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☒ This Policy contains one or more PROCEDURES outlining the methods and applicability of this Policy. 

This policy applies to the following Geisinger Entities:  

CLINICAL ENTITIES (includes Geisinger entities providing health care services, i.e., hospitals, group practices, clinics) 

☒ Community Medical Center (CMC or GCMC) ☒ Geisinger Jersey Shore Hospital (GJSH) 

☐ Endoscopy Center of Geisinger Lewistown Hospital ☒ Geisinger Lewistown Hospital (GLH) 

☐ Family Health Associates of GLH (FHA) ☒ Geisinger Medical Center (GMC) 

☒ Geisinger Bloomsburg Hospital (GBH) ☒ Geisinger Medical Center Muncy (GMCM) 

☒ Geisinger Clinic (GC) ☐ Geisinger Pharmacy, LLC 

☐ Geisinger Community Health Services (GCHS) ☒ Geisinger Wyoming Valley Medical Center (GWV) 

☐ Geisinger Encompass Health, LLC ☒ GMC Outpatient Surgery - Woodbine 

☐ Geisinger Endoscopy-Montoursville (a facility of G-HM) ☐ GWV Outpatient Surgery - CenterPoint 

☐ Geisinger-HM Joint Venture (G-HM)
 

☐ Marworth 

☐ Geisinger Healthplex State College Outpatient Surgery and 
Endoscopy Center, a department of Geisinger-Lewistown 
Hospital 

☐ West Shore Advanced Life Support Services, Inc. (WSALS or 
Geisinger EMS) 
 

 

NON-CLINICAL ENTITIES (includes Geisinger business/corporate entities not providing health care services) 

☐ Geisinger Commonwealth School of Medicine (GCSOM) ☐ Geisinger System Services (GSS) 

☐ Geisinger Health (GH or GHF) ☐ GNJ Physicians Group (GNJ) 

☐ Geisinger Health Plan (GHP) ☐ ISS Solutions, Inc. (ISS) 

☐ Geisinger Quality Options, Inc. (GQO) ☐ Keystone Health Information Exchange, Inc. (KeyHIE) 

 

Blood Transfusion Procedure 
 

Transfusion Reaction Process 

PURPOSE 

The purpose of the policy is to provide guidelines for the transfusion of blood/blood products or for when a patient 
experiences a blood transfusion reaction. 

PERSONS AFFECTED 

Blood and blood products shall be administered only by appropriately credentialed staff per the General Information 

Section, paragraph 4: Checking Blood.   

Title:  

 Administration of Blood/Blood Products  
Joint Commission Chapter Section: 

 10.0 Provisions of Care, Treat/Service 

Date ORIGINAL policy was created: 

September 01, 1999 

This policy belongs to:  

Laboratory Medicine 

Committee/Council Approval(s): 

  System Nursing Policy Council 
Date of COMMITTEE Approval(s): 

November 7, 2023 
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These individuals shall have completed the GOALS course of study in orientation on the administration of blood and 
blood products prior to initiating therapy.  A performance competency will be completed during clinical staff orientation 
and documentation of competency is maintained by unit leadership.  

POLICY  

It is policy to ensure safe and accurate administration of blood/ blood products and provide a consistent process for 

addressing a transfusion reaction. 

DEFINITIONS 

Independent Double Check - A procedure in which two authorized personnel independently and separately check each 

component of prescribing, dispensing, and verifying the blood/blood product before administering to the patient. 

RESPONSIBILITIES 

It is the responsibility of all personnel administering the blood or blood product to follow hospital policy for patient 

identification and transfusion administration. 

EQUIPMENT/SUPPLIES 

1. Unit of blood or blood product, as ordered 
2. Administration set 
3. Intravenous access 
4. Gloves  
5. Protective eyewear/glasses or goggles where aerosolization or splashing of blood or body fluids is likely to occur. 
6. Gowns- should be worn during procedures that are likely to generate splashes or blood body fluids. 

BLOOD TRANSFUSION PROCEDURE 

PROCEDURE   

General Information 

1. Ordering human blood and blood components: 

a. EPIC – A provider will place the order using the Blood Transfusion order set.  

i. If components are required, the provider can choose the specific components and indicate: 

1. Special needs 

2. Indication for transfusion 

b. Paper/Downtime – The “Request for Laboratory Studies-Blood Bank” (Form # A-480-481-F) is filled out 

by the person transcribing the order. 

2. Compatibility 

a. Blood bank testing for blood product transfusion 

i. A validated electronic identification verification allows for Type and Screen and confirmatory 

ABORh to be performed on a single specimen. 
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ii. In the absence of such an electronic system, there must be a historical blood type on record in 

addition to a current Type and Screen, or else a second sample must be drawn by a different 

individual and/or at least 5 minutes after the first specimen. 

b. Frozen plasma should be ABO compatible, except in an emergency release, when group A plasma is 

acceptable.  As a cell free product, frozen plasma can be given without regard to Rh group. Compatibility 

testing is not necessary. 

c. Rh compatibility 

i. Blood bank will issue most appropriate products based on patient sex, age and product 

availability. 

ii. i. In emergency transfusion situations, Rh compatibility is irrelevant, and the Blood Bank will 

issue the most appropriate available products for resuscitation.  

iii. In routine transfusions, pRBC and Platelets should be Rh-compatible for Females under 50 years 

of age.       

iv. ii. Rh-neg Females under 50 who receive only Rh+ platelets should be offered RhIg (e.g., 

RhoGam) 

3. Only appropriately credentialed staff, per paragraph 4- Checking Blood, may hand the following blood 

components: 

a. Whole Blood or red cells 

b. Plasma 

c. Platelets 

d. Cryoprecipitate 

e. Albumin 

f. Granulocytes 

4. Checking Blood 

a. The following personnel are authorized to administer blood:  RNs, Perfusionists, CRNAs, PA-C, Apheresis 

Techs, Critical Care Paramedics and Physicians. 

b. The following personnel may be the independent double check and sign off in the electronic health 

record or on the product chart copy: RN’s & LPN's, Perfusionists, Perfusion Assistants, Anesthesia Techs, 

CRNAs, PA-C, Apheresis Technologists, Rad techs, Critical Care Paramedics, Virtual ICU RN & Virtual 

Registered Nurses. 

c. Personnel administering blood or performing the independent double check will complete an annual 

review of the Blood Administration Policy and GOALS course.  

d. Apheresis plasma- Plasma used during Plasmapheresis Treatments (GMC and GWV only) will only 

require a single person sign-off by the Apheresis RN/Apheresis Technologist with the computer being 

the second check.  This applies to plasma products ONLY.  The Apheresis RN/Apheresis Technologist 

signing off on the Plasma must be the individual hanging the plasma product.  All other blood/blood 

products will follow the dual person sign-off per this policy. 

5. Normal saline should be ordered prior to, or, for alternate use with a blood transfusion (ADULTS ONLY). Only 

NSS can be mixed with blood to reduce viscosity.  Other solutions intended for IV use may be used in an 

administration set or added to blood or components under either of the following conditions. 

a. They have been approved for this use by the FDA. 
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b. There is documentation available to show that the addition to the component involved is safe and 

efficacious (Refer to Documentation). 

c. A saline lock may also be used to infuse the blood/blood product.  Choose appropriate size catheter to 

match patient size and prescribed therapy ensuring blood is transfused in the 4-hour time period.  

i. Use a large-gauge catheter when rapid transfusion is required (e.g., 18- to 20-gauge). 

ii. Transfuse red blood cells (RBCs) at a slower rate when using small-gauge catheters; the pressure 

with rapid transfusion via a small-gauge catheter may cause hemolysis. 

6. Nurses must never add medications to blood. (The perfusionist may add heparin based on a provider order). 

7. Blood administration sets 

a. Are good for a maximum of 2 units and a total of 4 consecutive hours unless otherwise specified by the 

tubing manufacturer.  

b. If blood administration tubing is infusing through a lower Y site on a primary IV tubing, the primary 

tubing must be changed within 4 hours of the start of the infusion. 

c. NICU- A platelet filter is used for all blood products. Albumin is drawn up with a filter needle. All 

products are given via syringe infusion pump. 

8. Micro aggregate filters may be used with a provider’s order. 

9. RBC, plasma, platelets, and whole blood should be infused via infusion pump unless in emergency situation.  

a. Platelets need agitated every 15 minutes to maintain uniformity of the platelet infusion. 

b. A pump must be used if infusing through a PICC or central line. 

c. A PICC cannot be used in NICU for transfusions. 

10. Warming blood 

a. Only use FDA approved blood warming coils or blood/fluid warmers. 

i. Do not warm blood on radiators, in microwave ovens or any other warming devices other than 

approved warming coils or blood fluid warmers. 

b. How to obtain blood warmers: 

i. GMC- request through EPIC Grand Central  

ii. GWV- dispensed through blood bank with product as needed 

iii. GBH- obtained from cabinets in PACU or from nursing supervisor after hours.  

iv. GCMC- warmers are available from the ICU or ED. 

v. GLH- obtained from the OR. 

11. DO NOT transport patients with blood products actively transfusing unless clinically indicated, such as in an 

emergent situation. 

a. If patient must be transported, a full set of vital signs should be completed and documented and an 

RN must accompany them and sign over responsibility to an RN or MD, notifying the receiving RN or 

MD as to when the next set of vital signs is due.  

b. The receiving RN or Anesthesia will complete documentation of the transfusion. 

12. Blood tags must remain attached to the unit throughout the transfusion. 

a. If a patient presents as a transfer/admission via air or ground with a blood product being transfused, the 

blood tag with that unit must go in the hospital chart. If the patient is transferred with a blood product 

that has NOT started transfusing, that unit must be sent to the blood bank. 

Essential Steps in Procedure 
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1. Verify Transfusion order. 

2. Verify provider and patient signature on either: 

a. Permission and Consent for Surgery or Procedures (#A-370-011-DMR). 

b. Blood Transfusion Consent / Refusal for non-emergent Transfusion (#A-370-082-FMR). 

3. Verify blood is available in the blood bank. 

a. EPIC will be utilized to check for blood availability. In EPIC, a banner will appear across the patient screen 

stating the patient has blood products ready in the blood bank. Refer to the Blood Product Notification 

Policy in attachments. 

4. Inform patient/family of need for transfusion. Verify that patient/family verbalized their understanding of the 

need for the transfusion. 

5. Verify that IV access is present and patent without signs of phlebitis or infiltration.  

a. Transfusion should be given intravenously. Rare exceptions can be made for intra-arterial access in NICU 

patients.  

b. Transfusions may be given through an intraosseous line, peripheral IV sites, peripheral or central 

catheters, and implanted port devices.  Refer to IV Therapy General Information 10.01.01 for more 

detail.  

6. Obtain a full set of vital signs prior to obtaining blood (i.e. temperature, blood pressure, respiratory rate, pulse, 

pulse oximetry, if available). 

7. Only after steps 1 -6 have been completed, obtain blood from blood bank.  Refer to the Blood Retrieval Policy in 

attachments. 

a. EPIC - Personnel are required to bring the EPIC ‘Transfuse Order’ to the Blood Bank. 

b. Paper/Down Time- Bring copy of ‘Blood Bank - Product Request’ (Form# A-480-119-F)  

c. Nursing will ensure appropriate staff retrieves the blood from the blood bank. 

d. BLOOD MUST NEVER BE PLACED IN NON-BLOOD BANK REFRIGERATORS.  

e. Transfusion of any blood product should start as soon as possible after obtaining it.  

i.  If there is an unexpected delay, return product to Blood Bank immediately.  PRBC must have a 

temperature between 1 - 10 degrees Celsius to be safe for reissue and 10 degrees Celsius can be 

exceeded in as little as 20 minutes. 

f. Emergency transfusions will be exempt from the 'Blood Bank - Product Request' 

8. Once blood arrives to unit, identify patient using two unique identifiers. 

9. Two credentialed staff members will complete independent double check separately at the patient’s bedside. 

a. The following is checked: 

i. Patient's name and patient ID (medical record number) on the ID band against product 

chart copy. 

ii. Unit number on product chart copy with unit number on blood product label (Donor's number 

on product chart copy and bag). 

iii. Specific component on blood product label and on product chart copy form, 

e.g. packed red blood cells or platelets, in addition to any special needs (unit attributes) 

on the product chart copy and blood product label 

iv. Blood type of unit on blood product label and on product chart copy and blood type of patient 

on product chart copy.   

v. Blood product expiration date on product chart copy and on blood product label. 
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vi. All items "i" through "v" must match completely, with the exception that patient blood type 

does not always have to be identical to blood type of product.  Otherwise, if there are any 

discrepancies, DO NOT HANG BLOOD and notify physician immediately.  If physician does not 

arrive within 10 minutes, return blood to Blood Bank.  All blood components not transfused 

must be returned to Blood Bank no matter how long the component has been out of Blood 

Bank. 

1. EXCEPTION: Blood in a cooler in the OR may travel with an unstable patient to the 

receiving floor (usually ICU). Be aware of the 12-hour limit on the coolers for later return 

to blood bank if unused. 

vii. Also check the product chart copy for crossmatch compatibility.  Per Blood Bank policy, a 

pathologist is notified by Blood Bank staff when crossmatch is incompatible.  The pathologist is 

responsible for notifying the ordering provider of the risks and benefits of transfusing the 

incompatible unit(s).  

b. Blood that is typed and crossmatched to the Emergency Department (ED) identifier (Trauma#/Alert 

number) must be checked with the recipient's ED identifier bracelet.  This blood will be available for 72 

hours after sample is collected.  Refer to Patient Identification System Policy in attachments.  

i. The following must be checked: 

1. Patient's ED identifier and the ED identifier on the product chart copy. 

2. Follow steps 2-5 in the METHOD section above. 

ii. REMINDER:  

1. For the length of hospital stay, 2 ED/Trauma band identifier bracelets (one on wrist and 

one on ankle) must remain on the patient. 

2. The ED identifier (white band medical record number) can be used to request blood if 

blood is needed emergently. 

c. EPIC documentation process 

i. The order on the Blood Administration flowsheet that you are documenting the transfusion 

against must have the same unit number as the unit you have in your hand.   

ii. The unit number is barcode scanned into the flowsheet when initiating verification checks and 

must match the unit number on the blood component you are transfusing without discrepancy. 

1. Select the Rate Row to open the product administration window. 

2. Scan the patient ID band, the Blood Product Unit Number and the Blood Product Unit 

Code 

3. Select the Product Name. 

4. Action defaults to new bag. 

5. Enter "Rate" and click "Accept" (initial rate 50-75ml/hr x 15 min.) 

6. if matching is complete, a green thumbs up sign displays to indicate the unit matches for 

this patient. 

d. Downtime Documentation Process: 

1. Verify informed consent and initial. 

2. Signature and title (on hanging of blood products) by two qualified individuals  

a. In the absence of an electronic identification system such as during EPIC or 

barcode scanning downtime, or if the barcode on the blood product or patient’s 
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name band will not scan, the two qualified individuals must be physically 

present at the patient’s bedside. Virtual ICU Registered nurse and Virtual RNs 

may not perform the independent double check during and EPIC or barcode 

scanning downtime. 

3. Time/date transfusion started and ended 

4. Reaction (yes or no) 

5. Amount transfused 

6. Initials verifying 15-minute vital checks was completed. 

ii. Administration documentation started on paper (OR, ED, LifeFlight), must be completed on 

paper.  

1.  The product chart copy is placed on the transfusion medicine product chart copy form 

in the patient chart.        

e. EMERGENT TRANSFUSION 

i. For transfusions requiring un-crossmatched blood, check emergent transfusion section of the 

blood tag. For un-crossmatched transfusions, this is the only information required. 

ii. The individual transfusing the blood signs the emergent transfusion section on the blood tag. 

Refer to Emergent blood tag example in attachments. 

iii. This is the minimal information required for un-crossmatched transfusions on the blood tag to 

be retained in patient’s chart. 

10. Prepare blood using appropriate PPE. Gloves must be worn while administering blood products. 

a. Prime blood administration set with Normal Saline using infusion pump before spiking blood bag. 

(Adults only) 

b. Ensure filter in administration set is completely covered to prevent air in tubing. 

c. Administer blood starting at 50-75mL/hr for the 1st 15 min (adults only), then adjust the rate to infuse 

over ordered time or within 4-hour window.  

i. If blood is not completed within the 4-hour window, stop transfusion, discard the bag with the 

remaining component and notify provider. 

d. Platelets should be given via an infusion pump unless in an emergent, life-threatening condition.  

e. General infusion rate guidelines: 

i. For stable, non-hemorrhaging patient infuse over 3-4 hours. 

ii. For acute patients, infuse over 1-2 hours. 

iii. Maximum allowable infusion rate for non-exsanguinating patients is 250mL/hr.  

iv. In cases of massive transfusion, blood may be administered as rapidly as clinically necessary and 

achievable. 

11. Staff are encouraged to stay with patient for first 15 minutes.  

12. Obtain full set of vital signs: 

i. 15 minutes after start of transfusion 

ii. Every hour of transfusion 

iii. At completion of transfusion 

13. Observe for signs of transfusion reaction throughout transfusion. See chart below. 

a. If signs of reaction are present, follow process defined in Blood Transfusion Reaction section below. 
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b. If a reaction occurs, have ordering provider or floor team order Suspected Transfusion Reaction in Epic 

and return blood bag and administration set to the Blood Bank. 

i. If the provider refuses to order the transfusion reaction workup, and staff are concerned for a 

reaction, please contact the Pathologist on service for peer-to-peer follow-up. 

14. If transfusion in not infusing well, check for the following: 

a. Tourniquet in place 

b. Check IV site for complications, restart if necessary. 

c. Tubing kinked 

d. Clamp adjustment too tight.  Open clamp and readjust. 

e. Blood bag height inadequate 

f. Size of IV device lumen, if inadequate gauge, restart 

g. Occlusion of cannula or needle against wall of vein, lift hub and stabilize with 2 x 2 gauze dressing. 

h. Unsatisfactory position of extremity 

i. Occlusion of filter, change filter and tubing 

15. When prescribed amount has been infused:  

a. Document full set of vital signs 

b. Document STOP action and volume given in EPIC to complete the transaction. 

i. Downtime – Document end time on blood tag  

c. Remove blood tubing and flush saline lock with prescribed amount of NSS or reconnect ordered primary 

infusion.  

d. The blood bag is discarded on the patient unit in red isolation bags. 

e. Discontinue IV cannula if ordered. 

f. If PICC catheter was used for infusion, flush with prescribed amount of saline flush solution using (2)    

10 ml syringes. 

g. If an implanted port is used to be de-accessed after the blood transfusion, first flush with prescribed 

amount of saline, then flush with heparin flush solution (100 units/ml) unless otherwise ordered by the 

provider. 

16. Document 

a. If the patient is to be discharged post transfusion, vital signs (TPR and BP) must be completed within 15 

minutes before discharge or 15 minutes after transfusion is completed and documented on appropriate 

nursing flow sheet.  The patient must be stable and exhibit no signs and symptoms of a transfusion 

reaction. 

b. If patient receives a blood transfusion during this admission "Blood Component Transfusion Instruction" 

should be given to patient/family prior to or during discharge.  

c. LPNs may not discontinue blood transfusions. 

 

TRANSFUSION REACTION PROCESS 

Transfusion of blood and components is ordinarily a safe and effective way of temporarily correcting 
hematologic deficits, but untoward results do occur.  The time between suspicion of a transfusion reaction and 
investigation and initiation of appropriate therapy should be as short as possible. Responsibility for recognizing a 
reaction rests with the Transfusionist.  The presenting events of fever (1⁰C rise) and chills may be the same for life-



Policy  

Administration of Blood/Blood Products 
 Page 9 of 12 

Policy versions prior to May 15, 2019, may be requested by contacting Geisinger Quality & Safety. 
Geisinger’s policies, procedures, guidelines, and protocols are CONFIDENTIAL PROPRIETARY information, which are not to be disclosed outside the Geisinger system. 

template version 22.03 (08/31/2022) 

threatening hemolytic reactions and less serious febrile or allergic reactions.  Adverse symptoms or physical signs 
occurring during transfusion of blood or its components should be considered a life-threatening reaction.  With all 
possible transfusion reactions, the nurse must notify the blood blank even if the physician continues the 
transfusion.  Febrile and allergic events may occur up to 4-hour post-transfusion for possible transfusion 
reaction. Dyspnea may occur up to 6 hours post-transfusion for possible TRALI or TACO. Related symptoms may 
occur up to 24 hours post transfusion for acute hemolytic transfusion reaction. Hypotensive transfusion reaction 
may occur up to 1-hour post-transfusion. 
 

 

Transfusion reaction Clinical presentation 

Transfusion related Acute lung injury Within 2 to 6hrs of start of transfusion 

Shortness of breath, work of breathing 

Coughing 

Tachypnea, hypoxemia 

Tachycardia 

Hypotension 

Fever 

Bilateral pulmonary infiltrates 

Transfusion associated circulatory overload Within 6 hours of end of transfusion 

Shortness of breath, chest tightness 

Cough 

Headache 

Tachypnea 

Tachycardia 

Hypotension 

Signs of volume overload: jugular venous distension, cardiac S3, 

Pulmonary edema 

Acute hemolytic transfusion reaction Within 24 hrs. after transfusion 

Fever 

Chills, rigors 

Apprehensiveness 

Pain in lower back, flanks, chest, along infusion vein 

Hypotension 

Bleeding 

Hemoglobinuria 

Renal failure 

Sepsis Fever, chills, sweats 

Warm or clammy skin 

Vomiting 

Rash 

Tachycardia, tachypnea 

Hypothermia 

Delayed hemolytic transfusion reaction Fever, chills 
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Jaundice 

Malaise 

Back pain 

Unexpected anemia, usually within first two weeks after transfusion (up to 4 weeks) 

Febrile non-hemolytic transfusion reaction Onset up to 4 hours after transfusion 

Fever 

Chills, rigors, malaise 

Headache 

Nausea/ vomiting 

Increase in diastolic BP 

Allergic transfusion reaction Within 4 hrs. after transfusion 

Urticarial rash 

Pruritus 

Nausea, vomiting 

Diarrhea, abdominal cramps 

Anxiety 

Hypotension (less common) 

Dyspnea (less common) 

Anaphylactic transfusion reaction Immediate respiratory distress (seconds to minutes) 

Upper airway edema/obstruction 

Lower airway signs and symptoms (bronchospasm, wheezing, retractions, SOB) 

Loss of consciousness 

Vomiting 

Hypotension, weak pulses, with ultimately circulatory collapse 

 

General Information 

1. Document "stop transfusion" in Blood Administration flowsheet if suspected reaction occurs. 

2. The provider may choose to continue the transfusion.  

3. The Patient Blood Management Committee requests all possible transfusion reactions be reported and worked 

up by the Blood Bank. 

4. If the patient develops urticaria and the physician decides to continue the transfusion, a transfusion reaction 

work up needs to be ordered. 

a. If the provider refuses to order the transfusion reaction workup, and staff are concerned for a reaction, 

please contact the Pathologist on service for peer-to-peer follow-up. 

5. If blood is s  the 

provider of thirty minutes or longer, the blood, tubing, and saline should be returned to Blood Bank.  

a. If waiting longer than 10 minutes for provider orders notify blood bank and proceed with orders from 

the Blood Bank.  

6. Whenever a transfusion reaction is called to the Blood Bank, the unit of blood/tubing and appropriate 

documentation must be returned to the Blood Bank along with a post transfusion blood sample. 

 

Equipment/Supplies: 
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1. Blood Bag - Blood tubing 

2. IV Solution 

3. Blood Transfusion Reaction Form (Paper/Downtime) A-480-044 FMR  

4. Blood Administration Record (Paper/Downtime) 

 

Nursing Interventions 

1. Stop the transfusion 

2. Keep the vein open with KVO of NSS  

a. NICU - Cap and flush port 

3. Recheck patient's identification with blood product.  Bedside clerical checks of all forms, labels and patient 

identification are required to verify the correctness of the unit and the intended recipient. 

4. Notify the physician immediately.  Blood may or may not be discontinued. 

5. Monitor vital signs every 15 minutes or more frequently if indicated based on presenting symptoms. 

6. The nurse will initiate a transfusion reaction work up if signs and symptoms develop after the transfusion is 

started.  

7. Place protocol orders for transfusion reaction. 

a. Click on "Order Sets" 

b. Search for order set and enter 4539. 

c. Collect blood specimen. 

d. Nursing/Lab/Medication orders are pre-selected by default. 

e. Sign order 

f. Select "Blood Reaction" from table of contents. 

g. Complete Blood Transfusion Reaction group. 

h. Print report by going to summary activity. 

  

DOCUMENTATION 

1. EPIC:   

a. Fill out the Blood Transfusion Reaction Flowsheet Group.  Once this information is filled out, go to the 

Patient Summary Activity and select the Blood Reaction Report (INPATIENT ONLY).   

b. Print the report and send to the Blood Bank with remaining blood product and tubing.  (To Print form:   

Patient Summary>Report>IP Blood Transfusion Reaction>Print) 

2. Paper/Downtime:   

a. Immediately notify the Blood Bank and complete the Hospital Report of Transfusion Reaction form.   

b. The original must be submitted to the Blood bank if a transfusion reaction has occurred.   

c. Make a copy for the patient chart. 

3. Complete MIDAS report.   

ATTACHMENTS 

Blood Product Notification Policy 

Blood Retrieval Policy 

Emergent Transfusion Tag Example 

Hospital Report of Transfusion Reaction- Downtime Form 
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☐ This Policy contains one or more PROCEDURES outlining the methods and applicability of this Policy. 

This policy applies to the following Geisinger Entities:  

CLINICAL ENTITIES (includes Geisinger entities providing health care services, i.e., hospitals, group practices, clinics) 

☒ Community Medical Center (CMC or GCMC) ☒ Geisinger Lewistown Hospital (GLH) 

☐ Endoscopy Center of Geisinger Lewistown Hospital ☒ Geisinger Medical Center (GMC) 

☒ Geisinger Bloomsburg Hospital (GBH) ☒ Geisinger Medical Center Muncy (GMCM) 

☐ Geisinger Clinic (GC) ☐ Geisinger Pharmacy, LLC 

☐ Geisinger Community Health Services (GCHS) ☒ Geisinger Wyoming Valley Medical Center (GWV) 

☐ Geisinger Encompass Health, LLC ☐ Geisinger Surgery Center – Highland Park (OSHP) 

☐ Geisinger Endoscopy-Montoursville (a facility of G-HM) ☐ GMC Outpatient Surgery - Woodbine 

☐ Geisinger-HM Joint Venture (G-HM) ☐ GWV Outpatient Surgery - CenterPoint 
 

☐ Geisinger Healthplex State College Outpatient Surgery and 
Endoscopy Center, a department of Geisinger-Lewistown 
Hospital

 

☐ Marworth 

☒ Geisinger Jersey Shore Hospital (GJSH) ☐ West Shore Advanced Life Support Services, Inc. (WSALS or 
Geisinger EMS) 

 

NON-CLINICAL ENTITIES (includes Geisinger business/corporate entities not providing health care services) 

☐ Geisinger Commonwealth School of Medicine (GCSOM) ☐ Geisinger System Services (GSS) 

☐ Geisinger Health (GH or GHF) ☐ GNJ Physicians Group (GNJ) 

☐ Geisinger Health Plan (GHP) ☐ ISS Solutions, Inc. (ISS) 

☐ Geisinger Quality Options, Inc. (GQO) ☐ Keystone Health Information Exchange, Inc. (KeyHIE) 
 

PURPOSE 

The purpose of the MINDS tool is for the management of alcohol withdrawal symptoms in critical care  patients. Patients 
experiencing withdrawal seizures on current admission may require modification of the treatment component at the 
provider’s discretion. 

PERSONS AFFECTED 

Registered Nurses 

Title:  

 Adult Critical Care - MINDS Tool  
Joint Commission Chapter Section: 

 10.0 Provisions of Care, Treat/Service 

Date ORIGINAL policy was created: 

April 05, 2021 

This policy belongs to:  

 System Wide Critical Care Nursing Council  

Committee/Council Approval(s): 

N/A  
Date of COMMITTEE Approval(s): 

N/A 
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POLICY  

The purpose of the MINDS tool is to assess patients who are critically ill, intubated, or unable to answer questions and at 

risk for alcohol withdrawal in the critical care areas. 

 

DEFINITIONS 

MINDS – Minnesota Detoxification Scale 

CAGE - screening questionnaire to id potential problems with alcohol.  

CIWA – Clinical Institute Withdrawal Assessment for Alcohol. 

RESPONSIBILITIES 

On Admission: 

1. Perform a MINDS assessment after obtaining a CAGE score of 2 or more. 
2. Document and notify provider with initial MINDS score. 

Routine Assessment: 

1. Complete a MINDS Tool Assessment as ordered. 

2. Notify the provider of Assessment results as ordered. 

Transfer Assessment: 

1. Prior to transferring a patient to a lower level of care a CIWA-AR Assessment should be performed to 

establish a baseline score prior to leaving critical care area. 

EQUIPMENT/SUPPLIES 

N/A 

PROCEDURE   

1. Nursing will screen patient on admission to assess for risk of alcohol withdrawal using the CAGE Questionnaire: 

a. Have you ever felt you needed to Cut down on your drinking? 

b. Have people Annoyed you by criticizing your drinking 

c. Have you ever felt Guilty about drinking? 

d. Have you ever felt you needed a drink first thing in the morning (Eye-opener) to steady your nerves or to 

get rid of a hangover? 
 

A score of two or more is used as the criteria for the identification of patients who have a potential for 
alcohol withdrawal. 
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2. Perform the MINDS Assessment Tool. 

 
Heavner J et al. Implementation of an ICU-specific alcohol withdrawal syndrome management protocol reduces the need for mechanical ventilation. 

Pharmacotherapy 2018;38(7) 

 
3. Page provider with results or treat as per Provider orders. 

 
4. Frequency of assessment is based on the severity of MINDS score and treatment chosen. Orders will be placed 
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in the patient’s chart by the Provider for MINDS Assessment Frequency. (these orders may include) 
 

MINDS score – Assessment Frequency 

MINDS SCORE Phenobarb + Benzodiazepine Phenobarb + Phenobarb 

Greater than 19 15 minutes* 60 minutes* 

15-19 30 minutes 60 minutes 

5-14 60 minutes 60 minutes 

Less than 5 2 hours** 2 hours** 

*if score is greater than 19 for 3 consecutive assessments despite rescue therapy, NOTIFY PROVIDER 
**if score is less than 5 on 3 consecutive assessments can repeat assessments every 4 hours 
 

ATTACHMENTS 

N/A 

REFERENCES  

Heavner, J., Akgun, K., Heavner, M., Eng, C., Drew, M., Jackson, P., and Honiden, S. (2019). Implementation of an ICU- 
Specific Alcohol Withdrawal Syndrome Management Protocol Reduces the Need for Mechanical Ventilation. 
Pharmacotherapy. doi:10.1002/phar.2127) 
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☒ This Policy contains one or more PROCEDURES outlining the methods and applicability of this Policy. 

This policy applies to the following Geisinger Entities:  

CLINICAL ENTITIES (includes Geisinger entities providing health care services, i.e., hospitals, group practices, clinics) 

☒ Community Medical Center (CMC or GCMC) ☒ Geisinger Lewistown Hospital (GLH) 

☐ Endoscopy Center of Geisinger Lewistown Hospital ☒ Geisinger Medical Center (GMC) 

☒ Geisinger Bloomsburg Hospital (GBH) ☒ Geisinger Medical Center Muncy (GMCM) 

☐ Geisinger Clinic (GC) ☐ Geisinger Pharmacy, LLC 

☐ Geisinger Community Health Services (GCHS) ☒ Geisinger Wyoming Valley Medical Center (GWV) 

☐ Geisinger Encompass Health, LLC ☐ GMC Outpatient Surgery - Woodbine 

☐ Geisinger Endoscopy-Montoursville (a facility of G-HM) ☐ GWV Outpatient Surgery - CenterPoint 

☐ Geisinger-HM Joint Venture (G-HM) ☐ Marworth 

☐ Geisinger Healthplex State College Outpatient Surgery and 
Endoscopy Center, a department of Geisinger-Lewistown 
Hospital

 

☐ West Shore Advanced Life Support Services, Inc. (WSALS or 
Geisinger EMS) 
 

☐ Geisinger Jersey Shore Hospital (GJSH)   

 

NON-CLINICAL ENTITIES (includes Geisinger business/corporate entities not providing health care services) 

☐ Geisinger Commonwealth School of Medicine (GCSOM) ☐ Geisinger System Services (GSS) 

☐ Geisinger Health (GH or GHF) ☐ GNJ Physicians Group (GNJ) 

☐ Geisinger Health Plan (GHP) ☐ ISS Solutions, Inc. (ISS) 

☐ Geisinger Quality Options, Inc. (GQO) ☐ Keystone Health Information Exchange, Inc. (KeyHIE) 

PURPOSE 

The purpose of this Adult Hypoglycemia Treatment policy is to provide a hypoglycemia treatment protocol for patients in 
an acute care setting when there are no pre-existing orders documented. This also enables the nurse to recognize signs, 
symptoms, and common causes of hypoglycemia, and to provide treatment based upon signs, symptoms and/or glucose 
levels. This protocol empowers the nurse to care for his/her patient and start treatment for hypoglycemia to support 
patient safety. 

PERSONS AFFECTED 

Registered Nurse (RN), Licensed Practical Nurse (LPN), Graduate Nurse (GN), Providers, other members of the 

healthcare team in direct contact with patients. 

3/15/2022Title:  

Adult Hypoglycemia Treatment Protocol 
Joint Commission Chapter Section: 

 10.0 Provisions of Care, Treat/Service 

Date ORIGINAL policy was created: 

10/19/2017 

This policy belongs to:  

System Policy Nursing Council 

Committee/Council Approval(s): 

System Pharmacy & Therapeutics Committee System  
Nutrition Committee 
Clinical Leadership Council 

Date of COMMITTEE Approval(s): 

11/16/2023, 11/16/2023 
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POLICY  

 The nurse may treat the patient with symptoms or signs of hypoglycemia.  

 The nurse will be prepared to administer medications as detailed in this protocol based upon the treatment levels.  

 The nurse will notify the provider promptly of all hypoglycemia events, interventions, treatment outcomes, and 

inform provider of protocol as indicated.  

 The nurse will enter the hypoglycemia order set per protocol, for subsequent co-signature by the attending 

physician. 

DEFINITIONS 

Adult: Patient age 16 and over  

ADA: American Diabetes Association  

NPO: Nothing by mouth/orally  

Hypoglycemia: Low blood glucose or low blood sugar. Occurs when a patient's blood glucose level drops below normal 

levels, defined as a blood glucose less than 70 mg/dl and/or symptoms of hypoglycemia. ADA defines clinically significant 

hypoglycemia as blood glucose less than 54 mg/dL. 

Hypoglycemia Unawareness: Patients with longstanding Type 1 and Type 2 diabetes may have a syndrome known as 
hypoglycemia unawareness. Patients may experience repeated episodes of hypoglycemia without visible signs and 
symptoms. Patients need to be evaluated and treated immediately. Nurses should have a high level of suspicion for 
hypoglycemia in such patients and perform point of care testing when in doubt.  
 

Signs and symptoms: Hypoglycemia may include one or more of the following and vary from patient to patient: 

 ightheadedness  
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 sleep  

 

 
 tongue  

 
 

 
 

 
 

 
 

 
High Risk Patients:  

 Patients with diabetes on multiple doses of insulin or insulin secretagogues (glyburide, glimepiride, glipizide, -
glinides)  

 Patients with renal, liver, or pancreatic disease  

 Patients of advanced age  

 Patients who have recently started on incretin mimetics  
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Common risks for hypoglycemia 
 

 NPO/refusing meals/meals 
delayed for testing/change 
in nutritional status 

 Multiple daily 
injections/different insulin  

 

 Mismatch in timing, amount, 
or type of insulin and 
carbohydrates intake  

 Dose or time errors with oral 
hypoglycemia agent  

 

 Delayed gastric emptying 
(gastroparesis)  

 

 Near normal glycosylated 
Hemoglobin levels or history 
of frequent hypoglycemic 
events  

 Adjustment of steroid dosing  
 

 Different disease states 
including renal failure and 
liver disease  

 Hypoglycemia unawareness  
 

 Vigorous exercise  
 

 Alcohol use/abuse  
 

 Malnutrition  
 

 

Carbohydrates: 
  
One of the three nutrients in food that provides calories. It is the main nutrient that affects blood glucose levels. 
Carbohydrates are broken down into blood sugar within 1.5 - 2 hours after consumption. Simple sugars are used in the 
treatment of hypoglycemia.  
 
 
Examples of carbohydrates that contain 15 grams:     

 
 1 tube of glucose gel (preferred)  

 4 glucose tablets     

 4 oz. apple juice  

 3 graham cracker squares  
 
Examples of carbohydrates that contain 30 grams:  

 2 tubes of glucose gel (preferred)  

 8 oz. apple juice  

 4 oz. apple juice and 3 graham cracker squares  

 8 oz. skim milk and 3 graham cracker squares  
 

Glucose Gel: If treating with glucose gel, insert entire tube of gel into patient’s mouth aiming for the buccal cavity between 

the gum and cheek. Massage gently after administration.                                                        
 

RESPONSIBILITIES 

SPECIAL CONSIDERATIONS:  
Fluid Restrictions: recommend glucose gel or glucose tablets for treatment  
 
Renal Restrictions: recommend glucose gel or glucose tablets for treatment: Avoid orange juice, colas, and milk  
 
Swallowing Precautions where patient needs thickened liquids: if treating with juice or milk, recommend thickener 
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appropriate for liquid viscosity indicated.  
 
Enteral Nutrition (PEG tube or functioning nasogastric tube):  preferred treatment is apple juice.  

J tube:  preferred treatment is IV dextrose per protocol. 

Patient on acarbose (Precose): only use glucose gel to treat hypoglycemia. Treatment with sucrose (juice, jelly, soda, 
sugar) is ineffective 
 

 
TREATMENT APPROACH:  

 Oral Access – Patients that are cooperative, conscious and able to eat and swallow safely. This does not apply to 
the NPO patient (refer to IV ACCESS or NO IV ACCESS treatment approaches).  

 IV Access – Patients who are unable to eat or swallow safely, are NPO, are uncooperative, or are unconscious 
but have a viable and functional IV access.  

 NO IV Access – Patients who are unable to eat or swallow safely, are NPO, are uncooperative, or are 
unconscious, but have no IV access. 
 

EQUIPMENT/SUPPLIES 

 Portable blood glucose meter and testing supplies  

 Simple carbohydrates (see list)  

 Dextrose or Glucagon kit  

 Watch or clock 

PROCEDURE   

Use of this protocol is intended for patients that do not have orders in place for emergency hypoglycemic 

treatment.  

A. Treatment  
 

In the event the patient develops symptoms of hypoglycemia or becomes hypoglycemic, the protocol will be initiated by 
the nurse for treatment. If no physician order for treatment is present, the nurse will place the hypoglycemia protocol order 
set (Hypoglycemia Management Adult Order Set 12684) in the electronic health record and notify the covering provider.  

a. Important – Following these treatment guidelines will assist in preventing overtreatment of the patient during a 
hypoglycemic event  

b. Should a patient exhibit symptoms suggestive of hypoglycemia, the nurses will perform a STAT blood glucose 
using the hospital glucose meter.  

c. Initiate appropriate treatment level based on blood glucose result.  

d. Notify provider of all hypoglycemia events, interventions, and treatment outcomes.  

e. Document into the EHR treatment provided and patient outcomes in the Diabetes/Insulin Management 
Flowsheet, Bedside Glucose Flowsheet, or Nursing Note.  
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B. Treatment Levels  
 

  Treatment Level 1 Treatment level 2 
  Glucose 54-69 mg/dL, or glucose 70-

100 with symptoms.  
If glucose above 100mg/dl with 
symptoms, no treatment, but recheck 
blood glucose in 15 minutes and 
reassess patient for symptoms.  

 

Glucose less than 54 mg/dL 

 

A
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ALERT patient  
 

1. Give 15 grams of simple carbohydrate 
(1 tube of glucose gel [preferred]; 4 
glucose tablets; 4 oz. apple juice; or 3 
graham cracker squares)  
2. Recheck blood glucose in 15 minutes  
3. If hypoglycemia or symptoms 
continue, repeat steps 1 and 2 until 
glucose above 70 mg/dl  
4. Notify provider, discuss any therapy 
adjustments, and document all 
hypoglycemia events, interventions, and 
treatment outcomes  
 

1. Give 30 grams of simple 
carbohydrate (2 tubes of glucose gel 
[preferred]; 8 oz. apple juice; 4 oz 
apple juice & 3 graham cracker 
squares; or 8 ounces skim milk & 3 
graham cracker squares)  
2. Recheck blood glucose in 15 
minutes  
3. If hypoglycemia or symptoms 
continue, repeat steps 1 and 2 until 
glucose above 70 mg/dl  
4. Notify provider, discuss any 
therapy adjustments, and document 
all hypoglycemia events, 
interventions, and treatment 
outcomes  
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IV ACCESS  
 

1. Administer 1/2 ampule Dextrose 50% 
pre-filled syringe (25mL) IV push. 
2. Recheck blood glucose in 15 minutes 
and reassess the patient for symptoms  
3. If hypoglycemia or symptoms 
continue, administer a second dose  
4. Recheck blood glucose in 15 minutes. 
Talk to provider before administering a 
third dose.  
5. Notify provider, discuss any therapy 
adjustments, and document all 
hypoglycemia events, interventions, and 
treatment outcomes  
 
 

1. Administer 1 ampule Dextrose 50% 
pre-filled syringe (50 mL) IV push. 
2. Recheck blood glucose in 15 
minutes and reassess the patient for 
symptoms  
3. If hypoglycemia or symptoms 
continue administer a second dose  
4. Recheck blood glucose in 15 
minutes. Talk to provider before 
administering a third dose.  
5. Notify provider, discuss any 
therapy adjustments, and document 
all hypoglycemia events, 
interventions, and treatment 
outcomes  
 
 

NO IV ACCESS  
 

1. Give glucagon 1mg subcutaneously. 
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2 Recheck blood glucose in 15 minutes and reassess the patient for symptoms 
3. Notify provider, discuss any therapy adjustments, and document all 
hypoglycemia events, interventions, and treatment outcomes 
 
NOTE: Patients who receive Glucagon may become nauseated and vomit. After 
administering glucagon, turn patient's head to the side to prevent aspiration. 
Glucagon is available in automated medication dispensing system 
 

 

SPECIAL SITUATIONS 
 
Insulin Pump 

 
1. Follow hypoglycemia protocol 
2. Suspend the insulin pump until blood glucose is above 
60 mg/dl 
3. If patient has a change in level of consciousness 
(ranging from confusion to coma), remove insulin pump. 
4. Notify physician for subsequent treatment orders and 
reassessment of patients’ ability to safely, self-manage 
insulin pump. 
 

Enteral Nutrition 

 
Patients receiving tube feeds and insulin are placed at a 
high risk for developing hypoglycemia if the feeds are 
stopped or held abruptly. If the feed is stopped/held 
abruptly, notify the provider, and discuss therapy 
adjustments (possible need for dextrose containing 
fluids). Document the event, intervention, and treatment 
outcome. 
 

 
POST TREATMENT INTERVENTIONS  

1. Notify provider of all hypoglycemia events, interventions, treatment outcomes, and educate on protocol as 
indicated. The nurse will enter into the electronic health record (EHR) the hypoglycemia order set per protocol 
(Hypoglycemia Management Adult Order Set 12684) for subsequent co-signature by the attending physician.  

 

2. Advance or revert treatment levels as needed based on repeat blood glucose results.  

 

3. Consider initiating the Rapid Response Team (RRT) if the patient condition warrants (i.e., altered mentation).   

 

4. Check blood glucose in one hour after patient is asymptomatic and blood glucose is stabilized, i.e. above 
70mg/dL. 

DOCUMENTATION 
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Key areas of documentation include:  

A. All nursing assessments and treatment  
a. Blood glucose levels upon initiation and after treatment  

b. Signs and symptoms observed and/or reported by patient  

c. Patient’s response to treatment  
B. Provider notification  

C. Education provided to patient and family  

D. Can be completed via Diabetes/Insulin Management Flowsheet, Bedside Glucose Flowsheet (both found under 
vitals flowsheet section in EPIC) or Nursing Note  

ATTACHMENTS 

 NOVA Glucose Meter Procedure  

 Care of Continuous Subcutaneous Insulin Infusion (Home Insulin Pump) Policy  

 Rapid Response Team Policy 

REFERENCES  

American Diabetes Association Professional Practice Committee, American Diabetes Association Professional Practice 

Committee: 16. diabetes care in the hospital: Standards of medical care in Diabetes—2022. Diabetes Care. 

2022;45(Supplement_1):S244-S253. 

Tracy. F., Manchester. C., Mathiason. M., Wood. J., & Moore, A. (2021). Adherence to a Hypoglycemia Protocol in 

Hospitalized Patients: A Retrospective Analysis. Nursing Research. 70(1). pgs. 15-23. 

doi:10.1097/NNR.000000000000478 
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☒ This Policy contains one or more PROCEDURES outlining the methods and applicability of this Policy. 

This policy applies to the following Geisinger Entities:  

CLINICAL ENTITIES (includes Geisinger entities providing health care services, i.e., hospitals, group practices, clinics) 

☒ Community Medical Center (CMC or GCMC) ☒ Geisinger Lewistown Hospital (GLH) 

☐ Endoscopy Center of Geisinger Lewistown Hospital ☒ Geisinger Medical Center (GMC) 

☒ Geisinger Bloomsburg Hospital (GBH) ☒ Geisinger Medical Center Muncy (GMCM) 

☐ Geisinger Clinic (GC) ☐ Geisinger Pharmacy, LLC 

☐ Geisinger Community Health Services (GCHS) ☒ Geisinger Wyoming Valley Medical Center (GWV) 

☐ Geisinger Encompass Health, LLC ☐ Geisinger Surgery Center – Highland Park (OSHP) 

☐ Geisinger Endoscopy-Montoursville (a facility of G-HM) ☐ GMC Outpatient Surgery - Woodbine 

☐ Geisinger-HM Joint Venture (G-HM) ☐ GWV Outpatient Surgery - CenterPoint 
 

☐ Geisinger Healthplex State College Outpatient Surgery and 
Endoscopy Center, a department of Geisinger-Lewistown 
Hospital

 

☐ Marworth 

☒ Geisinger Jersey Shore Hospital (GJSH) ☐ West Shore Advanced Life Support Services, Inc. (WSALS or 
Geisinger EMS) 

 

NON-CLINICAL ENTITIES (includes Geisinger business/corporate entities not providing health care services) 

☐ Geisinger Commonwealth School of Medicine (GCSOM) ☐ Geisinger System Services (GSS) 

☐ Geisinger Health (GH or GHF) ☐ GNJ Physicians Group (GNJ) 

☐ Geisinger Health Plan (GHP) ☐ ISS Solutions, Inc. (ISS) 

☐ Geisinger Quality Options, Inc. (GQO) ☐ Keystone Health Information Exchange, Inc. (KeyHIE) 

PURPOSE 

To provide general skin cleansing, decrease surface bacteria for all hospitalized patients.   

 

PERSONS AFFECTED 

All nursing staff caring for hospitalized patients.  

Title:  

Bathing of a Hospitalized Patient 
Joint Commission Chapter Section: 

 10.0 Provisions of Care, Treat/Service 

Date ORIGINAL policy was created: 

November 19, 2019 

This policy belongs to:  

System Nursing Policy Council 

Committee/Council Approval(s): 

 System Nursing Policy Council   
Date of COMMITTEE Approval(s): 

December 21, 2023 
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POLICY  

Bathing is a component of personal hygiene.  Depending on age, mental status, mobility, level of cooperation, and 

physical health, patients should be offered or provided appropriate bathing assistance and perineal care at least daily. 

During bathing, the clinician checks the skin for moisture level, turgor, color, temperature, any new or worsening 

irritation or breakdown.   

DEFINITIONS 

Chlorhexidine Gluconate (CHG) – Antibacterial agent used as a solution or impregnated wipes 

Perineal Care – Routine cleaning of the perineal area of the body including the external genitalia and anal area 

Cleanser – CHG compatible bathing products 

RESPONSIBILITIES 

It is the responsibility of the primary nurse to perform or delegate the appropriate bathing method.  

EQUIPMENT/SUPPLIES 

1. Hospital provided CHG compatible cleanser or bathing wipes 

2. CHG compatible lotion 

3. CHG impregnated wipes if patient has a central line/tubes/drains 

4. Surgical clipper if preparing patient for surgery is required.  

PROCEDURE   

Patients will independently, or with assistance, bathe, or shower daily with HOSPTIAL SUPPLIED bathing products that 

are compatible with CHG  as appropriate for their age.  

 

Application of CHG with patients who have central lines/tubes/drains or patients in Critical Care: 

1. Visible debris should be removed prior to use of CHG wipes. 

2. Patients outside of critical care or progressive care areas, greater than 2 months of age, with central venous 

access and/or invasive devices that enter sterile areas will be treatment with 2% CHG wipes daily.  Examples 

include but are not limited to: Nephrostomy tubes, chest tubes, etc. 

3. ALL patients in the critical care areas will be treated with CHG daily. 

4. 2% CHG wipes will be used from the neck down and are not to be used on the face/head. 

a. CHG should not contact eyes, ears, or mouth 

b. CHG wipes should not come in direct contact with open wounds. 

5. Beginning at insertion site, wipe 6 inches on to lines, drains, tubes  with CHG wipe. 

6. Any concerns for adverse reaction to CHG wipes are to be communicated to provider (i.e. Rash, skin 

hypersensitivity)  
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7. For patients who are refusing to complete the full body process, despite adequate counseling and provider 

escalation, the CHG wipes should be utilized in the surrounding vicinity of the line, drain or tube.  

a. For example, if the patient as a left arm PICC, CHG wipes would be used on the entire left arm, left 

axillary area, and left side of torso. 

8. Discontinue use of CHG if irritation, sensitization, or generalized rash develops.  

Patients who are greater than 2 months of age with central lines, invasive devices (Refer to the Pediatric Bathing/CHG 

Treatment policy): 

1. Any patients greater than 2 months of age, with central venous access and/or invasive devices that enter sterile 

areas (examples include but are not limited to:  nephrostomy tubes, chest tubes) will be treated with 2% CHG 

wipes daily. 

a. All visible dirt should be removed with bath/shower prior to use of CHG wipes 

b. 2% CHG wipes will be used from the neck down and will not be used on the face/head 

i. CHG should not come in contact with eyes, ears, or mouth 

ii. CHG wipes should not come in direct contact with dressings, invasive devices, or open wounds 

iii. Beginning at insertion site, wipe 6 inches on to lines, drains, tubes  with CHG wipe. 

2. Any concerns of adverse reaction to CHG wipes are to be communicated to provider (i.e., Rash, skin 

hypersensitivity) 

 

Bathing/surgical clipping in preparation for surgery 

1. Patients scheduled for surgery should be bathed the night before and morning of surgery, unless ordered 

otherwise or contraindicated.  

 GBH – follow physician specific instructions  

2. All surgical preps will be completed in the Perioperative Area or Same Day Surgery except:  

a. First case open heart preps which will be completed on the nursing unit the morning of surgery. 

b. Pediatric surgical preps. 

c. Patients transferred from the nursing unit directly to the Operating Room, bypassing the holding area.  

 At GLH – Surgical preparation is completed on the nursing unit unless specifically ordered 

otherwise  

3. The area to be clipped should be cleaned and dried before and after clipping. 

a. Shave the area indicated for surgery, as ordered. Only remove the hair that interferes with the operative 

site. 

b. Use short, gentle strokes, holding the clipper blade assembly parallel to the patient's skin. 

c. After use, the entire clipper blade assembly is removed and discarded.  

d. The clipper body should be wiped off with an approved disinfectant wipe and allowed appropriate dwell 

time.  

e. If rechargeable, place clipper on base between uses 

4. Any skin abrasion should be reported to the nurse in charge and documented in nurse’s notes. 

5. Preps are bed-line to bed-line unless otherwise stated. 

6. Only prep definite surgical areas (not possible areas). 



Policy  

Bathing of a Hospitalized Patient 
 Page 4 of 4 

Policy versions prior to May 15, 2019, may be requested by contacting Geisinger Quality & Safety. 
Geisinger’s policies, procedures, guidelines, and protocols are CONFIDENTIAL PROPRIETARY information, which are not to be disclosed outside the Geisinger system. 

template version 21.02 (09/01/ 2021)  

7. Orthopedic splints, braces, or traction are not removed, and therefore no prep done, unless specifically ordered 

by the physician. 

8. GMC -When in doubt, contact a perioperative care coordinator or nursing assistant at extension 16981. If 

unavailable, page surgical resident or surgeon. 

 At GLH/GBH – If in doubt, contact surgeon/ordering physician 

DOCUMENTATION* 

Document procedure and skin inspections findings in Nursing flowsheet. If patient refuses any part of process (bath, 

CHG wipe down, etc.), the nurse should document such in nursing notes.  

 

ATTACHMENTS 
CHG Bathing Diagram 

Pediatric Bathing/CHG Treatment policy 

REFERENCES  

N/A 
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☐ This policy is a System-Wide Policy, applicable to ALL entities, locations, services and employees throughout Geisinger. 

☒ This Policy contains one or more PROCEDURES outlining the methods and applicability of this Policy. 

This policy applies to the following Geisinger Entities:  Choose all applicable entities [REQUIRED] 

 Geisinger Wyoming Valley Medical Center (GWV) N/A 

 Community Medical Center (CMC or GCMC) N/A 

 N/A N/A 

PURPOSE [REQUIRED] 

1. To provide guidelines for the admission/transfer/discharge of patients requiring telemetry monitoring based 
on diagnosis. 

 

2. To provide a continuous centralized monitoring area where telemetry technicians would monitor all patients 
and be the primary alarm notification system to the responsible registered nurse. 

PERSONS AFFECTED [REQUIRED] 

This policy applies to: 

Geisinger Community Medical Center 

 Cardiac Telemetry (D8A) 

 D7 EMU 

 D6 A & B 

 D5 Orthopedics  

 D4 A & B 

 D3- Pediatrics (Adult Patients Only) 

 D3 Admissions  

 ED Holds 
 

Geisinger Wyoming Valley Medical Center 

 MS5E (Trauma 5) 

 MS6 East 

 MS6 West 

 MS3 West 

 MS4 West 

 Obstetrics 
 

Geisinger South Wilkes Barre 

 MS3 South 

 MS5 South 

Title: [REQUIRED] 

 Cardiac Telemetry Monitoring Adult Medical/Surgical Patient  
Joint Commission Chapter Section: [REQUIRED] 

 12.0 Nursing 

Date original policy was created: [REQUIRED] 

July 2006 
This policy belongs to: [REQUIRED]  

Nursing 

Committee/Council Approval(s): [OPTIONAL] 

AVP Nursing Services GWV and GCMC; CNO GWV And GCMC   
Date of Approval(s): [OPTIONAL] 

12/2/2019 
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 MS6 South 
 

 

EXCEPTIONS: This policy does not apply to:  

 At Geisinger Community Medical Center and Geisinger Wyoming Valley 
o Pediatric patients at GCMC 
o Special Care Unit patients (GCMC PCU, GWV PCU, GCMC CSCU, GWV CSU, GWV EP, GWV Observation Unit, 

GWV ED, GSWB ED)  
o Intensive Care Unit Patients 

 

DEFINITIONS 

The transmitter is a defibrillation protected device which is carried by the patient in a pocket or pouch that amplifies 
EKG signal and sends it by intranet connection to the Central Monitor Room on Geisinger Community Medical Center D8 
Cardiac Telemetry. Inpatient system alert will be through the use of designated monitor phone on each unit. The I-
phones will be identified by a “red” Telephone Case  

 

POLICY [REQUIRED] 

To promote patient safety by establishing guidelines for prompt treatment of arrhythmias and decrease complications 
associated with undetected rhythm changes. 

  

RESPONSIBILITIES 

1. Remote Telemetry Staff Role/Responsibilities: 

Telemetry Tech role and responsibilities: 

 Under the direction of the D8 Cardiac Telemetry Nurse Manager and/or Clinical Leader and telemetry nurse, the 
telemetry technician supports patient care by continuous cardiac rhythm monitoring, maintaining proper 
functioning of monitoring equipment, maintaining appropriate communication with nursing staff of involved 
departments concerning life threatening dysrhythmias and changes in patient’s cardiac rhythm.  

 Reports to: Nurse Manager Cardiac Telemetry and Clinical Leaders 
 

Daily Responsibilities of Remote Telemetry Control Room Staff: 

 Rhythm strip is obtained on admission to cardiac telemetry, every four hours and if changes occur. Documented 
on the strip is the patient name, room number, bed assignment, and rhythm strip analysis. 

 Lead II and MCL 1 leads are to be utilized. 

 Rhythm strips are filed in the patients’ Epic Medical Record. 

 A Telemetry Log will be maintained for each patient with the rhythm documented at least every four hours. 
 

2. Role of The Remote Telemetry Staff 
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 During the monitoring period, the patient’s nurse or designee notifies the CMR if there is a change in the 
patient’s medical condition or medications which may affect hemo-dynamic status, as well as symptoms the 
patient may report, such as angina, palpitations, dizziness, etc. 

 During routine patient assessments, the nurse checks the telemetry monitoring equipment for correct 
connection and placement of lead wires and electrodes and verifies a rate and rhythm on the telemetry 
transmitter. 

 

Communications: 

 The CMR Tech notifies nursing unit of rhythm changes 

 Patient unit notifies Central Monitor Room: 
      1.   When there are change of cardiac medications 

      2.   When a patient is off the unit and their location 

      3.   When telemetry monitoring is discontinued  

      4.   When a patient is transferred to another unit 

5. With change in patient’s clinical status 
 

Cell Phone Communication System: 

 A designated nurse on each unit will carry a red cell phone and will respond to calls for that department, 
ensuring that all follow up is completed. This red cell phone will be passed on to the on-coming designated 
nurse at the change of shift and changed over to the day phone at 7:30a and the night phone at 7:30p. 

 CMR tech will ensure connection with the nursing units at change of shift, 7:30a, 3:30p, 7:30p, 11:30p every day.  
1. CMR tech will Tiger Text the Tele Nurse role for each unit and get a response. 
2. If no response, then a call to the appropriate shifts red phone will be made. If unable to connect with the 

shifts red phone at change of shift, then the CMR tech will call the next shifts phone.  
3. If still unable to connect call the appropriate nursing supervisor and begin step 1 process.  

 
3. Alarm/Alerting/Notification: 

Appropriate Response to Telemetry Alarms /  

Nursing: 

 Alarm configurations in the CMR are maintained as determined by default settings and modified 
according to specific patient’s rhythm history. (Alarm lights: High-150 Low-50) 

 Alarms are turned on at admission of the patient and remain on for the duration of monitoring. 

 The CMR Technician notifies nursing staff immediately when a patient has a significant event. These checks are 
categorized according to Priority.  

    Red Alarm 

    Yellow Alarm 

    Blue Notification 

 

Red Alarm: Life-threatening. The Telemetry Technician will immediately notify the unit of a life-threatening 
arrhythmia via the red/designated phone and will call an RRT to the appropriate patient room.  (NOTE: this 
policy does not change any of the operational aspects of the Code Blue policy.)   An arrhythmia read-out will be 
noted on the monitor screen. *GSWB - The Telemetry Technician will announce the RRT overhead and repeat 
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the message 3 times. The nursing unit is responsible to notify security and the operator. A monitor strip will run 
automatically and will be analyzed and sent to the Epic Medical Record. 

Priority I arrhythmias include the following: 

 Asystole  

 Ventricular Tachycardia  

 Ventricular Fibrillation 

 Extreme Bradycardia <40 
a. Red alarms cannot be turned off. 
b. Nursing staff will immediately go to the bedside to assess patient condition. 
c. Nursing staff will notify the CMR Technician of patient outcome. 

 

Yellow Alarm:  The Telemetry Technician will notify the appropriate unit immediately of any unusual arrhythmia 
or changes by sending a tiger connect message to the Tele CMR role on the red/designated telephone. A 
monitor strip can be run and analyzed and sent to the Epic Medical Record. An arrhythmia read-out will be 
noted on the monitor screen in Yellow.   

Priority II arrhythmias include the following: 

 

 New Onset A-fib 

 Non-sustained V-Tach 

 Extreme Tachycardia 

 Pause 

 SVT/MAT 
a. Nursing staff will assess patient condition. 
b. Nursing staff will notify the CMR Technician of patient condition via the red telephone to 

clarify the situation. 
c. Determine cause of alarm. 
d. The Nursing Staff will assess the patient and situation and call the physician for further orders. 
e. The CMR Technician will use appropriate cell phone for the patient’s unit.  
f. In the event of system failure of cell phone communication, the Telemetry Technician will 

follow the emergency communication policy.  
 

Blue Alarm:  These alarms consist of events that interfere with the transmission of the telemetry signal, such as 
low battery, leads off, improper lead placement, etc. 

a. Unit staff are notified by tiger connect message to the Tele CMR role of these conditions and 
will troubleshoot the signal transmission problem immediately after notification by the CMR 
Technician of the interruption in signal.  

b. CMR Tech will use escalation algorithm (attached to policy) if issue is not addressed by 
Nursing staff. 

c. Nursing contacts the CMR Technician to verify that adequate signal transmission has been re-
established.  
 

In troubleshooting the “Blue” Alarms, the Nurse or trained NA will: 

  1.   Verify the patients name, room number/bed assignment                                   

  2.   Assess the patient 
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  3.   Check lead wire connections 

  4.   Check electrode placement for secure adhesion 

  5.   Check battery status 

  6.   Call the CMR Technician to be sure the problem was 

                              corrected 

 

The Unit Nurse will notify CMR tech by Tiger Connect message to the GCMC CMR Tech role when: 

1. Telemetry is discontinued 
2. The patient leaves/returns to the unit 
3. The telemetry unit is taken off for any reason and when it is replaced 
4. Medications or treatments may affect the patient’s EKG rhythm. 
5. The patient has an internal device such as: AICD or Pacemaker  
6. The Nurse will notify physician with:   

            Changes in rate and rhythm and /or change in 

assessment of patients’ condition                              

            Occurrence of life-threatening dysrhythmias 

                              Requests for orders to discontinue Telemetry  

                              monitoring                

When the patient is off a designated department and a change occurs requiring notification: 

1. The CMR technician will notify the department where the patient is located at the time (e.g. CT 
Scan). The CMR tech will convey to that department that the patient is in serious condition and Dial-
55 (GCMC) 570-808-6500 (GWV) 570-808-8120 (GSWB) for Rapid Response Team if necessary.     

2. That department staff member will check the patient; notify the patient’s physician if present,  
Dial-55 (GCMC) 808-6500 (GWV) 570-808-8120 (GSWB) for Rapid Response Team if necessary, for 
Rapid Response Team if necessary.  

3. Lethal dysrhythmias: The CMR technician will notify the designated nurse on the patient’s assigned 
department regarding the arrhythmia 

a. The nurse will proceed to the patient’s bedside: 
1. Assess the patient 
2. Confer with the department physician as necessary 
3. Notify the physician 
4. Perform appropriate intervention 
5. Document all findings/ actions in the Epic Medical Record 

When either the CMR or the unit are impacted and unable to visualize the waveforms: 

1. If the CMR is unable to visualize waveforms, the telemetry technician will call the nursing unit 
via tele nurse red phone. 

2. If the nursing unit is unable to visualize waveforms, a call will be made to the CMR. 
3. The respective staff member will also notify ISS / on-call person at 570-808-7737 for all IT GNE 

locations. The call will be dispatched based on where the call is coming from to get ISS 24/7. 
4. The respective staff member will notify the nursing supervisor by calling the supervisor cell 

phone. 
 

 4. Documentation 

 The initial assessment and all reassessments will be in the patients’ Epic Medical record by assigned nurses.  
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 At the time of admission, the beginning of each shift, every four (4) hours, and as necessary related to any 
changes in rhythm, the CMR Technician will analyze and document telemetry monitoring strips and send the 
strips to the patients’ Epic Medical Record. 

 Documentation will include the patient name, room number, bed assignment, date, time, rate, PR interval, QRS 
interval, QT interval interpretation and a full signature.  

 A telemetry log record will be utilized to enter information on all Telemetry patients. This record will be updated 
each shift by the CMR technician on duty. 

5.Transport  

 The provider must decide if the patient is able to travel for testing without cardiac monitoring and if so,             
place an order for same.   

 Transporter must obtain chart of patient being transported, as necessary. 

 Transporter requests “Passport” from responsible RN. “Hand Off” communication from RN to Transporter occurs 
at this time. 

 Before patient is transported off the unit, the transporter/unit staff notifies the CMR that the patient is leaving 
the unit and their destination. 

 At that time, the CMR Technician places a sticker on the monitor as to the patient’s location. 

 When the patient is transported, the telemetry pack and wires travel with the patient at all times, except for 
MRI/MRA where the monitor will be taken off prior to entering the room. 

 When patients are transported off the unit to an area where remote telemetry is not possible or available (i.e. 
signals cannot be received due to infrastructure availability), cardiac monitoring cannot be done by the CMR 
until the patient returns to an area that permits signal transmission. Procedural personnel will provide cardiac 
monitoring according to standards of practice while patients are in those areas. 

 GCMC Patients who are going to the Operating Room or GI Lab should be accompanied by Nursing personnel 
who can retrieve the Telemetry transmitter and lead wires and bring them back to the unit for the patient on 
return.  

 GWV/GSWB patient who are going to a higher level of care, should be accompanied by Nursing personnel to 
destination unit if there is no order stating patient can travel without tele monitoring.  

 Upon returning to the department, the transporter/unit designee will notify the CMR of the patient’s return. 

 Whenever the patient is received by a nursing unit, test area or other department, the nurse staff of the 
receiving area notifies the CMR of the patient’s new location so that they may quickly contact the area if there is 
an issue with the patient’s rhythm. 

 

 

 6. Discharge 

 Each Telemetry order is accompanied by a 48-hour expiring time.  

 Upon order of discharge from telemetry or the hospital, the nurse or designee notifies the CMR Technician of 
discontinuation order.  

 GCMC- Qualified nursing personnel will remove the lead wires and transmitter from the patient and discard the 
electrodes, battery, and pouch, as well as return the telemetry equipment to the Central Monitoring Room on 
Telemetry. 

GWV/GSWB- Qualified nursing personnel will remove the lead wires and transmitter from the patient and 
discard the electrodes, battery, and pouch, as well as return the telemetry equipment to the designated location 
on the unit. 

Discontinuation of Telemetry: 

 GCMC: CMR Tech will Discharge patient from Philips Monitoring system 
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o Clean Transmitters and lead wires with appropriate sanitizer 
o Return transmitter to clean storage area  

 GWV/GSWB: Identified staff on each unit will clean transmitters and return transmitter to the designated 
location on the unit. 

 CMR Tech will complete log on all patients 
 

DISCONTINUATION CRITERIA: 

During IDT meetings, the Nurse Manager/Clinical Leader or Charge Nurse, in collaboration with the Unit 
Hospitalist for that day, will review the patients requiring telemetry monitoring.  Guidelines to be utilized in 
the decision to discontinue telemetry include: 

 Reversal/control of the cardiac condition that prompted the initiation of remote telemetry 

 Cardiac etiology of chest pain ruled out 

 Angina controlled 

 Blood pressure controlled 

 Respiratory status improving 

 Mental status stable 

 No unstable arrhythmia last 24 hours 

 No ischemic ECG changes last 24 hours 

 Hematology values stable last 24 hours and bleeding controlled 

 Absence of excessive drug levels 

 No life-threatening laboratory values (i.e. hypokalemia) 

 Patient or family request no resuscitation (full DNR/DNI)      

EQUIPMENT / SUPPLIES 

Transmitter 

I-phone 

PROCEDURE   

1. Physician Ordering 
 

 The order to place a patient on telemetry monitoring may be given by any physician on staff who is responsible 
for the care of the individual patient. 

 The physician’s order for admission will delineate that the patient be admitted to “Med-Surg”. 

 A separate “Telemetry Monitoring” Order must be placed as well as the Indication for Telemetry Monitoring – 
which includes unstable coronary syndrome, arrhythmia, heart block 2nd or 3rd degree, heart failure, post cardiac 
procedure, stroke/tis/syncope, proarrhythmic drugs/toxins, or “other” which requires a specific comment with 
the indication for Telemetry Monitoring.   

 The telemetry Monitoring order is active for 48 hours, then the provider will receive an alert in Epic to renew the 
Telemetry Monitoring Order as well as the indication.  The alert will fire every 24 hours as long as the patient 
has an active Telemetry Monitoring order. 
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 Telemetry may be ordered for patients requiring monitoring who are not classified as critical.  The physician 
must decide if the patient is able to travel for testing without cardiac monitoring and if so, place an 
order for same.  These patients will be admitted to an aforementioned department. 

Note-Continuous Cardiac monitoring order is not a telemetry order and is only used in the Emergency Department 
and MSICU. 

ADMISSION / INITIATION CRITERIA:  

A. Patient Population Defined: Please see attached table 

 

**NURSING ALERT:  If a patient is required to leave the nursing unit, for an invasive procedure or 
when on an IV antiarrhythmic or vasoactive drug, cardiac monitoring will be continued. 

1. Bed Request  
 Patients are admitted to respective units based on their diagnosis and patient needs through Patient 

Placement, Bed Coordinators or at times through the Nursing Supervisor. 
2. Obtain/Maintain Equipment     

 Equipment and supplies needed: 

 Philips MX40 Telemetry transmitter or Philips TRX tele transmitter 

 Two AA Battery 

 Lead Wire Set 

 Electrodes 

 Returned equipment will be cleaned by the CMR Tech (GCMC) or Nursing Unit personnel (GWV/GSWB) between 
patient use. 

 Damaged or defective equipment, once identified, will be tagged and sent to Clinical Engineering for repair. 

 To assure uninterrupted monitoring, batteries in the telemetry packs of monitored patients must be changed 
every evening/night during 2300 Vital Signs.  

 Telemetry electrodes should be changed at least every 72 hours or sooner if needed to preserve skin integrity. 
 

 Lead Placement: (2 options) 
 

o Angle of Louis Placement (Standard Placement for GCMC only)   
 

*Five-Lead Monitor:  

White electrode (-)          Right shoulder below right second clavicle hollow 

 Black Electrode (-)         Left shoulder below left second clavicular hollow 

 Brown electrode (+)       Right sternal border fourth intercostal space 

Green electrode (REF) Right anterior line below the rib cage 

  Red electrode                  Left anterior axillary line below the rib cage 
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            _____________________________________________ 

 

o EASI Lead Placement (Standard Placement for GWV ONLY) 

            *Five-Electrode Lead System:  

 S / BLACK at upper sternum 

 E / BROWN at level of 5
th

 intercostals space 

                   I / WHITE at right midaxillary line – same level as E 

A / RED at left midaxillary line – same level as E 

 Ground Electrode / GREEN can be placed anywhere 

                   

        To obtain a Derived EKG from Remote Telemetry: 

1.     Click mouse on patient rhythm 
2.     Open patient window 

                                          3.       Click mouse on 12 Lead EKG     

4. Initiate Telemetry 

 The nurse or unit secretary on the patient’s unit is to notify the Cardiac Monitoring Room staff with the patient’s 
name, medical record number, room number, and diagnosis.  
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 Information needs to be provided to the CMR Tech in order to admit patients to system and logbook: 

 Patient Name 

 Patient’s Room Number and Bed location 

 Implanted or Temporary Device, such as pacemaker or AICD  

 Any doctor “call orders” for arrhythmia or rate 

 Patient’s Code Status 

 Patient’s Cardiac History 

 Arrhythmia Medication  
 
CMR Tech will verbally confirm to Nurse:  

 Patient identification (name/room number/bed assignment)  

 Hook up/connection  

 Interpretation of baseline rhythm  

 Nurse will repeat back and verify patient identifiers and baseline rhythm to CMR Tech 
 

GCMC- The CMR Tech will admit the patient into the Philips Monitoring System – assigning them into a sector.  The CMR 
Tech will then assign a transmitter to that sector on the Monitor.  GWV/GSWB- Once the patient arrives to the floor, the 
Registered Nurse/Licensed Practical Nurse will admit the patient into the Philips  

 Monitoring System – assigning them into a sector.  The Registered Nurse/Licensed Practical Nurse will then 
assign a transmitter to that sector on the Monitor.   

 GCMC- The transmitter and supplies are obtained from the CMR by the respective unit’s staff. 
GWV/GSWB- The transmitter and supplies are obtained on the nursing unit 

 Once the patient is placed in the bed, the need for cardiac monitoring and the application process is 
explained to the patient.  

 If cardiac monitoring is already in process, new lead positioning and confirmation of signal via the transmitter – 
checking that the rhythm is clear and that the correct patient name is listed on the transmitter must occur 
before portable monitoring discontinued.   

 Recommended skin preparation 
o Wash skin with soap and water 
o Rinse well to remove all of the soap residue 
o Wipe skin with alcohol swab if skin is oily, exposed to diaphoresis, (if skin integrity is compromised do 

not use alcohol)  
o Rub skin with gauze to increase capillary blood flow and remove skin cells and oil  

Telemetry functions with 5 leads:  
White - Right arm (RA) is placed in the infraclavicular fossa close to the right shoulder   
Black - Left arm (LA) is placed in the infraclavicular fossa close to the left shoulder  
Red - Left Leg (LL) is placed below the rib cage on the left upper quadrant of the abdomen   
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 Green – Right Leg (RL) is placed below the rib cage on the right upper quadrant of the abdomen   
Brown- (V1) is placed below the rib cage in between (RL) and the xiphoid process  

 If the patient has a permanent pace maker:  
Check that the monitor settings are set to ‘paced’, if it is not picking up the pacing spikes then move the RA 
electrode down to the 5th intercostal space and the LL electrode is moved up to the 5th intercostal space 

 
Lead placement should follow the manufacturer’s diagram on the transmitter face.  

 Two AA batteries are inserted in the telemetry monitor which can be placed in a disposable pouch 
which is worn outside the patients’ gown or in the middle pocket of the patient’s gown.    

 Once the pack is placed, the nurse must assure the patient’s cardiac rate and rhythm are clear on the 
transmitter screen – again ensuring that the correct patient’s name is on the transmitter. 

 Patients are to be instructed not to take a shower with their telemetry unit on. 
 

5. Assessment: 

At the beginning of each shift and as needed, the registered nurse assesses the following: 

 Correct Lead Placement 

 Vital signs, including an apical heartbeat 

 Monitor on and functioning (alarms on and audible) 

 Verification of rhythm with CMR Technician or Physician 
6. Staffing: 

 CMR Technicians will be assigned to watch the monitors 24/7 

 If a CMR Technician is not scheduled, any qualified person who has successfully passed a basic 
electrocardiogram (ECG) test may be assigned to monitor the Cardiac Telemetry patients. 

 A Registered Nurse on shift may rotate to this position. 

 The CMR Tech or Nurse assigned to monitor cardiac telemetry patients may not leave the monitors 
unattended at any time. Coverage will be provided for breaks and lunch. 

Telemetry Issue Communication and Escalation Process: 

 

1. If an issue with the telemetry equipment is identified by any clinical staff, clinical staff will call ISS (using the 

normal urgent request dispatch process at 866-755-7814) and notify the nursing supervisor for the specific 

campus. ISS will notify the CMR to determine CMR involvement.  If the CMR is impacted, the CMR will notify both 

GCMC and GWV nursing supervisors via Tiger Connect of the CMR impact if any. Then ISS will communicate back 

to IT, the CMR, and others in ISS with any updates and resolution. 
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2. If an issue with the telemetry equipment is identified by the CMR, CMR staff will call ISS (using the normal urgent 

request dispatch process at 866-755-7814) and specify which location is impacted so the dispatcher will include 

the correct ISS personnel, then the CMR should make a call to the GCMC nursing supervisor to provide any 

additional details.  ISS will then communicate back to IT with updates and resolution, the CMR with any 

additional details and others in ISS when appropriate.    

3. If an issue with the telemetry equipment is identified by ISS, ISS will notify both IT, the CMR of the problem and 

when appropriate notify others in ISS. Then ISS will communicate back with updates and resolution to IT and the 

CMR with any additional details.    

4. If an issue with the telemetry equipment is identified by IT, IT will notify ISS (using the normal urgent request 

dispatch process at 866-755-7814), ISS will then notify the CMR and when appropriate notify others in ISS. Then 

ISS will communicate back to IT with updates and resolution and the CMR with any additional details.    

5. Communication can be completed via Tiger Connect if Tiger Connect is not impacted. The GCMC CMR Tech 1, 2, 3 

or 4 roles can be used for communication with the CMR. 

6. Identify a clinical, biomed and IT point person to ensure all areas are informed.  

7. The GNE Cardiac Monitor Broadcast List should be used for mass communication, message initiated by ISS.  

o Example of information to include:  

 That we’re down and what is down.  

 Who is involved?  

 IT or ISS working on the issue.  

 Then follow up as things start to come up. 

 Complete resolution of issue. 

8. A MIDAS must be submitted by the CMR. 

9. Downtimes greater than 4 hours must be reported to the state. 

 

See attached tables. 

REFERENCES  

1. AHA (2017).   Practice Standards for Electrocardiographic Monitoring in Hospital Settings.  
Circulation III: 2721-2745. 

 



Policy   

Policy versions prior to May 15, 2019, may be requested by contacting Geisinger Quality & Safety. 

Geisinger’s policies, procedures, guidelines and protocols are CONFIDENTIAL PROPRIETY information, subject to the protection and confidentiality of 
 the Peer Review Protection Act and are not to be disclosed outside the Geisinger system. 

template version 21.01 (08/17/ 2021) 

☒ This Policy contains one or more PROCEDURES outlining the methods and applicability of this Policy. 

This policy applies to the following Geisinger Entities: (REQUIRED) Please select the box before the entities that apply. 

CLINICAL ENTITIES (includes Geisinger entities providing health care services, i.e., hospitals, group practices, clinics) 

☒ Community Medical Center (CMC or GCMC) ☒ Geisinger Jersey Shore Hospital (GJSH) 

☐ Endoscopy Center of Geisinger Lewistown Hospital; an 
entity of GLH 

☒ Geisinger Lewistown Hospital (GLH) 

☐ Family Health Associates of GLH (FHA) ☒ Geisinger Medical Center (GMC) 

☒ Geisinger Bloomsburg Hospital (GBH) ☒ Geisinger Medical Center Muncy (GMCM) 

☐ Geisinger Clinic (GC) ☐ Geisinger Pharmacy, LLC 

☐ Geisinger Community Health Services (GCHS) ☒ Geisinger Wyoming Valley Medical Center (GWV) 

☐ Geisinger Encompass Health, LLC ☐ GMC Outpatient Surgery - Woodbine; an entity of GMC 

☐ Geisinger Endoscopy-Montoursville; an entity of G-HM ☐ Lewistown Ambulatory Care Corporation (LACC) 

☐ Geisinger Gray's Woods Outpatient Surgery and Endoscopy 
Center; an entity of GC 

☐ Marworth 

☐ Geisinger-HM Joint Venture (G-HM)
1
 ☐ West Shore Advanced Life Support Services, Inc. (WSALS or 

Geisinger EMS) 
 

NON-CLINICAL ENTITIES (includes Geisinger business/corporate entities not providing health care services) 

☐ Geisinger Commonwealth School of Medicine (GCSOM) ☐ Geisinger System Services (GSS) 

☐ Geisinger Health (GH or GHF) ☐ GNJ Physicians Group (GNJ) 

☐ Geisinger Health Plan (GHP) ☐ ISS Solutions, Inc. (ISS) 

☐ Geisinger Quality Options, Inc. (GQO) ☐ Keystone Health Information Exchange, Inc. (KeyHIE) 
 

Central Line Insertion Procedure 
 

Maintenance Bundle 

Dressing Change Procedure 
 

Needleless Connector Change Procedure 

Blood Draw Procedure 
 

Repositioning/Rewiring or Re-siting Procedure 

Declotting ports 
 

Removal of CVAD 

                                                           
1
 Geisinger-HM Joint Venture is an LLC representing a joint venture between Geisinger Medical Center and Highmark Health. 

Title:  

Central Venous Access Device (CVAD) 10.00.34Central Venous Access Device (CVAD) 
Central Venous Access Device (CVAD)  
Joint Commission Chapter Section:(REQUIRED) 

 10.0 Provisions of Care, Treat/Service10.0 Provisions of Care, Treat/Service 

Date ORIGINAL policy was created: 

01/01/198101/01/1981 

This policy belongs to:  

Vascular Access/Infusion Therapy SubcommitteeVascular Access/Infusion Therapy Subcommittee 

Committee/Council Approval(s): 

  Vascular Access/Infusion Therapy Subcommittee, System Nursing Policy Council 
Date of COMMITTEE Approval(s): 

7/20/2021, 8/19/20217/19/22, 
6/16/227/19/22, 6/16/22 
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PURPOSE 

To reduce the incidence of Central Line Associated Bloodstream Infections (CLABSI) and other complications related to 
vascular access devices.   

PERSONS AFFECTED 

All employees of Geisinger that insert, use, and maintain CVADs. 

POLICY  

It is the policy of Geisinger to provide evidence-based care to patients with a central venous access device (CVAD) to 

prevent complications related to therapies requiring a CVAD.  

Neonatal Intensive Care Units are excluded from this policy. Refer to NICU Specific policies. 

DEFINITIONS 

CHG- Chlorhexidine Gluconate 

CVAD- Central Venous Access Device 

ECMO -  Extracorporeal Membrane Oxygenation 

EMR- Electronic Medical Record 

NSS - Normal Sterile Saline 

PICC - Peripherally Inserted Central Catheter 

TPN - Total Parenteral Nutrition 

Continuous IV- A primary IV that is continuously infusing at an ordered rate. (ex. NSS at 75mL/hr). Piggyback or IV push 
medications may be administered through a continuous IV. 

 Secondary sets can remain connected to the continuous IV and used for compatible medications to decrease risk 
of contamination. If the medications are not compatible, multiple secondary sets will be needed and an alcohol 
disinfectant cap will be used at the end of each secondary tubing when not connected to the continuous IV. 
 

Intermittent IV- An IV infusion that is attached intermittently to a saline lock (peripheral or central) at scheduled 
intervals (ex. antibiotics every 4 hrs.). 
Great Vessels- Inferior Vena Cava to ileac to femoral; superior vena cava to subclavian to internal jugular or 
brachiocephalic; aorta and pulmonary arteries. In neonates, umbilical artery and vein. 
CVAD - An IV catheter that terminates at or close to the heart or in one of the great vessels which is used for infusion, 
hemodynamic monitoring, or withdrawal of blood (under limited circumstances). 
Types of CVC include: 

 Non- tunneled catheter - Percutaneously inserted into central veins (subclavian, internal jugular, or femoral). 
These are commonly used for temporary central venous access. 

 Tunneled catheter - A catheter that is tunneled beneath the skin and inserted into a central vein (internal jugular 
or subclavian). Examples include Tunneled PICC and Powerlines, Broviac, Hickman and Groshong catheters. 
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 PICC - A catheter that is inserted into a peripheral vein (basilic, cephalic, or brachial) and advanced until the tip 
of catheter resides in a central location. 

 Totally implantable -Tunneled beneath the skin and has a subcutaneous port accessed with a specific type of 
needle; implanted in subclavian or internal jugular vein.  Examples include Mediports, Powerports, and Port a 
Caths. 

 Dwell time – Amount of time the surface being disinfected must remain visibly wet with the disinfectant in 
order for it to be effective. 
 

Parts of CVAD:  

 Lumen – part of catheter whose distal end becomes the port. 

 Clamp -device that is used to reversibly block flow through the catheter lumen. 

 Port – distal part of CVAD lumen. 

 Needleless connector – connector that attaches to the end of the CVAD port. 

 Hub – distal end of a needless connector. 

 Alcohol Disinfectant cap – alcohol impregnated cap that attaches to the distal end of the needleless connector 
or to the end of the IV tubing. The cap is a single use item. 

 
Refer to CVAD photo in attachments to identify CVAD parts. 
 
General Information: 

1. Hemodialysis catheter – Maybe used in emergent situations only with provider approval, preferably 
nephrologist   

a. If capped with Heparin or citrate, withdraw 5mL to remove heparin or citrate prior to use.  
b. Lock with appropriate lock solution after use. Refer to attached procedure. 

2. Apheresis- May use for infusions as needed. Refer to policy Irrigation and Locking of Central Venous Catheters 
(TAM010) 

3. Lines used for ECMO are excluded from the scope of this policy. 
4. CVAD insertion carts should be utilized for all line insertions outside the operative setting. 
5. An order must be placed that the line is able to be used. 
6. Use an IV pump for all infusions. 
7. Clean, non-sterile gloves are worn when accessing central lines. 
8. Use only sterile devices to access needleless connector or hub of catheter 

 
Central Line Insertion bundle includes: 

1. Proper Hand Hygiene 
2. Maximal Barrier Precautions 
3. Procedure Time Out 
4. Proper Skin Antisepsis 
5. Appropriate Site Selection 
6. Completion of procedural checklist 
7. Post insertion x-ray for position verification 
8. Sterile gauze or CHG dressing applied post insertion 
9. Documentation of procedure 
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Maintenance Bundle Includes: 
 

1. Daily assessment of CVAD site for continued need of CVAD 
a. Line necessity is assessed daily by the medical team and reason for ongoing need documented in the 

EMR. 

b. All CVADs shall be assessed daily for complications including erythema or drainage. Additionally, to 
ensure that the securement device, including sutures, are intact and the dressing is clean, dry, and 
occlusive on all sides.  

c. Notify the provider if any complications are noted at the insertion site. 
 

2. Appropriate dressing is clean, dry, and intact and changed with appropriate frequency 
a) All CVADs will have a Chlorhexidine (CHG) securement dressing over the site.  

I. Options will include a CHG Gel dressing or CHG sponge disk with transparent dressing unless 
contraindicated.  

II. Only accepted contraindications to Chlorhexidine dressing include:  

 Pediatric patient under 2 months of age 

 Allergy to Chlorhexidine 

 Broken or open skin 
III. If the patient has an allergy to the transparent dressing with border, a self-adhesive fabric and gauze 

dressing may be used   
b) After initial line placement, if bleeding is present or expected, a hemostatic agent should be used. An 

occlusive CHG containing dressing is placed once hemostasis is achieved. See attachments for procedure.  
c) CVAD dressings, if transparent, will be changed every 7 days or sooner if the dressing becomes wet, soiled, 

or non-occlusive. Dressing changes will be done by a member of the Vascular Access Team or other  
practitioners trained in central line dressing changes. 

I. Loose or soiled dressing should be re-dressed without delay. Page Vascular Access Team or 
appropriate campus designees promptly to change dressing. 

d) Any loose sutures will be secured with sterile steri-strips or securement device and the attending service 
notified. 

e) Skin tissue adhesive should be used with central line insertions and dressing changes. See attached 
procedure.  

 
3. Alcohol disinfectant caps on unused needleless connectors and IV tubings. 

a. Keep a needless connector on each port of the catheter, even for continuous infusions. 
b. Keep an alcohol disinfectant cap on each unused needleless connector. 
c. A new needleless connector is applied:  

i. Whenever the needleless connector is removed from the port. 
ii. Weekly when the dressing is changed. 

iii. Daily with parenteral nutrition bag change. 
iv. If there is bloody residue in the neutral displacement end cap after flushing with the appropriate 

amount of NS, based on flush guidelines. 
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4. Tubing changes at appropriate intervals and labeling 
a. All continuous IV tubing is changed every Tuesday and Friday, unless noted below, by the nurse 

responsible for the patient.  
i. Appropriate week of the day sticker labeled with the date to be changed, the time 23:59, and 

initials must be applied to the tubing to indicate when tubing is due to be changed. 
1. For example, a tubing that is hung on a Wednesday would have a Friday sticker placed 

with the date of that Friday along with 23:59 for the time and the staff’s initials. 
b. Intermittent IV tubing is changed every 24 hours. 
c. All new tubings and fluids must be hung with a newly inserted central line. 

d. The tubing for lines to administer Propofol must be changed when the vial is changed or at least every 
12 hours.  

i. If Propofol has been transferred to a syringe or another container, the tubing must be changed 
every 6 hours. Refer to IV Guidelines. 

e. Blood tubing is changed every 4 hours. If the blood tubing is Y-sited into primary tubing, the primary 
tubing must be changed every 24 hours. Refer to policy 10.18.01 Administration of Blood/Blood 
Products. 

f. Label lumen of the line that is to be dedicated for TPN infusion. Note: TPN should not be run through a 
port if it has previously used for an IV medication, blood, or other infusions.  

g. Label lumen of the line that is locked with an Antimicrobial or Anticoagulant with appropriate labels 
 

5. Scrub the hub for 15 seconds using a twisting motion with friction followed by 5 second dry time with new 
alcohol swab each time. 

a. On initial approach to a central line, if alcohol disinfectant cap is present, it can be removed and line 
accessed without scrubbing the hub . Subsequent access must be preceded by a 15 second alcohol scrub 
using twisting motion with friction followed by a 5 second dry time. A new disinfectant cap is then 
applied to the needleless connector. 
 

6. Push pause technique for flushing 
a. CVADs are flushed using a push pause method before and after each medication delivery or at least 

every 8 hours.  

i. If there is not a flush order, notify the provider for an order. 

b. Flush guidelines based on age:  

i. Up to 6 years of age: 3mL of NSS (6mL after presence of blood in line) 

ii. 6 to 12 years of age: 5mL of NSS (10mL after presence of blood in line) 

iii. Over 12 years of age: 10mL of NSS (20mL after presence of blood in line) 

c. If an antimicrobial or ethanol lock solution is used, please refer to specific pharmacy policies for 

clarification on care requirements. 

d. If a lumen is locked with a solution other than preservative free NSS, withdraw 3mLs and discard. 

e. If catheter lumens are wrapped with gauze and tape, this identifies it as a dialysis catheter. Please refer 

to appropriate Dialysis policies regarding use of catheter.  

i. This does not apply to GWV/GCMC. 

f. Flush procedure:  

i. If present, remove alcohol disinfectant cap.  
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ii. If alcohol disinfectant cap is not present, the needleless connector MUST be scrubbed 

using twisting motion with friction for 15 seconds followed by a 5 second dry time. 

iii. Unclamp lumen, if applicable 

iv. Connect 10mL NSS syringe and flush using push pause method. 

v. Remove syringe 

vi. Close clamp, if applicable. 

vii. Using a new alcohol wipe, scrub the needless connector for 15 seconds.  

viii. Place new alcohol disinfectant cap on unused needless connector. 

g. Document in EMAR, the date and time the flush was given along with the nurse's initials. 
 

7. Assess for patency with each access 
a. CVADs are checked for patency (3mLs of blood per 3 seconds) with each access or a minimum of every 8 

hours. 

b. Use a 10mL syringe to check the patency of the line. 

i. After confirmation of patency by detecting no resistance and the presence of blood return, use 
syringes appropriately sized for the medication being injected. 

c. If CVAD is occluded, malfunctions, or is not patent; notify the Vascular Access Team or specially trained 
nurse for trouble shooting /corrective actions. 
 

8. Daily skin antisepsis  
a. Daily bathing will be done followed by treatment with 2% CHG wipes unless contraindicated. 
b. 2% CHG wipes will be used from the neck down and are not to be used on the face/head 

i. CHG should not contact with eyes, ears, or mouth 
ii. CHG wipes should not come in direct contact with dressings, invasive devices, or open wounds 

c. Any concerns of adverse reaction to CHG wipes are to be communicated to provider (i.e. Rash, skin 
hypersensitivity) 

d. For patients who are refusing to complete the full body process, despite adequate counseling and 
physician escalation, the CHG wipes should be utilized in the surrounding vicinity of the line, drain or 
tube. 

i. For example, if the patient has a left arm PICC, CHG wipes would be used on the entire left arm, 
left axillary area, and left side of torso. 

e. Patients who are less than 2 months of age with central lines, invasive devices: 
i. CHG bathing is NOT for newborns less than 72 hours of life. 

ii. For infants less than 36 weeks gestational age AND greater than or equal to 4 weeks of age: 
baths with 2% 

1. Chlorhexidine gluconate wipes separated by 48 hours – i.e. baths every other day. 
iii. For infants greater than or equal to 36 weeks gestational age AND less than 2 months of age: 

baths with 2% 
1. Chlorhexidine gluconate wipes separated by 48 hours – i.e. baths every other day. 

f. Discontinue use of CHG if irritation, sensitization, or generalized rash develops. 
 

9. Minimize blood draws through the CVAD 
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a. Blood should not be obtained routinely through a CVAD, but rather through peripheral venipuncture. 
There are certain situations (lack of peripheral sites) and patient populations (oncology and pediatric 
patients) in which the use of the line for routine blood sampling may be appropriate. 

b. In these cases, the following is required: 
i. Attending Physician documentation in EPIC note as to the nature of the need. 

ii. Attending Physician documentation in EPIC orders allowing the CVAD to be used for routine 
blood draws (order can be entered by resident with notation of which attending provider 
approved the use of the line for blood draws). 

iii. Limit routine blood draws to twice daily by batching lab requests. 

c. Before ordering or drawing blood cultures from a CVAD, see the Infection Control Guidelines: Obtaining 
and Interpreting Blood cultures through central venous line. 

d. In Med Surg units, utilize the No Central Line Blood Draw Decision Tree (in attachments).  

RESPONSIBILITIES 

It is the responsibly of all staff caring for CVADs to provide care outlined in this policy.  

EQUIPMENT/SUPPLIES 

Varies- see individual procedures 

EDUCATION: 

1. Provide appropriate education to patient and/or caregivers prior to discharge.  

PROCEDURE   

Central Line Insertion Procedure 
The central line bundle consists of the following key elements: 

1. Proper Hand Hygiene- either soap and water or alcohol-based waterless hand cleanser must be used before and 

after inserting, replacing, accessing, de-accessing, and dressing any intravascular catheter. Refer to policy 05.19 

Hand Hygiene. 

2. Maximal Sterile Barrier Precautions  

a. Any operator(s) placing or assisting in the placement of a CVAD must wear a cap, mask, sterile gown, 

and gloves. 

b. Any others present at the bedside or in the room must wear a mask and cap. The cap must cover all hair, 

and the mask must over the nose and mouth including facial hair. 

c. The patient must also have maximal sterile barrier protection consisting of a large sterile drape with a 

small opening for site of insertion, which provides maximal protection on and around the patient from 

the head of the bed to the bottom of the feet without compromising the patient's safety. 

3. A procedure time out is required prior to initiating the procedure. 

4. Proper Skin Antisepsis  

a. A solution of 2% chlorhexidine gluconate in 70% isopropyl alcohol (CHG/Alcohol, e.g. Chloraprep) must 

be used, unless contraindicated, to prepare the skin at the site of insertion. The solution must be applied 

a back and forth motion (as per manufacturer's recommendations) for at least 30 seconds in dry 
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insertion sites and 2 minutes in wet insertion sites and allowed to dry completely before puncturing the 

site. 

b. When CHG/Alcohol cannot be used:  

i. Contraindications for CHG include:  

1. Use in pediatric patients under two months of age. (Use on this patient population may 

cause necrosis of the skin.) 

2. Allergy to CHG. 

3. Broken Skin 

ii. Alternative to CHG/Alcohol includes povidone iodine with alcohol (PVI/Alcohol, e.g. Duraprep 

5. Site Selection- The site of catheter placement has been identified as a risk factor for bloodstream infections.  

a. Whenever possible, and if not contraindicated, the subclavian or internal jugular site should be 

preferred over the femoral sites for non-tunneled catheters in adult patients. However, femoral vein 

access is an acceptable alternative in prepubescent children. 

b. Patients with CKD stage 4 or 5 (corresponding to an estimated glomerular filtration rate of less than 

30mL/min/1.72M2) should not have placement of a CVAD in the subclavian vein, unless no other 

suitable access is available, to preserve the upper extremity for possible future hemodialysis access. 

6. Manual checklist- A MIDAS focus study should be completed in EPIC by a non-participating third-party observer 

such as a MD, PA, NP, CRNA, RN, clinical technologist or via eICU. If a third party observer is not available, the 

assistant may complete the form. 

7. Verification of the position of the catheter will be determined by x-ray or other methods prior to the use of the 

CVAD. 

8. Appropriate dressing - A sterile gauze dressing or transparent dressing will be applied over the site. 

9. Complete required documentation in the patient's medical record. 

CVAD INSERTION PROCEDURE 

Equipment: 

 CVC insertion carts will be utilized for all line insertions outside the operative setting. This cart will contain all 

necessary equipment needed by a credentialed provider for a CVC insertion. 

Steps in procedure: 

1. Obtain central line insertion cart which is locked in a standardized fashion if line placed outside of operative 

setting, or all necessary equipment if line placed in the OR/IR 

2. Perform hand hygiene before entry to patient environment. 

3. Identify yourself. 

4. Identify patient by checking patient's ID band using full name and medical record number following the Time-

Out procedure per Universal Protocol policy 2.904 including confirmation that informed consent has been 

completed and signed. 

5. Explain the procedure to the patient.  
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a) For pediatric patients, explain the procedure in a developmentally appropriate manner, including the 

need for sterile technique and that the patient's face may be covered. Consultation with a Child Life 

expert is strongly recommended for children, if available. 

6. Turn off any fans in the room. 

7. Hair in the area around the insertion site should be clipped, if necessary, to ensure adherence of post insertion 

dressing. 

8. Perform proper hand hygiene. 

9. Assistant will appropriately don hat, mask, and sterile gloves (if needed) and will then assist the operator in the 

donning of sterile garb. 

10. Prepare patient:  

a) RN/Assistant will administer sedation, if ordered, and within scope of practice. 

b) Assistant will position patient in a supine Trendelenburg position with hands at sides. 

c) Assistant operator will instruct patient to turn head to side opposite of the insertion. In the non-

intubated patient unable to position head, or who is confused, apply a surgical mask to the patient 

covering the nose and mouth. 

11. Prepare sterile field for equipment on the clean stable surface. 

12. Operator dons own sterile garb, including cap, mask, gown, and gloves. Be sure all in the room and/or at the 

bedside have appropriate personal protective equipment on. 

13. Prep insertion site with CHG swabs in a back and forth motion for 30 seconds in dry areas and 2 minutes in wet 

areas and allow to completely dry before proceeding. 

14. Drape area with sterile maximum drape to provide sterile work area. 

15. Ultrasound (US) should be used for CVAD placement. 

a) US may not be of help with CVAD placement into the subclavian vein. 

16. Insert using appropriate line technique.  

a) If three unsuccessful attempts are made, a second qualified operator will be requested to place the line. 

17. Apply appropriate dressing per dressing change procedure. 

18. For line placements in which a guidewire is used, the successful and intact removal of the guidewire must be 

documented in the electronic medical record at the completion of the procedure. 

19. A chest radiograph (CXR) is ordered so the line may be cleared for use. A credentialed provider may opt to not 

obtain a CXR if line position is confirmed by other means (e.g., echocardiography or pulmonary artery 

waveform), and if pneumothorax is not an imminent concern (e.g., cardiac, or thoracic surgery). 

20. An order must be placed that the line is able to be used. This serves as communication to the bedside nurse that 

line placement has been appropriately verified. 

21. Once verification is obtained, begin ordered infusions using all new tubings and fluids.  

a) If patient is to receive TPN or if a TPN infusion is anticipated, save and label lumen "For TPN use only". 

22. Documentation: A "Central Line Time Out/Insertion Procedure Note" or a "PICC Insertion/Time Out/ Procedure 

Note:" MUST be completed with every insertion of every central catheter whether successful or not. 

23. The line must be documented on the IV Management flowsheet in the EMR. 
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Dressing Change Procedure 
 

Equipment for Dressing Change: 

 CVAD dressing change kit 

 Clean gloves 

 Sterile gloves 

 Additional surgical masks as required 

 Protective eyewear, if splashing or aerosolization of bodily fluids is anticipated 

 Dressing- CHG securement dressing, or self-adhesive fabric and gauze dressing if patient has allergy to CHG or 

transparent dressing. 

 

Steps in procedure: 

1. Perform proper hand hygiene upon entry into the patient environment. 

2. Identify yourself. 

3. Identify patient using two patient identifiers. 

4. Explain the procedure to the patient and/or caregivers in a developmentally appropriate manner. 

5. Have visitors exit area of procedure until complete.  

a. Only exception: pediatric patients where parents/caregivers can stay with patient but wear mask during 

procedure. 

6. Place sterile procedure sign on out of patient room door. 

7. Turn off fan in patient room. 

8. Use the disinfectant wipe in the front pocket of the dressing change kit to create a clean stable work area on 

which to place needed supplies.  Observe dwell time for disinfectant wipe being used. 

a. A patient or patient's bed are not an acceptable substitution for a clean stable work area. 

9. Open CVAD dressing kit and appropriate dressing and place on sterile field without contaminating contents. 

10. Open tissue adhesive package and drop tube on to sterile field. 

11. Mask the patient if non-intubated. If patient is unable to tolerate mask, they will turn their head away from the 

sterile field. 

12. Apply mask to self and anyone assisting in the procedure. 

13. Perform proper hand hygiene. 

14. Apply clean, non-sterile gloves. 

15. While stabilizing catheter, remove old dressing by pulling in the direction of the insertion site. 

16. Dispose of old dressing and gloves in appropriate receptacle. 

17. Apply sterile gloves. 

18. Observe and assess insertion site. 

19. Use isopropyl alcohol swab sticks to remove any old blood or exudate. 

20. Cleanse insertion site, in a back and forth motion, with CHG applicator for 30 seconds in dry areas/ 2 minutes in 

wet areas and ALLOW TO AIR DRY. Do NOT fan site to expedite drying. 

21. Apply tissue adhesive to insertion site and under CVAD.  

22. Apply skin protectant to skin where edges of dressing will adhere and allow to air dry. 
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23. Apply appropriate dressing.  

a. For CHG gel dressing, center the gel portion over the insertion site. 

b. For CHG sponge disk, apply the correct side to the patient centered over the insertion site while placing 

the opening in the disk under the catheter and, if able, slightly lift catheter away from skin. The CHG 

sponge disk is then covered with a transparent occlusive dressing. 

24. Label dressing with date/time and initials. 

25. Change needleless connector, if indicated. 

26. Perform proper hand hygiene thoroughly with an alcohol-based cleaner or soap and water. 

27. Document dressing change in EMR. 

 

Needleless Connector Change 
Equipment for Cap Change: 

 Mask(s) 
 Alcohol swabs, one for each cap site being changed 
 Needless connector, one for each lumen 
 NSS flush (10mL), one for each lumen 

 Protective eyewear, if splashing of body fluids is anticipated 
 Alcohol disinfectant cap, one for each unused lumen 

 
Needless Connector Change Procedure: 

1. Perform proper hand hygiene. 
2. Identify yourself. 
3. Identify patient using two patient identifiers. 
4. Explain the procedure to patient and/or caregivers in a developmentally appropriate manner. 
5. Turn off fan in patient room. 
6. Apply mask to self and anyone assisting in the procedure. 
7. Use a disinfectant wipe to create a clean stable work area on which to place needed supplies. Observe dwell 

time for disinfectant wipe being used. 
8. A patient or patient's bed are not an acceptable substitution for a clean stable work area. 

9. Place needed supplies on a clean, stable work area. NOTE: A patient and or a patient's bed are not an acceptable 
substitution of a clean, stable work area. 

10. Perform hand hygiene and don clean, non-sterile gloves. 
11. Prime the needleless connector with NSS leaving the syringe attached to the connector. 
12. Clamp lumen. 
13. Remove the old needless connector. 
14. Scrub the port of the catheter with alcohol for 15 seconds using a twisting motion with friction. 
15. Allow to air dry for 5 seconds. 
16. Aseptically attach the new needleless connector and flush using push pause technique 
17. Remove NSS syringe. 
18. Apply alcohol disinfectant cap to the needleless connector. 
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19. Perform proper hand hygiene. 
20. Document change in EMR. 

 

Blood Draw Procedure 
Supplies for Blood Draw: 

 Surgical Masks 

 Sterile Gloves 

 2 Sterile towels 

 Alcohol pads (at least 4) 

 (2-3) Sterile 10mL NSS syringes 

 Blood Collection Device:  

o Syringe method:  

 Sterile 10mL syringe(s) (appropriate mLs for amount needed for requested labs) 

 Blood transfer device 

o Vacutainer method:  

 Vacutainer needleless adapter 

 Appropriate blood tubes for laboratory testing. 

 Alcohol disinfectant cap 

 

Procedure: 

Note: Personnel not trained to perform blood draws from a CVAD should not perform procedure.   

1. Perform proper hand hygiene before entering patient room. 

2. Identify yourself. 

3. Identify patient using two patient identifiers. 

4. Explain the procedure to the patient/caregiver in a developmentally appropriate manner. 

5. Have visitors exit the area of procedure until complete. Only exception: pediatric patients where 

parents/caregivers can stay with patient but must wear mask during procedure. 

6. Place sterile procedure sign outside of patient room door. 

7. Turn off fan in patient room. 

8. Mask the patient if non-intubated. If unable to apply a mask, have the patient turn away from the catheter 

and/or cover patient's face with a drape. 

9. Perform proper hand hygiene. 

10. Don clean, non-sterile gloves. 

11. Apply mask to self and to anyone assisting in procedure. Assure hair is secured back, if applicable. 

12. 1If not contraindicated, place patient in a supine position with head turned away from site. 

13. Expose the CVAD area on the patient. 

14. If fluids are infusing:  
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a. Pause infusion pump. If patient has a solution infusing through any lumen of the central line, turn all 

solutions off for one full minute prior to drawing specimens. If drawing from a PICC line, all lumens with 

infusions should also be flushed with NSS to clear the line. 

b. Disconnect the IV tubing and cover the end of the infusion tubing with an alcohol disinfectant cap. 

c. Place in a secure area until procedure is complete. 

15. Use a disinfectant wipe (found in front of kit) to create a clean stable work area on which to place needed 

supplies. Observe dwell time for disinfectant wipe being used. 

a. A patient or patient's bed are not an acceptable substitution for a clean stable work area. 

16. Place blood draw kit on stable work area and follow instructions within. 

17. Utilize drape in blood draw kit and place under the lumen of the catheter that will be utilized for blood draw and 

"drape out" the ports that are not being utilized. 

18. Hold the catheter with non-dominant (non-sterile) hand. 

19. Using the dominant (sterile) hand,  

a. Scrub the needleless connector with alcohol pad using a twisting motion with friction for 15 seconds 

followed by 5 seconds dry time. 

b. Attach sterile 10mL NSS syringe to the needleless connector, flush according to flush guidelines using a 

push pause method and withdraw blood discarding:  

i. Adults: 5mLs blood 

ii. Pediatrics: 3mLs blood 

c. Remove the discard syringe, and place off the sterile field 

d. Scrub the needleless connector with alcohol pad using a twisting motion with friction for 15 seconds 

followed by 5 seconds dry time. 

Syringe Method 

A. Follow steps 1-20 above. 

B. Attach sterile 10mL syringe to the needleless connector. 

C. Withdraw appropriate number of syringes needed for laboratory testing. Note: Before each access, 

scrub the needleless connector with alcohol swab using a twisting motion with friction for 15 

seconds followed by 5 seconds dry time. 

D. After each syringe is removed, place on the sterile field being sure to prevent any contamination of 

the syringe tip. 

E. Transfer blood to appropriate laboratory tubes for testing following the order of draw, gently invert 

all tubes. 

F. Resume process below 

Vacutainer Method 

A. Follow steps listed above then 

B. Attach Luer-lock Vacutainer adapter to the needleless connector.  

C. Attach the tubes for laboratory testing following the order of draw, gently invert all tubes.  

D. Remove the Luer-lock Vacutainer adapter from the needleless connector.  
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E. Scrub the needleless connector with an alcohol pad by twisting the pad around the needleless 

connector for 15 seconds and allow to dry for 5 seconds. 

F. Resume process below 

20. After completion of blood draw, replace existing needless connector if contains visible blood, otherwise flush 

according to the following guidelines: 

a. Up to 6 years of age: 6mL 

b. 6 to 12 years of age: 10mL 

c. Over 12 years of age: 20mL 

If fluids were infusing: 

 Scrub the end cap with an alcohol pad by twisting the pad around the end cap for 15 seconds and allow to dry 

for 5 seconds. 

 Remove the sterile cover from the end of the infusion tubing. 

 Connect the tubing to the needless connector and restart infusion. 

If line is locked: 

 Scrub the needless connector with an alcohol pad by twisting the pad around the end cap for 15 seconds and 

allow to dry for 5 seconds. 

 Attach new alcohol disinfectant cap to the needless connector. 

 Ensure the catheter is clamped if clamp is present. 

 

VAMP METHOD 

The Venous-Arterial Blood Management Protection (VAMP) system should only be used where staff have been 

appropriately trained. 

VAMP is set up with NSS and pressure bag. Tubing is primed and directly connected (no needleless connector) to the 

distal end of the CVAD or the red lumen of a PICC after cleansing the port with an alcohol swab using a twisting motion 

for 15 seconds followed by a 5 second dry time. The VAMP tubing is changed every Tuesday and Friday, except at GHS, 

the VAMP tubing is changed every 96 hours. 

Procedure: 

1. Gather supplies needed for procedure:  

a. Alcohol pad(s) 

b. Vacutainer needleless adapter 

c. Appropriate tubes for laboratory testing 

2. Perform proper hand hygiene 

3. Identify yourself 

4. Identify patient using two patient identifiers 

5. Explain the procedure to the patient in a developmentally appropriate manner 

6. Perform proper hand hygiene 
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7. Have visitors exit area of procedure until complete 

8. Don clean, non-sterile gloves 

9. Blood is pulled back into the VAMP for discard and the in-line stopcock is turned off to the VAMP. 

10. In-line rubber cap is scrubbed for 15 seconds with alcohol and allow to dry for 5 seconds. 

11. Clear adapter is connected to vacutainer and inserted into rubber port. 

12. Maintaining the correct order of draw all laboratory tubes needed are obtained via vacutainer. 

13. Adapter and vacutainer are removed and discarded. 

14. Stopcock is turned open to VAMP. 

15. Blood for discard is re-infused into patient along with NSS flush via pressure bag. 

16. Tubes are labeled per policy and sent to the laboratory. 

17. Discard supplies in appropriate receptacle. 

18. Hand hygiene is performed. 

19. Document procedure in patient EMR. 

20.  

Repositioning/ Rewiring or Re-siting Procedure 
Repositioning a CVAD post X-Ray: 

1. If the line is curled or not directed to the SVC, and the operator decides that it is in the best interest of the 
patient that the existing CVAD be completely repositioned, then maximum barrier draping and full bundle 
compliance must be utilized.  

 This type of re-positioning may only be done post-initial insertion, when the line has remained sterilely 
wrapped and has not yet been used pending the radiology report. 

 
2. If a central line simply needs to be "pulled back" for tip placement adjustment (this should ONLY be done 

immediately post X-Ray), the operator must at a minimum use the aseptic technique required for routine 
dressing changes. This includes:  

a. Mask 
b. Small sterile field 
c. Prep of the site and suture areas with CHG 
d. Sterile gloves 
e. After the CHG prep dries, the sutures are cut; the line pulled back to desired mark and the line is re-

sutured. 

 
3. After any re-positioned line, the site is redressed using the required sterile technique. 

 
4. A note MUST be entered in EPIC addressing any adjustment procedure. 

 
Replacing - Femoral lines or temporary non-tunneled CVAD lines where the central line bundle elements were not met 
SHOULD BE replaced within 24 hours of insertion unless clinically contraindicated. This would include lines from other 
facilities where insertion date and process are unknown. 
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Rewiring of a CVAD is not recommended and should only be done with consultation from Interventional Radiology 
under the following conditions: 

1. When the patient, based on their attending physician's assessment, has no other access. Patient should be 
discussed with Interventional Radiologist to determine most appropriate course of action. 

2. When the sterile field has not been broken down and the line has not yet been used. 
 

DECLOTTING PORTS - 
Refer to Cathflo  (Alteplase (t-PA) for Catheter Clearance) 10.14.03 in attachments 
 

CVAD REMOVAL 
 Refer to Removal of Central Venous Access Device 10.00.35 in attachments 
 

ATTACHMENTS 

Med Surg Decision Tree 

Tegaderm CHG Dressing Application and Removal 

 

REFERENCES  

Buetti, N., Marschall, J., Drees, M., Fakih, M., Hadaway, L., Maragakis, L., . . . Mermel, L. (2022). Strategies to prevent 
central line-associated bloodstream infections in acute-care hospitals: 2022 Update. Infection Control & Hospital 
Epidemiology, 43(5), 553-569. doi:10.1017/ice.2022.87 
 
Grady, N., Et al.  (2017). Guidelines for the Prevention of Intravascular Catheter-Related Infections, 2011 PDF. Centers 
for Disease Control and Prevention. Retrieved from https://www.cdc.gov/infectioncontrol/guidelines/pdf/bsi/bsi-
guidelines-H.pdf 
 
Gorski L, Hardaway L, Hagle M et al. Policies and Procedures for Infusion Therapy, 8th Ed. 2021. Infusion Nurses Society, 
Inc. 
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https://www.cdc.gov/infectioncontrol/guidelines/pdf/bsi/bsi-guidelines-H.pdf
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☐ This Policy contains one or more PROCEDURES outlining the methods and applicability of this Policy. 

This policy applies to the following Geisinger Entities:  

CLINICAL ENTITIES (includes Geisinger entities providing health care services, i.e., hospitals, group practices, clinics) 

☒ Community Medical Center (CMC or GCMC) ☐ Geisinger Lewistown Hospital (GLH) 

☐ Endoscopy Center of Geisinger Lewistown Hospital ☐ Geisinger Medical Center (GMC) 

☐ Geisinger Bloomsburg Hospital (GBH) ☐ Geisinger Medical Center Muncy (GMCM) 

☐ Geisinger Clinic (GC) ☐ Geisinger Pharmacy, LLC 

☐ Geisinger Community Health Services (GCHS) ☒ Geisinger Wyoming Valley Medical Center (GWV) 

☐ Geisinger Encompass Health, LLC ☐ GMC Outpatient Surgery - Woodbine 

☐ Geisinger Endoscopy-Montoursville (a facility of G-HM) ☐ GWV Outpatient Surgery - CenterPoint 

☐ Geisinger-HM Joint Venture (G-HM) ☐ Marworth 

☐ Geisinger Healthplex State College Outpatient Surgery and 
Endoscopy Center, a department of Geisinger-Lewistown 
Hospital

 

☐ West Shore Advanced Life Support Services, Inc. (WSALS or 
Geisinger EMS) 
 

☐ Geisinger Jersey Shore Hospital (GJSH)   

 

NON-CLINICAL ENTITIES (includes Geisinger business/corporate entities not providing health care services) 

☐ Geisinger Commonwealth School of Medicine (GCSOM) ☐ Geisinger System Services (GSS) 

☐ Geisinger Health (GH or GHF) ☐ GNJ Physicians Group (GNJ) 

☐ Geisinger Health Plan (GHP) ☐ ISS Solutions, Inc. (ISS) 

☐ Geisinger Quality Options, Inc. (GQO) ☐ Keystone Health Information Exchange, Inc. (KeyHIE) 
 

PURPOSE 

The purpose of the Code Policy is to establish guidelines for proper procedure for the patients who are Full Code or a 
Limited Code with code limitations.  

PERSONS AFFECTED 

Varies—all staff involved in the management of patients during a full code or limited code with code 
limitations.  

 

Title:  

Code Policy   
Joint Commission Chapter Section: 

 10.0 Provisions of Care, Treat/Service 

Date ORIGINAL policy was created: 

01/01/1981 

This policy belongs to:  

Chief Nursing Officer/AVPs 

Committee/Council Approval(s): 

  CNO/AVPs   
Date of COMMITTEE Approval(s): 

09/27/2018 
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DEFINITIONS 

V. Fib. (V.F.) - Ventricular Fibrillation 
V. Tach (V.T) -- Ventricular Tachycardia 
Asystole (a.) 
PEA -- Pulseless Electrical Activity   
 

POLICY  

Any patients classified as a Full Code or a Limited Code with code limitations that do not preclude intubation 

and/or compressions with apparent cardiac and respiratory arrest. CPR criteria is in accordance with American 

Heart Association Standards Code.  Code status of patient is determined by GWV /GCMC policy for Levels of 

Therapeutic Care. 

EQUIPMENT/SUPPLIES 

Code Cart  

Defibrillator  

PROCEDURE 

 The Code Team is comprised of :   
            A.    Person Discovering Arrest:  Follows CPR Guidelines 
            B.    Second Person: 
                                 AT GWV: 

1. Dial #7444 or #6500 -- Notify Operator of location of Code Blue or 
Pediatric Code Blue (identify Bed A or B if semi-private room) ex: 514A. 

2. Obtain crash cart and defibrillator/AED and place directly at foot of 
bed. 

3. Pediatric ' Let Operator know that it is a “Pediatric Code Blue” and 
location. 

AT GSWB: 
1. Dial #8120 and announce 3 times overhead the code and location. 

Dial #6500 to report code to GWV Nursing Supervisor. 
AT GCMC: 

2.  Dial *55-Notify Operator of Location of Code Blue/Pediatric Code 
Blue. 

3. Obtain crash cart and defibrillator/AED and place at foot of the bed. 
 

             C.    Critical Care Nurse responds to all adult codes. 
                     1.  Resource ICU nurse to respond to all codes. (If Available) 
                     2.  E.D. assigned R.N./PALS certified to respond to all Pediatric codes. In    
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                          rare situation when a Pediatric patient is in MSICU, a Pediatric nurse will be  
                          co-assigned.     

 
             D.    The Physician: 

                                       1.      The Emergency Department physician, Hospitalist and/or Physician Assistant will  
                                                be responsible to care for the patient during the acute phase, when available, or  
                                                until the attending or the appropriate consulting physician or hospital provider  
                                                 arrives.  

                            2.      Assume role of team captain responsible for coordinating all  
                                  resuscitative procedures. 
                            3.      Completion of Code Documentation concerning patient's status and  
                                   outcome of arrest in the Patient's Progress Note in EPIC. 

                                       4.      Sign in EPIC, The Code Narrator, after the Supervisor/Nurse has  
                      completed the documentation.  

a. For Pediatric codes, the ED physician or mid-level provider, if 
available, will respond to the Pediatric code. 

 
 AT GCMC: The admitting service provider will confirm coverage of other service to 

care for the admitted pediatric patient during the acute phase, when available, or 
until the appropriate attending physician arrives.   

 
              E.      Nursing Supervisor: 

1. Must be ACLS certified. 
2. Nursing Supervisor will be notified if designated critical care nurse is 

unable to respond and an alternate designation will be made. PALS 
certified nurse to be present for Peds codes. 

3. Responsible for cardiac arrest documentation in EPIC (Code 
Narrator). May delegate to staff RN documentation responsibilities. 

4. Assist with plans for transfer of patient to critical care area upon 
successful resuscitation when Bed Coordinator not available.  Peds - 
Make Plans for transfer to Children's Hospital. 
 

            F.        Anesthesiologist or Nurse Anesthetist, when available: (For adult and pediatric patients) 
1. Assume airway management. 
2. Supervise respiratory therapy. 
3. Perform endotracheal intubation. 

 
            G.        Primary Care Nurse  

1. Reports the history of the patient, pre-code clinical data and present  
medications. 

                               2.  Assist with Compressions. 
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                               3.   Assists with finding medications and equipment from Code Cart. 
 
 
            H.      Respiratory Therapy: 
                           AT GWV/GSWB: 

1. Assists with airway management. 
2. Draw arterial blood gases as ordered. 
3. Initiate ventilator therapy as directed by physician. 

                                            
                                        AT GCMC: 

  1.    Assists with airway management. 
                                          2.    Draw arterial blood gases as ordered. 
                                          3.    Initiate ventilator therapy as directed by physician. 
 

I. Security  
                                          1.  Direct Traffic Outside the area (family, visitors, etc.) 
                             
                      K.            Pharmacy: 
                                         AT GWV: 
                                          1a.   Assists with Prep/Administration of Medications. 
                                          At GCMC: 
                                          1b.   Assists with Prep/Administration of Medication (if Available). 
 
                      L.             Pastoral Care 
 
                      M.           Bed Coordinator, if available, arranges transfer to a higher level of care bed. 
                                      Pediatrics – makes plan for transfer to Children’s Hospital. 

             
NURSING DOCUMENTATION OF: 

 
     At GWV/GSWB:   CODE Blue/Pediatric Code Blue 
     At GCMC:  CODE Blue/ Pediatric Code Blue 

 

               A.       Documentation 
         The following criteria have been established for documentation of a cardiac   
         arrest.  Documentation is primarily the responsibility of the nursing supervisor but may be  
         assigned to a Registered Nurse at the discretion of, or in the absence of, the nursing supervisor. 
 

1. Documentation is done electronically in the Code Narrator field in EPIC.  Access is found within 
the CODE DOCUMENTATION Activity 

2. Select Code Start to document start time of code. To change date or time as needed, use Post 
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Documentation Vitals.  
3. Select Add/Remove Staff to add Clinicians present. 
4. Select Code Selection to identify type of Arrest ie. Cardiac, Respiratory, Witnessed.  *Code 

Selection Peds for Pediatric Code. 
5. Select Cardiac Rhythm to document Rhythm, Electrical Therapy, and Pulses. 
6. Select Interventions/Procedures to document compressions, airway, and ventilations.  Electrical 

Therapy (Defibrillation, Cardioversion, Pacing), and Procedures (EKG, I/O, Central Line, 
Peripheral Line). 

7. Select Code Outcome - Code team leader to complete. Additional information added to 
progress note. 

8. Select Code End for the time code ended.  A pop up will display to allow all required signatures 
to be added to the Code Record.  Select Sign Off to display the Pop up to electronically sign the 
record. The recorder and physician in charge - to complete. 

9. Select Medications for IV, Infusions, Rapid Sequence Intubation Medications. 
10. Select Code Nursing Note to write a Narrative or any information not documented (i.e., ABGs). 
11. Vital Signs are charted in the Quick Bar at the of the Code Narrator. 

                    
 B.   Defibrillation/Cardioversion 

1. Document in Code Narrator procedure by indicating watt/sec 
administered on line corresponding with time. 

2. Indicate monitor pattern prior to and after defibrillation. 
 C.      Procedures: 
            1.         Airway 

A.     When intubation performed, indicate route (nasal, oral. size 
of ET tube used position at patient's lip of person performing 
intubation). 

            2.         I.V. Lines 
A.     For each I.V. started also indicate insertion site, size and type 
of catheter, the I.V. solution used, rate of administration and 
person performing venipuncture. 
B.     Intraosseous line for Pediatric patients should be 
documented for size and placement. 

 D.    Pacemaker- External / Transvenous Document pacemaker insertion by documentation of the 
following in the Code Narrator. 

1. Indicate type of pacemaker (transvenous or transcutaneous), insertion site, pacemaker settings 
and results of procedure. 

2. Cardiac rhythm should be identified prior to and after procedure. 
3. Ventilator: Document in appropriate section.                      
4. ABG. 
5. Other: Document any further information in Code Narrator under Code Nursing Note. 

                A.     Document time ABG's drawn 
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                B.     Document results when obtained in blocks provided when ABG's drawn. 
 E.     Other Information: 

1.      Pediatric color-coded tapes are located in all code carts. 
2.      ECC Handbook of Emergency Cardiovascular Care is located in every Code cart.        

F. Code Review Team: 
           1.      The Code Review Committee will review all Resuscitation data and report on quarterly  
                    basis to Critical Care Committee and Hospital Wide P.I. 
G.    Infection Control 
          1.       If the code occurs in an isolation area, the code cart is not to enter the room. Instead, the 
cart will be placed at the doorway of the room. All drugs and equipment required during the 
resuscitative effort will be handed into the room. The monitor/defibrillator should be removed from 
the cart and taken into the isolation room.  The monitor/defibrillator should be washed with an 
effective tuberculocidal disinfectant following its use. (Bleach based disinfectant and disinfectant 
sprays should not be used to clean it.) 
 
Note: If a code occurs outside the hospital, in the parking lot, or on the grounds, 911 must be called for 
Emergency Services and an ambulance. 

 
 

 

ATTACHMENTS 

 Crash Cart Checklist  
 Contents of Code Cart  
 Diagram of Code Cart  
 Fast Fact for Code Narrator 

 

REFERENCES  

American Heart Association 

http://infoweb.geisinger.edu/ghs_manuals/nursing_gwv/campus/attachments/crashcartchecklist.doc.DOC
http://infoweb.geisinger.edu/ghs_manuals/nursing_gwv/campus/attachments/crashcartchecklist.doc.DOC
http://infoweb.geisinger.edu/ghs_manuals/nursing_gwv/campus/attachments/Contents%20of%20Code%20Cart%20Medication%20Drawer%20Inserts.doc
http://infoweb.geisinger.edu/ghs_manuals/nursing_gwv/campus/attachments/Code%20Cart%20Inserts%20Diagram.doc
http://infoweb.geisinger.edu/ghs_manuals/nursing_gwv/campus/attachments/Fast%20Fact%20for%20Code%20Narrator.pdf
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☒ This Policy contains one or more PROCEDURES outlining the methods and applicability of this Policy. 

This policy applies to the following Geisinger Entities:  

CLINICAL ENTITIES (includes Geisinger entities providing health care services, i.e., hospitals, group practices, clinics) 

☒ Community Medical Center (CMC or GCMC) ☒ Geisinger Lewistown Hospital (GLH) 

☐ Endoscopy Center of Geisinger Lewistown Hospital ☒ Geisinger Medical Center (GMC) 

☒ Geisinger Bloomsburg Hospital (GBH) ☒ Geisinger Medical Center Muncy (GMCM) 

☒ Geisinger Clinic (GC) ☐ Geisinger Pharmacy, LLC 

☐ Geisinger Community Health Services (GCHS) ☒ Geisinger Wyoming Valley Medical Center (GWV) 

☐ Geisinger Encompass Health, LLC ☐ Geisinger Surgery Center – Highland Park (OSHP) 

☐ Geisinger Endoscopy-Montoursville (a facility of G-HM) ☒ GMC Outpatient Surgery - Woodbine 

☐ Geisinger-HM Joint Venture (G-HM) ☒ GWV Outpatient Surgery - CenterPoint 
 

☒ Geisinger Healthplex State College Outpatient Surgery and 
Endoscopy Center, a department of Geisinger-Lewistown 
Hospital

 

☐ Marworth 

☒ Geisinger Jersey Shore Hospital (GJSH) ☐ West Shore Advanced Life Support Services, Inc. (WSALS or 
Geisinger EMS) 

 

NON-CLINICAL ENTITIES (includes Geisinger business/corporate entities not providing health care services) 

☐ Geisinger Commonwealth School of Medicine (GCSOM) ☐ Geisinger System Services (GSS) 

☐ Geisinger Health (GH or GHF) ☐ GNJ Physicians Group (GNJ) 

☐ Geisinger Health Plan (GHP) ☐ ISS Solutions, Inc. (ISS) 

☐ Geisinger Quality Options, Inc. (GQO) ☐ Keystone Health Information Exchange, Inc. (KeyHIE) 
 

PURPOSE 

The purpose of the inpatient and outpatient clinic fall prevention program is to establish guidelines for the recognition 
of those patients at risk of a fall through the use of the appropriate screening tool. The policy also establishes 
interventions for those at risk as well as a procedure for monitoring those that have fallen during their hospital stay.  

PERSONS AFFECTED 

 All members of the healthcare team involved with direct patient care in the Geisinger Health System. This would 

include, but is not limited to nursing, physicians, therapists, transport personnel, hospital-based clinic staff and any 

other staff that may be involved in the direct care of a patient.  

Title:  

Fall Prevention – Inpatient & Outpatient Clinics 
Joint Commission Chapter Section:(REQUIRED) 

 2.0 Risk Management / Patient Safety 

Date ORIGINAL policy was created: 

October 01, 2003 

This policy belongs to:  

System Inpatient/Outpatient Fall Prevention Council 

Committee/Council Approval(s): 

  System Nursing Policy Council   
Date of COMMITTEE Approval(s): 

December 21, 2023 
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POLICY  

It is the policy of the Inpatient and Outpatient Clinic Fall Prevention Program to ensure that patients admitted to the 
hospital and those in a procedural area or clinic setting for a provider visit are screened and evaluated for fall risk. Those 
found to be at risk will be properly identified and steps will be taken to minimize or eliminate the risk of a fall.  

Included Populations: Hospital based and designated Outpatient clinics, Procedural area patients, Inpatients that are 
admitted or categorized as observation or SORU and all patients in the Emergency Department* as well as overnight 
admitted patients held in PACU.  

Excluded Populations*: Visitors, students, and staff members.  

*For patients triaged and held in the waiting area at GWV’s Emergency Department please see the following policy: 
Triage 10-17  

*For Pediatric patients: Janet Weis Children’s Hospital Pediatric Fall Prevention Policy 

DEFINITIONS 

A patient fall is defined as a sudden, unintentional descent, with or without injury to the patient that results in the 

patient coming to rest on the floor, on or against another surface, on another person, or an object. 

- Baby Drop: A fall in which a newborn, infant, or child being held or carried by a healthcare professional, patient, 

family member, or visitor falls or slips from that person’s hands, arms, lap, etc. , and can occur when a being 

transferred from one person to another. 

- Developmental Fall: A fall in which an infant toddler or preschooler who is learning to stand, walk, pivot, or run 

falls as a part of acquiring those skills. 

- Suspected Intentional Fall: A fall event that occurs when a patient age 5 or older falls on purpose or falsely 

claims to have fallen.  

- Assisted Fall: A fall in which any staff member was with the patient and attempted to minimize the impact of a 

fall by slowing the patient’s descent. 

- Falls During Play: A fall that occurs in a pediatric or psychiatric gym or designated play area for patients during 

normal play activities.  

- Physiologic Fall: A fall attributable to one or more intrinsic physiology factors, i.e. delirium, intoxication, 

dementia, gate instability, or visual impairment 

CVM – Continuous Video Monitoring 

RESPONSIBILITIES 

Inpatient: Licensed nursing staff is responsible for evaluation/documentation of patient’s fall risk upon admission and 
change of shift (a minimum of once in a twelve-hour period) or, with any change in condition that may increase a 
patient’s risk of falling. Licensed staff is also responsible for ensuring required interventions are in place as appropriate. 

- Nursing staff must complete a Fall Prevention Program review in GOALS upon hire and annually thereafter.  
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Outpatient: Designated staff will be responsible for completing and documenting the Rooming Tool. Staff is also 
responsible for ensuring required interventions are in place as appropriate  

EQUIPMENT/SUPPLIES 

N/A 

PROCEDURE   

A. Inpatient: The appropriate screening tool will be completed upon admission, change of shift (a minimum of once 

in a twelve-hour shift) and when there are clinical or cognitive changes that may indicate an increased risk of 

falling. 

In the emergency department, patients will be scored during the initial assessment and when there are clinical 

or cognitive changes. For patients admitted and held in the ED the tool will also be completed at change of shift 

(a minimum of once in a twelve-hour shift). 

MORSE FALL SCALE 

History of Falling – 
Physiologic Fall in Last Six 
Months 

No= 0 Yes = 25  

Secondary Diagnosis* No = 0 Yes = 15  

Ambulatory Aide  None, Wheelchair, Bedrest, 
Nurse = 0 

Crutches, Cane, Walker = 15 Furniture = 30 

IV/Saline Lock No = 0 Yes = 20  

Gait/Transfer Normal, Immobile, Bedrest 
= 0 

Weak = 10 Impaired = 20 

Mental Status Oriented to Own Ability = 0 Forgets Limitations = 15  

*Consider Medications that may put your patient at increased risk of falling, including but not limited to: 

Medications causing sedation, confusion, impaired balance, orthostatic blood pressure changes. Consider 

Medication Consult to Pharmacy as appropriate.  

*Consider Diagnoses that may put your patient at risk including but not limited to: Greater than two medical 

diagnoses in chart, Incontinence, Seizures, Vision problems, Multiple medications, Orthostatic Hypotension 

 1. The patient's Morse Fall Score will determine the intervention to be implemented. 

2. Those patients in critical care or emergent care settings, with a Glasgow Coma Score of 7 or less, will 

be exempt from the fall risk interventional process listed below. 

B. Outpatient:  

Outpatient clinic/procedural area patients will be evaluated during completion of the initial intake 

documentation  
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Fall Rooming Tool Questions: 

1. Repeat history of falls within the last six months? Yes/No. If yes, what caused the fall? 

2. Will any of the medications or procedures this patient may encounter during their visit put them at an 

increased risk of a fall? Yes/No 

3. Does this patient demonstrate any physical impairment or altered mental status that places them at an 

increased risk for falls? Yes/No 

4. Does this patient have poor footwear? Yes/No  

5. Does the patient utilize an assistive device, such as a cane, walker, crutches, wheelchair, or scooter? Yes/No 

6. Was the patient or family given the “Preventing Falls” brochure? Yes/No 

7. Does the patient warrant fall precautions? Yes/No 

NOTE: Any “Yes” answer to questions 1 through 5 will result in the patient being considered at increased risk of a fall. 

Fall precautions should be documented and the appropriate interventions put in place. 

 

 Interventions/Precautions 

INPATIENT 

Low Risk 

(Score 0-24) 

Moderate Risk 

(Score 25-45) 

High Risk 

(Score >45) 

1 Educate patient and family: 

- Fall Risk 

- Purposeful Hourly Rounding 

- White Boards 

X X X 

2 Keep Frequently used items in reach X X X 

3 Maintain adequate lighting X X X 

4 Maintain are free of clutter X X X 

5 Use non-skid footwear X X X 

6 Maintain bed in lowest position with wheels 
locked 

X X X 

7 Utilize personal (pad or tab)/bed alarms* 

- Moderate risk when appropriate 

- ALL high-risk patients (including 
cognitive impairment) 

 X X 

8 Assist with needs to/from 
bathroom/bedside commode 

 X X 

9 Maintain Arm’s Length**   X 

10 Apply Fall Risk Band  X X 

11 Accompany patient during ambulation  X X 
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12 Consider Physical Therapy Evaluation  X X 

13 Educate Patient to rise slowly to avoid 
dizziness 

X X X 

14 Forgets Limitations*** X X X 

15 Post appropriate signage  X X 

16 Consider CVM*** X X X 

- Universal Precautions – Applies to all patients and includes Environmental safety, items within reach, Nonskid 
footwear, Access to call bell, Purposeful hourly rounding, fall risk assessment, adequate hygiene, care 
planning as appropriate, patient and family education and adequate lighting. 
 

- Application of Bed Alarms – It is recommended for nursing staff to utilize the middle level of alarm.  The exit 
alarm should only be used for physical independent patients who need their activity monitored. 
 

- *Bed Alarms/Personal Alarms – Document patient refusal. (Inpatient only) -- Documentation regarding refusal 
should be completed at least once a shift or with a change of nurse. 
 

- Apply non-slip material under and above chair alarm pad 
 

- **Arm’s Length – Nursing staff must stay at least at arm’s length when assisting a high-risk fall patient 
to/in/from the bathroom. Nursing will stay at least at this distance while in the bathroom, on the bedside 
commode, in the shower and during the return to either the chair or bed. 
 

- ***Any patient with documented "Forgets Limitations" in their Morse Fall Score regardless of the total Morse 
Fall Score will have bed and chair alarms activated and be considered at high risk of a fall. See Personal Alarm 
Policy 10.52 
 
 

- Mental status changes such as delirium, dementia, or psychosis may cause patients to be more agitated and 
confused, putting them at risk for falls. Consider CVM for this population. 

Inpatient:  

Additional Interventions:  

- Safety Rounding – See Purposeful Hourly Rounding 10.08 

- Any post procedure/post-operative patient must have bed alarms in place for 24 hours or until fully recovered 

from sedation/anesthesia as determined by the nurse. *Anyone unable to communicate or demonstrate 

understanding of nursing expectations (use of call bell, need for assistance, limitation of abilities) should have 

bed alarms continued for remainder of hospital stay. 

- Excludes Inpatient Psychiatry. Patients on this unit will be monitored by nursing staff and re-evaluated for fall 

risk following procedures. 

- For patients requiring Temporary Transvenous and Epicardial Pacing please refer to Temporary Transvenous and 

Epicardial Pacing  
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- Ensure patient mobilization as appropriate. Refer to Mobility Screening and Nursing Mobility Progression Policy 

10.71  

 

Post Fall Management: 

- Post fall, the patient will be evaluated immediately following the event, and again each shift thereafter for 24 

hours, or more frequently if ordered by provider. The evaluation may include but is not limited to vital signs, 

pain, neurological assessments, and a focused evaluation on any area of concern  

- The nurse will document the event in electronic record by opening the "POST FALL GROUP" into the vital signs 

flow sheet. Any areas not addressed in this format should be addressed through a narrative note in the Nursing 

Progress Notes. 

- Re-evaluation of the patient's Fall Risk score should also be completed when appropriate and documented. 

- Incorporate or re-evaluate the Plan of Care related to Fall Prevention as necessary.  

- Place appropriate signage outside patient's room and/or above patient's bed.  

- Notify unit management team immediately during normal business hours of any fall. Notify nursing supervisors 

immediately outside of normal business hours of any fall. Management or Nursing Supervisors will complete 

Post Fall Huddle. 

Outpatient:  

*All patients in the Hematology Oncology clinic are considered at high risk of a fall and will not have a fall risk band 

applied. Any unaccompanied patient will be assisted when ambulating in the clinic, to the bathroom, to the nourishment 

area etc. Patients will also be assisted from the waiting room and escorted to their appointments in the clinic. This will 

be done in addition to all other listed interventions to maintain safety.  

Procedural Area Intervention Bundle:  

- All patients found to be at risk of a fall shall be banded with yellow fall prevention arm band. Band is to remain 

in place until departure from Geisinger property. 

- Keeping pt. on lowest surface possible 

- Side rails up (Side rails are okay with Joint Commission since in procedural areas) 

- Lock wheels on stretcher and chairs 

- Patient will have access to a staff member at all times, unless using a call bell 

- Education pamphlet available 

- Utilize the StaySeated or PedsStaySeated Smartphrase as needed to document patient education. 

- Those who had a completed procedure will be instructed to call for assistance when going to the restroom.  

Clinic Area Intervention Bundle: 

- All patients found to be at risk of a fall shall be banded with yellow fall prevention arm band. Band is to remain 

in place until departure from Geisinger property. 

- Keeping patient on lowest surface possible 

- Lock wheels on stretcher and chairs 

- Signage for areas with fall risk preventions as appropriate. 
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- Floor free of clutter 

- Assistance on/off exam table 

- Assist patients in/out of exam rooms 

- Offer educational brochure 

- Utilize the StaySeated or PedsStaySeated Smartphrase as needed to document patient education.  

Post Fall Management:  

- Post fall the patient will be evaluated immediately following the event by the provider.  

- The nurse will complete appropriate documentation in the Electronic Health Record. 

- Complete an Incident Report  

- Notify management team and complete the online Outpatient Fall Huddle Form (see links).  

ATTACHMENTS 

- Purposeful Hourly Rounding  
- Temporary Transvenous and Epicardial Pacing Policy  
- Mobility Screening and Nursing Mobility Progression Policy 
- Triage 10-17 
- Janet Weis Children’s Hospital Pediatric Fall Prevention Policy 
- Continuous Video Monitoring Policy 
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☒ This Policy contains one or more PROCEDURES outlining the methods and applicability of this Policy. 

This policy applies to the following Geisinger Entities:  

CLINICAL ENTITIES (includes Geisinger entities providing health care services, i.e., hospitals, group practices, clinics) 

☒ Community Medical Center (CMC or GCMC) ☒ Geisinger Jersey Shore Hospital (GJSH) 

☒ Endoscopy Center of Geisinger Lewistown Hospital; an 
entity of GLH 

☒ Geisinger Lewistown Hospital (GLH) 

☒ Family Health Associates of GLH (FHA) ☒ Geisinger Medical Center (GMC) 

☒ Geisinger Bloomsburg Hospital (GBH) ☒ Geisinger Medical Center Muncy (GMCM) 

☒ Geisinger Clinic (GC) ☒ Geisinger Pharmacy, LLC 

☒ Geisinger Community Health Services (GCHS) ☒ Geisinger Wyoming Valley Medical Center (GWV) 

☒ Geisinger Encompass Health, LLC ☒ GMC Outpatient Surgery - Woodbine; an entity of GMC 

☒ Geisinger Endoscopy-Montoursville; an entity of G-HM ☒ Lewistown Ambulatory Care Corporation (LACC) 

☒ Geisinger Gray's Woods Outpatient Surgery and Endoscopy 
Center; an entity of GC 

☒ Marworth 

☒ Geisinger-HM Joint Venture (G-HM)
1
 ☒ West Shore Advanced Life Support Services, Inc. (WSALS or 

Geisinger EMS) 

☒ GWV Outpatient Surgery – CenterPoint; an entity of 
Geisinger Wyoming Valley Medical Center 

  

 

NON-CLINICAL ENTITIES (includes Geisinger business/corporate entities not providing health care services) 

☐ Geisinger Commonwealth School of Medicine (GCSOM) ☐ Geisinger System Services (GSS) 

☐ Geisinger Health (GH or GHF) ☐ GNJ Physicians Group (GNJ) 

☐ Geisinger Health Plan (GHP) ☐ ISS Solutions, Inc. (ISS) 

☐ Geisinger Quality Options, Inc. (GQO) ☐ Keystone Health Information Exchange, Inc. (KeyHIE) 

 

PURPOSE 

Good medical care depends upon effective communication between employees, patients, family members, care givers, 
and providers.  This policy and process outlined below are to facilitate effective communication between Deaf/Hard of 
Hearing and non-English speaking patients, family members, care givers, and the staff responsible for the patient’s care 
in compliance with Geisinger’s Patient Rights and Responsibilities, the Americans with Disabilities Act (ADA), Joint 
Commission standards, and the Affordable Care Act (ACA) Section 1557. 

 

                                                           
1
 Geisinger-HM Joint Venture is an LLC representing a joint venture between Geisinger Medical Center and Highmark Health. 

Title:  

 Geisinger Interpreter Policy for Deaf/Hard of Hearing and Non-English-Speaking Patients 
Joint Commission Chapter Section: 

 9.0 Ethics, Rights, Responsibilities 

Date ORIGINAL policy was created: 

03/01/2008 

This policy belongs to:  

Quality, Safety and Patient Experience 

Committee/Council Approval(s): 

 Clinical Leadership Council  
Date of COMMITTEE Approval(s): 

5/16/2023 
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PERSONS AFFECTED 
All patients, family members, caregivers, and stafF 

 

POLICY  

Staff will facilitate effective communication between patients, family members, care givers, and the staff responsible for 
the patient’s care in compliance with Geisinger’s Rights and Responsibilities, the Americans with Disabilities Act (ADA), 
Joint Commission, and the ACA Section 1557. 

This policy is to ensure all Limited English Proficient (LEP) and Deaf/Hard of Hearing patients have the same 
communication access everywhere within the Geisinger system.  Poor communication often contributes to adverse 
events and can compromise safety and quality of care, treatment, and services.  Any person not trained to be a qualified 
medical interpreter cannot assume that role. This includes friends, family members, children, ad hoc or other untrained 
individuals as well as staff members that have not been tested and trained to be qualified medial interpreters.  GOOGLE 
TRANSLATE is not an approved source for interpretation or translation services.   

Bilingual clinicians as well as non-clinical staff (including but not limited to MDs, DOs, NPs, Pas, nurses, technologists, 
therapists, medical assistants) who wish to speak directly to patients in a language other than English to provide medical 
services without an interpreter are eligible to become a Qualified Bilingual Staff.  If the employee or contractor is a 
native speaker of the foreign language, the individual is still required to pass the bilingual fluency assessment.  This 
assessment does not qualify the Individual to serve as an interpreter. 

If a patient insists that a family member or friend act as an ad hoc interpreter, the family member/friend can do so;  
however, Geisinger has the right and is required to ensure effective communication. Geisinger staff shall use a qualified 
interpreter when communicating with the individual who is LEP or deaf/hard of hearing.  Documentation must be 
completed by staff.  The Refusal/Waiver of Interpreter Service, A-663-006 FRM is available in English (for Deaf/Hard of 
Hearing patients), Russian, Spanish, Arabic, Nepali, Chinese and Vietnamese.  The form must be completed each time a 
different interpreter is named by the patient. (See Procedure for Refusal/Waiver of Interpreter Services process) 
 

DEFINITIONS 

Americans with Disabilities Act (ADA) – The federal law requiring public entities to provide accessibility to individuals 
with disabilities. 

Affordable Care Act (ACA) – Requires a qualified interpreter be utilized for all medical interpretation in the language 
preferred by the patient/family. 

Ad hoc interpreter – An untrained person, such as an adult family member, bilingual hospital staff or a friend who is not 
a qualified interpreter 

Interpreter –A person who renders a spoken message or signed message from one language to another. 

Qualified Interpreter spoken language – An individual who, via a remote interpreting device or an on-site appearance, 
adheres to generally accepted interpreter ethic principals, including client confidentiality; has demonstrated proficiency 
in speaking and understanding both spoken English and at least one other spoken language; is able to interpret 
effectively, accurately and impartially, both receptively and expressly to and from such language and English using any 
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necessary specialized vocabulary, terminology, and phraseology.  Must have received a certificate of qualifications from 
a vetted organization. 

Qualified Interpreter sign language – A sign language interpreter who holds a valid certification from the Registry of 
Interpreters for the Deaf (RID) or the National Association of the Deaf (NAD) and is state-registered with the 
Pennsylvania Office for the Deaf and Hard of Hearing (ODHH) to provide interpreting services in Pennsylvania.  

In person interpreter – An interpreter who is either employed by or contracted with Geisinger and is contracted to 
come to a specific site to interpret for a limited English Speaking or Deaf patient/family members. 

Translator – A translator converts written text from one language to another. 

Language Line – The remote video and phone interpretation system, training of qualified interpreters, and translation 
company contracting with Geisinger. 

Interpreter Service Refusal/Waiver – A refusal/waiver is obtained verbally from the patient through a hospital provided 
interpreter resource (in-person, by phone or, via a video remote interpreter) when the patient refuses the hospital 
provided interpreter resource and chooses to use another individual (over the age of 18) to interpret on their behalf.  
The verbal refusal of a hospital interpreter must be documented in the patient’s medical record, along with the full 
name and relationship of the person, chosen by the patient, to provide the interpretation.  To assure accurate 
information is being provided to the patient via the family/friend, Geisinger has the right to have a qualified interpreter 
present.  The vendor can be contacted and informed that they are to listen to the conversation and only interject for 
clarification.  

Interpreter Encounter Documentation - All interpreter-facilitated interactions between providers and patients, who are 
LEP and/or Deaf, will be documented into the patient’s medical record by hospital staff.  Hospital staff are obligated to 
record the name/ID number of the in-person, telephone or video remote interpreter resource utilized by staff to 
facilitate patient communication. If a family member or friend is used, document that name and relationship in the note.  
The waiver should also include the name. 

Limited English Proficiency (LEP) – Individuals who do not speak English as their primary language and who have limited 
ability to read, write, speak, or understand English. 

Qualified Bilingual Staff – A member of the workforce, who is designated by Geisinger to communicate directly with the 

patient in a language other than English as part of the individual’s current assigned job responsibilities and who has 

demonstrated that he/she: 

1. Is proficient in speaking and understanding both spoken English and at least one other spoken language, 

including any necessary specialized vocabulary, terminology, and phraseology; and 

2. Can effectively, accurately, and impartially communicate directly with individuals in their preferred language 

and who WILL NOT SERVE in the role as an interpreter. 

3. Completed and passed the fluency assessment arranged through interpreting services.  The type of test will 

be determined based on role. 

4. The staff will be identified on their badge as being a qualified bilingual staff. 
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RESPONSIBILITIES 

Staff will be responsible to follow the steps listed in the procedure to contact an interpreter if the chart documents: 

1. The patient has a preferred language other than English. 
2. The patient, family member, or care giver requests an interpreter. 
3. The staff requests an interpreter. 

Staff will be responsible to know how to contact an interpreter to come on-site to interpret in-person. 

Staff will be responsible to know how to use Language Line video remote devices. 

Staff will be responsible to know how to use Language Line over the phone. 

Staff will be responsible for charting use of a qualified interpreter in the medical record.  Note must reflect the name 
and ID number of the interpreter. 

 

EQUIPMENT/SUPPLIES 

Language Line remote device – iPad (video and audio) and phone 

Communication boards 

Paper/pen for writing notes  

Computer for typing notes  

 

PROCEDURE   

For Deaf Patients: 

At the start of any encounter with a patient/family member, immediately call 570-214-9115 to request a Sign Language 
Interpreter.  For emergent needs after normal business hours, message the TigerConnect role, “Coordinator Sign 
Language Interpreting Services,” or call 570-764-3145.  While waiting for a sign language interpreter to arrive, use a 
Language Line video interpreter. This procedure applies to all Geisinger locations including but not limited to the 
following:   

Emergency Department 
In-patient unit 
Walk-in Clinics 
Urgent Care Centers 
Upon scheduling, canceling, or re-scheduling an appointment/procedure at any location 
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For Limited English Proficiency patients (LEP) 

Upon arrival at the Emergency Department, Inpatient unit, or clinic site all patients who have a preferred language other 
than English must be provided with language interpretation.  The patient’s preferred language is indicated in the EPIC 
medical record.  All employees are responsible to provide appropriate language interpretation.   

Language Line video remote devices are available throughout the system.  Follow guidelines that are attached.  
Language line provides audio for over 200 languages and video for over 41 languages, including ASL.  Language line also 
provides audio service (excluding ASL) that can be utilized from any telephone.  Staff will need to provide specific details 
to the interpreter, i.e., Patient’s MR#, location, etc.   

All Non-English Speaking and Deaf patients: 

An on-site interpreter or Language Line interpreter should be used for all exchange of medical information including 
intake, inpatient, Emergency Department, office visit, financial assistance, testing, doctor rounds, social workers, 
addition, discharge, and all other programs offered by Geisinger.  

 

Refusal/Waiver of interpreter services process: 

1. The process for a patient to request an unqualified ad hoc interpreter must be communicated to the patient by 
the clinical staff through a qualified interpreter (in person, by phone, or via video) and must include staff 
disclosure to the patient that the hospital’s interpreters are provided free of charge. 

2. The discussion should be in private, following HIPAA guidelines, to ensure patients are refusing hospital 
interpreter services of their own accord and not because of pressure from family members or others to do so.  
The accompanying adult, chosen by the patient to interpret for him/her, also must consent. 

3. The refusal of hospital provided interpreters will be documented by hospital staff in the patient’s medical record 
by using the refusal/waiver form and will include the qualified interpreter’s name/ID number utilized to 
interpret the form, as well as the full name and relationship of the person appointed by the patient who agrees 
to interpret. 

4. If a patient who is LEP, Deaf, or Hard of Hearing elects to use any other consenting adult other than a hospital 
provided qualified interpreter, the clinical staff must still use a qualified interpreter provided by the hospital to 
ensure full and accurate interpretation takes place. 

Informed consent  

1. The responsibility for informed consent shall reside with the provider 
2. A qualified, approved medical interpreter must be used when obtaining informed consent from a patient who is 

Deaf/Hard of Hearing and/or Limited English Proficient 
3. When a bilingual physician or other clinician has been qualified as having fluency in the patient’s preferred 

language, they may obtain direct consent without the assistance of an interpreter as they are simply providing 
their scope of practice in a different language.  

Limitations 

1. This policy outlines the parameters of interpreting services.  It is not Geisinger’s intent or policy to have 
interpreters available to perform any duties OTHER than the provision of medical interpreter services. 

2. Medical interpreters (in person, video, or telephone) may not be asked or are required to interpret for legal 
representatives (including, but not limited to, police, private lawyers, insurance agents, legal interviews 
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concerning child abuse, domestic violence, elder abuse, or sexual assault). If interpretation is needed, then the 
outside agency must arrange for their own interpreter.   

Procedure for Language Line video: 

1. Staff will obtain a language line iPad remote video device for use during the appointment/encounter. 
2. Remote devices are located throughout the Geisinger system. 
3. Directions for use are attached to all devices. 
4. Double-click on the round home button on the Language Line iPad device. 
5. The screen will display the available languages indicating the ones available in video as well as all the audio 

languages available – over 200 different languages. 
6. Tap on the video or audio option for the desired language. If video, the interpreter will appear on the screen. If 

audio, you will hear the voice of the interpreter.   
7. Provide the information requested by the interpreter. 
8. For the deaf patient, focus the camera on the patient’s head and torso. For other language focus the camera on 

patient and person speaking with the patient. 
9. Speak directly to the patient using first-person language. 
10. Record the interpreter’s name and ID number in the medical record. 
11. If appropriate, ask the interpreter to use the digital white board on the screen to verify medications, 

instructions, etc. 
12. The unit should be cleaned as per policy in between each patient use. 

Procedure for Language Line audio: 

To be utilized when video is unavailable, to make a conference call when family is not present, or to call a patient/family 
member at home. 

1. Dial Language line from any Geisinger phone - #4LANG - #45264 
2. Option 2 – 1-833-942-2204 
3. Provide the language needed. 
4. Identify yourself. 
5. Provide the MR# of the patient. 

ATTACHMENTS 

 communication board 

 Language Line instructional video 

 English Waiver of Interpreter services 

 Arabic Waiver of Interpreter services 

 Chinese Waiver of Interpreter services 

 Nepali Waiver of Interpreter services 

 Spanish Waiver of Interpreter Services 

 Vietnamese Waiver of Interpreter Services 

 Russian Waiver of Interpreter Services5 
 

REFERENCES - N/A 
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☒ This Policy contains one or more PROCEDURES outlining the methods and applicability of this Policy. 

This policy applies to the following Geisinger Entities:  

CLINICAL ENTITIES (includes Geisinger entities providing health care services, i.e., hospitals, group practices, clinics) 

☒ Community Medical Center (CMC or GCMC) ☒ Geisinger Lewistown Hospital (GLH) 

☐ Endoscopy Center of Geisinger Lewistown Hospital ☒ Geisinger Medical Center (GMC) 

☒ Geisinger Bloomsburg Hospital (GBH) ☒ Geisinger Medical Center Muncy (GMCM) 

☐ Geisinger Clinic (GC) ☐ Geisinger Pharmacy, LLC 

☐ Geisinger Community Health Services (GCHS) ☒ Geisinger Wyoming Valley Medical Center (GWV) 

☐ Geisinger Encompass Health, LLC ☐ GMC Outpatient Surgery - Woodbine 

☐ Geisinger Endoscopy-Montoursville (a facility of G-HM) ☒ GWV Outpatient Surgery - CenterPoint 

☐ Geisinger-HM Joint Venture (G-HM) ☐ Marworth 

☐ Geisinger Healthplex State College Outpatient Surgery and 
Endoscopy Center, a department of Geisinger-Lewistown 
Hospital

 

☐ West Shore Advanced Life Support Services, Inc. (WSALS or 
Geisinger EMS) 
 

☒ Geisinger Jersey Shore Hospital (GJSH)   

 

NON-CLINICAL ENTITIES (includes Geisinger business/corporate entities not providing health care services) 

☐ Geisinger Commonwealth School of Medicine (GCSOM) ☐ Geisinger System Services (GSS) 

☐ Geisinger Health (GH or GHF) ☐ GNJ Physicians Group (GNJ) 

☐ Geisinger Health Plan (GHP) ☐ ISS Solutions, Inc. (ISS) 

☐ Geisinger Quality Options, Inc. (GQO) ☐ Keystone Health Information Exchange, Inc. (KeyHIE) 
Key words: Patient Passport 

PURPOSE 

Implement a standardized approach to “Hand Off” communications, including an opportunity to ask and respond to 
questions as part of Joint Commission National Patient Safety Goal to improve effectiveness of communication among 
caregivers. 

PERSONS AFFECTED 

Hospital Personnel assuming permanent or temporary responsibility for a patient. 

Title:  

Hand Off Communication   
Joint Commission Chapter Section: 

 2.0 Risk Management / Patient Safety 

Date ORIGINAL policy was created: 

August 01, 2006 

This policy belongs to:  

System Nursing Policy Council 

Committee/Council Approval(s): 

   System Nursing Policy Council 
Date of COMMITTEE Approval(s): 

September 21, 2023 
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POLICY  

The policy of Hand Off Communication to ensure a standardized approach to “hand off” communication when 

permanent or temporary responsibility is assumed for the patient. 

DEFINITIONS 

Hand off Communication – refers to a contemporaneous process of passing patient specific information from one 

caregiver to another or from one team of caregivers to another for the purpose of ensuring the continuity and safety of 

the patient’s care.  The information is usually about, but not limited to, the patient’s current condition, ongoing 

treatment, recent changes in condition and possible changes or complications. 

RESPONSIBILITIES 

It is the responsibility to follow the hand off process as outlined in this policy. 

EQUIPMENT/SUPPLIES 
N/A 

PROCEDURE   

Hand off Communication Process: 

1. Hand offs should:  

 Be verbal or face to face whenever possible.  

 Occur in a setting that minimizes interruptions and maintains patient confidentiality.  

 Include the opportunity to ask questions. 

 Follow an approved, standardized approach. 

 Occur minimally at the following times: 

i. Change of shift or responsibility 

ii. Change of care of the hospital, including when patients are sent for procedures or treatments 

2. Consider using the Geisinger “Handoff Communication Reference” tool (paper), or electronic SBAR under 

“Notes-Communication” in EPIC. 

3. The “Patient Passport” is to be used whenever a patient is transported for a procedure or treatment.  This 

printed tool is not a part of the medical record. 

 Hand off signatures will be obtained:  

i. On arrival to the unit, transporter will sign paper passport along with nurse prior to transferring 

patient off the unit 

ii. On arrival of patient to designated location; handoff, transfer, and signature of paper passport 

will occur between transporter and ancillary staff. 

iii. Upon completion of the test/procedure/study; handoff, transfer, and signature of paper 

passport will then occur between ancillary staff and transporter.  

iv. On arrival back to the unit, handoff, transfer, and signature of the patient paper passport will 

occur with transporter and the nurse 

4. Electronic SBAR report from the ED is found in EMR under “Notes-Communication” 
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Hand Off Communication Process from the ED to an Inpatient Unit: 

1. When the assigned bed is in progress, the ED nurse assigned to the patient will call/textl the assigned floor 

and ask for the name of the nurse receiving the patient.  The ED nurse will enter the receiving nurse’s full 

name on the electronic SBAR. The ED nurse will enter the ED extension number on the electronic SBAR form, 

so the floor nurse knows who to contact.  The nurses name will be automatically entered on the form.  If the 

receiving unit is unable to provide the nurse’s name, the SBAR report to be addressed to the charge nurse 

(by name).  

2. The electronic SBAR is placed in the chart during the first call. 

3. The receiving nurse will have until the bed becomes CLEAN on the bed board to review the electronic SBAR. 

4. The receiving nurse will review the electronic SBAR and contact the ED nurse if there are any questions. 

5. Verbal reports will be given on trauma alert patients that have had their documentation on the trauma alert 

sheet. 

6. Specific Units and Intensive Care Units do a verbal report.  

At Geisinger Lewistown Campus and Geisinger Bloomsburg Hospital: 

1. The ED patient will be assigned a clean bed. 

2. A verbal or telephone report will be given prior to patient transfer. 

3. All patients who received treatment with IV thrombolytics (e.g. Alteplase, Tenecteplase) will have an RN 

to RN bedside hand off to include the NIHSS. 

4. ED nurse will document receiving nurses’ name in progress note. GBH Only  

IR/PACU Process: 

1. An electronic SBAR report will be given via each area specific note template in the EMR.  

Transfers: 

2. Transferring patients to nursing homes, rehab facilities or when a home health agency is involved with post 

discharge care, nursing will send copies of the appropriate forms to the facility:  

a. The Transfer Form 

i. At GLH only, completed for transfers to other acute care facilities. 

b. The After Visit Summary (AVS). 

c. MAR for the last 24 hours 

d. Medical Necessity – GLH only. For any company transport (i.e. ambulances, cars, etc) 

3. In addition, a report will be called to the receiving facility or agency.  

a. GBH Only – Report will be called to the receiving facility or agency and documented in progress 

note. 

ATTACHMENTS 

N/A 
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☒ This Policy contains one or more PROCEDURES outlining the methods and applicability of this Policy. 

This policy applies to the following Geisinger Entities:  

CLINICAL ENTITIES (includes Geisinger entities providing health care services, i.e., hospitals, group practices, clinics) 

☒ Community Medical Center (CMC or GCMC) ☒ Geisinger Lewistown Hospital (GLH) 

☐ Endoscopy Center of Geisinger Lewistown Hospital ☒ Geisinger Medical Center (GMC) 

☐ Geisinger Bloomsburg Hospital (GBH) ☒ Geisinger Medical Center Muncy (GMCM) 

☐ Geisinger Clinic (GC) ☐ Geisinger Pharmacy, LLC 

☐ Geisinger Community Health Services (GCHS) ☒ Geisinger Wyoming Valley Medical Center (GWV) 

☐ Geisinger Encompass Health, LLC ☐ GMC Outpatient Surgery - Woodbine 

☐ Geisinger Endoscopy-Montoursville (a facility of G-HM) ☐ GWV Outpatient Surgery - CenterPoint 

☐ Geisinger-HM Joint Venture (G-HM) ☐ Marworth 

☐ Geisinger Healthplex State College Outpatient Surgery and 
Endoscopy Center, a department of Geisinger-Lewistown 
Hospital

 

☐ West Shore Advanced Life Support Services, Inc. (WSALS or 
Geisinger EMS) 
 

☒ Geisinger Jersey Shore Hospital (GJSH)   

 

NON-CLINICAL ENTITIES (includes Geisinger business/corporate entities not providing health care services) 

☐ Geisinger Commonwealth School of Medicine (GCSOM) ☐ Geisinger System Services (GSS) 

☐ Geisinger Health (GH or GHF) ☐ GNJ Physicians Group (GNJ) 

☐ Geisinger Health Plan (GHP) ☐ ISS Solutions, Inc. (ISS) 

☐ Geisinger Quality Options, Inc. (GQO) ☐ Keystone Health Information Exchange, Inc. (KeyHIE) 
 

PURPOSE 

To ensure the safest most efficient administration and monitoring of therapeutic unfractionated heparin to all patients 
admitted to the Geisinger Health System  

PERSONS AFFECTED 

All health care providers that order, monitor, dispense, and administer unfractionated heparin continuous infusions to 
patients admitted to the Geisinger. 

POLICY  

Title:  

Heparin Nomogram  
Joint Commission Chapter Section:(REQUIRED) 

 11.0 Medication Management 

Date ORIGINAL policy was created: 

August 01, 1999 

This policy belongs to:  

System Nursing Policy Committee 

Committee/Council Approval(s): 

  System Nursing Policy Committee; Pharmacy & Therapeutics Committee   
Date of COMMITTEE Approval(s): 

September 21, 2023, Oct 27, 2022 
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VTE – All patients admitted to Geisinger in which a heparin drip is intended for therapeutic anticoagulation related to 
VTE should utilize EPIC order set Anticoagulation Nomogram Orders with DVT/PE Heparin Nomogram chosen. 

Cardiac – All patients admitted to the Geisinger Health System in which a heparin drip is indicated for a cardiac 
indication should utilized EPIC order set Anticoagulation Nomogram Orders with Cardiology/ACS/AF Heparin Nomogram 
chosen. 

Neurology/Stroke - All patients admitted to the Geisinger Health System in which a heparin drip is indicated for a 
neurologic indication should utilized EPIC order set Anticoagulation Nomogram Orders with Neurology/Stroke Heparin 
Nomogram chosen. 

Subtherapeutic – To be used post-procedure where evidence of the benefit of subtherapeutic heparin has been 
demonstrated. Subtherapeutic heparin nomogram should be chosen from EPIC order set Anticoagulation Nomogram 
Orders. 

APTT – To be used for patients who were receiving a Xa inhibitor (rivaroxaban, apixaban, edoxaban) prior to 
admission/prior to initiation of heparin infusion due to interference of the Xa inhibitor on the anti-Xa (Unfractionated 
Heparin) level.  Heparin nomograms with aPTT monitoring should be ordered based on the appropriate indication from 
Anticoagulation Nomogram Orders order set in EPIC. 

Impella – For patients who have been ordered heparin during the use of an Impella device order set Anticoagulation 
Nomogram Orders will be utilized with the appropriate nomogram chosen by the provider.  

Respiratory ECMO – For patients who have been ordered heparin infusion during VV ECMO using order set. 

The text, dosing, goals, and content of the order set will not be altered in anyway. Doing so will place a patient at risk for 
errors. 

Actual body weight will be used for calculating all heparin doses and adjustments except for obese patients as defined 
by >20% above ideal body weight.  Obese patients will be dosed based on an adjusted body weight using the formula: 

 Adjusted wt (kg)=IBW(kg) + 0.4 (Actual weight kg – ideal weight kg) 

Pharmacists are responsible for the accuracy of all calculations in the nomogram.  All errors will be automatically 
corrected by the pharmacist PRIOR to verification.  Pharmacists will document all corrections made via an I-vent under 
‘dose adjustment’ PRIOR to verification. 

Pharmacists are responsible to ensure that all contraindicated medications are discontinued. Absolutely contraindicated 
medications that will be automatically discontinued by pharmacy will be all prior heparin orders including LMWH, 
fondaparinux, argatroban, etc. 

Only pharmacists shall use and access appropriate EPIC order set for the purposes of making corrections and/or 
completing all calculations.      

DEFINITIONS 

Heparin drip-unfractionated heparin administered to a patient via continuous infusion whereas the primary goals is not 

intended for prophylaxis of DVT or PE 
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RESPONSIBILITIES 

Nursing is responsible for: 

- Ensuring all labs are collected when indicated. 
- Adjusting the heparin drip per the ordered nomogram. 
- When changing rates, holding infusion, or administering boluses the nurse will document each change on the 

MAR including the date, time, and rate.  The signatures of two trained licensed personnel, one of whom is an 
RN, are required as stated in Policy 11.02.05 Medication Management: Independent Double Check Policy of High 
Alert Medications. 

- Administer bolus doses for all subtherapeutic levels per the ordered nomogram.    
- Ensuring the following documentation on the heparin flowsheet: 

o Current heparin rate in units/kg/hr  
o Heparin Level result (automatic from lab) 
o Heparin change required for levels not at goal or “NO CHANGE required” for levels that are at goal. 
o Bolus Given (when applicable per nomogram) 
o Updated heparin rate in Units/kg/hr 
o When the next heparin level is due. In 6 hours OR in the following AM if 2 consecutive levels are in 

therapeutic range (or when applicable per specific nomogram orders). 

EQUIPMENT/SUPPLIES 

N/A 

PROCEDURE   

GMC ONLY: 

- To expediate the laboratory process for patients on a Heparin Infusion, RNs will place Heparin Infusion Lab 
orders using the protocols. 

- The following protocols can be used for patients based off of the ordered Heparin Infusion: 
o Unfractionated, Heparin Level in 6 hours 
o Unfractionated, Heparin Level – Daily 
o aPTT in 6 hours 
o aPTT – Daily 

- Labs will be ordered utilizing the current attending as the ordering physician. 
- It will be the responsibility of the staff physician assigned to the patient to sign the electronic chart order placed 

using the appropriate protocol. 

 

 

Key Points 

- While the provider has the option to omit the initial bolus of heparin, doing so will result in delays to therapeutic 
anticoagulation. 
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- The initial bolus is recommended for most patients who require therapeutic anticoagulation EXCEPT those using 
heparin for a neurological indication after ECMO cannulation, and/or where the risk of severe hemorrhage 
outweighs the benefit of reaching therapeutic goals faster. 

- The therapeutic level of heparin will be determined by the unfractionated, heparin level only (except aPTT 
nomogram). 

- At one-time baseline aPTT will be obtained for purpose of detecting a baseline coagulopathy. 
- aPTT will not be used for the purpose of monitoring heparin and will not be ordered for the purpose of 

monitoring heparin (unless the aPTT nomogram is ordered for patients who had been taking oral Xa inhibitors 
prior to admission).  

- aPTT should be ordered prior to invasive procedures at the discretion of the provider to determine if it is safe to 
perform the procedure. 

- An undetectable or subtherapeutic heparin, unfractionated level will not detect patient-specific coagulopathies 
and should not be ordered or interpreted for any purpose other than monitoring heparin. 

- All doses will be in units/kg/hr 
- Patient’s weight will be placed in the pump requiring dual sign off. 
- All adjustments will be made in units/kg/hr 

 

ATTACHMENTS 

Independent Double Check Policy of High Alert Medications 

REFERENCES  

N/A 
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☐ This Policy contains one or more PROCEDURES outlining the methods and applicability of this Policy. 

This policy applies to the following Geisinger Entities:  

CLINICAL ENTITIES (includes Geisinger entities providing health care services, i.e., hospitals, group practices, clinics) 

☒ Community Medical Center (CMC or GCMC) ☒ Geisinger Lewistown Hospital (GLH) 

☐ Endoscopy Center of Geisinger Lewistown Hospital ☒ Geisinger Medical Center (GMC) 

☒ Geisinger Bloomsburg Hospital (GBH) ☒ Geisinger Medical Center Muncy (GMCM) 

☐ Geisinger Clinic (GC) ☐ Geisinger Pharmacy, LLC 

☐ Geisinger Community Health Services (GCHS) ☒ Geisinger Wyoming Valley Medical Center (GWV) 

☐ Geisinger Encompass Health, LLC ☐ GMC Outpatient Surgery - Woodbine 

☐ Geisinger Endoscopy-Montoursville (a facility of G-HM) ☒ GWV Outpatient Surgery - CenterPoint 

☐ Geisinger-HM Joint Venture (G-HM) ☐ Marworth 

☐ Geisinger Healthplex State College Outpatient Surgery and 
Endoscopy Center, a department of Geisinger-Lewistown 
Hospital

 

☐ West Shore Advanced Life Support Services, Inc. (WSALS or 
Geisinger EMS) 
 

☒ Geisinger Jersey Shore Hospital (GJSH)   

 

NON-CLINICAL ENTITIES (includes Geisinger business/corporate entities not providing health care services) 

☐ Geisinger Commonwealth School of Medicine (GCSOM) ☐ Geisinger System Services (GSS) 

☐ Geisinger Health (GH or GHF) ☐ GNJ Physicians Group (GNJ) 

☐ Geisinger Health Plan (GHP) ☐ ISS Solutions, Inc. (ISS) 

☐ Geisinger Quality Options, Inc. (GQO) ☐ Keystone Health Information Exchange, Inc. (KeyHIE) 
 

PURPOSE 

The purpose of the Independent Double Check of High Alert Medications is to establish guidelines for independent 
double-checking high alert medications. 

PERSONS AFFECTED 

All trained licensed personnel 

Title:  

Independent Double Check of High Alert Medications  
Joint Commission Chapter Section: 

 11.0 Medication Management 

Date ORIGINAL policy was created: 

October 09, 2007 

This policy belongs to:  

System Nursing Policy Council 

Committee/Council Approval(s): 

  System Nursing Policy Council  
Date of COMMITTEE Approval(s): 

May 19, 2022 
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POLICY  

The policy of the Independent Double Check of High Alert Medications is to ensure safe administration of critical 

medications, verify the ancillary labels placed on the infusions bags, tubing and pump programming. 

DEFINITIONS 

High risk drugs are those drugs that require special handling due to a narrow therapeutic index, multiple drug/disease 

reactions, severe life-threatening side effect, or require special monitoring before, during or after the administration of 

the drug. 

An Independent double-check of a high-alert medication is a procedure in which two licensed personnel, one of the 

independent double check personnel needs to be an RN, separately check (alone and apart from each other, then 

compare results) each component of prescribing, dispensing, and verifying the high-alert medication before 

administering it to the patient. 

RESPONSIBILITIES 
N/A 

EQUIPMENT/SUPPLIES 
N/A 

PROCEDURE   

1. Two licensed persons (one an RN) will independently check the eMar for the ordered medication. 
a. A graduate nurse (GN) with a temporary practice permit cannot perform the role of one of the licensed 

personnel completing the independent double check. Only licensed nurses who pass their state 
licensure exam can perform this function. 
 

2. Use two unique identifiers to confirm the identity of the patient at the bedside.  
 

3. Both licensed persons will verify that the medication is correct by comparing the medication label with the 
eMar. 
 

4. Validate ordered concentration, labels placed on infusion bags & tubings, and accurate pump setting. 
a. Verification of medication rate between eMAR and IV pump must occur. 

 
5. This double check confirmation will occur at initiation of therapy, change of rate, change of concentration and at 

change of shift or change of nurse. 
 

6. Documentation in eMar both licensed personnel confirming the independent double check. 
 

7. In areas where the eICU program is available, the two licensed persons may be the bedside RN and the eICU RN. 
 

8. Use of the eICU RN for independent double check of high alert medications is intended for circumstances when 
another bedside licensed person is not readily available resulting in a potential delay in treatment reaching the 
patient. Examples include but are not limited to patients in isolation precautions and periods of high acuity. 
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ATTACHMENTS 

Pharmacy policy- High Risk/High Alert Medication Policy 

REFERENCES  
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Properly. Retrieved from https://www.ismp.org/resources/independent-double-checks-worth-effort-if-used-judiciously-

and-properly  

Koyama, A. K., Maddox, C. S., Li, L., Bucknall, T., & Westbrook, J. I. (2020). Effectiveness of double checking to reduce 

medication administration errors: a systematic review. BMJ quality & safety, 29(7), 595–603. 

https://doi.org/10.1136/bmjqs-2019-009552 

https://www.ismp.org/resources/independent-double-checks-worth-effort-if-used-judiciously-and-properly
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☒ This Policy contains one or more PROCEDURES outlining the methods and applicability of this Policy. 

This policy applies to the following Geisinger Entities:  

CLINICAL ENTITIES (includes Geisinger entities providing health care services, i.e., hospitals, group practices, clinics) 

☒ Community Medical Center (CMC or GCMC) ☒ Geisinger Lewistown Hospital (GLH) 

☐ Endoscopy Center of Geisinger Lewistown Hospital ☒ Geisinger Medical Center (GMC) 

☒ Geisinger Bloomsburg Hospital (GBH) ☒ Geisinger Medical Center Muncy (GMCM) 

☐ Geisinger Clinic (GC) ☐ Geisinger Pharmacy, LLC 

☐ Geisinger Community Health Services (GCHS) ☒ Geisinger Wyoming Valley Medical Center (GWV) 

☐ Geisinger Encompass Health, LLC ☐ GMC Outpatient Surgery - Woodbine 

☐ Geisinger Endoscopy-Montoursville (a facility of G-HM) ☐ GWV Outpatient Surgery - CenterPoint 

☐ Geisinger-HM Joint Venture (G-HM) ☐ Marworth 

☐ Geisinger Healthplex State College Outpatient Surgery and 
Endoscopy Center, a department of Geisinger-Lewistown 
Hospital

 

☐ West Shore Advanced Life Support Services, Inc. (WSALS or 
Geisinger EMS) 
 

☒ Geisinger Jersey Shore Hospital (GJSH)   

 

NON-CLINICAL ENTITIES (includes Geisinger business/corporate entities not providing health care services) 

☐ Geisinger Commonwealth School of Medicine (GCSOM) ☐ Geisinger System Services (GSS) 

☐ Geisinger Health (GH or GHF) ☐ GNJ Physicians Group (GNJ) 

☐ Geisinger Health Plan (GHP) ☐ ISS Solutions, Inc. (ISS) 

☐ Geisinger Quality Options, Inc. (GQO) ☐ Keystone Health Information Exchange, Inc. (KeyHIE) 

Key words: Foley, insertion, care, removal 

PURPOSE 

The purpose of the IUBC procedure establishes guidelines for insertion, care, maintenance and removal of urinary 
drainage devices. 

PERSONS AFFECTED 

All staff  who place or provide care to patients with urethral catheters. 

Title:  

Indwelling Urinary Bladder Catheter (IUBC)  
Joint Commission Chapter Section: 

 10.0 Provisions of Care, Treat/Service 

Date ORIGINAL policy was created: 

6/18/2015 

This policy belongs to:  

System Nursing Policy Council 

Committee/Council Approval(s): 

   System Nursing Policy Council 
Date of COMMITTEE Approval(s): 

September 21, 2023 
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POLICY  

The intention of the IUBC procedure is to manage urinary drainage of the bladder continuously or intermittently.   

DEFINITIONS 

DUC- Difficult urinary catheter  

ANTT- aseptic non touch technique 

EHR- electronic health record 

IUBC – Indwelling Urinary Bladder Catheter   

RESPONSIBILITIES 

It is the responsibility of the nurse to confirm the order for insertion is present along with the appropriate indication for 

placement prior to insertion or exchange of a urinary catheter.   

Also, it is the responsibility of the individual inserting the catheter to ensure the appropriate steps have been followed 

when placing, caring for or removing a urinary catheter.   

If catheter was placed in OR, verify an order to maintain IUBC.   

EQUIPMENT/SUPPLIES 

1. IUBC insertion tray 
2. Sterile gloves, as needed. 

PROCEDURE   

1. Situations where removal and replacement of an IUBC is indicated: 

a. If a urinary infection is suspected, remove and/or replace the catheter and obtain urinalysis (UA) and 

obtain sterile culture and sensitivity (C&S) from the new system, as directed by the provider order. 

b. If at any time the catheter is not functioning properly or has been grossly contaminated, an order to 

remove and/or replace the catheter should be obtained. 

c. If the closed system must be broken for the changing or addition of a collection bag/urometer, the IUBC 

system should be removed and replaced.  

d. If a urine culture is ordered an the IUBC has been in place for greater than 48 hours, remove and/or 

replace the catheter and obtain a sterile C&S from a new system. Obtain a new IUBC order. 
 

2. If a difficult insertion is anticipated, the nurse should consider taking an extra catheter and extra sterile gloves 

into the room and, if necessary, contacting urology.  

a. GMC Only – Contact the DUC insertion team for difficult IUBC insertions. 
 

3.  If the patient has a known latex allergy, a latex safe catheter should be used. 
 

4. If a male patient has a history of an enlarged prostate or is over the age of 50, use a Coudé catheter  
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5. IUBCs are not to be irrigated without a provider order.  See Irrigation of Urinary Drainage Device Policy.  
 

6. The manufacturer of the indwelling catheter kit does not recommend test-inflating the balloon prior to 

insertion. 
 

7. Refer to the Nursing Driven Protocol for the Timely Removal of Indwelling Urinary Bladder Catheters (IUBC). 
 

IUBC Care/Peri Care 

1. The care steps listed below apply to all patients with an artificial urethral drainage device unless specific care 

orders have been written by the provider. 

2. The following care steps are to be completed with approved perineal cleanser. 

3. It is the responsibility of the nursing care team to complete the following steps: 

a. Urinary Catheter Care Bundle: 

i. Always maintain catheter drainage bag below the level of the patient’s bladder, document 

every shift.  

ii. Maintain tension reducing device at all times, document every shift.  

iii. Review need for drainage device every  shift.  

iv. Cleanse perineal area and or urinary meatus during routine patient care or as needed. 

Remove any visible debris from the catheter during cleaning. 

1. Male patient: Cleanse peri-urethral area. Draw back foreskin in uncircumcised 

patients to cleanse, dry area and roll foreskin back in place. 

2. Female patient: Cleanser periurethral area moving from front to back. 

v. Document care in EHR. 

Insertion of IUBC 

1. Gather appropriately sized equipment for procedure. See table below for general reference. 

Age of patient Size of Indwelling catheter 

Neonate/ Infant <6 months of age 6-8 Fr  

Children >6 months of age to 8 years 6-8 Fr  

8 years to adolescent 10-12 Fr  

Adolescent boys  12-16 Fr   

Adults  16-18 Fr 
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2. Perform hand hygiene. 

3. Establish privacy.  

4. Explain the need for the IUBC and procedure to patient and/or caregiver. 

5. Observe ANTT throughout procedure. 

6. Because the dominant hand is used to insert the catheter, position yourself on the appropriate side of the 

patient. (Right hand= right side of patient, left hand= left side of patient) 

7. Position the patient in the appropriate position. 

a. Males- Supine and flat or head slightly elevated 

b. Females- supine with knees flexed and apart 

8. Place a waterproof pad under the patient.  

9. Don clean gloves and clean the perineum. 

10. Identify the urinary meatus. 

11. Remove nonsterile gloves and sanitize hands. 

12. Open outer wrap of IUBC insertion tray and place tray nearby for easy access. 

13. Using sterile technique, fold back the flaps in the sterile wrap so the kit supplies are accessible and remains 

in the sterile field.  

14. Apply sterile gloves using sterile technique. 

15. Touching the edges of each drape, remove the sterile drapes from the tray and position the drape under the 

patient’s buttocks(female) or penis (male). 

16. Maintaining sterility, open antiseptic swabs in catheter tray, open lubricant and spread in small area of 

sterile tray. 

17. Remove the plastic cover from catheter and check for defects.  

18. Attach the prefilled syringe to the inflation valve on the catheter. DO NOT PRE-INFLATE. 

c. Only use sterile water to inflate the balloon on the catheter 

19. Verify the distal end of the catheter is attached to a drainage collection bag. If a urometer is needed, 

connect it to catheter BEFORE inserting catheter. 

20. Set the catheter aside in the catheter tray. 

21. Maintaining general ANTT, clean the external urethral orifice with antiseptic swabs using non-dominant 

hand (this hand is now contaminated- do not use to pick up sterile items) 

d. Females- Clean the right side of the vulva and perineal area using one swipe that begins at the 

clitoral hood to the perianal area. Repeat with a new swab the left of the clitoral hood. The last 

swipe with a new swab is down the center of the vulva.  

i. Important – do not release the labia after cleaning with the antiseptic swabs.  

e. Males – Gently retract foreskin, if present, and keep retracted for remainder of procedure. Apply 

antiseptic swab in a circular motion around penis glans. Clean in a circular motion start at the tip 

and moving downward. Do not go back and forth across the urethral opening.  

22. Please note- do not reuse swabs on previously cleaned tissue, if you need to repeat cleaning, get new swabs. 

Generously lubricate the proximal tip of the catheter (2 in. females,  5 in. males) 

23. Using the dominant hand, grasp the catheter 3-4 in. (females) or 7 in. (males) from the insertion tip and 

insert the catheter by slowly advancing the catheter until urine begins to flow and continue to advance 1-2 

inches. 
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a. Males- Hold the penis at a 70-90 angle to the patient’s legs. Gently stretch it upward to create a 

straight path.  

b. Slight resistance may be felt as the catheter passes the urethral sphincter. Ask the patient to deep 

breath and bear down to assist with passage of the catheter. 

c. DO NOT FORCE the catheter if there is more than slight resistance. 

24. Once the catheter is in place, the non-dominant hand can be used to hold the catheter in place. 

25. Using the dominant hand, slowly instill the sterile water in the inflation valve to the balloon to the 

recommended volume shown on the inflation valve.  

a. DO NOT instill more than the recommended amount.  

b. If the patient complains of pain when inflating the balloon, the balloon may be in the urethra 

instead of the bladder. In this case, remove the fluid from the balloon, advance the catheter and 

slowly instill the sterile water. 

26. After the fluid is instilled and the balloon is inflated, apply gentle traction to the catheter using the 

nondominant hand until resistance is met to verify balloon is adequately inflated. 

27. Place the drainage bag below the level of the bladder to allow for drainage by gravity avoiding loops or kinks 

that may obstruct drainage. 

28. Secure the catheter with a tension reducing device allowing for enough slack so the patient can move his or 

her thigh without pulling the catheter. 

29. Clean the excess antiseptic and lubricant from the patient’s perineal area and remove the under pad.  

30. Discard procedures materials and perform hand hygiene. 

31. Document procedure and drain in the EHR. 

Removal of IUBC 

1. Gather appropriate supplies – clean gloves, 10mL Luer-lock syringe, waterproof pad, cleansing wipes 

2. Perform hand hygiene. 

3. Establish privacy.  

4. Explain procedure to patient/caregiver. 

5. Don clean gloves and position patient in supine position. Females- with their knees apart and flexed.  

6. Place waterproof pad to prevent leakage on patient or bed linens. 

7. Remove tension reducing device holding the catheter in place.  

8. Attach the Luer-lock syringe to the balloon port of the catheter and allow the sterile water to fill the syringe 

passively.   

a. Active or vigorous aspiration can collapse the inflation lumen causing the incomplete balloon 

inflation. 

9. Hold the catheter close to the urinary meatus and gently full against the catheter to confirm the balloon is 

fully deflated.  

a. If the catheter does not easily slide from the meatus, there may an obstruction. Reattach balloon to 

confirm all fluid has been removed. If there is still resistance, contact the provider, 

10. Empty the urine from the drainage bag and dispose of the system.  

11. Clean patient’s perineum and assist them into a comfortable position. 

12. Document procedure including urine output in the EHR. 
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ATTACHMENTS 

 Inserting a Urinary Catheter in the Female Adult Patient  

 Inserting a Urinary Catheter in the Male Adult Patient  

 Inserting a Catheter in a Male Pediatric Patient  

 Inserting a Catheter in a Female Pediatric Patient 

 Removing an Indwelling Urinary Bladder Catheter 

REFERENCES  

Inserting an Indwelling Urinary Catheter in Adults With a Vulvar Urethra Schub T; Seeber-Combs C; ; Hanson D; CINAHL 

Nursing Guide, EBSCO Publishing, 2023 Feb 01  

Inserting an Indwelling Urinary Catheter in Adults With a Penile Urethra Seeber-Combs C; Hanson D; CINAHL Nursing 

Guide, EBSCO Publishing, 2023 Feb 16 (Nursing Practice and Skill) 

Inserting an Indwelling Urinary Catheter in Pediatric Patients With a Vulvar Urethra Schub E; Neal P; ; Hanson D; CINAHL 

Nursing Guide, EBSCO Publishing, 2023 Jan 12 

Inserting an Indwelling Urinary Catheter in Pediatric Patients With a Penile UrethraSchub E; Neal P; ; Hanson D; CINAHL 

Nursing Guide, EBSCO Publishing, 2023 Jan 12 
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☒ This Policy contains one or more PROCEDURES outlining the methods and applicability of this Policy. 

This policy applies to the following Geisinger Entities:  

CLINICAL ENTITIES (includes Geisinger entities providing health care services, i.e., hospitals, group practices, clinics) 

☒ Community Medical Center (CMC or GCMC) ☒ Geisinger Lewistown Hospital (GLH) 

☐ Endoscopy Center of Geisinger Lewistown Hospital ☒ Geisinger Medical Center (GMC) 

☒ Geisinger Bloomsburg Hospital (GBH) ☒ Geisinger Medical Center Muncy (GMCM) 

☐ Geisinger Clinic (GC) ☐ Geisinger Pharmacy, LLC 

☐ Geisinger Community Health Services (GCHS) ☒ Geisinger Wyoming Valley Medical Center (GWV) 

☐ Geisinger Encompass Health, LLC ☐ Geisinger Surgery Center – Highland Park (OSHP) 

☐ Geisinger Endoscopy-Montoursville (a facility of G-HM) ☐ GMC Outpatient Surgery - Woodbine 

☐ Geisinger-HM Joint Venture (G-HM) ☐ GWV Outpatient Surgery - CenterPoint 
 

☐ Geisinger Healthplex State College Outpatient Surgery and 
Endoscopy Center, a department of Geisinger-Lewistown 
Hospital

 

☐ Marworth 

☒ Geisinger Jersey Shore Hospital (GJSH) ☐ West Shore Advanced Life Support Services, Inc. (WSALS or 
Geisinger EMS) 

 

NON-CLINICAL ENTITIES (includes Geisinger business/corporate entities not providing health care services) 

☐ Geisinger Commonwealth School of Medicine (GCSOM) ☐ Geisinger System Services (GSS) 

☐ Geisinger Health (GH or GHF) ☐ GNJ Physicians Group (GNJ) 

☐ Geisinger Health Plan (GHP) ☐ ISS Solutions, Inc. (ISS) 

☐ Geisinger Quality Options, Inc. (GQO) ☐ Keystone Health Information Exchange, Inc. (KeyHIE) 

PURPOSE 

To establish guidelines for the use of Continuous Insulin Infusion in non-intensive care areas to assist patients to 
maintain target glucose levels. 

PERSONS AFFECTED 

Providers, Licensed Independent Practitioners, Registered Nurse, Licensed Practical Nurses  

Title:  

Insulin Continuous Infusion for Adult Non-intensive Care Areas 
Joint Commission Chapter Section:(REQUIRED) 

 11.0 Medication Management 

Date ORIGINAL policy was created: 

October 1, 2016 

This policy belongs to:  

System Nursing Professional Practice Council 

Committee/Council Approval(s): 

 System Nursing Professional Practice Council, System Diabetes Committee   
Date of COMMITTEE Approval(s): 

December 21, 2023 
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POLICY  

1. This policy is to ensure that patients’ blood glucose levels are maintained within set parameters as outlined in 

the procedure below.   

2. Dual sign-off protocol applies to all continuous insulin infusions using independent double-check verification 

process for this high-risk/high alert medication.   

3. The Registered Nurse is primarily responsible for the continuous insulin infusion and may seek dual sign-off from 

a second RN or LPN. The LPN may be the secondary sign off. 

4. NOTE: This policy is NOT intended to guide the initial treatment for patients admitted with Diabetic Ketoacidosis 

(DKA) or Hyperosmolar Hyperglycemic Nonketotic Syndrome (HHNS).  Focus is on hyperglycemic and patient 

with diabetes. 

DEFINITIONS 

Hypoglycemia – a condition where the patient experiences low blood glucose levels, usually below 70mg/dl 

Hyperglycemia – a condition where the patient experiences high blood glucose levels 

DKA – (diabetic Ketoacidosis) a condition where cells receive insufficient glucose for energy and the body begins to burn 

fat for energy which produces ketones.  The ketones build up in the blood creating an acidotic state that can lead to 

coma or even death.  

HHNS – (Hyperosmolar Hyperglycemia Nonketotic Syndrome) a condition that can occur in poorly uncontrolled Type 1 or 

2 diabetic patients. As blood glucose levels rise the body tried to eliminate the excess though urination, eventually 

urinary frequency slows and the urine becomes dark.  Excessive thirst may be experienced by some patients, other may 

have no desire to drink leading to dehydration.  The dehydrated state can leader to seizures, coma and eventually death.  

RESPONSIBILITIES 

The Provider is responsible for initiating the Continuous Insulin Infusion using order set #4769. 

The Registered Nurse is responsible for adjusting the insulin infusion according to the orders. The RN, LPN, trained 

nursing assistants or tech’s can obtain the finger stick blood glucose levels. 

EQUIPMENT/SUPPLIES 

Infusion pump, tubing and medication infusion.  

PROCEDURE   

General Information: 

In order to start an insulin infusion or accept an admission or transfer with a continuous insulin infusion to a non-

intensive care area the following criteria must be met.  

1. Those patients with a diagnosis of DKA must be on the Maintenance Phase or Management of Transition Phase. 

Patients may be on the medical-surgical units only if the non-intensive care insulin drip is ordered.  Those in this 
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phase will have “DKA Maintenance Phase” added to the First line of the Administration instructions for the 

Insulin Infusion in the Maintenance phase of the DKA protocol.    

a. GUIDELINE for patients to be in this phase of the DKA protocol: 

i. Blood Sugar <250, with a persistent Anion gap greater than 16. 

ii. Closed Anion Gap (15 or less), Any Blood sugar is acceptable. 
 

2. A dextrose source must be ordered and may include:  

a. PO diet order, tube feedings, TPN, PPN, D5W or D5W 1/2NSS. 

b. Populations that may not require a dextrose source include: post-op bariatric surgery patients or others 

at the discretion of the provider.  

Ordering Information: 

1. The ordering clinician will determine the starting Insulin Infusion Rate Level base on immediately obtained 

blood glucose.  The glucose can be obtained via venous, arterial or finger stick.  The guidelines for each level 

are on order set #4769 

2. If the patient will be off of the unit longer than 2 hours, it is recommended to contact the provider for 

insulin infusion management orders if not already established in the provider orders.  

Administration Information: 

1. The initiation and maintenance of the insulin infusion will be done by the RN via infusion pump.   

 

2. All consecutive dose titrations must be completed by the RN.  

 

3. Insulin will require an additional 20mL prime of solution to be wasted after the initial prime to minimize the 

effect of insulin adsorption to the tubing. 

 

4. A blood glucose will be completed immediately before starting the infusion and every 2 hours for the duration. 

Exception: 

If the patient glucose level is within the target range of 80-150mg/dl at the 2000 glucose check, glucose checks may be 

completed every 4 hours until 0600.  At 0600, a glucose level should be obtained, and the patient should resume with 

every 2-hour testing. 

1. The insulin infusion rates will be adjusted every 2 hours within the level as ordered by the provider.  If the 

patient’s blood glucose is not within the 80-150 mg/dl range within 4 hours after the infusion initiation the nurse 

will: 

a. Advance to the next highest level and notify the provider (GWV, GCMC, GLH, GBH) 

b. Notify the provider of the blood glucose measurements and obtain an order to advance to the next 

highest level at the provider’s discretion (GMC only). 

2. Monitoring and interventions for hypoglycemia: 

a. If a patient verbalizes or exhibits signs/symptoms of hypoglycemia, immediately obtain and glucose 

level. 
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i. Insulin should be stopped based on the levels outline in the Insulin Infusion order set.  

Treatment as per Adult Hypoglycemia Protocol. 

1. Do not restart the insulin infusion without a provider order. 

Special Considerations 

1. When transitioning to subcutaneous basal infusion it is recommended that you discontinue the insulin infusion 

as follows (NOTE: Discontinuation times may vary among providers) 

a. Lantus/Levemir – 2 hours after the initiation 

b. NPH - 1 hour after the initiation 

2. If transitioning to a Continuous subcutaneous insulin infusion (Home insulin pump), nurse should follow 

procedure outlined in the Continuous Subcutaneous Insulin Infusion policy.  

3. If a patient is receiving an oral diet, prandial carbohydrate coverage should be ordered.  

Documentation.  

1. Standard Documentation requirements to complete the following rows: 

a. Glucose Level 

b. Insulin Dose (units/hr) 

2. Additional rows of diabetes group may be completed per campus routine. 

a. GMC Campus – Insulin level used, carbs consumed in grams, Hypoglycemia Treatment 

b. GWV, GCMC, GLH – All rows in diabetes group as appropriate 

ATTACHMENTS 

Non-Intensive Care IV Insulin Infusion Protocol 

Adult Hypoglycemia Treatment Protocol 

Care of Continuous Subcutaneous Insulin Infusion (Home Insulin Pump) 
 

REFERENCES  

1. ADA. (2022). Common Terms. Retrieved from American Diabetes Association: 
http://www.diabetes.org/diabetes-basics/common-terms/ 

2. Breeding, A., Seeber-Combs, C. & Hanson, D. (2023). Administering an IV Insulin Infusion. CINAHL 
Nursing Guide, EBSCO publishing. 
 

http://www.diabetes.org/diabetes-basics/common-terms/
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☒ This Policy contains one or more PROCEDURES outlining the methods and applicability of this Policy. 

This policy applies to the following Geisinger Entities:  

CLINICAL ENTITIES (includes Geisinger entities providing health care services, i.e., hospitals, group practices, clinics) 

☒ Community Medical Center (CMC or GCMC) ☒ Geisinger Jersey Shore Hospital (GJSH) 

☐ Endoscopy Center of Geisinger Lewistown Hospital ☒ Geisinger Lewistown Hospital (GLH) 

☐ Family Health Associates of GLH (FHA) ☒ Geisinger Medical Center (GMC) 

☒ Geisinger Bloomsburg Hospital (GBH) ☒ Geisinger Medical Center Muncy (GMCM) 

☐ Geisinger Clinic (GC) ☐ Geisinger Pharmacy, LLC 

☐ Geisinger Community Health Services (GCHS) ☒ Geisinger Wyoming Valley Medical Center (GWV) 

☐ Geisinger Encompass Health, LLC ☐ GMC Outpatient Surgery - Woodbine 

☐ Geisinger Endoscopy-Montoursville (a facility of G-HM) ☐ GWV Outpatient Surgery - CenterPoint 

☐ Geisinger-HM Joint Venture (G-HM)
 

☐ Marworth 

☐ Geisinger Healthplex State College Outpatient Surgery and 
Endoscopy Center, a department of Geisinger-Lewistown 
Hospital 

☐ West Shore Advanced Life Support Services, Inc. (WSALS or 
Geisinger EMS) 
 

 

NON-CLINICAL ENTITIES (includes Geisinger business/corporate entities not providing health care services) 

☐ Geisinger Commonwealth School of Medicine (GCSOM) ☐ Geisinger System Services (GSS) 

☐ Geisinger Health (GH or GHF) ☐ GNJ Physicians Group (GNJ) 

☐ Geisinger Health Plan (GHP) ☐ ISS Solutions, Inc. (ISS) 

☐ Geisinger Quality Options, Inc. (GQO) ☐ Keystone Health Information Exchange, Inc. (KeyHIE) 

 

PURPOSE  

Adult mobility progression is a multidisciplinary process that allows the nurse to determine the appropriate level of 
activity for their patients using evidence-based tools.  This process will be applied to all patients as applicable.  

 

PERSONS AFFECTED 

All members of the healthcare system.  

 

Title: 

Mobility Screening and Nursing Mobility Progression (SYSTEM)  
Joint Commission Chapter Section:  

 10.0 Provisions of Care, Treat/Service 

Date original policy was created:  

December 22, 2011 
This policy belongs to:   

System Nursing Policy and Procedure Committee 

Committee/Council Approval(s):  

 System Nursing Policy and Procedure Committee   
Date of Approval(s):  

March 17, 2022 
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DEFINITIONS 

AM-PAC – Activity Measure for Post-Acute Care is screening tool used to determine the patient’s ability to complete 
physical tasks that reflect their functional mobility.  The AM-PAC screening tool will auto-generate an AM-PAC Mobility 
score to correlate with the JH-HLM. 

JH-HLM – The Johns Hopkins Highest level of Mobility Scale is a tool used to initially set the patient’s mobility goal and 
then to measure their actual performance related to mobility. 

JH HLM Goal – Set daily based on the patient’s AM PAC score. Reflects the patient’s capacity and activity goal for the 
day.  

JH HLM Achieved- documented with every episode of mobility to show progress or regression throughout the day 
related to the patient’s performance with mobility related activities.     

POLICY  

All patients will be evaluated to ensure safe participation in mobility related activities upon admission, daily, and with 
any change in condition through the utilization of the Activity Measure for Post-Acute Care (AM-PAC) assessment tool.  

The score will generate  an appropriate Daily Mobility Goal utilizing the Johns Hopkins Highest level of Mobility Scale (JH-
HLM).  

Evaluation of the patient’s performance by the care team will aide in determining the need for physical and or 
Occupational therapy services.   

RESPONSIBILITIES 

It is the responsibility of the Registered Nurse (RN) or Licensed Practical Nurse (LPN) to complete and document the 
patient’s level of mobility utilizing the AM-PAC tool.  This will then determine the highest level of mobility goal via the 
JH-HLM. 

1. AM-PAC: On admission the nurse will, through observation, document the patient’s current level of mobility.  
Based on the AM-PAC score, the JH-HLM goal will automatically  determine the expected highest level of 
mobility.  The nurse will also provide and document education for the patient, family and caregivers regarding 
mobility.  The AM-PAC tool is to be completed on admission and daily thereafter. 

2. JH-HLM: The mobilization goal for the patient will be automatically determined.  Documentation of each episode 
of mobility  is to occur every time activities regarding mobilization are conducted.   It is the responsibility of the 
care team member conducting the episode of mobility (RN, LPN, NA, provider, etc.)  

It is the responsibility of all Licensed inpatient Nursing Staff to complete a review of Progressive Mobility in GOALs and 
upon hire and annually thereafter.    

It is the responsibility of the care team to discuss and ensure an order for therapy services has been placed when 
appropriate. This decision should be based on the patient’s current performance and mobility goals.  

EQUIPMENT / SUPPLIES 

Will be determined by the patient’s condition and abilities. Assistive devices may include a walker, cane, crutches, lift 
devices, etc.   
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PROCEDURE   

A. Safety Screen – A safety screen must be competed on all patients prior to any activity. If the patient is 
determined to be stable, the nurse may proceed with mobility related activity. If the patient is determined to be 
unstable related to hemodynamics, Neurologic issues, respiratory issues, or physician order; nursing will not 
proceed and will continue to re-evaluate patient until they are appropriate to participate in progressive mobility. 
The inability to participate in activities related to mobility must be documented in the EHR with each episode.  

B. The AM-PAC tool will be completed following normal daily activity.  The tool consists of the following questions: 
a. How much assistance does the patient currently require from another person to complete the following: 

i. Turning from your back to your side while in a flat bed without using side rails? 
ii. Moving from lying on your back to sitting on the side of a flat bed without using side rails? 

iii. Moving to and from a bed to chair (including wheelchair)? 
iv. Standing up from a chair using your arms (e.g., wheelchair or bedside chair)? 
v. To walk in hospital room? 

vi. Climbing 3-5 steps with a railing? 
b. Scoring: 

i. 1 = Total- Patient requires total assistance 
ii. 2 = A lot – Patient requires maximum to moderate assistance 

iii. 3 = A little – Patient requires minimal assistance, contact guard or supervision 
iv. 4 = None – Patient is independent 

C. Based upon the score above (upon admission) and the patient’s actual performance (daily) the mobility goal will 
be generated utilizing the JH-HLM (see tool attached). During the patient’s stay, the score should be utilized to 
set the goal for the current day. This level of activity should be completed and documented each time the 
patient is moved. If the patient is unable to meet their mobility goals, an appropriate reason must be 
documented for each episode.  

ATTACHMENTS 

JH-HLM 

Range of Motion 

REFERENCES  

 Hoyer, E. H. (2018). Toward a Common Language for Measuring Patient Mobility in the Hospital: Reliability and 
Construct Validity of Interprofessional Mobility Measures. Physical Therapy. 
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☐ This Policy contains one or more PROCEDURES outlining the methods and applicability of this Policy. 

This policy applies to the following Geisinger Entities: (REQUIRED) Please select the box before the entities that apply. 

CLINICAL ENTITIES (includes Geisinger entities providing health care services, i.e., hospitals, group practices, clinics) 

☒ Community Medical Center (CMC or GCMC) ☒ Geisinger Lewistown Hospital (GLH) 

☐ Endoscopy Center of Geisinger Lewistown Hospital ☒ Geisinger Medical Center (GMC) 

☒ Geisinger Bloomsburg Hospital (GBH) ☒ Geisinger Medical Center Muncy (GMCM) 

☐ Geisinger Clinic (GC) ☐ Geisinger Pharmacy, LLC 

☐ Geisinger Community Health Services (GCHS) ☒ Geisinger Wyoming Valley Medical Center (GWV) 

☐ Geisinger Encompass Health, LLC ☐ GMC Outpatient Surgery - Woodbine 

☐ Geisinger Endoscopy-Montoursville (a facility of G-HM) ☐ GWV Outpatient Surgery - CenterPoint 

☐ Geisinger-HM Joint Venture (G-HM) ☐ Marworth 

☐ Geisinger Healthplex State College Outpatient Surgery and 
Endoscopy Center, a department of Geisinger-Lewistown 
Hospital

 

☐ West Shore Advanced Life Support Services, Inc. (WSALS or 
Geisinger EMS) 
 

☒ Geisinger Jersey Shore Hospital (GJSH)   

 

NON-CLINICAL ENTITIES (includes Geisinger business/corporate entities not providing health care services) 

☐ Geisinger Commonwealth School of Medicine (GCSOM) ☐ Geisinger System Services (GSS) 

☐ Geisinger Health (GH or GHF) ☐ GNJ Physicians Group (GNJ) 

☐ Geisinger Health Plan (GHP) ☐ ISS Solutions, Inc. (ISS) 

☐ Geisinger Quality Options, Inc. (GQO) ☐ Keystone Health Information Exchange, Inc. (KeyHIE) 
 

PURPOSE 

The purpose of the Restraint/Seclusion policy is to reduce the frequency of restraint use, striving to eliminate the use of 
restraints.  Limiting restraint use by defining the terms restraint, seclusion, and pharmacologic restraint. Using these 
protective measures in accordance with regulatory standards.   

PERSONS AFFECTED 

All skill levels of care providers.   

Title:  

Restraint/Seclusion 10.607 
Joint Commission Chapter Section:(REQUIRED) 

 10.0 Provisions of Care, Treat/Service 

Date ORIGINAL policy was created: 

March 01, 1995 

This policy belongs to:  

System Nursing Policy Council 

Committee/Council Approval(s): 

System Nursing Policy Council, Clinical Leadership Council   

Date of COMMITTEE Approval(s): 

August 17,2023 
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POLICY  

It is the policy of Geisinger Health System to: 

1. Limit the use of restraints/seclusion to protect the immediate physical safety of the patient, staff, or others. 

2. Preserve the rights, safety, wellbeing, and dignity of the patient when restraints are used. 

3. Use restraint/seclusion only to improve the patient’s wellbeing and when other less restrictive interventions 

have been determined to be ineffective. 

4. Provide the Patient’s Rights & Responsibilities pamphlet to patient/family upon admission.  This pamphlet 

describes the right to be free from restraint or seclusion, or any form, imposed as a means of coercion, 

discipline, convenience, or retaliation by staff. 

EXCEPTIONS TO RESTRAINT USAGE: CMS 482.13 Exceptions 

Standard practice that includes limitation of mobility or temporary immobilization related to medical, dental, 
diagnostic, or surgical procedures, Electroconvulsive Therapy, conscious sedation, and the related post‐procedure 
care process. These mechanisms can include, but are not limited to: 

1. IV arm boards not secured to the bed or protection of a treatment site. 

2. Surgical dressings or bandages. 

3. Helmets 

4. Therapeutic holding or comforting 

5. Devices that can easily be removed by the patient. For example, when a patient requests a limb 
immobilizer during a hemodialysis treatment, a limb holder will be loosely applied below the patient’s 
fistula to prevent infiltration on the condition that patient is able to demonstrate the ability to remove the 
holder.  

6. Forensic restrictions used for security purposes (i.e. handcuffs or other restrictive devices applied by law 
enforcement officials). 

7. Voluntary adaptive support in response to physical needs of the patient (i.e. postural support, orthopedic 
appliances).  

8. Medications used as part of the treatment plan and not for the purpose of pharmacologic restraint.  
Medications are not restraints if they allow the patient to move effectively or appropriately function in the 
world around them. 

9. Recovery from anesthesia that occurs when a patient is in a critical care or post-anesthesia care unit is 
considered part of the surgical procedure.  However, if the intervention is maintained when the patient is 
transferred to another unit or recovers from the effects of the anesthesia (whichever occurs first), a 
restraint order would be necessary.  

10. A cool down period in which the patient consents to being alone in a designated area for an agreed upon 
time frame during which the patient is not physically prevented from leaving the room.  This may be used 
to provide the patient an opportunity to regain self-control. 

11. Bed rails: 

a. If patients have the ability to get out of bed, they have the right to get out of bed. If the patient has 
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no ability to move at will four bed rails may be used as a safety intervention and are not considered 
a restraint 

b. If four bed rails are used to prevent the patient from willfully exiting the bed, then the four bed 
rails are considered a restraint. Even if patient or family member requests the use of four bed 
rails, it is considered a restraint unless the patient can demonstrate the ability to lower the bed 
rails.  

12. Other exceptions include: 
a. Pediatrics - Age or developmentally appropriate protective safety interventions such as 

raised crib and/or bed rails. Posey beds are not a restraint. 
b. Side rails used on a stretcher 
c. Law enforcement, prison personnel 
d. Seizure precautions- raised bed rails to protect a patient experiencing involuntary movements 
e. Specialty bed per manufacturer’s recommendations or when the bed will not function without the 

use of the four bed rails 
 
RESTRAINT TYPES: 
System approved devices to be used according to manufacturer’s instructions. 

1. Soft wrist/ankle 
2. Lap belt restraint (NOT available at GWV, GCMC, GLH) 
3. Four bed rails (when the ability to get out of bed is restricted for behavioral reasons) 
4. Red/Blue Velcro restraints 
5. Mitts 
6. Posey Beds (Adults) 

 
GCMC, GWV Facility Specific Restrictions 

1. Do not sure soft restraints in a 4-point application with non-violent orders. 
2. For use of 4-point violent restraint, a code grey must be called and Security must respond. 
3. Do not use double restraints (i.e., a mitt and a soft wrist restraint on the same extremity).  

DEFINITIONS 

1. Physical restraint is defined as any manual method, physical or mechanical device, material, or equipment that 

immobilizes or reduces the ability of a patient to move his or her arms, legs, body, or head freely. 

2. Seclusion is defined as the involuntary confinement of a person alone in a room or area from which the person is 

physically prevented from leaving. Seclusion may only be used for the management of violent or self‐destructive 

behavior. 

3. Pharmacological restraint is a drug or 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. (If the overall effect of a drug or medication, or combination of drugs or medications, is to 

reduce the patient’s ability to interact with the world effectively or appropriately around the patient, then the 

drug or medication is not being used as a standard of treatment or dosage for the patient’s condition.) 

4. Manual Hold is defined as holding a patient in a manner that restricts the patient’s movement against the 

patient’s will. 

5. Episode of restraints is an uninterrupted period of time that a patient is restrained.  
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6. A violent or self-destructive patient is defined as a patient who attempts to harm themselves, others, or the 

environment. 

7. A non‐violent or non‐self-destructive patient is one who tries to remove lines, drains, tubes, or an airway and 

compromises their own safety. Types of situations that may cause cognitive changes can include post-operative 

confusion, adverse reactions to medication, or other medical conditions.  

8. Licensed Practitioners (LP) who can order restraint/seclusion are defined as MD/DO/Physician Assistant (PA‐

C)/Resident and Certified Registered Nurse Practitioner (CRNP). 

9. Licensed Nursing Staff include Registered Nurses (RNs) and Licensed Practical Nurses (LPNs). 

10. Nursing Staff include licensed nursing staff and unlicensed assistive personnel who participate in patient care, 

such as nursing assistants, techs, Mental Health Workers, etc. 

11. Non-nursing staff include trained security personnel 

12. Trained RN -Registered nurse that has completed an additional competency for face to face evaluation. 

RESPONSIBILITIES 

Licensed Practitioners are responsible for: 

 Assessing and documenting the need for restraint usage by identifying the clinical justifications and associated 

risk factors on the Restraint/Seclusion Order Set 

 Promptly ordering the least restrictive type of restraint required by the patient as soon as patient safety is 

ensured  

 Adhering to time‐limited parameters 

 Adhering to in‐person evaluations as required per regulation  

Licensed Nursing Staff are responsible for: 

 Employing less restrictive alternatives to restraint use until deemed unsafe for patient and or staff 

 Obtaining order for restraint (RN only) 

 Matching order to restraint on patient 

 Adhering to time‐limited parameters 

 Informing patient/family of discontinuation criteria (tell the patient/family what the patient has to do to have 

the restraints removed, i.e., stop pulling out the IV) 

 Monitoring and evaluating patient's need for restraint 

 Modifying individualized plan of care/treatment plan (RN only), except for in Emergency Department 

 Discontinuing restraints as soon as the behavior requiring the restraint is resolved or controlled using an 

alternative to restraint. Staff must document on the Restraint flow sheet under Physical Restraint Type/select 

"Discontinued." 

 

EQUIPMENT/SUPPLIES 

N/A 
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PROCEDURE   

General Restraint Guidelines: 

1. In an emergency application situation, the RN may initiate the restraint prior to obtaining an order. In these 

situations, the order must be obtained promptly.  

2. If the initiation of restraint is based on a significant change in the patient's condition or the restraint is new for 

the patient (i.e., not a renewal of an existing restraint order), the attending physician or service will be notified 

promptly/immediately when patient is placed in restraints. 

3. P.R.N. orders for restraints are not permissible.  

Exception: A single order is permitted that determines the type of restraint to be used based on the 

location of the patient (i.e., an order for four bed rails while in bed, lap belt while in chair). 

4. A temporary, directly-supervised release of restraints that occurs for the purpose of caring for the patient’s 

needs (i.e., toileting, feeding, repositioning, moving from bed to chair, range of motion exercises, etc.) is not 

considered a discontinuation of the restraint or seclusion intervention. As long as the patient remains under 

direct staff supervision, the restraint is not considered to be discontinued because the staff member is present 

and is serving the same purpose as the restraint or seclusion.  

5. If the restraint or seclusion is discontinued prior to the expiration of the original order, a new order must be 

obtained prior to reinitiating the use of the restraint or seclusion 

 

Pharmacological Restraints: 

1. Pharmacological restraints must be ordered on the Restraints and Seclusions Order Set and include 
pharmacologic agent, dose, and route.  These are one-time orders.  See definition Pharmacological Restraint.  

2. After administration of a Pharmacological restraint, the monitoring of the patient will be as follows: 
a. Vitals signs and intake/output as ordered by the provider. 
b. Staff will monitor the awake patient every 15 minutes or at a frequency determined by the provider for 

1 hour for, respiratory effort, emotional/behavioral status, and level of consciousness.  Staff will also 
assess the need for and/or provide food/fluids, toileting, hygiene, and range of motion at least once 
during this time and as appropriate for the patient.  

c. Staff will monitor the sleeping patient at minimum every 15 minutes for 1 hour for respiratory rate, 
respiratory effort, and skin color.  
 

Non-Violent Patient/Non-Self-Destructive Patient: 

1. Restraint orders are time-limited – for the Non-Violent or Non-Self-Destructive Patient order once each calendar 
day. 

2. The original restraint order may only be renewed within the required time limits for up to 24 hours.  After the 
original order expires, a physician or other LP must see and assess the patient before issuing a new order.  

3. Monitoring: 
a. Staff will monitor the awake patient at minimum every 2 hours for signs of injury/circulation issues from 

physical restraint use, respiratory rate, emotional/behavioral status, level of consciousness, the need for 
and/or provide food/fluids, toileting, hygiene, and range of motion. 
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b. Staff will monitor the sleeping patient at minimum every 2 hours for, signs of injury/circulation issues 
from physical restraint use, respiratory rate, respiratory effort, and skin color.  

Violent or Self-Destructive Patient: 
1.  Restraint/Seclusion orders for the violent patient are time‐limited based on age: 

a. Ages 18 and older:  4 hours 

b. Ages 9‐17:  2 hours 

c. Ages 8 or under:  1 hour 

Note: Orders for restraint/seclusion purposes are valid until either the time limit of the order expires, or 
the restraints are discontinued because the patient no longer demonstrates the behavior that required 
the restraint/seclusion.  A new order must be obtained if the patient again requires the use of 
restraints/seclusion or if the limb(s) restrained change.   

2. Every 24 hours, a LP primarily responsible for the patient's on‐going care will see and evaluate the patient. 

 
3. One Hour Face‐to‐Face:  An in‐person evaluation within 1 hour after initiation of manual hold for forced 

medication, restraint, or seclusion must be completed by a physician, Resident, PA‐C, CRNP or a trained RN. 
The patient evaluation must include: 

a. Immediate situation 
b. Reaction to the intervention 
c. Medical and behavioral condition 
d. Need to continue or terminate the restraint or seclusion  

Note: If a trained RN conducts the face-to-face evaluation, they must consult the attending physician or other 
LP who is responsible for the patient's care as soon as possible after completing the 1-hour evaluation. 
Another face-to-face evaluation is not required when the original order is renewed. The original restraint 
or seclusion order may only be renewed within the required time limits for up to a total of 24 hours (i.e. 5 
consecutive renewals for an adult). After the original order expires, an LP must see and assess the patient 
before issuing a new order. 

4. Monitoring: 

a. Staff will monitor the awake patient every 15 minutes or at a frequency determined by the provider 
for, signs of injury/circulation issues from physical restraint use, respiratory rate, 
emotional/behavioral status, and level of consciousness.  Staff will also monitor the need for and/or 
provide food/fluids, toileting, hygiene, and range of motion every 2 hours. 

b. Staff will monitor the sleeping patient at minimum every 15 minutes or at a frequency determined by 
the provider for, signs of injury/circulation issues from physical restraint use, respiratory rate, 
respiratory effort, and skin color.  

 
5. Seclusion is only permitted if the patient is continuously (ongoing without interruption) monitored by either of 

the following: 
a. Face-to-face by an assigned, trained staff member; or 
b. By trained staff using both video and audio equipment.  This monitoring must be in close proximity. 
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ADMINISTRATIVE: 
 
Leadership 

- The role of leadership is to create an environment that minimizes the circumstances that may give rise to 
restraint/seclusion usage and maximizes safety.  
 

Performance Improvement/Risk Management 
- Performance Improvement tools will be utilized to collect and evaluate data.  Information obtained from the 

data will be used to determine what measures are effective in reducing restraint use. 
o Each death that occurs while a patient is in restraint or seclusion. 
o Each death that occurs within 24 hours after the patient has been removed from restraint and seclusion.  
o Each death known to the hospital that occurs within one week after restraint or seclusion, where it is 

reasonable to assume that use of restraint or placement in seclusion contributed directly or indirectly to 
the patient’s death. 

o Each death reference above must be reported to DOH via PA-PSRS by completing electronic form CMS 
10455. 

Infection Control 
- Single patient use restraints are discarded when soiled or discontinued. 
- If a reusable restraint is used, the restraint is cleaned per Infection Control Guidelines. See Infection Control 

Standards of Practice Policy 5.04. 
 
STAFF EDUCATION: 
Staff members who are involved in the application of restraints, implementation of seclusion, providing care for a 
patient in restraints or seclusion, or with assessing and monitoring the condition of a patient in restraint or seclusion will 
have education and training during orientation and annually as part of competency evaluation. 
 
 Education for Licensed Practitioners includes: 

- Restraint/Seclusion Policy Review 
- Annual completion of online restraint program 
- One-hour face-to-face evaluation training (Selected RNs as per CMS 482.13 (f)(1), (2)(vi) 

 
Education for Staff/Agency Personnel includes: 

- Restraint/Seclusion Policy Review 
- Annual completion of online restraint program 
- Safe and proper application/release of restraints used in hospital 
- Behavioral Health/Emergency Department (ED) – Implementation of Seclusion 
- Monitoring, assessment, and providing care for a patient in restraints 
- Use of documentation tools as appropriate to role. 

 
Online Restraint Program Includes: 

1. Underlying cause of threatening behaviors 
2. Preventative strategies 
3. Restraint alternatives 
4. Aggressive behavior related to medical conditions 
5. Techniques to identify staff and patient behaviors, events, and environmental factors that may trigger 

circumstances that require the use of a restraint or seclusion. 
6. Use of non-physical intervention skills.   
7. Choosing the least restrictive intervention bases on an individual assessment of the patient’s medical or 

behavioral status or condition. 
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8. Recognizing signs of physical and psychological distress. 
9. Potential bed rail entrapment.  
10. Clinical identification of specific behavioral changes that indicate restraint or seclusion is no longer necessary.  

ATTACHMENTS 

N/A 

REFERENCES  

The Joint Commission. (2020). Comprehensive Accreditation Manual for Hospital. Provision of Care, Treatment, and  

Services (PC).  PC.11.10 ' PC. 12.190; p. 49‐59. 

Center for Medicare & Medicaid Services (CMS regulation) (2018). Federal Register October 17 section 482.13 p. 90‐

140. 

Seclusion and Restraint Standards of Practice. (2018, March 13). American Psychiatric Nurse Association.  

https://www.apna.org/i4a/pages/index.cfm?pageid=3728#Position Statement. 

The Pennsylvania Code.  Retrieved 2020 from http://www.pacode.com 
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☒ This Policy contains one or more PROCEDURES outlining the methods and applicability of this Policy. 

This policy applies to the following Geisinger Entities:  

CLINICAL ENTITIES (includes Geisinger entities providing health care services, i.e., hospitals, group practices, clinics) 

☒ Community Medical Center (CMC or GCMC) ☒ Geisinger Lewistown Hospital (GLH) 

☐ Endoscopy Center of Geisinger Lewistown Hospital ☒ Geisinger Medical Center (GMC) 

☒ Geisinger Bloomsburg Hospital (GBH) ☒ Geisinger Medical Center Muncy (GMCM) 

☐ Geisinger Clinic (GC) ☐ Geisinger Pharmacy, LLC 

☐ Geisinger Community Health Services (GCHS) ☒ Geisinger Wyoming Valley Medical Center (GWV) 

☐ Geisinger Encompass Health, LLC ☐ GMC Outpatient Surgery - Woodbine 

☐ Geisinger Endoscopy-Montoursville (a facility of G-HM) ☐ GWV Outpatient Surgery - CenterPoint 

☐ Geisinger-HM Joint Venture (G-HM) ☐ Marworth 

☐ Geisinger Healthplex State College Outpatient Surgery and 
Endoscopy Center, a department of Geisinger-Lewistown 
Hospital

 

☐ West Shore Advanced Life Support Services, Inc. (WSALS or 
Geisinger EMS) 
 

☒ Geisinger Jersey Shore Hospital (GJSH)   

 

NON-CLINICAL ENTITIES (includes Geisinger business/corporate entities not providing health care services) 

☐ Geisinger Commonwealth School of Medicine (GCSOM) ☐ Geisinger System Services (GSS) 

☐ Geisinger Health (GH or GHF) ☐ GNJ Physicians Group (GNJ) 

☐ Geisinger Health Plan (GHP) ☐ ISS Solutions, Inc. (ISS) 

☐ Geisinger Quality Options, Inc. (GQO) ☐ Keystone Health Information Exchange, Inc. (KeyHIE) 
 

PURPOSE 

The purpose of this policy is to ensure an effective method for suicidal assessment, monitoring, and treatment of  
patients at risk for suicide/self-harm or who may endanger others. Patients presenting with acute medical care needs 
may also be assessed for exhibiting acute psychiatric conditions, chronic mental disturbances, substance abuse and be at 
risk of self-harm. 

PERSONS AFFECTED 

All clinical Staff  

Title:  

 Suicide/Self-harm Precautions - Nursing 
Joint Commission Chapter Section: 

 10.0 Provisions of Care, Treat/Service 

Date ORIGINAL policy was created: 

December 1, 1980 

This policy belongs to:  

System Nursing Policy Council 

Committee/Council Approval(s): 

   System Nursing Policy Council 
Date of COMMITTEE Approval(s): 

October 11, 2022 



Policy  

Suicide/Self-harm Precautions 
 Page 2 of 5 

Policy versions prior to May 15, 2019, may be requested by contacting Geisinger Quality & Safety. 
Geisinger’s policies, procedures, guidelines, and protocols are CONFIDENTIAL PROPRIETARY information, which are not to be disclosed outside the Geisinger system. 

template version 21.02 (09/01/ 2021)  

POLICY   

Patients ages 11 and older presenting to the Emergency Department, outpatient areas, and direct admissions are 

screened for suicide ideation using appropriate evidenced based tool. 

Detection and handling of suicidal intention in patients remains the responsibility of the provider.  

DEFINITIONS 

Columbia Suicide Severity Rating Scale (C-SSRS) – Evidence based suicide risk assessment tool to assess suicidal ideation. 

Continuous observation – continuous in person 1:1 observation monitoring for high risk patients 

Direct Visual Observation – constant observation in person or by video for moderate risk patients. Observation of 

multiple patients (no more than 2:1 in person) or can utilize in person and video monitoring for patients simultaneously 

per nursing/provider judgement.  

Suicide Ideation – specific behaviors/thoughts/ verbal cues which may be indicative of an individual's intent to kill 

oneself. 

Suicide -- Death caused by self-directed injurious behavior with an intent to die as a result of the behavior 

Suicide Attempt -- A non-fatal, self-directed, potentially injurious behavior with an intent to die as a result of the 

behavior; might not result in injury 

 

RESPONSIBILITIES 

All Geisinger staff are responsible to ensure a safe environment for patients with suicidal ideation   

EQUIPMENT/SUPPLIES 

NA 

PROCEDURE   

The suicide evaluation will consist of 4 areas of screening. Patients who screen positive for suicide ideation (suicidal 
thoughts) without intent, the Provider gets a 'Best Practice Alert (BPA)'.  It is the provider’s responsibility to 
acknowledge the BPA and complete a patient evaluation. See attached EPIC screen shots. 
Any patient that arrives to Emergency department with active suicide attempt is automatically placed on high risk 1:1 
observation.  
 
EMERGENCY DEPARTMENT PROCEDURE 
 Complete the Columbia Suicide Severity Rating Scale (C-SSRS) on every  patient .  The patient will be re-assessed with 
any change in patient behavioral condition to determine if a change in risk level and/or intervention is needed.  
 
Assessment Interventions (Refer to attachments) 
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 Interventions initiated based on level of risk assigned per C-SSRS outlined in the Geisinger Health Suicide Risk 
Assessment Interventions. 

 

Nurse Provider 

a.  Completes assessment and initiates 
appropriate interventions. 

b. Notifies provider 

a. Assess patient 
b. Modify interventions based on risk assessment, 

may consider a psychiatric consultation. 

 
GWV- Psychological evaluation(consultation) by the Crisis Service will be requested as soon as the patient is medically 
stable. Psychiatric commitment procedures are the responsibilities of the Crisis Service. They are responsible for 
coordinating admissions, legal compliance with the Mental Health Procedure Act and precertification with the patient's 
insurance carrier. The Emergency Department physician may be involved as a petitioner in the commitment process. 

 
 1:1 observation may be discontinued after assessment and upon order of the provider/consulting behavioral health 
practitioner. 
GWV – 1:1 cannot be discontinued without psychiatric evaluation 

 
 

Discharge/Transfer from ED 

1. ED provider/psychiatric consultant who identifies that a patient has access to means of contemplating suicide must 

make responsible family member aware prior to release of patient to home.  Once assessed, an appropriate 

plan/disposition must be made.  

a. Patients released from the ED will receive discharge instructions as appropriate for the patient including crisis 
intervention phone numbers/ community resources  
 
b. Crisis Safety Plan – Emergency Department completed as appropriate. Copy retained for EHR and copy given to 
patient. Refer to attachments. 

 
c. Patients medical cleared from ED in need of additional inpatient psychiatric inpatient care will have their 

transfer coordinated by appropriate staff or community resources 
 

 

Nurse Provider 

a. Review discharge instructions with patient 
b. Coordinate with appropriate staff and 

community resources for patient release 

a. Make responsible family member aware of 
suicidality prior to release to home 

 
 

2. Patients transferred from ED to Inpatient areas of hospital will be accompanied by 1:1 direct visual observation  

 Security may be contacted to assist with the escort, If needed. 
 

Inpatient Medical Units  
1. The nurse will screen the patient for suicide and implement appropriate interventions. Refer to attachments for 

screening tool. 
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  Interventions initiated based on level of risk assigned per C-SSRS outlined in the Geisinger Health Suicide Risk 
Assessment Intervention. 

 
2. Patients who screen positive for suicide ideation (suicidal thoughts) without intent, the Provider gets a 'Best Practice 

Alert (BPA)'.  It is the provider’s responsibility to acknowledge the BPA and complete a patient evaluation.  
 

3. 1:1 Observation may be discontinued after assessment and upon order of the provider/consulting behavioral health 
practitioner.  

GWV – 1:1 cannot be discontinued without psychiatric evaluation 
 

Nurse Provider 

a. Screen the patient with the age 
appropriate screening tool. 

b. Initiate/continue appropriate interventions 
c. Notify provider, if not previously done.  

 

a. Acknowledge BPA  
b. Complete patient evaluation 

 
OUTPATIENT PSYCHIATRIC CLINIC PROCEDURE 

 
Essential Steps to be taken when the patient has a primary emotional or behavioral disorder and point of entry 

into the system is the Outpatient Psychiatric Clinic.  
 
Emergency outpatient contacts in the Division of Psychiatry will be screened for suicidal ideation at the time of 

the initial telephone contact by the triage personnel. At the point of referral, which is typically by telephone, information 
will be obtained in regard to presenting problems and current symptoms.  If risk for suicide is evident, the patient will be 
assessed by a member of the psychiatric staff. If deemed to be at imminent risk, the psychiatric staff will arrange for a 
face-to-face evaluation. This can be done in the outpatient clinic, the ED or via the County Crisis Unit.   
 

Outpatients being seen in the Division of Psychiatry will be evaluated at admission and throughout the course of 
outpatient treatment.  If suicidal risk is imminent, the primary clinician will involve the psychiatric staff to facilitate the 
admission process and arrange inpatient hospitalization. If admission is not warranted, the patient will be directed to 
the most appropriate level of care. 

 
 

OUTPATIENT CLINIC PROCEDURE 
Essential Steps to be taken when a patient is seen in an Outpatient Location. 
 

If a patient reports statements of suicide intent, voices a desire to die, or has made a suicide attempt: 
1. Take immediate steps to ensure safety by:  

a. Initiating 1:1 direct visual observation 
2. It may not be feasible to make a patient observation room entirely hazard free. Therefore, the staff will 

determine what will be removed from the room. Objects to be considered are the telephone, cords, glass, belts, 
plastic bags, home medications, and sharp objects. 

3. Inform the attending provider of the potential risk. 
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4. Provider assesses suicide risk. The suicide evaluation will consist of 4 areas of screening: suicidal ideation, 
suicidal intent, suicidal intent with a plan, and actual suicide attempt. 

5. In the event the provider is not available to assess the suicide risk of the patient:  
a. On site outpatient clinics should notify the ED and transfer the patient to the ED for evaluation. 
b. Off campus clinics should call 911 to transfer the patient to the nearest ED for evaluation. 

6. For off campus clinics, once the provider assesses the patient to be suicidal, call 911 for transport to the nearest 
ED. 

7. Provide 1:1 direct visual observation until the patient is transferred to the ED or the patient is no longer deemed 
suicidal.  

a. 1:1 direct visual observation will be provided by the outpatient personnel. The level of outpatient 
personnel will be determined based on the assessment of the patient. 

b. Outpatient personnel will provide continuous visual observation even if patient's family members are 
present until the precautions are discontinued by the provider. 

c. For privacy of the patient during toileting, outpatient personnel providing 1:1 direct visual observation 
may remain outside the bathroom door leaving the door slightly ajar, but outpatient personnel must 
always keep visual contact of patient. 

d. When patients are outside of the room, they should be accompanied by a minimum of 1 staff member. 
they should not be allowed away from the clinic unless no longer deemed suicidal or for further 
treatment. 

8. Needle/sharps box in locked bracket may remain in the patient room. 
in the event the patient attempts to leave:  

a. On site outpatient clinics should notify security. 
b. Off campus clinics should call 911 to report incident to obtain assistance. 

9.       Complete MIDAS report 
      10.  Document in the patient chart what the patient states, what is done, and that the physician is made aware 

 

ATTACHMENTS 

Epic Screenshots  

Geisinger Health Suicide Risk Assessment Interventions 

Geisinger Direct Visual Room Check  

REFERENCES  

Columbia Lighthouse Project (2021, December). The Lighthouse Project The Columbia Lighthouse Project 

Centers for Medicare and Medicaid regulations and Medicaid Conditions of Participation (2021)   

Tool hyperlink https://cssrs.columbia.edu/the-columbia-scale-c-ssrs/risk-identification/ 

Scudder A, Rosin R, Baltich Nelson B, Boudreaux ED, Larkin C. (2022) Suicide Screening Tools for Pediatric Emergency 

Department Patients: A Systematic Review. Front Psychiatry.13:916731. doi: 10.3389/fpsyt.2022.916731. PMID: 

35903632; PMCID: PMC9314735. 

https://cssrs.columbia.edu/
https://cssrs.columbia.edu/the-columbia-scale-c-ssrs/risk-identification/
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☒ This Policy contains one or more PROCEDURES outlining the methods and applicability of this Policy. 

This policy applies to the following Geisinger Entities:  

CLINICAL ENTITIES (includes Geisinger entities providing health care services, i.e., hospitals, group practices, clinics) 

☒ Community Medical Center (CMC or GCMC) ☒ Geisinger Jersey Shore Hospital (GJSH) 

☒ Endoscopy Center of Geisinger Lewistown Hospital ☒ Geisinger Lewistown Hospital (GLH) 

☒ Family Health Associates of GLH (FHA) ☒ Geisinger Medical Center (GMC) 

☒ Geisinger Bloomsburg Hospital (GBH) ☒ Geisinger Medical Center Muncy (GMCM) 

☒ Geisinger Clinic (GC) ☐ Geisinger Pharmacy, LLC 

☒ Geisinger Community Health Services (GCHS) ☒ Geisinger Wyoming Valley Medical Center (GWV) 

☐ Geisinger Encompass Health, LLC ☒ GMC Outpatient Surgery - Woodbine 

☒ Geisinger Endoscopy-Montoursville (a facility of G-HM) ☐ GWV Outpatient Surgery - CenterPoint 

☐ Geisinger-HM Joint Venture (G-HM)
 

☒ Marworth 

☒ Geisinger Healthplex State College Outpatient Surgery and 
Endoscopy Center, a department of Geisinger-Lewistown 
Hospital 

☐ West Shore Advanced Life Support Services, Inc. (WSALS or 
Geisinger EMS) 
 

 

NON-CLINICAL ENTITIES (includes Geisinger business/corporate entities not providing health care services) 

☐ Geisinger Commonwealth School of Medicine (GCSOM) ☒ Geisinger System Services (GSS) 

☒ Geisinger Health (GH or GHF) ☐ GNJ Physicians Group (GNJ) 

☒ Geisinger Health Plan (GHP) ☒ ISS Solutions, Inc. (ISS) 

☐ Geisinger Quality Options, Inc. (GQO) ☐ Keystone Health Information Exchange, Inc. (KeyHIE) 

PURPOSE 

The purpose of the Hazardous Medicaiton policy is to establish responsibilities and guidelines for safe and effective 
handling transporting, administering, and disposal of hazardous medicaitons.  

PERSONS AFFECTED 

Hospital and/or clinic staff  

POLICY  

It is the policy of Geisinger to safely and effectively administer and dispose of hazardous medications.   

 

Title:  

USP 800 – Hazardous Medication Handling – 11.33 
Joint Commission Chapter Section: 

 11.0 Medication Management 

Date ORIGINAL policy was created: 

February 1, 1997 

This policy belongs to:  

System Nursing Policy Committee 

Committee/Council Approval(s): 

  System Nursing Policy Committee   
Date of COMMITTEE Approval(s): 

August 16, 2021 



Policy  

USP 800 – Hazardous Medication Handling – 11.33 
 Page 2 of 6 

Policy versions prior to May 15, 2019, may be requested by contacting Geisinger Quality & Safety. 
 

Geisinger’s policies, procedures, guidelines and protocols are CONFIDENTIAL PROPRIETY information, subject to the protection 
and confidentiality of the Peer Review Protection Act and are not to be disclosed outside the Geisinger system. 

template version 21.02 (Jul 19, 2021) 

DEFINITIONS 

Hazardous Medication: 

Any drug that can be identified by least one of the following six criteria: 

1. Carcinogenetic 
2. Teratogenicity or developmental toxicity 
3. Reproductive toxicity in humans 
4. Organ toxicity at low doses in humans or animals 
5. Genotoxicity 
6. Drugs that mimic existing hazardous drugs in structure or toxicity. 

A possibility exists that repeated, chronic exposure to small amounts of hazardous drugs will have long delayed 
carcinogenic effects among hospital personnel who prepare and administer these drugs.  However, the danger from 
infrequent exposure to very small amounts of these drugs- as is the case with hospital personnel following proper 
procedure – is felt to be extremely low if proper precautions and handling are taken.    

Hazardous medications are divided into one of three categories based on the defined criteria: 

 HD1A – Medications considered to be Carcinogenic (can cause cancer) and/or Genotoxic (DNA damaging and 
may pose a reproductive risk for susceptible population. 

 HD1B – Medications that are hormones or hormone receptor modulators which pose a risk to all populations 
with repeat exposure. 

 HD1C – These medications may induce labor OR may pose a reproductive risk AND are considered teratogenic, 
therefore risks are limited to those who are pregnant or lactating and/or females and males actively trying to 
conceive.  

 The term “handling “includes those manipulations in which a person can become exposed to the product, i.e., storage, 
compounding, preparation, reconstitution, administration, and disposal.  

Chemotherapeutic Medications: Any drug that has the ability to kill or arrest the growth of living cells and are most 
commonly used in the treatment of cancer.  

RESPONSIBILITIES 

Leadership with employees who handle hazardous medications must: 

1. Ensure that all employees follow the procedures outlined in this policy. 
2. Ensure that appropriate personal protective equipment (PPE) is available and worn by employees. 

Employees who handle hazardous medications must: 

1. Comply with the procedures outlined below. 
2. Report any exposures to their supervisors and Employee Health 

Additionally, Registered Nurses may administer hazardous (see Hazardous medication list) oral, subcutaneous, 

intramuscular, sublingual, topicals, inhales, instilled, intradermal, intravenous burette, and intravenous push 

medications after completing required education 
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Licensed Practical Nurses may administer hazardous (see Hazardous medication list) oral, subcutaneous, intramuscular, 

sublingual, topical medications and specific IV medications after completing required education. 

For Chemotherapeutic Agents:  The registered nurse who has successfully completes a cancer/chemotherapy course 

sponsored by the Oncology Nursing Society and has been trained and approved by a designated preceptor may 

administer these drugs.  This is to include investigational drugs approved by a physician.   

EQUIPMENT/SUPPLIES 

Personal Protective Equipment (PPE): 

1. See Personal Protective Equipment (PPE) quick reference Chart: Hazardous-Chemotherapy Drug Precaution 
2. Additional Supplies as needed: 

a. Yellow bin for disposal of gowns, gloves, medication packaging, etc. 
b. Yellow Bags 
c. Spill Kit Available (if needed) 
d. Gloves 

PROCEDURE   

1. Gather necessary equipment, appropriate PPE 

2. Administration 

a. Administer medications according to pharmacy administration guidelines 

b. Confirm order.  Any questions regarding a hazardous medication order shall be clarified with the 

physician prior to administration of the medication. For details see Policy 11.02.02 Specific Procedures 

for Administering Medications) 

c. Follow instructions for the administration of Hazardous Medications as identified on the medication 

label, MAR, and Omnicell Dispensing unit.  

d. Disposal:  Hazardous Medications packing must be discarded in the yellow disposal containers.  

e. For Chemotherapy medications found in category 1A, ensure that a Chemotherapy Consent is obtained 

for specific medications. 

f.  Chemotherapy Medications, category 1A, will be prepared in pharmacy.   

g. Administration of Chemotherapy medications require RNS have the required training and competencies 

h. Before administration, all chemotherapy except for orally administered chemotherapy needs to be 

verified by at least two practitioners or personnel who are approved to prepare or administer 

chemotherapy (RN, RPH, MD, PA, etc.) utilizing independent double check process. (Policy 11.02.05 

Independent double check policy) They will verify the drug with the patient name, medical record number, 

and physician order which includes the drug, dose, volume, rate and route of administration.  The second 

verification process occurs at the bedside or chairside.  At this time, if the patient is alert, oriented, and 

verbal, they will state their name and date of birth and two practitioners then verify the patient’s 

identification against the label on the drug and the patient ID band (one of these practitioners needs to be 

the chemo trained person administering the drug).  There also needs to be verification of a consent form 

signed by the patient and physician for the patient to receive that particular chemotherapy agent.  
i. At GLH only: Patient receiving Chemotherapy will have a chemotherapy precaution sign placed 

outside the room.  Obtain chemotherapy waste disposal container from Stores to be used for all items 

potentially contaminated by chemotherapy. 
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j. For all sites, a tri-colored door card will be placed outside the patient’s room to indicate that they are 

receiving a hazardous medication.  

In addition to the general policies for the administration of Intravenous push medications, the following guidelines must 

be observed for the administration of intravenous push chemotherapeutic medications: 

1.  In order to prevent inflammation and ulceration at the injection site, chemotherapeutic medications must 

be administered through an intravenous infusion line at the lowest Y site 

2. A micro-drip infusion set/burette should be used for all pediatric chemotherapeutic infusion unless 

otherwise orders.  Infusion pumps must be used.   

3. Tape should not be placed over IV catheter or catheter tip; only the insertion sire on the skin may be 

covered.  The entire length of the IV catheter should be clearly visible during the infusion and administration 

of the drug to detect infiltration. 

4. Always check for the presence of blood return through the intravenous line before administering the drug. 

5. During the administration of the chemotherapeutic drug, if the patient complains of pain, burning, or 

stinging at or near the infusion site, immediately stop the infusion.  Check for evidence of extravasation or 

infiltration. 

6. Extravasation or infiltration should be suspected if the patient complains of pain, burning or stinging at the 

infusion site (as opposed to itching which may only represent an allergic reaction).  Swelling and/or appear 

at the infusion site; and/or a blood return in the IV infusion line cannot be demonstrated. 

7. The Chemotherapy Extravasation Policy (11/33/01) should be initiated without delay. 

Disposal of Hazardous Drug Materials 

1.  Used needles and syringes are to be disposed of in a yellow sharps container  

2. All other material and packing should be discarded in yellow bins 

3. Environmental services personnel will collect yellow containers for proper disposal.   

Note:  At GLH a black hazardous container is kept in the dirty utility room for discarding of bulk chemotherapy waste 

(chemotherapy with 3% of active agent remaining in the dosage form.) 

Spillage of Hazardous Medications 

1. Refer to Policy 8.301 in the Safety Manual Hazardous material waste management 

2. Refer to policy 11.31  

3. For cleanup, staff must wear two pair of gloves and a gown 

4. Use an absorbable material, i.e. disposable washcloth 

5. Any drug spilled onto a counter-top must be washed immediately using copious amounts of soap and water, 

avoid splashing the solution during clean-up. 

6. Dispose of cleaning materials in the yellow bins 

7. If drug spills onto linen, placed soiled items in linen bag and place that bag in an additional yellow plastic bag.  At 

GLH, will double bag and label as “Chemotherapy soiled”. 

8. For spills grater then 500mls call the Hazardous Materials Team, or for spills in carpeted areas.  

At GLSH – call Environmental services for spills greater than 500mls or occurring in carpeted areas.   
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Disposal of body fluids of patients receiving hazardous medications  

 When providing personal care for an incontinent patient, if you do not know the category of hazardous 

medication they are receiving, it is recommended that you double- glove, wear a “chemo” gown, and eye/face 

protection if there is a risk of splashing.   If you know the category of Hazardous medication, refer to the 

“Hazardous Medication Precautions” chart for appropriate PPE. 

 For disposable of incontinent pads, you will need to place soiled pads in a yellow liner bag for proper disposal. 

Once placed in a yellow bag, the waste should be placed in a yellow waste container (bin).  Yellow bags are not 

acceptable final waste storage containers and should only be used to transport to the large yellow 

container(bin).  Once the yellow container is full, Environmental Services will dispose of the container.   

 Employees who are pregnant or lactating, and/or males and females who are actively trying to conceive, should 

follow the HD-1A PPE requirements for all 3 categories of medications.    

 When emptying bedpans or urinals, use a splash guard item such as an incontinence pad over the toilet when 

flushing. 

Linens 

 When handling soiled linen of incontinent patients on hazardous medications double gloving and donning a 
chemo gown is required.  Soiled linen should be placed in a regular laundry bag and then that bag is placed in a 
yellow bag to identify it so linen services can easily separate bags for laundry.   

Documentation: 

Medication Administration Record 

 

ATTACHMENTS 

Hazardous Medication Categories 

Hazardous Drug Precautions   

 

REFERENCES  

Belt, C. M., & Stern, C. (2014). Oncology: Nursing management in cancer care. In S. C. Smeltzer, B. G. Bare, J. L. Hinkle, 
& K. H. Cheever (Eds.), Brunner and Suddarth's textbook of medical-surgical nursing (13th ed., Vol. 1, pp. 328-338). 
Philadelphia, PA: Wolters Kluwer Health/Lippincott Williams & Wilkins. 

Centers for Disease Control and Prevention. (2017, January 5). NIOSH list of antineoplastic and other hazardous drugs in 
healthcare settings, 2014. Retrieved from http://www.cdc.gov/niosh/docs/2014-138/ 

http://www.cdc.gov/niosh/docs/2014-138/
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161/pdfs/2016-161.pdf 
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☒ This Policy contains one or more PROCEDURES outlining the methods and applicability of this Policy. 

This policy applies to the following Geisinger Entities:  

CLINICAL ENTITIES (includes Geisinger entities providing health care services, i.e., hospitals, group practices, clinics) 

☒ Community Medical Center (CMC or GCMC) ☒ Geisinger Lewistown Hospital (GLH) 

☐ Endoscopy Center of Geisinger Lewistown Hospital ☒ Geisinger Medical Center (GMC) 

☒ Geisinger Bloomsburg Hospital (GBH) ☒ Geisinger Medical Center Muncy (GMCM) 

☐ Geisinger Clinic (GC) ☐ Geisinger Pharmacy, LLC 

☐ Geisinger Community Health Services (GCHS) ☒ Geisinger Wyoming Valley Medical Center (GWV) 

☐ Geisinger Encompass Health, LLC ☐ Geisinger Surgery Center – Highland Park (OSHP) 

☐ Geisinger Endoscopy-Montoursville (a facility of G-HM) ☐ GMC Outpatient Surgery - Woodbine 

☐ Geisinger-HM Joint Venture (G-HM) ☐ GWV Outpatient Surgery - CenterPoint 
 

☐ Geisinger Healthplex State College Outpatient Surgery and 
Endoscopy Center, a department of Geisinger-Lewistown 
Hospital

 

☐ Marworth 

☒ Geisinger Jersey Shore Hospital (GJSH) ☐ West Shore Advanced Life Support Services, Inc. (WSALS or 
Geisinger EMS) 

 

NON-CLINICAL ENTITIES (includes Geisinger business/corporate entities not providing health care services) 

☐ Geisinger Commonwealth School of Medicine (GCSOM) ☐ Geisinger System Services (GSS) 

☐ Geisinger Health (GH or GHF) ☐ GNJ Physicians Group (GNJ) 

☐ Geisinger Health Plan (GHP) ☐ ISS Solutions, Inc. (ISS) 

☐ Geisinger Quality Options, Inc. (GQO) ☐ Keystone Health Information Exchange, Inc. (KeyHIE) 
Key Words: COWS, CIWA, CAGE 

PURPOSE 

The purpose of this policy to identify patients at risk for opioid or alcohol withdrawal using validated screening tools in 
inpatient areas and the emergency departments. 

PERSONS AFFECTED 

RNs & LPNs 

Title:  

Withdrawal Assessment Screening - Nursing  
Joint Commission Chapter Section: 

 10.0 Provisions of Care, Treat/Service 

Date ORIGINAL policy was created: 

January 31, 2017 

This policy belongs to:  

System Nursing Policy Council 

Committee/Council Approval(s): 

System Nursing Policy Council   
Date of COMMITTEE Approval(s): 

December 21, 2023 
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POLICY  

1. Appropriate validated screening tools will be used to identify patients at risk for drug or alcohol withdrawal.  

2. The CAGE questionnaire will be used to screen for alcoholism.  

a. If the patient identified as having a potential for alcohol abuse, the Clinical Institute Withdrawal 

Assessment for Alcohol Revised (CIWA- AR) will be completed to assess for withdrawal. 

3. An Opioid Risk Assessment will be initiated on all patients 18 years and older.  

a. The Clinical Opiate Withdrawal Scale will be used  if the first question is answered “Yes”  

DEFINITIONS 
N/A 

RESPONSIBILITIES 

Nursing is responsible to conduct appropriate assessments and contact provider with results of withdrawal assessment. 

EQUIPMENT/SUPPLIES 
N/A 

PROCEDURE   

CAGE Questionnaire 

1. Nursing will screen the patient on admission to assess for risk of alcohol withdrawal using the CAGE 

Questionnaire: 

a. Have you ever felt you needed to Cut down on your drinking? 

b. Have people Annoyed you by criticizing your drinking? 

c. Have you ever felt Guilty about drinking? 

d. Have you ever felt you needed a drink first thing in the morning (Eye- opener) to steady your nerves or 

to get rid of a hangover? 

2. A score of > 2 is used as the criteria for the identification of patients who have a potential for alcohol 

withdrawal. 

a. The continued monitoring of CIWA-Ar will require the nurse to assess and document on the CIWA-Ar 

flowsheet 

3. If the CAGE score is <2 but there is a clinical concern for alcohol withdrawal, nursing should complete CIWA-Ar 

as above. 

a. This includes, but is not limited to, any patient with a history of alcohol withdrawal requiring treatment, 

a history of delirium tremens, or recent heavy alcohol use. 

CIWA-AR  

1. Initiate CIWA-Ar (Clinical Institute Withdrawal Assessment for Alcohol Revised) 

a. Assessment for the following: 

i. CAGE score 2 or more 

ii. Clinical concern for the risk of developing withdrawal or exhibiting symptoms of alcohol  

withdrawal. 
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iii. A patient with a history of alcohol withdrawal requiring treatment, a history of delirium tremens 

or recent heavy alcohol use, is at greater risk of alcohol withdrawal 

2. Document and notify provider 

a. If CAGE greater than or equal to 2, notify provider with initial CIWA. 

b. Refusal or inability to obtain CAGE answers and/or CIWA-Ar Score. 

 

COWS 

1. Nursing will screen patients 18 years and older on admission to assess for risk of opioid withdrawal using the 

Opioid Risk Assessment. 

a. Have you ever taken prescription medication that was not prescribed to your or illegal drugs? 

i. If “Yes”, the questions below will cascade open in EPIC. 

1. Have you taken prescription pain medication that was not prescribed to you within the 

last 2 weeks? 

2. Have you used fentanyl or heroin within the last two weeks? 

3. Nursing entry: Is the patient here for an overdose? 

b. If the first question is answer Yes, complete COWS, notify provider and await order set, if indicated. 

 

ATTACHMENTS 

Alcohol withdrawal Syndrome – Providing Patient Care 

Clinical Institute Withdrawal Assessment for Alcohol Revised (CIWA-Ar) Revised 

COWS screening tool 
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