injury, Exposure, Other Health Event form                                  
Visitor/Student/Other Affiliate:  Injury, Exposure, Other Health 
Event form 



• There are four reporting forms 
1. Event reporting form (for Clinical and non clinical 

events) 

2. Patient Complaint form (for patient/resident related 
concerns only.  Staff/employee concerns should be 
entered in the event reporting form) 

3. Employee Injury, Exposure, Other Health Event 
form (for Employee reporting only) 

4. Visitor/Student/Other Affiliate Injury, Exposure, 
Other Health Event form (for non staff related 
injuries, exposures, etc.) 



Who Should Report Events 
• Staff – any staff member 

 

• Medical Providers – any physician, resident, student, 
allied health provider, civilian or military 
 

• We are all responsible for the safety of our patients, 
residents, visitors and healthcare team 
 

• It is very helpful if the reporter identifies themselves 
when submitting a report so that we can contact you 
if further information is needed or so that we can 
provide follow-up  when appropriate. But reporting 
can be anonymous if you choose. 

 
 



Additional Information: 

• Reference guides for SafetyPortal submission, 
review and analysis are available by scrolling 
to the bottom of the SafetyPortal Home page 
and clicking on the “Clarity Reference Guides” 
link in at the bottom left side corner. 
 

• See Policies & Procedures for more 
information on occurrence reporting 
 

• Contact information may be found on the first 
page of the SafetyZone Portal. 



2019 Samaritan Mandatory Education 

Mandatory Education Module 
 

Health Insurance Portability and 
Accountability Act (“HIPAA”) 
HIV Confidentiality 

Confidentiality and Non-Disclosure 
 
 



Health Insurance Portability  
and Accountability Act (“HIPAA”) 

• Protected Health Information - Information in any form that 
can identify the patient and is related to a person’s past, 
present or future physical or mental health condition, and 
anything associated with healthcare services or treatment.  
PHI equals: 

     - Health Information:  diagnosis, place of service, plan of care 
       - Individual Identifiable Information:    Name, date of birth, address 
 
• Breach - The term ‘breach’ means the unauthorized 

acquisition, access, use, or disclosure of protected health 
information which compromises the security or privacy of 
such information 

 



• CONFIDENTIAL - private and secret: carried out or revealed in 
the expectation that anything done or revealed will be kept private 

 
• Consequences of a breach 

o Civil penalties 
o Criminal penalties 
o Loss of license in some cases 
o Potential for lawsuits 
o A person who knowingly obtains or discloses individually identifiable 

health information in violation of the Privacy Rule may face a criminal 
penalty of up to $50,000 and up to one-year imprisonment. 

Health Insurance Portability  
and Accountability Act (“HIPAA”) 



Health Insurance Portability  
and Accountability Act (“HIPAA”) 

• Samaritan is Fort Drum’s hospital 
• We do everything to protect our 

soldiers’ privacy. 
• PAD list is available to identify the 

only military personal allowed to 
have access to our soldiers’ PHI. 

• Families and dependents of the 
soldier are not subject to military 
authority and access. 

• The PAD list contains a pin number 
and effective dates. This gives us 
authorization to disclose PHI over 
the phone to anyone who is on the 
PAD list as long as they give you the 
current pin number. 
 
 



Health Insurance Portability  
and Accountability Act (“HIPAA”) 

USES AND DISCLOSURES 
• White Boards – Patient’s in VIP: Confidential status will be signified 

by blue initials on the white boards along with the room number.  This 
means they don’t want anyone to know that they are here. No phone 
calls, flowers or visitors are to be directed to their room. 

• Phone Calls – Provide “basic information” over the telephone about the 
patient. You can give basic information, patient is doing well, not doing 
well; do not get into test results or specifics.  If a patient is on IMHU or 
in Confidential status, NO information may be given out over the phone 
without the patient’s permission: “they are not in our directory.”  

• Faxing – Samaritan fax cover sheets will be used for external AND 
internal faxing as there is a confidentiality disclaimer on the bottom of 
these sheets. 
 



Health Insurance Portability  
and Accountability Act (“HIPAA”) 

REMINDERS 
• Keep voices down at the nurses station so the occupants of rooms nearby can’t 

overhear PHI on other patients. 
• Do not discuss your patients in the hallway, elevators, or outside the 

organization. 
• When entering a patient’s room to discuss PHI, always ask the patient if it is 

okay to speak openly if they have visitors or if the visitors should step out. 
• Never leave medical records or any PHI unattended. The ONLY time we need 

to access patients’ information is if we are caring for them.   Need to know 
basis only. 

• Do not “surf” the EMR for potential admissions.  This is a HIPAA violation.  
The supervisor will notify you if your unit is getting an admission. 

• You are responsible for your password, don’t share it with anyone.  
• Always log out of an EMR when you are finished. 
• Always do everything you can to respect our patients’ privacy. 

 



Health Insurance Portability  
and Accountability Act (“HIPAA”) 

PRIVACY IN SUMMARY 
 Keep Protected Health Information private and secure at all times 
 Make sure only SMC personnel who need to use Protected Health Information 

see it or use it 
 Use only the minimum amount of Protected Health Information necessary to 

accomplish the task 
 Read and understand SMC privacy policies and procedures 
 Know who your Privacy Officer is. 
 Consult your Privacy Officer with any questions you have about privacy or 

Protected Health Information 
 You are not allowed to access a family members’ record at any time. This is a 

HIPAA violation. If you need copies of the records, a signed release from the 
patient must be presented to the Medical Records Department. 

 Do not take home any PHI; this includes your daily status lists. This is a HIPAA 
violation. 

 
 



HIV Confidentiality 

• As an employee of the hospital, if you find out a patient has AIDS or has 
been tested for the HIV virus, you may not repeat this information to 
anyone, unless it is in direct relation to the care you are providing at that 
moment.  This also applies to anyone offered a test, regardless if they are 
tested or not. 

• HIV, MENTAL HEALTH, and SUBSTANCE ABUSE INFORMATION:  
AIDS/HIV, mental health and alcohol and drug abuse information are 
afforded a higher level of protection from disclosure.  Permitted disclosure 
and uses are covered within New York Public Health Law Article 27-F, 
Mental Hygiene Law Article 33 and Public Health Law Article 18 for mental 
health related information, and Title 42 of the Code of Federal Regulations, 
Part 2 and Mental Hygiene Law Article 22 for alcohol and drug related 
information, or as otherwise required or permitted by applicable federal or 
state laws or regulations. 



HIV Laws, Rules and Regulations 

o Testing is voluntary 
o Patient counseling is required for Pre-testing and Post-testing 
o NYS Public Health Law specifies the manner and circumstances in which 

HIV-related information can be disclosed. 
o In certain circumstances, a Physician can notify a person who has been in 

contact with the patient who has tested positive without the consent of the 
protected person. 

o Every time direct patient care is provided via telephone, a re-disclosure 
notice must be sent to the requesting party. 

o An authorization form exclusively dedicated to release of any HIV 
information, must detail a limited time period, and contain the protected 
individual’s signature.  

o Any person willfully disclosing confidential HIV-related information 
violates New York State law and shall be guilty of a misdemeanor. 

 
 
 



Confidentiality and Non-Disclosure 

• All information contained in the patient record is confidential.  A 
properly completed, signed and dated authorization is required for 
release of all patient information.  A statement prohibiting re-disclosure 
must accompany all disclosures, including verbal. 

• Access and use of electronic clinical information must be in 
compliance with guidelines instituted for existing paper information 
systems.  

• Access and use of electronic clinical information must be in 
compliance with guidelines instituted for existing paper information 
systems.  

• A statement prohibiting re-disclosure must accompany all disclosures, 
including verbal. 

• Failure to comply with the above guidelines may result in disciplinary 
or administrative action.   
 
 





































































































HR Policies & Procedures 
2019 Mandatory Education Module  

1 



1. 10 / 5 Foot Rule – Samaritan Employees are expected 
to make VISUAL contact with employees and customer 
within 10 feet, and VERBAL contact within 5 feet. 

2. 5 Second Rule – When a Patient/Resident/Family 
Members enters our work area you are expected to 
acknowledge them within 5 seconds. 

3. No Pass Zone – All Samaritan Employees are required 
to answer call lights whether your role is clinical or 
non-clinical in nature 

 
 
 

Customer Service Reminders 

2 



Code of Conduct 
PURPOSE: 
• To identify standards of conduct and behavior that encourages clinical and 

non-clinical staff to maintain a high level of professional conduct and 
behavior, support a positive organizational image, create a culture of 
safety and establish a procedure for investigation and reporting of all 
allegations of disruptive behavior. 

POLICY: 
• All employees, both clinical and non-clinical, are expected to conduct 

themselves in a professional manner and to refrain from language or 
behavior which may be considered abusive, demeaning, harassing, 
threatening, disruptive or unsafe. Any behaviors inconsistent with this goal 
are unacceptable and should be reported to the department manager 
with no fear of retaliation. 



Definitions 
1. Disruptive Behavior – any behavior that is judged to interfere or disrupt the working 
environment of the hospital, including but not limited to, any form of abusive behavior, 
whether verbal or physical, directed toward colleagues, patients, other healthcare workers, 
or visitors; any form of intimidation; sexual harassment; juvenile behavior; impertinent 
and/or inappropriate patient medical record documentation; lying, cheating or stealing; any 
form of fighting and any other form of personal conduct that negatively affects or that 
potentially may negatively affect patient care, including without limitation, conduct that 
interferes with ones ability to work with other employees or practitioners,   breaching 
patient confidentiality, creating an unsafe environment for patients or the delivery of patient 
care, creating an environment that adversely affects the quality of patient care, violations of 
the Patient Bill of Rights, falsification of medical records or other official documents, 
unethical behavior, use of profanity, creating a hostile environment, stealing or other forms 
of dishonesty, threats or intimidation, verbal or physical, retribution against those making 
complaints, sexual harassment, illicit drug use or possession, and any disruptive behavior.  
Disruptive behavior is not intended to encompass issues primarily related to clinical 
performance and/or patient care issues. 



Definitions 
2. Professional -- exhibiting a courteous, conscientious, and 
generally businesslike manner in the workplace. 



Procedure 
Disruptive behavior should be reported to the applicable Department 
Manager or designee and addressed immediately. Human Resources 
should be notified by the Department Manager or designee if 
additional departments, disciplines and/or medical staff are involved 
to initiate a full investigation.  Human Resources will notify Medical 
Affairs if a member of the medical staff is involved. A full investigation 
into the allegation will be conducted and may include, depending on 
the circumstances, the Vice of Human Resources or designee, 
Department Manager, or Chief Compliance Officer.  If at the 
conclusion of the investigation it’s determined that a code of conduct 
violation occurred, corrective action up to and including termination 
of employment may result based on the seriousness of the 
misconduct and related circumstances.  



Procedure 
Progressive corrective action as outlined in the Corrective Action Policy 
will be followed and may include the following:  
• Counseling 
• Verbal Warning 
• Written Warning 
• Suspension 
• Discharge of Employment 
Department Managers are advised to consult with the Human Resources 
department prior to initiating corrective action. The Department 
Manager or designee, in conjunction with Human Resources, may 
determine if any interim action is appropriate based upon the 
seriousness of the situation while the investigation is pending. 

 



Employee Identification 
• Badges must be worn at all times during 

working hours  
• Badges must be worn above the waist  
• Decorations or adornments cannot obstruct 

name, department, title or picture  

8 



Cell Phone Policy: 
Use of Personal Cell Phones / Electronic Devices & 

Samaritan’s Phone Systems 

• Includes any hand-held device with 
ability to receive &/or transmit voice, 
text, email or other data messages &/or 
to access the internet 

• Includes but not limited to cell phones, 
digital wireless phones, pagers, PDAs, 
kindles, radio phones/walkie-talkies, 
and any other hand-held electronic 
communication devices  

9 



Cell Phone Policy: 
Use of Personal Cell Phones / Electronic Devices & 

Samaritan’s Phone Systems 
• Personal cell phones may be used during 

scheduled breaks / lunch 
• Only used in break rooms, cafeteria or 

bathrooms 
• Not used in hallways, stairways, elevators, 

lobbies, other work areas 
• Includes calls, emailing, texting, instant 

messaging, visiting internet, etc. 
• Taking pictures or recording video with 

camera phones or any other type of 
device is strictly prohibited on any 
Samaritan premises 
 

10 



Cell Phone Policy: 
Use of Personal Cell Phones / Electronic Devices & 

Samaritan’s Phone Systems 

• Employees may not use hand-held cell 
phones while driving during work time for 
any purpose 

• Non-business calls on Samaritan phones 
and cell phones are limited to absolute 
minimum & only during emergency 

• Calls from patient rooms strictly forbidden 
• Department numbers should be used by 

family members for emergencies only 

11 



Smoking/Tobacco Use Policy 
• Use of tobacco products by any person 

(employees, medical staff, patients, visitors, 
students, volunteers, contractors, sub-
contractors, vendors) is prohibited within any 
building or on any property owned or leased by 
Samaritan 

• Smoking permitted for employees only in 
designated “huts” 

12 



Annual Mandatory Education 
• Ensure all employees educated & trained to                       

deliver high quality, comprehensive, safe &         
compassionate care and meet regulations. 

• New hires – must complete mandatory education modules 
on NetLearning within the first 30 days of employment. 

• All other employees must complete their mandatory 
education on NetLearning on an annual basis by Oct 31st. 

• Administrative suspension without pay if not completed by 
Oct 31st .  

13 



Top Timekeeping Rules 
Hourly ( Non – Exempt Employees) 

– Employees are required to swipe into the Kronos system at the beginning of the shift and swipe at 
the end of the shift.   

– Employees are required to swipe out any time you are leaving the Samaritan property for any 
reason other than to perform Samaritan business.   

– Swipe data in Kronos must accurately reflect all regular and overtime hours worked.  
– Do not work any hours outside of your scheduled work day unless your supervisor has authorized 

the unscheduled work in advance.   
– Do not start work early, finish work late, work during a meal break or perform any other extra or 

overtime work unless you are authorized to do so and that time is properly recorded in Kronos or 
with a Kronos Correction Sheet.  

– Employees are prohibited from performing any “off-the-clock” work. “Off-the-clock” work means 
work you may perform but fail to report in Kronos or with a Kronos Correction Sheet.   

– Employees working more than 6 hours are required to take a 30 minute uninterrupted meal period.   
– Employees may not swipe in or out for another employee.   

Exempt Employees 
– Clock in once per day at the beginning of the work shift  
 

Please review Pay Practices and Time Keeping Policy 
 

 



Using Social Media at Work 

Employees are reminded to refrain from using 
social media while on work time or on 
equipment we provide, unless it is work-related 
as authorized by your manager or consistent 
with the Cell Phone Policy and the Acceptable 
Use Policy.  For further clarification please 
review Samaritan’s Social Media Policy. 



Drug Free Workplace Policy 
All employees are prohibited from engaging in the unlawful manufacture, distribution, dispensation, 
possession, or use of a Controlled Substance or Illegal Drug.  No employee will sell, possess or be 
impaired by alcohol, any Controlled Substance or any Illegal Drug while serving within the scope of 
their employment with Samaritan.  Off-duty unlawful use, consumption, possession, sale, or 
distribution of Controlled Substances and/or Illegal Drugs is also prohibited. 
 

All employees are subject to For Cause Drug and Alcohol Testing, as set forth below, in circumstances 
where Samaritan has a reasonable belief that the employee may have violated this Drug Free 
Workplace Policy.  
 

Any employee taking prescribed or over-the-counter medications is responsible for consulting the 
prescribing physician and/or pharmacist to ascertain whether the medication may interfere with safe 
performance of his/her job. If the use of a medication could compromise the safety of the employee, 
fellow employees, patients or the public, it is the employee's responsibility to notify the Employee 
Health Office to avoid unsafe workplace practices. 
 

The drug and alcohol testing programs at Samaritan will be administered and supervised through the 
Employee Health Office under the direction of the Vice President for Human Resources. 



Attendance Policy 
• Rolling calendar – prior 12-month 

period of time used to review 
attendance record 

• Scheduled absence – Pre-planned, pre-
requested and pre-approved by 
department manager 

• Occurrence – any half/full day of 
unscheduled absence; single or 
consecutive day(s) event; or single 
episode of tardiness; when employee is 
not present for work as scheduled;  
Missed Punches and Early Out 
Unapproved. 
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Attendance Policy 
• Medical Emergency – sudden, 

unexpected onset of a medical 
condition resulting in hospitalization 
or of such a nature that failure to 
render immediate care could 
reasonably result in deterioration to 
the point of putting patient’s life in 
jeopardy; or causing serious 
impairment to bodily functions of the 
patient. 
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Attendance Policy 
Not considered occurrences 

• Approved FMLA/PFL 
• Work-related illness or 

injury 
• Medical emergency – 

employee or immediate 
family member 

• When replacement 
coverage is prearranged 
& approved by manager 
in advance 

• Jury duty 
 

• Military leave 
• Funeral leave 
• Inclement weather 

when State Police 
declare no 
unnecessary travel in 
county where 
employee resides 

• Personal days or PTO 
when scheduled & 
approved by manager 
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Attendance Policy 
• Employees are expected to be ready                        

to work at their scheduled start time.   
• “An employee who arrives late (more then 7 

minutes after their scheduled start time) or 
who leaves the designated workstation early 
(by more than 7 minutes) without prior 
managerial approval, is considered an 
occurrence.” 

• This does not mean you can arrive to work up 
to 7 minutes after your scheduled start time 
every day.  Reserved for rare occasions.   
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Attendance Policy 
• Except in an emergency, an employee must notify the Department 

Manager or Designee of that employee’s inability to report for duty 
according to the following schedule: 

          a)     one and one-half hour (1-1/2) hour prior to start of  
                   day shift, if scheduled to work the day shift; 
          b)    three (3) hours prior to start of the evening shift, if                                                         
                  scheduled to work the evening shift; 
          c)     three (3) hours prior to the start of the night shift,                                                                          
                   if scheduled to work the night shift. 
• Failure to notify manager and do not appear for duty on 3                                             

consecutive days are considered to have voluntary terminated                                                 
employment 
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Attendance Policy 
• 5th occurrence – manager to meet 

with employee to counsel / 
reeducate on policy 

• 6th occurrence = verbal warning 
• 7th occurrence = written warning 
• 8th occurrence = suspension 
• 9th occurrence = termination 
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Dress and Appearance Code 
• Samaritan has established guidelines 

for employee dress and hygiene in 
order to maintain organizational, 
professional, safety and infection 
control standards.  Samaritan 
maintains the exclusive right to 
determine and establish standards of 
dress and grooming dictated by 
"business needs", asepsis, exposure 
to patients, residents, registrants and 
visitors, propriety, modesty, and 
common sense. 
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Purpose 
• To insure that all employees exercise a 

reasonable degree of moderation in 
their dress and grooming which 
respects the dignity and decorum of 
the Hospital/Home and their individual 
professions; respects the sensibilities 
of our patients, residents, registrants 
and visitors (whose values may differ 
from our own); and respects the right 
of co-workers to be protected from the 
distraction of offensive, outlandish or 
overly revealing attire. 
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Clothing 
Departments shall maintain 
uniform/apparel based upon the 
functions performed and/or exposure to 
patients, residents, registrants and 
visitors.  
• Employees should report at the beginning of 

each work shift in clothing that is neat, 
clean, of proper fit and free of body odor. 

• For safety and noise control reasons, 
appropriate footwear is mandatory.  

• Specific protective apparel will be required 
in certain hazardous areas (i.e., face shields 
or eye protectors).      
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Clothing 
Inappropriate attire for Hospital/Home 
wear is:  
• Jeans (unless previously approved by a 

Department Manager and Administration due to 
assignment to usually messy areas or tasks), 
sweatshirts, sweatpants, genie pants, t-shirts, 
backless dresses, halter tops, shorts, tank tops, 
midriff tops, low-cut dresses or blouses, ankle 
length gowns or overly revealing or provocative 
clothing.   

• Advertising, slogans, statements or provocative 
material shall not be displayed on clothing.    

When in doubt ask your Department 
Manager… 
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2019 Samaritan Mandatory Education 

Employee Health Services, 
 Leave of Absences  
& Latex Allergies 

 



Introduction 
Health services are made available to all employees, medical 
staff and volunteers at Samaritan through the Employee 
Health Office. The program is designed to maintain and 
promote a healthier workforce and environment, and to 
maintain compliance with regulatory agency requirements. 
 
Employee Health Policies and Procedures are available for 
review in Section 2 of the Human Resource Policy and 
Procedures on Samaritan’s Intranet. 



Annual Health Assessments 

The completion of an annual health assessment is required by 
the last day of your month of hire.  Health assessments will 
consist of: 
•Health history review 
•Screen for hypertension 
•Individualized health risk assessment 
•Immunizations to date 
•PPD skin test for Tuberculosis 
•Optional lab tests or exams medically required for specific jobs 
or as an entitlement of benefit. 
•Respirator fit testing as required by job. 



Annual Health Assessments 

• All employees are responsible to call the Employee 
Health Office to schedule a health assessment.   

  
• Failure to comply with this policy prohibits you from 

work until your Health Assessment is complete. 

 



Employee Illness at 
Work 

Medical services will be available to employees who 
become injured while at work. 

Employees who experience a work injury requiring 
emergency care should report to the Hospital 
Emergency Department. Injuries that are the direct 
result of work will be treated as provided by the New 
York State Compensation Law. 

Illnesses and injuries that are non-work related are the 
financial responsibility of the employee. 



Employee Events 
Healthcare Safety Zone Portal 

• An Employee event MUST be reported by the 
employee, or by an employee who is knowledgeable of 
an event that did or could cause injury to an employee. 

• Information about the event must be entered into 
Healthcare Safety Zone Portal by the close of the shift 
on which the event occurred, and reported to the 
Employee Health Department as soon as possible if 
treatment is required. 



Employee Events 
Healthcare Safety Zone Portal (cont.) 

• If an event involves faulty equipment, immediately 
remove the equipment from service and send it for 
repair. 

• If the event resulted in an injury or illness requiring 
emergency medical care, report to the Hospital 
Emergency Department and notify Employee Health. 



Bloodborne Pathogen Exposures 

 Any employee or medical staff member who 
experiences an exposure to a body fluid that may be 
potentially infectious MUST: 

Cleanse the area with soap and water 
Notify Nursing Supervisor and/or Manager 

Report to the Hospital Emergency Department for 
immediate assessment 



Bloodborne Pathogen Exposures 

Comply with plan for follow up care developed with 
the ED physician 

Enter the event into Healthcare Safety Zone Portal 
by the close of the shift on which the event 
occurred and notify Employee Health ASAP. 



Health and Fitness Rebates 
Samaritan offers a financial incentive to 
those full- and part-time employees who 
are enrolled in and successfully 
complete an individual health or fitness 
program. 
This may include various programs from 
diet & nutrition to formal exercise 
programs. 
Contact the Employee Health Office 
(EHO) for information. 



Out of Work/Return to Work 
Objective  

• Discuss the Manager, Employee, and 
Employee Health’s role when 
addressing Out Of Work and  Return To 
Work situations. 
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Out Of Work/Return To Work Policy 
Purpose  

• To determine that an employee 
returning to work following illness or 
injury is capable of performing all 
essential functions of their job, and is 
not in the infectious state of a 
communicable disease. 
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Out of Work Slip 
3 or more consecutively scheduled 
work days or lost time due to work 
related injury 
• Employee must submit an out of 

work slip within 24 hours to the 
Employee Health Office via fax 
(315)-785-4497 or in person 
Monday-Friday 7:30 am-4pm. 

• Employee must notify their 
supervisor and staffing office like 
any other call-in. 
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What Now? 
• The Employee Health Office will review 

and notify managers, central staffing 
office and the “access out of 
work/return to work” email group 
when an employee goes out of and 
returns to work.  

• The Employee is responsible to notify 
Employee Health of changes in the 
estimated Return To Work date. 
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Return to Work Procedure 
• Within 24 hours of receipt, the 

employee must provide Employee 
Health with their Return To Work slip. 

• Employee Health will notify the 
Manager, staffing office, and access out 
of work/return email group when the 
employee is cleared to Return To Work. 

• An Employee may not be placed on the 
schedule until notified by Employee 
Health. 

• Return To Work from pregnancy  - If not 
eligible for FMLA (12 weeks), employee 
must apply for a personal leave of 
absence to extend beyond medical 
leave.   
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Work Restrictions 
Any Employee returning with restrictions 
must be seen in Employee Health first 
• Employee Health will work with the 

Manager to review restrictions 
– What accommodations can be 

made? 
– How long? 
– Can the Employee remain in their 

Home Department? 
– Does employee need to be moved 

to Another Department? 
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Short Term Disability 

If you are disabled and out of work for more than 7 days, New York 
State disability benefits are available up to 26 weeks in a 52 week 
period. 
 

Employees are allowed to utilize their accrued sick time benefits for 
the first 7 days of disability. This is known as the waiting period. 
 

Your benefit payment is based upon your most recent eight weeks 
earnings. If you are an employee covered under the SEIU bargaining 
agreement or NYSNA, your disability benefit will vary based upon the 
benefit elected. Disability is a TAXABLE INCOME.  
 

Disability payments will start approximately 1-2 weeks after the 
completed Notice and Proof of Claim for Disability Benefits has 
been received in Payroll and processed.  
 



Personal Leave of Absence 
• Eligible full-time and part-time employees that have a 

satisfactory employment and attendance record as evidenced 
in the personnel record may request a leave of absence for: 
– Up to 12 months for education at an accredited 

educational institution 
– Up to 30 days for a personal leave of absence 

• A personal leave of absence is to assist employees requiring a 
brief period of time off for an unexpected, unplanned 
personal or medical emergency of the employee or 
immediate family member.  A personal leave of absence may 
not be used for the sole purpose of vacation time requests 
when the employee does not have accrued benefit time 
available. 
 



Personal Leave continued 

• An employee must apply for a leave of absence in advance by 
completing the Leave of Absence Request Form and forward 
to the department manager. 

  
• The leave of absence may be granted to eligible employees 

upon joint approval of the Department Manager and the 
appropriate Vice President and/or CEO.  

 



Educational Leave of Absence 

• Eligible full-time and part-time employees that have a 
satisfactory employment and attendance record as evidenced 
in the personnel record may request a leave of absence for: 
– Up to 12 months for education at an accredited educational institution 
– Up to 30 days for a personal leave of absence 

• An employee must apply for a leave of absence by completing 
the Leave of Absence Request Form and provide a written 
description of the educational program and his/her 
educational intentions.  The proposed study program must 
have direct bearing on the employee's position or be 
otherwise beneficial to the organization. 

 



Educational Leave Continued 

The required forms must be submitted to the Department 
Manager and the leave of absence may be granted to 
eligible employees upon joint approval of the Department 
Manager and the appropriate Administrator. 



Bereavement Leave 

• Upon request, regular full-time and part time employees will 
receive condolence leave pay for up to three (3) regularly 
scheduled workdays, to attend the funeral of an immediate 
family member within a (5) day period inclusive of the funeral. 

 
• Upon request, regular full-time and part-time employees will 

be granted (1) funeral day to attend the funeral of an aunt, 
uncle, cousin, niece or nephew. 
 

• Subject to approval by the employee’s Department Manager, 
an employee may use PTO time to extend bereavement leave.  
 
 



FMLA 

A federal law that requires employers to provide up to 12 weeks (unpaid) 
job protected leave to employees for:   

Incapacity due to pregnancy, prenatal medical care or child birth; 
To care for the employee’s child after birth, or placement for adoption 
or foster care; 
To care for the employee’s spouse, son, daughter or parent, who has a 
serious health condition; or  
For a serious health condition that makes the employee unable to 
perform the employee’s job. 
Employees may be eligible for up to 26 weeks of unpaid job protection 
for the following: qualifying exigency, military caregiver and parental 
care 

Employees are eligible if: 
they have worked for at least 12 months 
Worked 1250 hours in the 12 months preceding the date of leave or 
leave request 
 



PFL 
Effective January 1, 2018 

-Once fully implemented, the Paid Leave Law will provide New 
York employees with up to 12 weeks of paid family leave for 
the purpose of (1) caring for a new child, (2) caring for a family 
member with a serious health condition, or (3) relieving family 
pressures when a family member, including a spouse, domestic 
partner, child or parent, is called to active military service. 
 

Employees will be eligible for eight weeks of paid leave, 
earning 50% of their weekly pay (capped at 50% of the 
statewide average weekly pay).  The number of weeks of leave 
and amount of pay increases yearly until, by 2021, employees 
will be eligible for the full 12 weeks of paid leave, earning 67% 
of their weekly pay (capped at 67% of the statewide average 
weekly pay). 



What is Latex? 

•  Natural rubber latex is the product of the milky sap of the 
rubber tree. This liquid is used to make many of the rubber 
products that are found in daily life. Latex surgical gloves, 
balloons, condoms, rubber bands, rubber balls, baby bottle 
nipples - all contain natural rubber latex. Also, foods such as 
bananas, kiwis, chestnuts and tropical fruit contain proteins 
similar to those in natural rubber latex. An allergy to these 
foods may make you more likely to develop a latex allergy.  



Occurrence of Latex Allergies 
•The occurrence of latex allergy is related to increased 
exposure of the population to latex products (e.g. increased 
condom use and increased use of gloves by health care 
workers). 

•The rise in latex glove use can be traced to the 1987 
institution of Universal Precautions guidelines, which 
instructed health care workers to wear gloves for almost the 
entire workday to prevent infection. 



Who is At Risk? 

• Anyone can get a latex allergy. But some people are more 
likely to than others. They include the following: 
• Health care providers and workers who wear latex gloves to 

prevent the spread of infectious disease 
• Other professionals who wear latex gloves, such as auto 

technicians, hair stylists, and law enforcement officers 
• Persons with spina bifida and others who have had many 

surgeries  or who use latex medical products (such as catheters) 
internally 

• Persons with asthma or multiple allergies 
• Persons with food allergies to bananas, chestnuts, kiwi, tropical 

fruit 



Types of Reactions to Latex 
• Contact dermatitis (skin reaction) - an irritant reaction 

to the chemicals used during the processing of the latex 
or to the powder that’s added to latex gloves for ease of 
putting them on.  Contact dermatitis is not a latex 
allergy. 

• Symptoms: skin redness, itching 

• Treatment: remove the cause, use a different 
brand or use latex free 



Types of Reactions to Latex(cont) 

• Type IV hypersensitivity (chemical sensitivity) - allergic 
reaction to the chemicals used during the processing of 
latex, rather than to latex itself. Type IV hypersensitivity is 
not a latex allergy.  The reaction may be delayed, occurring 
1-48 hours after exposure. 

• Symptoms: redness, itching, hives, swelling, runny 
nose, coughing 

• Treatment: remove the cause, use latex free gloves 
• With repeated exposure, symptoms arise faster and persist 

longer.  May disappear on person’s day off, only to reappear 
upon return to work. 

• 80% of the people who develop Type 1 latex allergy had 
Type IV reactions initially. 



Types of Reactions to Latex(cont) 

•Type 1 Hypersensitivity (true latex allergy) - Immediate response 
to latex that has the potential to be life threatening. 

• Symptoms: may vary with degree of sensitivity, 
increasing with continued exposure (hives, wheezing, 
shortness of breath, palpitations, swelling of entire body, 
cardiac or respiratory arrest). 

• Management:  immediate removal of the cause and seek 
emergency treatment immediately. 



Routes of Exposure 

1. Cutaneous  (contact with the skin - gloves, condoms) 
2. Percutaneous  (through the skin) 
3. Mucosal  (mouth, vagina, rectum, urinary tract opening) 

• Urinary catheters, surgical exposure to gloves, eating foods 
prepared by handlers wearing latex gloves, blowing up 
balloons, dental work 

4. Aerosol ( in the air) 
• Powder carrying latex proteins can remain in the air for 5-12 

hours (removing powdered gloves, balloons) 



FDA Ruling 

• Effective September 30, 1998 labels of natural rubber latex 
must state: “Caution: This Product Contains Natural Rubber 
Latex Which May Cause Allergic Reactions”. 

• Dry natural rubber medical devices must be labeled: “This 
Product Contains Dry Natural Rubber”. 



Preventing Latex Allergy 

•Avoid powdered gloves 
– Powder carries the latex proteins into the air, where they 

can be breathed in. 
•Choose gloves carefully 

– Wear latex gloves only if you may have contact with blood 
or other body fluids. 

– Choose heavy-duty housekeeping gloves instead of latex 
surgical gloves for housekeeping tasks. 

– Don’t wear gloves at all if you don’t need them. 
– Choose plastic or other non-latex gloves if gloves are 

needed for food preparation. 



Preventing Latex Allergy(cont) 

•Use Latex gloves correctly 

–Wash your hands and dry them well before putting on 
gloves and after removing them. 

–Avoid oil-based hand creams or lotions. They can break 
down the latex and make the proteins more likely to stick to 
your hands. 

–Do not snap your gloves when putting them on or taking 
them off. 



Reminder 

• If you have symptoms of a latex allergy, don’t ignore 
them.  

• Report them to your supervisor and Employee Health. 



Antimicrobial Stewardship



What is Antimicrobial Stewardship?

• Antimicrobial stewardship is defined as the optimal selection, dosage, 
and duration of antimicrobial treatment that results in the best 
clinical outcome for the treatment or prevention of infection, with 
minimal toxicity to the patient and minimal impact on subsequent 
resistance.

• The 3 main goals of stewardship are:
a) Work with practitioners to make sure each patient is receiving the most 

appropriate antimicrobial with the correct dose and duration.
b) To prevent antimicrobial overuse, misuse, and abuse.
c) To minimize the development of resistance



Meet our Antimicrobial Stewardship Team

• Director of Pharmacy: Krista Krull-Goss
• Infectious Disease Physician: Dr. Marylene Duah
• Antimicrobial Stewardship Pharmacist: Kylie Lane
• Director of Infection Prevention: Karen Abare 
• Laboratory Supervisor: Kathy Halaburka
• Clinic Provider: Ann Fons
• Clinical Director of Physician Practices: Jilayne Salisbury
• Emergency Department Providers: Dr. Sarah Delaney Rowland, Aaron 

Robertshaw



SMC’s Initiatives for Antimicrobial Stewardship

• At SMC we have implemented several initiatives to help improve our 
antimicrobial use:

• 48 hour antibiotic review
• Asymptomatic Bacteriuria Performance Improvement Plan
• Direct IV to PO
• MRSA PCR for Respiratory Infections
• Automatic ID consult for MRSA Bacteremia 
• Procalcitonin Policy
• Clostridium difficile colitis treatment algorithm and mandatory questions for 

order C. diff panel
• Restricted antibiotics



48 hour review of antibiotics

• After a patient’s been on an antibiotic for at least 48 hours, the Clinical 
Pharmacist will receive an alert.

• The pharmacist will review the patients antibiotics for appropriateness –
assess patient to see if antibiotics are still necessary, see if an IV to PO 
conversion can be made, and look for bug/drug mismatches.

• The pharmacist will discuss more difficult cases with Infectious Disease to 
see what there recommendations are.

• After performing a chart review, if the pharmacist feels the antibiotic could 
be streamlined, discontinued or switched to an oral formulation, the 
pharmacist will contact the attending to discuss.

• Pediatrics (<18 years old) and maternity patients are not included.



Asymptomatic Bacteriuria Performance Improvement Plan

• In order to reduce the number of patients being treated for asymptomatic 
bacteriuria SMC has implemented a performance improvement plan by changing 
how we order urine analyses and urine cultures.

• In POM there will be 3 ordering options: Urine Analysis (UA) only, Urine Analysis 
with Reflex to Culture and Urine Culture (UC) only.

• UA only will have no indications.  
• UC only will only be ordered on patients who meet the following indications: Long Term Care, 

neutropenic, have severe sepsis, pregnant, infants/young children <5 years old, or candidates 
for TURP or any urological procedure.

• UA with reflex to UC will only be ordered on patients who meet the following indications: 
dysuria, frequency/urgency, abdominal/GU pain, fever >100.4F, hematuria, altered mental 
status, and OTHER with a free text field.  

• The UA with reflex to UC will only trigger a UC when the patient meets one of the 
following 3 criteria:  WBC  >10, positive nitrate, or positive leukocyte esterase.



Direct IV to PO

• SMC has implemented a Direct IV to PO Interchange Program that allows 
Clinical Pharmacists to automatically change IV antibiotics to their PO 
equivalent when similar bioavailability between the two exist.

• The antibiotics that are included in this program are: Doxycycline, 
Fluconazole, Ciprofloxacin, Levofloxacin, Moxifloxacin, Azithromycin, and 
Linezolid.

• At 48 hours if the patient is not in ICU, tolerating a diet, and clinically 
improving (afebrile, improving WBC, HR <100 bpm, Resp rate ≤20bpm, SBP 
≥90mmHg).

• Patients with serious infections, severely immunocompromised, and 
certain GI conditions will be excluded from this.

• See full policy details on Heartbeat Page.



MRSA PCR for Respiratory Infections

• In order to reduce over-prescribing of anti-MRSA antibiotics (i.e. Vancomycin, 
Ceftaroline, or Linezolid) SMC has implemented a policy to order a MRSA PCR on all 
patients who will be receiving an anti-MRSA antibiotic empirically for a respiratory 
infection. Studies have shown that MRSA pneumonia is highly unlikely in the absence of 
detectable MRSA in the nares, with a negative predictive value >98%.

• In the Emergency Department the MRSA PCR will automatically be ordered when any 
anti-MRSA antibiotic is ordered with certain clinical indications (Respiratory Infection, 
HAP, CAP, etc)

• Once the patient becomes inpatient, if the MRSA PCR has not been ordered yet and the 
patient is ordered on an anti-MRSA antibiotic, the pharmacist will order the MRSA PCR.

• The MRSA PCR should be resulted in <12 hours in the serology tab under chemistry.  If 
the results are negative, the pharmacist will contact the physician to discontinue the 
anti-MRSA antibiotic.

• Full policy is located on the Heartbeat Page.



Staphylococcus aureus (S. aureus) Bacteremia

• Several studies have found that patients with S. aureus bacteremia who were managed 
by an Infectious Disease physician have been associated with improved adherence to 
standards of care, with longer treatment duration and decreased relapse and mortality.

• SMC has implemented an automatic Infectious Disease consult on all S. aureus
bacteremia.  

• The Infection Preventionist and Clinical Pharmacist will be alerted on all positive S. 
aureus bacteremia.  One of them will contact the attending to ask them to consult 
Infectious Disease.  They will also contact the ID physician to make them aware of the 
new positive cultures. 

• Nafcillin/cefazolin are the antibiotics of choice for MSSA bacteremia
• Vancomycin and daptomicin (if allergic to vancomycin) are the antibiotics of choice for 

MRSA bacteremia.
• Repeat blood cultures should be done all patients every 48-72 hours until negative.
• See full protocol on the Heartbeat page.



Procalcitonin (PCT) Protocol

• In order to reduce the unnecessary or inappropriate use of antibiotics in 
respiratory infections that are typically caused by viruses, SMC has 
implemented a protocol to have PCT ordered on patients with a respiratory 
infection.

• When ordering PCT, you will be prompted to choose and indication from a 
dropdown field: COPD exacerbation, Pneumonia, Sepsis or Respiratory 
Infection.

• The PCT lab is sent to SUNY Upstate and results are back by 3pm if sent 
before 12pm or the next day if sent after 12pm

• Results can be found in the EMR in the laboratory section under Chemistry.
• See full Protocol on the Heartbeat Page.



C. Difficile colitis

• In order to help reduce testing and treatment of asymptomatic colonization of 
Clostridium difficile (C. diff) in our patient population, SMC has implemented 3 initiatives: 

1. Testing and Treatment Algorithm for C. diff – see Heartbeat Page for full algorithm
2. Restrict ordering of GI panel after 72 hours of admission
3. Implementing mandatory questions when ordering C. diff panel

• To help reduce the use of Proton Pump Inhibitors (PPI) pharmacy receives alerts when a 
patient is on a PPI and a C. diff antibiotic (Fidaxomicin, Vancomycin).  The pharmacist will 
contact the physician to see if it is possible to stop the PPI or switch to an H2 antagonist.  

• Treatment of C. diff colitis:
• PO Vancomycin is the first line therapy for treatment at SMC
• Fidaxomicin is recommended when patient fails on 5 or more days PO Vancomyicin, patient was 

on fidaxomicin at home, or if recurrent C. diff infection (defined as a second infection within 2 
months of previous).

• Stool transplants are available at SMC
• IV Bezlotoxumab is available at discharge through the Infusion Unit. 



Restricted Antibiotics

• SMC has restricted antibiotics to help reduce cost, and prevent 
antimicrobial resistance.  The antibiotics that are currently restricted 
are:

1. Tigecycline
2. Fidaxomicin – does not require ID consult
3. Ceftazidime/avibactam
4. Ceftolozane/tazobactam

• All of the above antibiotics, with the exception of fidaxomicin, require 
an ID consult to be used at SMC.

• See Heartbeat page for full policies.



OSHA BLOODBORNE PATHOGEN STANDARD  
EMPLOYEE ORIENTATION GUIDE 



Infection Prevention Department 

• Karen Abare, RN, BSN, CIC 
Director of Infection Prevention 

• Stephanie Peters, RN 
Infection Preventionist 

• Dr. Marylene Duah 
ID Specialist 

• Deborah Carpenter 
Administrative Secretary 
 

 



Hazards for Exposure To 
Bloodborne Pathogens in Your 

Work Area 



Workplace Transmission: Potentially 
Infectious Material 

Bloodborne pathogens may be present in the 
following materials: 
Blood 
Body Fluids such as:  saliva, semen, vaginal 

secretions, cerebrospinal 
 fluid, synovial fluid, pleural fluid,  
peritoneal fluid, amniotic fluid,  
and other body fluids that are visibly contaminated 

with blood 



Workplace Transmission: 
Potentially Infectious Material 

 Bloodborne pathogens may also be present in the 
following materials: 

 Saliva / blood contacted during dental procedures 
Unfixed tissue or organs-other than intact skin from living 

or dead humans 
 Cell / tissue cultures containing HBV, HCV, HIV 
Organ cultures, culture media, or similar solutions 
 Blood, organs, and tissues from experimental animals 

infected by HBV, HCV, or HIV 



Workplace Transmissions: 
Modes of Infection 

 Bloodborne pathogens can infect you via: 
An accidental injury by a contaminated sharp 

object 
Open cuts, nicks and skin abrasions-even acne 

and dermatitis 
Mucous membranes of your mouth, eyes, and 

nose 
Indirect transmission (touching a contaminated 

surface and then touching your mouth, eyes, 
nose or open skin) 



Exposure Control Plan 
• Employer is Responsible to establish an exposure control 

plan.  
• This is a written plan to eliminate or minimize occupational 

exposures.  
• OSHA is a Federal agency that requires all healthcare facilities 

to have an Exposure Control Plan. 
How to obtain a copy of the plan  

 Located on the intranet (Heartbeat) – Click on policies and procedures. 
 To access the federal law, scroll to the bottom of the document 

and open the link that is part of the references. 



Exposure Control Plan 
Samaritan Medical Center’s written Exposure 

Control Plan includes: 
A description of which employees are covered 

by the Law 
Measures you and your facility  

must take to minimize  
your risk of exposure 

Procedures to follow if 
 there is an exposure incident 
 



Employers must update the plan annually to: 
 

• reflect changes in tasks, procedures, and positions that affect 
occupational exposure,  

• Include any technological changes that eliminate or reduce 
occupational exposure, 

• employers must annually document in the plan that they have 
considered and begun using appropriate, commercially-
available effective safer medical devices designed  
to eliminate or minimize occupational exposure 



Other Resources 

OSHA Regulation Manual 
Available on the Intranet (Heartbeat) 

Departmental Policy and Procedure Manual 
Available on the Intranet (Heartbeat) 

Infectious Disease  
Department 
Immediate Supervisor 



Procedure for Exposure 
 In case of exposure: 

 
Do not panic! 

 



Procedure for Exposure 
ACTIONS: 
Immediate Self Care 
Wash injured area with soap and warm water for 

at least 15 seconds. 
Flush mucus membranes with water. 

Contact Immediate Supervisor 
Report to your immediate supervisor and report 

off on the status of where you are with your 
current care and/or duties. 

 



Procedure for Exposure 
ACTIONS: 
Complete an Employee Event in Safety Portal 
Make out a detailed Incident Report indicating 

exactly who, where, what, when, why & how it 
happened.  Ex:  “I was stuck after giving an 
injection to a high-risk patient (if known, give 
patient’s name) with a history of IV drug use and 
multiple sexual partners, with a 3cc, 20 gauge 1-
1/2” BD safety glide syringe prior to activation of 
the safety feature.” 
 



Healthcare SafetyZone Portal:   
Performance Improvement Electronic Incident Reporting 

Link is located on Heartbeat Page 

1 

3 

2 



Procedure for Exposure 
Report to the Emergency Department within 1 

hour for assessment and treatment. 
QMP to assess if the exposure was high or low risk and if the 

source patient was high or low risk. 
 Source patient testing will be completed if the patient is 

known and does not decline testing. 
 If you consent, you will be provided with: 

Confidential medical evaluation 
Blood Tests 
Post-exposure preventive treatment 

 that is available 
Follow-up counseling 

 
 



Source Risk Factor of Blood Borne Pathogen 

HBV 

Consider high-risk if the source has: 
- High-risk sexual behavior (i.e. men who have sex with men, sexual partner 
who is an injection drug user (IDU), multiple sexual partners) 
- Sexual partner of HBV infected persons or persons practicing high-risk 
behavior 
- History of injection drug use 
- Comes from a highly endemic region 

HCV 

Consider high-risk if lifetime risk factors of source patient include: 
- High-risk sexual behavior (i.e. a sexual partner who is an IDU, long term 
sexual partner who is HCV infected) 
- Injection drug use 
- Receipt of blood or blood products before 1990 
- Receipt of blood-derived coagulation products before 1985 

HIV 

Consider high-risk if source has: 
- High-risk sexual behavior (i.e. men who have sex with men, sexual partner 
who is an IDU, multiple sexual partners) 
- History of injection drug use 
- Has received a blood transfusion, blood products or organs between 1978 
and 1985 
- Involved with a sexual partner from any of the above groups 
- Infants born to HIV infected mothers 



Procedure for Exposure 

• Please notify the supervisor if you are requested to 
wait until the end of your shift. 

 



Actions to Take 
Medical Follow-up Services through 

Employee Health Service or Urgent Care 
We have rapid HIV testing available.  If you consent you 

may be tested after counseling has been completed.  
Your results will be your baseline.  If the source patient 
accepts testing, s/he will be tested after counseling, 
and the results need to go to Employee Health, so EH 
may follow up with you re: whether you need to take 
chemoprophylaxis.  You will have an initial follow-up 
visit with EH, and based on their assessment of the 
injury, further management decisions will be discussed 
at that visit. 

A written summary of your visit may be sent to your 
primary care physician. 

  
 



Review:  Procedure to Follow for Exposure 

 Clean exposed area – soap & water or flush mucus membranes 
 Notify Supervisor & Report to relief staff 
 Enter event into RL Solutions (on Heartbeat) 
 Report to ED for evaluation & treatment 
 Medical Follow-up includes: 

 Initial Visit 
 Periodic Follow-up Visits  
 Testing 

 Employer Responsibility 
 Testing 
 Treatment 
 Counseling 

 Written Evaluation Summary 
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Epidemiology and Symptoms of: 
Epidemiology  is defined as the science concerned with the study of 

the factors determining and influencing the frequency and distribution of 
disease, injury, and other health-related events and their causes in a defined 
human population for the purpose of establishing programs to prevent and 
control their development and spread. Also, the sum of knowledge gained in 
such a study. 

Today we will discuss: 
Hepatitis B Virus  
Hepatitis C Virus 
Human Immunodeficiency Virus (HIV) 
Other – Multidrug-resistant organisms, Influenza, C. difficile, Zika, 

SARS, MERS-CO-V, Ebola, TB….. 

 



Epidemiology 

The study and analysis of the patterns, causes, 
and effects of health and disease conditions in 
defined populations. It is the cornerstone of 
public health, and shapes policy decisions and 
evidence-based practice by identifying risk 
factors for disease and targets for preventive 
healthcare. 



Mechanisms to Reduce Exposure 
 Engineering Controls 

 
Handwashing 

 
Work Protection 

 
 Personal Protective Equipment 

 
 Limitations of Methods 



Personal Protective Equipment 

 Provide personal protective equipment (PPE), 
such as gloves, gowns, eye protection, and 
masks. Employers must clean, repair, and 
replace this equipment as needed. Provision, 
maintenance, repair and replacement are at no 
cost to the worker. 



Personal Protective Equipment 

 Types: 
Gloves 
Gowns 
Aprons 
Masks 
Goggles/Face Shield 
Other - appropriate to 

work situations 

 Proper Use 
 Location 
 Removal 
Handling 
Decontamination 
Disposal 
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Basis for Selection of PPE 
Institutional Policy and Procedure 

 
Employee Judgment Regarding Potential Risk 

 
Employee Responsibilities 

 
Employee Compliance 



Personal Protective Equipment 
Rules for Use: 
Use it every time 
Use the right amount 
Use it correctly- you must be trained 
Make sure it fits properly 
Replace if torn or contaminated 
Remove before leaving the work area 
Dispose in proper receptacle 



DONN and DOFF PPE Correctly 



Engineering Controls 
 Engineering Controls -   Engineering Controls include all control 

measures that isolate or remove a hazard from the workplace, such as 
sharps disposal containers and self-sheathing needles. The original 
bloodborne pathogens standard was not specific regarding the applicability 
of various engineering controls (other than the above examples)  
in the healthcare setting. The revision now specifies 
 that "safer medical devices, such as sharps with  
engineered sharps injury protections and  
needleless systems" constitute  
an effective engineering control, and must be  
used where feasible.  
 



Engineering Controls 
• What they do:  Eliminate hazards at their source 

• Examples:   
• Autoclaves 

• The autoclave allows steam to flow around each article placed in the chamber. The vapor penetrates 
cloth or paper used to package the articles being sterilized. Autoclaving is one of the most effective 
methods for destruction of all types of microorganisms. 

• Self-sheathing needles 
• Safety Needle 

• Sharps disposal containers 
• a hard plastic container that is used to safely dispose of hypodermic needles and other sharp medical 

instruments, such as an needles and disposable scalpels. 

• Bio-safety cabinets 
• an enclosed, ventilated laboratory workspace for safely working with materials contaminated with (or 

potentially contaminated with) pathogens requiring a defined biosafety level. 



Engineering Controls (Cont.) 
Examples include: 

• Sharps with engineered sharps injury protection 
and needleless systems 

• Sharps disposal containers that are located in 
patient rooms and treatment areas  

• Hand washing facilities that are readily accessible 
to all employees who have the potential for 
exposure. 



Engineering Controls (Cont.) 

• Alcohol based hand cleaners or gels for when 
hand washing facilities are not available 

• Leak proof bags or containers with biohazard 
warning labels for placing specimens 

• Biohazardous waste bags located in soiled utility 
rooms and patient care areas 

• Appropriate equipment and procedures for 
sterilizing instruments 
 



Engineering Controls (Cont.) 

Safer Medical Devices 
 The fact is, an estimated 800,000 health care 

workers are injured by sharps every year, with 
needlestick injuries accounting for 80% of these 
accidents, and most of them with hollow bore 
needles.  Therefore, OSHA has updated their 
Bloodborne Pathogens Standard to include the 
use of safer medical devices. 
 



OSHA Bloodborne Pathogens Standards 
Regarding Needlestick and Sharp Injuries 

On January 18, 2001, OSHA issues the final rule revision  
of the Bloodborne Pathogens standard as required by the  
federal Needlestick Safety and Prevention Act.   
 
 Adding “Sharps with engineered Sharps Injury 

Protections” and “Needleless Systems” 
 Modifying definition of “Engineering Controls” 
 Imposing  an annual review of the “Exposure Control 

Plan” 
 Requiring employee input 
 Maintaining a sharps injury log 



Engineering Controls (Cont.) 

There are four basic types of sharps safety 
protection products: 

• Needleless Systems 
• Safer Needle Devices 
• Non-Needle Sharps Protection Devices 
• Sharps Disposal Systems 

 



Engineering Controls (Cont.) 
 Needleless System - is defined as a device that does not 

use needles for the collection of bodily fluids or 
withdrawal of bodily fluids…the administration of 
medication or fluids…[or] any other procedure involving 
the potential for occupational exposure to bloodborne 
pathogens due to injury from contaminated sharps.  
Examples of such systems include jet injection systems 
that deliver medication through the skin without use of 
a needle and intravenous medication delivery systems 
that administer medications/fluids through a catheter 
port or connector site.  



Engineering Controls (Cont.) 

Needleless Systems                               
• new term defined as devices which provide an alternative 

to needles for various procedures to reduce the risk of 
injury involving contaminated sharps. Examples include:  

• IV medication systems which administer medication or 
fluids through a catheter port using non-needle 
connections; and 

• jet injection systems which deliver liquid medication 
beneath the skin or through a muscle. 
 



Engineering Controls (Cont.) 
Safer Needle Devices         

 Safer needle devices, also known as needles with 
engineered sharps safety protection, should be 
considered for the withdrawal of body fluids, 
accessing a vein or artery, and during the 
administration of fluids or medications.  They include 
needles or syringes with a sliding sheath, needle 
guards with hinged recapping capabilities, and 
retractable, recessed or protected needle system.  
These devices have safety controls that reduce injury 
before, during and after use.  These safety controls 
can be active or passive, integrated or accessory. 



Engineering Controls (Cont.) 

• A passive safety feature is automatic – there is 
nothing needed to be activated. 

• An active feature requires the worker to activate 
the safety mechanism to achieve full protection. 

• Integrated safety features are built-in and cannot 
be removed. 

• An accessory feature must be attached or fixed to 
the needle after use. 



Engineering Controls (Cont.) 
In general, properly-designed safer needle devices: 
Provide a barrier between the hands and the 

needle after use 
Require that the worker’s hands remain behind 

the needle at all times 
Have built-in safety features that cannot be 

removed 
Are simple and easy to operate 
Have a transport position 
Have a permanent lock out position 
Do not interfere with patient care 



Engineering Controls (Cont.) 

 Non-Needle Sharps Protection Devices 
• Non-needle sharps, such as laboratory 

supplies or surgical instruments, when 
used, should also have engineered sharps 
injury protection. 

• According to OSHA, there are almost 300 
injuries each year due to the breakage of 
glass capillary tubes.  



Engineering Controls (Cont.) 

 Sharps Disposal Containers 
                         

•  Sharps disposal containers should be rigid, 
puncture resistant, leak proof and properly 
labeled.   

• Under no circumstances should contaminated 
reusable sharps be stored or cleaned in a manner 
that requires you to reach by hand into a 
container. 



Use labels and signs to 
communicate hazards 

Warning labels must be affixed to containers of 
regulated waste; containers of contaminated reusable 
sharps; refrigerators and freezers containing blood or 
OPIM; other containers used to store, transport, or ship 
blood or OPIM; contaminated equipment that is 
 being shipped or serviced; and bags or containers 
 of contaminated laundry, except as provided in the 
standard. 



Warning Labels 

Warning labels designate contamination with 
potentially infectious materials. 
Watch for warning labels on: 
Bags and containers 
Equipment 
Doors of rooms that house               

research and production 
 



BIOHAZARD 

This is a universal sign 



Regulated Medical Waste Defined 
WASTE CLASS: DESCRIPTION: 

1.  Cultures and 
stocks 

Cultures and stock of infectious agents and associated biologicals, including:  cultures from medical and 
pathological laboratories, cultures and stocks of infectious agents from research and industrial laboratories; waste 
from the production of biologicals; discarded live and attenuated vaccines; and culture dishes and devices used to 
transfer, inoculate and mix  cultures 

2.  Pathological 
wastes 

Human pathological wastes, including tissues, organs, body parts and body fluids that are removed during surgery 
or autopsy, or other medical procedures and specimens of body fluids and their Containers. 

3.  Human blood and 
blood products 

Liquid waste human blood. 
Products of human blood. 
Items saturated and/or dripping with human blood, or 
Items that were saturated and/or dripping with human blood that are now caked with dried human blood, 
including serum, plasma, and other blood components, and their containers, which were used or intended for use 
in either patient care, t4esting and laboratory analysis or the development of pharmaceuticals.  Intravenous bags 
are also included in this category. 

4. Sharps Sharps that have been used in animal or human patient care or treatment, or in medical, research or industrial 
laboratories, including hypodermic needles, syringes (with or without the attached needle).  Pasteur pipettes, 
scalpel blades, blood vials, needles with attached tubing and culture dishes (regardless of presence of infectious 
agents).  Also included are other types of broken or unbroken glassware that were in contact with infectious 
agents, such as used slides and cover slips. 

5. Animal waste Contaminated animal carcasses, body parts and bedding of animals that were known to have been exposed to 
Infectious agents during research (including research in veterinary hospitals), production of biologicals, or testing 
of pharmaceuticals. 



Regulated Medical Waste Defined 
WASTE CLASS: DESCRIPTION: 

6. Contact wastes Wastes from surgery or autopsy that were in contact with infectious agents, including soiled dressings, sponges, drapes, 
lavage tubes, drainage sets, under pads and surgical gloves. 

7. Laboratory wastes Laboratory wastes from medical pathological, pharmaceutical or other research, commercial, or industrial laboratories 
that were in contact with infectious agents, including slides and cover slips, disposable gloves, laboratory coats and 
aprons. 

8.  Dialysis wastes Dialysis wastes that were in contact with blood of patients undergoing hemodialysis or renal dialysis, including 
contaminated disposable equipment and supplies such as tubing, filters, disposable sheets, towels, gloves, aprons and 
laboratory coats. 

9.  Isolation wastes Biological waste and discarded materials contaminated with blood, excretion, exudates or secretions from humans who 
are isolated to protect others from certain highly communicable diseases, or isolated animals known to be infected with 
highly communicable diseases. 

10.  Unused sharps The following unused, discarded sharps: 
hypodermic needles, suture needles,  
syringes and scalpel blades. 



Engineering Controls (Cont.) 

Front Line Employee Input 
 OSHA requires that input be sought from front line 

employees in the identification, selection and 
evaluation of effective controls, including safer 
needle devices and Needleless systems, as part of an 
annual review of the exposure control plan.   
We solicit your input through evaluation  
forms for each new safety device product  
that we trial. 



Work Practice Controls 
Handles sharps with care: 
Do not recap or manipulate used needles with 

both hands 
Do not point a used needle toward any part of 

your body 
Do not remove used needles from disposable 

syringes by hand 
Do not bend / break used needles by hand 
Always put used sharps in proper containers 

 



Work Practice Controls 
 Practice Good Hygiene: 
Do not splash or splatter potentially infectious 

substances 
Do not pipette or suction 

potentially infectious substances 
Do not store food or beverages  

anywhere near potentially  
infectious substances 

Do not eat, drink, smoke, apply cosmetics or lip balm, 
or handle contact lenses where exposure may occur 

 



Work Practice Controls 

• Hand Hygiene 
– Clean and sanitize hands 

frequently to help stop the 
spread of microorganisms 
 
 

– https://www.youtube.com/w
atch?v=M8AKTACyiB0&list=P
LLV3KEyAakQbHANF9PBJcw
M7sDV_xyCOn&index=1  
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Work Practice Controls 
• When to Wash and/or sanitize your hands: 

 Before and after every patient every time. 
 When coming on duty and upon completion of duty. 
 After touching blood, body fluids, excretions, secretions, and 

contaminated items 
 Before and after patient contact 
 Before and after contact with frequently touched surfaces. 
 Immediately after gloves are removed 
 Between patient contacts 
 Between procedures on different body sites of the same patient 
 Before and after meals 
 Before and after changing diapers  
 After using the toilet 
 After blowing or wiping your nose 
 After cleaning of any equipment. 

 

 



Wash Hands with Soap & Water 
 



Handwashing Sinks 

• Cannot be used for any other purpose 
• DO NOT 

– Rinse instruments 
– Empty Urine cups 
– Empty Wash Basins 
– Rinse Emesis Basins 
– Do ANYTHING BUT WASH YOUR HANDS 



Alcohol Based Hand Rub 

 



Hand Hygiene 

It’s the most important barrier against  
the spread of bloodborne pathogens! 



Bacteria Are Everywhere  

 

Ensure that proper hand hygiene is 
performed after touching frequently 
used items.   
 
To illustrate the hazards, we grabbed 
some frequently used items and plated 
them.  This is what grew in 24 hours. 



Pen 



Cell Phone 



Name Badge 



Stethescope 



Hand 



Good Housekeeping 

Housekeeping is everyone’s responsibility: 
Clean equipment and surfaces right after 

contamination and the end of the shift 
Ensure that you meet manufacturers contact time 

Replace protective coverings on equipment 
and surfaces right after contamination and 
the end of each shift 
Never pick up broken glass with your hands 



Disinfectants 

• PDI AF3 
– 3 Minutes 

 

• Sani-Cloth Bleach 
– 4 Minutes 

 



Good Housekeeping 

Place contaminated sharps and infectious 
wastes in proper containers 
 
Handle contaminated laundry as little as 

possible with minimal agitation 
 
Never use your hands or feet to compact trash 

 



Standard Precautions 
• What are they: 

– Standard precautions are designed to reduce the risk 
of transmission of microorganisms from both 
recognized and unrecognized sources of infection in 
hospitals 

– The CDC recommends Standard Precautions for the 
care of all patients, regardless of their diagnosis or 
presumed infection status. 

• What they do:   
– Standard precautions provide  

• rules for  handling all patients  
• and substances in a manner that minimizes your risk of exposure 



Standard Precautions 
• Standard Precautions apply to: 

– blood and  all body fluids, secretions, and excretions, 
except sweat, regardless of whether or not they contain 
visible blood;  

– non-intact skin; and  
– mucous membranes.  

• Standard precautions includes the use of: 
– Proper Hand Hygiene 
– Appropriate PPE, such as gloves, gowns, masks, whenever 

touching or exposure to patients' body fluids is anticipated 

 



Transmission Based Precautions 
• Transmission-Based Precautions (i.e., Airborne Precautions, 

Droplet Precautions, and Contact Precautions), are 
recommended to provide additional precautions beyond 
Standard Precautions to interrupt transmission of pathogens 
in hospitals. 
– Airborne Precautions, Droplet Precautions, and Contact Precautions. 

May be combined for diseases that have multiple routes of 
transmission. When used either singularly or in combination, they are 
to be used in addition to Standard Precautions. 
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Contact Precautions 

• Among other things, contact precautions are 
used to help decrease the likelihood of 
transmission of multi-drug resistant organisms 
like MRSA, VRE, CRE and ESBL. 



Isolation Signs 



Isolation Signs 



Isolation Signs 





ZERO TOLERANCE 
 

FOLLOW ISOLATION PRECAUTIONS  
 

WHENEVER A SIGN IS POSTED 
 

• PERFORM HAND HYGIENE PRIOR TO ENTRY 
• DON PPE (PER SIGN INSTRUCTIONS) UPON ENTRY 
• DOFF PPE PRIOR TO EXITING THE ROOM 
• PERFORM HAND HYGIENE IMMEDIATELY AFTER PPE 

REMOVED 
• COMPLIANCE IS MONITORED 

– IF YOU ARE FOUND TO BE NON-COMPLIANT, YUR SUPURVISOR 
WILL BE NOTIFIED 

– CORRECTIVE ACTION POLICY WILL BE FOLLOWED 



Patient Screen 

All staff are required to know the special needs of their patient PRIOR to caring for the 
patient.  This form is located in the front of the chart under the Certifications tab.  It has the 
patient’s demographic information and their special needs listed.  If there is an **Private Rm 
per Inf Control** notation, this means that the patient is on Contact Precautions and you 
must follow the Zero Tolerance instructions for Contact Precautions. 



If we break a link in the chain of infection  
we can prevent further spread of infection. 

 





“TB or Not TB” – That is the question! 
Consider the possibility of TB when: 

SYMPTOMS: 
 Cough > 3 weeks 
 Hemoptysis (bloody sputum) 
 Loss of appetite 
 Unexplained weight loss 
 Night sweats 
 Fever / Chills 
 Tires easily 

MEDICAL HISTORY: 
 Immunosuppressed 
 Known (+) PPD or chest x-ray 
 Exposed to TB 
 Had Tuberculosis; did not complete 

treatment 
 Alcoholism or drug use 

SOCIAL HISTORY: 
 Recent immigration (Asia, Africa, Latin America) - high risk 
 Lives in a shelter, prison, or long-term care facility 



“TB or Not TB” – That is the question! 
Direct Contact Caregivers and Indirect Caregivers who 

must enter the room are required to wear a face-fitted  
N-95 facemask.  It is your responsibility to schedule this 
testing with your Department manger as soon as 
possible. 

 The patient must be in a negative pressure room.  
Notify Maintenance to do a smoke test PRIOR to placing 
the patient in a negative pressure room.  If the patient 
must go to x-ray, or be moved to another area outside 
of their room, place a regular surgical mask on the 
patient. 



Hepatitis B Vaccine 

Your risk of contracting 
HBV, HCV, or HIV with an 
exposure to infectious 
materials: 
 HBV is as high as 30 percent 

 
 HCV is as high as 6 percent 

 
 HIV is only 0.4 percent 



Hepatitis B Vaccine 
Vaccine is SAFE 
Vaccine in EFFECTIVE 
Preferred Method of Administration  

 <18 Years of age:  3 doses, 1st shot at birth or ASAP, 
then at one month and 6 months.   

 >18 Years of Age – 2 doses 1month apart (Offered 
here) 

Consent and Decline Waiver Forms 
If you decline – you can change your 

mind at any time 



Hepatitis B Vaccine 

Decrease your risk of contracting HBV with 
the Hepatitis B vaccine: 

• After three Intramuscular injection doses of hepatitis B vaccine (Engerix-B), 
more than 90% of healthy adults and more than 95% of infants, children, and 
adolescents (from birth to 19 years of age) develop adequate antibody 
responses.   

• Studies indicate that immunologic memory remains intact for at least 20 
years among healthy vaccinated individuals who initiated Hepatitis B 
vaccination >6 months of age.  

• After two Intramuscular injection doses of hepatitis B vaccine (HEPLISAV-B), 
studies reveal >95% of vaccinated individuals had protective immunity. 





Multi Drug-Resistant Bacteria 
• DEFINITIONS: 

• MRSA - is defined as Methicillin Resistant Staphylococcus Aurous. 
• VRE - is defined as Vancomycin Resistant Enterococcus. 
• CRE – is defined as Carbapenem Resistant Enterobacteriacea 
• ESBL – Extended-spectrum beta lactamase producing organisms 
• Colonization - occurs when a patient has microorganisms in or on a 

body site but has no immune response and/or clinical signs or 
symptoms of disease. 

• Infection - occurs when microorganisms enter a body site and multiply 
in tissue causing clinical manifestations of disease and an immune 
response. 

• Transmission - mode by which organisms are passed from one source 
to another. 

• Cohort - to place patients with the same organism in the same room 
or area. 

 



Multi Drug-Resistant Bacteria 
• The most likely method of transmission of Methicillin-

Resistant Staphylococcus Aureus (the most frequently seen 
MDRO) within the hospital appears to be patient-to-patient 
via the hands of personnel.  

• Several factors that increase the patient’s susceptibility for 
acquiring MRSA include:  
   Increased length of hospital stay 
   Multiple hospitalizations   
   Age (over 65 years) 
   Multiple invasive procedures    
   Wounds 
   Severe underlying disease        
   Administration of multiple Broad Spectrum Antibiotics 

 



Multi Drug-Resistant Bacteria 
• All infected or colonized patients are to be placed on isolation 

Contact Precautions.  
• Room placement:  The ideal room placement is a private 

room or cohorted i.e. a MRSA patient may room with another 
MRSA colonized patient, a VRE patient with another VRE 
patient. CRE patient MUST be placed in a private room 
throughout their entire stay.  However, the MRSA colonized 
patient could share a room with a non-colonized patient who 
has no invasive sites (i.e., Foley, gastrostomy feeding tube), is 
not immunocompromised, or has no open wounds.  The 
patient may leave the room and go to activities as long as 
good hygiene is observed. 



Multi Drug-Resistant Bacteria 
• Handwashing:  Must be rigorously practiced prior to and after 

patient contact. 
• Gloves:  Are indicated, upon entering the room.  
• Gowns:  Should be worn whenever in contact with the patient 

and/or patient’s environmental surfaces; i.e. bed, bedrails, 
lightouch  

• Masks:  Should be added when staff is caring for patients with 
MRSA colonization in the sputum who have a tracheostomy or 
a cough.  The mask should continue to be worn until the 
patient is asymptomatic or until a tracheostomy is no longer 
necessary.  



Multi Drug-Resistant Bacteria 
• Handwashing:  Must be rigorously practiced prior to 

and after patient contact. 
• Gloves:  Are indicated, upon entering the room.  
• Gowns:  Should be worn whenever in contact with 

the patient and/or patient’s environmental surfaces; 
i.e. bed, bedrails, lightouch  

• Masks:  Should be added when staff is caring for 
patients with MRSA colonization in the sputum who 
have a tracheostomy or a cough.  The mask should 
continue to be worn until the patient is 
asymptomatic or until a tracheostomy is no longer 
necessary.  
 



Multi Drug-Resistant Bacteria 
EQUIPMENT:  Dedicate equipment whenever possible.  If unable 

to dedicate equipment, clean with 3m Quat or Steris 
Germicidal Wipes in between patients. 

 

PROCEDURE:  
•  Isolation may be discontinued when three (3) consecutive 

negative cultures, taken at least one (1) week apart after 
therapy for MRSA/VRE has ended.  These cultures must have 
been obtained from the original site of infection or 
colonization, other wounds and nares (for MRSA) and rectal or 
perineal (for VRE).  CRE patients will remain on isolation, 
there is no current screen out process. 
 



Multi Drug-Resistant Bacteria 

EQUIPMENT:  Dedicate equipment whenever possible.  If 
unable to dedicate equipment, clean with 3M Quat or Steris 
Germicidal Wipes in between patients. 

 

PROCEDURE:  Isolation may be discontinued when three (3) 
consecutive negative cultures, taken at least one (1) week 
apart after therapy for MRSA/VRE has ended.  These cultures 
must have been obtained from the original site of infection or 
colonization, other wounds and nares (for MRSA) and rectal or 
perineal (for VRE).  CRE patients will remain on isolation, 
there is no current screen out process. 

 



Clostridium difficile 
• Clostridium difficile is a spore-forming, Gram-positive 

anaerobic bacillus that produces two exotoxins: toxin A and 
toxin B. It is a common cause of antibiotic-associated diarrhea 
(AAD). It accounts for 15-25% of all episodes of AAD. 

• Clostridium difficile is shed in feces. Any surface, device, or 
material (e.g., commodes, bathing tubs, and electronic rectal 
thermometers) that becomes contaminated with feces may 
serve as a reservoir for the Clostridium difficile spores. 
Clostridium difficile spores are transferred to patients mainly 
via the hands of healthcare personnel who have touched a 
contaminated surface or item. 



Clostridium difficile 
Clinical symptoms 
include: 
• watery diarrhea 
• fever 
• loss of appetite 
• nausea 
• abdominal 

pain/tenderness 

 

Steps to Prevention 
• Use Antibiotic judiciously 
• Use Contact Precautions for 

known or suspected CDI 
– Gowns & Gloves when entering 

room.  Remove before leaving room. 

• Use soap & water to wash hands 
• Use dedicated equipment 
• Enhanced cleaning – using bleach 

wipes or 1:9 solution 
 

 



Smallpox 
• Smallpox is a serious, contagious and 

sometimes fatal infectious disease.   
• There is no specific treatment for smallpox 

disease and the only prevention is vaccination. 
• Smallpox outbreaks have occurred from time 

to time for thousands of years, but the disease 
is now eradicated after successful worldwide 
vaccination program.   



Smallpox 



SARS 
• Severe acute respiratory syndrome (SARS) is a viral respiratory illness caused by a 

coronavirus, called SARS-associated coronavirus (SARS-CoV). SARS was first 
reported in Asia in February 2003. The illness spread to more than two dozen 
countries in North America, South America, Europe, and Asia before the SARS 
global outbreak of 2003 was contained. 

• Since 2004, there have not been any known cases of SARS reported anywhere in 
the world.  

• The illness usually begins with a fever, chills, headache, general feeling of 
discomfort and body aches.  May progress rapidly to respiratory distress. 

• Spread by close contact with an individual infected with the virus. 
• Another Coronavirus - MERS CO-V, Middle East Respiratory Syndrome (MERS) is 

viral respiratory illness that was recently recognized in humans. It was first 
reported in Saudi Arabia in 2012 and has since spread to several other countries, 
including the United States. Most people identified as infected with MERS-CoV 
developed severe acute respiratory illness, including fever, cough, and shortness of 
breath. Many of them have died. 

• Necessary Precautions to take include:  Contact, Droplet and Airborne.  These 
must be strictly adhered to.   
 
 
 



ZIKA 
• Transmitted from mosquito bites, pregnant women to fetus, sex, blood 

transfusion 
• There is no vaccine to prevent Zika. The best way to prevent diseases spread 

by mosquitoes is to protect yourself and your family from mosquito bites.  
• If spread to fetus can cause serious birth defects. 

 

 



 
EBOLA 

 • Ebola viruses are found in several African countries. Ebola was 
first discovered in 1976 near the Ebola River in what is now 
the Democratic Republic of the Congo. Since then, outbreaks 
of Ebola among humans have appeared sporadically in Africa. 

• Healthcare providers caring for Ebola patients and family and friends in close 
contact with Ebola patients are at the highest risk of getting sick because they may 
come in contact with infected blood or body fluids. Ebola also can be spread 
through direct contact with objects that have been contaminated with infected 
body fluids. Additionally, people can become sick with Ebola after coming in 
contact with infected wildlife. 

• Symptoms may appear anywhere from 2 to 21 days after exposure to Ebola, but 
the average is 8 to 10 days. Fever, headache, muscles pain, fatigue, diarrhea, 
vomiting, abdominal pain, hemorrage. 



C. auris 
• Candida auris is an emerging fungus that presents a serious global health threat.  
• Invasive infection due to Candida species is widely recognized as a major cause of 

morbidity and mortality in the healthcare environment. 
• Some strains of Candida auris are resistant to all three major classes of antifungal 

drugs. This type of multidrug resistance has not been seen before in other species 
of Candida.  

• C. auris can persist on surfaces in healthcare environments and spread between 
patients in healthcare facilities, unlike most other Candida species. 

• Patients who have a long stay in an Intensive Care unit or who have Central Venous 
catheters or other indwelling devices, and who have previously received 
antibiotics or antifungal medications, appear to be at the highest risk of infection. 

• Precautions:  Strick Contact isolation, Bleach Cleaning, Must contact Infection 
Prevention and Jefferson County Public Health 



Instrument Point of 
Care Pre-Cleaning 



NYSDOH REQUIRES DOCUMENTED 
VERBAL CONSENT TO PERFORM HIV 

TESTING 
 

Each time testing is performed 
 



CONFIDENTIAL HIV RELATED INFORMATION 
 

Your results will be permanently stored in your 
Employee Health file. 

Results will only be released  
to those you designate  

as authorized.  



The Joint Commission 
• The Joint Commission- is an independent, not-for-profit organization, 

The Joint Commission accredits and certifies nearly 21,000 health care 
organizations and programs in the United States. Joint Commission accreditation 
and certification is recognized nationwide as a symbol of quality that reflects an 
organization’s commitment to meeting certain performance standards. 

• Survey is done about 3 years 
• We are in our inspection window now  
• TJC not only provides accreditation but also provides 

for our CMS  survey. 

 
 



The Joint Commission 



Infection Prevention Starts with Me 

• https://health.gov/hcq/trainings/partnering-
to-heal/index.html 
 
 

https://health.gov/hcq/trainings/partnering-to-heal/index.html
https://health.gov/hcq/trainings/partnering-to-heal/index.html


























From the Medical Staff Rules & Regulations 
 

ARTICLE VI 
MEDICAL RECORDS 

 
SECTION 1. GENERAL RULES OF MEDICAL RECORD DOCUMENTATION 
 
Documentation in the medical records shall be legible, timely, pertinent, accurate, 
reflective of the treatment rendered and the patient’s response to that treatment, and 
consistent with professionally recognized and hospital-specific standards as to content 
and form.  When interns, residents or allied health professionals are involved in patient 
care, sufficient evidence should be documented in the medical record to substantiate 
the active participation in, and supervision of, the patient’s care by the responsible 
attending physician, oral surgeon, dentist, or podiatrist. 
 
SECTION 2. BASIC CONTENT AND COMPONENT-SPECIFIC TIME FRAMES 
 
The medical record of each patient shall reflect the care provided to that patient and shall include 
sufficient documentation to justify the hospitalization (admission and continuing stay), the 
diagnosis(es), treatment rendered, results of treatment, and discharge instructions and plan for 
follow-up.  As a general principle, documentation should be made at the time service is rendered. 
 
At a minimum, the medical record should contain the following components (where applicable) 
within the time frame specified: 
 

Component:     Time Frame for Completion: 
 
a) patient identification data   on admission 
 
b) responsible attending    on admission 
 
c) chief complaint    on admission 
 
d) history of present illness   on admission 
 
e) provisional diagnosis    on admission or at most within 24  
       hours and before an anesthetic is  
       administered or an operation or  
       invasive procedure started    
 
f) history and physical examination *  within 24 hours of admission and  
       prior to any surgery or invasive  
       procedure  
 
g) attending orders    on admission and as given 
 
h) emergency room record   should be completed prior to  

discharge/admission of all  
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patients; must be completed prior to 
conclusion of the physician’s tour of duty 

        
i) consultation reports    as soon as possible and necessary after  

consult request and prior to any
 involved surgery or procedure 

 
j) clinical pathology reports   as soon as possible consistent with the  

medical needs of the patient 
 
k) radiology reports    as soon as possible consistent with the  

medical needs of the patient 
           
l) reports of medical treatment   as administered 
 
m)   reports of surgical and other   immediately after the procedure 

invasive procedures      
 
n) evidence of informed consent   prior to any treatment requiring  
       specific consent as defined in the  

hospital policy on informed consent  
(except in emergency) 

 
o) progress notes     chronological and reflective of the    
       involvement of the attending in the  

      patient’s management; daily in acute   
       patients, at least every seven days in   
       alternate level-of-care patients, and  

      appropriate to clinical circumstances  
       in critically ill patients 
 
p) reports of diagnostic, therapeutic,  as administered 
 counseling and educational  
 services provided by hospital 
 staff or allied health professionals  
 
q) tissue reports     as soon as possible consistent 
with  
       the medical needs of the patient 
 
r) final diagnosis(es) and    at discharge or within 3 working  

complications     days of discharge 
 
s) discharge note (including   at discharge;  if transferred to   

discharge instructions)    another hospital or level of care,   
      detailed note must be complete  
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at time of transfer  
t) discharge summary **   within 21 days of discharge 
 
u) autopsy findings    provisional anatomic diagnoses   
       within 24 hours, and complete report 

within 60 days of completion of the 
autopsy 

 
* It is the responsibility of the admitting physician, oral surgeon so credentialed, or 
certified nurse midwife with admitting privileges, to complete or to review a complete admission 
history and physical examination. Such completion or review of the admission history and 
physical examination shall be completed within thirty (30) days before or twenty-four (24) hours 
after admission and prior to any surgery or invasive procedure.  The history and physical must be 
recorded in the patient’s medical record within twenty-four (24) hours after admission, and shall 
be promptly signed (or countersigned as needed upon review) by the admitting or co-admitting 
attending physician, oral surgeon so credentialed, or certified nurse midwife with admitting 
privileges. Generally medical record entries, including the admission history and physical 
examination, should be signed by the responsible provider when the medical record entry is 
made or reviewed, with the understanding that there may be a short delay due to the transcription 
process. As indicated above, the recorded history and physical must be promptly signed by the 
provider.  However, in limited situations the provider may have to sign the history and physical 
in a timeframe later than expected, but in no event shall this be later than thirty (30) days from 
the date the documentation was created.  
 
It is the responsibility of the attending dentist or podiatrist to perform and document in the 
medical record at the time of admission additional history and physical examination relevant to 
their area of expertise and their patient’s problem(s). 
 
When the history and physical has been completed within thirty (30) days prior to 
admission, an examination to update any changes in the patient’s health status must be 
completed and documented in the patient’s medical record, along with the original 
history and physical.  This must be completed in the medical record within twenty-four 
(24) hours after admission and before any surgery or invasive procedure.   If the most 
recent H&P has been performed thirty-one (31) days or more prior to admission, a new 
complete history and physical examination are required, and must be recorded in the 
patient’s medical record within twenty-four (24) hours of admission.  
 
** A final detailed progress note (including discharge instructions) may be substituted for 
the discharge summary in the case of patients who require less than a forty-eight (48) hour period 
of hospitalization.  In the event of death, a dictated summary is required. 
 
SECTION 3. CONTENT OF HISTORY AND PHYSICAL 
 
All history and physical examinations must meet the following form and content 
standards: 
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a. For non-electronic submissions, the record must be recorded on 8.5” x 11.0” 
paper;  

 and each page must include (typed, written and/or stamped) patient’s name, 
medical record number, date of birth and gender; 

 
b. The date the history and physical was completed must be indicated on the 

record; 
c. Unless waived by a hospital approved electronic signature authentication system, 

the history and physical must incorporate the original signature of the person 
eliciting the history and performing the physical examination and the co-signature 
of any supervising physician as required; 

 
d. Each medical record entry must be signed, dated and timed;  
 
e. History and physical examinations that are handwritten must be legible; 
 
f. Each history and physical examination must including the following elements: 

 Date of admission 
 Chief complaint or reason for admission 
 History of the present illness 
 Past medical history 
 Family medical history 
 Social history 
 Current medications 
 Known allergies 
 Review of systems 
 Physical examination 
 Laboratory, x-ray, and other diagnostic investigation results 
 Impression or admitting diagnosis or assessment or analysis 
 Management plan  

 
SECTION 4. ATTENDING RESPONSIBILITY 
 
The attending physician, oral surgeon, or certified nurse midwife with admitting privileges is 
responsible for the completion of the medical record.  If appropriate, the medical record may be 
completed by a co-admitting dentist or podiatrist. 
 
All Medical Staff appointees and allied health professionals must personally visit the Medical 
Records Department at a minimum of once every fourteen (14) calendar days and at that time 
completely reconcile all available records. 
 
Failure to complete the medical record as required under these Rules and Regulations 
shall result in suspension in accordance with Article XII, Section 12.3 of the Medical 
Staff Bylaws 
 



From the Medical Staff Rules & Regulations 
 

SECTION 5. COMPLETION AT DISCHARGE 
 
To the degree possible, the attending practitioner shall see that the medical record is 
complete at time of discharge, enter the final diagnosis, write or dictate a narrative 
discharge summary, and sign the completed record.  All medical records of discharged 
patients must be completed and ready for permanent file by the thirtieth (30th) post-
discharge day. 
 
A medical record is complete when its content meets the requirements defined in these 
Rules and Regulations, New York State Department of Health Regulations, and the 
Joint Commission.  No medical record shall be permanently filed until it has been 
completed by the responsible practitioners or is ordered filed by the Medical Records 
Committee of the Medical Staff. 
 
SECTION 6. ENTRIES IN THE MEDICAL RECORD 
 
Each entry in the medical record must be accurately timed, dated and authenticated by 
the responsible professional.  Progress notes are generally made contemporaneous 
with, or immediately following, the observations or interventions documented.  Notes 
made at other times and corrections to notes entered must be recorded in accordance 
with hospital policy.  
 
SECTION 7. ENTRIES BY STUDENTS 
 
All student entries into the medical record must be properly identified and counter-
signed by a credentialed practitioner. 
 
SECTION 8. REQUIREMENTS FOR DICTATION 
 
Operative reports and death summaries must be dictated.  Members are encouraged to 
dictate histories and physicals, discharge summaries, and other lengthy or critical 
reports for legibility and clarity. 
 
SECTION 9.  SYMBOLS AND ABBREVIATIONS 
 
Abbreviations and symbols may not be used when recording final diagnoses and 
operative procedures on the face sheet.  Abbreviations may be used in other entries if 
included on a list of abbreviations approved by the Medical Staff or if spelled out and 
defined the first time they are used in that entry. 
 
SECTION 10.  DOCUMENTATION OF SAFETY ISSUES 
 
The attending physician is responsible for documenting information in the medical 
record which may be necessary to assure the protection of other patients and health 
care workers from those who are a source of danger from any cause whatsoever. 
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SECTION 11.  SECURITY OF THE MEDICAL RECORD 
 
The medical record is a legal document and is the property of the hospital.  A medical record 
may not be removed from the hospital’s jurisdiction and safekeeping except in accordance with 
hospital policy and procedures.  An original medical record of a patient shall not be removed 
from the Medical Records Department except to be delivered to an area within the hospital 
where that patient is currently receiving care or for purposes directly related to New York State 
Department of Health and other review activities designed to improve the quality of clinical care 
provided by the hospital. 
 
Unauthorized removal of medical records from the hospital is grounds for suspension of 
a practitioner from the Medical or Allied Health Professional Staff for a period to be 
determined by the Medical Executive Committee. 
SECTION 12.  CONFIDENTIALITY OF THE MEDICAL RECORD 
 
Members of the Medical Staff are required to understand and comply with all relevant hospital 
policies and procedures related to confidentiality of medical records and protected health 
information and the disclosure thereof.  Medical Records and protected health information is 
confidential and may not be shared with individuals not involved in the patient’s care except as 
otherwise expressly permitted by relevant hospital policies and procedures, including 
Patient/Resident Access to Protected Health Information, Uses and Disclosures of PHI and 
Authorization for Disclosure.  Members of the Medical Staff should contact the Administrator 
on-call if they have any questions regarding the use or disclosure of medical records and/or 
protected health information. 
 
SECTION 13.  OBSERVATION AND AMBULATORY CARE DOCUMENTATION 
 
Observation services are those services furnished on the hospital’s premises, including the use of 
a bed and periodic monitoring by the hospital’s nursing or other staff, which are reasonable and 
necessary to evaluate an outpatient’s condition or determine the need for a possible admission to 
the hospital as an inpatient.  Such services are permitted only when provided by the order of a 
physician or another individual authorized by State licensure law and Medical Staff Bylaws to 
admit patients to the hospital. Observation services should not exceed 8 hours 
(10NYCRR§405.19(e)(5)). 
 
Documentation needed in the observation medical record include: 
 
a) a clear order for the level of care (that is, admit to outpatient observation or assign to 

observation); and 
b) medical history and physical examination appropriate to the present illness and 

underlying medical condition(s); and 
c) diagnosis; and 
d) clinical circumstances that require observation; and 
e) progress notes, which reflect the continued medical necessity for observation status 

in a clear, explicit manner; and 
f) patient response; and 
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g) patient teaching information, if pertinent; and 
h) discharge notes. 
 
Members of the Medical Staff shall only assign patients to observation bed status in 
accordance with the hospital’s Observation Bed Status policy and procedures. 
 
SECTION 14.  DELINQUENT MEDICAL RECORDS 
 
Medical Staff appointees and allied health professionals who fail to maintain current 
medical records in compliance with these Rules and Regulations shall receive a written 
warning from the Director of the Department of Medical Records.  If the practitioner 
remains delinquent seven (7) days following receipt of this warning, his/her clinical 
privileges shall be suspended in accordance with Article XII, Section 12.3E of the 
Medical Staff Bylaws.  More than one (1) suspension during an appointment cycle will 
subject the practitioner to a progressive fine schedule.  The second suspension will 
result in the imposition of a five hundred dollar ($500) fine.  The third suspension will 
result in a one thousand dollar ($1,000) fine.  The fourth suspension will result in a two 
thousand dollar ($2,000) fine.  Each additional suspension will result in an additional 
one thousand dollars added to the previous fine.  Fines are payable to the Medical Staff 
of Samaritan Medical Center and must be paid before reappointment to the Medical 
Staff will be considered. 
 
SECTION 15.  MEDICAL RECORDS COMPLETION AT THE TIME OF 
RESIGNATION FROM   THE MEDICAL OR ALLIED HEALTH PROFESSIONAL 
STAFF 
 
Medical Staff appointees and allied health professionals who are leaving the hospital staff must 
complete all outstanding medical records in accordance with the time frames defined above.  The 
Medical Director shall provide necessary assistance so as to facilitate access to incomplete charts 
and to ensure that this responsibility may be discharged efficiently and without unreasonable 
inconvenience to the practitioner.  The Director of Medical Records shall attest in writing to the 
appointee’s compliance with this requirement.  Appointees not completing their records before 
leaving the Medical Staff will be considered to have not been in good standing at the time of 
their resignation. 
 
SECTION 16.  MEDICAL RECORD ORDERS MADE BY NURSE PRACTITIONERS 
AND PHYSICIAN ASSISTANTS 
 
Patient orders entered in the Medical Record by a Nurse Practitioner and/or Physician 
Assistant are not required to be countersigned by an attending physician, dentist, oral 
surgeon or podiatrist.  A supervising attending may choose to countersign, but this is 
not a mandatory requirement. 
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Identifying & Reporting  
Suspected Child Abuse 

&  
Maltreatment 

 
NYS Office of Children & Family Services 



Reporting Suspected Child Abuse and 
Maltreatment  

• The NY Statewide Central Register of child abuse and 
maltreatment receives calls regarding suspected 
child abuse and maltreatment  24 hours a day, seven 
days a week. 

• A call to the hotline can be the first step in providing 
safety or other needed assistance for a child. 

• Hotline:  1-800-342-3720 



Types of Reporters 

• Mandated reporters are required by law to report 
suspected child abuse and maltreatment cases. 

• Mandated reporters include any hospital personnel 
engaged in the admission, examination, care or 
treatment of children. 

• Non-mandated reporters are other reporters such as 
friends, relatives, neighbors.  



Mandated Reporters Include: 
• Physicians 
• Physician Assistants 
• Residents, interns 
• Dentists / dental hygienists 
• Optometrists 
• Chiropractors 
• Podiatrists 
• Psychologists  
• EMTs 
• School officials 

 

• Nurses 
• Social Workers 
• Therapists 
• Mental health counselors 
• Day care & foster care workers 
• Counselors – mental, substance 

abuse, alcoholism 
• Law enforcement officials 

 



Do you need proof? 
• You do not need to be sure or have proof a child has been 

abused or maltreated when you call the Child Abuse Hotline. 
• You just need reasonable concern for the child’s safety or 

well-being. 
• A report will only be registered if you provide a reasonable 

cause to suspect child abuse or maltreatment. 
• The NY Statewide Child Abuse Hotline will register a report 

regarding a child in need of care and protection in NYS. 

 



Definition of Abused Child 

• A child under the age of 18 whose parent(s) or 
other person(s) legally responsible for his/her 
care inflicts upon the child serious physical 
injury, creates a substantial risk of serious 
physical injury or commits a sex offense 
against the child. 



Definition of a Maltreated Child 
• A child under the age of 18 whose parent(s) or 

other person(s) legally responsible for the care 
of a child harms the child or places the child in 
imminent danger of harm by failing to exercise 
the minimum degree of care in providing a 
child with the following:  food, clothing, 
shelter, education or medical care when 
financially able to do so.   

  



Definition of a Maltreated Child 

• Maltreatment can also result from 
abandonment of a child or for not providing 
adequate supervision of a child. 

• A child may be maltreated if the parent(s) 
engages in excessive use of drugs or alcohol 
such that it interferes with their ability to 
adequately supervise the child. 
 



Possible Indicators / Red Flags  
for Maltreatment 

• Consistent hunger – child steals or begs for 
food 

• Lack of personal care – poor personal hygiene, 
torn, dirty and/or inappropriate clothes 

• Untreated for glasses, dental care or other 
medical attention 

• Inappropriately left unattended or without 
supervision 



Possible Indicators / Red Flags  
for Physical Abuse 

• Frequent and/or unexplained injuries, especially ones that 
appear in distinctive patterns such as grab marks, human bite 
marks, cigarette burns or impressions of other instruments. 

• Fear of going home or fear of person(s) caring for them. 
• Injuries to both sides of the body or to multiple areas of the 

body.  Accidents tend to damage only one side of the body. 
• Destructive behavior such as aggression towards siblings or 

peers. 
• Destruction of property or vandalism. 



Possible Indicators / Red Flags 
for Sexual Abuse 

• Difficulty and/or pain when sitting or walking. 
• Sexually suggestive, inappropriate or 

promiscuous behavior or verbalization. 
• Expressing age-inappropriate knowledge of 

sexual relations. 
• Sexual victimization of other children. 



Making the Call 

• Reports of child abuse or maltreatment should be 
made immediately at any time of the day or night 
and on any day of the week by calling the Child 
Abuse Hotline:  1-800-342-3720. 

• If this is an emergency, for example young children 
currently alone or being beaten, call 911 or your local 
police department, as they will be able to respond 
immediately. 



Making the Call 
• The person who answers the phone at the Child 

Abuse Hotline is a trained child protective services 
specialist. 

• You will be asked a few questions about your 
concerns and other information to identify the child. 

• You will also be asked for information to identify the 
person legally responsible for the child. 



What Happens Next 
• Different actions may be taken depending on the 

information you provide – the report is not registered, 
the report is registered, or the report is referred to 
law enforcement. 

Call to Hotline 
    Report NOT                                                            Referral to law  
     registered                                                                enforcement                             

 
Report registered 



What Happens Next:   
Report is NOT Registered 

• The child protective services specialist will make sure 
you understand why it is not being registered. 

• If you do not understand why, ask for the Child 
Abuse Hotline supervisor. 

• Sometimes information about other appropriate 
services may be suggested as a resource for the child 
and/or family. 

• If you have additional concerns, call the Hotline 
again. 

 



What Happens Next: 
Report is Registered 

• An investigation will begin within 24 hours. 
• You can make an anonymous call but if you provide your 

name and contact number you may be contacted for 
additional information that may assist the investigation. 

• After the investigation, it is determined if the report is 
indicated or unfounded. 

• If it is indicated, it means there was credible evidence to 
support the allegations. 

• If it is unfounded, it means there was no credible evidence to 
support the allegations. 
 



What Happens Next 
• The child protective system is designed to help children and to 

direct families on how to get help and services. 
• Every child is important and should be safe.  
• When you make a call to the Child Abuse Hotline,    1-800-

342-3720, to report suspected abuse or maltreatment, your 
call may prevent further injuries to the child. 

• Intervention by child protective services is often the first step 
in getting the family the help it needs and in ending the cycle 
of abuse. 
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PURPOSE AND OBJECTIVES 

• Purpose: The purpose of this SLM is to provide information 
about screening, documentation, and reporting of domestic 
violence. 

• Objectives - The learner will: 
› Understand the definition of domestic violence and be able to 

differentiate between intimate partner, child, and elder abuse 
› Have increased knowledge of signs of abuse and neglect 
› Be able to appropriately assess a victim as evidenced by clinical 

practice 
› Understand the reporting process as evidenced by clinical practice 
› Understand and practice accurate documentation principles for 

domestic violence 



DOMESTIC VIOLENCE 

 

 
Domestic violence is any pattern of coercive 
and often violent behavior that may include 
physical, psychological, and/or sexual 
attacks that adolescents, elderly or children  
and adults inflict on their intimate partners, 
of the same sex or opposite sex. 

• All employees that suspect or confirm any type 
of abuse or neglect will notify (PFS) Patient 

and Family Services 



CYCLE OF ABUSE 

• Tension-building phase 
› May start slowly 
› Gradual increase in severity of abuse 
› May last for a few hours, days or years 

• Acute incident phase 
› Stage where pushing and yelling becomes acts of violence and 

the victim is physically, mentally or sexually harmed 
• Honeymoon phase 

› Abuser is often apologetic  
› Abuser tries to win trust of the victim again 
› May last for hours, days, months, or years 

• Cycle starts over again 



CHILD ABUSE 
 Under 18 years of age or handicapped children over 

and under 18 years of age  
 You do not need parental consent to report or take 

photographs 
 The parents should be notified of interventions 

 Red flags of child abuse 
 Passive 
 Extremely aggressive 
 Role revisal behavior 
 Childhood pregnancy 
 Sexually transmitted diseases 
 Act or talk promiscuously 
 Children may have both physical and psychological growth 

lags 
 



• Parental favoritism  
• Scapegoating 
• An overly protective attitude toward the child 
• Signs of substance abuse by parent(s) 
• Indications of the family’s isolation from social 

contact 



Child Abuse 

 Mandated reporters shall notify PFS and ensure that the 
Child Abuse Registry (CAR) is notified at 1-800-635-1522 
for suspected abuse/neglect/maltreatment 

 Documentation will include: 
• Report made to CAR 
• If report accepted and the number assigned 
• If report not accepted, a statement of such with  a plan to 

ensure safe disposition 
• Name of reporter 
• Name of person contacted 



INTIMATE PARTNER 
VIOLENCE 

• Red Flags of intimate partner abuse 
• Over the age of 18 without mental disabilities 
• The victim may not have a say in any decision making 
• Children may be put in the middle or used as pawns 
• Other family members and/or animals may be threatened 
• The victim may be isolated from family and friends 
• Victims may have to ask for money 
• Victims may be stalked by their abuser 
• Pregnant women are at most risk for abuse 



HEALTH RISKS  
ASSOCIATED WITH  

INTIMATE PARTNER VIOLENCE 

 Sexually transmitted diseases 
 Cervical dysplasia 
 Unplanned pregnancies 



ELDER ABUSE/NEGLECT 

• No specific age 
• A coercive and often violent behavior that may include physical, 

emotional or financial exploitation that caregivers inflict on elderly  
• It may include misuse of restraints, confinement or inappropriate use of 

drugs 
• Neglect includes omission by the caregiver to provide an older adult with 

reasonable and necessary food, shelter, clothing, healthcare or 
supervision 

• Most elder abuse is self neglect 
• Elder abuse is not mandated to be reported to the State  

• It does have to be reported it to PFS 
• Law enforcement involvement is voluntary  



• High risk signs/symptoms: 
• Neglect  

• Listlessness 
• Poor hygiene 
• Evidence of malnourishment 
• Inappropriate dress,  
• Reports of being left in an unsafe situation 
• Reports of inability to get needed medications 

• Exploitation  
• Unexplained loss of social security or pension checks 
• Evidence that material goods are being taken in exchange for 

care 
• Evidence that personal belongs of elder (house, jewelry, car) 

are being taken over without consent or approval of elder 
• Abandonment  

• Evidence that elders have been “dropped off” at the 
Emergency Department by the family unit with no intention 
of coming back for them 



• Caregiver abuse may be related to   
› Stressful caregiver situations (sharing a home) 
› Having to arrange care when working or participating in other 

activities 
› Losing work for the elders appointments 
› Financial obligations 
› Retaliation of a child for mistreatment when they were a child  

› Active neglect is when a caregiver fails or refuses to provide 
a level of care that will prevent physical or mental harm 
• Urine burns  
• Pressure ulcers 
• Depression 
• Contractures 



PHYSICAL HEALTH EFFECTS OF  
DOMESTIC VIOLENCE 

Chronic Pain Syndromes/Multiple Somatic 
Syndromes 

 Arthritis 
 Migraine headaches 
 Irritable bowel syndrome 
 Fibromyalgia 
 Fatigue/insomnia 



INDICATORS OF PHYSICAL ABUSE 
• Facial and posterior body bruises, bruises in various stages of 

healing 
• Burns - rope, cigarette burns, dry burns from exposure of hot 

surfaces or flames, immersion burns  
• Human bites 
• Lacerations 
• Skeletal injuries - spiral fractures, head and facial fractures 
• Head injuries – look under the hair for bald spots 
• Internal injuries 
• Poor vision or hearing without intervention 
• Any injury that does not match the explanation of how it 

happened 



INDICATORS OF BEHAVIORAL ABUSE 

 Withdrawn behavior  
 Depression 
 Anger 
 Increased use of drugs and alcohol 
 Early initiation of sex/trading sex for basic needs 
 Nervous habits 
◦ Flinching or ducking when approached 

 Low self esteem 
 Missing several days of school or work 
 Post Traumatic Stress Disorder (PTSD) 



INDICATORS OF SEXUAL ABUSE  

 

• Physical evidence of sexual assault  
• Venereal diseases 

› STDs must be reported to Infection Control 
› STDs must be reported to the STD registry 

• Pregnancy under 12 years of age 



INDICATORS OF FINANCIAL ABUSE 

• Money is not used for contracted services 
• Demands for goods in exchange for contracted services 
• Victims are forced to account for all money spent 
• Inability to account for money/property 
• One person having complete control of finances 
• Large withdrawals and switching of accounts from 

ATMs 
• Evidence of financial exploitation 



• Stalking is a crime in NYS, it can be very 
threatening and dangerous to the victim and 
others 
› Following or showing up wherever they are 
› Driving by or hanging out near the victims home, work, or 

school 
› Repeatedly calling, including hang-ups 
› Sending unwanted cards, gifts, letters, or emails 
› Monitoring your phone calls or computer use 
› Damaging home, vehicle or other property 
› Taking other actions to track, control, or frighten the victim 



VICTIMS NEED TO KNOW 

• Violence tends to continue and get worse over time 
• Domestic violence can impact their health in many ways 
• They are not to blame for the violence  
• If there are children involved they can be physically or 

psychologically hurt as well 



REPORTING OF DOMESTIC VIOLENCE 

• All hospital personnel are required by SMC policy to 
report any suspicion or knowledge of 
abuse/neglect/maltreatment of any age group to PFS 
and the provider 

• PFS will notify  
› Outside services 

• Infection Control 
• Public Health and DOH STD registry will also be notified 

for any STDs 
• Failure to report suspicion or actual abuse/ neglect can 

result in civil and criminal charges to both the health care 
facility and the individual who failed to report the case 



• Shelters offer short-term safety for victims and children. 
The address is kept secret for the safety of the victims 

• 24-Hour Hotline provides emergency help, emotional 
support, admission into shelters, and referrals 

• Counseling and support groups 
• Services for children 



 Please go to and complete the post test 
 You must achieve a minimum of 80% to successfully 

complete the post test and the SLM 
 The final score will be recorded on your transcript in the 

NetLearning program 
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Protection of People with Special Needs from 
Abuse, Neglect and Significant Harm 

1 

Required Annual Education and Notice to All Employees on the Laws 
Governing the Protection of Patients from Abuse, Neglect and Serious 

Harm. This Includes Identification of Reportable Incidents and the 
Requirements and Procedures for staff to follow in Reporting those 

incidents. The Subsequent Processing of Allegations of Abuse or Neglect 
and the Review of Significant Incidents is also provided. 



N.Y.S. Protection of People with Special 
Needs Act 

2 

In 2011, there were reportedly over 10,000 allegations of 
abuse and neglect against individuals with special needs 

and disabilities in state operated, certified or licensed 
facilities and programs. Many of those facilities and 

programs are regulated by different state agencies and 
there were not consistent standards for reporting and 

investigating complaints. On December 17, 2012, Governor 
Andrew Cuomo signed into law the “Protection of People 

with Special Needs Act” (the “Act”). 



Key Drivers for the Passage of the Act 
• Inconsistent laws, rules, regulations, requirements and standards 

across service systems for identifying and reporting allegations of 
abuse, neglect and serious incidents 

• No way to prevent staff who committed acts of abuse from getting 
another job working with people with special needs 

• Limited capacity for statewide oversight for establishing best 
practices and working with facilities and programs on action plans 
for reducing risks for abuse, neglect and significant incidents 

• No ability to identify and predict future areas of risk 
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Key Elements of the Act 
 • Creates the Justice Center for the Protection of People with Special 

Needs 

• Creates consistent definitions of abuse and neglect and identifies 
other significant incidents across 6 NYS oversight agencies. 

• Creates consistent requirements and standards for reporting, 
investigating and developing action plans to prevent and reduce 
these incidents across those 6 NYS oversight agencies 

• Provides for proportional and progressive discipline including 
termination for staff responsible for abuse or neglect and pre-
employment screening of applicants for significant history of 
serious or repeated acts of abuse or neglect and other dangerous 
conduct 

• Strengthens penal laws 
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The 6 State Oversight Agencies  Affected by 
the Justice Center Legislation   

Certain facilities or programs that are operated, licensed or certified by: 

OPWDD 

State-operated  and  
certified / licensed  
providers for 
ind ividuals with 
developmental 
d isabilities.  

OMH 

State –operated   
and  
certified / licensed  
providers for 
people with 
mental illness.  

OASAS 

State-operated  and  
certified / licensed  
providers of 
substance abuse 
services.  

DOH 

Overnight summer 
camps for children 
with 
developmental 
d isabilities and  
adult homes with 
80 or more beds  
and  25% or more 
of the residents 
have a serious 
mental illness. 

OCFS 

State-operated  and  
certified / licensed  
residential 
programs for 
youth including 
juvenile justice 
detention facilities, 
group homes and  
Residential 
Treatment Centers.  

SED 

Residential schools 
serving students 
with d isabilities, 
including schools 
outside of NYS. 
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Justice Center Overview 

6 

The Act established the Justice Center for the Protection of People with 
Special Needs (the “Justice Center”) which assumed the 
responsibilities of the NYS Commission on Quality of Care and 
Advocacy for Persons with Disabilities (now closed). 
 

The Justice Center is responsible for developing and maintaining the 
“Vulnerable Persons’ Central Register” (VPCR) that contain the names 
of persons found responsible for egregious or repeated acts of abuse 
or neglect.  
 

Employers who fall under the umbrella of the identified 6 NYS agencies 
are required to access the VPCR to screen applicants prior to hiring 
AND must access the VPCR as part of any investigation into 
allegations abuse and neglect by current employees . 



Justice Center Overview – (cont.) 

7 

The VCPR is also a 24/7 hotline for mandated reporters to report 
abuse, neglect and significant incidents of vulnerable persons upon 
discovery. 

The Justice Center has the authority to review and classify allegations 
of abuse and neglect, investigate or delegate investigation into 
allegations of abuse, neglect or significant incidents, conduct criminal 
arrests and to prosecute serious cases of abuse or neglect. 
 
The Justice Center reviews all investigations and results/findings of 
investigations into allegations of abuse and neglect and reportable 
significant incidents. 



What does the Justice Center do? 
• Maintains a 24/7 hotline for reporting incidents 
• Ensures allegations of abuse and neglect are fully investigated 
• Ensures that individuals found responsible for criminal acts are 

arrested and prosecuted 
• Analyzes trends to predict and prevent abuse  
• Develops and implement consistent standards for investigative 

activities 
• Advocates on behalf of people with disabilities and special needs  
• Operates an information hotline to respond to general disability-

related inquiries 
• Makes policy recommendations relating to disability issues 
• Monitors the quality of care in facilities 
• Consolidates pre-employment checks  
• Prevents individuals found responsible for egregious or repeated 

acts of abuse from working in human services by maintaining a 
Staff Exclusion List 
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• Staff Exclusion List Check (SEL) 

• Criminal Background Checks (CBC) 

• Statewide Central Register of Child Abuse and Maltreatment (SCR) 

9 

Pre-Employment Checks 

Who Must Have Background Checks? 
• “Any person” who will have “regular and substantial contact” with a 

service recipient. 
• “Any person” can include an employee, administrator, consultant, 

intern, volunteer, or contractor.  



Staff Exclusion List (SEL) Check  
 The first check that must be conducted is a check of SEL 

If the applicant IS on the SEL 

• The employer shall not hire or otherwise allow such a person to have 
regular and substantial contact with a service recipient.   

• No Criminal Background Check (CBC) check or Statewide Central Register 
of Child Abuse and Maltreatment (SCR) inquiry is required if an applicant is 
on the SEL.   

If the applicant is NOT on the SEL 

• A CBC check and an inquiry of the SCR must be conducted if the applicant 
is not on the SEL. 
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Justice Center Code of Conduct 
The Justice Center adopted a Code of Conduct for all custodians, 
defined as anyone who has regular and substantial contact with 
individuals receiving services from an entity subject to the Justice 
Center’s jurisdiction.  
 
The Code of Conduct augments existing codes at State Oversight 
Agencies (e.g., OMH, OASAS, OPWDD, DOH, OCFS, SED). 
 
Governs the conduct of custodians in areas of safety, dignity, 
respect, community inclusion and protection. 
 
Custodians are required to sign, upon hire and on an annual basis 
thereafter, a document acknowledging they have read and 
understand the Code, promise to abide by it, and also pledge to 
report incidents involving individuals receiving services. 
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Justice Center 
Obligation 

SOA Codes 

Code Provisions 

Code Process 



Who is Responsible for Reporting Incidents 
-Mandated Reporters- 

• Custodians: A director, operator, employee or volunteer of a State operated or licensed provider 
or a consultant or contractor with such a provider that has regular and substantial with persons 
served by the provider 

• Human Service Professionals: physician; registered  physician assistant; surgeon; medical 
examiner; coroner; dentist; dental hygienist; osteopath; optometrist; chiropractor; podiatrist; 
resident; intern; psychologist; registered  nurse; licensed practical nurse; nurse practitioner; social 
worker; emergency medical technician; licensed creative arts therapist; licensed marriage and 
family therapist; licensed mental health counselor; licensed psychoanalyst; licensed behavior 
analyst, certified  behavior analyst assistant; licensed speech/ language pathologist or audiologist; 
licensed physical therapist; licensed occupational therapist; hospital personnel engaged in the 
admission, examination, care or treatment of persons; Christian Science practitioner; school 
official, which includes but is not limited  to school teacher, school guidance counselor, school 
psychologist, school social worker, school nurse, school administrator or other school personnel 
required  to hold  a teaching or administrative license or certificate; fu ll or part-time compensated  
school employee required  to hold  a temporary coaching license or professional coaching 
certificate; social services worker; any other child  care or foster care worker; mental health 
professional; person credentialed  by the office of alcoholism and substance abuse services; peace 
officer; police officer; d istrict attorney or assistant d istrict attorney; investigator employed in the 
office of a d istrict attorney; or other law enforcement official  12 



When to Report Incidents 
• Whenever a mandated reporter has “Discovered” a reportable incident by personally 

witnessing the incident OR whenever another person has brought information to a 
mandated reporter that gives him/her “Reasonable Cause to Suspect” that a reportable 
incident has occurred.  

• A personally witnessed incident by a mandated reporter must be reported immediately to 
the VPCR once the patient is determined to be safe 

• When a mandated reporter is given information regarding a suspected incident he/she 
must determine if there is reasonable cause to believe that a reportable event occurred 
and make the report within 24 hours of “Discovery”. Should a mandated reporter 
determine there is no reasonable cause to suspect a reportable incident has occurred, 
documentation supporting that decision must be made.  

• All mandated reporters who discover an incident are responsible for reporting it, even if 
several Mandated Reporters report the same incident. However, if a mandated reporter 
knows that a report has already been made by another mandated reporter AND he/she 
knows that he/she has been named in the report as a person with knowledge of such 
incident another report is not needed.  
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Protections and Liabilities for Mandated Reporters 
• Immunity from Liability – The law grants immunity to Mandated Reporters and 

other reporters from any legal claims which may arise from a good faith act of 
providing information to the VPCR 

• Protection from Retaliatory Personnel Action – The law prohibits an employer or 
agency from taking any retaliatory personnel action against a person as a result of a 
good faith act of providing information to the VPCR 

• Confidentiality – The law provides protections against the disclosure of the 
reporter’s identity, subject to limited exceptions (e.g. the reporter’s consent, a court 
order) 

• Failure to Report – Failure by a Mandated Reporter to report suspected Abuse or 
Neglect and Significant Incidents to the VPCR is a serious matter and possible 
consequences include administrative discipline, termination, civil liability and 
criminal prosecution. 

 

Contact the Justice Center at: 1-518-549-0200 for any questions 
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Incident Reporting & Review 

15 

Reportable incident categories that must be reported to the Justice Center and the Office of 
Mental Health (OMH): 

• Allegations of Abuse and Neglect: An allegation of Abuse or Neglect must involve an act 
(or failure to act) by a “custodian” that causes or was likely to result in, injury or harm to a 
person receiving services.  

• Significant Incidents: An incident, because of its severity or the sensitivity of the situation 
results in, or has the potential to result in, harm to the health, safety, or welfare of a 
vulnerable person 

The following Reportable Incidents MUST be called to the Justice Center’s VPCR hotline upon 
discovery and immediately following the safety and security of all involved persons is 
confirmed. In most cases, the person investigating the incident will notify OMH through the 
New York State Incident and Management and Reporting System (NIMRS) within 24 hours of 
the incident. 

ALL mandated reporters are required to make these reports upon discovery 

Reports called to the VPCR do not replace nor supersede reporting incidents through SMC 
internal incident monitoring system. Some incidents will require both 

 



Abuse/Neglect – Type/Definition 
Non-accidental physical contact (hitting, kicking, shoving, biting, 
smothering, etc.), with a patient which causes or has the potential to 
cause physical pain or harm.  
 
Includes any verbal or nonverbal conduct that is intended to cause a 
patient emotional distress.  
 
Includes ANY sexual contact involving a custodian and a patient or 
any sexual contact involving a patient that is encouraged or allowed 
by a custodian.  
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Physical Abuse 

Psychological 
Abuse 

Sexual Abuse 



Abuse/Neglect – Type/Definition (cont.) 

Restraint that is done for the purpose of punishment or convenience, 
or which is done with deliberate cruelty.  
 
 
 
The use of unpleasant physical stimulus to modify behavior. ANY use 
of adverse conditioning is prohibited in facilities under the jurisdiction 
of OMH.    
 
 
Any illegal administration, use, or distribution by a custodian of a 
controlled substance (e.g. codeine, Oxycontin, Ambien, cocaine, etc.) 
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Deliberate 
Inappropriate Use 

of Restraint or 
Seclusion 

Aversive 
Conditioning 

Unlawful Use or 
Administration  
of a Controlled 

Substance 



Conduct by a custodian intended to impede the reporting or 
investigation of a reportable event. May include but not limited to 
falsifying records related to safety, treatment or supervision of a 
patient, actively persuading a mandated reporter from making a 
report of a reportable incident to the VPCR with intent to suppress 
the reporting or investigation of an incident, intentionally making a 
false statement or intentionally withholding material information 
during an investigation into such a report, or failure by a mandated 
reporter to report a reportable incident upon discovery 
 
Any action, failure to act or lack of attention that breaches a 
custodian’s duty and that results in or is likely to result in physical 
injury or serious or protracted impairment of the physical, mental or 
emotional condition of a patient. Includes but not limited to failure to 
provide adequate supervision that results in a reportable incident or 
failure to provide food, clothing, shelter and/or education services 
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Obstruction of 
Reports of 
Reportable 
Incidents 

Neglect 

Abuse/Neglect – Type/Definition (cont.) 



A violent or forceful physical attack by a person other than a 
staff/custodian, in which a patient is either the victim or aggressor, 
and which results in injury or harm 
 
 
A choking event experienced by a patient as a result of ingestion of 
food or other foreign object, resulting in life threatening harm or 
admission to a hospital, AND there is a written directive for such 
patient concerning risk of choking in place at the time of the 
event 
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Assault 

Choking 

Significant Incidents – Type/Definition 
The Act defines a Significant Incident as an incident that is not abuse or 
neglect, but has the potential to result in harm to the health, safety or welfare of 
a person receiving services.  



An event which is or appears to be a crime under NYS or Federal 
law, which 

1. Involves the patient as the victim or aggressor; or 
2. Does or could affect the health or safety of one or more 
    patients; or 
3. Could have a significant adverse impact on the property or 

operation of the program 
 

The death of a patient who is currently enrolled in or receiving 
services from the facility or program at the time of death, AND the 
death: 
 Was the result of a Reportable Incident 
 Resulted from an apparent suicide, homicide or unexplained accidental 

cause 
 Was unrelated to the natural course of illness or disease 
 Was related to lack of treatment provided in accordance with generally 

accepted medical standards 
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Crime 

Death of Patient 

Significant Incidents – Type/Definition (cont.) 



Events where patients trip, slip, or otherwise fall while an inpatient or 
residential setting, resulting in serious injury 
 
A physical altercation between two or more patients, in which there is 
no clear aggressor and no clear victim, resulting in serious injury 
 
Event where a custodian uses or misuses a patient’s resources, 
(such as funds, assets, or property) by deception, intimidation, or 
similar means, with the intent to deprive the patient of those 
resources. Examples include the deliberate misplacement, theft, or 
wrongful, temporary, or permanent use of a patient’s belongings or 
money 
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Falls by Patients 

Fight 

Financial 
Exploitation 

Significant Incidents – Type/Definition (cont.) 



Action by a patient, either deliberate or accidental, that results in fire 
 
An injury to a patient for which a cause cannot be immediately 
determined because: 
 Source of injury cannot be explained by the patient or other 

person, AND 
 The injury is suspicious because of the extent or location of the 

injury, or the number of injuries observed at one point in time, or 
the frequency of the incidence of injuries over time 

 
An error in prescribing, dispensing, or administering a drug that 
results in serious injury or harm 
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Fire Setting 

Injury of Unknown 
Origin 

Medication Error 

Significant Incidents – Type/Definition (cont.) 



A patient of an Inpatient or Residential Facility who has not been 
accounted for when expected to be present (in accordance with 
facility or program practice or policies) and who has not been found 
on the facility grounds or other expected location, or who is known to 
have left the facility grounds without permission of an employee 
when such permission is otherwise required, and who is considered 
dangerous to others or unable to care for him/herself. This category 
also includes minors (under age 18) missing from outpatient 
programs when expected to be present or under the supervision of 
staff 
 
Use of restraint or seclusion that is unauthorized (inappropriate) 
because it was implemented without a valid physician’s order or in a 
manner that was otherwise not compliant with applicable state or 
federal regulations, but which does not rise to the level of abuse (i.e. 
physical abuse or deliberate inappropriate use of restraint 
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Missing Patient 

Mistreatment 
Inappropriate 

(unauthorized)  
Restraint or Seclusion 

Significant Incidents – Type/Definition (cont.) 



Intentional administration to a patient of a prescription drug or over-
the-counter medication which is not substantial compliance with a 
medication 
 
Use of time out to remove a patient from regular programming and 
isolate him/her in an area for the convenience of a custodian or as a 
substitute for programming 
 
Self-inflicted injury not intended to result in death that results in 
serious injury or harm 
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Self-abuse 

Significant Incidents – (cont.) 

Mistreatment 
Intentional improper 

Administration of 
Medication 

Mistreatment 
Inappropriate use of time 

out 



A sexual attack including but not limited to those that result in 
vaginal, anal, or oral penetration (i.e. rape or attempted rape and 
sodomy or attempted sodomy, and/or any sexual contact between a 
person who is 18 years old or more and a person who is less than 15 
years old, or between a person who is 21 years old or older and a 
person who is less than 17 years old, or which involves a vulnerable 
person who is deemed incapable of consent 
 
Vaginal, anal, or oral penetration by patients under age 18 that 
occurs in a setting where the patient receives around-the-clock care 
or on the premises of an outpatient program 
 
An act committed by a patient of a mental health provider in an effort 
to cause his or her own death 
 

25 

Sexual Assault 

Sexual Contact 
Between Children 

Suicide Attempt 

Significant Incidents – Type/Definition (cont.) 



 
A sustained, repetitive action or pattern by a patient or patients of 
ridiculing, bullying, demeaning, making derogatory remarks, verbally 
harassing, or threatening to inflict physical or emotional harm on 
another patient or patients, which causes serious harm 
 
Actions or inactions related  to service provision by a custodian that 
are contrary to sound judgment or training, the safeguard ing of 
patient health, safety, or welfare, or patient rights, but which do not 
meet the definition of abuse or neglect. 
 
This category includes: 
1. Intentional physical contact with a patient which causes or could  

cause minor injury (excluding restraint, when done in 
compliance with 14 NYCRR Section 526.4, or reasonable 
emergency safety interventions necessary to protect the safety of 
any person. 
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Verbal Aggression 
by Patients 

Wrongful Conduct 

Significant Incidents – Type/Definition (cont.) 



2. Intentional verbal or nonverbal conduct that is meant to cause a 
patient emotional d istress, but does not result in harm, or results 
in only minor harm, such as taunting, name calling, issuing 
threats, using insulting, d isrespectful, or coarse language or 
gestures d irected  toward  a patient; violating patient rights or 
misusing authority. 

3. Sexual activity involving a patient and  a custodian; or activity of 
a sexual nature involving a patient that is encouraged by a 
custodian, such as inappropriate touching or physical contact, 
sending sexually explicit materials through electronic means 
(including mobile phones, electronic mail, etc.), voyeurism, or 
sexual exploitation; or 

4. Conduct that falls below the standards of behavior established  in 
regulations of facility policies and  procedures for the protection 
of patients against unreasonable risk of harm (e.g. sleeping on 
duty) 
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Wrongful Conduct 
Continued 

Significant Incidents – Type/Definition (cont.) 



This category is NOT a discrete category of reportable incident, but is 
used as a “default category” when the Justice Center classifies an 
event as a Significant Incident and it does not reasonably fit in any 
other listed category 
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The following incidents must be reported to OMH directly in NIMRS – they are NOT called 
in to the VPCR 

Other 

Significant Incidents – Type/Definition (cont.) 

Incidents Reportable Only to OMH 

Crimes in the 
Community 

An event which is or appears to be a crime under NYS or Federal 
law, which is perceived to be a significant danger to the community or 
involves a VP whose behavior poses an imminent concern to the 
community 
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Incidents Reportable Only to OMH (cont.) 

Crimes in the 
Community (cont.) 

NOTE: This reporting category is used by OMH to obtain data about 
the link between mental illness and violent crime. When trying 
to determine if a crime involving a VP should be reported to 
OMH, it s important to use judgment and focus on 3 terms: 

1. The Community 
2. Significant Danger 
3. Imminent Concern 

 
Crimes NOT meeting this criteria: turnstile jumping, DWI, petty theft, 
drug possession 
 
Crimes that may meet this criteria: homicide, arson, terroristic threats 
 
A good general rule to follow is if the crime generated significant 
media attention 
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Incidents Reportable Only to OMH (cont.) 

Missing Subject of 
an AOT Order 

A person subject to an AOT Order who fails to keep a scheduled 
appointment, who has had no credible contact within the past 24 
hours, and/or who cannot be located within 24 hour period 
(outpatient programs only). A diligent search should occur when a 
person is suspected to be missing or is a “no show” to treatment 
 
An act committed by a VP in an attempt to cause his or her own 
death 

Suicide Attempt  
Off Site 

If there is ever a question of whether or not an event or incident should be reported to the 
VPCR, ALWAYS call the VPCR with the details of the event for guidance. 

 
A table of Reportable Incidents can be found in the Department Specific Incident 

Management Program for the IMHU and in the shared documents folder of the Heartbeat 
IMHU tab 
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Patient Death Reporting Requirements 

The death of a patient receiving services from an OMH-licensed residential or inpatient 
program at the time of the death, including any patient death occurring within 30 days after 
the discharge from the IMHU, MUST be reported to both the Justice Center and OMH 
 
The death of an individual receiving services from all other OMH-licensed programs 
(including those occurring within 30 days of discharge from said program) are reportable 
ONLY to OMH 



How to Report 
How to Report Allegations of Abuse & Neglect and Significant Incidents 

• Call the Vulnerable Persons Central Register (VPCR) 24/7                                  

 1-855-373-2122 
• There is an online web form available, however Samaritan will 

follow the practice of calling the hotline to make reports 

• The hotline number can also be found on each staff/custodian 
phone headset on the IMHU and also located on the Justice Center 
poster located on the wall of the main hallway 

• If the incident is accepted by the Justice Center, the provider will 
receive electronic notification which will allow them to create a 
NIMRS report and investigate the incident 
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Information Mandated Reporters Should be Prepared to 
Provide to the Justice Center 

• Details regarding the victim(s), suspect(s) and witness(es) 

• Details of the incident, including date and time, location, description or incident and 
injury/impact to the victim 

• State agency responsible for oversight of the agency, facility and/or program (OMH 
is the oversight agency for IMHU and Outpatient Behavioral Health) 

• Name and address of the agency/facility and/or program 

• Confirmation that immediate protections are in place for the victim(s), if applicable 

• Any other information that may assist with the investigation or review of the incident 

NOTE: Mandated reporters are required to report to the VPCR even if they 
may not have all the information outlined above 
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How to Report 
How to Report Incidents Reportable Only to OMH 

1. An authorized NIMRS user logs into NIMRS and selects “New Incident” from 
the home screen menu. 

2. Click “X” to bypass message for reporting incidents to the Justice Center 

3. Enter required information on each NIMRS screen and click “Email OMH”. If the 
report is mistakenly called into the VPCR, it will be classified as a “Non-NYJC 
Incident”. If these reports are reportable to OMH, the report should be imported 
as NIMRS Incidents and completed like any other reportable incident. If a 
provider erroneously receives a “Non-NYJC Incident” that does not meet the 
definition of an OMF Reportable incident, it can be imported into NIMRS for 
internal tracking or designated as a “Non-Incident” which requires no further 
action 

4. Document the investigation and “Close” the report in NIMRS 
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How to Report 
How to Report Patient Deaths 

NOTE: If there is any reason to suspect abuse or neglect was related to the death of any 
patient this must be reported to the VPCR Hotline 

Inpatient, Residential, or CPEP Services 
• All deaths of patients receiving services from these programs must be reported to the 

Justice Center Death Reporting Line upon discovery – 1 (855) 373-2124 
• After the initial report is made, the providers authorized NIMRS users should review the 

report in the Justice Center Import Queue and create a NIMRS incident report for 
submission to OMH. 

• Within 5 days of the initial report to the Justice Center, the “Report of Death to the Justice 
Center” must be completed and submitted to the Justice Center using NIMRS 

Outpatient Services 
• Deaths of patients receiving services only from an outpatient program must be reported 

to OMH via NIMRS upon discovery. 
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• Depending on the nature and severity of the allegation, the Justice Center may assume the 
investigation of the incident, delegate the investigation to OMH who may then delegate the 
investigation to the provider 

• Investigation into allegations of abuse or neglect must commence immediately upon 
discovery regardless of the agency delegated to conduct the investigation 

• Preservation of Evidence: Where there is physical evidence of an incident, it is to be 
preserved while maintaining a chain of possession. For example, if a patient is injured, 
bloodied clothing or linens are to be saved, labeled as to date, time, location where found 
and the identity of persons who handled the item are recorded 

• An immediate request is made to the Justice Center to conduct a Statewide Central Register 
(SCR) Check for all known subjects (suspects) for each case of alleged abuse or neglect. 

• If incident is an allegation of physical abuse, photographs should be taken to document 
evidence of injury, or lack thereof. 

• All cases will be designated either “Substantiated” or “Unsubstantiated”. Any employee 
named as a subject in the incident will receive a copy of the Determination Letter. Should the 
case be determined as substantiated, the employee is provided the right to appeal that 
determination 
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Investigation and Corrective Action Plan (CAP) Development 
Allegations of Abuse or Neglect 

All Cases 
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Investigation and Corrective Action Plan (CAP) Development 
Allegations of Abuse or Neglect – (cont.) 

All Cases 
• If the Justice Center or OMH assumes responsibility for the investigation, a comprehensive 

summary of investigative steps taken and any obtained evidence are provided to them 

• Potential witnesses to an incident, which may include patients and their families, are 
interviewed by persons qualified to conduct the interviews. OMH provides training for 
conducting interviews. Any person involved in the incident or is a witness to the event 
CANNOT conduct the investigation 

• Any written documents potentially associated with the incident, (i.e. patient chart, staff 
assignment logs, rounding sheets, shift-to-shift reports, etc.), are collected and safeguarded 

• The Justice Center has the authority to review all incidents of allegations of Abuse, Neglect 
and Significant Incidents and may request more information or clarification if needed. 

• The Justice Center may at any time during the investigative process decide to assume the 
investigation of an incident. 

• Developing and implementing CAPs does not require waiting for investigation and approval 
of the CAPs to be completed 
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Investigation and Corrective Action Plan (CAP) Development 
Allegations of Abuse or Neglect – (cont.) 

Justice Center or OMH Led Investigations 

• A comprehensive summary of investigative steps taken prior to the Justice Center or OMH 
investigators’ arrival at the facility and any obtained evidence are provided to them. 

• The provider is responsible for taking reasonably necessary steps to secure relevant 
documentation and ensure safety 

• If at any point the provider identifies corrective actions related to the allegation, these actions 
should be documented in the Corrective Action Plan tab in NIMRS and then proceed with 
implementation pending receipt of the Justice Center’s/OMH’s investigative report and 
Determination Letter 

• Upon receipt of the Determination Letter and the Justice Center investigative report, the 
provider will review all findings and recommendations and develop corrective action plan if 
appropriate 

• The Justice Center has powers to investigate, arrest and prosecute incidents that are 
deemed criminal acts and to recommend or enforce disciplinary actions of employees 
involved in substantiated cases 
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Investigation and Corrective Action Plan (CAP) Development 
Allegations of Abuse or Neglect – (cont.) 

Provider Delegated Investigation 

• Analysis of Evidence: All available information pertinent to the incident must be reviewed and 
referenced in making a final report 

• Final Reports: The results of an incident investigation into allegations of Abuse and Neglect 
are summarized in a written final investigative report. If the Justice Center or OMH assumes 
the investigation, a final investigative report is not required. 

• Final reports for Abuse and Neglect allegations must be submitted to OMH within 45 days of 
the date the initial call was accepted by the VPCR 

• Upon completion of the Final Report, the provider will submit investigation information (i.e. 
documents referred to during the investigation, interview notes and statement and the final 
report) electronically through an internet-accessible online application called the “Web 
Submission of Investigation Report” (WSIR) 

• Upon receipt of the Determination Letter, the provider will review the Justice Center 
recommendations to determine if any previous CAPs related to the incident should be 
modified 

• CAPs must be closed in NIMRS within 90 days of receipt of the Justice Center Determination 
Letter 



• Investigative findings for Significant Incidents must be documented in NIMRS and 
closed within 45 days from the report to the VPCR 

• Once the report is closed, OMH will review the information provided to determine if the 
investigative report is complete and ready for submission to the Justice Center for their 
review. If additional information required, OMH will directly contact the provider. 

• Once OMH has determined that the report is complete, the information will be sent by 
OMH to the VPCR where the final disposition will be recorded 
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Investigation and Corrective Action Plan (CAP) Development 
Significant Incidents 



• All OMH operated and licensed mental health providers must have an IRC to ensure 
that incidents are effectively reviewed and monitored.  

• An Incident Review Committee (IRC) must include members of the governing body of 
the mental health provider, a physician and persons identified by the director including 
some members from the following: direct support staff, licensed health care 
practitioners, service recipients and representatives of family, consumer or advocacy 
organizations 

• IRC members must be trained in relevant confidentiality laws and regulations 
• IRCs shall take an active role in assuring incidents are reported, managed, 

investigated and documented according to policy; necessary and appropriate 
corrective, preventive and/or disciplinary action is taken to protect VPs; if further 
investigation or if additional corrective, preventive and/or disciplinary action is 
necessary; trends in incidents are identified; and the provider’s reporting and review 
practices include the monitoring of the approved CAPs implementation  

• An IRC meeting is to be scheduled within 45 days of the acceptance of the incident by 
the Justice Center but no less than quarterly 

• The IRC shall not include the Chief Executive Officer or any person personally involved 
in the incident being reviewed 
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Incident Review Committees (IRC) 



Notifications to Patients, Family, or Personal Representatives 
Jonathan’s Law 

• On May 5, 2007, the Governor signed “Jonathan’s Law” that established procedures that 
facilities must follow to notify and inform parents and legal guardians of children and 
adults receiving services under the jurisdiction of OMH and other state agencies of 
incidents involving their loved ones. It also allows qualified persons to access certain 
documents pertaining to such incidents 

• Under the law, qualified persons include: 
• Parents or other legal guardians of minor patients 
• Parents, legal guardians, spouses, or adult children of adult patients who are 

legally authorized to make health care decisions on behalf of the adult patient; or 
• Adult patients who have not been determined by a court to be legally incompetent 

• Facilities are required to inform the qualified person(s) by telephone of accidents or injuries 
that affect the health or safety of the individual receiving services within 24 hours of the 
initial report of the incident. The facility must also offer to meet with the qualified person to 
discuss the incident 

• If requested by a qualified person, the facility must promptly provide a copy of the written 
incident report  

• The director of the facility must provide the qualified person(s) with a written report on the 
immediate actions taken to address the incident 

42 



Notifications to Patients, Family, or Personal Representatives 
Jonathan’s Law – (cont.) 

• When requested directly by the qualified person in writing, the law requires facilities to 
provide records and documents pertaining to allegations and investigations into abuse, 
neglect and significant incidents to the qualified person(s). These documents must be 
provided within 21 days after the investigation is concluded. The names or information 
that identifies other persons receiving services and employees will be redacted unless 
these individuals authorize disclosure. 

• An amendment to Jonathan’s Law was made on October 21, 2013 that now permits 
qualified persons to share disclosed records and reports released to them under 
Jonathan’s Law with certain other persons: 

• Health care provider 
• A behavioral health provider 
• Law enforcement, if the recipient believes a crime has been committed 
• The recipient’s attorney 
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• Standardizes definitions of Abuse, Neglect and Significant Incidents and the reporting 
and processing of those incidents across 6 NY State Oversight Agencies 

• Established the Justice Center 

• Designates persons having regular and substantial contact with the persons served 
under the SOAs as “Custodians” and thus are Mandatory Reporters of Abuse, Neglect 
and Significant Incidents 

• Under the authority of the Justice Center, created the Vulnerable Persons Central 
Registry that includes a 24/7 hotline number to report allegations of Abuse, Neglect 
and/or Significant Incidents 

• The VPCR also includes a database of persons with a history of egregious or repeated 
allegations of abuse and neglect that requires employers of custodians to include as 
part of a pre-employment background check and for each allegation of abuse and 
neglect currently being investigated  
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Summary of the NYS Protection of 
People with Special Needs Act 



• Provides the Justice Center with investigative, arresting and prosecution authority for 
egregious incidents of abuse and neglect 

• Authorizes consequences for failure to report incidents of abuse, neglect and 
significant incidents along with protections for mandated reporters from retaliatory 
personnel actions, legal claims as a result of a report made in good faith and the 
confidentiality of the reporter  

• Designates persons having regular and substantial contact with the persons served 
under the SOAs as “Custodians” and thus are Mandatory Reporters of Abuse, Neglect 
and Significant Incidents 

• Under the authority of the Justice Center, created the Vulnerable Persons Central 
Registry that includes a 24/7 hotline number to report allegations of Abuse, Neglect 
and/or Significant Incidents 
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Summary of the NYS Protection of 
People with Special Needs Act – cont. 



Contact for Justice Center Investigation 
Questions  

NYS Justice Center for the Protection of People with Special Needs 
161 Delaware Avenue 

Delmar, New York 12054-1310 
General Phone: 

(518) 549-0200 (Voice) 
TTY: Dial 7-1-1 for the NYS Relay and give the operator 1-518-549-0200 

Report Abuse:  
1-855-373-2122 (staffed 24 hours a day, 7 days a week) 

TTY: 1-855-373-2123 
Report a Death: 
1-855-373-2124 

Information & Referral: 
1-800-624-4143    (Monday-Friday, 8:30 am to 4:30 pm) 

TTY: Dial 7-1-1 for the NYS Relay and give the operator 1-800-624-4143 
Criminal Background Check Unit: 

(518)549-0361 
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2019 Samaritan Mandatory Education 

Patient Financial Assistance Program 



Samaritan Medical Center is a not-for-profit 
facility, which renders medical care to all 

persons in need of such care, regardless of 
their ability to pay.  Samaritan’s Patient 

Financial Assistance Program helps people 
who are unable to pay all of their medical 

bills.  

Patient Financial Assistance Program 



Patient Financial Assistance Program 
 

   Patients may qualify for discounts on medical 
expenses through this program if: 

• they do not have health insurance 
• their health insurance does not cover all of 

the medical care they need 
• they are not eligible for Medicaid or some 

other type of insurance 
• they meet the financial criteria 



Patient Financial Assistance Program 
 

   Why does Samaritan offer Financial 
Assistance? 

• How the bills will be paid should not be the 
scariest part of a hospital or clinic visit. 

• An estimated 6-8% of the population in NYS is 
uninsured!  



Patient Financial Assistance Program 
 

• The Patient’s Bill of Rights requires that 
“As a patient in a hospital in New York 
State, you have a right, consistent with 
law, to… receive treatment without 
discrimination as to race, color, religion, 
sex, national origin, disability, sexual 
orientation or source of payment.”  



Patient Financial Assistance Program 
 

• Samaritan’s mission states that, 
“Samaritan shall provide high-quality, 
comprehensive, safe and 
compassionate healthcare services to 
meet the needs of our civilian and 
military community.” 



Patient Financial Assistance Program 
 

How the application process works: 
• Patients who wish to apply for Financial 

Assistance should complete an 
application (shown at the end of this 
CBL).  Their eligibility is determined 
based on their income only, using 2 
months’ total household income.  



Patient Financial Assistance Program 

• Processing of their application will include 
screening for eligibility for Medicaid and 
Essential Plan insurance, as these programs 
would greatly assist the patient with non-
Samaritan healthcare expense as well if they 
qualify.  Once all documentation is provided, 
determination of their eligibility for financial 
assistance can be made as soon as possible. 



Patient Financial Assistance Program 
 

Eligibility guidelines: 

Income Assistance Eligibility 

Up to 200% of the FPL 100% assistance 

201% to 300% of the FPL Sliding scale 

Note:  FPL = federal poverty level 



Patient Financial Assistance Program 

Communication: 
• Communication of this important 

program is critical so that patients are 
aware of it.  All employees should be 
able to discuss Financial Assistance and 
direct them to Patient Registration for 
assistance.  



Patient Financial Assistance Program 

Communication (cont): 
• The following steps are being taken to 

facilitate communication of this program: 
– Financial Assistance applications will be 

provided in Patient Handouts and in display 
racks at all points of entry, including SFHN 
clinics 



Patient Financial Assistance Program 

Communication (cont): 
– Billing Statements will make reference to 

the Financial Assistance program 
– All new Samaritan Employees will learn 

about the program during orientation 
– Annual Mandatory Education will include 

information about the program 



Patient Financial Assistance Program 
Communication (cont): 

– The internal policy and procedures are 
available to employees on the Intranet 

– The public can access and print the 
application/brochure from Samaritan’s 
webpage www.samaritanhealth.com 
• click on the Medical Center tab…on the Menu, 

select “For Patients”…scroll down to find 
“Financial Information”…scroll down page to 
“Financial Assistance Program”. 



Patient Financial Assistance Program 

• It is Samaritan’s goal to make Patient 
Financial Assistance as convenient as 
possible.  The application is available for 
download through our website, and 
patients may pay their bills electronically 
through the website as well.    



Patient Financial Assistance Program 

Resources: 
– If you or a patient or family member has 

questions about the Financial Assistance 
Program, please call the Financial 
Counselor at x4308/5095 or the Business 
Office at x5730. 



Patient Financial Assistance Program 

Remember: 
• We are our own customers. 
• You or a coworker may be eligible for cost 

reduction via Samaritan’s Patient Financial 
Assistance Program 



      Patient Financial Assistance Program 
 



Patient Financial Assistance Program 



2019 Samaritan Mandatory Education 

 
 

Active Shooter Training Video 



Active Shooter Training 

Click here to open the video in a new window 
 

If the video doesn’t immediately play, you will need 
to scroll down to push the play button. 

 
Please close the window when the video ends  

to return to this CBL and take the test. 

https://vimeo.com/112455575


Active Shooter Training 

• You have completed the required material for 
Active Shooter Training.   

• Please click on the Take Test button to proceed 
to the post test to complete this Mandatory 
Education requirement. 

• Thank you 



2019 Samaritan Mandatory Education 

Emergency Procedures 



Disaster Plan-Code 99  

• The Emergency Operations Plan (EOP) is located on the 
Intranet. It should be reviewed on an annual basis to 
refresh your memory. If there are any questions 
concerning the Emergency Operations Plan, you can 
consult your immediate Supervisor or the Environmental 
Compliance Department.  The EOP outlines the Hospital’s 
strategy for responding to, and recovering from, a 
realized threat or hazard or other incident. 

 



Disaster Plan-Code 99  

• The EOP can be activated by the CEO, the Administrator 
on duty, or the Nursing Supervisor on duty in 
conjunction with the Emergency Department Physician 
on duty. 

 

• Contained within the EOP are disaster protocols (ex. 
Evacuation Plan, Power Outage, Water Loss, 
Communication Loss) that can be accessed and 
reviewed by all employees and which provides specific 
detail as to how to respond to certain events. 



Disaster Plan-Code 99 

• WHEN THE EMERGENCY OPERATIONS PLAN IS 
ACTIVATED, ALL PERSONNEL WILL REPORT BACK TO 
THEIR DUTY STATIONS AND AWAIT FURTHER 
INSTRUCTIONS. 
 

• Information concerning disaster situations is generally 
received in the Emergency Department; however, if you 
receive information by phone in your department, the call 
should be transferred to the Nursing Supervisor on duty. 



Disaster Plan-Code 99 99 ( 

• The employee recall system is a method for recalling 
hospital personnel back to duty in the event additional 
staff is required to assist in handling the disaster 
situation. Your supervisor should be kept informed of 
your current telephone number. 
 

• If staff is called in during an emergency, clinical personnel 
should report to the labor pool outside of the Nursing 
Supervisor’s office on 1 Pratt and non-clinical personnel 
should report to the labor pool outside the Support 
Services office on 1 Pratt. 



Disaster Plan-Code 99 
• If you hear information over the media, do not report to 

work until your regularly scheduled time, unless you are 
requested to do so by a hospital representative. 
Remember that this is a 24-hour operation. 

• All employees should have a personal emergency 
plan/emergency contact list for their children, elderly 
parents and pets.  An information guide entitled, 
“Samaritan Health Systems Caring is Preparing – All 
Hazards Employee Preparedness Guidelines” is available 
for all Samaritan employees to review. 



Disaster Plan-Code 99 
• In the event of a drill or an actual disaster, staff should 

access their department’s Disaster Box, which contains: 
 

– Flashlight 
– AM/FM Radio 
– 2-way Radio 
– Batteries 
– Department-specific job action sheets 
– Call list 
– Evacuation Sheet 

 



Hospital Evacuation Procedures 

• The Samaritan Evacuation Plan is located within 
the EOP on the Intranet, under Disaster 
Protocols. 

• You will find the evacuation routes of a specific 
area next to the fire alarm pull box on each floor-
familiarize yourself with them. 

• Only the CEO or Senior Administrator on duty 
can authorize an evacuation. 



Emergency Water Plan-CODE 99 

• The Hospital Emergency Water Plan is contained 
within the EOP on the Intranet under Section III, D. 
Water Loss Protocol. Each employee should review 
this procedure on a regular basis. 

• In the event this plan is put into effect, you will 
receive instructions from your immediate Supervisor. 

• In the event that the City water cannot be used, 
water will be provided through appropriate resources, 
as requested by the Director of Facility. 



Code 25 
• Code 25 is a policy enacted to prevent a hostile situation 

with the show of manpower. The operator will announce 
“CODE 25” and the respective area to respond to. 
Designated personnel will respond to the CODE 25 alarms. 
The IMHU (Inpatient Mental Health Unit) is required to 
send a staff member, who is in charge of the situation until 
relieved by the Nursing Supervisor or Administrator on call. 
The Manager or Supervisor for the area, the Nursing 
Supervisor or the employee from Patient and Family 
Services shall take charge. 

• The initial response is always one of passive resistance. 
Physical force should be used only when the seriousness or 
the nature of the emergency would appear to rule out a 
passive resistance approach. 



Code Adam 

• The Code Adam Policy is contained within the EOP 
under Section III, Item K. The Pediatric and 
Maternity Departments are locked units. Access is 
limited to personnel with code access and visitors 
who are confirmed visually via camera located at 
the nurses’ station on the unit. The elevators on 
Maternity and Pediatrics are locked and not 
accessible. 



Steps for Code Adam 
• When a parent or guardian tells you that their child or 

other family member is missing or you find that a patient 
is missing from the area in which he/she is supposed to 
be, do the following: 
1. Page the missing person, unless that patient is a child, 

infant or newborn. 
2. If the missing person does not respond, have the 

operator announce “CODE ADAM” (M or F) AND 
LOCATION. 

3. Do a quick search of the immediate area, notify the 
supervisor. 



Steps for Code Adam 

4. Call 911 (after one hour for an adult, 
immediately for a newborn or pediatric patient) 
and notify the family. 

5. If the missing person is a child, pull the picture 
of the child for identification purposes. It is 
policy that all children 5 years and under are 
photographed on admission. 

6. A Social Worker will be consulted to support the 
family. 

7. A Marketing Representative will be called to 
handle any requests from the press. 



Steps for Code Adam 
8. Upon hearing the code, the WATCH DOOR TEAM will 

be implemented to secure all exits. Anyone desiring 
to leave will be directed to the main lobby for 
clearance by a watch door team member. 

9. Code 25 will be called upon finding a person 
suspected of being an abductor. 

10.  Be readily available to give information regarding 
the missing person to the police and/or Marketing 
Representative. 

11.  Upon finding the missing patient/infant/child, the 
Nursing Supervisor or their designee will be the only 
one authorized to call “CODE ADAM CLEAR”. 



Emergency Oxygen Shut-Off-
CODE 99 

• The Oxygen Shut-off Policy is contained within 
the EOP under Section III, Item C. As a member 
of hospital staff, you should know the procedure 
for shutting off oxygen in case of a fire. Know the 
location of the shut-off valves in your 
department. 
 



Emergency Oxygen Shut-Off-
CODE 99 

• In order to continue to burn, a fire requires a source of 
oxygen.  While oxygen exists in the air naturally, it is 
also piped in pure form into various areas of the 
hospital.  In the event of a fire, removing the oxygen 
supply to the affected area is a priority. In the event of 
an emergency, such as a fire in an area supplied by 
piped oxygen, it is necessary to immediately shut down 
the oxygen to that area. At the same time, patients 
who are dependent on oxygen therapy need to be 
protected from loss of their oxygen supply, so that they 
will not suffer any damage from low oxygen levels in 
their blood. 

 



Emergency Oxygen Shut-Off-
CODE 99 

• OXYGEN PIPING SYSTEM AND ZONE VALVES: Oxygen 
is supplied to the hospital from a large bulk reservoir 
and piping system. The hospital is divided into many 
zones, each of which has a shut-off valve (“zone 
valve”). This allows the oxygen to be shut down to 
only the affected area, rather than a whole floor or the 
whole hospital. 



Emergency Oxygen Shut-Off-
CODE 99 

• EMERGENCY RESPONSE: In order to remove oxygen 
supply from a fire, and maintain oxygen supply to 
patients in need, all available members of the 
Respiratory Care Department will respond 
immediately to “Red Stat” calls. When they arrive, 
they will determine the need to shut down oxygen 
supply, shut down immediately if necessary, and 
immediately determine which patients in the affected 
area require oxygen using portable oxygen cylinders. 
They will prioritize these patients if necessary and 
obtain additional portable oxygen cylinders as 
needed. 



Emergency Oxygen Shut-Off-
CODE 99 

• In the event that a member of the Respiratory Care 
Department is delayed in arriving at the designated 
area, the charge nurse will shut down the oxygen 
supply and arrange the supply of portable oxygen to 
affected patients. Maintenance personnel may also 
shut down the oxygen supply in conjunction with the 
charge nurse.  



Emergency Oxygen Shut-Off-
CODE 99 

• STAFF RESPONSIBILITY:  As a member of the hospital 
staff, you should be aware of the procedure to be 
followed in case of a fire in an area supplied by 
oxygen.  You should also know the location of the 
zone valve or valves in the area or areas to which 
you are assigned. You should be familiar with the 
appearance and purpose of the oxygen shut off 
valves. Respiratory care personnel, charge nurses, 
and maintenance personnel should be able to 
demonstrate the ability to access and shut off oxygen 
zone valves.  



Bomb Scare Procedures-  
Code 99 

• Bomb Scare Procedures is contained within the EOP 
under Section III, Item H. Bomb Threat Protocol.  
These procedures should be reviewed periodically, 
because in the event you receive a call, you won't 
have time to look them up.  The Bomb Threat Log 
should be kept by each telephone in your unit.  

• The Bomb Scare Plan can be activated by the CEO or 
the Acting Administrator on duty,  including the 
Nursing Supervisor.  

• When the Bomb Scare Plan is activated, all personnel 
will report back to their duty stations to await further 
instructions.  



Bomb Scare Procedures- 
Code 99 

• What to do if you receive a bomb scare call: 
1. Remain calm. 
2. Listen carefully to the caller. 
3. Alert someone close by to inform the CEO, the  

Administrator on duty or the Nursing Supervisor. 
4. Try to let the Switchboard Operator know about the call; if 

it is an in-house call, he/she can track it. 
5. Keep the caller talking as long as you can and write down 

details you notice about the characteristics of the caller. 
6. Try to get the location (area the bomb may have been 

placed) and a description if possible. 



Bomb Scare Procedures- 
Code 99 

• Actions to take immediately after the call: 
1. Notify your supervisor and the administrator. 

Send a note via another employee. Do not use 
the phone. 

2. Talk to no one about the call other than as 
instructed by your supervisor. 

3. Be prepared to repeat the same notification to 
the police department as requested. 



Hazardous Communication Update 

OSHA has updated the requirements for 
labeling and safety data sheets for hazardous 
chemicals under its Hazard Communication 
Standard (HCS) 
◦ As of June 1, 2015, all labels are required to be 

uniform, with pictograms, a signal word, hazard 
and precautionary statements, the product 
identifier, and supplier identification. 
◦ HCS requires new Safety Data Sheets (SDS) to be in 

a uniform format, and include the section numbers, 
the headings, and associated information. 
 



*NEW* Hazardous Communication Label 



Understanding New Label 

 Product Identifier:  
◦ The name or number used for a hazardous product on a label or 

in the SDS.  It provides a unique means by which the product user 
can identify the substance or mixture within the particular use 
setting 
 

  Supplier Identification: 
◦ Name, Address, and Phone Number 

 
 Precautionary Statements 
◦ Phrase(s) that describes recommended measures that should be 

taken to minimize or prevent adverse effects resulting from 
exposure to a hazardous product, or improper storage or 
handling of a hazardous product. 
 
 



Understanding New Label Continued 

• Hazard Pictograms 
– Graphical composition that may include a symbol 

plus other graphic elements, such as a border, 
background pattern or color that is intended to 
convey specific information 

• Familiarize yourself: 



Understanding New Label Continued 

 Signal Word 
◦ word used to indicate the relative level of severity 

of hazard and alert the reader to a potential hazard 
on the label: 
 Danger = for more severe hazard categories 
Warning = for less severe hazard categories 

 Hazard Statement 
◦ Phrase assigned to each hazard category that 

describes the nature of the hazard. Examples of 
hazard statements: “Harmful if swallowed” and 
“Highly flammable liquid and vapor”  

 Supplemental Information 
 



*New* Safety 
Data Sheet 

(SDS) 



Understanding New Safety Data Sheet 

 New Safety Data Sheet Contains 16 Uniform Sections: 
1. Identification  
◦ includes product identifier; manufacturer or distributor name, address,  

2. Hazard identification  
◦ includes all hazards regarding the chemical; required label elements. 

3. Composition/information on ingredients 
◦  includes information on chemical ingredients; trade secret claims. 

4. First-aid measures  
◦ includes important symptoms/effects, acute, delayed; required 

treatment. 
5. Fire-fighting measures  
◦ lists suitable extinguishing techniques, equipment; chemical hazards 

from fire. 



Understanding New Safety Data Sheet Cont. 

6. Accidental release measures  
◦ lists emergency procedures; protective equipment; proper 

methods of containment and cleanup. 
7. Handling and storage  
◦ lists precautions for safe handling and storage, including 

incompatibilities. 
8. Exposure controls/personal protection  
◦ lists OSHA’s Permissible Exposure Limits (PELs); Threshold Limit 

Values (TLVs); appropriate engineering controls; personal 
protective equipment (PPE). 

◦ includes the date of preparation or last revision 
 
 

 



Understanding New Safety Data Sheet Cont. 

9. Toxicological information  
o includes routes of exposure; related symptoms, acute and chronic 

effects; numerical measures of toxicity. 
10. Ecological information* 
11. Disposal considerations* 
12. Transport information* 
13. Regulatory information* 
14. Other information 
o includes the date of preparation or last revision 
 
 

* = Not enforced by OSHA; enforced by other Agencies. 
 



*NEW* Safety Data Sheets 

• Where do I find Safety Data Sheets for all Samaritan 
locations? 

1. Click on internet explorer    
 This should bring you to the Heartbeat page.   
 
 If not, type in 

 http://heartbeat/sites/main/default.aspx on the internet explorer address bar 
 

2. Under Samaritan Links, find  and click on SDS 
• Samaritan Links 

– Policies and Procedures Manuals 
– Safety 
– (SDS) Safety Data Sheets (formerly MSDS) 

 

 

http://heartbeat/sites/main/default.aspx


*NEW* Safety Data Sheets Continued 

Use the dropdowns to search for specific information. 

 
 
 
 

 
 



Policy & Procedure 

 It is the responsibility of Samaritan to: 
◦ Identify and list chemicals in the workplace 
◦ Obtain safety data sheets and labels, if not provided by 

the manufacturer or vendor 
◦ Implement and communicate our Hazardous 

Communication (HazCom) Program 
 
You have a responsibility to: 
◦ Adhere to Samaritan’s HazCom Program 
◦ Report violations or unsafe acts to your supervisor 
◦ Utilize only approved chemicals 

 



Hazardous 
Communications 

• It is common sense and the law to know hazards of 
the chemicals you may use. Employees and 
employers share responsibility to keep a safe work 
environment. 

• Here’s how: A-B-C-D-E: 
• A.  Written Program - The full plan is available in 

each department’s Safety book.  This program 
informs you of your rights to information on 
hazardous products you may have to work with. 



A-B-C-D-E 

• B. Safety Data Sheets (SDS) - Each hazardous substance 
has a corresponding SDS, which provides specific 
chemical information about the substance.  The individual 
SDSs that apply to your department are found in the 
“Safety Data Sheet” computerized database available on 
the Intranet. The off-site clinics have their own dedicated 
book of hard copies of SDSs. 



A-B-C-D-E 
• C.  Labels - All hazardous material containers 

will be labeled either by the manufacturer or 
by the specific department. The label includes 
the identity, the physical hazards and the 
health hazards. 
 



A-B-C-D-E 
• D. Personal Protective Equipment Program –This plan 

is available in each department’s Safety Book and will 
soon be available on the Intranet.  The department-
specific hazard assessment certification form specifies 
the PPE to be worn when working with specific 
chemicals or performing certain tasks.  If you have a 
question, ask your supervisor or call the Emergency 
Management/Hazardous Communications Coordinator 
at ext. 4133. 

• E. You should report a chemical or environmental 
hazard to your supervisor, or call the Emergency 
Management/Hazardous Communications Coordinator 
at ext. 4133. 
 



Spill Procedures 

• In the event of a spill or leak of a hazardous 
material, employees will follow the hospital’s 
Hazardous Materials Spill Response Policy and 
specific related policies: 
– Spill Clean-Up of Formaldehyde 

– Spill Clean-Up of Metricide/Cidex OPA Solution 

– Spill Clean-Up of Mercury 

– Radioactive Spill Procedure 

– Pharmacy Hazardous Substance: Spills 



Spill Procedures (cont.) 

• If applicable, copies of the Spill Procedures 
are located in your department, and are 
also located on the Intranet. Your 
department supervisor will provide you with 
the necessary training. 



Eyewash Stations 
• Emergency eyewash stations are located 

throughout the facility.  In the event an employee 
receives a hazardous chemical splash to the 
eye(s), they are to go to the nearest eyewash 
station, flush their eye(s) for 15 minutes, then 
report to the Emergency Department.  If the 
nearest eyewash station is inside a locked 
housekeeping closet, the key is available at the 
nurse’s station. 



Electrical Safety 
• The Biomedical Engineering Department maintains 

equipment that is considered diagnostic and 
therapeutic in nature. These clinical devices are used 
directly in the diagnosis of disease or illness and in 
the therapeutic treatment of it. Examples would be: 
physiological monitors, laboratory equipment, 
thoracic suction pumps, and volume ventilators. 
Additionally, the Biomedical Engineering Department 
maintains some non-clinical equipment. Examples 
include: autoclaves and nurse call systems. 



Electrical Safety 

• Requesting service: Enter a Maintenance 
work order through Heartbeat describing the 
problem. Emergency requests may be called 
in using Extension 4350. 



Electrical Safety (cont.) 
• General safety items: 

– Look for frayed cords, broken connectors, 
missing or loose knobs, etc. 

– Be familiar with equipment operation and verify 
operation prior to using. 

– Don’t attempt to use equipment for purposes for 
which it is not designed. 

– Report broken or defective equipment 
immediately and remove from service. 



Lockout-Tagout 
• Authorized employees (typically maintenance 

employees) will receive specific training on 
Lockout/Tagout procedures from their 
department supervisor. 

• UNAUTHORIZED EMPLOYEES ARE NOT TO 
OPERATE ANY EQUIPMENT WHICH HAS 
BEEN LOCKED OR TAGGED OUT. 



Radiation Awareness 
• The Nuclear Medicine Department, the 

Radiology Department and the Radiation 
Oncology Department of Samaritan Medical 
Center are licensed by The New York State 
Department of Health. 

• All departments follow the rules and 
regulations of the State Sanitary Code, 
Chapter 1 Part 16, which can be located and 
reviewed in the department of Radiology 
upon request. 



Areas Containing Radioactive 
Material 

Areas where Radioactive Material is Used and Stored. 
USED 

 
STORED 

 
Nuclear Medicine Department Nuclear Medicine Department 

PET/CT Trailer (located at  
the Samaritan Medical Plaza) 
 

Patient Rooms as needed 
PET/CT Trailer (located at  
the Samaritan Medical Plaza) 
  

 All areas are labeled appropriately with Radiation 
Symbols. 



Reporting Unsafe Conditions 
• It is each individual’s obligation to report 

unsafe conditions to the Radiation Safety 
Officer. The Radiation Safety Officer can be 
reached through the Radiology Department 
ext. 4032. 

• Examples of unsafe conditions would be the 
observance of a leaky (damp) box with a 
radiation symbol attached or, after normal 
work hours, the observance of an unlocked 
door to a controlled area.  



Considerations with Radiation 
• The following factors need to be considered with 

Radiation: 
– Time - as little time spent around radiation as 

possible. 
– Distance - keep as much distance from the 

source of radiation as possible. 
– Shielding - keep as much shielding between 

you and radiation as possible. 



Portable X-Rays and Authorization 

• On occasion when portable x-rays are 
requested, nursing personnel may be needed 
to hold a patient while the x-ray is taken. On 
the other hand, x-ray technologists, by law, 
are not permitted to hold patients because of 
their daily exposure to radiation. 

  



Portable X-Rays and Authorization 

• Any person holding a patient for imaging 
must wear a lead apron.  It is the x-ray 
technologist’s responsibility not to shoot 
the picture if anyone is in the room who 
should not be there.  



Questions Regarding Radiation 

• If you have any questions concerning any matter 
related to radiation exposure and/or radioactive 
materials and their use in the hospital, you can 
contact the Nuclear Medicine Department at ext. 
4538. 

• RADIATION SAFETY OFFICER: Bernard Okoth, 
Physicist 

• DIRECTOR OF RADIOLOGY SERVICE: James Farr - 
extension 5168. 



MRI Safety Essentials 
 

• The MRI machine uses a tremendously 
powerful magnet. This magnet is ALWAYS 
on, even when there is no patient being 
scanned or at night when no one is doing 
an MRI.  Since the magnet is ALWAYS on, 
the following precautions must be followed 
at ALL times: 



METALLIC OBJECTS 
• The magnetic field in the MRI magnet room exerts a 

force on magnetic objects (such as tools, keys or 
hospital devices) which is proportional to the mass 
of the object. In other words, the bigger the metal 
object, the faster it will fly through the air to attach 
to the magnet. This force increases considerably at 
shorter distances. Metal objects attracted by the 
magnet become projectiles and can cause serious 
injury to the person(s) involved. 

MRI Safety Essentials 
 



MRI Safety Essentials 
 

• Never wear metal objects into the magnet room 
(watches, hair pins, tools on belt, etc.). 

• Never carry metal objects into the magnet room 
(scissors, tools, pens, nails, etc.). 

• Never bring patient gurneys or mobile hospital 
beds into the magnet room. 

• Never bring resuscitation devices such as 
defibrillators, oxygen tanks or crash carts into the 
magnet room. 



MRI Safety Essentials 
 

Examples of objects that CANNOT be 
brought into the magnet room: 

 
• Keys - Watches - Crash Carts 
• Metal tools - wrenches, screwdrivers, nails, 

etc. 
• Scissors, paper clips, staplers, pens and other 

office supplies 
• Patient gurneys or mobile hospital beds 



MRI Safety Essentials 
 

Examples of objects that CANNOT be 
brought into the magnet room (cont.): 

 
• Metal cleaning equipment such as metal 

buckets or mops with metal attachments 
• Surgical tools - Oxygen tanks 
• Hospital equipment with metal attachments or 

metal inside the equipment 
• Traction apparatus 



MRI Safety Essentials 
METALLIC IMPLANTS 

The force exerted by the MRI magnet can cause certain 
metals implanted in the body to move in the tissue. This 
can cause personal injury. If you have any of the 
following objects in your body, do not enter the 
magnet room: 
• Aneurysm clip in your head 
• Cochlear implant (metal implant in the ear) 
• Metal fragments in the eye (If you have done welding 

in the past, you may have tiny metal fragments in 
your eyes.  We can x-ray your eyes to check on this.) 



MRI Safety Essentials 
• PACEMAKERS AND DRUG PUMPS 

– A magnetic field can interfere with or prevent 
the operation of electronic or mechanical 
components in implanted devices such as 
cardiac pacemakers, drug pumps, etc.  If you 
have a cardiac pacemaker or implanted drug 
pump, do not enter the magnet room. 



MRI Safety Essentials 
• MAGNETIC DATA MEDIA 

– The magnetic field can erase magnetic data media 
such as on credit cards. Do not bring the following 
objects into the magnet room: 

– Credit cards, Pagers, Watches, Hearing Aids, 
Audiotapes 

– Computer discs or diskettes 
• SMOKING 

– Do NOT smoke in the magnet room. This causes 
risk of fire. 



Samaritan Health 
System 

Fall Prevention 
Program 

Developed by Kim Berghorn RN, MSN 3/2013 
Revised: 12/2015, 11/2018 
Reviewed: 11/2014, 11/2016, 11/2017 



Purpose 

 To educate new and existing employees 
about the importance of the Fall 
Prevention Program at Samaritan. 



Objectives 

 Verbalize how we identify those patients at risk for 
falls 

 Demonstrate how to prevent falls in all patients and 
those identified as a fall risk 

 Identify fall risk factors 
 Verbalize use of devices for low, medium and high 

fall risk for Morse Fall Risk Assessment Tool 
 Verbalize use of devices for high fall risk for Humpty 

Dumpty Risk Assessment Tool 



Fall Prevention Program Definitions 

 Fall - any unplanned descent to the floor 
either with or without injury to the patient 

 Near Fall - a sudden loss of balance that does 
not result in descending to the floor or other 
injury   

 Un-witnessed Fall - when a patient is found 
on the floor and neither the patient or anyone 
else knows how he/she got there 



Why Do Falls Happen? 
 A person is weak, tired or ill 
 A person is not physically fit 
 A person may have problems seeing 
 Medications may cause weakness, 

drowsiness, confusion, or dizziness 
 Slippery, wet floors/stairs 
 Obstructed pathways 
 Darkness 



Fall Risk 

 Fall Prevention Program is facility wide and 
supports the Everyone Lessening Falls (ELF) 
program.  

 All employees are responsible for identifying 
fall risk factors in the facility 



 
Level of Injury From Falls 

 1 - No injury 
 2 - Minor injury (indicates injuries requires 

simpler interventions) 
 3 - Moderate injury (indicates injuries 

requiring sutures or splints) 
 4 - Major injury (indicates injuries that require 

surgery, casting or further examination) 
 5 - Death 



Fall Prevention in Adult 
Inpatients/Outpatients Undergoing 
Surgery or Procedure with Sedation  

 Adult Patients will be assessed and reassessed 
by a Registered Nurse using the Morse Fall 
Risk Assessment Tool to identify those at risk 

 Maternity, ED and Inpatient Mental Health 
patients will be assessed on admission 
 If the patient is not a fall risk, no further intervention 

is necessary 



Adult Morse Fall Risk 
Interventions 

 Low Risk- implement general safety precautions 
 

Be aware of the following devices that 
identify adult patients at risk for falls 

 
 Medium and High Risk 

 An orange wrist band on patient 
 An orange star sign over head of bed and outside the door 
 An orange stop sign with printed interventions next to the 

white board  



Plan of Care/Fall  
Prevention Interventions 

 Medium to High risk interventions include but are not limited to: 
 Hourly rounding addressing the 4 “Ps” 

 Potty 
 Protection 
 Position 
 Pain 

 VOS routine rounding 
 Manage cords in room 
 Declutter the room and hallways 
 Height appropriate toilet 
 Phone, call light, and personal items within reach 
 Equipment and furniture wheels locked 
 Include in Hand Off Communication 



Plan of Care/Fall  
Prevention Interventions 

 High Risk with Mental Impairment 
Interventions include but are not limited to: 

 Red Wrist band 
 Red Non Slip booties/Socks on at all times when up 
 Red Blanket on foot of bed 
 Red Blanket on patient lap when up in chair or off unit 
 Red Falling star placed outside of door and over patient bed 
 Bed Alarm activated in zone 2 
 Chair alarm at all times when out of bed 



Plan of Care/Fall  
Prevention Sign  

Call for help before you get up  



Fall Risk Assessment for  
Pediatric Inpatients 

 Pediatric In-Patients will be assessed by a 
Registered Nurse using the Humpty 
Dumpty Pediatric Fall Risk 
Assessment Tool to identify those at risk 



Humpty Dumpty Fall  
Prevention Interventions 

 Low Risk- implement general safety precautions for pediatric patients 
 

Be aware of the following devices that identify  
pediatric patients at high risk for falls 

 High Risk 
 A Humpty Dumpty magnet on the door 
 A Humpty Dumpty sticker on the chart 
 A Humpty Dumpty sign above the head of the bed 



Humpty Dumpty Fall  
Prevention Interventions 

 Hourly rounding 
 Orient to room 
 Bed in low position, brakes on 
 Non-skid slippers/footwear 
 Appropriate size clothing 
 Assess elimination needs assist where needed 
 Adequate lighting  
 Infants and toddlers require a crib with rails up 
 Never leave them unattended on bed or exam table 
 Manage external factors 

 Declutter the room and hallways 
 Bed in low position 

 Include in Hand Off Communication 
 



Post Fall Review  
 The Post Fall Review 

 Completed by an RN including: 
 Morse Scale Score  
 Report in HealthCare SafetyZone Portal 
 Interventions that were in place 
 Whether or not VOS rounding on unit 

 Complete the Post Fall Review report online 
 Notify the Nursing Supervisor of the fall 

 



Conclusion 
 Patient safety and fall prevention is 

everyone’s responsibility.   
 
References 
Fall Prevention Program policy 
Guidelines for Fall Risk Assessment Tool policy 
The Joint Commission, “Reducing your risk of falling,” 

 



2019 Samaritan Mandatory Education 

Fire Safety 
 
 



Why Rules and Regulations?  
The rules and regulations have been established for the purpose 
of safeguarding patients, visitors, and employees within our 
organization in the event of a fire. 
 

It is the responsibility of all personnel employed by this 
organization to become familiar with the contents of these 
regulations. All new personnel employed will receive instructions 
on fire rules and regulations at the time of their orientation 
lecture.  Additional instruction will be provided by their immediate 
supervisors to include pertinent information regarding their duty 
area. 
 

**All fires in this facility have to be reported to the Watertown 
Fire Department even if it is a small fire, or it has already been 
put out. This is mandated by the State of New York. 



RACE Procedure 
Samaritan uses the acronym RACE. Although you may 
memorize what it means, it is even more critical that you KNOW 
WHAT TO DO!! 
 

Rescue  people in immediate danger 
Alarm  sound the alarm—call 911 
Confine  close all doors, windows 
Extinguish   put out fire with appropriate 
   extinguisher 
FIRE: Is considered if you smell or see smoke or see 
fire. SOUND THE ALARM!!! PULL THE PULL BOX!!! 
A FIRE DOUBLES IN SIZE EVERY 30 SECONDS. 



RED STAT PROCEDURE 
• If the fire is in your department: 

1. Remove from immediate danger any 
patients/personnel that are in proximity of the 
fire/smoke. Close all doors and windows. Once 
the door is closed, do not reenter the room. 

2. Pull fire alarm box. 

3. Dial 4333 – Notify the operator immediately as 
to the exact location of the smoke/fire. Ensure 
you are talking to the operator, and confirm 
that she/he has understood your instructions. 



RED STAT PROCEDURE (cont) 

4. Use fire extinguishers. 
a. Select the appropriate type of 

extinguisher: 
 Class “ABC” Dry Chemical-used on 

any fire 
Halotron (Invisible Gas)-primary 

use is on electronic equipment 
fires 



RED STAT PROCEDURE (cont) 
b. To operate a fire extinguisher:  Remember “PASS” 

1. Pull — Pull the pin. Some units require the releasing 
of a lock latch, pressing a puncture lever, or other 
motion. 

2. Aim — ABC Dry Chemical aim at the base of fire. 

3. Squeeze — Squeeze or press the handle. 

4. Sweep — Sweep from side to side at the base of fire 
until it goes out. Shut off the extinguisher. Watch for 
re-flash and reactivate the extinguisher if necessary. 



RED STAT PROCEDURE (cont) 

• If the fire is in another department: 
– All personnel are to return to their 

workstation. Immediately station one person 
at the telephone to relay instructions.  

– Do Not move patients until you have 
instructions. 
 



RED STAT PROCEDURE (cont) 
 

• Who responds to a fire call? 
 

1. Day Shift – Non-holidays:  Plant Operations, 
Maintenance, Construction, Food Service, Respiratory 
Therapy, Nursing Supervisor and Personnel who are 
on the same floor where a fire has been reported. 

2. Saturdays, Sundays, Holidays, Evenings and Nights:  
Personnel on same floor where fire is reported plus all 
available personnel on duty to stand by ready to 
assist. 

3. The Supervisor on duty is in charge at the fire scene. 



RED STAT PROCEDURE (cont) 

• Use of elevators: 

– Do not use elevators.  

– All patients will be evacuated parallel to 
their floor or down the stairs. 



RED STAT Drills 
• Drills are done on a quarterly basis. Know the 

locations of the fire extinguishers and fire exits in 
your department. During a Drill, an employee is 
given notification of a fire in a certain area. The 
pull alarm box is to be pulled. Procedures are to 
be followed except do not use a fire extinguisher, 
and when you call the Switchboard Operator, 
specify it as a RED STAT DRILL. The evening and 
night shift drill is done the same as the day shift. 
Reports of discrepancies are noted and reports 
are retained on file for future reference. 



Information Security  
Awareness Training:   

“Good Computing Practices” for 
Confidential Electronic Information 

Samaritan Corporate Compliance Office 
MIS Technical Services 

January 2016 



Information Systems Security Awareness 
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After you complete this training you will gain knowledge to protect 
information systems and sensitive data from both internal and external 
threats. 
 
This training fulfills the requirements of the HIPAA /HITECH and state 
and federals laws that govern the protection of ePHI (electronic 
protected health information and PII (personally identified information) 
 
Samaritan Health personnel are critical to the defense and protection 
of sensitive patient information systems and data. 
 
You will understand our policies and procedures and your individual 
responsibilities to protect our most private information. 
 
Define privacy and personally identifiable information (PII) 
 
Identify the correct way to respond to a suspected or confirmed security 
or privacy incident. 
 



This presentation focuses on two types of confidential 
electronic information: 

• ePHI = Electronic Protected Health Information 
– Medical record number, account number or SSN 
– Patient demographic data, e.g., address, date of birth, date of death, sex, e-

mail / web address 
– Dates of service, e.g., date of admission, discharge 
– Medical records, reports, test results, appointment dates 

• PII = Personally Identified Information 
– Individual’s name + SSN number + Driver’s License # and financial credit 

card account numbers 

3 Samaritan Medical Center - Information Security 
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Security Objectives 

• Learn and practice “good security computing 
practices”. 

• Incorporate the following 7 security practices into 
your everyday routine.  Encourage others to do as well.  

• Report anything unusual – Notify the appropriate 
contacts if you become aware of a suspected security 
incident.  

• If it sets off a warning in your mind, it just may be a 
problem! 
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“Good Computing Practices” 
Safeguards for Users 

1. User ID or Log-In Name 
(aka. User Access Controls) 

2. Passwords 
3. Workstation Security 
4. Portable Device 

Security 
5. E-Mail best practices 

 

6. Safe Internet Use – Social 
Engineering/Ransomware 

7. Reporting Security 
Incidents / Breach 
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Safeguard - #1:  Unique User Log-In / User Access Controls 

• Access Controls: 
– Users are assigned a unique “User ID” for log-in purposes  
– Each individual user’s access to ePHI system(s) is 

appropriate and authorized 
– Access is “role-based”, e.g., access is limited to the 

minimum information needed to do your job 
– Unauthorized access to ePHI by former employees is 

prevented by terminating access 
– User access to information systems is logged and audited for 

inappropriate access or use.  

6 Samaritan Medical Center - Information Security 
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Safeguard-#2:  Password Protection 
 Passwords will be assigned to you for most data systems 

to comply with the security rule, but when necessary here 
are guidelines for choosing a password: 

 
• Don't use a word that can easily be found in a dictionary — 

English or otherwise.  
• Use at least six - eight characters - letters (upper and lower 

case) numbers, symbols 
• Don't share your password — protect it the same as you would 

the key to your residence. After all, it is a "key" to your identity. 
• Don't let your Web browser remember your passwords. Public 

or shared computers allow others access to your password.  
 

7 Samaritan Medical Center - Information Security 
Awareness Training  



Safeguard-#2.1  Password Construction Standard 

• Should be six character minimum and should contain at least one 
of each of the following characters: 

•   Uppercase & Lowercase  letters ( A-Z , a-z) 
•   Numbers ( 0-9 ) 
•   Punctuation  marks ( !@#$%^&*()_+=- )  
• You can try a “pass-phrase” to help you remember your password, 

such as:  
– MdHF&NAW! (My dog Has Fleas and Needs A Wash!) 
– Tmo2tBG! (Take me out to the ball game!) 

• DON’T write your password down near your computer or on 
or in your desk. If you must write it down keep it in your 
wallet or a secure place. 
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Safeguard -#3  Workstations:  Physical Access Controls 

• Log-off before leaving a workstation unattended.   
– This will prevent other individuals from accessing EPHI under 

your User-ID and limit access by unauthorized users. 
• Lock-up! – Offices, windows, workstations, sensitive 

papers and PDAs, laptops, mobile devices / media. 
– Lock your workstation (Ctrl+Alt+Del and Lock)  
– Encryption tools should be implemented when physical security 

cannot be provided 
– Maintain key control 
– Do not leave sensitive information on remote printers or copier. 

 
9 Samaritan Medical Center - Information Security 

Awareness Training  



Safeguard-#3.1 - Physical Access Controls 
• Tailgating 

Physical security is an important information systems safeguard. Limiting physical access 
to information systems and infrastructure to authorized personnel diminishes the 
likelihood that information will be stolen or misused. 
Combat Tailgating: 
– Never allow anyone to follow you into the building or secure area without his or her 

badge. 
– Securing your workstation when you leave the office, and securing your workstation 

during emergencies 
– Escort visitors to and from your office and around the facility 
– Do not allow anyone else to use your badge for building or secure area access. 
– Report any suspicious activity to the security office. 

Samaritan Medical Center - Information Security 
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Safeguard -#4:  Security for USB Memory Sticks & 
Storage Devices 

• Memory Sticks are devices which pack big data in tiny 
packages, e.g., 1GB, 3GB,8GB, etc..  

• Safeguards:   
– Don’t store ePHI on memory sticks 
– If you do store it, either de-identify it or use encryption software 
– Delete the ePHI when no longer needed 
– Protect the devices from loss and damage 
– Permanent copies of ePHI should not be stored for archival 

purposes on portable equipment, such as laptop computers, 
tablets and memory sticks. 
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Safeguard-#5:  E-Mail Security 
Email is like a “postcard”.  Email may potentially be viewed in transit by many individuals, since it may pass 

through several switches enroute to its final destination or never arrive at all. 
- Emails containing ePHI need a higher level of security.   
- We can encrypt all outbound email from our mail server. The system will automatically encrypt any 

information if it determines it to be sensitive or in violation of ePHI or PII rules.  
 -To manually force encryption type either “encrypt” or “secure” anywhere in the subject line to manually 

force encryption of the message. 
• If it's suspicious, don't open it!  
• Ransomware is the new threat in healthcare – Ransomware typically comes in via “phishing” emails 

from outside sources.  
• What is suspicious?  

– Not work-related 
– Attachments not expected 
– Attachments with a suspicious file extension (*.exe, *.vbs, *.bin, *.com, or *.pif) 
– Web link 
– Unusual topic lines; “Your car?”;  “Oh!” ; “Nice Pic!”; “Family Update!”; “Very Funny!”  
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Email “Phish” 
1. Embedded Script 

2. Grammatical Errors 

3. Strange choice of 
words 

4. Incorrect 
capitalization. 

5. Ratification? I 
think they met 
verification! 

6. Login link is to a 
different website 

Samaritan Medical Center - Information Security Awareness Training  



Safeguard-#6: Potential Threats – Social Engineering 

• Social Engineering 
– Social engineering is the practice of obtaining confidential information by manipulation of 

legitimate users. A social engineer will commonly use the telephone or Internet to trick people into 
revealing sensitive information or getting them to do something that is against typical policies.  

• Signs of social engineering attacks to recognize:  
– Refusal to give contact information 
– Rushing 
– Name-dropping 
– Intimidation 
– Small mistakes (misspellings, misnomers, odd questions) 
– Requesting forbidden information  
– Social engineers exploit the natural tendency of a person to trust another’s word, rather than 

exploiting computer security holes 
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Safeguard-#7:  Report Security Incidents 

• You are responsible to:   
• Report and respond to security incidents and security breaches.   
• Know what to do in the event of a security breach or incident 

related to ePHI and/or Personal Information.  
• Report security incidents & breaches to the Corporate 

Compliance Office.  This can be done anonymously via e-mail 
and/or phone 315-779-5170. 

• You can also report potential problems to MIS – 315-785-4507. 

15 Samaritan Medical Center - Information Security 
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Security Reminders 

16 

• Password protect your computer 

• Never share your password or PIN numbers 

• Backup your electronic information 

• Watch for tailgaters and social engineering 

• Practice safe email practices 

• Keep office secured 

• Keep disks locked up 

• Run Anti-virus & Anti-spam software, Anti-spyware 

Samaritan Medical Center - Information Security 
Awareness Training  



Resources for Reporting Security  
Incidents  

• Corporate Compliance Office 
• Manager or Supervisor 
• MIS – help desk or any MIS manager 
You are responsible for reading and understanding these policies: 

 
• Information Management Acceptable use policy: 

– http://robo2/Administrative%20Policy/Administrative_Policies/Information_Management/Acceptable_Use_Policy.htm 

• Information Management password policy: 
– http://robo2/Administrative%20Policy/Administrative_Policies/Information_Management/Password_Policy.h

tm 
• HIPAA confidentiality policy: 

– http://robo2/Administrative%20Policy/Administrative_Policies/HIPAA/CONFIDENTIALITY.htm 

• IT Data security policy: 
– http://robo2/Administrative%20Policy/Administrative_Policies/Information_Management/it_data_security.h

tm 
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Identifying Phishing Emails 
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Phishing emails  

• Phishing emails are one of the most prevalent ways for hackers and cyber 
criminals to infiltrate our systems and steal information or install 
malware/ransomware 

• SMC receives over 20,000 emails per day that are labeled as a phishing 
attack 

• Other terms for phishing include “Whaling” – phishing that targets senior 
executives and “smishing” – phishing using text messages rather than 
email. 

• All employees must be diligent when using email 
• All employees have access to email, so therefore have a critical role to play 

when using our email systems 
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Introduction 

• Cybersecurity is only as strong as its weakest link. Unfortunately, that weak 
link is often us. 

• People are generally friendly, eager help each other out, and often willing 
to extend the benefit of the doubt in unclear or ambiguous situations. 
These are very admirable traits from a humanist perspective. From a 
hacker’s perspective, however, each one is a potential security hole that 
can be exploited. 

• It’s no surprise then that the vast majority of data breaches include some 
element of social engineering—the practice of manipulating a human into 
doing something that compromises security. When this happens through 
email, text messages, or social media, it’s called phishing. 
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Introduction 

• Phishing can be (and often is) automated, and therefore it happens at 
incredible scale — according to Symantec, the average internet user now 
receives 16 phishing emails each month. It wouldn’t be much of a stretch 
to call this the most constant social engineering threat most companies 
face. 

• Samaritan hosts very sensitive information, so we take the threat posed by 
phishing seriously. We believe the best defense against these kinds of 
attacks is to build a strong internal culture of security, and that takes 
training. We give our new hires a crash course in phishing and how to spot 
it as a part of our onboarding, and because phishing attacks are the most 
likely way that information can be stolen or corrupted we are looking at 
expanding our education in order protect themselves. 
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How Phishing Works 

• Phishing messages are a diverse lot, from crude, grammatical-error 
ridden spam to sophisticated imposter emails that a talented web 
designer spent hours making indistinguishable from the real thing. 

• The commonality among all of them is that phishing messages 
attempt to trick you into thinking they’re coming from someone you 
trust, and they want you to do something, usually with some urgency. 

• What sort of things do phishing messages want from you? There are 
four main categories: 
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Phishing Categories 

• Enter your login credentials into a fake login form. 
• Go to a webpage with a script that exploits some weakness to get 

your machine to do something without your knowledge. 
• Download a file with a hidden payload (i.e. program) 
• Take some action in IRL. (in real life) - (Wire money, reveal 

confidential information, give the attacker access to some resource) 
Whenever you get an email that wants you to do something like this, it 
should raise at least a dull roar of alarm in your mind. 
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Field guide to common Phishing Attacks 

That’s all well and good, but what does this look like in practice? The 
following are examples of actual phishing emails gathered by security 
professionals in the field. (We’ve credited the source and linked to 
each). Each is a representative of a different genre of common phishing 
attack, and highlights some features that are useful in spotting them. 
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Account Deactivation/Reactivation 
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source: EDTS 
 

https://www.edts.com/edts-blog/15-examples-of-phishing-emails-from-2016-2017


Account Deactivation/Reactivation 

Most phishing emails will try to create a sense of urgency for their 
request as a way of getting you to override your better judgment and 
comply with the request. The deactivation threat is often one of the 
easiest ways to do this because the attacker doesn’t need to know 
anything about you or your organization other than that you use a 
common service, in this case Netflix. This is easy for an attacker to 
learn, but it’s usually a safe guess even if it can’t be determined. It goes 
without saying that legitimate deactivation emails are unusual for most 
online services, especially ones that are in active use. 
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Emails from your boss 
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Source: 
Phishing.org 

http://www.phishing.org/phishing-examples


Emails from your boss 

Power and authority are a shortcut to compliance, and we react quicker and 
second guess less when a request comes from someone that holds those 
things over us. So it’s not surprising that impersonating someone’s boss is a 
very common way to disguise a phishing email. It’s trivial to find out who the 
CEO and executive leadership is for most companies, and in the age of 
LinkedIn determining direct reports is not much harder. In this case, we also 
see a good example of a pretext for the an unusual request coupled with a 
very urgent framing. You might think it would be difficult to get someone to 
send money in this way, but authority and urgency are a powerful 
combination. If the attackers were especially tricky, they’d be monitoring the 
executive’s social media and would wait until they could tell that they were 
traveling, to make this email seem even more plausible. 
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Government/ 
Law enforcement 
 spoofing 
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Source: FBI Internet 
Crime Complaint Center 

https://www.ic3.gov/media/2018/180201.aspx
https://www.ic3.gov/media/2018/180201.aspx


Government/Law enforcement spoofing 

• Keeping with the theme of appeals to authority, emails from government 
and law enforcement agencies are another common phishing tactic. 
Common agencies to spoof are the FBI and the IRS, especially around tax 
time. In some cases, these are threats—you’ve done something wrong and 
need to respond immediately with your personal information, or you’ll be 
in trouble. But this style of email can play on hope as well as fear, as with 
this recent example where fraudsters dangled the possibility of restitution 
from earlier rip-offs, perhaps trusting that people who’d already been 
fooled once would likely be fooled again. 

• It goes without saying that these agencies will almost never contact you via 
email like this, because if there really was an active investigation they 
wouldn’t want to tip off the target before they’re ready to take action. 
When you’re wanted by the cops, usually the first time you hear about it is 
when they show up at your door. 
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Spoofed File Sharing 
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Source: spamstopshere 

https://www.spamstopshere.com/blog/fake-dropbox-email-phishing-scam-alert-april-2017


Spoofed File Sharing 

When you share a file with someone on a cloud storage provider, it can 
generate an email informing the recipient that a file has been shared. 
This is an excellent pretext for phishing, as it’s common for people to 
simply click through these emails without thinking about it too much. 
As you can see, hackers work very hard to make these look like the real 
thing. When you get a file sharing email, it’s safer to navigate to the 
cloud provider directly and look for the file rather than clicking through 
from the email. 
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Fake Invoices/ 
Refunds/ 
Payment  
confirmation 
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Source: C. Spike Trotman 

https://twitter.com/Iron_Spike/status/968316712373379074


Fake Invoices/Refunds/Payment confirmation 

Much like cloud storage, accounting and invoicing services generate 
emails that are easily spoofed by attackers. This genre of phishing 
attack often directly targets the accounting department, which can 
receive dozens of such emails each week and thus is unlikely to read 
any of them very closely. Desire for a quick payout or fear of being 
charged for missing a payment work to create a sense of urgency that 
ups the chances that this kind of attack will be successful. 
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Text message and social phishing 
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Source: Malwarebytes 

https://blog.malwarebytes.com/cybercrime/2016/09/avoid-bofa-wells-fargo-sms-phishing/


Text message and social phishing 

It’s still common to think of phishing in terms of email, but in a world where that’s 
no longer the most dominant form of digital communication, phishing on social 
media sites and through text messages is increasingly common. 
Text message phishing, sometimes known as “smishing” for SMS phishing, can be 
especially problematic for a couple reasons. Services do use them to reach their 
customers, particularly the mobile providers themselves, but they’re stripped of a 
lot of the contextual information that makes it easy to spot a scam. Texts don’t have 
any branding, and mobile sites often look different than their desktop 
counterparts, which can disguise some sloppiness on the part of the scammer 
when designing a fake login page. Since its possible to pay for things with a cell 
phone number, scammers can sometimes use text responses to extract money 
from victims — for example, tricking them into texting a word to a specially set up 
number, which will sign them up for recurring charges on their phone bill. 
It’s a good practice to ignore unsolicited links from numbers that are not already in 
your contacts. 
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Identifying phishing and keeping yourself safe 

• As you can see from the previous examples, phishing scammers are 
resourceful, and many of them are good at crafting convincing 
facsimiles of legitimate messages to cloak their activities. So it’s hard 
to spot these fakes with 100 percent accuracy. 

• That said, there are some commonalities here to be alert for that can 
tip you off that something is not right, and some simple practices you 
can adopt that will make you a harder target. 
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Look for the 3 “tells” 

Here’s three attributes that most phishing messages have: 
• There is an ask. 
• There is a reward for performing the ask and/or a risk for not 

performing it. 
• There is a sense of urgency. 
If a message checks these three boxes, it’s much more likely to be phishing. 
That doesn’t mean it is phishing, because plenty of legitimate messages also 
display these qualities. It does mean that you should stop and think before 
you do anything when you get a message like this. Phishing is most effective 
when people act impulsively, so even a brief pause to assess the situation is 
often enough to reveal a ruse. 
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Verify the sender 

• If you do suspect a message is phishing, a good first step to assess it is 
to verify the sender. 

• If it’s an email, check to see that the address is one the sender 
commonly uses, or that the email domain matches the normal 
domain used by their organization. The domain is the part of an email 
address that comes after the @ sign, and includes a Top Level Domain 
suffix (i.e. - .com, .org, .net). Scammers can set the sender name and 
the bit before the @ sign to whatever they want but they must use a 
real email domain. An email coming from some_name@google.com is 
probably from Google, but one from google@some_domain.com 
almost certainly isn’t. 
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Hover on links before clicking 

If you hover over a link, most email services will display the full 
address. On mobile, a long tap generally accomplishes the same thing. 
Again, look at the domain. Does it match what you’d expect? If an email 
says it is linking to a file in Dropbox but the domain is something else, 
be wary. 
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Never login through a linked page 

Login pages should be seen as areas of danger, particularly if you land 
on them from a link in an email or other message. That said, 
sometimes you actually do need to log back into a service you use 
before you can view a legitimate message. When this happens, the safe 
thing to do is to open a separate tab and navigate to the service 
directly rather than logging in from the linked page. If you can see that 
you are logged in but the link still confronts you with a login page, this 
is a red flag. 
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Check with the sender directly 

• If you get an unusual request from someone you know, it’s safer to 
follow up with them on another communication channel before you 
do anything to act on their message. It’s a bit of a hassle, but a quick 
Slack/text message or a phone call to a coworker asking if they 
actually emailed you a file before you open it is better than installing 
malware on your computer. 
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Trust your intuition 

Sometimes there’s nothing overtly suspicious about a message, but still 
you feel that something is just not right. Trust that feeling. Humans are 
remarkably good at perceiving patterns and spotting deviations from 
them, especially as it relates to danger. The predators we evolved this 
sense to protect ourselves from may have been more interested in the 
meat on our bones than the cash in our bank accounts, but that 
doesn’t mean you aren’t picking up on real warning signs when 
something doesn’t feel right. 
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What to do if you suspect you’ve been 
phished 
• First rule: 
• Don’t click anything. If you’ve caught something you suspect is a 

phishing message, don’t interact with it. Don’t click the links, don’t 
download the file, don’t write an angry email back to the scammer 
berating them for trying to defraud you. The safest thing to do is to 
just leave it alone. If its a corporate account you may want to save 
the email to show to your security team, otherwise it’s usually best 
just to delete it immediately. 

• Of course, there’s a chance you won’t notice a phishing message’s 
true nature until after you’ve done something that could have 
compromised your security. Normal remediation practices apply: 
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What to do… 

• Reset your passwords. If you have a suspicion your login info has 
been stolen, the first thing you should do is to reset your passwords. 
Do this immediately. The longer attackers have access to your 
account, the more damage they can do, particularly in the case of 
email accounts, which often become a skeleton key to unlock other 
accounts due to lax standards around password reset requests. If you 
are in the habit of reusing passwords, you’ll also need to reset the 
stolen password everywhere else you’ve used it.  
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Document what happened 

• Once the immediate danger of a compromised account is dealt with, 
spend a few minutes writing out what happened, including what the 
email said, who it purported to be from, what it wanted, and what 
you’ve done since receiving it. In the case of phishing against a 
corporate account, this will be information your security team will 
appreciate as they try to assess and contain the threat. Against a 
personal account, you’ll appreciate it for the same reason. Taking a 
few moments to write down what happened helps clarify what’s at 
risk, and it will make the steps you need to take to get back to relative 
safety more obvious. 
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Talk to your security department 

Even if you’re pretty sure you’ve fixed things, even if your corporate 
account was never in danger, let your security team know what 
happened. The thing about phishing attacks is that they’re rarely 
targeted at a single person. If you got a phishing message, chances are 
your coworkers did too, and they might not be as on top of things as 
you are. Security is a team sport. The only way to keep your whole 
organization safe is a good security culture, and that means prompt, 
non-judgmental communication around threats. 
Report any phishing attacks immediately to MIS at x4507 or 315-785-
4507. Option 2 will take you to the STAT line. 
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2019 Samaritan Mandatory Education 

Patient Safety 
&  

The Joint Commission  
 



Patient Safety 

 
 

Everyone has a role in keeping 
patients safe – what about you? 



Patient Safety 
Definitions 

• Culture of Safety 
– Result of organizational commitment to safety 
– Acknowledge high-risk, error-prone nature of healthcare 
– Individuals do not fear punishment when reporting errors or safety 

concerns 
– Collaboration to identify safety concerns and seek solutions  

• Just Culture 
– Culture where frontline staff are comfortable reporting errors 
– Individuals are not held accountable for system failure 
– Personal and professional accountability are maintained and disregard 

of policies and procedures is not tolerated 

 
Center for Patient Safety (2018). Patient Safety Glossary. Retrieved from https://www.centerforpatientsafety.org/patient-
safety-glossary/  



Patient Safety 
Definitions 

• Patient Safety 
– Freedom from preventable injuries caused by medical care 
– Activities to prevent or reduce adverse outcomes 

• Patient Safety Event 
– Event or circumstance that could have, or did, result in unnecessary 

patient harm 
– Injury or undesirable clinical outcome that resulted from medical care 

• Harm 
– Unintended injury resulting from medical care that requires additional 

monitoring, treatment, or hospitalization, or that results in death 



Patient Safety 
Definitions 

• Good Catch 
– Situation or circumstance that could cause patient harm but does not 

because of active intervention by staff to prevent an error 

• Unsafe Condition 
– Situation that could lead to an adverse event 

• Situational Awareness 
– Perception or mental picture of reality; “big picture” 
– Deliberate perception, understanding, and prediction of events in the 

environment 
– Anticipating problems before errors occur 

 

 



Systems Approach to Patient Safety 

• Focus on the conditions or processes that 
might lead to error 

• Design workflow to avoid errors 
• Minimize conditions that promote violations 

of procedure/policy 
• Reduce risk that unsafe acts that might occur 



Culture of Safety 
• Why is it important? 

– Leads to prevention or reduction of harm events 
– Improves health care quality 
– Supports a safe environment for error reporting 
– Commitment to patient safety 

• Why do we take culture of safety surveys? 
– Identify areas for improvement 
– Allow staff to share concerns about safety in work 

areas 
– Drives organization’s safety goals 
 



Event/Error Reporting 

• Types of events/errors 
– Incident 

• A patient safety event that reached the patient, 
whether or not the patient was harmed 

– Good catch 
• Safety event that almost occurred but was actively 

prevented by staff from reaching the patient and did 
not cause harm 

– Unsafe condition 
• Any situation that increases the probability of a safety 

event 
 



Event/Error Reporting 

• Why is it important to report events/errors? 
– Allows us to learn as a team 
– We can improve processes 
– If we don’t know there is a problem with a 

process, we are not able to correct it  
 

 





The Joint Commission: 
What is it? 

• Founded in 1951, The Joint Commission is the nation's oldest 
and largest standards-setting and accrediting body in health 
care 
 

• The Joint Commission evaluates and accredits more than 
21,000 health care organizations and programs in the United 
States 
 

• Joint Commission accreditation and certification is recognized 
nationwide as a symbol of quality that reflects an 
organization’s commitment to meeting certain performance 
standards 



The Joint Commission: 
Mission Statement 

 

“To continuously improve health care for 
the public, in collaboration with other 
stakeholders, by evaluating health care 

organizations and inspiring them to excel 
in providing safe and effective care of the 

highest quality and value.” 



The Joint Commission: 
Vision 

 
“All people always experience the 
safest, highest quality, best-value 
health care across all settings.” 



The Joint Commission: 
Why get accredited? 

• Helps organize and strengthen patient safety efforts 
• Strengthens community confidence in the quality 

and safety of care, treatment and services 
• Improves risk management and risk reduction 
• Provides professional advice and counsel, enhancing 

staff education 
• Provides practical tools to strengthen or maintain 

performance excellence 
 



The Joint Commission: 
How are we evaluated? 

• The accreditation process drives quality care and 
patient safety improvements through nationally- 
recognized evidence-based standards which address 
critical patient safety and quality issues 

• Tracer methodology proactively identifies both risks 
and high-performing areas 

• Surveyors share best practices in a collaborative 
format for not only staff, but leadership as well 
 



 
The Joint Commission: 

What is evaluated? 
 – Leadership 

– National Patient Safety 
Goals 

– Medication 
Management 

– Infection 
Prevention/Control 

– Performance 
Improvement 

– Provision of Care, 
Treatment and Services 
 

– Environment 
– Life Safety 
– Human Resources 
– Emergency Management 
– Medical Staff 
– Nursing 
– Record of Care 

• Plus many more areas 
related to patient care 



The Joint Commission 
When are we evaluated? 

• We conduct self assessments annually 
– Review of safety practices 
– Environment of care 

• Surveys done by The Joint Commission 
– Every 18 months to 3 years 
– 4-5 day survey 
– 5-7 surveyors 
– Include hospital, clinics, and lab 



   Code LR = Lost Resident (LTC Only) 
• Code LR + Floor # is called 
• Go to care base/desk on your unit and start an 

organized search of the unit  
• One staff from each unit goes to the switchboard  

(bring appropriate outerwear) 
• All grounds will be searched 
• A photo of the resident will be                                  

distributed 
• Authorities will be alerted 

 



Code Green (LTC Only) 

• Green Bracelets indicate desire to have CPR 
performed 

• Code Green called- All Nursing staff respond 
• Non- certified staff should respond and assist 

as able  
 



Max Cart = Unresponsive Person - SMC 

Assistance needed STAT! 
• Unresponsive person  
• Significant difficulty with airway  
• Cardiac arrest 
What to say: 
• Max Cart Stat 
• Room Number 
• Location (Floor) 
• (What you need and where to find you) 
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RAT = Rapid Assessment Team - SMC 
 
Assistance Needed for Inpatient! 

• Experiencing distress 
• Deteriorating condition 
• All areas outside of the ED, OR, PACU, and Critical Care areas 

 
What to say: 

• Call the RAT 
• Room Number 
• Location (Floor) 
• (What you need and where to find you) 

 
Note:  All outpatient/visitor events should be called as a MAX Cart 
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Code MTP 

 
Massive Transfusion Protocol 

– Previously referred to Life Threatening Emergency (LTE) 
• Please note that some may still call this as a Code LTE 

– Surgical, obstetric, or emergency department patients 
– Alerts lab and blood bank of critical need of blood products for a patient 

with uncontrolled bleeding 
– Does not require hospital-wide response 
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Code Purple 

 
Call for help when patient is identified as having signs and symptoms 
of sepsis 
 
Activates Sepsis Rapid Assessment Team 
 
Provides rapid evaluation and treatment of early identified sepsis 
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UNIVERSAL PROTOCOL CHECKLIST 

DATE OF PROCEDURE: ______________ _ 

Place patient identification 
sticker here 

TIME-OUT FOR:-==-==-=----:--~ 
Immediately before starting the procedure, the TIME-OUT is conducted aloud in the location where NIA Initials 

is done. 

Date Time 

NIA Initials 

Initials Si nature/Title Initials Si nature/Title Initials Si natureffrtle 
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• Samaritan 
Medical Center 

Watertown, NY 

UNNERSALPROTOCOLCHECKUST 
DATE OF PROCEDURE: 

PRE-OPERA TIVEIPRE-PROCEDURE VERIFICATION 
Verify by ensuring availability and actual review 

Place patient identification 
sticker here 

• Patientllegal representative states patient first and last name and date of birth, response compared to and 
confirmed against ID band and relevant data in the medical record including the signed consent, History and 
1-'m~~,.~~ nurse and record. 

• SITE IVIM'""·"'"~ -
0 Site marked by provider using his/her initials and visually confirmed as correctly located before draping: 
___ Onitials) 

OR 
o Dot or Special purpose wrist band utilized and visually confirmed as correctly located before draping: 

Onitials) 

Date/Time 

Initials 

Immediately before starting the procedure, the TIME-OUT is conducted aloud in the location where N/A Initials 
the is done. 

Initials Si nature/Title Initials Si nature/Title Initials Si naturemtle 

111111111111 1111111111111 Developed: 3/07; Revised: 5/08,5/09,6/11,7/12 Page 1 of 2 MR#816 



 
 

 
 
 

EDUCATION PROGRAM 2020 
Attestation 

 
I have received and reviewed the Samaritan Medical Center 2020 EDUCATION PROGRAM, which 
covers the following: 
 

1) Active Shooter 
2) Antimicrobial Stewardship 
3) Assessment and Management of Pain 
4) Blood Borne Pathogen Exposure 
5) Child Abuse / Maltreatment 
6) Code of Conduct 
7) Corporate Compliance 
8) Corrections & Amendments to the MR 
9) Cultural Diversity 
10) Cyber Security (Phishing Emails) 
11) Domestic Violence 
12) Emergency Procedures / Preparedness 
13) Employee Health Services 
14) EMTALA 
15) Event Reporting 
16) Fall Prevention 
17) Fire Safety 
18) Healthcare Proxy 
19) HIPPA 

20) HIV Confidentiality 
21) Information System Security 
22) Justice Center 
23) Latex Allergies 
24) Mandatory Education 
25) Medical Record Documentation 
26) National Patient Safety Goals for Infection  
  Control 
27) Patient Financial Assistance 
28) Patient Rights 
29) Patient Safety / Joint Commission 
30) Psychiatric Advance Directives 
31) Restraint & Seclusion 
32) Samaritan Values and Behaviors  
33) Sexual Harassment Prevention 
34) Universal Protocol 
35) Workplace Harassment Prevention 
36) Workplace Violence Prevention 

 
  
 
 

              
Signature     Print Name    Date 
 
 
 DEMOGRAPHIC INFORMATION UPDATE 

(please complete) 
 

Office Address:         Office Phone #:     

         Office Fax #:      

Preferred Email Address:            

Cell Phone #:     Answering Service:    When on call, notify how?   

Office Manager:      Office Manager Phone #:     

Office Manager Email:            

 
Home Address:         Home Phone #:     

              

Please complete, sign/date and 
return this form to: 
Samaritan Medical Center 
Attn: Medical Staff Services Office 
Fax: (315) 786-4915 or Email: 
adoldo@shsny.com or bfarris@shsny.com  
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