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FOREWORD

The Nursing Service Department, a vital unit in a health care facility. Hospital Nurses provides non-stop direct and indirect care irrespective of holidays and emergencies. Without an effective nursing service, client care will suffer. Every nursing personnel interfaces with all the other support services. Despite of the burden of rapid turn-over, understaffing, poor working condition, inadequate supplies, equipments and low salary income, our nurses in the department are still expected to render quality care.

Nursing has an obligation to society, which has accorded it with respect and recognition. The nursing service department plays an important role in the education and practice of the profession both for professional nurses and affiliating students as well.

In an effort to meet the global changes in nursing, we have revised the old manual acceptable to the present setup. To meet the needs of our clients and guide our professional nurses and allied health staff to deliver quality care.
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Chief Nurse

PREFACE

Because of the fast global changes in nursing care system and its socio-economic political environment, the Department of Nursing Service through the Training, Education, Operation Management Service initiated the revision of the 2002 Nursing Service Manual.

This revision was done to assist the Nursing Administrators, staff nurses in taking the lead in making nursing service more responsive to the needs of our clients.

The use of this guide will provide for the efficient and effective delivery of nursing quality care to our citizenry. Through intensifying a vision of caring, compassion, commitment and competency towards clientele satisfaction.
It contains discussions on the major functions of nursing management, namely: planning, organizing, directing and controlling which provides useful guides on major areas of concern of the nursing service, such as staffing, job descriptions, supervisions, staff development, personnel discipline, performance, evaluation, quality assurance, nursing audit, ethico-legal aspect, client perception survey as parts of the nursing practice.

The ultimate purpose of this manual would make a big impact of improving nursing care of individuals, family and community.

I believe that nursing is “Patience” in which “Patience Bridges the Pathway to Success”.

Furthermore I believe nurses are not only accountable to their profession and institution but to the SOCIETY as a whole.
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Assistant Chief Nurse V







Chief Training Officer
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I. PHILOSOPHY:
· The Department of Nursing Service, in agreement with the philosophy of this hospital, is committed to the provision of quality care, continued professional competence through research and continued education program.

· The department further believes that each client is a unique biopsycho socio-spiritual being. We further believe that each client is human being composed of body and soul. Therefore, deserves a holistic approach of a Quality Nursing Care.

· To promote and maintain wellness to assist in recovery and or adaptation to illness and to comfort and maintain dignity in time of death.

· Quality nursing care encompasses physical care, emphasizes comforting and includes the uses of touch. Through this warmth and concern that a trusting relationship is established between client and nurse. A nurse is an autonomous practitioner who collaborates with other health team members to plan and implement a total therapeutic program with each client.

II. MISSION:
· The Nursing Service Department with its different divisions – aims to achieve Global Competency in client care regardless of gender, age, social status, creed and race.

· Also with the support of our medical, ancillary services concerning the health and comfort of each clients.

III. VISION:
· The Nursing Service will be known for its 4C’s of nursing which is COMPETENT, COMPASSION, COMMITMENT and CARING approach to client and family.

IV. OBJECTIVES OF THE NURSING SERVICE

· GENERAL: 

· To provide comprehensive, quality assurance nursing care at all levels.

·  SPECIFIC:

· To establish and maintain acceptable standards with nursing care.

· To provide the nursing personnel with opportunities for continuing education and training.

· To conduct and participate in researches related to nursing and nursing care.

· To strengthen linkages with the other components, and agencies outside the health faculty.

· To provide nursing and midwifery students with related learning experience.

V.  ORGANIZATIONAL STRUCTURE

(Please refer to Annex A)

VI. FUNCTIONS OF THE NURSING SERVICE DEPARTMENT
The Department of Nursing Service carries out its function according to the philosophy Objectives and policies of the hospital.
· To provide and evaluate nursing service client and their families in support of medical care as directed and policies of the hospital.
· To provide and implement a departmental plan of administrative authority which clearly delineates responsibility and duties of each category of nursing personnel.
· To coordinate the functions of the department of nursing service with the function of all other departments and service of the hospital.
· To estimate for the requirements for the department of nursing service and recommend and implement policies and procedures to maintain adequate and competent nursing staff.
· To provide the means and methods by which the nursing personnel can work with other department in interpreting the objective of the hospital and nursing service to the client and community.
· To participate in the formulation of personnel policies and to evaluate their effectiveness.
· To develop and maintain an accurate and effective system of clinical and administrative records and reports.
· To estimate needs for facilities, supplies and equipment and implement a system for utilization, economy and control. To initiate, utilize, participate in studies or research for improvement of client care and the improvement of other administrative and hospital services.
· To provide and implement a program of a service education for all nursing personnel.
*Policy on sick leave, vacation leave, tardiness, absenteeism, AWOL- for discussion of different unit heads.

VII. NURSING SERVICE POLICY

· MAJOR OBJECTIVES:

· To render highest possible nursing care in which the physical, physiological, social, spiritual and emotional, education needs of the client are met and given without discrimination.

· To participate in the medical care of the client and carry therapy as prescribe by the resident physician, consultant, intelligently, responsibly and efficiently.

· To promote programs of the service education for all nursing personnel through planned orientation, on the training continuing education and leadership and management development to the end that they will perform to the best of their ability and obtain satisfactory for their work.

· To promote and encourage nursing studies in order to improve quality performance and achieve maximum utilization of personnel.

· To continuously evaluate the quality of nursing care service and identify problem areas which are vital to planning and programming.

· CONTRIBUTORY OBJECTIVES:

· To participate in the screening and evaluation of nursing personnel who meet established job qualifications.

· To define areas of responsibilities which are assigned to various level of personnel in the nursing service department.

· To carry out approved operating procedures and policies, rules and regulations for the nursing service department.

· To promote conservation case and economy in the use of supplies and equipment for purposive and effective nursing care.

· To provide sustained supervision, guidance and evaluation for all levels of nursing service personnel.

· To prepare reports that are accurate pertinent and meaningful and to maintain an adequate system of records.

· To give encouragement to all and to promote provides opportunity for promotion to those who are capable of developing additional professional leadership skills.

· PERSONNEL POLICIES

· REGULATION ON REQUEST AND CHANGES IN THE TIME SCHEDULE:
a. Request shall proceeds on a first come first served basis and it should be dated. It must be submitted in writing to the nurse and sent to Chief Nurse for final approval.
b. Request shall state the reason and date being requested.
c. Request shall be granted provided relievers are available and services are not impaired.
d. Only request granted by the Chief Nurse is considered official.
e. Any internal arrangement for exchange of duty or off duty among personnel shall be made known to the Nursing Office.
f. The following signatures will appear on the time schedule:
i. Chief Nurse
ii. Charge Nurse
· ACCUMULATED DAY OFF (PERMANENT AND CASUAL)
a. Accumulated day off shall not exceed four days for regular employees which can be given on Saturday, Sunday, Monday and Tuesday.

b. For casual personnel, two days off on Sunday and Monday applying also the same procedure on regular, only one personnel at a time will be scheduled per month in an area.

· HOLIDAY OFF DUTY
a. Holiday off duty (vacation and emergency) shall be filed and approved by the Chief Nurse at least 24 hours before going out on such leave. This will allow the chief nurse to assign substitute in order to provide continuity of nursing care except in emergency cases.
· SICK LEAVE AND ABSENTEEISM
Sick leave / emergency leave before reporting to work or duty the nursing personnel concern must file his/her sick leave form then present it to the chief nurse.
a. Any nursing personnel calling in sick or unable to report due to unavoidable circumstances should call the nursing office six (6) hours before their hour of duty to give time to look for a reliever in order to provide continuity of nursing care services. Failure to do so will mean written reprimand and if repeatedly done, will be referred to the disciplinary board for proper action.
b. All personnel are to call everyday (if possible) during an illness to report their progress and to give an estimate of their return.
c. Absences not called-in are considered AWOL(absence without official leave)
d. Absences are not converted to off duty or extra off unless approved by the chief nurse.
e. If there is nobody and the nursing service office, try to contact the coordinator or her reliever. If still absent for two (2) days, it is a must that a letter be sent stating the reason and date to report.
f. Coming from a leave of absence, sick leave or two (2) days leave, a clearance must be requested from the chief nurse before reporting to duty.
g. Absences following a long off duty (2-5 days) shall be fully justified by any means, e.g. medical certificate; otherwise such absences shall be considered AWOL.
h. Authorized to issue medical certificate (Medical director, chief of clinic, chief of ER-OPD)
i. Absences during Saturday, Sunday and holiday are considered absent and cannot be applied to present understaffing.
j. Absences before and after off duty for above reason not applied.
· UNIFORM REGULATION
PROFESSIONAL AND NON-PROFESSIONAL PERSONNEL
a. HAIR

i. Neat in appearance

ii. Pony Tail, Pigtail and Big Fancy hair do are not allowed

iii. Ribbons of any color , hair curlers, and other hair adornments are not permitted on duty

b. COSMETICS

i. Applied evenly and moderation

ii. Only light cologne permitted

c. FINGERNAILS

i. Clean, short and moderation

ii. Natural, light or medium nail polish is permitted

iii. Nail polish is worn, is to be intact-not chipped

d. UNIFORM

i. Clean, neat, mended if necessary

ii. Only white is permitted for RN avoid low necklines and back necklines or decorative buttons

iii. Nursing attendants, midwives shall wear white with the color green band sleeve. With black shoes. No sleeveless uniform allowed.

iv. No decorative handkerchief are to be worn

NOTE: Laboratory coat shall be worn on top of the gown whenever outside the work area (Nursery & DR); an extra pair of slippers shall be worn exclusively for OR, DR and Nursery use. Wear a regular uniform shoe for outside use

e. CAPS

i. Clean, securely fastened and must be worn in the hospital at all times

f. SHOES

i. White with low heels. No sandals please for RN

ii. No slippers shall be allowed when on duty in all ward except nursery and DR

g. JEWELRY

i. Earrings (ear hole like) of smallest size permissible color with natural or white

ii. Weeding bands and school rings are permissible

h. ACCESSORIES

i. Bandage, scissors
ii. Red and Blue ball pen

NURSE’S AIDES AND ORDERLIES

UNIFORM
Follow the required style
Neat, clean and mended if necessary
Length must not be too short or minis

SHOES

Black shoes with low heels. No sandal please
No slippers are allowed when on duty in all wards except nursery and DR

HOSE
Optional – flesh and full length

NOTES: Hair, cosmetics, fingernails, jewelry, and accessories followed the required regulations

· TIME SHIFT

a. 8:00 AM to 4:00 PM and PRN

Chief Nurse, Assistant Chief Nurse and Supervisors 

b. Three shifts rotations

(6AM to 2PM, 2PM to 10PM, 10PM to 6AM)

Supervisors will go on 2PM to 10PM shift rotations

Staff Nurse

Coordinators

Nursing Aides

c. Permanent shift - Chief Nurse, Assistant Chief Nurse, and CSR Aides

· LUNCH BREAK

a. 30 minutes – nursing personnel assigned in any areas

· COFFEE BREAK OF SNACK

a. 15 minutes is given for each shift period

· SANCTIONS

(Please see annex B – CSC guidelines)

VIII. SELECTION OF APPLICANTS
· HIRING OF EMPLOYEES
· Priority is given to all residents of Mandaluyong City

· Submit all the necessary credentials together with 2 bio-data with 1 ½ x 1 ½ ID picture in a folder

· To undergo a period of orientation and evaluation for at least a period of three weeks.

· Screening committee recommends the applicants that successfully passed the evaluation. The papers are presented to the Chief Nurse and to the Medical Director for notation and finally forwarded to the Office of the City Mayor for final approval.

· Evaluation are based on the following:

a. Performance

b. Attendance

c. Attitude and Behavior

· ORIENTATION PROGRAM FOR THE NURSE ORIENTEE
· OBJECTIVE
At the end of the orientation program, the nurse orientee will have acquired basic competency in nursing care as he/she adopts to the area of assignment, Hospital organization and culture aimed towards quality services to clients.

Contents

· Orientation to the hospital set-up

a. Philosophy, Vision, Mission

b. History, Organization, Goals and Objectives

c. Set-up and Function of the Different Department

d. The Community it serves

i. Environment

ii. People

iii. Client

e. Personnel Policies

f. Tour to the Different Units of the Hospital

· Orientation to the Nursing Services Department

a. Philosophy, Mission, Vision

b. Organization

c. Job Description-Key Personnel

d. Personnel Policies

e. Rotation of Duties

· Orientation to the Unit

a. Set-up 

b. Members of the Health team and Job Description

i. Head Nurse

ii. Charge Nurse

iii. Staff Nurse

iv. Nurse Supervisor

v. Nursing Aide

vi. Nursing Orderly / Utility or Institutional Workers

c. Unit Policies

i. Admission and Discharge

ii. Transfer and Referrals

iii. Basic Nursing Procedures

iv. The Nursing Process

v. Doctor’s Order

vi. Medical and Nursing Records (The Chart)

vii. Documentation

viii. Request for Equipments, Medicines and Diagnostic Procedures

ix. Administration of Drugs

x. Blood Transfusion

xi. Infection Control

xii. Transporting and Lifting of Clients

xiii. The E-Cart (Doctor’s Cart)

xiv. Death

xv. Medical and Nursing Rounds

xvi. Information Technology

d. Customer Service

· Admission Policy
a. Applicant must submit all the requirements for admission together with the completely filled up application form to the HRD.
b. The successful applicant will be subjected to medical examination (urinalysis, CBC, Chest X-ray, Drug Test, Medical Certification, etc.).
c. Applicant who is found fit to work now qualifies a 4-week orientation program that aims to attain a common entry competency among the orientees.
d. The first week of the orientation program consists of lectures and review of basic nursing procedures. This will prepare the orientee for the “on-the-job training.” On the last day of the first week, an evaluation test given for which he/she must obtain satisfactory evaluation. This will also qualify him/her for the clinical training.
e. The second and the third weeks of the orientation program consist of on-the-job training in the clinical areas. The orientees will follow the schedule and the shift assigned to them by the in-service coordinator. A clinical performance evaluation will be done by the Head Nurse of the station where the orientee was assigned. He/she may be assigned to any of the following areas:
i. Medical/Surgical Wards
ii. Pediatric Wards
iii. OB-Gyne Wards
iv. Emergency Room
v. Operating Room
vi. Delivery Room
vii. Nursery / NICU
viii. MICU
ix. SICU/PACU
f. While in the clinical area, the Head Nurse or Charge Nurse managing the unit has full responsibility over the nurse orientee’s action. The nurse orientee therefore is accountable to the head of the unit.
g. The nurse orientee should follow the policies and the SOP of the unit where she is assigned. It is also expected that she follow the given schedule of activities throughout the orientation period. Absence from duty is absolutely discouraged unless in extremely unavoidable circumstances. Notification of the Nursing Supervisor must be done in case of absence. The new staff receives his/her salary and given 2 days off once he/she receive his/her effectivity appointment paper.
h. The nurse orientee whose performance evaluation is satisfactory will be further exposed to the different shifts base on the evaluation of head nurse
· Duties and Function of a Nurse-Orientee:

a. Assessment

i. Establishes rapport with clients

ii. Obtains nursing history

iii. Performs physical assessment

iv. Identifies subjective and objective problems

v. Detects abnormalities from the assessment, results of diagnostic examinations and reports

b. Planning

i. Prioritizes needs/problems of clients

ii. Formulates NCP

1. Defines objectives of nursing care

2. Develops alternatives

c. Implementation

i. Carries out plan of care with permission from HC/CN

ii. Administers prescribed medication with supervision

iii. Administers prescribed treatment with supervision

iv. Gives health teaching to clients

v. Provides social, emotional, psychological and spiritual support

vi. Maintains a therapeutic environment

d. Evaluation
i. Evaluates effects of nursing care given to client
ii. Notifies immediate superiors of unusual, untoward, difficult situations/conditions

e. Recording
Records assessment, interventions and evaluations of nursing according to standard

f. Work Behavior/Professional Values
i. Attendance
ii. Punctuality
iii. Honesty
iv. Professional integrity
v. Working relationship with other members of the health team
vi. Relationship with clients
vii. Public relations/courtesy
viii. Grooming

· Daily Schedule of the 3 weeks Orientation Program

a. First Week
	Day 1

Time: 8:00 AM – 4:00 PM

Place: Conference Room

Activities

8:00 – 8:30
Introduction to the Program



Philosophy, Vision Mission of 


the Hospital

8:30 – 8:45
The Hospital’s Organizational 


Structure

8:45 – 10:30
Set-up, Duties & Functions, & 


Key Persons Of the different 


Departments

10:30 – 12:00
Tour to the diff. Units & Dept.

12:00 – 1:00
Lunch Break

1:00 – 2:00
The Community it serves

2:00 – 3:00
Personnel Policies

3:00 – 3:30
Philosophy, Vision, Mission, 


Objectives of The Nursing 


Service Department

3:30 – 4:00
Organizational Structures
	Day 3

Time: 8:00 AM – 4:00 PM

Place: Conference Room

Activities

8:00 – 8:30
Admission & Discharge

8:30 – 9:00
Transfer and Referrals

9:00 – 10:00
The Nursing Process

10:00 – 10:30
The Doctor’s Order

10:30 – 11:00
The Chart

11:00 – 12:00
Documentation

12:00 – 1:00
Lunch Break

1:00 – 2:00
Requests for Equipment, 


Medicines And Diagnostic 


procedures

2:00 – 4:00
Administration of Drugs



	Day 2

Time: 8:00 AM – 4:00 PM

Place: Conference Room

Activities

8:00 – 8:30
Job Description of the Key 


Personnel

8:30 – 9:00
Policies of the Nurse Orientee

9:00 – 9:15
Rotation of Duties and Leaves

9:15 – 10:30
Members of the Health Team 


in the Unit & Their Job 



Description

10:30 – 12:00
The Nurse Orientee: Functions 


& Accountability in the Ward

12:00 – 1:00
Lunch Break

1:00 – 2:00
The E-Cart (Doctor’s Cart)

2:00 – 4:00
Basic Nursing Procedures
	Day 4

Time: 8:00 AM – 4:00 PM

Place: Conference Room

Activities

8:00 – 9:00
Administration of 



Chemotherapeutics

9:00 – 10:00
Blood Transfusion

10:00 – 12:00
Infection Control

12:00 – 1:00
Lunch Break

1:00 – 1:30
Transporting & Lifting Clients

1:30 – 2:00
Death & Post Mortem

2:00 – 4:00
Quality Assurance

Day 5

Time: 8:00 AM – 4:00 PM

Place: Conference Room

Activities

8:00 – 10:00
Recapitulation of the Week’s 


Topics

10:00 – 12:00
Written Evaluation Test




b. Second Week
	Day 1




Time:
6:30 – 2:30 (AM Shift)


2:30 – 10:30 (PM Shift)


10:30 – 6:30 (Night Shift)

Place: (See assigned area)

OBJECTIVES:

At the end of the shift the nurse orientee will be able to:

1. Be acquainted to the personnel and physical set-up, equipment and facilities of the unit

2. Be aware of the policies of the unit

3. Observe the actual bed side care

4. Observe the following nursing activities

5. Receiving endorsement from outgoing shift

6. Doing nursing rounds

7. V/S taking, IVF regulations and monitoring

8. Administration of medications

9. Transcribing Doctor’s order

10. Physical assessment

11. Documentation

12. Endorsing to the Incoming shift

13. Create a good rapport with the nursing staff

ACTIVITIES:

1. Introduce self to unit personnel

2. Acquaint with the physical set-up of the unit, equipment and facilities

3. Know the policies of the unit

4. Observe endorsement from outgoing to the incoming shift

5. Participate in the nursing rounds

6. Observe during V/S on IVF monitoring, medicating, transcribing Doctor’s Order and physical assessment

7. Familiarize self with the actual documentation

8. Observe endorsement to the incoming shift

9. Create a good rapport with the nursing staff in the unit

10. Submit a summary of activities accomplished during 8 hours tour of duty


	Day 3




Time:
6:30 – 2:30 (AM Shift)



2:30 – 10:30 (PM Shift)



10:30 – 6:30 (Night Shift)

Place: (See assigned unit)

OBJECTIVES:

1. At the end of 8 hours, the nurse-orientee will able to:

2. Continue the unit’s activities as observed in Day 1 & Day 2

3. Handle to 3-4 mild to moderate case clients with supervision

4. Discuss all clients care plan with In-Service Coordinator at the end of the shift (morning shift only)

5. Accomplish a narrative report about the 8 hours duties activities

6. Creates a good working relationship with the clients, relatives and other members of the health team

ACTIVITIES:

1. Handle 3-4 mild to moderate case clients with supervision

2. Discuss care plan to each client with the In-service coordinator at the end of the shift (morning only)

3. Accomplish a narrative report about the 8 hours duty

4. Create camaraderie with the staff



	Day 2




Time:
6:30 – 2:30 (AM Shift)



2:30 – 10:30 (PM Shift)



10:30 – 6:30 (Night Shift)

Place: (See assigned area)

OBJECTIVES:

At the end of the shift the nurse orientee will be able to:

1. Receive endorsement from outgoing staff

2. Handle 2-3 mild to moderate case clients with supervision

3. Carry out the prescribed documentation with each client

4. Establish rapport with clients, relatives and members of the health team

5. Submit a summary of activities during 8 hours tour of duty

ACTIVITIES:

1. Received endorsement from outgoing staff

2. Handle 2-3 mild to moderate clients with supervision

3. Carry out the prescribed duties and functions of a nurse orientee with supervision

4. Utilize the nursing process in caring for client

5. Establish rapport with clients, relatives and members of the health team

6. Submit a summary of activities during 8 hours tour of duty


	Day 4-13




Time:
6:30 – 2:30 (AM Shift)



2:30 – 10:30 (PM Shift)



10:30 – 6:30 (Night Shift)

Place: (See assigned unit)

OBJECTIVES:

1. At the end of 8 hours, the nurse-orientee will able to:

2. Handle 4-5 mild to moderate case clients with supervision

3. Carry out the nurse-orientees’ duties and functions to the assigned client with supervision

4. Discuss clients care plan with the In-Service Coordinator at the end of the shift (AM shift only)

5. Accomplish the daily narrative report

6. Create a good working relationship with the clients, relatives, and other members of the health team

ACTIVITIES:

1. Handle 4-5 mild to moderate case clients with supervision

2. Carry out the nurse-orientees’ duties and functions to the assigned clients with supervision

3. Discuss clients care plan with the In-service Coordinator at the end of the shift (AM shift only)

4. Accomplish the daily narrative report

5. Create a good working relationship with the clients, relatives, and other members of the health team.

Day 14




Time: 9:00 – 5:00 PM

Place: Nursing Service Office

OBJECTIVES:

1. At the end of 8 hours, the nurse-orientee will able to:

2. Know his/her clinical performance evaluation during on the job training

3. Be pre-oriented for 5- days critically, seriously ill clients

ACTIVITIES:

1. Individual conference with the In-Service Coordinator

2. Pre-Orientation for critically ill client exposure

	· NURSE-ORIENTEE’S DAILY NARRATIVE REPORT

NAME: _________________________ STATION: _______________________

DATE: __________________________

NAME OF CLIENT’S HANDLED:



CASE

1. _____________________



_______________________

2. _____________________



_______________________

3. _____________________



_______________________

4. _____________________



_______________________

5. _____________________



_______________________

BRIEF SUMMARY OF ACTIVITIES & REACTIONS:








_______________________








     NURSE ORIENTEE






· PERFORMANCE EVALUATION
· Done every 4-6 months

· Evaluation committee are compose of charge nurse, supervisors and coordinators

· If rated 4 (evaluation equivalent is poor) this has to be justified

· Rating and equivalent are:

a. Excellent – excellent

b. Very Satisfactory – with 3 good, no fair and no poor

c. Good – all good, no fair, no poor

d. Fair – all fair, no poor

e. Poor – with 2 or more poor

· Based on the performance they are place on a probationary period of six months and will be considered casual

IX. JOB DESCRIPTIONS
· CHIEF NURSE

DEFINITION: Chief Nurse is the executive head of the Nursing Service. Manages all Nursing Service activities in the different units/wards, clinics.

· QUALIFICATION / REQUIREMENTS

a. Education

i. Must have graduated from an accredited school/college of nursing of good   standing.

ii. A holder of Master’s Degree in Nursing

b. Licensure

i. Registered as a professional nurse in the Philippines.

c. Physical demands

i. Good physical and mental health; personable; good grooming and appropriate manner and conduct.

d. Training and Experience

i. Ten (10) years or more nurses experience, six (6) years of which had been in a supervisory or Assistant Chief Nurse level.

e. Job Knowledge

Broad knowledge and understanding of principles of nursing practice based on physical, biological and social sciences and their application to nursing for the solution of nursing problems. Adequate knowledge and understanding of the principles of supervision, administration and research. Thorough knowledge of the organizational structure of nursing service, as well as the organizational function, policies, regulations and procedures of hospital. Knowledge and experience in recording the needs and goals of nursing practitioners with the objective of nursing service and hospital as a whole.

f. General Functions And Duties:

i. Responsibilities and work performed

ii. Participate with other officials of the hospital in the formulation, development and / or revision of general policies, Objectives, and philosophy regarding effective delivery of care.

iii. Formulates and develops nursing service philosophy, programs, policies and standards designed to upgrade client care.

iv. Develops a nursing organization structure, prepares and maintains organizational charts, keep lines of communication, direct and operational.

v. Directs full implementation of nursing care programs through the supervisory staff with the assistance of staff nurse and auxiliary personnel.

vi. Coordinates nursing service activities with the other health disciplines which are aimed towards providing effective care of clients.

vii. Make rounds to gain insights to the problems and needs as presented by the client and the family, the nurses and other health discipline.

viii. Schedules attendance to client care conference as conducted by the respective clinical, special and auxiliary services with the aim of sharing concepts of client care. Clarifies matters as needed or as related to policies, Objectives and philosophy of the nursing service and of the hospital as a whole.

ix. Assesses the need for equipment and supplies that so affect the quality of nursing care. Discusses, counsels or advises, supervising personnel regarding these.

x. Directs periodic Inventories to determine the adequacy of supplies which exist and working conditions of equipment including those needing repairs that will contribute to the safe environment of clients and job satisfaction of personnel. It also coordinates with the administrative officials in the procurement and repairs of these.

g. Personnel Management:

i. Recruitment and selection of personnel for the nursing service.

ii. Plans and directs the evaluation and selection of nursing service personnel for promotion or assignment to more responsible positions or transfer to other units as required by the exigencies of the service.

iii. Directs action pertaining to separation of personnel, including exit conferences and final evaluation of performance in the service.

iv. Coordinates health and other services of the nursing service personnel.

v. Directs arrangements and scheduling of work hours, i.e. rotation of personnel for coverage of work for 24 hours period.

vi. Directs planning and implementation of In-service education and counseling programs to meet individual needs of nursing personnel.

h. Educational Functions:

i. Directs planning and implantation of In-service education program for all categories of nursing personnel.

ii. Directs nursing personnel to cooperate with the affiliating college of nursing, in respect to student’s nursing practice in the clinical areas.

i. Evaluation:

i. Plans for and directs continuing evaluation of:

1. Client satisfaction and nursing practice

2. Personnel performance

3. Personnel turn-over

4. In-service education program

5. Accomplishment of nursing service

6. Use of material resources and equipment

7. Records of personnel assigned to the various nursing units

8. Inter-personnel and Inter-personnel relationships of the personnel, including the relations with the public

j. Research

i. Promotes, encourage s, participates in research projects in nursing particularly time-study project, client care studies and evaluation of quality nursing care, etc.

ii. Directs nursing staff to cooperate with on going medical and other health related research

k. Budget
i. Reviews and consolidates budget proposals of all the nursing units.

ii. Recommends and justifies proposals for budget increases for project of the Nursing Service for additional personnel, re-classification of existing position, additional equipment, materials and supplies for the various nursing units.

l. Miscellaneous:

i. Cooperates or work with nursing leaders of the country on nursing bill and / or nursing laws to be enacted or revised.

ii. Participates with nursing leaders in project and program intended to improve nursing practice in the country.

iii. Attends national and / or International conferences on nursing.

iv. Carries on other responsibilities delegated by the Director of the Hospital

· ASSISTANT CHIEF NURSE (SERVICE-OPERATION MANAGEMENT)

DEFINITION: Assistant Chief Nurse is one who assists the Chief Nurse in planning, setting-up and supervision of staff program of the nursing service.

JOB SUMMARY:



Assists in organizing and directing nursing and related service of hospital. Helps prepare and administer budget. Interviews and recommends appointment of nursing staff. Provides adequate facilities for giving competent client care and for training of staff. Promotes professional growth of staff members or personnel. Assists in maintaining discipline through proper counseling, evaluation and / or Investigation procedures on personnel problems and makes appropriate recommendations. Promotes studies and researches in nursing and related fields. Act as Chief Nurse in the absence of the latter.

· QUALIFICATION / REQUIREMENTS

a. Education

i. A Bachelor of Science, Degree Holder and advance preparation in administration and supervision

ii. In the process of qualifying towards a Master’s Degree in Nursing.

b. Licensure

i. Registered Nurse in the Philippines – Yearly renewal of License in the Professional Regulation Commission Board of Nursing.

c. Physical Demands:

i. Good physical and mental health. Stamina to work effectively under adverse conditions. Personable.

d. Training and Experience:

i. A minimum of four (4) years in nursing practice, two years of which have been as Supervisory position and senior nurse. Demonstrated professional competence in clinical practice and administration. With In-service training for supervisory level.

e. Job-Knowledge

Thorough knowledge and understanding of principles of nursing practice based on physical, biological and social sciences and their application to nursing care for the solution of nursing problems. Adequate knowledge and understanding of the principles of supervision, administration and research. Thorough knowledge of the organizational structure of the nursing service, as well as the organizational functions, policies, regulations and procedures of hospital as they relate to the nursing service. Knowledge and experience in reconciling the goals of nursing practitioner to the objective s of nursing service and hospital as a whole.

f. Employment Variables

i. Professional Affiliations

1. Philippine Nurses Association and other professional organizations

2. National League of Government Nurses

3. Association of Nursing Service Administrators of the Philippines.

ii. Job Relationships

1. Source of workers – Professional Nurses

2. Promotion from Supervisor

3. Responsible to Chief Nurse

4. Workers supervised – Professional and non-professional nursing personnel.

g. Performance Requirements:

i. Responsibilities and work Performed:

1. Administration of client care – Assists the Chief Nurse as she:

a. Directs the Nursing Service with the aim to attain the over-all Objectives of the hospital

b. Plans the programs and work-load of all the nursing units in the hospital.

c. In-service education programs.

d. Procures the equipment and supplies of all the nursing units and offices under the Nursing Service Dept.

e. Collates and reviews reports and recommendations submitted to the Nursing Service Department, formulates and/or revises policies of nursing services

f. Guides the graduate nurses in the investigations of relationships that may exist when solving nursing problems. Considers possibilities that these investigations would yield important results for the advancement and improvement of In-client care.

g. Encourages, defines, initiates and conducts nursing studies and research findings as these apply for advancement and improvement of In-client care.

h. Directs nursing staff to cooperate on-going medical and other related health researches.

i. Provides leadership in formulating programs, policies and studies designed to upgrade the quality of client care.

j. Devices tools and instruments for measurement and evaluation of client care.

h. Personnel Management:

i. Prepares and schedules work hours of nursing personnel.

ii. Screens applicant for nursing positions.

iii. Serves on nursing service and other hospital committees such as recruitment and selection of personnel discipline’s guidance and counseling to committees.

iv. Studies and recommends revision of job description of various nursing personnel.

v. Assists Chief Nurse in programming annual vacation of nursing personnel.

vi. Helps maintain proper decorum among nursing personnel on duty

vii. Directs nursing staff to cooperate with on-going medical and other health related researches.

viii. Plans for continuing evaluation of personnel performance, turn-over, job accomplishment and records of personnel in various nursing units.

ix. Plans, coordinates and/or implement in-service education programs for all categories of nursing personnel.

x. Assumes functions of Chief Nurse as delegated by the director of the hospital in the absence of the former.

i. Special Demands:

i. Leadership, executive and organizational qualities. Ability to elicit cooperation and maintain good working relationships among personnel and members of the health team. Initiative and judgment in determining needs of nursing program, selecting adequately trained personnel and maintains client care in conformity with recognized standards. Analytical ability in identifying problems and planning for their solutions. Skills in human relations and communications.

· ASSISTANT CHIEF NURSE 

(TRAINING AND EDUCATION MANAGEMENT SERVICES)

DEFINITION: Assistant Chief Nurse is one who assists the Chief Nurse in planning, setting-up and supervision of staff education program of the nursing service.

Job Summary:

Assists the chief Nurse in the provision of the staff development program for all nursing personnel. He/she also coordinates in:

· Undergraduate training program such as nursing and Midwifery affiliates.

· Post graduate training program such as community health nurse, midwives and others.

· Qualification Requirements

a. Education:

i. A holder of a Master’s Degree in Nursing.

b. Licensure:

i. Registered Nurse in the Philippines. Renewal of license by the Professional Regulation Commission Board in Nursing.

c. Physical Demands:

i. Good physical and mental health with stamina to work effectively under adverse conditions. Personable.

d. Training and Experience:

i. Must have at least five (5) years of nursing experience two (2) years of which must be in a supervisory capacity in training service.

e. Job Knowledge:

Thorough knowledge in planning, organizing and conducting educational program in the hospital; assists in the revision of previous program for the nursing department as a whole and for the clinical units; coordinates and supervises activities in training programs; Participates in teaching; acts as liaison between the nursing service educational program and other educational programs conducted by the Institution. Keeps the Chief Nurse informed of program personnel and time schedule changes. Evaluates and assists in evaluating effectiveness of the program or to planning content, methods and facilities, secures and maintains institutional and reference materials, and administers the In-service education unit for nurses if then in any specific training staff; counsels and guides nursing education program conducted by the hospital and establishes and maintain good interdepartmental and community relationships.

f. Employment Variables:

i. Professional Affiliates:

1. National League of Philippine Government Nurses Inc., Association of Nursing Service Administrators of the Philippines.

2. Philippine Nurses Association and other professional nursing organizations

ii. Job Relationships:

1. Source of worker – Professional

2. Promotion from – Supervising Nurse Instructor

3. Promotion to – Assistant Chief Nurse (teaching and training)

4. Supervised by – Chief Nurse

5. Personnel supervised

6. Supervising Nurse Instructor

7. Nurse Instructor

8. Nursing Service Personnel for continuing staff development

9. Nursing Trainees (graduates and undergraduates)

g. Performance Requirements:

i. Responsibilities and Work performed:

ii. Good Inter-personal relationships.

iii. Must work on a full time basis

iv. Must be able to assists in the over-all direction and management of the training services.

v. Must be able to assists in the development of nursing care standards

vi. Keeps abreast of current trends in nursing training

vii. Must be able to set as In-charge of the training service when so delegated.

viii. Assists in the formulation of the training policies of the department and hospital.

ix. Coordinates with other members of the training staff on matters of training, functions and activities.

x. Administers the training program of the department.

xi. Participates in the determination of the training needs of the staff members of the hospital

xii. Participates in the planning of the different programs offered by the training services.

xiii. Responsible for the choice of proper resource persons (speakers) for the various training programs.

xiv. Plays and imparts in the evaluation of the different programs offered by the training services.

xv. Prepares the training materials to be used in the different training programs

xvi. Participates in the preparation of the budget for training functions

xvii. Prepares and submits monthly, semi-annual and annual reports of activities, accomplishments and problems related to training.

xviii. Performs such other duties as may be delegated from time to time by the Chief of Hospital and Chief Nurse.

h. Significant Requirements:

i. Plans, organizes and guides In-service program for all categories of nursing personnel (graduates and undergraduates levels) in coordination with the Chief Nurse or Assistant for Service and Internal education.

j. Coordinates with the nursing service personnel through the Chief Nurse, all field experience programs of and gives assistance to graduate students enrolled in the universities and colleges of nursing upon the approval of the Chief of Hospital.

k. Acts as liaison with other departments of the hospital to obtain assistance in solving as well as encouraging involvement of all in the various training activities.

l. Acts as a resource person in training programs in the home agency and in other agencies on invitational arrangements.

m. Maintains proper coordination among the hospital personnel and trainees in the specific in the in the areas of specialty.

n. Plans and conducts orientation for clinical instructor and nursing students’ affiliates.

o. Gives counseling and guidance to trainees, clinical instructors and nursing student’s when a situation arises.

p. Conducts re-orientation of employees of the hospital coming from long leave of absence (15 days or more.)

q. Conducts exit interview of personnel who are terminating the service from the hospital.

r. Plans with principles / deans of affiliating schools or colleges of nursing with regards to the clinical areas of the hospital

s. Prepares contracts of affiliation of the different schools affiliating in an institution or medical centers.

t. Directs and supervises the performance of the Nurse Instructors coming from the different school of nursing, and Build in Preceptors as well.

u. Prepares and answers communications from within the agency and outside the agencies.

v. Prepares meeting and conferences jointly with school staff, nursing service and training staff for purposes of planning, improve quality of instruction and learning of students.

w. Participates actively in the different research studies being conducted in the hospital for the advancement of science and self-growth.

x. Participates actively in professional organization in nursing and other civic groups for the purposes of keeping up with the standards of nursing professional as well as better camaraderie among the nurses.

y. Participates actively in professional organization.

· SUPERVISING NURSE

DEFINITION: Supervising Nurse is one who operates at a level between the Chief Nurse and the Senior Nurse and is in-charge of two or more nursing units. The group includes those of medicine and surgical supervision, orthopedic, pediatrics, obstetrical and gynecology, delivery room, nursery, operating room, out-patient department, EENT, Central Supply Room, Emergency Room and Psychiatry.

Job Summary:

Responsible for all management of nursing care and service in an area of a group of two or more or section; plans, organizes, directs activities to provide maximum nursing care. Assists in determining the kind and amount of manpower required, evaluating the quality of care, coordinating supportive services for client care, and providing a safe environment conducive to high employee performance resulting in effective client care. Participates in In-service programs for the development of nursing personnel. Participates in procurement of supplies and equipment. Assists in policy formulation of client care. Participates and conducts nursing studies related to client care.

· QUALIFICATION REQUIREMENTS

a. Education:

i. A holder of Bachelor of Science in Nursing with advanced preparation in supervision and administration.

b. Licensure:

i. Currently registered in the Professional Regulation Commission, Board of Nursing. Yearly renewal of license.

c. Physical demands:

i. Good physical and mental health with stamina to work effectively under adverse condition. Personable.

d. Training and Experience:

i. A minimum of two years of service on year of which has been as a Senior Nurse. Demonstrates administrative and supervisory abilities and with advanced preparation in administration and supervision.

e. Job Knowledge:

Adequate knowledge and understanding of the principles of nursing practice based on physical, biological and social sciences, and their application to nursing problems. Ability to identify nursing problems and execute appropriate nursing actions. Adequate knowledge and understanding of principles of supervision and administration of the fundamental research. Knowledge of the organizations, functions, policies, regulations and procedures of hospitals as they relate to nursing service.

f. Employment Variables

i. Professional Affiliations:

1. Philippine Nurse’s Association and other professional nursing organizations.

2. Ministry of Health National League of Nurses.

ii. Rotation:

1. Morning, Evening and Night Shift

iii. Job Relationship:

1. Source of workers – Professional nurses

2. Rotation - Morning, Evening and Night shifts

3. Promotion to – Supervising Nurse

4. Responsible to – Assistant Chief Nurse

5. Supervised by – Assistant Chief Nurse

6. Personnel supervised – Professional and non-professional nursing personnel

g. Performance Requirements:

i. Responsibilities and work performed: Responsible for the administration and supervision within her assigned areas or sections regarding client care, personnel, unit manager, and teaching program.

h. Supervision of Client’s Care:

i. Checks the senior nurse’s plans of client care and sees that they be properly executed

ii. Keeps herself informed of client’s needs for nursing.

iii. Reinforces health Instructions given to clients and families as the need arises.

iv. Verifies implementation of request for referrals to evaluate continuity of care.

v. Conducts periodic awareness with nursing and other personnel regarding client care including problems and deficiencies encountered, plan of action, evaluation, progress and innovations undertaken.

vi. Serves as consultant and adviser to the senior nurse in developing devising and adapting work techniques and methods for the resolution of problems related to client care.

i. Personnel Management:

i. Interprets standard operating and new procedures and policies; reviews work performance of personnel to determine if it conforms to recognized standards.

ii. Plans the programs and work load of the entire nursing personnel unit.

iii. Directs arrangements of schedule of work hours, off duties, vacation leaves, etc. of all nursing personnel assigned in the unit.

iv. Evaluate work accomplished by each nursing employee in the ward.

v. Prepares the plans for counseling of co-workers. This is done individually especially to personnel with problems. Examples: Habitual absenteeism and alcoholic.

vi. Renders harmonious relationships and self-discipline among nursing personnel under her supervision.

j. Preparation of Unit Budget:

i. Prepares with her staff the yearly and five-year fiscal program of her units and submits such to the Chief Nurse.

k. Training and Teaching Program:

i. Determines training needs of the staff and recommends plans for in-service training and assists in the implementation and evaluation of the same.

ii. Participates in the clinical training of nursing students.

iii. Provides facilities needed for effective and maximum learning of nursing students.

iv. Confers and participates with the faculty of the college or school in the clinical evaluation of clinical performance of the students.

v. Coordinates with the medical and par-medical staff in the orientation of the trainee.

vi. Conducts department conference for the staff particularly aimed at improving or giving the safest and best possible nursing care to the clients, nursing practice, student learning and management of the department.

vii. Participates in the nursing studies to keep ace with scientific advances and in support with in-going research in the hospital including adaptability to nursing program.

viii. Participates in seminars, In-service training and institutes symposium.

ix. Investigates and studies trends and developments in nursing practice and techniques and their adaptability to nursing program.

l. Special Demands:

i. Serves as member, chairman of various working committees within the nursing service and the hospital pertaining to various services under it as the need arises.

ii. Performs other responsibilities that may be delegated by higher authorities.

iii. Acts in place of the Chief Nurse and in that capacity directs and coordinates administrative and nursing service activities during the evening and night shifts.

1. Continuation of care of the clients confined in the ward including         emergency

2. Overseeing the physical plan and ground in small hospital.

3. Supervision of the evening and night shifts of the Dietary Department.

4. Rotates as Nurse Coordinator, Morning, Evening, Night shift

5. She must show willingness to work. Patience and tact dealing with nursing staff, other personnel and clients. She must have a memory for details. Ability to maintain good relationships with the public and among all other nursing, medical and administrative personnel, initiative, procedures to meet emergency or unusual situations are her assets. She has the ability to make decisions regarding administrative and technical matter, while on duty. She possesses good physical and mental health and stamina for staying up late in the evening and at night. She practices fairness and impartially in handling questions of promotions, grievances and discipline of personnel.

· SENIOR NURSE

DEFINITION: Senior Nurse is the one who is under of the Supervising Nurse; responsible for the administration and supervision of a particular unit.

· Job Description:

a. Makes client rounds and sees to it that all clients in his/her ward get the necessary care.

b. Sees to it that all equipment is in order and properly kept and supplies are available.

c. Makes weekly schedules on daily assignment of her staff.

d. Checks and countersign recording done by staff nurse.

e. Assists clinical instructor, prepares students assignment for their clinical experiences and assists in the evaluation of their performance.

f. Sees to it that doctor’s orders are carried out properly and intelligently by the staff.

g. Plans and supervises all nursing activities in her ward.

h. Evaluates performance of the staff every six months.

i. Coordinates ward activities in the administration of nursing service with all other hospital services.

j. Directs and supervises activities of non-professional workers in the ward.

k. Participates in the orientation of new staff nurse and nursing affiliates.

l. Interprets hospital philosophy, Objectives and policies to staff, clients and their families and students.

m. Represents her ward in the nursing service meetings and other hospital meetings when necessary.

n. Acts as supervising nurse when so delegated.

o. Renders direct nursing care if the unit is understaffed.

p. Supervises cleanliness and orderliness of the ward.

q. Provides/maintains adequate facilities, equipment and supplies necessary for good client care for her unit.

r. Provides an environment that is conducive to the physical, spiritual and emotional well being of clients and personnel.

s. Participates in formulating/interpreting/implementing philosophy, Objectives and policies of the nursing service.

t. Establishes, promotes and maintains good interpersonal relationship.

u. Evaluates nursing staff in her unit, and gives them assignments according to their capacity.

v. Identifies nursing problems in the ward.

w. Acts as liaison between client and members of the health team.

x. Acts as a nurse coordinator rotating in morning, noon and night.

X. JOB DESCRIPTION / POLICIES-GUIDELINES (AREAS)
· NEONATAL INTENSIVE CARE UNIT

· JOB DESCRIPTION (STAFF NURSE)

Under supervision, gives intermediate and minimum nursing care and supervises auxiliary nursing personnel and other disciplines in the care of the newborn.

I. CLIENT CARE:
a. Receives endorsement of the condition of all babies in the unit.

b. Receives and reviews assignment and chart of babies given by the head nurse or senior nurse.

c. Makes rounds to specific babies assigned and countercheck their tag against the crib tag for proper identification.

d. Gives immediate care to newly born babies.

i. Admits babies from the delivery room, operating room or OB‑IE room section.

ii. Counter checking of identification tag of the baby and mother's data from the chart.

iii. Performs revival measures like suctioning the airway, giving of oxygen inhalation and emergency drugs if baby is serious before proper identification is made.

iv. Gives admission bath taking precaution to minimize Linder exposure to prevent complication.

v. Dresses cord aseptically to prevent bleeding and infection. Assesses baby physically from head to foot to detect presence of congenital anomaly and reports observations immediately to pediatrician on duty.

vi. Takes temperature, measurements, weight and records these data accurately in the apgar sheet.

vii. Injects aseptically Vitamin K I mg intramuscularly to prevent bleeding. Records observations made and completes chart.

viii. Transcribes baby's data accurately to the admission logbook.

ix. Writes the necessary data on baby's crib tag and attaches tag to the crib.

e. Joins rounds with Pediatrician or consultants. Reviews and analysis doctors prescribed orders.

i. Transcribes orders to medication cards, medication sheet and kardex.

ii. Executes strictly and faithfully medications and treatments.

iii. Observes and reports immediately to the pediatrician on duty any untoward reactions to the drug for management.

iv. Assembles equipment and assists pediatrician in performing special procedures like umbilical cannulation, femoral or lumbartap, intubations, etc.

f. Gives nursing care to normal and premature.

i. Proper feeding of babies, aspiration precaution.

ii. Gives sponge or full bath to keep babies clean and comfortable.

iii. Changes dress or diaper regularly and when necessary. To prevent complication like diaper rash.

iv. Weighs baby every other day to know whether they are gaining or losing weight and informs pediatrician.

g. Gives special care to sick premature and normal born babies to facilitate early recovery.

i. Case of premature in the isolette.

1. Regulates and observes the desired temperature and humidity to maintain‑‑the baby’s body temperature.

2. Keeps isolette clean at all times.
a. Gives special feedings like dropper or gavage every two to three hours for babies who can not suck or swallow to provide adequate nutrition and takes all precaution to prevent aspiration.
b. Keeps other sick babies temperature within normal at all times by placing extra blankets or put, babies under droplight taking care not to inflict injury.
c. Regulates accurately venoclysis drip to maintain babies fluids and electrolyte balance.
d. Measures, observes and records accurately fluid intake and output. Reviews carefully blood results given and for blood transfusion, sees to it that the pediatrician and nurse supervisor counterchecks the blood typing and cross matching against the available blood, Facilitates transfer of, baby to other unit or other agency for future management.
e. Collects specimen for laboratory test. With proper labels, to avoid loss of specimen.
f. Observes isolation technique in all infected cases.
g. Administers emergency baptism to all sick babies and premature to provide their spiritual needs.
h. Notifies parents or client’s relatives about the condition of the babies.

3. Shows babies to their mothers and their visitors after checking babies tag against baby's crib and observes at all times proper attitude dealing with public.
4. Discharges babies to mothers or their authorized representatives only after proper identification and let them receive their babies indicating in the chart their complete signature.
5. Gives all the health instructions to all mothers regarding proper care of the baby.
6. Charts nurses observation notes, baby's condition, medications, treatments, etc. at the end of the shift.
7. Renders post mortem care and with proper instructions to the relative. For this hospital has no morgue, The cadaver is pick up by the authorized funeral serviced chosen by the family.

II. UNIT MANAGEMENT AND SUPERVISION:

a. Acts as a charge nurse in afternoon and night shift.
b. Keeps entire unit clean and orderly at all times.
c. Refers to the senior nurse or supervisor any problems met for proper management during tour of duty.

III. MISCELLANEOUS:
a. Accomplishes daily time record.

b. Attends monthly department, unit meeting

c. Participates in socio‑cultural and city health. activities.

· JOB DESCRIPTION (WARD AIDE)

Under the direct Supervision of a senior nurse and technical supervision of a staff nurse, performs nursing procedures, keeps housekeeping jobs and does messengerial and clerical work.

I. KEEPS HOUSEKEEPING ACTIVITIES:

a. Scrubs cord dressing tables, cribs, bassinets, mattresses with antiseptic solutions to‑ keep them clean at all times so as to prevent infection.

b. Dusts and scrubs nurses’ station, wash room, etc.

c. Arranges properly all forms and folders in their proper place.

d. Cleans used instruments, articles and equipment and inspects their completeness and condition before bringing them to the central supply section for sterilization.

e. Receives endorsements of all articles and equipment thru outgoing shift, by actual counting and checking them against the inventory list to let outgoing shift be aware if ever there is loss or defect.

f. Takes out garbage cans from the unit to be emptied and cleaned by the utility worker,

g. Coordinates with the utility worker or the maintenance department for the replacement of empty oxygen tanks.

h. Assorts and counts all linen used to avoid losses and to facilitate faster replacements from the linen room and see to it that there is always enough supply and endorses them to the incoming shift.

i. Makes periodic inventory of all times and submits reports to the head nurse for proper accounting.

II. SIMPLE NURSING CARE TO NORMAL BABIES:
a. Gives AM bath.

b. Dresses the cord aseptically to prevent bleeding and infection.

c. Change diapers or dress to keep baby dry and warm.

d. Takes vital signs,

e. Assists the nurse in dressing the babies for discharge.

f. Assists the nurse in showing babies during visiting hours.

g. Brings cadaver to the morgue if there is, and have it received by the mortician indicating his / her full signature, data, time on the, death slip.

III. MESSENGERIAL, CLERICAL ACTIVITIES AND OTHER RELATED TASKS:

a. Assists in the x‑ray procedures in the unit.

b. Bring specimens to laboratory properly labeled, and received by the lab personnel.

c. Records vital signs, stools, urine in the chart.

· POLICY OF NEONATAL INTENSIVE CARE UNIT
I. IMPLEMENTATION OF BREASFFEEDING AND ROOMING‑IN PROCEDURES:
a. The rules shall apply to:
i. All well infants who have coordinated sucking, swallowing and normal breathing.
ii. Infants with low birth weights but who can suck and swallow.
iii. Infants of uncomplicated deliveries with weight of 1,700 grams and above, and with AOG of no less than 34 weeks.
iv. The Pediatric Resident or the Nursery Nurse shall assist the mother initiate breastfeeding in the delivery room or in "latching hole after suctioning of secretions.
1. Infants delivered vaginally without complications shall be roomed‑in with their mothers within 30 minutes to one (1) hour after delivery
a. From the DR, the baby will temporarily be at the Transient Room for his routine newborn care and physical assessment.
b. For private clients under sedation, the infants shall be roomed‑in with their mothers within eight (8) hours.
c. Bathing of babies is not indicated in infants.

2. Infants delivered by Caesarian Section without complications shall be roomed‑in with their mothers within eight (8) to ten (10) hours.

a. From the OR, the baby will temporarily be at the Transient Room, for his routine newborn care and gastric lavage (if Caesarian Section)

3. Deliveries outside the hospital DR or in the OB‑IE room and whose mothers have been admitted to the obstetric ward shall be roomed‑in and breastfed immediately.

v. All admissions of mothers and babies shall be properly entered into a logbook. The mother's care number, name, age, address and final diagnosis shall be taken cared of by the OB Ward Nurse, the information about the baby (case number, sex, measurements), shall be taken cared of by the Rooming‑In Nurse. Likewise, the OB Ward Nurse shall take care of the mothers chart and the Nurse, of the baby's chart.
vi. Breast milk, especially colostrums, shall be given to all infants who can tolerate oral and tube feeding. EBM can be given by direct breastfeeding or if breast milk is not available, EBM from selected donors can be given by sip or by dropper.
1. Newborns shall not be given pre‑lacteal feeding such as sterile water, glucose water or milk formula.
2. Infants should start breastfeeding as soon as possible as the infant demands.

vii. Infants whose conditions do not permit rooming‑in and breastfeeding as determined by the attending physicians or infants whose mother are either:
1. Seriously ill such as those with eclampsia, CHD Class IV, severe infectious, or severe diabetes.
2. Taking inedicatimis contraindicated to breastfeeding such as anticancer drugs.

3. Violent psychotics

4. Other conditions, which do not pen‑nit breastfeeding and rooming‑in as determined by the attending physician.
b. Breastfeeding during maternal illness
i. Mothers with common breast problems like sore nipples and mastitis shall continue to breastfeed their infants.
ii. Mothers with mild to moderate medical problems like Malaria’s, Diabetes, CHD Class 1‑111 or TB sputum negative or mothers with TB who have been adequately treated for at least 2 weeks shall continue breastfeeding or give EBM by sip or by dropper.
c. For complicated births (sick baby, sick mother, or both are sick) babies, shall be roomed‑in as soon as medical conditions permit. While not yet roomed‑in, these babies shall be breastfed directly or fed with EBM or wet nursed as determined by the attending physician.
d. Acceptable medical conditions for supplemented feeding.
i. Special Milk Formula for infants with inborn errors of metabolism such as galactosemia, phenylketonuria and maple syrup disease. 
ii. Specific supplement, for infants with very low birth weight (less than 1000 grams) or who are pre‑term supplement, or multivitamins may be given at the first week of life.
iii. Specific fluids such as parenteral; glucose for infants with severe dysmaturity with potentially severe hypoglycemia, or who require therapy for hypoglycemia and who do not improve through increased breastfeeding or by being given breast milk.

II. DISCHARGE FOLLOW‑UPS
a. Both mothers and infants with no complications shall be discharged after 24 hours of stay at the Rooming‑In Ward. Post CS mothers and those with complications shall be discharged accordingly when the condition permits.
b. Home advice with emphasis on continuous breastfeeding and care of infant will be done by the Pediatric Resident/Rooming‑In Nurse. The OB Resident on the other hand will take care of the mother's discharge examination and advice.
c. Follow‑up of mothers will be scheduled one week after discharged at the OB‑IE Room (OPD) and will be attended to by the OB Resident‑in‑Charge. The infant on the other hand, will be followed‑up at the OPD Pediatric Room seven (7) days after for Caesarian Section and fourteen (14) days for normal deliveries after discharge.
d. Networking with Field Health Workers will be followed‑up to ensure breastfeeding at home and monitors the health care of both mother and infant.
i. A daily record of hospital deliveries shall be submitted to the office of the City Health officer by the OB‑ROD with the following pertinent data:
1. Name of Mother
2. Address
3. Type of Delivery
4. Final diagnosis with complications of present
5. Sex, and weight of the baby

ii. Require a return slip to be given to the mother for confirmation of home visit done by the HC midwife. Submit the return slip to the City Health Officer by the visiting midwife.

III. GENERAL POLICIES ON BREASFFEEDING:
Mother and Child: Mandaluyong City Medical Center's Concern
a. MCMC has a written breastfeeding policy routinely communicated to all health rare staff to promote and support breastfeeding.
b. The MBFH (Mother ‑ Baby Friendly Hospital) Committee conducts breastfeeding training to all health care staff and carried through every six (6) months for new employees.
c. We promptly inform all pregnant clients on the benefits of breastfeeding regularly through a communities on Continuing Education Program who conducts lecture on demonstration twice a week at the OB ‑ GYNE OPD.
d. First and foremost is breastfeeding. All NSD babies are offered breast milk within thirty (30) minutes to one (1) hour post‑ parturn and six (6) to eight (8) hours post caesarian section as soon as the mother is fully awake.
e. All mothers are taught the correct positioning / attachment in breastfeeding and strictly encouraged to maintain lactation even if they go to work or elsewhere.
f. Breast contains adequate amount of water therefore, prelacteal feeding are not indicated.
g. One of the most important goals in promoting breastfeeding is the bonding between the mother and the child or "togetherness", hence, Rooming‑In is a MUST. 
h. Breastfeeding is per demand and never on a time interval basis.
i. To avoid nipple confusion, pacifiers, artificial teats and the likes are prohibited. Likewise, we strictly enf5rce the Milk Code.
j. Since the mother and child are our concern, we continuously monitor the breastfeeding practice after discharge through home‑visits and follow‑ups at our lactation center (Pediatric OPD).

IV. TRANSIENT ROOM/NEONATAL INTENSIVE CARE UNIT
a. All newborns delivered within the hospital, if uncomplicated are admitted and observed at the transient room, located adjacent to the existing NICU, for 30 minutes for NSD and 3‑4 hours for Caesarian Section.
b. For complicated deliveries within the hospital are placed at the ward while those delivered outside the hospital are confined in the Ward or ICU if needed.
c. All non‑problematic babies after being stabilized are then transferred to their mother's side now confined at the Lactation and Management Area located at 4th floor, right wing.
d. Premature newborns are placed inside the incubator; umbilical catherization is done inside the isolette.
e. Newborns needing Chest X‑ray are bought down at the Radiology department and returned thereafter, done only of the portable X‑ray machine and/or elevator is out‑of‑order.
f. Prophylactics are induced for the following conditions:
i. Thickly meconium‑stained amniotic fluid
ii. (‑) BOW / PROM outside the hospital
iii. PROM or (‑) BOW ‑ 12 hours within the hospital
iv. Febrile mother, with UTI
v. Septic deliveries f Umbilical catherization

g. All admissions at the NICU are COD are informed of all admissions at the NICU and subsequently referred to the.

· PAYWARD

· JOB DESCRIPTION (STAFF NURSE)

I. Gets acquainted with the patients assigned to her from admission to discharge and observes their physical, emotional, mental, socio-economic and spiritual needs. Becomes familiar with their history and idiosyncrasies.

II. Takes vital signs, performs nursing assessment thru clinical inspection, analyzes and utilizes her findings as basis for planning her nursing care program.

III. Gives comfort measures such as bath, oral hygiene, perineal care, positioning and institutes procedures and techniques applying principles derived from the physical, biological and behavioral sciences.

IV. Renders symptomatic relief to varied patients condition as warranted, such as tepid sponge bath, rectal insertion, catherization and the like.

V. Renders emergency measures to critically-ill patients, such as resuscitation and suctioning, cardiac massage, oxygen inhalation; assists in cut-down procedures, and gives emergency injections.

VI. Measures accurately patient’s intake and output in cases of massive bleeding, sudden loss of consciousness, in renal and cardiac shocks and acidosis, etc.

VII. Shares and confers with physicians

a. Observations of physical and behavioral manifestations of patients.

b. Changes in medication, treatments

c. Referral to other departments and agencies

d. Nutritional needs

VIII. Gives health teachings to patients and family members such as rehabilitative activities of daily living, planning diet to meet nutritional needs, explaining proper medication intake, teaching personal and environmental sanitation.

IX. Utilizes interaction process with patients and family members creating therapeutic environment to alleviate anxiety and fear.

X. Joins medical and nursing rounds to discuss patient’s condition and arrive at appropriate medical and nursing measures.

XI. Utilizes terminal and concurrent disinfection and isolation, techniques to prevent spread of infection.

XII. Makes frequent rounds to monitor patient’s condition and institute necessary nursing measures to ensure safety of patients.
XIII. Coordinates with other members of the health team to meet needs of patients.

· WARD MANAGEMENT AND EDUCATION

I. Gives technical supervision to Ward Aides and Nursing Affiliates helping in the care of patients.

II. Attends section and departmental meetings and conferences.

III. Acts as assistant senior nurse in the evening of night shifts as designated / delegated.

IV. Participates in studies, staff development programs conducted by the Nursing Service and/or hospital.

V. Prepares and endorses nursing care reports and records to incoming staff to ensure continuity of care.

VI. Records utilized drugs, surgical and nursing supplies in control sheets.

· GOAL 
I. To provide quality care and service to our paying clients confined in this ward.
II. To provide quality care with compassion and human tender touch to clients children (pediatric clients), surgical and medical clients.
III. To alleviate, ease the pain and sufferings with the afflicted utmost care and expertise through sound nursing management, quality care.

· SPECIFIC OBJECTIVES 
I. To establish and maintain acceptable standards of nursing care.
II. To provide the nursing personnel the opportunities for continuing education and training.
III. To provide nursing and midwifery affiliates with related learning experience.

· GENERAL OBJECTIVES
I. To provide quality nursing care to clients through exercise at sound judgment.
II. To maintain harmonious relationship with other department that would ensure smooth and efficient conduct of work in the care of client.
III. To provide quality nursing care and prevention of deformities through planned intervention.
IV. To maintain a safe, pleasant environment and better service to client.

· ADMISSION PROCEDURE:
I. All admission must pass the emergency room either admission came from out client department (OPD); still the client is referred to the emergency room for admission to ward.
II. Completeness of the chart (case, case number, hospital number) and consent signed by the client/relative prior to admission and private consultation.
III. ER nurse and other ward nurse must notify the ward stating the case status of the client before transferring to ward. Then second notification prior to transfer to ward.
IV. If possible, all admitted clients should be accompanied by relative.
V. The information officer should call the ward if there is any available room, before transferring the client.
VI. Ward nurse prepare the bed assignment, materials needed based in the information of ER/ward nurse.
VII. Ward nurse or admitting nurse should accompany the client to the designated bed/unit.
VIII. Assess client’s condition and record findings in the chart.
IX. Orients client, relative or watcher on the hospital rules and regulation.
X. Plans nursing care of the client.
XI. Performs admission care and carries out doctor’s order.
XII. Initiates implementation of medical/surgical management like request for examination, medication, treatment and referral.
XIII. Informs other units such as laboratory, x-ray department, ECG, UTZ department of needs and requirements of the client.
XIV. Discuss with client and companion the nursing care plan and the extent of his/her participation.
XV. Checks chart to ensure that consent for medical and/or surgical by either the client or nearest kin.
XVI. Chart observations, measure intake and output, medical administration to client.
XVII. Update ward directory.
XVIII. Prepare diet list and forward it to dietary section.
XIX. All admissions are entered to the admission logbook with complete data.
XX. After doctors rounds receive and copies medical/surgical management from the clients chart to the nurse’s flow sheet or kardex.
XXI. Fills up medication or treatment order.
XXII. Carries out medication and treatment cards
XXIII. Prepares request for routine examination and sends them to the department concern.
XXIV. Take notes of clients needing special care.
XXV. Refers client to the resident on duty when necessary and untoward signs and symptoms observed.
XXVI. Carry out doctor’s order.
XXVII. Puts tag on the client or in bed for identification.

· SURGICAL CLIENTS
I. Carry out doctor’s order for surgery request, forward it to OR staff for scheduling.
II. Inform anesthesiologist on duty of the operation.
III. Gives the relatives all prescription for pre-operative medicine and supplies needed.
IV. Prepares the drug needed, ensures that all OR needs are complete.
V. Prepares the client psychologically and spiritually.
VI. Fills up and signs checklist of pre-operative preparation and place it as a top sheet of the chart.
VII. Removes jewelries, contact lenses, and dentures and give it to clients relatives for safe keeping. Remove nail polished as ordered.
VIII. Takes latest vital signs prior to transfer to OR. Endorsed properly.
IX. Gives pre-op medication as ordered.
X. Transfer client to OR with chart and other needed medicines and supplies.

· POST OPERATIVE
I. Prepare post operative bed.
II. Place oxygen near bed.
III. Nothing per orem, flat on bed as ordered.
IV. Carry out post-op order.
V. Observed and report to the resident on duty any untoward signs and symptoms observed.

· GUIDELINES FOR PAYWARD ADMISSION: (SOP GUIDELINES MANUAL)
· INTENSIVE CARE UNIT 

· JOB DESCRIPTION (STAFF NURSE)

Under general supervision of the supervising nurse, senior nurse or head nurse. ICU Nurse is responsible for rendering a well planned intensive care to critically ill, dying client who are on monitored surveillance.

I. CLIENT CARE
a. Through continuous assessment of the client by direct observation or cardiac monitoring, the nurse can easily determine the first signs and symptoms manifested by clients and initiate proper therapy when feasible;
b. Takes regular 12-lead ECG/EKG;
c. Gives intravenous emergency medication;
d. Initiates and maintains cardio-pulmonary resuscitation;
e. Initiates and performs emergency cardioversion and defibrillation;
f. Has basic knowledge in interpreting EKG and determining arrythmias;
g. Assist during cutdown, insertion of CVP, arterial line, measuring cardiac output and indexes, CVP and other pressure monitoring;
h. Monitor client with pre and after loaders such as those with Dopamine, Niprida support;
i. Assists during emergency intubation;
j. Monitor client with peritoneal dialysis;
k. Assess client neurologically;
l. Monitor client with pulmonary edema;
m. Acts as charge nurse in the absence of the senior nurse;
n. Measures accurately clients intake and output in cases of massive bleeding;
o. Gives comfort measures such as bath, oral hygiene, perineal care, positioning and institute procedure and techniques applying principles;
p. Utilizes terminal and concurrent disinfection techniques to prevent spread of infection;
q. Coordinates with other members of the health team to meet needs of client.

II. WARD MANAGEMENT AND EDUCATION:
a. Gives technical supervision to ward aides, utility workers helping in the care of clients;
b. Attends section, departmental meetings and conferences;
c. Acts as charge nurse in the afternoon and night shifts as designated / delegated;
d. Participates in staff development program conducted by the Nursing Service hospital;
e. Prepares and endorses Nursing Care reports and records to incoming staff to ensure continuity of care;
f. Records utilized drugs, surgical and nursing supplies on central sheets or logbook.
III. SOP – ICU CLIENT CARE
a. All seriously ill clients should be turned every hour with bronchial toilette;
b. Siderails must be provided at all times to all restless and seriously ill clients;
c. Proper positioning of clients should be maintained;
d. Deep breathing exercise, coughing exercise must be encourage to all clients especially to those with respiratory disease;
e. Clients on oxygen therapy, hook at respirator machine must be closely watched. Standby oxygen tanks must be ready. Notify pulmo-therapist when resp-ventilator malfunctions;
f. Sign of “NO SMOKING” must be placed on the ward door of the ICU;
g. All kinds of enemas must be done by a nurse. If done by a nursing attendant with supervision of a nurse;
h. Spiritual obligations of client should be given upon admission;
i. Physicians is responsible to estate the condition of client to the relative;
j. Cancer client should be given emotional and spiritual support and should not be told about his/her condition. But if the client insist of knowing her condition, the resident physician must be inform, so that the doctor can talk to the client;
k. Infectious cases should be isolated and isolation technique should be strictly observed;
l. Client who are for measurement of intake and output should have a calibrated urine output bottle;
m. Suction catheter must be washed with soap and water, then soak in soaking solution not in bottle of normal saline;
n. All special procedures should be done aseptically;
o. All soaking solution must be change every morning;
p. It shall be the full responsibility of the admitting resident NOT the nurse to notify the attending consultant of any ICU admission giving him/her a comprehensive picture of clients’ condition;
q. Consent for admission to ICU should be signed by the nearest kin/relative;
r. The nurse shall advise clients’ relatives the need for at least (1) one watcher to be available anytime and remind them of the general provisions of the ICU posted near the ICU door.
s. Completeness of the chart entries must be observed especially the admission slip page;
t. Relatives of each ICU clients must be instructed to secure the following upon admission:





a. alcohol

e. soap





b. diapers

f. oral antiseptic





c. tissue paper

g. thermometer





d. cotton balls

· FUNCTIONS OF AN I.C.U.
I. Detection and treatment of life threatening arrhythmias.
II. Early detection and management of impending cardiorespiratory arrests.
III. Prompt detection of serious changes in vital signs and neurological status.
IV. Anticipation of the onset of life threatening complications.
V. Monitoring the effects of drug therapy.
VI. Maintaining an adequate pulmonary function for clients with pulmo decompensation.
VII. Provision of readily available equipments, drugs, and personnel for the management of medical emergencies and its complications.

· ADMISSION POLICIES / PROCEDURES: 
I. CASES ADMISSIBLE IN THE I.C.U.
a. Unstable Cardiopulmonary conditions
b. (A.M.I., C.H.F., Arrhythmias, Status Asthmaticus, Pulmonary Congestion, 
Embolism, etc.)
c. Hemodynamic Compromise
d. (Shock states with any etiology)
e. Impaired Sensorium from C.V.A.’s
f. Acute Renal Shutdown +/- necessitating dialysis
g. Complicated Post-operative states
h. Other cases that may need critical care.

II. CASES NOT ADMISSIBLE TO I.C.U.
a. Terminally ill
b. Mentally disturbed
c. Violent Alcoholics
d. Contagious Diseases

· PROCEDURES
I. Only clients who meet the admission criteria can be admitted.
II. The admitting Resident / Consultant will be responsible for requesting Admissions / Transfer of clients to the I.C.U.
III. Standard Operating Procedures for the I.C.U. Nursing Staff / Admitting Resident should be strictly followed and are identified in the next time.

· S.O.P. FOR ADMISSION OF CLIENTS TO I.C.U.
I. Admitting Resident / Physician
a. It shall be the full responsibility of the admitting physician to notify the I.C.U. Nurses that a client is to be admitted to the unit giving at least all S-O-A-P summary of client profile, admitting diagnosis and what to closely monitor. Generally, no client should be brought to the unit without proper notification of the I.C.U. staff. This is to allow them to prepare all needed materials before client is brought in.
b. It is a must that the I.C.U. Nurses get a clear picture of what the client’s serious medical problems are.
c. An S-O-A-P form of Admitting notes it to be accomplished by the Admitting Resident within 2 hours after admission.
d. However, completion of the standard History and P.E. form should be in the Chart within 12 hours after admission to I.C.U.
e. It shall be the full responsibility of the Admitting Physician NOT the Nurses, to notify the Attending Consultant of any I.C.U. admission – giving him/her a comprehensive picture of client’s status.
f. The Chairman of the I.C.U. must be notified by the Admitting Resident of any admission to the unit within the Admitting day, regardless of the service.
g. All Chart entries must be signed complete with date and time.
h. All orders must be preceded with a progress note or summary of present Status/Findings that would justify the orders. This is (1) to facilitate inquiries that may be given by the Client’s Relatives and (2) for the Nursing Staff to have a wider understanding of the case.
i. Physician-in-charge must see the admitted client at least 3 x during the day without the necessity or a written order by the Attending Consultant and progress notes must be in after each visit. At night, the Physician-on-duty is required to see the client at least twice and progress notes must also be in, - all without the necessity of any written order from the Consultant.
j. During night duty hours, the Senior Physician on Duty / I.C.U. Officer automatically takes the responsibility of all I.C.U. clients’ in their respective services, without the necessity of a written order from the Consultant.
k. Whenever possible, the I.C.U. Officer / Senior Physician-on-duty should be staying in the I.C.U. if a client on their service is in the unit.

II. I.C.U. Nurses:
a. Prior to any admission of client into the unit, the I.C.U. Nurse is expected to receive the endorsement rendered by the Admitting Physician taking note of the diagnosis and anticipating what should be prepared before client arrives. (eg: oxygen, aerosol, monitor, etc.)
b. It shall be the duty of the Nurse to (1) Advise clients’ relatives the need for at least one of them to be available anytime and to remind them of the general provisions of the I.C.U. posted near the I.C.U. door.
c. As soon as the admitted client is brought in, the client may be given sponge bath with assistance from relatives / other Nurses and give I.C.U. gowns.
d. Vital Signs should be checked at least every hour without the necessity of a written order from the Admitting Physician / Consultant.
e. It should be checked as often as needed when ordered verbally / writing by A.M.D. / R.O.D.
f. All untoward findings should be relayed at once to the Physician-on-duty / I.C.U. Officer.
g. Relatives of each I.C.U. client must be instructed to secure the following upon admission:





(1) Alcohol





(2) Thermometer





(3) Soap





(4) Tissue Paper





(5) Cotton Balls

III. I.C.U. APPAREL
a. Nurses must wear the gowns always.
b. Physicians entering the unit must remove their coats and wear I.C.U. gowns.
c. Clients’ relatives entering the I.C.U. must wear I.C.U. gowns.

IV. GENERAL REGULATIONS OF THE I.C.U.
a. At least one relative of each client in the I.C.U. should be available on stand-by near the I.C.U. premises.
b. NO VISITORS ARE ALLOWED, except when explicitly written by the Attending Physician. Only one immediate family member of the client may be allowed to approach the client for not more than 10 – 15 minutes. Clients in the I.C.U. need maximum rest and should be emphasized to the relatives.
c. I.C.U. staff should help clients keep their morals high and visitors should be advised before entering the unit to refrain from anything that may upset the client.
d. No flowers, Sound Systems, Comics, and Newspapers are, and will never be, allowed inside the unit. Radios with earphones may be permitted if allowed in writing by the Attending Physician.
e. No foods are allowed in the Unit, unless the clients’ condition requires it. (Leftovers are to be thrown in the garbage can outside the unit, not in the I.C.U. garbage can.)
f. No visitor is allowed to eat inside the I.C.U.
g. Children of any age are not allowed to enter the I.C.U.
h. No personal belongings of the client are allowed in the client’s bedside table.
i. No chairs / beddings / appliances can be brought by the client’s relatives inside the I.C.U. as they may get in the way during emergencies.
j. No smoking in any hospital premises.
k. I.C.U. telephone / intercom units shall be for I.C.U. purposes only.
l. Only I.C.U. clients are allowed to sleep in the I.C.U. No one else is.
m. The unit reserves the right to refuse entry to anyone if in the staff’s opinion the function of the unit may be affected.

V. WHEN VISITING CAN BE ALLOWED BEYOND VISITING HOURS:
a. VISITORS:
i. The general rule is that no visitors should be allowed. A.M.D.’s may allow 1 immediate family members as visitors daily at the designated time only 12:00 NN – 1:00 PM or 7:00 PM – 8:00 PM
ii. EXCEPTIONS:
1. When client is in very critical conditions or moribund.
2. When the visitors came all the way from province or distant place and are not aware of these visiting hours.
3. The limited visiting hours due to nature of work or any inevitable circumstances.
4. For post-op clients, immediate family members must be able to see client, the soonest possible time.

VI. UTILIZATION OF I.C.U. EQUIPMENTS:
a. Use of any equipments for I.C.U. clients whether the machine is I.C.U. – based or not, necessitates a properly accomplished charge slip before use, done in duplicate.
b. No I.C.U. Equipments can be taken out of the unit without a written request to the I.C.U. Chairman and his subsequent approval.
c. In the event that equipments like respirator need to be outsourced from a third party, it shall be the sole responsibility of the equipment provider not the hospital with regards to the safety and efficiency of the machine.

VII. UTILIZATION OF I.C.U. STOCK MEDICATIONS:
a. To prevent misunderstanding with client’s relatives, all medications received by I.C.U. Nurses from the clients’ relatives should be entered in a logbook specifically used for this purpose.
b. All medications / materials supplied by the hospital to the client should have a charge slip.
VIII. SIGNATURE SPECIMEN / DIRECTORY
a. All Hospital Medical Staff members involved or who may be involved in I.C.U. clients must submit an updated calling card and indicate their specimen signatures in the corresponding logbook for this purpose. Better yet, all attending MD should sign on top of their printed names.

IX. PROFILE OF CLIENT CHART:
a. The arrangement of forms in each I.C.U. client chart should be in accordance to the standard procedure.

X. MONITORING OF PROBLEMS IN I.C.U.:
a. All problems occurring in the I.C.U. whether client-related or not or involving the unit or its staff, directly or indirectly, should be entered in the logbook provided for this purpose.
b. Complainant should / must affix his/her signature and this should be countersigned by the Nurse-on-duty.
c. Any comments, suggestions, complaints should be relayed to the concerned person AND to the I.C.U. Chairman always at the soonest possible time.
d. Any actions or relayed intended actions should be entered in the logbook by the relaying nurse.

· SURGERY WARD

· GOAL
To alleviate, ease the pain and sufferings of the afflicted with utmost care and expertise through sound nursing management, quality of care.
· SPECIFIC OBJECTIVE
I. To establish and maintain acceptable standards of nursing care
II. To provide the nursing personnel the opportunities fro continuing education and training
III. To provide nursing and midwifery affiliates with related learning experience

· GENERAL OBJECTIVES
I. To provide quality nursing care to clients through exercise at sound judgment
II. To maintain harmonious relationship with other department that would ensure smooth and efficient conduct of work in the care of clients
III. To provide quality nursing care and prevention of deformities through planned intervention
IV. To maintain a safe, pleasant environment better service to client

· JOB DESCRIPTION (STAFF NURSE)

Under direct supervision of a senior nurse, head nurse; gives nursing care to seriously ill, moderately ill and ambulatory clients and supervises nursing personnel and other disciplines in the care of other clients

I. CLIENT CARE
a. Receives endorsement from the outgoing shift regarding client’s condition by jotting down client’s names, diagnosis and treatment so as to have a good system of care
b. Makes nursing rounds to different clients evaluating their condition as to the case and treatment they received
c. Joins pre-conference with the head nurse, senior nurse and reviews assigned clients setting priorities
d. Renders nursing care to clients by giving sponge bath, mouth care, perineal care, skin care so as to provide maximum comfort, prevent occurrence of infection and complications so as to facilitate early recovery of the clients
e. Assists newly post-operative client in early ambulation by accompanying or assisting the client to walk around the ward so as to facilitate early wound healing, prevent abdominal distention and intestinal adhesions thus shortens their hospital stay
f. Analyzes and transcribes intelligently doctors order or prescribed treatment in the kardex, medication cards, medication sheets and nurses progress notes of the client
g. Reviews carefully all laboratory results of the client and sees to it that if a client is for blood transfusion, the supervisor on duty is notified to countercheck the blood of the client with that of the laboratory results in order to avoid mistakes
h. Assembles all needed supplies and equipment at the bedside and assists the physician to any procedure to be done to the client in order to save time and energy
i. Records and reports to the physician any unusual symptoms that may arise, like if there is a change from normal to abnormal blood pressure, pulse and respiration or any bleeding from the operative site so that proper management can be done to save the life of the client
j. Admits one client from OPD or ER, takes nursing history, assesses client’s condition and group them according to priorities
k. Explains and orients clients and their relatives regarding rules and regulations of the hospital in order to avoid confusion and misunderstanding between them and the hospital staff
l. Makes and reviews client diet list against doctors order
m. Prepares diet list of client properly updated submits to the dietary section
n. Gives emotional and spiritual care to critically ill, dying client
o. Gives post mortem care to the cadaver. Proper disposal and identification of the cadaver. Accomplishes death certificate as soon as possible
p. Gives health teachings to clients as well as to relatives during confinement and before discharge like proper way of cleaning wound, flushing of colostomy wound, cleanliness of the surroundings and emphasizing to them the importance of going to the nearest health center or OPD for check up
q. Discharges clients per doctors order and sees to it that all pertinent records such as data sheets, intake and output sheet, discharge summary, final diagnosis. Etc. are all complete before transcribing clients name to discharge log book and sees to it that all instructions given to the ward aide regarding the chart be properly received by the medical records clerk

II. UNIT MANAGEMENT AND SUPERVISION:

a. Evaluates and notes down the work assigned to non-professional like cleanliness of beds, bedside tables, utility rooms, hospital equipment, etc. sees to it that it is done and carried out
b. Teaches and supervises the ward aide in doing some simple nursing procedure like turning clients from side to side, enemas, sponging of moderately ill clients and sees to it that they do the right technique
c. Orients new staff personnel as well as affiliates regarding ward set-up, ward and hospital policies
d. Coordinates with other services like social service of clients referred to them fro medicinal and financial assistance
e. Acts a team leader of the group and sees to it that client care are distributed properly according to priority and that proper nursing care is given
f. Acts as charge nurse in the absence of the senior nurse and sees to it that the ward is functioning smoothly
g. Reports to the senior nurse all about of order equipment and instruments and availability of stock medicine
h. Does spot checking of janitorial staff and sees to it that toilet bowls and sink are clean and shiny and don’t stink
i. Evaluates and counter checks ward aides records and reports of client’s temperature, pulse and respiration
j. Provides clients safety devices like side rails, call devices, and sees to it that these are functioning well

III. MISCELLANEOUS:

a. Counts chart before and after every shift to insure that no client has absconded and no chart is missing
b. Attends unit and NSO meetings as per scheduled
c. Attends seminars, workshops, lectures as assigned by the senior nurse
d. Makes daily time record of 15th and 30th of each month submits on time
e. Attends socio-cultural activities of the hospital and the city government
f. Answers telephone calls

· JOB DESCRIPTION (WARD NURSING ATTENDANT)
A female or male nursing attendant under the direct supervision of a supervisor, senior nurse, charge nurse and technical supervision of a staff nurse. Operates at a level of workers trained on the job to assist professional nursing staff, performs simple nursing procedures, housekeeping jobs does messengerial clerical jobs in the care of hospital client.

I. HOUSE KEEPING ACTIVITIES:
a. Receives and endorses ward articles, instrument, supplies, and promptly inform the charge nurse, senior nurse or supervising nurse for any losses, breakages fro proper action
b. Clean and keep things in order in the nurses station and client’s unit
c. Cleans unit apparatus, equipment, machines, etc. and ensures their functioning for future use
d. Collects and scrubs bedpans, kidney basins, basins, urinals, observing the proper principles of asepsis, scrubs client chart once a week
e. Keeps clean linen in order and ensures availability of floor linens stock for emergency use. Sorts and puts soiled linens in the linen hamper and gets their clean replacement
f. Prepares sterile specimen bottles
g. Coordinate with janitorial personnel assigned in the ward in the maintenance of cleanliness focusing particular attention to the comfort rooms

II. SIMPLE ROUTINE NURSING ACTIVITIES:
a. Participates in the nursing rounds during endorsement time to be aware of the client’s condition in the ward
b. Under supervision of the nurse gives SS enema, cleansing enemas, cleanse the client
c. Prepares bed for incoming clients, strips off and properly disposes boiled linens of discharge client
d. Takes vital signs of client and reports to the head nurse or senior nurse any deviation from the normal values
e. Helps in feeding clients who are not capable of feeding themselves
f. Assists the staff nurse in transferring client from bed to wheelchair or stretcher and vice versa
g. Assists in the dressing and undressing of clients for examination and treatment when the nurse is busy brings down client chart in the admitting, pharmacy, billing section if client is for discharge
h. Helps the staff nurse in instructing client for laboratory work-ups to have light meal and NPO
i. Assist the staff nurse in giving post mortem care to dead clients to preserve their dignity

III. MISCELLANEOUS:
a. Charts properly the vital signs reading and graph it
b. Record and paste all laboratory results at the client’s chart
c. Brings up weekly requisition, job orders to the nursing office for signature
d. Gets requisition of medical supplies, drugs from pharmacy, storeroom, CSR
e. Submits accurately accomplish daily time record and submit to nursing office within the required time and day
f. Attends regular journal meeting, unit and nursing service general meeting
g. Attends and participates in the socio cultural activities of the hospital and city hall government

· ADMISSION PROCEDURE
I. All admissions must pass the emergency room either admission came from out client department (OPD) still the client is referred to the ER surgery for admission to the ward
II. Completeness of the chart (case, case number, hospital number) and consent sign by client / relative prior to admission
III. ER nurse must notify the ward stating the case, status of client before transferring client to the ward. Then second notification prior to transfer to ward
IV. If possible all admitted clients must be accompanied by a relative or guardian
V. Ward nurse prepares bed assignment, materials needed base on the information from the admitting unit (ER-S)
VI. Ward nurse accompanies client to the designated bed / unit
VII. Assesses client condition and records findings in the chart
VIII. Orients clients, relative or watcher on the hospital rules and ward policy
IX. Plans nursing care of clients
X. Performs admission case and carries out doctors order
XI. Initiates implementation of medical / surgical management like request for examination, medication, treatment and referrals
XII. Informs other units such as the laboratory, X-ray department, ECG department, Ultrasound department of needs and requirements of the client
XIII. Discuss with client and companion the nursing care plan and the extent of his / her participation
XIV. Checks chart to ensure that consent for medical and / or surgical by either the client or his / her nearest kin
XV. Chart observations, measures I and O, medications administered to the client
XVI. Updates ward directory
XVII. Prepares diet list and forward it to the dietary section
XVIII. All admissions are entered to the admission log book with complete data
XIX. After doctors rounds receive and copies surgical management from the client’s chart to the nurses flow sheet or kardex
XX. Fills up medication or treatment cards
XXI. Carries-out medication and treatment order 
XXII. Prepares request for routine examination and sends them to the department concerns
XXIII. Takes note of clients needing special care
XXIV. Refers client to the resident on duty when necessary any untoward sign and symptoms observed
XXV. Carry out doctors order for surgery request forward to OR staff for scheduling
XXVI. Inform anesthesiologist of the operation
XXVII. Gives to the relatives all prescriptions for pre-operative medicines and supplies needed
XXVIII. Prepares the drugs needed, ensures that all OR needs are complete
XXIX. prepares client psychologically and spiritually and orient him / her on the procedures to be done
XXX. Instruct client and watcher on nothing per orem (NPO)
XXXI. Notifies dietary section of the operation to be perform on the client
XXXII. Puts a tag on the clients bed indicating the schedule and kind of operation
XXXIII. Performs procedures like enemas
XXXIV. Conducts preliminary preparation of the operative site
XXXV. Reassures the client
XXXVI. Fills-up and sign checklist of pre-operative preparation and place it as top sheet of the chart
XXXVII. Removes jewelries, contact lenses and dentures, prosthetics, etc. and gives it to the client’s relative for safekeeping. Chart it and let the relative or watcher signed which indicates he / she receive all valuables of the client for OR
XXXVIII. Gives cleansing enemas if needed
XXXIX. Inspects operative site and checks completeness of pre-operative medicines
XL. Re-checks pre-operative checklist
XLI. Takes latest vital signs prior to transfer to Operating Room. Chart it and endorse properly
XLII. Gives pre-operative medicines as schedule
XLIII. Transfer client to OR with the chart and other needed medicines and supplies with the ward nurse
XLIV. Endorse carefully, correctly all important data’s to the OR nurse
XLV. Prepare post-operative bed
XLVI. Place oxygen near the bed
XLVII. Nothing Per Orem (NPO), flat on bed
XLVIII. Carry out post-operative ward doctors order
XLIX. Observe and report to the resident on duty any untoward signs and symptoms observed

· DISCHARGE PROCEDURE
I. Carry out carefully all doctors order regarding discharge of client, especially home meds, follow-up check ups, etc.
II. Chart should pass the pharmacy, Phil-health section and finance section for billing
III. Exit pass must be issued by the ward nurse after proper clearance, payment of hospital bill has been made
IV. Appointment slip for OPD follow-up must be checked by the nurse 
V. If discharge against medical advise; the nurse should inform the resident in charge or resident on duty of client, relative intention. So that the resident physician can tell the consequences of this matter and should ask the client, relative to sign the HAMA (Home Against Medical Advise) form before leaving the hospital
VI. Inspect completeness of chart and enter into the discharge log book
VII. All clients for discharge must be accompanied by a relative or guardian of legal age. In case of no relative or companion the social worker will assist
VIII. Chart is brought to the medical records section. The chart is usually forwarded to the medical record every morning and let the clerk receive it and sign the discharge log book of the ward, signatures should be eligible
IX. Nurses should also make his / her discharge notes or remarks. Describing the condition of the client upon discharge and the time the client left
X. Discard all medication card, kardex and remove the name of the client from the station directory of client, when client is discharge cancel client name at the diet list

· LABOR ROOM AND DELIVERY ROOM

· MISSION

Committed to the constant pursuit of nursing excellence at all level of care specializing in labor and delivery.

· VISION

We foresee that all patients admitted in this particular unit will receive care and services of the highest possible quality guided by professional standards of nursing ethics and morality.

· JOB DESCRIPTION (STAFF NURSE) 

I. CLIENT CARE
a. Orients the patient briefly to the set-up, stages of labor and helps make her comfortable.
b. Takes vital signs, fetal heart tone and records properly in the patient’s chart.
c. Observes and records the progress of labor.
d. Execute promptly and accurately the physician’s prescribed treatment
e. Assists the physician in doing special procedures such as IV infusion, blood transfusion, polypectomy and dilatation and curettage, etc.
f. Attends to the immediate needs of parturient, setting priorities in performance of nursing care.
g. Prepares patient for delivery and do:
i. Perineal care
ii. Draping of patients
iii. Sets instruments for delivery

h. Gives reassurance to apprehensive patients to minimize their fears
i. Renders immediate care to newborn such as:

i. Suctioning mucus from mouth and nose
ii. Taking footprints
iii. Placing identification tag and administration of oxygen if necessary
iv. Keep newborn warm by proper draping

j. Prepares patient for emergency operation by:
i. Doing abdominoperineal preparation (shaving of the abdomen and perineal area)
ii. Inserts foley catheter
iii. Inform the ORNOD, anesthesiologist on duty and pedia resident on duty regarding the proposed emergency case
iv. Check vital signs, fetal heart tone and laboratory results before transferring patient to OR
v. Conducts patient to the Operating Room

k. Observes and assess patient closely for undue bleeding and other untoward manifestations.

II. ADMINISTRATION AND SUPERVISION:

a. Supervises nursing aides in the preparation of their work related to delivery room activities.
b. Helps orient new delivery room personnel to the set-up, policies and procedures.
c. Assists in the orientation and supervision of nursing affiliates to delivery room procedure, giving emphasis to technique and asepsis.
d. Demonstrates to all concerned how to use new apparatus and the precautions to be taken as stated in the direction if there is any.

III. MISCELLANEOUS:

a. Attends general staff meeting of the Nursing Service and departmental meeting nurse and supervisor. 

b. Inspects instruments, equipments and supplies regularly.
c. Makes records and reports.
d. Gives health teachings to patient.
e. Participates with city health program.
f. Attends and participates in socio-cultural activities of the hospital and City Government of Mandaluyong.
g. Administer emergency baptism.
h. Makes inventory of instruments and equipments.

· JOB DESCRIPTION (NURSING ATTENDANT)
Under the supervision of a Head Nurse and technical supervision of a staff nurse performs simple nursing procedures, housekeeping jobs and does messengerial and clerical works.

I. HOUSEKEEPING ACTIVITIES:
a.  Receives and endorse unit’s articles, instruments and apparatus and promptly informs senior nurse for any losses and breakages so that proper action could be made immediately.
b. Cleans and keeps things in order in the nurse’s station, pantry and utility room.
c. Cleans unit equipments and apparatus like suction machine and ensures their functioning for future use.
d. Gets sterile syringes, needles and other supplies like cotton balls, OS, sterile water, NSS, specimen bottles, sterile gloves, etc. in the central supply room for unit’s use.
e. Cleans used NSD set and other surgical instruments observing the aseptic technique within the specified soaking time.
f. Cleans DR tables, bassinets, LR beds, stretchers, working tables and footstools by using 100% correct concentration of solution for disinfection.
g. Fumigates vacant rooms with the use of disinfecting solutions, vinegar and Lysol in order to prevent spread of airborne diseases.
h. Collects and scrubs rubber sheets, bedpans, kidney basins and basins observing the proper principles of asepsis.
i. Keeps clean linens in order and ensures their availability for emergency use. Sorts and brings down soiled linens to the linens’ room and gets replacement.
j. Requests the utility to bring down empty oxygen tanks and gets their replacement.
k. Coordinates with the janitorial personnel assigned in the unit in the maintenance of cleanliness focusing particular attention to the comfort room.

II. SIMPLE ROUTINE NURSING ACTIVITIES RELATED TO PATIENT CARE:
a. Participates in the nursing rounds during endorsement time to be aware of the patients’ condition in the unit.
b. Under supervision of the staff nurse, gives sponge bath, soap suds or cleansing enema, inserts rectal catheter to patients.
c. Prepares bed for incoming patients, strips off and properly disposes soiled linens.
d. Takes the temperature of patients and reports to the head nurse or charge nurse any deviation from the normal values.
e. Assists the staff nurse in transferring patients from LR bed to stretcher to DR table and vice versa.
f. Serves and empties bedpans and kidney basins used by patients.
g. Empties patient’s urine bag if there is any after the nurse has noted down the amount of the content.
h. Helps the staff nurse in instructing patients for blood chemistry to keep on NPO until the examination is done.

III. MISCELLANEOUS:
a. Attends regularly department and committee meeting on time.
b. Attends and participates in the socio-cultural activities of the hospital within the required time.
c. Participates in solving problems in the unit.
d. Helps in implementing and explaining the approved basic rules and regulations of the hospital to patients, relatives and visitors in a courteous manner.
e. Collects and brings specimen to laboratory (blood and urine for analysis).
f. Sees to it that the request forms are properly filled –up and specimen bottles properly labeled.

· UTILITY:
· LABOR ROOM AND DELIVERY ROOM GENERAL OPERATING POLICIES AND PROCEDURES
I. There should be a general unit meeting every last Friday of the month.
II. Labor Room and Delivery Room staff should amen to the rules of the unit based on the manual.
III. All units’ logbook should be properly accomplished and endorsed every shift.
IV. All personnel, clinical instructors and students must wear the proper attire before entering inside the unit.
V. In the observance of area sterility, visitors and watchers are not allowed inside the unit. Transactions are done at the door of the labor room complex.
VI. Admitted patients should wear hospital gown.

· RULES OF DISCIPLINE

All hospital personnel are encouraged to observe hospital and unit’s rules and regulations as stated:

I. Proper observance of coded scrub suits with embroided name for proper identification from the rest of the team.
II. Tardiness and absenteeism will be properly dealt in accordance with the civil service memorandum.
III. Requests of duties should be done in advance to avoid unauthorized exchange of duties.
IV. Observance in filing of leaves should be followed based on the civil service rules (vacation leave, sick leave, maternity leave, fraternity leave).
V. A labor/delivery room nurse should man her area to prevent fall of patient or accidental delivery.
VI. In case a parturient got delivered at the labor room, an incidental report should be submitted to nurse supervisor or nurse coordinator on duty.
VII. Mother and baby’s chart and identification tag should be accomplished properly.
VIII. Avoid abbreviations in all medical records.
IX. Affiliating schools should follow the unit’s policy. Students should be supervised by clinical instructor.

· ADMISSION POLICIES

I. LABOR ROOM :
a. The labor/delivery room  nurse shall receive patients and chart from OB-IE nurse and check on the following:
i. Patient’s chart with signed consent for admission and other surgical procedure, and admitted by admitting clerk.
ii. Condition of patient if in active labor, preterm labor, threatened preterm labor for tocolysis or with complications of pregnancy(preeclampsia, eclampsia, bronchial asthma, gravidocardiacs and others).
iii. If Bag of Water (BOW) is intact, leaking or ruptured.

b. Provide hospital gown. Ensure that dentures, nail polish and jewelries have been removed.
c. Assess patient’s level of consciousness (LOC).
d. Assist the patient to bed and get history.
e. Carry out doctor’s order.
II. ROUTINE:

a. Monitor vital signs including fetal heart tone.
b. Full bath must be given if patient’s condition permits.
c. Monitor progress of labor and refer untoward signs and symptoms to OBROD.
d. Note for vaginal discharge, amount and characteristics. Inform OBROD if there are abnormalities.
e. Side rails must be up.
f. Patient should not be alone during the second stage of labor.
g. Secure and transfer patient to delivery room per stretcher.
h. Inform Nursery (NICU) nurse and Pedia Resident on Duty

III. DELIVERY ROOM:
a. All admissions must be examined by OBROD, accompanied with a chart before transferring to delivery room. Only patient with profuse bleeding, shock and with fully dilated cervix are to be directly admitted to delivery room, accompanied by OBROD and chart may follow after.
b. “STAT” orders must be carried out immediately.
c. Vital signs and fetal heart tone must be taken and recorded.
d. Keep patient safe and comfortable in the delivery room.
e. Have all emergency medicines, necessary apparatus and equipments on hand.

IV. PREPARATIONS:
a. Shave:
i. Normal Delivery – perform perineal preparation including shaving if indicated or ordered

b. Skin:

i.  Scrub the area with soap solution or feminine wash from mons veneris to rectum and the inner aspect of the thigh
ii. Rinse the area that was scrubbed with sterile water.
iii. Paint perineal area and anal region with betadine antiseptic solution.

V. DELIVERY:
a. Prepare all instruments and supplies needed. 
b. Position patient properly. Focus light.
c. Record exact time of delivery, gender and attending physician.
d. Place mother and baby’s identification tag.
e. Watch for complete placental expulsion.
f. Check and record vital signs.
g. Administer oxytoxin as ordered .
h. Do breast care and prepare mother and baby for latching. 
i. Watch out for profuse bleeding , check fundus for bogginess, do not massage until placenta has been delivered. Check for contracted uterus.
j. Record the delivery in the delivery logbook accurately.

VI. CARE OF THE BABY:
a. Put on the baby’s tag with the correct name, name of mother, gender, date, time of delivery and attending physician.
b. Do immediate newborn care.
c. Keep the baby warm. Wrap him in pre-warmed blanket.
d. Resuscitate baby. Suction secretions gently.
e. Latch baby on the mother’s breast.
f. Transfer the baby to NICU transient area.

VII. CARE AFTER DELIVERY:

a. Clean the vulvar area and apply sanitary pads and diaper.
b. Position patient comfortably.
c. Monitor vital signs.
d. Keep the uterus firmed and contracted. Watch out for profuse bleeding and swelling of the episiotomy site if the attending physician did the surgical incision.
e. Stabilize the patient before endorsing her to ward nurse.
f. Change the patient’s gown before transport to ward.

VIII. ABORTUS:
a. Live Abortus – regardless of weight, should be transferred to NICU
b. Dead Abortus 
i. Post mortem care
ii. Proper identification of cadaver.
iii. Supervisor, senior house officer and guard on duty should be informed.
iv. Place abortus in a proper container or box and give it to immediate relative of legal age. Relative affix their full name and signature on the nurses’ notes as proof that he received the abortus.

IX. STILLBIRTH: 
i. Post mortem care
ii. Proper identification of cadaver
iii. Supervisor, senior house officer and guard on duty should be informed
iv. Certificate of fetal death form (pink form) in four copies should be filled up accurately, signed with attending physician, mother of dead baby or immediate family member  of legal age and clerk on duty.
v. Proper releasing of cadaver must be observed. This should be guided with fully accomplished cadaver release form and waiver and should be log on the cadaver release logbook.
vi. Cadaver should only stay at the delivery room complex for a maximum of 1 hour. Beyond this, the cadaver will be sent to funeral parlor for safekeeping.

X. PATIENT FOR EMERGENCY CESARIAN SECTION:
i. Secure consent for the procedure.
ii. Do the abdominoperineal preparation(shaving)
1. Cleaning and application of antiseptic on the shaved area is done in the operating room.
iii. Inform ORNOD, anesthesiologist on duty and pedia resident on duty
iv. Check medicines and supplies to be used for the procedure
v. Check laboratory work –up as per doctor’s order
vi. Take vital signs and fetal heart tone and record to chart.
vii. Fix patient and transfer to OR via stretcher

· MINOR PROCEDURES DONE AT DELIVERY ROOM
I. Dilatation and Curettage
a. On call – patient is admitted first at the OB- Gyn ward and payward then brought to the delivery room as per attending physician’s order “stat” – patient is brought directly to delivery room from OB-IE (those patients with profuse vaginal bleeding, shock or with other complications)

II. Evacuation of hematoma and Post-coital laceration
a. Depending on severity
b. Severe case that needs to be under spinal anesthesia is done at the OR

· ADMISSION PROCEDURES:
a. Delivery room nurse receives patient either from OB-IE, OB-GYN ward or payward
b. For post coital laceration, patient is brought direct to DR from OB-IE
c. Check for signed consent for the procedure
d. Render admission care – provides patient’s gown, recheck if dentures, nailpolish and jewelries have been removed
e. Transfer to the delivery room along with the attending physician and proceed with the procedure
f. Continue nursing care
g. For dilatation and curettage including fractional/diagnostic curettage, specimen is saved for histopathology, placed on specimen bottle with formalin and together with the hisptopath form properly filled –up by attending physician, give it to immediate relative. Receiving relative shall affix their full name and signature on the nurses notes as proof that he/she received the specimen
h. Monitor vital signs closely during and after the procedure
i. Transfer patient to ward if already stable and as per attending physician’s order

· INTENSIVE POSTPARTUM MONITORING:
Meanwhile that there is no Intensive Maternal Unit at MCMC, at least one bed in the labor room is assigned for this purpose and the OB Physicians and Labor/Delivery Room personnel are oriented about this matter.
I. POSTPARTUM CASES REQUIRING INTENSIVE MONITORING
a. Antepartum eclampsia
b. Abruption placenta
c. Severe preeclampsia with CHF, DIC and /or HELLP syndrome
d. Gravidocardiacs
e. Status asthmaticus

· AFTER CARE OF INSTRUMENTS AND EQUIPMENTS:
I. Clean  all instruments for sterilization/decontamination
II. Discard soiled linens and place in a hamper
III. Clean all surfaces of tables, bassinets, stools with soap and water
IV. Cover  delivery table with linen
V. Clean and wipe the mattress of DR stretcher with soap and water after patient transport to ward
VI. Cover stretcher with clean linen

· INFECTION PREVENTION GUIDELINES:
I. Traffic flow and activity patterns involving personnel and patients
a. Traffic should be minimized in these areas. Only authorized persons should be allowed to enter to keep the number of people and movement to a minimum, especially in areas where “clean activities” take place such as:
i. Labor room
ii. Delivery room
iii. Recovery room (intensive postpartum monitoring area)
iv. Work areas for disinfecting, sterilizing and storing instruments, gloves and equipments

b. Traffic should be minimized in these areas. Only authorized persons should be allowed to enter to keep the number of people and movement to a minimum, especially in areas where “clean activities” take place such as:
c. Keep doors closed to discourage entrance of unauthorized persons and to reduce movement and airflow
d. Patient should enter the DR and go to DR table without crossing through areas where sterile or clean instruments are set up and stored

II. Space Requirements
The activity pattern in labor room and delivery room should be well defined:

a. There should be a separate changing room where people entering the area can change into sterile attire and footwear
b. There should be a separate patient preparation room, where initial examination is done, and where patients can wash up, bathe or receive enema, or change into patient’s gown. Street clothes should not be allowed inside.
c. The LR should be separate from DR.
d. The scrub/hand washing area should be adjacent to the DR
e. Space should be provided for storing sterile packs and disinfected instruments.
f. The areas must be designed in such a way that soiled objects never cross paths with cleaned, disinfected or sterilized items.
g. There should be no eating or drinking inside the LR and DR. Eating and drinking should be done in a separate area such as lounge, assigned for this purpose.

III. Appropriate Attire
a. The LR and DR are designated as clean areas, therefore patients, doctors and DR staff should be attired properly.
b. Patients should change into a clean patient’s gown before being admitted to the Labor Room.
c. LR/DR staff should change into clean scrub suits or gowns, caps and masks prior to entering sterile areas.
d. Cleaning staff should also change into clean scrub suits with cap and mask prior to entering these areas.
e. Masks should fully cover the nose and mouth and should be replaced when damp
f. Caps should cover all hair.
g. Streets shoes should be changed to shoes/slippers or boots that are worn only in these areas.

IV. Hand washing, Surgical Hand Scrubbing and Gloving
a. Hand washing and Surgical Hand Scrubbing
i. Surgical hand scrubbing before any procedure and hand washing after any procedure are key components in minimizing the spread of diseases, and maybe the two most important infection prevention procedures.
1. Surgical hand scrubbing is indicated before a minor or major surgical procedure, e.g. vaginal delivery, completion, diagnostic or fractional curettage, repair of lacerations and evacuation of hematoma.
2. Hand washing ids indicated in any situation in which hands maybe contaminated, such as handling used instruments, soiled linens, blood and bloody fluids (secretions and excretions).
3. Hand washing is indicated after removing gloves because gloves may have invisible holes or tears.

b. Gloving
i. When to wear gloves – 
1. As a precaution, gloves should be worn by all staff prior to contact with blood and bloody fluids from any patient. A separate pair of gloves must be used for each patient to avoid cross- contamination. Use of new, disposable gloves is preferable. Do not use gloves which are cracked or have holes or tears.
ii. When to practice double gloving –
1. If the procedure is long (more than 60 minutes) and/or requires operating in a small   field where the possibility of glove tears or perforation by sharps (needles, scissors and dissecting forceps) increased.
2. If the procedure involves coming in contact with large amounts of blood or body fluids (e.g. vaginal deliveries).
3. In areas where the risk of hepatitis B and HIV are high.
4. If admitted patient’s HBsAG result is reactive.

V. Storage and Dispensing of Antiseptics
a. To avoid contamination of every antiseptic solution, the following guidelines should be observed:
i. Unless supplied commercially in small quantities, antiseptics should be prepared in a small, reusable container for daily use. Do not store gauze or cotton wool in aqueous antiseptics as this promotes contamination.
ii. If antiseptics are supplied in large containers, pour small amount into the reusable container for daily use. This prevents evaporation and contamination.
iii. Establish a routine schedule (e.g. each week) for preparing new solutions and cleaning reusable containers. Solutions are at increased risk of becoming infected after one week                                                                                                                                                      storage.
iv. Wash the reusable container thoroughly with soap and water and dry before refilling.
v. Label reusable container with the date each time they are washed, dried and refilled.
vi. Antiseptics should be stored in a cool dry place. Avoid exposure to direct sunlight or in excessive heat.
vii. When using antiseptic solutions, always pour the solution out of the container. Touching the rim or contents of the container with gauze, cotton swab or hand contaminates the entire bottle of antiseptic.

VI. Skin and Perineal Preparation Prior to Procedure
a. The obstetric patient should be instructed to have a full body bath prior to being admitted. If this was not done, then she is made or assisted to have one on admission, to empty her bladder and move her bowels if still possible.
i. Steps that should be followed for patient preparation:
1. Ask the patient about allergic reactions before selecting an antiseptic solution.
2. If visibly dirty, thoroughly clean the patient’s skin or external genital area with soap and water before applying an antiseptic.
3. Apply antiseptic.
4. Using dry, disinfected forceps and cotton soaked in antiseptic, thoroughly cleanse the skin by gentle scrubbing. Work from the vulva outward to the thighs with the anal and perineal areas last.
5. Apply antiseptic into the vagina.
6. Do not allow antiseptic to pool underneath the patient’s body to reduce skin irritation.
7. Allow the antiseptic to dry before beginning the procedure.

VII. PATIENT PREPARATION PRIOR TO AMNIOTOMY
a. Patient’s vulva should be thoroughly washed with water and cleanser, then rinse with water.
b. Vulva should be painted with antiseptic.
c. A sterile disinfected amniotomy stick should be used
d. Gloves should be used while doing the procedure.

VIII. DISINFECTION AND DECONTAMINATION OF USED INSTRUMENTS
a. Waste disposal and decontamination
i. After completing any procedure, and while still wearing gloves, the physician or assistant should properly dispose of contaminated objects (gauze, cotton, gloves and other waste items) in a leak-proof container or bag. Needles and syringes should be disposed in a separate container use for that purpose.
ii. Next,  NSD set and other surgical instruments which may have come in contact with blood and body fluids should be decontaminated by soaking for 10-15 minutes  in a disinfectant (Zonrox or 0.5% chlorine solution) immediately after use.

b. Cleaning and Rinsing
i. Cleaning -                                                                                                                                               
Instruments after decontamination should be thoroughly cleaned with detergent    and water to remove organic material such as blood secretions.
ii. Rinsing –
After cleaning, instruments should be thoroughly rinsed with water to remove detergent residue which can interfere with chemical disinfection.

IX. HOUSEKEEPING
a. This refers to the general cleaning of the labor room and delivery room, which includes floor, walls, tables, and other surfaces. Low-risk areas can be cleaned with detergent and water, while high-risk areas (toilet and latrines, and areas with blood and body fluid spills) where heavy contamination is expected, should be cleaned with disinfectant.
i. Tips to make cleaning more effective for both low and high-risk areas:
1. Frictional cleaning (scrubbing) is the best way to remove dirt and microorganisms. Always use frictional cleaning for each procedure. 
2. Always wear gloves to clean heavily contaminated area such as toilets and spills of blood and body fluids. If gloves are not available, use plastic bag over the hands.
3. When using disinfectants, follow dilution instructions. Too much   or too little water may reduce the killing activity of disinfectants.
4. Use a damp or wet cloth or mop for walls, floors and halls. Avoid dry sweeping and dusting as these spread dust, debris and microorganisms into the air and onto clean surfaces.
5. Use appropriate equipment (brush or cloth) for high-risk cleaning areas which are likely to be contaminated (e.g. toilets).
6. Wash from top to bottom, so that debris which falls on the floor will be cleaned up last.
7. Change cleaning solutions when they are obviously dirty.
8. Clean and dry mops, brushes, clothes and other housekeeping material between cases.

ii. When and how to conduct routine cleaning in low-risk areas:

1. walls and ceilings – wipe when visibly dirty with a damp cloth, detergent and water. Disinfection is unnecessary. 
2. chairs, lamps, tabletops and counters – wipe daily and whenever visibly soiled with a damp   cloth, detergent and water. A disinfectant should be used when contamination is expected such as blood spill.
3. floors – clean floor frequently (after each case if possible) with a damp mop, detergent and water.
4. sinks – use disinfectant cleaning solution and scrub frequently (daily or more often as needed) with a separate cloth or brush. Rinse with water.
5. toilets – wear gloves. Use a disinfectant cleaning solution. Scrub frequently (daily or more often as needed) with a separate cloth or brush.
6. waste containers – wear gloves, use disinfectant solution. Scrub to remove soiled and organic material. Clean contaminated waste container after emptying each time. Clean non-contaminated container when visibly soiled and at least once a week.

iii. When and how to clean the delivery room

1. Total cleaning of the delivery room (scrubbing all surfaces from top to bottom) should be done at the end of each day.
2. Total cleaning is not necessary between each case for clean surgical procedure.
3. At the beginning of each day, all surfaces (tables, lights. etc) should be damp wiped or mopped to remove dust and dirt which may have collected overnight.

· OB WARD

· MISSION

To provide the highest quality health care guided by professional standards of ethics and morality.

· VISION

To deliver and perform the highest degree of competence in caring for the mother and child.

· GOAL

To alleviate, ease the pain and sufferings of the afflicted with utmost care and expertise through sound nursing management, quality of care.

· SPECIFIC OBJECTIVE:
I. To establish and maintain acceptable standards of nursing care.
II. To provide the nursing personnel the opportunities for continuing education and training.
III. To provide nursing and midwifery affiliates with related learning experience.

· GENERAL OBJECTIVE:
I. To provide quality nursing care to clients through exercise at sound judgment.
II. To maintain harmonious relationship with other department that would ensure smooth and efficient conduct of work in the care of clients.
III. To provide quality nursing care and prevention of deformities through planned intervention.
IV. To maintain a safe, pleasant environment better service to the client.

· JOB DESCRIPTION (STAFF NURSE) 

Under direct supervision of a senior nurse, head nurse; gives nursing care to seriously ill, moderately ill and ambulatory clients and supervises nursing personnel and other disciplines in the care of other clients.

I. CLIENT CARE
a. Receives endorsement from the outgoing shift regarding clients’ condition by jotting down clients name, diagnosis and treatment so as to have a good system of care.
b. Makes nursing rounds to different clients evaluating their condition as to the case and treatment they received.
c. Joins pre-conference with the head nurse, senior nurse and reviews assigned clients with priorities.
d. Renders nursing care to the clients by giving sponge bath, mouth care, perineal care, skin care so as to provide maximum comfort, prevent occurrence of infection and complications so as to facilitate early recovery of the clients.
e. Assists newly post-operative client in early ambulation by accompanying or assisting the client to walk around the ward so as to facilitate early wound healing, prevent abdominal distention and intestinal adhesions thus shortens their hospital stay.
f. Analyzes and transcribes intelligently doctor’s order or prescribed treatment in the kardex, medication cards, medication sheets and nurses progress notes of the client.
g. Reviews carefully all laboratory results of the client and sees to it that if a client is for blood transfusion, the supervisor on duty is notified to countercheck the blood of the client with that of the laboratory results in order to avoid mistakes.
h. Assembles all needed supplies and equipment at the bedside and assists the physician to any procedure to be done to the client in order to save time and energy.
i. Records and report to the physician any unusual symptoms that may arise, for instance, deviating from normal values of blood pressure, pulse and respiration or any bleeding from the operative site so that proper management can be done to save the life of the client.
j. Admits one client from OBIE or ER, takes nursing history, assesses client’s condition and group them according to priorities.
k. Explains and orients clients and their relatives regarding rules and regulations of the hospital in order to avoid confusion and misunderstanding between them and the hospital staff.
l. Makes and reviews client diet list against doctor’s order.
m. Prepares diet list of client properly updated submits to the dietary section.
n. Gives emotional and spiritual care to the critically ill, dying client.
o. Gives post mortem care to the cadaver. Proper disposal and identification of the cadaver. Accomplishes death certificate as soon as possible.
p. Gives health teaching to the client as well as to relatives during confinement and before discharge like proper way of cleaning wound, flushing of colostomy wound, cleanliness of the surroundings, and emphasizing to them the importance of going to the nearest health center or OPD for check-up.
q. Discharges client per doctors order and sees to it that all pertinent records such as data sheets, intake and output sheet, discharge summary, final diagnosis, etc are all complete before transcribing clients name to the discharge log book and sees to it that all instructions given to the ward aide regarding the chart be properly received by the medical records clerk.

II. UNIT MANAGEMENT AND SUPERVISION:

a. Evaluates and notes down the work assigned to non-professional like cleanliness of bed, bedside tables, utility rooms, hospital equipment, etc, sees to it that it is done and carried out.
b. Teaches and supervises the ward aide in doing some simple nursing procedure like turning the client from side to side, enemas, sponging of moderately ill clients and sees to it that they do the right technique.
c. Orients new staff personnel as well as affiliates regarding ward set up, ward and hospital policies.
d. Coordinates with other services like social service of clients refereed to them from medicinal and financial assistance.
e. Acts as team leader of the group and sees to it that client care is distributed properly according to priority and that proper nursing care is given.
f. Acts as charge nurse in the absence of the senior nurse and sees to it that the ward is functioning smoothly.
g. Reports to the senior nurse all about of order equipment and instruments and availability of stock machine.
h. Does spot checking of utility staff and sees to it that toilet bowls and sink are clean and shiny and don’t stink.
i. Evaluates and counterchecks ward aides records and reports of clients’ temperature, pulse and respiration.
j. Provides clients’ safety devices like side rails, call devices, and sees to it that these are functioning well.
k. Fills up and sign checklist of pre-operative preparation and place it as top sheet of the chart.
l. Removes jewelries, contact lenses, dentures, prosthetics, etc, and gives it to the clients’ relative for safekeeping. Chart it and let the relative or watcher signed which indicates he or she receive all valuables of the client for OR.
m. Gives cleansing enemas if needed.
n. Inspects operative site and checks completeness of pre-operative medicines.
o. Re-checks pre-operative checklist.
p. Takes latest vital signs prior to OR/DR/LR. Chart it and endorse properly.
q. Gives pre-operative medicines as scheduled.
r. Transfer client to OR/DR with the chart and other needed medicines and supplies it with the ward nurse.
s. Endorse carefully, correctly all important data to the OR/DR nurse.
t. Prepares post-operative bed.
u. Places oxygen tank near the bed.
v. Instructing client regarding nothing per orem and duration of flat on bed as well as to the relatives.
w. Carrying out post-operative ward doctors’ orders.
x. Observe and report to the resident on duty any untoward signs and symptoms observed.

III. MISCELLANEOUS:

a. Counts chart before and after every shift to ensure that no client has absconded and no chart is missing.
b. Attends unit and nursing service office meetings per schedule.
c. Attends seminars, workshops, lectures as assigned by the senior nurse.
d. Makes daily time record of 15th and 30th of each month and submits it on time.
e. Attends socio-cultural activities of the hospital and the city government.
f. Answers telephone calls.

· JOB DESCRIPTION (WARD NURSING ATTENDANT) 

A female or male nursing attendant under the direct supervision of a supervisor, senior nurse, charge nurse and technical supervision of a staff nurse. Operates at a level or workers trained on the job to assist professional nursing staff, performs simple nursing procedures, housekeeping jobs, does messenger or clerical related jobs in the care of hospital client.

I. HOUSE KEEPING ACTIVITIES:

a. Receives and endorse ward articles, instruments, supplies, and promptly inform the charge nurse, senior nurse or supervising nurse for any loses, breakages for proper action.
b. Clean and keep things in order in the nurse’s station and clients unit.
c. Cleans apparatus, equipments, machines,etc, and ensures that they are functioning properly for future use.
d. Collects and scrubs bedpans, kidney basins, urinals, observing proper principles of asepsis, scrubs clients chart once a week.
e. Keeps clean linen in order and ensures availability of floor linens stock for emergency use. Sots and put soiled linens in the linen hamper and obtain them clean replacement.
f. Prepares sterile specimen bottles.
g. Coordinate with the utility personnel assigned in the ward for maintenance and cleanliness, particularly giving attention to the comfort rooms.

II. SIMPLE ROUTINE NURSING ACTIVITIES:
a. Participates in the nursing rounds during endorsement period to be aware of the clients’ condition in the ward.
b. Under the direct supervision of the nurse, gives SS enema, cleansing enemas and cleanse the client accordingly.
c. Prepares bed for incoming clients, strips off and properly disposes lines soiled of clients’ discharges.
d. Takes vital signs of client and reports it to the head nurse or senior nurse for any deviation from the normal values.
e. Assists clients during feeding if still they are not capable of feeding themselves.
f. Assists the staff nurse in transferring client from bed to wheelchair or stretcher or vice versa.
g. Assists in dressing and undressing the client for examination and whenever treatments necessitate.
h. Coordinates and carry clients’ chart in the admitting, pharmacy and billing section if client is for discharge.
i. Assists staff nurse in giving necessary instructions regarding laboratory work-ups e.g., having light meals and then NPO at prescribed time.
j. Assists staff nurse in performing postmortem care to dead clients to preserve their dignity.

III. MISCELLANEOUS:
a. Charts and graphs vital signs properly.
b. Records and arranges all laboratory result on clients charts.
c. Convey weekly requisition, job orders to the nursing office for signature.
d. Obtains requisition of medical supplies from the CSR, drugs from pharmacy, and stores it properly.
e. Submits accurately accomplish daily time record and submit to nursing office within the prescribed time and day.
f. Attends regular journal meeting, unit and nursing service general meeting.
g. Attend and participate in the socio cultural activities of the hospital and city hall government.

· STANDARD OPERATING PROCEDURE:
I. Clients with all types of illness are accommodated at the hospital.
II. Mandaluyong residents are given priority for admission.
III. Emergency cases are given priority over elective cases.
IV. All admissions are properly recorded at the admitting logbook and given corresponding Hospital case number.
V. All admitted clients are encouraged to use their PhilHealth privileges, Insurance coverage, Health Care Maintenance cards, etc.
VI. Clients in the ward are ask to buy their own medications during confinement. Severely indigent clients are referred to the Hospital Social Worker for assistance.
VII. Clients who wish to be admitted as Pay Clients but with no attending physician are classified as “House Case” and will be placed under the service of Consultant-on-duty. Likewise, referrals of those clients to other department will be given to the consultant-on-duty of the particular departments to whom the client was referred.
VIII. If there are no more available beds, stable clients are instructed to transfer to hospital of choice. Those that need ambulance transfer may avail of the Hospital Ambulance free of charge.
IX. The hospital does NOT REQUIRE DEPOSIT for purposes of admission.
X. All admission is considered charity unless otherwise requested.
XI. Transfer from charity to payward will depend on the following factors:
XII. Vacancies and availabilities of beds
XIII. Transfer is medically beneficial to the client
XIV. The clients’ party / guardian voluntarily requested or/ and consented for such therefore abiding by the policies of the respected destination ward.
XV. One watcher per client.
XVI. No child below 7 years old are allowed to visit at any service wards.
XVII. Visiting Hours 6:00 to 7:00 AM, 11:00 AM to 12:00 NN; 6:00 to 8:00pm

· ADMISSION PROCEDURE:
I. All admissions must pass the emergency room either admission came from out-patient department (OPD) still the client is admitted to OBIE for admission to the ward.
II. Completeness of the chart (case, case number, hospital number) and consent signed by the client/relative prior to admission.
III. OBIE, LR/DR, OR nurse must notify the ward nurse stating the case, status of the client before transferring client to ward. Then second notification prior to transfer to ward.
IV. If possible, all admitted clients must be accompanied by a relative or guardian.
V. Ward nurse prepares bed assignment; materials needed base on the information from the admitting unit (ER-S).
VI. Ward nurse accompanies client to the designated bed/unit.
VII. Assesses client and records findings in the chart.
VIII. Orients clients, relatives or watcher on the hospital rules and ward policy.
IX. Plans nursing care of the clients.
X. Performs admission case and carries out doctors orders.
XI. Initiates implementation of medical/surgical management like request for examination, medication, treatment and referrals.
XII. Informs other units such as the laboratory, X-ray department, and ECG department, Ultrasound department of needs and requirements of the client.
XIII. Discuss with the client and significant others the nursing care plan and extent of his or her participation.
XIV. Checks chart to ensure that consent for medical and or surgical by either the client or his or her nearest kin.
XV. Charts observations, measures I and O, medications administered to the client.
XVI. Updates ward directory.
XVII. Prepares diet list and forward it to the dietary section.
XVIII. All admissions are entered to the admission logbook with complete data.
XIX. After doctors’ rounds, the nurse receives and copies surgical management from the client’s chart to the nurse’s flow sheet of kardex.
XX. Fills up medication or treatment cards.
XXI. Carries out medication and treatment orders.
XXII. Prepares request for routine examination and sends them to the department of concerns.
XXIII. Takes note of clients’ needing special care.
XXIV. Refers client to the resident on duty any untoward signs and symptoms observed accordingly.
XXV. Carries out doctor’s order for surgery request and forward to OR staff for scheduling.
XXVI. Informs anesthesiologist of the operation.
XXVII. Gives to the relatives all prescriptions for pre-operative medicines and supplies needed.
XXVIII. Prepares the drug needed, ensures that all OR/DR needs are complete.
XXIX. Prepares client psychologically and spiritually and orient him or her on the procedures to be done.
XXX. Instruct client and watcher on nothing per orem (NPO).
XXXI. Notifies dietary section of the operation to be performed on the client.
XXXII. Puts a tag on the client’s bed indicating the schedule and kind of operation.
XXXIII. Performs procedures like enema.
XXXIV. Conducts preliminary preparation of the operative site.
XXXV. Reassures the client.

· PRIVATE CASES:
I. Clients are not encouraged or convinced to be admitted as private clients.
II. Private clients are admitted on first come-first serve basis. There are no reservations of private beds.
III. On admission, private clients are requested to sign consent request form for admission as private client and are oriented to their obligations which include hospitalization fees (daily bed rate) laboratory examination fees, medicines and professional fees for attending Consultant/s.
IV. Client admitted as private clients and wish to be transferred as charity client must settle first all the expenses incurred as private client (including professional fees of the Consultant/s) before being allowed to be so.
V. Private client may be temporarily admitted at the charity ward if there are no private beds available. If they are discharged without being able to transfer to private rooms, they will still be considered as private client but room rate will charged on a charity basis.

· DISCHARGED PROCEDURE FOR PRIVATE CLIENTS:
I. All confinements will have similar discharged procedure.
II. All discharges must have discharge order from the admitting physician. All information the chart cover must be complete. (Final diagnosis, date of discharge, condition of the client upon discharge, etc)
III. The completed chart will then pass through the following sections (for clearance purposes) and to be forwarded by the ward nurse.
IV. Finance section – for Bill of charges, which include hospitalization bill for the bedroom, OR/DR use if any, medicines and supplies, laboratory examinations and other diagnostic procedure (like X-ray, ultrasound, ECG etc.)
V. Pharmacy section – for any unpaid medicines / supplies taken.
VI. Back to ward nurses who in turn will advise the client / relative to go to the Finance section to settle their hospital bills.
VII. Professional bills for private clients may be collected by Finance section or Consultant (Attending Physician) depending upon the latter’s instruction per agreement with the client.
VIII. At the Finance Section:
a. MEDICARE Privileges (upon completion of requirements) will be deducted from the hospital bill and professional fees, and client will pay the remaining balance.
b. Indigent clients are evaluated and assessed by the Social Worker for proper classification and the discount will be decided upon and given by the Discount Officer.
c. Clients who are not able to pay at time to discharge for whatever reasons will be allowed to be discharged from the hospital after signing a promissory note or clearance from the Finance section (and the attending Consultant/s in case of private clients).
d. Any hospital payments / donations received by the Finance section with corresponding official receipts for professional fees are issued by the attending Consultant/s concerned.
e. The Bill of Charges and Official Receipt of payments are presented by the client to the ward nurse, who will attach the bill of charges to the chart and will give official receipt of payment to the client.
f. Ward nurse will issue Gate Pass to the client after checking their belongings as well as bed / room inspection. Discharge slip is also given.
g. Security guard on duty will receive the gatepass and discharge slip from the client prior to exit from the hospital. He will then notify the Admitting section regarding the discharge of the client by submitting the discharge slip.
h. Admitting Section Personnel on duty will record at the discharge logbook all the discharges for the duty.
· PEDIATRIC INTENSIVE CARE UNIT

· GOAL:

To provide comprehensive quality nursing care.

· GENERAL OBJECTIVES:
I. To provide an area for the treatment of acutely ill, dying and highly skilled medical and nursing services known to decrease morbidity and mortality.
II. To provide treatment and monitoring of conditions associated with high mortality and high incidence of preventable complications.
III. To conduct and participate in researches, conventions and seminars related to nursing care.

· SPECIFIC OBJECTIVES:

I. To established and maintain acceptable standards of nursing care.
II. To provide the nursing personnel with opportunities for continuing education.
III. To provide nursing and midwifery affiliates with related learning experiences.

· JOB DESCRIPTION (STAFF NURSE)

Under general supervision of the supervising nurse, senior nurse or head nurse. PICU Nurse is responsible for rendering a well planned intensive care to critically ill, dying client who are on monitored surveillance.

I. FUNCTION:
a. Observes take records and reports symptoms and condition of client
b. Administer medications and notes reactions
c. Set-up treatment, trays, prepare instruments and assist physician in the treatment
d. Bath and feed accurately ill clients
e. Acts in the capacity of the head nurse in the absence of latter
f. Assist in the orientation and evaluating of personnel
g. Assist the head nurse in evaluating the performance of non-professional personnel
h. Correct order of chart arrangement and label all forms

· JOB DESCRIPTION (NURSING AIDE)
A female or male nursing attendant who operates at a tense of workers trained on the job to assist professional staff by performing delineates duties in the care of hospitalized client.

I. FUNCTION:
a. Responsible for assigned clients unit
b. Assist in the correct admission and discharge of clients
c. Knows correct body mechanics
d. Giving of bed baths
e. Serving bed pan or urinal
f. Making of beds
g. Knows cardinal symptoms
i. temperature
ii. respiration
iii. pulse rate           
iv. blood pressure

h. Care of supplies and equipment
i. Assist in examination of client
i. rectal              
ii. physical
j. Gives enemas, insertion of rectal tubes
k. Application of hot water bag, ice cap
l. Measures of intake and output
m. Provides total personal hygiene as hair car, hair shampoo, and care of nails
n. Assist in post mortem care of clients
o. Collect specimen-urine, stools, sputum

II. CLIENT CARE:
a. Through continuous assessment of the client by direct observation or cardiac monitoring, the nurse can easily determine  the first signs and symptoms manifested by clients and initiate proper therapy when feasible;

b. Take regular 15 lead ECG/EKG

c. Gives intravenous emergency medication:

d. Initiates and maintains cardio-pulmonary resuscitation

e. Initiates and performs emergency cardio version and defibrillation

f. Has basic knowledge in interpreting EKG and determining arrhythmias

g. Assist during cut down, insertion of CVP, arterial line ,measuring cardiac output and indexes ,CVP and other pressure monitoring:

h. Monitor client with pre and after loaders such as those with Dopamine, Niprida support:

i. Assist during emergency intubation’s

j. Monitor client with peritoneal dialysis:

k. Access client neurologically 

l. Monitor client with pulmonary  edema

m. Acts as charge nurse in the absence of the senior nurse 

n. Measures accurately clients intake and output in cases of massive bleeding:

o. Gives comfort measures such as bath, oral hygiene, perineal care, positioning and institute procedure and techniques applying principles:

p. Utilizes terminal and concurrent disinfection techniques to prevent spread of infection :

q. Coordinates with other members of the health team to meet needs of client

III. SOP-ICU CLIENT CARE:
a. All seriously ill clients should be turned every hour with bronchial toilette;

b. Side rails must be provided at all times to all restless and seriously ill clients;

c. Proper positioning of clients should be maintained :

d. Deep breathing exercise, coughing exercise must be encourage to all clients especially to those with respiratory disease:

e. Clients on oxygen therapy, hook at respiratory machine must be closely watched. Standby oxygen tanks must be ready. Notify pulmo-therapist when resp-ventilator malfunctions.

f. Sign of “NO SMOKING” must placed on the ward door of the ICU:

g. All kinds of enemas must be done by a nurse. If done by a nursing attendant with supervision of a nurse:

h. Spiritual obligations of clients should be given upon admission:

i. Physicians is responsible to estate the condition of client to the relative:

j. Cancer client should be given emotional and spiritual support and should not be told about his/her condition. But if the client insist of knowing her condition, the resident physician must be inform, so that the doctor can talk to the client;

k. Infectious cases should be isolated and isolation technique should be strictly observed;

l. Client who are for measurement of intake and output should have a calibrated urine output bottle;

m. Suction catheter must be washed with soap and water, then soak in soaking solution not in bottle of normal saline;

n. All special procedures should be done aseptically;

o. All soaking solution must be change every morning;

p. It shall be the full responsibility of the admitting resident not the nurse to notify the attending consultant of any ICU admission giving him/her a comprehensive picture pf clients condition;

q. Consent for admission to ICU should be signed by the nearest kin/relative;

r. The nurse shall advise clients relatives the need for at least (1) one watcher to be available anytime and remind them of the general provisions of the ICU posted near the ICU door.

s. Completeness of the chart entries must be observed especially the admission slip page;

t. Relatives of each ICU clients must be instructed to secure the following upon admission;

a. alcohol

e. soup

b. diapers

f. oral antiseptic

c. tissue paper

d. cotton balls

· FUNCTION OF  P.I.C.U.:

I. Detection and treatment of life threatening arrhythmias.
II. Early detection and management of impending cardio respiratory arrest.
III. Prompt detection of serious changes in vital signs and neurological status.
IV. Anticipation of the onset of life threatening complications
V. Monitoring the effects of drug therapy.
VI. Maintaining an adequate pulmonary function for clients with pulmo decomposition.
VII. Provision of readily available equipments, drugs and personnel for the management of medical emergencies and its complications.

· Admission Policies\Procedures:
I. Cases Admissible in the I.C.U.
a. Unstable cardiopulmonary conditions (Very severe Pneumonia, Status Asthmaticus. Congestive heart failure, Arrhythmias)
b. Impaired sensorium from CNS infections, metabolic disturbances, etc.
c. Acute Renal Failure necessitating dialysis 
d. Postoperative states
e. Other cases that may need critical care

II. Cases not admissible
a. Contagious diseases
b. Mentally-disturbed

· PROCEDURES:

a. Only clients who meet the admission criteria can be admitted

b. The admitting resident/consultant will be responsible for requesting admissions / transfer clients to ICU

· S.O.P FOR ADMISSION OF CLIENTS TO PEDIATRIC ICU:

a. It shall be full responsibility of the admitting physician to notify the ICU nurses that a client is to be admitted to the unit at least a verbal summary of chief complaints, admitting diagnosis and what to closely monitor. Generally, no client should be brought to the unit without proper notification of the ICU staff. This is to allow them to prepare all needed materials before in. It is a must that the ICU nurses get a clear picture of what the clients serious medical problems

b. An S.O.P form of admitting notes is accomplished by the admitting resident with in 2 hours after admission. However. Completion of the standard history and PE form should be in the chart within 12 hours after admission to PICU 

c. It should be the full responsibility of the admitting resident not the nurses to notify the nurses the attending consultant of any ICU admission giving him/her comprehensive picture of client’s status

d. The consultant in charge of the ICU must be notified by the admitting resident of any admission to the unit ASAP.

e. All charts entries must be signed completely with date and time

f. Progress notes should always be done  daily  by the resident in charge

g. All ICU client must be seen and examined frequently by the resident in charge and resident on duty as well

h. During the tour of the team leader of the group should take the responsibility of all ICU clients, without necessity of a written order from the consultant
· FLOW OF ADMISSION:
a. All clients to be admitted to the PICU is initially seen at emergency room.
b. Clients or the clients relatives secure a record from the admitting section.
c. Admitting Residents should specify that the clients is for admission to PICU after making sure that there is a vacancy.
d. Pediatric Emergency room nurse on duty will notify PICU NOD of clients admission.
e. Clients who requires radiographic examination will be brought to the radiology department on their way to the PICU
f. Pediatric Emergency room nurse on duty will properly endorse the client to the PICU NOD
g. Pedia ER nurse endorse to PICU nurse includes ;

            =Name and Age of client
            =Cases or admitting diagnosis

            =IVF, lab. and radiographic examinations done

            =Medications given at pedia ER

· STANDARD OPERATING PROCEDURE AND OPERATIONAL GUIDELINES:
I. Admission:

a. PEDIA ER NOD- Inform PICU NOD of admission, its diagnosis and the age of the client and condition of the client if it intubated.
b. PICU NOD- Once informed the admission, will doth following Prepare bed , place IV stand oxygen monitor and informed pulmonary therapist for the preparation of ventilator if the client is intubated
c. PEDIA ER NOD- Inform PICU NOD of client transfer to ward and accompany actual transfer
d. PICU NOD- Once transferred, will do the following:

i. Place client comfortable in bed 

ii. Receive the individuals chart from the nurse accompanying the client 

iii. Check if the endorse IV fluid is correct and functioning well

iv. Check the consent from for  admission if properly accomplished

v. Ask accompanying Pedia ER NOD if prescription was given based on the doctors order

vi. Take client’s vital signs

vii. Call the RT NOD (for hooking the client to the ventilator)

viii. Inform the clients relatives about the rules and regulations in PICU

ix. Profile of client chart the arrangement of forms in each ICU client chart should be in ascendance to the standard procedure

x. Provide and prepare a newly admitted client’s KARDEX

xi. As soon as the admitted client is brought in, the client may be given sponge bath with assistance from relatives /other nurses and give ICU gowns

xii. Vital Signs should be checked at least every hour without the necessity of written order from the admitting Physician /consultant

xiii. All untoward findings should be relayed at once to the physician –on-duty/ICU officer

xiv. Relatives of each PICU client must be instructed to secure the following upon admission:

1. Alcohol
2. Soap
3. tissue paper or wet tissue

e. PICU APPAREL 
i. Client’s relatives entering the ICU must wear ICU gowns
ii. Nurses must wear the gowns always
iii. Physicians entering the unit must remove their coat and wear ICU gowns

· GENERAL REGULATIONS OF THE PICU:
I. At least one relative of each client in the PICU should be available on stand by near the ICU premises 
II. NO VISITORS ALLOWED, except when explicitly written by the attending physicians. Only one immediate family member of the client may be allowed to approach the client for not more than 10-15 minutes. Clients in the ICU need maximum rest and should be emphasized to the relatives. Visiting of the  ICU clientele may be allowed the situations in the unit will permit
III. PICU staff should help clients keep their morals high and visitors should be advised  before entering the unit to refrain from anything that may upset the client
IV. NO flowers , sound systems, comics, newspapers , are allowed inside the unit. Radios with earphones may be permitted  if allowed in writing by Attending Physicians
V. NO FOODS are allowed are allowed in the unit , unless the clients condition requires it.(Left over  are to be throw in the garbage can outside the unit not in the ICU garbage can)
VI. NO visitor is allowed to eat inside ICU 

· DISCHARGE AND BILLING:
I. Consultation charge (If private client /pedia resident in charge = Order actual discharged of client in the chart
a. Pedia Resident in charge = The pedia RIC shall accomplish the following:
b. Discharge summary of the client
c. Indicate final diagnosis in the chart
II. PICU NOD = will do the following:
a. Ask clients relative to photocopy of discharge summary form
b. Attach original discharge summary form to the OPD chart 
c. Instruct Nursing Aide to facilitate pharmacy and billing clearance
III. PICU Nursing Aide
a. Bring clients chart to pharmacy for clearance then to  finance for billing
b. Instruct clients relatives to settle their accounts at finance section
IV. PICU NOD= will do the following:
a. Is sues Gate pass to clients relative once all requirement were met
b. Proper instruction on home medication and care are given
c. Photocopy of the discharge summary form is given to the clients with instructions that they will bring it on follow up
d. Facilitate with attending physicians the completion of the chart of discharge clients. These should be properly logged and surrendered to the medical records accordance to guidelines.
· PEDIATRIC WARD 

· GOAL:

Under the supervision of the senior nurse, gives nursing care to acute, moderately-ill and ambulatory clients and supervises auxiliary nursing personnel and other disciplines in the care of other clients.

I. CLIENT CARE:
a. Assess clients’ condition to determine the plan of action.
b. Anticipates and meets clients’ needs promptly utilizing the principles based upon the biological, physical and behavioral sciences.
c. Suctions client’s nose throat to remove secretions.
d. Administers oxygen inhalation per catheter, mask croupette or tent to facilitate breathing.
e. Takes vital signs like blood pressure, temperature, cardiac rate, pulse rate and respiratory rate regularly to note any deviation.
f. Regulates intravenous infusion to prevent cardiac overload.
g. Turns client to sides and does passive exercise to provide comfort and prevent complications.
h. Checks nasogastric tube if in place before giving gastric gavage to prevent complications.
i. Initiates safety measures to ensure client’s safety all the time.
j. Computes and prepares prescribed children’s dosage of medicine before administering on time, observing any untoward reactions.

k. Carries out doctor’s prescribed treatment intelligently, faithfully and strictly and questions politely if in doubt.

l. Measures intake and output accurately.

m. Changes drainage bottle regularly and notes the color, amount and consistency of the output, as in thoracostomy and wangensteen suction apparatus.

n. Observes symptoms of physical and mental condition, as well as needs of client.

o. Joins with the doctors’ rounds to discuss clients’ conditions, giving some suggestions on the care of clients.

p. Prepares clients for special procedures physically and their parents and/or watchers psychologically.

q. Assists doctors in doing special procedures.

r. Makes scheduled rounds as the need arises, evaluating clients and checks the equipment or apparatus being used if working effectively like the wangensteen, oxygen, croupette, oxygen tent, nasogastric tube and thoracostomy tube.

s. Assists and instructs properly the mothers and/or watchers on how to feed their babies, proper dressing and undressing the babies, and encourages correct health practices emphasizing its importance.

t. Receives endorsement from the outgoing shift; gives endorsements to the incoming shift for continuity of care.

II. ADMINISTRATION AND SUPERVIONS:

a. Admits clients and orients their parent and/or watchers to the hospital set-up and informs them of the policies of the hospital in general and of the ward in particular.

b. Discharges clients and gives instructions on their next visit to the hospital and on the medicines to be continued at home.

c. Supervises ward aides in giving simple nursing care like temperatiure taking, cleansing enema, cleansing bath, bedmaking, keeping client’s unit clean, doing concurrent and terminal disinfection and giving post-mortem care.

d. Supervises the ward clerk in keeping client’s charts in order.

e. Acts as charge nurse in the absence of the senior nurse.

i. Orients students and new nurses on the physical set-up and on ward policies and practices.

ii. Accomplishes pharmacy and property requisitions and job order forms.

iii. Accomplishes the 24-hours nursing report. 

f. Teaches students when learning opportunity arises and helps them meet their educational goal in the area.

III. MISCELLANEOUS:

a. Prepares diet list.

b. Initiates the proper identification of clients thru bed tags and wrist tags.

c. Answers telephone calls and acts as information clerk when needed.

d. Attends conventions and seminars when designated.

e. Attends unit and NSSO monthly meetings, hospital social gathering and community herewith programs.

f. Accomplishes accurately the daily time record, reports, etc. and submits them within the required time.

· STANDARD OPERATING PROCEDURE FOR ADMISSION AT THE PEDIATRIC WARD
I. Clients with all types of illness are accommodated at the hospital except communicable diseases and those requiring specific procedures needing special equipments like in open heart surgery, hemodialysis, etc.
II. Mandaluyong residents are give priority for admissions.
III. Emergency cases are given priority over elective cases.
IV. All admissions are properly recorded at the admitting logbook and given corresponding hospital case number.
V. All admitted clients are encouraged to use their Philhealth Insurance coverage.
VI. Clients in the ward are asked to buy their own medicines during confinement. Severely indigent clients are referred to the Hospital Social Worker for assistance.
VII. Clients who wish to be admitted as pay clients but with no attending physician are classified as “House Case” and will be placed under the service of the consultant- on- duty. Likewise, referrals of those clients to other department will be given to the consultant- on- duty of the particular departments to whom the clients was referred.
VIII. If there are no more available beds, stable clients are instructed to transfer to hospital of choice. Those that need ambulance transfer may avail the hospital ambulance free of charge.
IX. The hospital does not require deposit for the purpose of admission.
a. All admission is considered service clients unless otherwise requested.
b. Transfer from service to pay ward will depend on following factors:
i. Vacancies and availability of beds.
ii. Transfer is medically beneficial to the client.
iii. The client’s party. Guardian voluntarily requested or/ and consented for such therefore abiding by the policies of the respected destination ward.

c. One watcher per client.
d. No children below 7 years old are allowed to visit at any service wards.
e. Visiting hours: 10:00 am to 12:00 nn and 4:00 pm to 6:00 pm

· PRIVATE CASES
I. Clients are not encouraged or convince to be admitted as private clients.
II. Private clients are admitted on first come- first served basis.
III. On admission, private clients are requested to sign consent request from for admission as private client and are oriented to their obligations which include hospitalization fees, laboratory examination fees, medicines and professional fees of attending consultants.
IV. Clients admitted as private clients and wish to be transferred as service client must settle first all the expenses incurred as private client before being allowed to be so.
V. Private clients may be temporarily admitted at the service ward if there are no private beds available. If they are discharged without being able top transfer to private room, they will still be considered as a private client but room rate will charged as a service basis.

· ADMISSION PROCEDURE
I. All admission must pass the emergency room, if admission case came from out client department (OPD) still the client is referred to the ER-Pedia for admission to the ward.
II. Completeness of the chart (case, case number, hospital number) and consent signed by relatives prior to admission.
III. ER-Pedia must notify the ward stating the case status of client before transferring clients in the ward then record notification prior to transfer to ward.
IV. If possible, all admitted clients must be accompanied by a relative or a guardian.
V. Ward nurse prepares bed assignments, materials needed based on the information from the admitting unit.
VI. Ward nurse accompanies clients to the designated bed/ unit.
VII. Assesses client condition and records findings in the chart.
VIII. Orient clients, relatives or watchers in the hospital rules and records findings in the chart.
IX. Plans nursing care of clients.
X. Performs admission care and carries out doctor’s order.
XI. Initiates implementation of medical management/ treatment; like request for examination, medication and referrals.
XII. Informs other units such as the laboratory, x-ray department, and ultrasound department of needs and requirements of the client.
XIII. Discuss with client and companion the nursing care flow plan and the extent of his/ her participation.
XIV. Checks chart to ensure that consent signed by his/ her nearest kin.
XV. Chart interventions, measure I and O, medications administered to the clients.
XVI. Updates ward directory.
XVII. Prepare diet list and forward it to the dietary section.
XVIII. All Admissions are entered to the admission log-book with complete data.
XIX. Fill up medication or treatment card.
XX. Carries out medication and treatment order.
XXI. Prepares request for routine examination and send them to the department concern.
XXII. Takes note of clients needing special care.  
XXIII. Refers client to the resident-on-duty any untoward sign and symptoms observed when necessary.

· FLOW OF ADMISSION
I. All clients to be admitted to the Pediatric Ward are initially seen either at the Emergency Room or at the Out Client Department.
II. Clients or the client’s relatives secure a record from the admitting section.
III. Admitting residents should specify that the client is for admission to Pediatric Ward (Respiratory or Miscellaneous) after making sure that there is a vacancy.
IV. Pediatric Emergency Room nurse-on-duty will notify Pediatric Ward nurse-on-duty of clients’ admission (specify if for Respiratory or Miscellaneous Ward). 
V. Clients who require radiographic examination will be brought to the radiography department on their way to the Pediatric Ward.
VI. Pediatric Emergency Room nurse-on-duty will properly endorse the client to the Pediatric Ward nurse-on-duty. 
VII. Pediatric Emergency Room nurse endorsement To Pediatric Ward nurse includes: 
a. name and age of client
b. case or admitting diagnosis
c. IVF, laboratories and radiographic examination done
d. Medication given at Pediatric Emergency Room

· TRANSFER OF CLIENTS TO INTENSIVE CARE UNIT (PEDIATRIC)
I. Upon order of the Pedia Resident regarding transfer of client, the nurse notifies the PICU nurse.
II. The Pedia Ward Nurse prepares the client for transfer. Consent for PICU management shall be signed. Proper endorsement paper should be ready, including the Kardex and medications of the clients.  (See annex E)
III. Notify again the PICU nurse if client can be transferred.
IV. Transfer client to PICU at once when the PICU is ready.
V. Endorse properly to the receiving PICU nurse.

· GUIDELINES ON DISCHARGE PROCEDURE (See SOP GUIDELINES MANUAL)
· MEDICINE WARD 
· GOAL:

To provide quality nursing care 

· GENERAL OBJECTIVE:
Understand and apply principles of nursing assessment and decision-making for clients with common diseases, disorders encountered in the ward.
I. To serve as a guide for nurses, doctors and other personnel about their role as a health member.
II. To be able to establish a spirit of cooperation among health members.
III. To be able to meet the standard case to all clients regardless of status, religion, race, etc.
IV. To maintain a safe, pleasant environment for better service to clients.
V. To provide non-stop direct and indirect care irrespective of holidays and emergencies.

· SPECIFIC OBJECTIVES:

I. To establish maintain acceptable standards of nursing care.
II. To provide the nursing personnel with opportunities for continuing education and training.
III. To conduct and participate in researches related to nursing and nursing care.
IV. To strengthen linkages with other components and agencies outside the health facility.
V. To provide nursing and midwifery affiliates with related learning experiences.

· JOB DESCRIPTION (STAFF NURSE)
Under direct supervision of the nurse supervisor, senior or head nurse, gives nursing care to seriously ill, moderately ill and ambulatory clients and supervises auxiliary nursing personnel and other disciplines in the care of other clients.
I. CLINICAL :
a. Receives bedside endorsement from the outgoing staff; observe client’s conditions, checks IVF, oxygen inhalation, indwelling catheters, thoracostomy site and tube patency, etc…; evaluates and observe clients needs and assesses which among them needs to be attended first (prioritize the needs).
b. Anticipates and meets client’s needs promptly by utilizing the principles based upon biological, physical and behavioral sciences.
c. Insert IVF, NGT as ordered by the doctor.
d. Taking and recording vital signs, administers oxygen inhalation theraphy; suctions secretions, notes the level of consciousness, catheterization of clients to relieve pain; administering of oral, intramuscular and intravenous medications under the supervision of a resident physician and legally with written order.
e. Orients client, relatives or watcher on the hospital policies and visiting hours.
f. Supervises ward nursing attendants, nursing students and nurse orientee in bedside care management.
g. Provides health teaching upon admission and prior to discharge.
h. Completes all client’s record.
i. Properly document all what is done to the client and other circumstances that arises during the tour of duty.
j. Assists medical residents in special procedure.
k. Daily services with consultants, residents and carries out doctor’s order.
l. Practice of aseptic medical techniques at all times and terminal disinfection of client unit or bed with proper coordination with the housekeeping services.
m. Measures accurately client’s intake and output, especially cases with massive bleeding, sudden loss of consciousness, renal and cardiac cases and those suspected of acidosis or undergoing shock.
II. FOR PROCEDURES TO BE DONE FOR THE CLIENT:
a. Radiates at all times the proper attitude in dealing with co-workers, clients and general public.
b. Gives psychological support to clients suffering from any form of depression or suicidal cases. Proper placing of bedside rails or restraining the client in bed to avoid fall or avoid hurting her/himself.
c. Provides emotional, spiritual care to critically ill or dying client.
d. Coordinates with other member of the health team to meet the other needs of the client.
e. Utilizes aseptic techniques in caring for the clients at all times.
f. Hand washing techniques, use of facial mask, gloves to protect the caregiver and the client.
g. Gives resuscitative measures to dying clients such as giving external cardiac massage; administering emergency drugs; assisting the medical resident.
h. Cooperates with the medical plan to clients.
i. Analyze carefully before carrying out doctor’s order.
j. Administer drugs, medicines upon therapeutic measures, upon prescription of the doctor, with the knowledge of the drug effect and its legal implications.
k. Psychological and spiritual preparation of client who will undergo treatment or surgery. Regarding to spiritual preparation, ask the opinion of client or relatives.
l. Assist doctors in performing special procedures in the ward such as:
i. Thoracostomy
ii. Cutdown
iii. Bone marrow aspiration
iv. Thoracentesis
v. Paracentesis
vi. Lumbar tap
vii. Tracheostomy
viii. I & D

m. Plans, gives and evaluate nursing care.
n. Admit clients.
o. Assist client in moving, maintaining proper alignment of client’s body and utilizing good body mechanics.
p. Observe signs and symptoms and record this in his/her chart.
q. Report observation to physician.
r. Prepare clients for and assist physician with diagnostic and therapeutic procedures.
s. Carries out doctor’s legal orders.
t. Assist physician when examining clients.
u. Administers and chart medications and clients reaction s to medication.
v. Observes medical sepsis.
w. Sees to it that equipment receive proper care and maintenance.
x. Discharge clients and give proper instruction like how to take his/her medication at home.
y. Perform post-mortem care.
z. Acts as a senior nurse when so delegated.
aa. Maintain good relationship with other hospital personnel
ab. Charts accurately medications and treatment given.
ac. Attends meetings and conference.

III. UNIT MANAGEMENT AND SUPERVISION:
a. Assist in the orientation of newly hired nurses, nurse volunteer, and nursing or midwifery affiliates in the ward procedures, policies and organizational set-up and line of communication.
b. Serves as role model to the trainee or newly hired nurse, nurse volunteer in accurate performance of the nursing function.
c. Acts as head nurse in the afternoon, night duty and also during weekends.
d. Participates actively in all staff and general meeting called by the Nursing Service.
e. Participates in socio-cultural activities of the hospital and city government.
f. Supervises nursing attendants, affiliates and janitorial personnel in the performance of their job effective client care.
g. Participates, contribute in programs initiated by the Nursing Service for both personal and professional growth.

IV. CLERICAL RECORDS AND REPORTS: 
a. Updates client records and cardex.
b. Charts correctly medications, treatment given and pertinent observations with regards to client’s condition at all times.
c. Records admissions and discharges in the logbooks provided.
d. Accomplishes and forward promptly all discharged charts to the Admitting Record Section with complete needed details which include the final diagnosis, date and time of discharge, discharge summary accomplished by the resident doctor. Take note of the admitting record personnel receives the client’s chart by affixing his/her signature to the list of discharged client’s name received in the logbook provided.
e. Accomplishes right away Death Certificates by interviewing the relatives, with the final diagnosis, signed by the attending resident doctor, then forward to the Medical Record Section for typing. Give the last three (3) copies of the Death Certificate to the family, then let the receiving party sign at the first sheet and attached it to the chart.
f. Daily requisition of supplies at the Central Supply Room, weekly requisition of medical supplies and medicines is being done by using the requisition form.
g. Inventory of supplies especially drugs daily and weekly for control measures, linens, and other ward equipments.
h. Makes letter of request for emergency purchases of drugs and supplies.

· ADMISSION PROCEDURE:
I. All admission must pass the emergency room either admission came from out client department (OPD).
II. Completeness of the chart (case, case number, hospital number) and consent sign by client/relatives prior to admission.
III. ER nurse must notify the ward stating the case,status of client before transferring client to the ward.Then second notification prior to transfer to ward.
IV. If possible all admitted clients must be accompanied by a relative or guardian.
V. Ward nurse prepares bed assignment,materials needed base on the information from the admitting unit (ER).
VI. Ward nurse accompanies client to the designated bed/unit.
VII. Assess client condition and records finding in the chart.
VIII. Orient clients,relative or watcher on the hospital rules and ward policy.
IX. Performs admission case and carries out doctors order.
X. Initiates implementation of medical management like request for examination,mediction,treatment and referrals.
XI. Informs other units such as the labortory,x-ray dept.,ECG dept. Ultrasound department of needs and requirement of the clients.
XII. Discuss with the client and companion the nursing case plan and  the extent of his/her participation.
XIII. Check chart to ensure that consent  for medical by either the client on his/her nearest km.
XIV. Chart observation,measure I and O,medications administered to the client.
XV. Updates ward directory.
XVI. All admissions are entered to the admission log-book with complete data.
XVII. Fills up medication or treatment cards.
XVIII. Carries out medication and treatment order.
XIX. Takes note of client needing special care.
XX. Refers client to the resident on duty when necessary any untoward sign and symptoms observed.

· GUIDELINES ON DISCHARGE PROCEDURE (See SOP GUIDELINES MANUAL)
· ISOLATION/PRECAUTION GUIDELINES:
I. Bloody/Body Fluid Precautions
Purpose: To prevent acguisition of infection by the clients and personnel from contact with blood or contaminated with blood.
a. General Comments:
i. Blood precautions are necessary for disease in which the etiological agent is ciculating in the blood;therefore there is a need to be aware of this route of transmission.
ii. Bloodprecautions should be taken with any one who is HbsAg positive;also with anyone suspected of or confirmed as having acquired immual deficiency syndrome (AIDS).
iii. Disease and  Duration of Precautions

	                      Disease
	                   Duration of Isolation

	a.Hepatitis,viral type B,non A and non B or unspecified.

b.Acquired Immune deficiency syndrome (AIDS).

c.Malaria

d.Syphilis
	-for duration of hospitalization

-for duration of hospitalization

-for duration of hospitalization

-for 24 hrs. After onset of effectives therapy.


b. Requirements (See Nursing Service Policy: Guidelines to needle and syringe precautions and to labeling of specimen)
· PEDIATRIC INFECTIOUS DISEASE WARD 
· GOAL:

As the only local government hospital able to set up separate ward for infectious diseases, it aims to provide competent service and care in the management of infectious diseases.

· OBJECTIVES:
I. SERVICE COMPONENT
a. to be able to provide admission and comprehensive in-client care to all pediatric infectious ward clients.

II. SERVICE COMPONENT

a. TRAINING COMPONENT
i. to develop skill in:
1. preventing complications anticipated in specific conditions considered (i.e. pneumonia)
2. formulating appropriate nursing care plan
3. plan adjustments and measures to meet the total needs of the client
ii. to develop technical skills appropriate to the responsibilities in the care of clients with infectious diseases
iii. to assure continuity in the development of nursing skills based on current concepts in the care of clients with infectious diseases

· FUNCTION:

I. As a special pediatric in-client service/area, PIDW’s functions are:

a. Accommodate admission, management and discharge of local measles cases.

b. Admission/discharge of other infectious conditions         

i. Communicable conditions           

1. Measles
2. Pertussis

3. Diptheria

4. Varicella

5. Mumps

6. H.Influenza
7. Others

ii. Non-Communicable

1. Typhoid fever

2. Viral hepatitis

3. Dengue fever

4. Staphylococcal skin infections

5. HIV

6. other

c. Therapeutic management

d. Management of clients records

e. Requisition and maintenance of ward supplies, equipment’s and facilities

f. Requisition of linen

g. Cadaver disposition

h. Reporting of cases as part of the hospital information system

i. Waste management

· JOB DESCRIPTIONS (HEAD NURSE):

Executes policies, maintain standards, cooperates with personnel, carries a satisfactory community relationship and exercise other functions of and administrative nature.
I. GENERAL FUNCTIONS
a. Make adequate provision for nursing care of client in her unit and maintain a good relationship with client and their friends.
b. To provide for adequate records description of the medical treatment and nursing care of clients.
c. Define responsibilities and assign specific duties of staff, attendants and helpers.
d. Assists in the study methods of nursing care for the purpose of promoting a continuing improvement of client care.
e. Directs, coordinates and supervises the activities of non-professional personnel.
f. Directs the housekeeping activities which ensures safe and comfortable physical environment for the client.

· JOB DESCRIPTIONS (STAFF NURSE):
Responsible for rendering nursing care to clients within an assigned unit.          
I. FUNCTIONS:
a. Observes, take records and reports symptoms and condition of client.
b. Administer medications and notes reactions.
c. Set –up treatment, trays prepare instruments and assist physician in the treatment.
d. Bath and feed accurately ill clients.
e. Acts in the capacity of the head nurse in the absence of the latter.
f. Assist in the orientation and evaluation of personnel.
g. Assist the head nurse in evaluating the performance of non-professional personnel.
h. Correct order of chart arrangement and label all forms.

· JOB DESCRIPTIONS (NURSING AIDE):
A female or male nursing attendant who operates at a tence of workers trained on the job to assist professional staff by performing delineates duties in the care of hospitalized client.

I. RESPONSIBILITIES:
a. Responsible for assigned client’s unit.
b. Assist in the admission and discharge of clients.
c. Knows correct body mechanics.
d. Giving bed baths.
e. Serving bed pan or urinal.
f. Making of beds.
g. Knows cardinal symptoms
i. Temperature
ii. Pulse rate
iii. Respiration
iv. Blood pressure

h. Care of supplies and equipment
i. Assist in examination of client

i. Rectal
ii. Physical
j. Gives enemas, insertion of rectal tubes
k. Application of hot water bag, ice cap
l. Measure of intake and output
m. Provides total personnel hygiene as hair care, hair shampoo and care of nails
n. Assist in post mortem care of clients

o. Collect specimen-urine, stools,sputum
p. Use bed cradle,font board, walker and rubber ring.
q. Use of safety equipment, restrains and side rails
r. Weigh client

s. Surgical preparations
t. Assist the professional nurse and doctor whenever needed
u. Responsible to head nurse.

· GUIDELINES FOR ADMISSION:
I. Only clients with specific infectious conditions/diseases indicated and requiring isolation may be admitted to the PIDW.
II. Pediatric ER Nurse endorsement to PIDW nurse includes:
a. Name & age of patient
b. Case or admitting diagnosis
c. IVF, laboratories and radiographic examinations done
d. Medications given at Pedia ER
III. Cohorting of cases should be strictly observed (only clients with the same illness maybe admitted in the PIDW at any one time. If the ward already had initially admitted during the period measles cases, then other illness such as varicella, etc, may no longer be admitted)
IV. Prioritize admission of measles cases especially during epidemic and outbreak.Admission of other indicated infectious conditions/ illnesses might be allowed during non-measles season.
V. No sharing of beds is allowed. Watchers/ caretakers are not allowed to lie on the client’s bed.

· TRANSFER OF PATIENTS FOR PEDIATRIC INTENSIVE CARE UNIT (PICU):

I. Carried out order of the pedia residents regarding transfer of patient. The nurse on duty notifies the PICU staff nurse.
II. The pedia infectious disease ward prepares the patient for transfer.Consent for PICU management shall be signed.
III. Proper endorsement papers must be ready including the kardex and medications of the patient.
IV. Tubings of the patients such as,oxygen connection,NGT, I.V tubings,intubations such as E.T together with ambu bag which attached to the patient must be checked properly for connection before transferring the patient to PICU so incidents can be avoided.
V. Before transferring the patient,the nurse should inform the PICU nurse on duty again for the secong time.
VI. During endorsement of the PIDW nurse on duty to the PICU nurse on duty, both staff must check again the patient’s contraptions,this includes the condition and consciousness of the patient.

· RULES AND REGULATIONS:

I. At least one (1) watcher each patient is allowed to stay.
II. Observe visiting hours. A matter of 10-15 minutes is allowed as visit. Patient needs maximum rest and should be emphasized to the relatives and to prevent nosocomial infection.
III. Visiting hours 
12:00nn-1pm and 7:00pm-8:00pm
IV. Flowers, sound systems, newspapers, comics are never allowed inside the pediatric infectious ward.
V. No foods are allowed in the unit unless the patient’s condition requires it.
VI. No visitors are allowed to eat inside the PIDW including the patient’s watcher.
VII. Children of any age are not allowed to enter the PIDW.
VIII. PIDW telephone and intercom units shall be for PIDW purpose only.
IX. Only the PIDW patients are allowed to lie down and sleep at the bed of the patient.
X. Clients chart are strictly for medical personnel only who are involved in the care of our patients.
XI. The unit reserves the right to refuse entry of anyone if in the staff’s opinion the function of the unit maybe affected.

· ISOLATION/PRECAUTION GUIDELINES:
I. BLOOD/BODY FLUID PRECAUTIONS
a. PURPOSE: to prevent acquisition of infection by patients and personnel from contact with blood or contaminated with blood.

b. GENERAL COMMENTS
i. Blood precautions are necessary for diseases in which the etiological agent is circulating in the blood; therefore, there is a need to be aware of this route of transmission.
ii. Blood precautions should be taken for the duration of the clinical disease or for as long as the etiological agent can be demonstrated in the blood.
iii. Blood precautions should be taken with anyone who is HBsAg positive;also with anyone suspected of or confirmed as having acquired immune deficiency syndrome(AIDS)

c. DISEASES AND DURATION OF PRECAUTIONS

	DISEASES
	DURATION OF ISOLATION

	a. Hepatitis,viral type B non A & non B or unspecified

b. Acquired immune deficiency syndrome(AIDS)

c. Malaria 

d. Syphilis
	For duration of hospitalization

For duration of hospitalization

For duration of hospitalization

For duration of hospitalization




d. BLOOD/BODY FLUID PRECAUTIONS

i. PURPOSE: to prevent transmission of highly transmissible infections(for colonization) through close or direct contact.

ii. DISEASES THAT NEED CONTACT ISOLATION

	DISEASES
	DURATION OF ISOLATION

	a. Acute respiratory infections in infants and young children like croups,colds,bronchitis,bronchiolitis caused by respiratory syncytial virus,corona virus,influenza,parainfluenza viruses & rhinoviruses

b. Congenital rubella

c. Conjuctivitis gonococcal in newborn

d. Diphtheria,cutaneous

e. Furunculosis,staphylococcal in newborn

f. German measles

g. Herpex simplex

h. Rabies

i. Scabies

j. Pneumonia

Group A Streptococcus

Staph Aureus

      k.Major draining wounds or lesions 

         cannot be adequately contained in

         dressing     

      
	Duration of illness(as much as possible ARI cases should be admitted in a separate ward/room.

During any admission for the 1st year after birth unless nasopharyngeal and urine cultures after 3 months of age(-) for rubella virus.

Until 24 hours after start of effective therapy.

Until 2 cultures from skin lesions taken at least 24 hours apart after cessation of anti microbial therapy are(-)

For 7 days after onset of rash

Duration of illness

Duration of illness

Duration of illness

Until 24 hours after start of antimicrobial therapy

Duration of illness

Duration of illness




e. DRAINAGE/SECRETION PRECAUTION

i. PURPOSE: to prevent infections that is transmitted by direct or indirect contact with purulent material or drainage from an infected body site.
ii. DISEASES THAT REQUIRE D/S PRECAUTIONS

	DISEASES
	DURATION OF ISOLATION

	a. Draining minor wounds or lesions that cannot be adequately contained in dressing.

b. Gas gangrene

c. Conjuctivitis

1.acute,bacterial viral

2.chlamydia

3.adults,gonococcal

     d.Decubitus ulcer infected,minor or    

         limited

     e.Herpex simplex

            1.mucocutaneous recurrent

    (skin,oral & genital)

      f.Herpes zoster-localized in normal patients.

      g.Vaccinia-at vaccination site


	For duration of illness

For duration of illness

For duration of illness

For duration of illness

Until 24 hours after start of therapy

For duration of illness

Until all lesions are crusted effective therapy

                -do-


iii. REQUIREMENTS

	Private Rooms
	Desirable but not necessary

	Hands
	Must be washed carefully with an iodophor solution on entering and leaving room. Particular care must be taken after contact with patients excretions and secretions

	Gloves
	Must be worn when having direct contact with the infected area.Two sets of gloves must be worn when removing soiled dressing and another set when applying new dressing

	Mask
	Not necessary except during dressing changes.

	Gowns
	Necessary when changing dressing  especially when soiled with pus, blood and other wound discharge is probable.

	Food trays
	No special requirements.

	Dressing
	Soiled dressings should be placed in a plastic bag and sealed before disposal to another lined garbage can.

	Instrument used for dressing
	Should be autoclaved first.

	Linens
	Vigorious movements should be avoided when removing soiled linen from the bed to prevent aerosols of microorganisms.

	Housekeeping
	Routine daily cleaning but precautions.

	Visitors
	Number should be limited and with instructions to avoid contact with patient dressings and linens or infected skin.


f. ENTERIC PRECAUTIONS
i. PURPOSE: to prevent diseases that can be transmitted through direct or indirect contact with infected feces and in some instances, heavily contaminated articles. Transmission depends on oral ingestion of the organism.
ii. 2.DISEASES THAT REQUIRE ENTERIC PRECAUTIONS

	DISEASES
	DURATION OF ISOLATION

	a. Hepatitis A

b. Cholera

c. Typhoid fever

       d.  Gastroenteritis caused by:

       1.Enteropathogenic E.Coli

        2.Enterotoxic C.Coli

        3.Salmonella species

        4.Shigella species

        5.Campylobacter

        6.Crystosporidium species

        7.Giardia lambia

        8.Rotavirus

     e.Enterocolitis-staphylococcal

     f.Diarrhea,acute with suspected infectious 

etiology

     g.Amoebiasis

     h.Aseptic meningitis

       (non bacterial or viral)

     i.Necrotizing enterocolitis

     j.Poliomyelitis
	Until patient is in recovery phase

For duration of illness

Ideally,until 3 consecutive cultures are negative(-) taken 24 hours after cessation of therapy.

Until cultures of fluorescent antibody tests of feces are (-) 3 consecutive times after cessation of anti microbial.

For duration of illness

Urine cultures are(-)for 3 consecutive time

Urine cultures are(-) for 3 consecutive time

D.I

D.I

D.I or until 7 days after onset of illness whichever less

Urine culture is (-)

For duration of illness or until infectious etiology has been ruled out.

Duration of illness

Until 7 days after onset of illness

Duration of illness

Until 7 days after onset of illness


iii. REQUIREMENTS:
	A.   Private rooms

B. Hands

C. Gloves

     D. Mask

     E. Gowns

     F. Dressing and tissues

     G. Articles

     H. Needles and syringes

      I.Food trays
	Necessary for pediatric patients,among fecal-oral cross-infection is hard to prevent.Adults can be adequately isolated in a multiple patient room or in a ward if attention is given.

Must be washed with iodophor solution on entering and leaving room.

Must be worn by all persons having direct contact with the patient or potentially contaminated objects,such as urinals,bedpans,linens and fecal material.

Not necessary

Must be worn by all persons having contact with the patients excretions or to keep clothes from becoming soiled.Individual gown technique should be used.

In plastic lined garbage cans

Special precautions necessary for articles contaminated with urine and feces.

Special precautions for viral hepatitis.Needles are discarded at once to a rigid puncture resistant container at the nurse’s station and not direct to the garbage cans to prevent accidental pricks.

No special requirements.


g. RESPIRATORY PRECAUTIONS
i. PURPOSE
1. to prevent spread of respiratory pathogens from infectious patients to others.
2. this is used for diseases caused by organisms of transmitted by means of droplet and droplet nuclei that are coughed, sneezed and breathed into the air.

ii. DISEASES THAT NEED RESPIRATORY PRECAUTIONS

	DISEASES
	DURATION OF ISOLATION

	a. Measles 

b. Meningococcemia

c. Pneumonia

d. Meningitis 

e. Mumps 

f. Pertussis (whooping cough)

g. Erythema infectiousum

h. Epiglottitis due to H.influenza*

i. Pulmonary TB
	For 4 days before and after of rash

Until 24 hours after start of antimicrobial therapy.

Until 24 hours after start of effective therapy.

Until 24 hrs after start of effective therapy.

For 7 days after start of effective therapy.

For 7 days after onset of the rash

For 24 hrs after start of effective therapy

Duration of isolation precautions can be guided by clinical response and a reduction in number of TB organisms on sputum smear. Usually this occurs within 2 to 3 weeks after chemotherapy is begun.When the patient is likely to be injected with isoniazid-resistant organisms,apply precautions until patient is improving and sputum is (-) for TB organisms.


*H.influenza

     -(specifically Hib)ideally requires precautions. Cases should be isolated until 24 hours after antimicrobial therapy. In RITM due to high incidence of H.influenza infections,among Filipinos this is not deemed necessary.

iii. REQUIREMENTS

	A.  Private rooms

B. Hands 

C. Gloves

D. Mask 

E. Gowns 

F. Dressing & tissues

G. Articles 

H. Food trays 

I. Linens

J. Inhalation devices

K. Visitors

L. Specimen

1.sputum 

2.urine orfeces

           M.Housekeeping

           N.Transporting patient


	With airflow directed into the room(negative pressure) Doors should be kept closed.

Must be washed

Not necessary

Should be worn by all person who are susceptible to disease.

Not necessary

To lined garbage cans

Retained in the room till isolation is terminated.

If possible use disposable,if not,process according to dietary requirements for dishwashing.

No special requirements

To central supply for centralized cleaning

-immediate family only

-one visitor at a time

-encourage wearing masks

Should be collected with care and labelled(Resp.isolation)

No special precaution except handwashing

Personnel should wear mask and gown

Patient should wear high efficiency disposable mask.




· OPERATING ROOM

· FUNCTION AND RESPONSIBILITIES:

Under direct supervision of the Senior OR Nurse serves as sterile circulating and recovery room nurse in all electives and emergency (major or minor) surgical operations.  Gives technical supervision to Operative Room Aides, janitorial personnel and nursing students affiliates.  
I. Provides for a safe physical environment and requires equipment and supplies for patient care.
II. Admits identified patients from the ward and emergency unit, taking into consideration the vital signs, pre-medication given, signed consent of operation, accuracy of laboratory reports, correctness of skin preparation initially and before operation, clear patients of jewelries, dentures and nail polish.
III. Allays fears and anxiety of the patient by giving clear, concise explanation and reassurance.
IV. Positions the patient in a manner to ensure comfort and safety (lifting, positioning, etc.), circulatory and respiratory functions and good body alignment.
V. Assists the surgeon in preparing the operative skin area and proper draping to ensure an aseptic surgical field.
VI. As a Sterile Nurse: SCRUB NURSE
a. Prepares with caution the sterile instruments and supplies needed in the operation, both minor and major operations.
b. Coordinates with the surgeon and the circulating nurse in counting the sponges and instruments needed before, during and closure of the abdominal cavity to doubly safeguard patient’s welfare.  Keeps the field neat, never have one article lying on another.
c. Serves gowns and gloves to the surgical team.
d. Anticipates the needs of the surgeon and the sterile team and handling them quickly and properly correct instruments and supplies.  Sees to it that the sterility of the operative field is maintained throughout the operation.
e. Keeps contaminated instruments and supplies to a safe, sealed way to prevent contamination and spread of infection.  Counts instruments, washes and packs them for sterilization and ready for the next use.
VII. CIRCULATING NURSE:
a. Assists the Anesthesiologist during the induction of anesthesia by positioning the patient and disinfecting the prescribed site.
b. Checks the operating room for proper connection of equipment and electrical gadgets such as focusing the light to the operative field, connecting cautery cords to the cautery machine and tubings to the suction apparatus.
c. Alert to watch any break in aseptic technique.
d. Coordinates with allied departments regarding referral of cases and facilitating fast and accurate laboratory examinations.
e. Preserves and labels specimens.
f. Record accurately pertinent observation regarding patient’s conditions and operative procedures done.
g. Coordinates with the surgeon and scrub nurse in the correct counting of sponges and needles.
h. Assists other members of the team in the safe transport of the patient from the operating table to the recovery room.
VIII. PACU (Post Anesthesia Care Unit) ROOM NURSE:
a. Provides for a safe, comfortable and pleasant environment for the post-operative patients by keeping the recovery room clean and tidy: maintaining proper ventilation and providing equipment, drug and supplies needed.
b. Monitors vital signs and refers any abnormal manifestation to the anesthesiologist or the surgeon.
c. Checks patency of airways and tubings.
d. Reviews and carries out doctors order intelligently and accurately.
e. Monitors blood, fluids, and electrolytes infused to the patient via venous route and observe untoward reactions.
f. Assesses the patient’s condition for sign of impending shock and hemorrhage by frequent inspection of dressings and noting any change of vital signs and skin color.
g. Charts accurately and completely patient’s conditions.

IX. Prepares and maintains adequate surgical supplies ready for any elective and emergency operations.
X. Supervises auxillary workers and helps them in cleaning with disinfectants the whole operating room suite and recovery room including equipments.
XI. Changes weekly and as needed all necessary soaking solutions to new prepared ones.
XII. Other related functions 10%
a. Acts as charge nurse during afternoon and night shifts or in the absence of the head nurse or senior nurse.
b. Technically supervises the work of the non-professional workers.
c. Assist in the orientation of new personnel by explaining and demonstrating techniques and methods in the operating room.
d. Updates control of surgical instruments and supplies.
e. Attends meetings, seminars and conferences for professional growth.
f. Participates in socio-civic activities of the hospital and the City of Mandaluyong.

· OPERATING-PACU ROOM AIDE: (Post Anesthetic Care Unit)
I. HOUSEKEEPING ACTIVITIES:
a. Sterilize instruments, gloves, supplies and other items and distributes them to designated places for storage.
b. Sorts out, folds, packs, sterilize different linen item in a standard way and stores them to their designated cabinets.  Count soiled ones with the help of linen personnel.
c. Does mechanical cleaning of machines, equipment tools an the whole Operating Room suite with diluted disinfecting reagents, fumigates when necessary.
d. Removes soiled articles and instruments after each operation.  Prepares the Operating Room for the next case.
e. Washes, packs, and prepare soiled instruments, supplies and other items for autoclaving.  Powders and pack gloves according to sizes.
f. Receives and endorses accountable items within the Operating Room before and after each shift; informs the charge nurse or senior nurse for any losses and breakages.
g. Dusts beds, tables, lamps, cabinets, and other furniture in the unit.
h. Refills liquid soap dispensers and surgical skin cleanser containers as necessary.  Soaks surgical brushes for the next use.
i. Replenishes empty oxygen tanks within the Operating Room and Recovery Room.
j. Guides utility workers and participates in maintaining cleanliness and tidiness within the Operating Room and Recovery Room.
k. Scrubs bedpans, urinals, basins, and similar items.  Observing proper aseptic techniques.
l. Provides surgeons with scrub suits, caps and basks; Collects washes and dries them for re-use.
m. Arrange forms, files and other record in the assist.

· POLICIES AND GUIDELINES:

I. GENERAL GUIDELINES:

a. All Operating Departments are assigned a respective day as follows:
Monday – General Surgery

Tuesday – EENT


Wednesday – Orthopedics, Urology, Neurosurgery

Thursday – General Surgery

Friday – OB-GYNE

Saturday – Pay patients only (AM)

b. Other Departments can make use of the days other that their assigned day provided there is no case scheduled for that particular day or permission is obtained from the Chairman or Chief Resident of the concerned Department.
c. A maximum of three (3) Major elective procedures and five (5) Minor procedures are allowed for a particular regular working weekdays (Monday-Friday).
d. The Operating Room is restricted area. Only those authorized to attend to the patient can enter the OR in proper attire (scrub suit, cap, mask, footwear for OR use only). A smock gown should be worn over the scrub suit if the person concerned will momentarily go outside of the OR.
e. All Emergency or Elective surgery should have a consent form signed by the patient or the closest relative before any procedure is to be scheduled or done.
f. All procedures, emergency or elective, will need to accomplish an OR notification form. This form shall be accomplished fully in duplicate by the physician concerned or his duly appointed designate. One copy shall be for the OR and the other for the patient’s chart. No other form of communication will be honored by the OR staff. The cut-off time for notification of elective procedure is 3: 00 PM.
g. The scheduled time of elective surgery is understood to be the actual cutting time or the time that the initial surgical incision is to be made. The cutting time of all elective operations should not start earlier than 7:00 AM.
h. All procedures done at the OR should be written in the OR Schedule Book. Only the most Senior Nurse is allowed to write in the OR Schedule Book. In his/her absence or incapacity, the next in rank or a duly appointed designate shall take the responsibility.
i. All elective procedures should be scheduled at least one day before the operation. If not scheduled, the designated nurse shall hall the right to cancel the operation.
j. All patients undergoing any procedure in the OR is understood to have been previously examined by the attending physician9s) responsible for the patient.
k. Emergency cases are done anytime on any day and are given priority over any elective cases.
l. In elective procedures the principal surgeon/anesthesiologist or his/her duly appointed designate should be physically present in the OR and a lag time of one (1) hour to start the operation is allowed before the next patient for the operation will be given priority to use the OR.
m. Patients for elective procedures should be wheeled in the OR accompanied by an OR nurse on duty at least one (1) hour prior to the scheduled time of operation. Emergency cases should be accompanied by an ER/ward nurse on duty after proper notification.
n. Patients undergoing surgery should wear a hospital gown. Slippers used must be for OR use only. Jewelries, false teeth, nail polish and other personal effects should be removed and entrusted to relatives or companions for safe keeping. A logbook for this purpose is provided which includes the date and time, personal data of the patient, the printed name and signature and relationship of the person who received the personal effects.
o. The attending physician or his designate should accomplish the Operating Record and Operative Technique immediately after the operative procedure.

p. A strict aseptic technique should be observed while inside the OR.

q. All instruments, sponges and other materials to be used for an operation are autoclaved. Sharp instruments are previously soaked in cidex solution.

r. The OR should be cleaned and disinfected at regular intervals with Lysol or any similar disinfectant especially every after operation. Particular attention should be given to the OR and Mayo tables.

II. POLICIES AND DIRECTIVES CONCERNING OPERATING PRIVILEGES OF THE HOUSE STAFF:
a. The surgeons and his assistant are specified for each case of operation. Resident assigned to the case should be in the Operating Room at the specified time.
b. Residents who scrubbed in case should stay in the Operating Room until the patient is transferred out.
c. Consultants should be notified for all cases before they are scheduled for operation. The consultant concerned should give the authorization for the operative intervention as written in the Operating Room and no case shall be accepted for operation unless with the consultant consent.
d. The surgeon who actually performed the operation shall sign the surgical memorandum required for every case shall stated as the surgeon.
e. Surgeon in their sub-specialties may be invited to perform surgery by their respective department.
III. ASEPSIS IN THE OPERATING ROOM:
a. All clothing and accessories on the person in the Operating Room shall conform to the policies and directives defining such.
b. Techniques to conform to the standard of maintaining asepsis in Operating Room and premises shall follow the policies and directives regulating such.
c. “Dirty Cases” are to be scheduled last and the Operating Room should be cleaned and sterilized after every dirty cases.
d. A doctor’s lounge is available besides the Operating Room for the doctors and nurses to rest.
IV. MISCELLANEOUS:

a. Visitors to a particular case shall be limited to professionals; example: Doctors, Nurses, Medical and Nursing Affiliates and Clergymen.
b. Sponges count: Policies and Directives concerning such are to be strictly followed:
i. There must be a standard number of each type of sponge within individual pack prior to sterilization (5 pcs. / pack).
ii. Number of sponge counts is recorded in the sponge board and sponge book provided for record purposes.
iii. Both scrub nurse and circulating nurse who counted and acknowledged sponge must sign their names in the surgical memorandum and the sponge book.
iv. Sponge count is done as follows:
1. Before operation starts, all sponges to be used are counted.
2. First count is done before closure of any cavity as uterus, urinary bladder, chest cavity and all others where sponges are likely to be left.
3. Another counting is done before closure of peritoneum.
4. Second counting is done after the closure of peritoneum.
5. Final counting is done after closure of fascia.
v. After each count the surgeon is verbally informed.
vi. Disposition of specimen: all tissues removed at operations should be sent to the laboratory. Specimen shall be accompanied to the laboratory by histopathological request accomplished and signed by the surgeon for the purposes of tissue audit. The surgeon concerned shall not leave the Operating Room without signing the complete histopath request form. Appropriate container and proper labeling of specimen shall be brought to the laboratory by nursing aide or service.
vii. Recovery Room: this is solely for use by patients recovering from anesthesia and by patient who through recovered from the effects of the anesthetic agents are in poor or moribund condition room shall require intensive care not obtainable in the patients room shall require the order of the anesthesiologist.
viii. Information, notices, notification regarding any procedures, condition of the patient and other data shall not be given, hinted or furnished in whatever manner to visitor’s guest, family, and relatives except by the surgeon or his delegate.

· GENERAL GUIDELINES (DEPARTMENT OF ANESTHESIOLOGY)
I. Schedule time for elective cases will be from 7:00 AM to 2:00 PM. No operation except emergency cases will be accepted outside of this time.
II. Before any patient is scheduled for surgery the following should be completed:
a. Medical Clearance
b. Signed Consent
c. Complete name and correct ward location
III. “Schedule Time” for an operation shall refer to the “Cutting Time” of such operation. The following shall be observed:
a. Patients will be in the Operating Room table 30 minutes before scheduled time, unless otherwise coordinated by the surgeon.
b. Under no circumstances will anesthesia be induced if the surgeon and or his assistant is not within the Operating Room suite.
c. The surgical consultant and residents are specific for each case or operation.
d. For patients to be operated on under local anesthesia but requires the service of the anesthesiologist such as premedication, for sedations, oxygenation and monitoring, the surgeon in charge should state such in the scheduled notice slip.
e. The tentative type of anesthesia should be written in the schedule. However, the final decision will be done by the Anesthesiologist after the evaluation during the per-operative rounds. 

f. When the schedule of operating procedure has been printed, no change of patients should be entertained.
g. No other kind of elective operation should be done in a patient other than what is scheduled unless unexpected, necessary and emergent in nature.
h. Schedule of days of operation of the different departments and surgical sections should be followed strictly except for the following:
i. When two sections in surgery has made a mutual agreement to interchange dates on exceptional cases only.
ii. Priorities as arrangement of schedule of operation:
1. Major cases should precede minor and local cases.
2. Pediatric patients should be scheduled as first cases.
3. Clean cases should be scheduled before infected, potential infected or known “dirty cases”.
IV. EMERGENCY CASES:
a. In emergency cases, the anesthesia office and the OR nurses should be properly notified by either the surgeon in charge or the ward nurse.
b. An emergency operation should have a justifiable indication before it can be scheduled as emergency case, otherwise it should be scheduled as an elective.

V. PATIENTS’ ANESTHESIA EVALUATION AND PREMEDICATION
a. All patients scheduled for surgery under anesthesia will be evaluated and given premedication orders by the Anesthesiologist after the official schedule of operation is distributed. If by 8:00 PM a patient is not yet seen by the AOD, the ward nurse should be reminded and notify the AOD.
b. The Surgical Resident should write the pre-operative order prior to the premedication orders.
c. Medical problems or abnormal findings noted by the AOD with bearing and relation to the contemplated anesthesia and surgery should be relayed to the surgeon in charge or the surgical resident on duty and should be threshed out by the surgeon.
d. In case of postponement or cancellation of operations by Anesthesia, it should be discussed with Surgery and in turn it’s the duty of respective department residents to inform their own section chiefs. The ward nurse likewise should inform the OR nurse about the cancellation. In the same manner cancelled cases by the surgeons should be known by Anesthesia and OR Department.
e. Premedication for emergency cases will be given in the OR. For patients requiring immediate surgery, otherwise, the Anesthesiologist will give the premedication orders in the ward.
VI. MEDICAL CLEARANCE:
a. All patients 40 years and above whom will undergo regional or general anesthesia or sedation should have a complete medical clearance.
b. ECG and Chest X-Ray should not be more than 6 months old and not more than 1 month old for symptomatic abnormal cases.
c. Patients with Pulmonary problems should have an evaluation and clearance fro the Department of Pulmonary Diseases.
d. Clearance and medical work-ups at the OPD should be incorporated in the chart prior to surgery of a signed true copy.
VII. PRE-OP REQUIREMENTS:
a. All patients should be in the hospital by 12:00 noon the day before the scheduled operation and will not allowed to go out-on-pass from the time.
b. Patients should have their medical clearance granted before they are scheduled for surgery.
c. Consent should be signed by the patient or guardian.
d. A venous cut down is recommended for poor risk patients undergoing major and long operations.
e. A CVP line is preferred in:
i. Patients past 65 years old undergoing major surgery
ii. Patients with cardio-pulmonary problems
iii. Patients that will need massive blood transfusion and IV infusion during and after surgery
iv. Patients in shock
v. Patients for thoracic operation

· LACTATION MANAGEMENT AREA
· JOB DESCRIPTION (STAFF NURSE):
I. Receives endorsement from the outgoing shift regarding client’s condition by jotting down client’s name, diagnosis and treatment so as to have a good system of care.

II. Makes nursing rounds to different patients evaluating their condition as to the case and treatment they received.

III. Joins pre-conference with the head nurse, senior nurse and reviews assigned clients setting priorities.

IV. Renders nursing care to clients to prevent occurrence of infection and complications so as to facilitate early recovery of the clients.

V. Assist newly post-operative patient in early ambulation by accompanying or assisting the client to walk around the ward so as to facilitate early wound healing, prevent abdominal distention and intestinal adhesions thus shortens their hospital stay.

VI. Analyzes and transcribes intelligently doctors order or prescribed treatment in the kardex, medication cards, medication sheets and nurses progress notes of the patient.

VII. Review carefully all laboratory results of the patient and sees to it that if a client is for blood transfusion, the supervisor on duty is notified to countercheck the blood of the client with that of the laboratory results in order to avoid mistakes.

VIII. Assembles all needed supplies and equipment at the bedside and assists the physician to any procedure to be done to the patient in order to save time and energy.

IX. Records and reports to the physician any usual symptoms that may arise, like if there is a change from normal to abnormal blood pressure, pulse and respiration or any bleeding from the operative site so that proper management can be done to save the life of the client.
· JOB DESCRIPTION (WARD NURSING ATTENDANT):
A female or male nursing attendant under the direct supervision of a supervisor, senior nurse, charge nurse and technical Supervision of a staff nurse. Operates at a level of workers trained on the job to assist professional nursing staff, performs simple nursing procedures. housekeeping jobs does messegerial clerical jobs in the care of hospital patient.

I. HOUSE KEEPING ACTIVITIES
a. Receives and endorses ward articles, instrument, supplies, and promptly inform the charge nurse, senior nurse or supervising nurse for any losses, breakages for proper action

b. Clean and keep things in order in the nurses station and patient's unit

c. Cleans unit apparatus, equipment, machines. etc. and ensures their functioning for future use

d. Collects and scrubs bedpans, kidney basins, urinals, observing the proper principle of asepsis, scrubs patient chart once a week

e. Keeps clean linen in order and ensures availability of floor finals stock for emergency use. Sorts and puts soiled linens in the linen hamper and gets their clean replacement

f. Coordinate with janitorial personnel assigned in the ward in the maintenance of cleanliness focusing particular attention to the comfort rooms.

II. SIMPLE ROUTINE NURSING ACTIVITIES

a. Participates in the nursing rounds during endorsement time to be aware of tile patient's condition in the ward

b. Prepares bed for Incoming patients, strips off and properly disposes boiled linens of discharge patient

c. Takes vital sign s of patient and reports to the head nurse or senior nurse any deviation from the normal values

d. Helps in feeding patients who are not capable of feeding themselves

e. Assist in the dressing and undressing of patients for examination and treatment when the nurse is busy

f. Brings down patient chart in the admitting- pharmacy, billing section if patient is for discharge

g. Assist the staff nurse in giving post mortem care to dead patients to preserve their dignity

III. MISCELLANEOUS:
a. Charts properly the vital signs reading and graph it

b. Record and paste all laboratory results at the patient's chart

c. Bring up weekly requisition, job orders to the nursing office for signature

d. Gets requisition of medical supplies, drugs from pharmacy, store room, CSR

e. Submits accurately accomplish daily time record and submit to nursing office within the required time and day

· STANDARD OPERATING PROCEDURES FOR ADMISSION:
I. All admissions are properly recorded at the admitting logbook and given corresponding Hospital Case Number.
II. All Admitted patients are encouraged to use their Philhealth privileges Insurance coverage, Health Care Maintenance Card, etc.
III. Patients in the ward are ask to bring their own medicines during confinement. Severely indigent patients arc referred to the Hospital Social Worker for assistance.
IV. Patients who wish to be admitted as Pay patients but with no attending Physician are classified as "House-Case" and will be placed under the service of the Consultant-on-duty. Likewise, referrals of those patients to other department will be given to the consultant-on-duty of the particular departments to whom the patient was referred.
V. The hospital does NOT require DEPOSIT for purposes of admission.
VI. All admission is considered charity unless otherwise requested.
VII. Transfer from charity to pay-ward will depend on following factors:
a. Vacancies and availability of beds
b. Transfer is medically beneficial to the patient
c. The patient's party / guardian voluntarily requested or/ and consented for such therefore abiding by the policies of the respected destination ward.

VIII. One watcher per patient
IX. No children below 7 years old are allowed to visit at any service wards. 
X. Visiting Hours 11:30am to 12:30pm and 6:00pm to 7:00pm

· PRIVATE CASES
I. Patients are not encouraged or convinced to be admitted as private patients,
II. Private patients are admitted on first come - first serve basis. There are no reservations of private beds.
III. On admission, private patients arc requested to sign consent request form for admission as private patient and are oriented to their obligations which include hospitalization fees (daily bed rate) laboratory examination fees. medicines and professional fees of attending Consultants/s.
IV. Patient admitted as private patients and wish to be transferred as charity patient must settle first all the expenses incurred as private patient (including professional fees of the Consultants/s) before being allowed to be so.
V. Private patient may be temporarily admitted at the charity ward if there are no private beds available. If they are discharged without being able to transfer to private rooms, they will still be considered as private patient but room rate will be charged on a charity basis.

· IMPLEMENTATION OF BREASTFEEDING AND ROOMING-IN PROCEDURES
I. The rules shall apply to:
a. All well infants who have coordinated sucking swallowing and normal breathing.
b. Infants with low birth weights but who can suck and swallow.
c. Infants of uncomplicated deliveries with weight of 1.700 grams and above, and with AOG of no less than 34 weeks.
i. The Pediatric Resident or the Nursery Nurse shall assist the mother initiate breastfeeding in the delivery room or in "latching-on" after suctioning of secretions.
ii. Infants delivered vaginally without complications shall be roomed-in with their mothers within 30 minutes to one (1) hour after delivery.
1. From the DR. the babe will temporarily be at the Transient Room for his routine newborn care and physical assessment.
2. For private patients under sedation. the infants shall be roomed-in with their mothers within eight (8) hours.
3. Bathing of babies is not indicated in infants.

iii. Infants delivered by Ceasarian Section without complications shall be roomed-in with their mothers within eight (8 to ten (10) hours.
iv. From the OR. the baby will temporarily be at the Transient Room for his routine newborn care Gastric lavage (if Caesarian Section)
v. Deliveries outside the hospital DR or in the OB- IE room and hose mothers have been admitted to the obstetric ward shall be roomed-in and breastfed immediately

d. All admissions of mothers and babies shall be properly entered into a logbook. The mother's case number​, name, age, address and final diagnosis shall be taken care of by the OB Ward Nurse, the information about the baby (case number, sex. measurements). shall be taken care of by the Rooming-In-Nurse. Likewise, the OB Ward Nurse shall take care of the mother's chart and the Nurse. of the baby’s chart.
e. Breast milk, especially colostrums, shall be given to all infants who can tolerate oral and tube feeding. EBM can be given by direct breastfeeding or if breast milk is not available- EBM from selected donors can be given by sip or by dropper.
f. Newborns shall not be given pre-lacteal feeding such as sterile water. Glucose water and milk formula.
g. Infants should start breastfeeding as soon as possible as the infants’ demands.

· GENERAL POLICIES ON BREASTFEEDING
Mother and Child: Mandaluyong City Medical Center's Concern
I. The MBFH (Mother-Baby Friendly Hospital) Committee conducts breastfeeding training to all health care staff and carried through every six (6) months for new employees.
II. We promptly inform all pregnant patients on the Benefits of breastfeeding regularly through a committee on Continuing Education Program who conducts lecture on demonstration twice a week at the OB-GYNE OPD.
III. First and foremost is breastfeeding. All NSD babies are offered breastmilk within thirty (30) minutes to one (1) hour post​partum and six (6) to eight (8) hours post-caesarian section as soon as the mother is fully awake.
IV. All mothers arc taught the correct positioning/ attachment in the breastfeeding and strictly encouraged to maintain lactation even if they go to work or elsewhere.
V. Breastmilk contains adequate amount of water therefore prelacteal feedings arc not indicated.
VI. One of the most important goals in promoting Breastfeeding is the bonding between the mother and the child of -"togetherness", hence, Rooming-In is a MUST. 
VII. Breastfeeding is per demand and never on a time Interval basis.
VIII. To avoid nipple confusion, pacifiers, artificial teats and the likes are prohibited. Likewise, we strictly enforce the Milk Code. 
IX. Since the mother and child are our concern, we continuously monitor the breastfeeding practice after discharge through home visits and follow-ups at our lactation center. (Pediatric OP.)

· HOSPITAL INFECTION CONTROL

· JOB DESCRIPTION (HIC-NURSE)

I. To conduct daily rounds in the ICU complex and different nursing units to evaluate the day to day concerns of the HICC: 
a. Availability of liquid soap and paper towel
b. Availability of surveillance forms on nosocomial infections
c. Proper color coding and placement of waste containers
d. Reminding nurses to wash hands in between handling of patients
e. Reminding nurses to follow the color coding of waste disposal
f. Reminding nurses to report new cases of nosocomial infection in their units
g. Identification of patients with highly communicable diseases and reminding nurses of the appropriate isolation precautions when handling such patients 
h. Monitor adherence to hospital environmental controls especially in special/patient care areas (i.e. ICU, NICU, Hemodialysis, etc).
II. To coordinate with the nurse supervisor – in – charge of training for orientation of new nursing staff and conduction of regular lectures on the principles of infection control and surveillance in the hospital
III. To conduct active surveillance and monitoring of nosocomial infections
IV. To prepare monthly report on: admitted patients with highly communicable disease; nosocomial infections; needle prick incidents; break in HICC policies
V. To prepare quarterly report on the sensitivity pattern of the most common isolates in the hospital
VI. To inform the HICC Chair or Co-chair of clustering of cases, possible occurrence of epidemic, isolation of new or highly resistant organisms as soon as they are detected
VII. To act upon or provide counsel when it comes to problems on sterilization, disinfections of equipments and fixtures and isolation of patients with possible contagious diseases.
VIII. To document and keep the records of all the activities of the HICC 
IX. To represent the hospital in Infection Control – related conventions and conferences in and out of Mandaluyong City Medical Center 

· GENERAL POLICIES

I. ISOLATION
a. Use of appropriate Personal Protective Equipment (PPE) as precautions in order not to be exposed to communicable diseases both for healthcare worker and patients 
- Standard Precaution on blood and body fluids for unknown cases
i. Hand Hygiene
ii. Use of gloves (sterile or non-sterile)
iii. Use of mask (N95 or surgical mask)
iv. Use of protective eyewear
v. Use of gown (water resistant or linen gown)

- Transmission-based Precaution after proper diagnosis

i. Use of Isolation rooms for airborne infections and immunocompromised disseminated cases 
ii. Use of ward for cohorting of cases
iii. Placement of color coded tags on door entrance to have an information on the necessary precaution to apply

II. ENVIRONMENTAL CARE AND WASTE MANAGEMENT
a. To maintain cleanliness and sanitation of the facility cleaning should be done on regular, routine, and terminal basis. 
(For detailed policies, please refer to Housekeeping)

III. WASTE MANAGEMENT

a. All healthcare workers are responsible in segregating wastes generated and place on appropriate waste bins.
(For detailed policies, please refer to Waste Management)

IV. DISINFECTION AND STERILIZATION
a. All reusable materials and equipment should undergo the process of decontamination, cleaning and disinfection/sterilization.
(For detailed policies – please refer to Disinfection and Sterilization of Reusable Items)

V. SURVEILLANCE OF HEALTHCARE ASSOCIATED INFECTIONS
a. Risk devices (ventilator, Foley catheter and central line) associated with healthcare associated infection should be monitored in ICU/ACSU complex, Hemodialysis unit and Neonatal unit.
b. Clean surgical operations should be monitored for surgical site infection.
(For detailed policies, please refer to Nosocomial Surveillance procedures at Mandaluyong City Medical Center)

VI. PROTECTION OF HCW

a. All new employees/trainees should comply with the pre-employment requirement on infection control matters.
b. The Human Resource Development should keep the record of ALL employees of their health status.  

(For detailed policies, please refer to Guidelines for Human Resources Development, Infection Control Protocol for TMC Employees Exposed to Highly Infectious Diseases, and Prevention of Needle Stick and Sharp Injuries)

VII. The HICC should have regular quarterly meeting to present accomplishment reports, analysis and recommendations. The Chairman can call for Executive Committee meeting if there are matters that cannot wait for the regular quarterly meeting.

VIII. All managers and supervisory heads are responsible for monitoring, implementation and evaluation of Infection Control Policies and Guidelines.

· DISINFECTION AND STERILIZATION OF REUSABLE ITEMS
I. Objectives
a. To be able to have a standard procedures and policies regarding disinfection and sterilization.
b. To render safe use of reusable materials and equipment.
II. POLICY GUIDELINES
a. All disinfectant, materials and equipment related to infection control should have an approval of HICC before purchasing. The product should undergo the process of evaluation. (Please Refer to Product Evaluation)
b. All used materials and equipment should undergo decontamination prior to cleaning.
c. All cleaned equipment and instruments are properly sorted according to its use and undergo appropriate disinfection/sterilization process.
d. Decontamination process
i. Use one chemical only, 1% Na hypochlorite is recommended solution for decontamination.  Do not add soap on the solution. Na hypochlorite is unstable once diluted and should be prepared only when there is reusable equipment/material for decontamination. 
ii. Place contaminated reusable item in a perforated tray and soak fully under prepared solution for 30 minutes. Items having lumen should be filled and no bubbles are observed.  Agitate the tray once in a while during the soaking period to loosen the debris. Rinse and do manual cleaning. 

e. Manual cleaning
i. Use soap and water only.
ii. Wear Personal Protective Equipment (PPE) (i.e. mask, eyewear, gloves, and gown) during cleaning. If brushing is required to remove debris on the instrument, brush it under water so that aerosol will not be formed.
iii. Rinse properly and dry before disinfection or sterilization.

f. Disinfection
i. Semi-critical items need high-level disinfection
1. These are items that come in contact with mucous membranes or non-intact skin.  These medical devices should be free of all microorganisms, although small number of bacterial spores may be present. Semi-critical items should be rinsed with sterile water after high-level disinfection to prevent contamination of microorganism that mat be present in tap water.
ii. Non-critical items need intermediate low-level disinfection
1. These are items that come in contact with intact skin but not mucous membranes.  Intact skin acts as effective barrier to most microorganisms and therefore the sterility of items coming in contact with intact skin is not critical.

g. Sterilization processes
i. Heat sterilization
1. Requirement to achieve successful sterilization

	MATERIALS FOR AUTOCLAVING
	PARAMETERS
	RANGE
	DELIVERED

	Wrapped instruments, textiles, porous load
	1.  Sterilizing temp.

2.  Sterilizing time

3.  Post vacuum time

4.  Postpuls steam

5.  Postpuls air
	134 0C

3 – 7 minutes

0 – 90 minutes

0 – 90 minutes

0 – 90 minutes
	134 0C

4 minutes

5 minutes

0 minute

0 minute

	Heat sensitive material, rubber, plastic, porous load
	1.  Sterilizing temp.

2.  Sterilizing time

3.  Post vacuum time

4.  Postpuls steam

5.  Postpuls air
	121 0C

16 – 20 minutes

0 – 90 minutes

0 – 90 minutes

0 – 90 minutes
	121 0C

16 minutes

5 minutes

0 minute

0 minute

	Rapid process for single, open instrument
	1.  Sterilizing temp.

2.  Sterilizing time

3.  Post vacuum time
	134 0C

3 – 90 minutes

0 – 90 minutes
	134 0C

4 minutes

3 minutes

	Bowie/Dick
	1.  Sterilizing temp.

2.  Sterilizing time

3.  Post vacuum time
	134 – 121 0C

0 – 15 minutes

0 – 90 minutes
	134 0C

1 minutes

3 minutes

	Liquids in open or vented containers
	1.  Sterilizing temp.

2.  Sterilizing time
	134 – 105 0C

3 – 90 minutes
	121 0C

20 minutes

	Automatic leak test
	1.  Post vacuum time

2.  Stabilizing time

3.  Test time
	5 – 90 minutes

10 – 90 minutes

10 minutes
	5 minutes

10 minutes

10 minutes


ii. STERRAD
1. Requirement to achieve successful sterilization
a. Materials that can be sterilized by STERRAD® 50 Sterilizer

	Aluminum
	Polycarbonate

	Brass
	Polyethylene

	Delrin
	Polymethyl methacrrylate (PMMA)

	Ethyl vinyl acetate (EVA)
	Polypropylene

	Glass
	Polystyrene

	Kraton
	Polyurethane

	Latex
	Polyvinyl Chloride (PVC)

	Neoprene
	Silicone

	Nylon
	Stainless still

	Monel
	Teflon


All medical devices should be processed in accordance with the medical device manufacturer’s recommendation. Always check the medical device manufacturer’s instructions before loading any device into the STERRAD 50 Sterilizer

h. Items Not Recommended:
i. Any item that is not completely dry.
ii. Items or materials that absorb liquids
iii. Items made of materials that contain cellulose, such as: cotton, paper or cardboard, linens, hack towels, gauze sponges, or any item containing wood pulp.
iv. Paper instrument count sheets or date tags.
v. Single-use items for which the manufacturer does not recommend destabilization.
vi. Implants for which the manufacturer has not specifically recommended sterilization in the STERRAD® 50 Sterilizer
vii. Instruments and devices that cannot withstand a vacuum and are labeled for gravity steam sterilization methods
viii. Items whose design permits the surfaces to collapse onto each other unless some method is used to keep the surfaces separated.
ix. Devices with internal parts, such as sealed bearings, that cannot be immersed may present difficulties in cleaning and should not be processed in the STERRAD 5o Sterilizer.  

i. Guidelines for Wrapping and Packaging

i. Use only STERRAD Instrument Tray and STERRAD Accessories in the sterilization chamber. STERRAD trays are specially designed to allow diffusion of hydrogen peroxide and the plasma around all items in the load.
ii. Bottoms of trays should only be padded with polypropylene sterilization wrap. Do not use linen materials.
iii. Do not use foam pads in instrument trays; they may absorb hydrogen peroxide.
iv. Remove all items that may contain cellulose from the trays
v. Use only polypropylene sterilization wrap and Tyvek pouches. Do not use paper pouches or sterilization wraps containing wood pulp or cotton.
vi. Place STERRAD Chemical Indicator Strips inside the tray and peel pouches.

j. Monitoring sterilization process

i. Physical monitoring – observe and record the parameters  of sterilizer functioning such as time, temperature, pressure or gas concentration;
ii. Chemical monitoring – color or physical-change indicators that detect exposure to sterilizing agents or conditions;
1. Assures that product is not mistaken for that which has been sterilized
2. Ensures proper packing and sterilizer load configurations
3. Ensures the proper functioning of the processing equipment.

iii. Biologic monitoring – spore testing, the most important check on sterilizer function.


1. For steam sterilizer, biological indicator (BI) should be placed at the front on the bottom and near the door in a routinely loaded sterilizer;
2. For EO sterilizer, BI should be in the center of the load or see manufacturers’ recommendation.
3. If a sterilizer underwent preventive maintenance or repair, challenge the unit to confirm proper operation.  The unit should be operated until two consecutive runs return negative BI results before the unit is returned fully to service. 

k. Storage
i. The storage area should be adjacent to sterilizing area, preferably in a separate enclosed, limited access and well ventilated area to provide protection against dust, moisture, and temperature and humidity extremes.
ii. The area should be free of insect or vermin that seek the warmth of reprocessed packages for habitat.
iii. Sterile materials should be stored at least 8 to 10 inches from the floor, at least 18 inches from the ceiling and at least 2 inches from outside walls.
iv. Items should be positioned so that packaging is not crushed, bent, compressed or punctured.
v. Avoid placing sterile supplies on the floor or near window sills.
vi. All sterilized package within the facility should be labeled with load control number that indicates the sterilizer used, cycle or load number, the date of sterilization, and an expiry date.  Expiry date for woven linen pouch is one (1) week and fifty (50) weeks for polypropylene peel pouches.
vii. Stock sterile packages on a first in first out stock piling according to process dates to avoid unnecessary reprocessing. 

l. Distribution of sterile goods

i. Packs transported to operating rooms and other areas within the healthcare facility should be provided with an additional outer dust-protection cover that can be removed before the pack is taken into the clean zone.  This is also applied either to individual packages or to the total cart.  Transport vehicle should be exclusive for use.

m. Maintenance of sterilizer

i. Preventive maintenance of all sterilizing equipment should be every 3 months using the manufacturer’s service manual as reference.
ii. Sterilizers should be cleaned daily or as per manufacturer’s recommendation to prevent accumulation of residue that may transfer on the packaging during sterilization process.
iii. The time-temperature charting devices and temperature-pressure gauges should be calibrated after any repair and at least every 6 months or at the interval recommended by the sterilizer manufacturer.

n. Environmental Control
i. SINKS - should be decontaminated with sodium hypochlorite every shift after scrubbing with soap and water. 
1. There should be separate sink for washing dirty items.
2. There should be another sink for the clean or previously soaked items.
ii. FLOORS - mopping and sweeping of floors should be done before operation and or as necesary. There should be a separate mop and broom for exclusive use in the area.
iii. WALLS - clean at once when grossly soiled by scrubbing with soap and water. Once a month scrubbing with soap and water followed by Na hypochlorite disinfectant.

o. Handwashing
(Please refer to Hand Hygiene Guidelines)

· DIALYSIS UNIT

· MISSION:
The Mandaluyong City Medical Center Hemodialysis Unit is committed to serving the constituents of Mandaluyong City who are afflicted with acute or chronic kidney failure in need of hemodialysis therapy.

· VISION:
To deliver good quality hemodialysis to patients requiring the procedure at the most affordable price.

· JOB DESCRIPTION (HEMODIALYSIS HEAD NURSE)

I. PATIENT CARE
a. Monitor and promotes intensive and specialized care to all hemodialysis patients.

b. Implements effectively the standards of patient care and nursing records.

c. Provides opportunity for the staff to develop skills in clinical assessment of hemodialysis patient.

d. Maintains a systematic and complete record of patient progress.

e. Suggest for modification of procedure for efficient and effective care.

f. Establishes and maintains good IPR to patients, family and staff

g. Plans implements and evaluate nursing care.

h. Implements infection and control policies and procedures

II. UNIT MANAGEMENT

a. Implements effectively standards of nursing unit.

b. Directs, coordinates and supervises the activities of the medical paramedical team members.

c. Maintains safe and comfortable unit environment.

d. Maintains adequate distribution and maximum utilization of manpower at all times.

e. Initiate and implements cost containment strategies and hospital infection control measures.

f. Interprets and executes hospital and nursing service policies and procedures.

g. Prepares and submits reports as required.

h. Implements short and long term goal for the unit and evaluate periodically.

III. STAFF DEVELOPMENT:
a. Plans and prepares programs in coordination with the clinical instructor utilizes all opportunities to enrich the clinical experience on the staff.

b. Provide opportunities to develop skills, capabilities and potential of staff.

c. Provide evaluation feedback to staff on both acceptable, unacceptable performance.

d. Supports and cooperates in any research studies conducted to improve nursing care management.

e. Act as resource speaker for in-house program.

f. Responsible for self and staff professional development.

g. Participates in projects undertaken by the consultants regarding the patients transplantation.

IV. EDUCATION AND TRAINING:
i. Plans and implements the matrix system for the staff development.

j. Facilitate 60% staff attendance to update and seminars

k. Attends, conducts unit management conferences/seminars

l. Assists in the evaluation of the staff performance and necessary counseling.

· JOB DESCRIPTION (HEMODIALYSIS NURSE):
I. Identifies and determines the priority of the patients problems and needs through continuous observation and thorough nursing assessment (head to toe).
II. Renders comprehensive nursing care to hemodialysis patient utilizing the nursing process (assessment, planning, implementation and evaluation), in accordance with established priorities toward preventive therapeutic rehabilitative aspects of therapy.
III. Assist the patients family and significant others to cope with crisis, allowing utilization of other health care services.
IV. Assist in the provision of adequate and maintenance of functioning equipment.
V. Operate hemodialysis machine and other equipment in the unit.
VI. Collaborates with all members of the health team and maintains harmonious relationship with team including patients and family.
VII. Assist in the orientation of new nursing personnel.
VIII. Acts as charge nurse of the unit in the absence of the head nurse. (See charge nurse responsibilities).
IX. Participates in on-going educational activities to improve the clinical competency and ability to interact with patients, family and members of the health team.
X. Responsible for the self and professional development.
XI. Renders 24 hour on-call for one week on rotation basis.

· JOB DESCRIPTION (HEMODIALYSIS TECHNICIAN III)

I. PATIENT CARE
a. Assists the nurse in starting and terminating the hemodialysis procedure.

b. Performs blood extraction

c. Assists the nurse in the insertion of AV Fistula needle.

II. EQUIPMENT / MACHINE MAINTENANCE:
a. Prepares the hemodialysis machine.

b. Primes the dialyzer and blood lines of patients before the procedure.

c. Monitors the hemodialysis machines while patient is in dialysis.

d. Rinse and disinfects the dialyzer and blood lines after dialysis.

e. Reports to the Machine Technician all troubles concerning the machines.

III. UNIT MANAGEMENT:
a. Prepares Med. Technicians and patients schedule, annual budget and supplies for the section.

b. Supervises the maintenance of all equipments in the unit.

c. Collaborates with all members of the health team and maintains harmonious relationship with team including patients and family.

· JOB DESCRIPTION (HEMODIALYSIS TECHNICIAN) 
I. PATIENT CARE

a. Bring patient to and from the unit

b. Assist the nurse in starting and terminating the dialysis procedure

c. Assist the nurse in rendering patient care

II. EQUIPMENT/MACHINE MAINTENANCE

a. Prepares the hemodialysis machine

b. Primes the dialyzer and bloodlines of patients before the procedure.

c. Monitors the hemodialysis machines while patient is on dialysis.

d. Rinse and disinfects the dialyzer and bloodlines after dialysis.

e. Disinfects machines with chlorox after dialysis.

f. Reports to the head nurse all troubles concerning the machines.

g. Maintains the cleanliness of dialysis machines at all times.

h. Ensure all safeguards machines against contact with corrosive agents.

III. UNIT MANAGEMENT:
a. Maintains cleanliness of unit including beds, side tables, sinks, refrigerator.

b. Assist the nurse in the maintenance of a safe and quiet environment conducive to the patients welfare.

IV. MESSENGERIAL:
a. Brings soiled linens and replacements to and from the linen section.

b. Brings request and speciment’s to the laboratory, x-ray or other departments.

c. Brings charge slips to CSR, pharmacy and biling

V. VITAL SIGN MONITORING:
Keeping continuous observation of patient status during the procedure and recording his physiological sate by:

a. Frequent checking of patients blood pressure

b. Monitors patients temperature

c. Checks symptoms and causes of hypertension, hypotension, nausea, vomiting, chills and other related reaction.

d. Relaying the immediate complication and dialysis reaction to their respective nephrologist.

VI. MACHINE PROGRAMMING OPERATION AND SET-UP

a. Determine correctly the ultrafiltration program amount of fluid desired number of hours per dialysis, amount of heparin, solution, type of dialyzer, bath rate, blood flow and kind of hemodialysis machine.

b. Responsible for set-up and connection of bloodlines and maintenance of dialysis machine.

VII. PERFORMING LABORATORY WORK

a. Correct procedure of blood extraction of different laboratory test to each patient occasionally.

VIII. DIETARY AND HEALTH PLAN

a. Discusses/orient the patient about their diet and health care in relation to doctor’s order.

IX. MAINTENANCE OF WATER SUPPLY

a. Daily monitoring of water supply to reverse osmosis machine and the required amount of water supplied to 10 dialysis machines.

X. ON CALL DUTIES

a. Renders on-call duties for emergency hemodialysis specifically on Intensive care units at least two times per week.

XI. TRAINING AND ORIENTATION:
a. Conducts effective lecture, training and orient volunteers and trainee about hemodialysis procedure and other related subject.

b. Orient patient all about dialysis treatment who will be a candidate for hemodialysis.

XII. STAFF DEVELOPMENT

a. Updating of knowledge and application of hemodialysis currently introduced in the field of medicine by attending different lectures, seminars and convention.

· STANDARD OPERATING PROCEDURES:

I. ADMISSION PROTOCOL

a. CHRONIC REGULAR HEMODIALYSIS PROGRAM
i. Attending physician should be an active member of the medical staff of Mandaluyong City Medical Center and should be a Nephrologist.
ii. Patient will be given regular hemodialysis schedule only when there is vacancy on the first come, first serve basis.
iii. Should be evaluated by the Nephrologist before hemodialysis.
iv. Should have a written order and diagnosis from the attending Nephrologist.

b. EMERGENCY HEMODIALYSIS (patient not in the regular schedule, or patient needing hemodialysis outside his/her scheduled time).

i. Should be initially evaluated by the ER Internal Medicine Resident whose findings should be communicated to the attending Nephrologist.
ii. During night, weekends or holidays, Emergency Room IM Resident will decide together with the/attending Nephrologist the need for hemodialysis.
iii. Priority schedule of hemodialysis will be given according to the severity of the emergency.
iv. A 30% surcharge will be impose on the regular hemodialysis fee (?)

c. Unscheduled Hemodialysis (patients without regular hemodialysis schedule, or regular hemodialysis patients outside the regular schedule, done during office hours will be charge: Regular dialysis fee +20% surcharge.
II. LATE AND ABSENCES
a. Patient on regular hemodialysis who come later than 8:30 AM (for morning schedule) and 12:30 PM (for afternoon schedule) for the day. The Unit Head Nurse reserves the right to give that schedule to other patients needing hemodialysis (pls. refer to admission protocol # 3).
b. The dialyzers and machines intended for the patients who are scheduled for the day shall be prepared 30 minutes before a patient arrives in the unit to reduce the waiting time. In the event the patient is absent without prior notice / arrangement with the Head Nurse, the patient shall charged the expenses incurred in the preparation of the dialyzer and machine. Absences on 2 or more consecutive schedule without prior notice or arrangement shall be a reason for removal from the regular hemodialysis schedule. Patients will be started on hemodialysis at 8:00 – 8:30 AM to 12:00 – 12:30 PM for the morning and afternoon sessions respectively. Patients who arrive after 8:30 in the morning and 12:30 in the afternoon will have a corresponding reduction on their hemodialysis time. (Pls refer to admission protocol #3).

III. LATE AND ABSENCES
a. Secure charge slip from the assigned staff and payment should be done at the cashier prior to the procedure.

IV. To minimize the transmission of infectious disease, only one watcher per patient is allowed to enter the unit while the procedure is going on. Other relatives and visitors should stay in the assigned waiting area.
V. Eating inside the Hemodialysis Unit is not allowed.
VI. Children are not allowed inside the Hemodialysis Unit.
VII. Out-patient hemodialysis patients should present their official receipt to the assigned staff before leaving the unit.
VIII. Screening of all Patients for Hepatitis
IX. All Hepatitis B negative patients should be given at the outset of dialysis a complete Hepatitis B Vaccine for their protection. Patients who are HbsAg’(+) and Anti HCV (+) should have their own dedicated machines as well as non-B and non-C patients.

· CENTRAL SUPPLY STERILE SECTION

Responsible for the maintenance of all hospital supplies needed, requisitioning of supplies, storing, preparing packs, dressing trays, cleaning, sterilization of all packs and instruments ready for ward use.
· Objectives
I. To maintain adequate clean and usable linen for each unit.
II. To gather soiled linen of the hospital with utmost care, to prevent contaminations of disease. No clean linen will be issued without returning the soiled linen.
III. To observe aseptic technique in handling infectious linen’s using laundry gloves and soaking the linen by adding disinfectant solutions.
IV. To maintain an inventory of all linens.
V. To provide efficient service to all wards of the hospital

· JOB DESCRIPTION
Under the direct supervision of the Chief Nurse of the Assistant Chief Nurse for Management – Operation Services. 
I. Checks stocks level and availability of supplies. For supplies below 50% stock level the CSS head prepares the requisition.
II. Signs requisition slip and forward it to the Supply Office.
III. Recommends approval of Requisition Issue Voucher for signature of Assistant Chief Nurse and forwards it to the Office of the Hospital Director for signing.
IV. Receives supplies and signs the R.I.V.
V. Enters item requested and withdrawn in the stock card or logbook
VI. Files borrower’s slip for the report preparations
VII. Informs units, end-users concerned that sterilized articles are ready for use.
VIII. Checks prepare articles and supplies and clears of said items being borrowed.
IX. Accomplish properly and submits promptly the Daily Time Record to Nursing Officer for Approval.
X. Participates in socio-cultural and city activities.
XI. Attends, participates, seminars, conventions conducted by the Nursing Service and affiliated association

· ORIENTATION PROGRAM
I. Orientation Program is designed to introduce new nursing personnel to their functions and their relationship with other personnel in order to feel more confident and effective in their hospital responsibilities.
II. A new personnel is oriented to the philosophy, objectives functions of the unit and to the members of the staff he/she will work with.
III. The personnel of the unit are encouraged to attend conference to improve their job performance through observations and reading books and magazines.
IV. To stress the importance of good human relations and communicable towards co-personnel.
V. To help employees become aware of cost, use and conservation of supplies and equipment.
VI. Tour of different section of the hospital as well as orientation to unit set-up where she will be assigned.

XI. POLICIES AND GUIDELINES
· GUIDELINES ON EMERGENCY ROOM 

1. OBJECTIVE(S):

a. To provide immediate and competent medical care to all who seek treatment at the Emergency Room.

b. To properly identify and prioritize patients upon entry at the Emergency Room.

i. To prevent the transmission of specific communicable diseases to other patients and personnel within the Emergency Room

ii. To minimize unnecessary foot traffic that would impede the mobility of staff in rendering good patient care.

iii. To efficiently use the Emergency Room’s resources and space.

iv. To facilitate patient flow in the department.

2. POLICIES AND PROCEDURES

a. GENERAL
i. The Emergency Room shall be available 24 hours a day.

ii. All patients shall be seen, examined and treated by a physician on duty. Final disposition shall be determined by the attending physician.

iii. Patients shall be triaged upon entry at the Emergency Room according to the severity of their illness or injury and not on a “first come, first served” basis. Hence, the critically ill and injured shall be given priority. The EMERGENCY ROOM POLICIES AND PROCEDURES on triage will be enforced.

iv. Patients shall be decked to the appropriate service based on age and presenting problem. All patients below the age 17 yrs and 365 days shall be attended to by Pediatrics; pediatric patient with surgical problems shall be co-managed by Pediatrics and Surgery.

v. All OB-Gyne cases shall be evaluated by the OB Resident on-duty at the OBIE Room. However, should the problem be life-threatening or unrelated to the patient’s pregnancy treatment, shall be initiated at the Emergency Room where the OB Resident shall see the patient.

vi. All patients shall be properly documented. The personal information sheet should be filled up by the patient or a responsible relative while the chart shall be scrupulously accomplished by the physician on duty or his designate.

vii. The use of Personal Protective Equipment (PPE) and universal infection precautions shall be practiced at all times.

viii. The Emergency Room Policy and Procedures for Infection Control shall be strictly implemented.

ix. Waste shall be segregated and disposed of according to the hospital’s zero waste management plan.

x. All data of patients will be completed. All diagnostic test results incorporated in the chart prior to admission to room shall bear the signature of the Resident-on-Duty.

xi. Only one companion shall be allowed per patient in order to contain traffic within the Emergency Room and minimize the spread of infection.

xii. Therapeutic Interventions

1. All therapeutic interventions must have corresponding Doctor’s Orders.

2. All invasive interventions must always be with a completely filled-up consent form.

3. Emergency Room Nurse shall assist the Attending Medical Doctor (AMD).

xiii. Active Participation during CODE 88

xiv. Under situations of cardiac and respiratory arrest, all medical and nursing staff assigned in the Emergency Room shall participate in the resuscitation of patients regardless of service.
b. TRIAGE (EMERGENCY ROOM OFFICER)
i. Policy

1. All patients shall be registered upon entry at the Emergency Room using the Emergency Room Log Boom.

2. All patients shall be prioritized according to the severity of their illness or injury. The 3-Tier Triage System shall be used.


PRIORITY LEVEL 

TRIAGE CODE


Priority 1


Emergent


Priority 2


Urgent


Priority 3


Non-urgent

3.  All patients who may require isolation shall be screened based on the guidelines set forth by the Infection Control Committee.

4. All patients shall be screened by a Nurse and an ER Clerk upon arrival at the Emergency Room using Triage section of the Nursing assessment form.

5. An Emergency Room Officer shall triage each patient and determine the priority of care based on the physical, developmental, psychosocial needs and patient flow through the emergency care department.

6. A rapid systematic collection of data relevant to each patient’s chief complaint, age, cognitive level and social situation shall be conducted to obtain sufficient information to determine patient acuity and any immediate physical or psychological needs.

7. Information gathered in the assessment phase shall be analyzed to determine the severity of the physical, psychological and developmental needs using a three-tiered priority system.

8. Patients assigned a priority one (1) shall immediately be placed in an appropriate treatment area.

9. All patients shall be assessed by the Emergency Room Officer/Resident/Nurse regularly every 30 minutes or as the frequency of which shall depend on the acuity of the case.

10. The admission staff shall complete registration for all patients in the admitting section.

ii. Procedure

1. Patients will be screened by a Registered Nurse upon arrival at the Emergency Room. The Registered Nurse will assess airway, breathing, circulation and chief complaint. The patient will be assigned a triage acuity level.

2. Patients will be interviewed and will have an age specific triage assessment performed by an Emergency Room Officer based on patient acuity.

3. The assessment nurse will process data, validate acuity, and initiate appropriate measures:
a. determine need for and perform first-aid measures
b. communicate need of registration to registration staff

4. Direct the patient to the appropriate treatment areas:

a. Emergent – patients with life-threatening illness or injury.

b. Urgent – patients with a medical problem that can be temporized for a few minutes or hours without it being detrimental to their status.

c. Non-urgent – patients whose complaint do not require immediate care and can be disposed of as outpatients with minimal management

d. Pediatric Area – for patients below the age of 17 and 365 days.
e. Trauma Area – for victims of trauma

f. Isolation – for patients who may be suffering from a communicable disease specified by the Infection Control Committee.

iii. GUIDELINES TO THE ASSIGNMENT OF TRIAGE ACUITIES

1. GUIDELINES TO THE ASSIGNMENT OF TRIAGE ACUITIES FOR ADULTS

PRIORITY 1: The most EMERGENT of conditions. The patient could experience loss of life or function if immediate intervention is not instituted.

Examples of conditions assigned to the Priority 1 rating include:

a. Cardiopulmonary arrest

b. Unresponsiveness

c. Trauma as per Trauma Team Criteria

d. Burns as per Burn Team Criteria

e. Chest Pain as Per Chest Pain Rapid Response Team Criteria

f. Stroke as per Stroke Team Criteria

g. Severe respiratory distress which might

i. Airway obstruction, partial or complete

ii. Absent or unequal breath sounds

iii. Cyanosis, pallor diaphoresis

iv. Respiratory rate > 30, SaO2 < 90%

1. Shock states as evidence by

a. Restlessness or altered mental status

b. Diaphoresis

c. Pallor

d. Hypotension and usually, tachycardia

v. Significant electrical shock injury

vi. Irregular heart rate with palpable Tachycardia > 150 or bradycardia < 50

vii. Diastolic blood pressure > 120 or

viii. Symptomatic systolic blood pressure < 90

ix. Acute eye injuries or conditions

1. Chemical exposure

2. Suspected penetrating foreign body

3. Acute vision loss

4. Sudden onset pain

x. Reported near drowning or immersion injury

xi. Decompression sickness (the bends)

xii. Symptomatic hypoglycemia and/or glucose < 50

xiii. Symptomatic hyperglycemia and/or glucose greater than 500 with altered mental status

xiv. Signs of anaphylaxis

xv. Uncontrolled bleeding

xvi. Occupational exposure to blood borne pathogen meeting criteria for prophylaxis

xvii. Active gastrointestinal bleeding, with orthostasis, pallor, or abnormal vital signs

xviii. New onset neuro-vascular impairment or active seizure

xix. New onset change in level of consciousness (alertness and cognition)

xx. Severe acute onset headache, possibly accompanied by fever or neuro status changes.

xxi. Suicidal or homicidal ideations

xxii. Ingestion of toxins less than 24 hours

xxiii. Snake with evidence or envenomation (discoloration/swelling)

xxiv. Contagious infection not contained by isolation mask causing public health risk (i.e. SARS, chicken pox, measles, etc.)

1. Patients who are severely immunusupressed

2. Patients with acute radiation contamination

xxv. Pose public health risk due to acute radiation contamination

xxvi. Require cervical spine immobilization (such as any fall, motor vehicle accident or other circumstance)

xxvii. Sexual assault with 96 hours

xxviii. Priapsim or acute painful testicular swelling

xxix. Pregnancy meeting the following Labor & Delivery Transfer Criteria:

1. At least 16 weeks gestation with vaginal bleeding

2. At least 20 weeks gestation with symptoms of imminent delivery

3. At least 20 weeks gestation with conditions which threaten viability

4. Any of the symptoms of toxemia (swelling, headache, hypertension, seizure)

5. Fractures or discoloration of femur, hip or pelvis

6. Heat related complaints with

a. Temperature > 39°C

b. Cramping of extremities

c. Loss of consciousness

d. Inability to sweat

e. Delirium

xxx. Hypothermia < 34°C

PRIORITY 2: URGENT – The patient has an acute condition requiring urgent evaluation.

Examples of conditions assigned to the Priority 2 rating include:

xxxi. Abdominal pain complaints that do not meet Priority 1 criteria will be assigned as Priority 2 with the following exceptions: Exceptions may include minor and specific complaints not likely to precipitate or deteriorate into other more serious conditions. For example, the following presentation may be triaged as Priority 3: 

1. Chronis abdominal pain > 72 hours duration with no acute exacerbation, no distention or significant tenderness, no dehydration, lethargy or weakness and no vital sign abnormalities.

xxxii. Laceration and wounds complaints that do not meet Priority 1 criteria will be assigned as Priority 2 with the following exceptions which shall be tagged as Priority 3:

1. Small, superficial wound not requiring suturing (not gaping) or

2. Minor wound requiring minor suturing with bleeding under control

3. Simple wound beyond 12 hours post injury.

xxxiii. Persons > 64 years of age who do not meet Priority 1 criteria will be assigned as Priority of 2 with the following exceptions: Exceptions may include minor and specific complaints that may not lead to serious conditions. For example the following complaints may be triaged as a Priority3:

1. Medication refill requests without other complaints

2. Request for immunization or referral

3. Minor extremity injuries without evidence of swelling/deformity

4. Painless mass

5. Dermatitis

6. Ingrown toenail

7. Sinus/ENT complaints with temperature below 97°C 

xxxiv. Pregnancy-related conditions (vaginal bleeding, pelvic pain, passing of tissue)

xxxv. Eye complaints such as non-penetrating foreign bodies, peiorbital cellulites

xxxvi. Respiratory complaints with adequate air exchange

xxxvii. Injuries less than 72 hours with suspected dislocations or fractures

xxxviii. Allergic reactions <24 hours without airway involvement

xxxix. Symptomatic hypoglycemia and/or glucose 50 to 100 (patient cooperative/oriented)

xl. Excessive thirst, dehydration, elevated FSBG .500 and cooperative / oriented (possible diabetic katoacidosis)

xli. Dehydration with orthostasis

xlii. Elevated blood pressure: diastolic 110 to 120 and systolic > 200, or any elevated blood pressure associated with headache and neuro changes

xliii. Acute epistaxis

xliv. Febrile illness with neck stiffness, pain

PRIORITY 3: NON-URGENT – The patient has a non-urgent condition requiring evaluation, but is not at risk for deterioration and can tolerate a wait of several hours.

Examples of conditions assigned to the Priority 3 rating include:

xlv. Simple rash or dermatitis

xlvi. Allergic reactions without respiratory distress or rapid progression of symptoms

xlvii. Ingrown toenail

xlviii. Pinworms or other infestation / muscle pain or spasm without acute neuro vascular / motor changes

xlix. Allergic rhinitis, simple upper respiratory infection

l. Headache > 24 hours with no neuro changes

li. Minor eye complaints without vision impairment 

lii. Localized tissue infection

liii. Simple wounds beyond 12 hours of injury

liv. Dysuria / Temperature < 38.5°C

lv. Medications refill

lvi. Work excuse

lvii. Penile or STD exposure

lviii. Vaginal discharge or STD exposure not pregnant

lix. Toothache / TMJ

lx. Minor localized injuries / sunburn

lxi. Painless masses or swelling / Suture Staple removal

lxii. Seizures > 24 hours

lxiii. Requiring pregnancy test

lxiv. Injuries > 72 hours with suspected dislocations or fractures

lxv. Asymptomatic hypertension, diastolic < 100

lxvi. Nausea, vomiting, or diarrhea without abdominal pain, fever and orthostasis

lxvii. Simple sprains

lxviii. Simple ear, eye or throat infections

lxix. Referred for detoxication and has no acute ingestion or psychiatric symptoms
iv. GUIDELINES TO ASSIGNMENT OF TRIAGE ACUITIES FOR PEDIATRICS

PRIORITY 1: The most EMERGENT of conditions. The patient could experience loss of life or function if immediate intervention is not instituted.

i. Cardiopulmonary arrest

ii. Unresponsiveness, including extreme lethargy or decreased mental status

iii. Trauma as per Trauma Team Criteria

iv. Falls in any child less than or equal to 2 years old

v. Large or complex lacerations

vi. Acute trauma to the limb with impaired neurovascular status, acute pain or obvious deformity

vii. Burns as per Burn Team Criteria

viii. Shock states as evidenced by

1. Restlessness or altered mental status
2. Diaphoresis

3. Pallor, poor color

4. Hypertension and usually, tachycardia

ix. Moderate to severe respiratory distress, which might include:

1. Airway obstruction, partial or complete

2. Refraction

3. Absent or unequal breath sounds

4. Cyanosis, pallor, diaphoresis

5. Tachypnea, SaO2 <95%

x. History of apnea in the past 24 hours

xi. Foreign body with respiratory distress

xii. Signs of anaphylaxis, including acute epistaxis

xiii. Electrical shock injury

xiv. History of near drowning or immersion injury

xv. Ingestion of any toxins

xvi. Painful sickle cell crisis

xvii. History of diabetes with symptoms of diabetic ketoacidosis

xviii. Requirement for isolation

xix. Snake or other bite with evidence discoloration / swelling signifying possible envenomation

xx. Tissue infection with erythema, red streaking, localized cellulites, or wound infection

xxi. Neonatal jaundice

xxii. Seizure activity in progress or history of seizure in the past 2 hours

xxiii. Severe acute onset headache less than or equal to 4 days ago, vision changes, vomiting or neuro status changes

xxiv. Acute eye injuries or conditions:

1. Chemical exposure

2. Suspected penetrating foreign body

3. Acute vision loss

4. Sudden onset pain

xxv. Fever related complaints with

1. Temp > 40°C in any child

2. Temp > 38°C in child less than or equal to 2 months of age

3. Temp > 38°C in child with immunocompromised status (cancer, HIV, sickle cell, post-transplant, or severe heart disease)

4. Fever with hypotension or signs of shock, neck stiffness or pain

5. Fever in a child who clinically looks ill. 

xxvi. Hypothermia <34°C

xxvii. Gastrointestinal complaints with:

1. Moderate to severe dehydration, including lethargy, decreased mental status, hypotension, poor color, and dry mucous membranes

2. Acute urinary retention, trauma to scrotum or testicular swelling 

xxviii. Psychiatric complaints with

1. Psychiatric history, including homicidal or suicidal ideation

2. History of sexual or physical abuse

PRIORITY 2: URGENT – Patient has an acute condition requiring urgent evaluation.

xxix. Ear pain with drainage

xxx. History of swelling or redness of the eye

xxxi. Toothache with erythema or swelling of face

xxxii. Rash less than or equal to 4 days

xxxiii. Insect stings less than 2 hours with no obvious anaphylactic reaction

xxxiv. Acute epistaxis with no obvious rapid bleeding

xxxv. Elevated blood pressure for age

xxxvi. Chest pain less than or equal to 4 days

xxxvii. Trauma that does not require trauma team activation

1. Trauma to the limb greater than 24 hours

2. All other lacerations not extremely large or complex

3. Head injury without LOC in child greater than 2 years old

4. History of trauma to extremity less than 24 hours

5. Foreign body in orifice

xxxviii. Respiratory complaints with 

1. History of asthma exacerbation, mild or no symptoms of respiratory distress

2. Croup or bronchitis with mild symptoms or respiratory distress

3. History of respiratory symptoms, mild symptoms of respiratory distress

xxxix. Neurological complaints with

1. Moderate to severe headache with onset less than or equal to 4 days ago, with no vision changes, vomiting

2. Neck stiffness or neurological changes

3. Syncope / dizziness less than 4 days 

xl. Gastrointestinal complaints with

1. Acute abdominal pail less than or equal to 4 days

2. History of gastrointestinal bleed less than or equal to 4 days

3. History of blood in vomit, sputum, urine, stool

4. Vomiting, diarrhea with symptoms of mild dehydration (decreased urine output)

xli. Fever related complaints with

1. Fever of 38°C to 40°C in child greater than 2 months of age

xlii. Psychiatric complaints with

1. No homicidal / suicidal ideation 

PRIORITY 3: NON-URGENT – The patient has a non-urgent condition requiring evaluation, but is not a risk for deterioration and can tolerate a wait of several hours.

xliii. Almost any complaint that has been present for greater than four days with no acute exacerbation

xliv. Ear pain without drainage

xlv. Toothache without erythema or swelling of the face

xlvi. Upper respiratory infection symptoms, sore throat or mouth ulcers

xlvii. Chest pain greater than 4 days

xlviii. Rash greater than 4 days

xlix. Pinworms or lice

l. Small impaled objects (splinters, marine objects)

li. Ingrown toenail

lii. Medication refill requests

liii. Gastrointestinal complaints with

1. Vomiting / diarrhea with no symptoms of dehydration

2. Abdominal pain for greater than 4 days

3. Constipation 

liv. Fever related complaints with history of fever less than or equal to 4 days with no documented fever on exam in the Emergency Room

c. DISPOSITION OF PATIENT

i. Admissions

1. The Emergency Room shall coordinate closely with the Admitting Section regarding room accommodation.

2. The Admitting Clerk shall inform the Emergency Room and the patient or relative of the status of room.

3. Private patients shall be admitted under the service of their attending physician regardless of the nature of the complaint.

4. Charity or service patients may be admitted through the Emergency Room Prior to admission, it shall be the responsibility of the Resident-On-Duty (ROD) to explain the diagnostic and treatment plans.

5. Admitting Process:

a. Inform patient / companion of the need for admission.

b. Fill-up admitting slip and ask companion to proceed to admitting section

c. If patient has no companion, admitting clerk is instructed by senior nurse to proceed to the Admitting Section for processing of admission.

d. Transport patients to wards/room via wheelchair or stretcher depending on the case of the patient.

ii. Handling of Emergency Room Patients (When Room / Bed Is Not Available)

1. GENERAL POLICY:
a. COVERAGE:
This policy shall apply to patients at the Emergency Room requiring confinement but cannot as yet be accommodated due to unavailability of rooms.
i. If no room is available, the patient may wait at the Emergency Room until such time as a bed is ready but this shall not exceed 24 hours.
ii. Alternatively, the patient is given the option to transfer to another hospital.
2. SPECIFIC POLICIES:

a. The nurse-on-duty fills up the admitting slip and asks companion to proceed to the Admitting Section. If the patient has no companion, an admitting clerk is instructed by Senior Nurse to proceed to the Admitting Section for assigning a room to the patient for admission.

b. Admitting Clerk shall advice the Emergency Room of the soonest possible time of room/bed availability.

iii. Disposition of Patients

1. A patient may remain in the Emergency Room for a maximum of two (2) hours while undergoing observation. During this time, he/she will be assessed regularly as needed.

2. After this 2 hour period a decision regarding his/her disposition must be made. This may be either:

a. Admission

b. Discharge

c. Transfer to another facility

d. Expired

iv. Medico-Legal Cases

1. The following shall be considered as medico-legal cases:

a. Rape

b. Gunshot wounds

c. Stabbing incidents

d. Vehicular accidents

e. Mauling

f. Poisoning, suicide, hanging, homicide and the like

g. Drug use and abuse

h. Death on Arrival (DOA)

i. Work-related trauma

j. School-related trauma 

k. Domestic violence

2. Medico-legal certificates may be released only by the Medical Records Section upon the advice and consent of the Attending Physician. Temporary Medico-legal certificates shall be issued at the Emergency Room.

3. Diagnostic test results and films may not be released unless the attending doctor provides a written authorization to that effect.

4. The Security Guard on-duty shall be notified by the Emergency Room staff nurse of all Medico-legal cases which he shall log and report to the local police.

5. In an unconscious and unidentified patient is brought in by bystanders, good Samaritans or police/government officers, the Emergency Room Officer, Nursing Shift Supervisor, and Security Guard on duty and, if necessary, the NBI must be notified.

v. Transfers

1. Transfer to another hospital

a. Patients may be transferred to another hospital upon their request or that of the responsible relative provided that the patient is stable enough for transport or said transfer will not cause deleterious effects to the patient. Unstable patients may be transferred if the institution to which he will be taken is capable of providing a higher level of care not available at Mandaluyong City Medical Center.

b. The Emergency Room may recommend transfer to another hospital due to the following reasons:

i. The medical center is not capable or equipped to treat or manage the case of the patient concerned. These cases include but are not limited to the following:

1. Psychiatric cases

2. Infectious cases enumerated by the hospital’s infection control committee.

3. Unavailability of specific diagnostic or therapeutic procedures needed for the management of the patient’s case.

4. Unavailability of specific unit needed for the specific case of the patient (e.g. ICU)

ii. Patients for transfer must be properly endorsed to and accepted by the receiving hospital’s physician and Admitting Section prior to effecting the transfer.

iii. The clinical abstract, all diagnostic test results and plates except in medico-legal case and the transfer slip shall be prepared and ready for turnover upon the release of the patient.

iv. Details of the transfer, including the name of the receiving hospital, shall be duly recorded in the Emergency Room logbook.

v. Ambulance  Conduction

1. The Emergency Room staff shall inform the patient or the relatives that an ambulance service is necessary for transfer to another center.

2. Transfer from another hospitals

a. Resident on-duty receives a telephone endorsement from the doctor of the other hospital or the attending physician. Only the resident on-duty / Attending Medical Doctor (AMD) shall be allowed to accept the transfer of the patient depending on room availability and condition of the patient.

b. Patient needs and complaints are immediately addressed.

c. Initial treatment and orders should be immediately carried out as ordered by the respective resident on duty.

d. Nurse on duty should process the admission of the patient.

3. Discharging Patients

a. Out Patients

i. Patients who not require admission shall be sent home from the Emergency Room

ii. Patients discharges from the Emergency Room shall be issued:

1. Written discharge instructions

2. Prescriptions properly filled out according to the Generics Law that has been properly explained to the patient in a language that he orders.

3. All prescriptions issued shall be written as stipulated by the Generics Law and signed by the resident physician or Emergency Room Officer.

4. Regulated drugs used at the Emergency Room must have an accompanying prescription on yellow pad or in triplicate, as the case may be, and signed by the Attending physician with an updated narcotics license (S2).

iii. Outpatients awaiting results of diagnostic procedures or tests done may opt to come back for the results but must sign a statement on the chart indicating this.

b. Discharge Against Medical Advice (DAMA)

i. Patient who have been advised admission but refuse to do so, despite adequate explanation of the risks of leaving the hospital in his condition, must sign the waiver for admission.

ii. All contraptions such as IV lines, O2, etc. shall be removed prior to leaving the Emergency Room

c. Deaths

i. All attempts shall be exhausted to identify deceased

ii. Any ante-mortem statements made by the patient shall be documented and attested to by witnesses.

iii. A Chaplain may be requested to give the Last Rites should the relatives so desire.

iv. Issuance of Death Certificate

1. Death-on-Arrival (DOA) patients or those who expire within 24 hours of entry into the hospital shall be issued a death certificate with an “UNDERTERMINED” cause of death.

2. If the deceased was under the care of a physician accredited by this institution that is willing to attest to the cause of death and the circumstances pertaining to the death, that physician may sign the death certificate.

v. After postmortem care is rendered, the patient shall be taken to the hospital morgue where he will be released to the custody of the immediate family.

vi. The body shall be released to the authorized Funeral Parlor only if the deceased has no relative and all efforts have been exhausted to trace and notify them.

vii. Patients who expire from possible medico-legal causes shall only be released to an NBI accredited morgue. The hospital shall keep an updated list of said morgues at the Emergency Room.

d. Post-mortem Care

i. The deceased is treated as sacred

ii. The deceased shall be immediately cleaned, prepared and transferred to the morgue.

iii. Relatives or companion shall be informed of hospital policy and procedure to be followed with regards to the deceased.

d. Consents and Waivers

i. All patients shall sign a general consent to treatment from upon entry at the Emergency Room. Where minors (17 and 365 days old) are involved, the parents or closest responsible adult relative shall sign on their behalf.

ii. Before the procedure, patients who need to undergo a minor surgical procedure at the Emergency Room shall be explained its benefits and risks, then signs the consent form himself/herself. If unable to do so, the responsible representative may sign in his/her behalf.

iii. Waivers must be signed by the patient or his responsible representative if:

1. The patient requires admission but refuses discharge against medical advice.

2. The patient requires admission but opt to transfer to another hospital

3. The patient refuses to undergo a diagnostic procedure.

4. The patient refuses medication or treatment.

3. ADMINISTRATIVE PROCEDURES

a. Emergency Department Charges

i. Fees for medicines supplies and diagnostic tests.

ii. Patients who are unable to settle their charges prior to discharge shall be referred to the Social Welfare Office / Administrative Office and Director’s Office.

b. Handling of Personal Belongings of Patients

i. For unconscious and / or severely ill or injured patients who are unaccompanied, the Hospital Guard shall take custody of the personal belongings of the patient.

ii. These shall be removed and itemized in triplicate in the presence of the Security Guard and an Emergency Room Nurse, bagged, sealed and stored.

iii. These personal belongings may be released to an authorized claimant who must countercheck and sign receipt for these items – one copy to the relative, one for Security and one copy to be attached to the patient’s chart.

c. Proper Documentation (Recording)

i. All patients seen and treated shall be documented in the Emergency Room Patient logbook.

ii. All clinical data and treatment procedures shall be documented in the Emergency Room Physician’s Assessment / Treatment Record and Logbook.

iii. All patients shall accomplish a Patient Information Sheet and sign the authorization.

iv. A treatment record shall be fully accomplished by the Resident on Duty on the duration of the patients stay in the Emergency Room. Order will be countersigned by the attending nurse.

v. All treatment records must be signed by the Resident, and Intern or Clerk.

vi. Emergency Department shall maintain a Philhealth accredited logbook of all patients encountered.

d. Shifting Endorsements

i. All important events, complaints for repairs and the likes shall be endorsed and logged at the logbook every shift.

e. Operation and Maintenance of Medical Equipments

i. All equipment must be checked for cleanliness and functioning by the incoming shift

ii. Equipment that needs charging must be fully charged at all times.

iii. Regular maintenance shall be performed by the Maintenance staff.

f. Orientation of New Staff

i. All new staff will be oriented with regards to Emergency Room policies, procedures, protocols and training programs as well as the hospital policies by the head nurse.

ii. Proper placement and location of equipment be known by the new staff.

iii. A senior staff will be in charge of the orientation of the new staff.

g. Students in the area

i. A maximum of six (6) students per school per shift (maximum of 2 affiliated schools) are allowed to go on duty.

ii. Affiliating Guidelines as agreed upon with the Training Office.

h. Conduction of Monthly Meetings

i.  A monthly meeting shall be held with the Emergency Room staff to discuss policies, memo, and important issues or as needed.

i. Requisition of Stocks from the Warehouse

i. The Head of the ER Clerk is the only one allowed to make request from the Administrative Office / Director’s Office.

ii. Requested items are delivered by the Central Supply Section every Fridays and/or as needed. 

· GUIDELINES ON HOSPITAL PUBLIC RELATIONS 

The most common and prevalent complaint against hospital is the actuation of some of the staff members public relationship with clients, their companions and visitors which often borders to haughtiness and arrogance.
· Here are the following guidelines on Public Relations:
I. Clients are always in an anxious and fearful psychological frame of mind and they should be treated with gentleness and compassion. Likewise their relatives or companions share a similar perception and must be dealt with understanding and kindness.
II. The primary cause of misunderstanding are spoken words. Great care must be practical on what to say and how to say these words. The words said may not be to the hearer’s liking but if expressed in the most  refined manner, they become acceptable.
III. The principal goal of the hospital is serving which means concern for those who seek relief of their sufferings.
IV. It must be remembered that the majority of the hospital clientele belongs to the lower income groups and often times, lack the means to support their treatment, the hospital will share whatever resources it can afford to indigent clients.
V. The most effective support remedy for the sick and the injured is a smile and little gesture of affection. Try them for they do not cost anything.

· POLICIES ON CLIENT’S COMPLAINTS
I. All clients’ complaints are entertained
II. Minor on the spot complaints may be settled right away by any available hospital official (at the level of Chief Resident, Senior House Officer, Department Head or Section Chief).
III. If unsettled, complaints are elevated immediately to the level of the Top Hospital Management Officers (Chief of Clinics, Administrative Officer, Deputy Director for Professional Services / Administrative Services or Medical Director).
IV. Written Complaints are submitted to the office of the Medical Director
V. A copy of the complaint is forwarded to other Top Hospital Management Officers who may be delegated by the Medical Director to investigate.
VI. The attention of the Department Head/Section Chief and the employee being complained shall be called immediately.
VII. At a specified time (usually within 48 hours), a written response to the complaint is submitted to the Office of the Medical Director.
VIII. A meeting with the complainant and those involved in the complaint is normally set at the office of the Medical Director or to designated officer.
IX. All efforts are being done settle the problem at the level of the Medical Director.
X. If complainant is not satisfied, he/she may elevate the complaint to the City Government of Mandaluyong (either Personnel Office or any Office of the Mayor) for further action.
XI. If the hospital staff complained to is found to be negligent, the hospital staff shall be given due disciplinary action.
XII. If warranted or if incident needs to be reported to the Office of the Mayor, a written copy may be submitted by the office of the Medical Director.
XIII. If complaint is directly forwarded to the Office of the Medical Director by the Office of the Mayor, a formal investigation shall be conducted and submit back the report as soon as possible and coordinate with Personnel Office for whatever sanction, if needed.
· GUIDELINES IN THE MANAGEMENT OF CLIENT’S RECORD
· CHART ENTRIES
I. Write or print legibly all entries.
II. Sign above the full name, followed by the position title of the person doing the recording.
III. Erasure by any means or any of the items already recorded is not permitted. In case of error, draw a single horizontal line over the error and affix initials.
· COMPLETION AND HANDLING OF CHART OF DISCHARGED CLIENTS
I. To check the proliferation and inconvenience of incomplete medical records (including chart without final diagnosis) the following guidelines will be strictly enforced.
II. Are nurses should list all discharges with corresponding name of attending MD/ RIN.
III. Nurses will classify and segregate and take note/ log complete from incomplete charts.
IV. Medical Records (when collecting) should receive only charts that are properly filled.
V. Charge nurses should return to the attending MD all incomplete charts and observe receiving copy procedures.
VI. The list name/ name of NOD completing discharged charts should be relayed to the medical records for future accounting.
VII. Accountability of personnel will be observed in handling incomplete charts and shall be noted corresponding administrative action in case of loss or tampering of entries.
VIII. Clients medical records are public document, any complaints/ problem pertaining and arising from such shall be subjected to administrative proceedings.

IX. CHART HANDLING
i. GENERAL GUIDELINES
1. NO CHART shall be HAND CARRIED by client. Only the following are authorized to bring the chart form one area to another.
a. Doctor
b. Nurse
c. Nursing Aide
d. Admitting Clerk
e. Records Section Clerk
2. Complete discharges Charts must be received by the Records Section within three (3) days after discharged.
3. DOCTORS MUST NOT GET DISCHARGED CHARTS FROM THE NURSE STATION. If badly needed, the discharged chart will be collected by the Medical Record Clerk. The Doctor may then borrow the chart from the Records Section.
4. ALL CHARTS MUST BE BORROWED FIRM AT THE RECORD SECTION – properly signed out and countersigned by the Record Section Clerk, including the date and time. All borrowed charts must be returned by the borrower to the Records Section, properly accepted and checked by the Record Section Clerk.
X. CHART RESPONSIBILITIES
a. DOCTORS:
i. Must complete the following:
1. Front page – (Admission and Discharge Record)
2. Date and time of discharge
3. Number of days of stay
4. Attending Physician/s
5. Admitting Diagnosis
6. Final Diagnosis (DO NOT WRITE “THE SAME”)
7. Signature over printed name and date
ii. History form – all admissions must have complete history and admitting diagnosis. History form may differ from one Department to another.
iii. Post operative cases – complete the following:
1. Operation Record (to be completed by the Surgeon)
2. Technique of Operation (to be completed by the Surgeon)
3. Anesthesia Records (to be completed by the Anesthesiologist)
4. Discharge Summary/ Abstract – different Department may have specific forms. 
*Don’t forget your signature over printed name. Complete all information

b. NURSES:
i. Must review the chart’s completeness and request the doctors to complete lacking information needed form them. 
ii. Log all complete discharged charts at the DISCHARGE LOGBOOK in the station.
c. ADMITTING SECTION:
i. Admitting Clerk will proceed daily to the Medical Record Section to record patient discharged information at the general logbook.
· GUIDELINES REGARDING CADAVER HANDLING
I. The nurse and utility personnel should institute proper cadaver care after death (mortality) is pronounced/ confirmed by the attending physician. Disposition and release must be coordinated with Administrative Office and the Senior House Officer. 

II. Death certificate is issued only to mortality occurring on or beyond 24 hours from admission.
III. In the presence of immediate relatives, arrangement for funeral service/s shall be at their discretion.
IV. Cadavers should be properly disposed within and not beyond 6 hours from death. In case if there are no immediate relative/ caretakers/ claimant, decision for the disposition should be coursed through the Office of the Hospital Director, Administrative Office (during office hours) and SHO (after office hours). These are the only authorities to decide which funeral establishment/s will be entrusted to safe keep cadavers.
V. Cadavers unsettled and are near to 6 hours of stay shall be reported immediately to administrative office/ SHO for proper facilitation.
VI. Only funerals accredited by the hospital, City Health Office, MCMC, NBI, and PNP are allowed handling unclaimed cadavers for safe keeping.
VII. No hospital personnel shall transact or accept any form of ”incentives” or favors from any funeral establishments.
VIII. Cadavers are to be released only to relatives or in case of contested claims. To parties duly authorized by a valid special court order.
IX. All cadavers for release shall be
a. 1st logged-out at respective nurses areas record book and official cadaver release forms signed by relative, nurse on duty and SHO prior to issuance by nurse of gate pass.
b. 2nd logged-out at the POS station after cadaver release form is presented with proper clearance. The ward nurse, attending physician, senior house officer on duty shall have signed the form. Upon release, the POS should secure the signature of the claiming parties in their logbook; relative or duly authorized party and funeral establishment’s representatives.
c. All cadavers release forms submitted to the SHO after office hours shall be attached to the SHO 24 hours report for submission to administrative office the following day.
d. All cadaver release forms submitted to Administrative Office shall be verified before it is forwarded to the Medical Records Section. These forms are attached to the deceased client’s record.
X. All cadavers shall be released passing thru the back stairs on its way to the hearse. Cadavers MUST NOT pass thru the elevator or main stairs area. Failure of the funeral parlor to comply with this directive shall automatically result in cancellation of its accreditation with the hospital.

· GUIDELINES IN THE USE OF KARDEX
I. Kardex Format. Using 5 x 6 index card. Please observe proper filling of the 2 parts as indicated. (See Annex E)
II. Proper entries should be observed as indicated in the above format.
III. Kardex should be regularly updated such that at the end of the shift, all orders/ disposition of clients management ca be reviewed and endorsed to the incoming duty to facilitate continuity of care
IV. Kardex should be disposed upon discharge of client or at least previous entries should be deleted.

· GUIDELINE FOR THERAPEUTIC MANAGEMENT
I. All orders for care and treatment of client must be written and signed by the doctors.
II. Only in urgent cases when a doctor due to constraints while needing to immediately address a client’s problem, may be allowed to give verbal order’s (whether directly or over the telephone) on nurse-on-duty. However, such should be officially entered in the chart and signed by the ordering physician, ASAP. The nurse-on-duty should write verbatim the doctor’s order and should witness and confirmed by another nursing staff or third party personnel. The NOD shall be then indicate after the order the doctor’s name and manifest her signature beside the doctor’s legibly written doctor’s name.
III. Termination and discontinuation of order should follow the same as number 2.
· GUIDELINES ON REQUISITION AND MAINTENANCE OF WARD (SUPPLIES, EQUIPMENT AND FACILITIES)
I. Requisition should be done weekly or as needed.
II. Issuance and release of supplies are subject to its availability.
III. Emergency purchases and items needed ASAP or on emergency basis should be coursed to the Administrative Office (during office hours) or to the Senior House Officer (after office hours).
IV. Acknowledgement of the received supplies should be done within 24 hours (excluding weekends) at the office of the Hospital Director by signing in the copy of requisition submitted to the office.
· GUIDELINES ON DISCHARGE PROCEDURE
I. Carry out carefully all doctors’ order regarding discharge of client, especially home medications, follow-up check ups, etc.
II.  Chart should pass the Phil-health and finance section for billing.
III. Exit pass must be issued by the ward nurse after proper clearance and payment of hospital bill has been made.    
IV. Appointment slip for OPD follow-up must be checked by the nurse.
V. If discharged is against medical advise, the nurse should inform the resident in charge or resident on duty of client, relative intention so that the resident physician can tell the consequences of the matter and should ask clients’ relative to sign the DAMA (Discharge Against Medical Advise) form before leaving the hospital.
VI. Inspect completeness of chart and enter into the discharge log-book.
VII. All clients for discharge must be accompanied by a relative or guardian of legal age. In case of no relative or companion, the social service will assist.
VIII. Nurses should also make his/ her discharge notes or remarks, describing the condition of the client upon discharge and the time the client left.
IX. Discard all medication cards, Kardex and remove the name of the client form the station’s directory of clients.
X. All discharged charts will be collected by Medical Records Clerk.
· GUIDELINES ON REFERRALS TO OTHER HOSPITALS
I. Referrals to other hospitals are done if the illness of the client needs special or highly special institution.
II. Referrals for special procedures like EEG, CT-scan, ECG and 2D echo are done by coordination of a resident to other hospitals. 
III. Inform the client or relative/s about the special procedure such as preparation prior to procedure (and sometimes the amount of the special procedure). Proper signing of consent should be secured.
IV. Referrals to other department within the institution. The resident must accomplish a referral form and communicate the other department. Doctor to Doctor referral system. The nurse just has to follow up the referral if not yet done.
V. Referrals for assistance. A resident physician must assess if client is for assistance by the social service. The attending physician must accomplish a clinical abstract. The nurse has to follow up the referral to the social service assistance.
· GUIDELINES ON TRANSFER PER REQUEST TO OTHER HOSPITALS
I. Guardians who will request transfer to other hospitals by choice are allowed to be transferred provided that arrangements have been made to the other institution by the relatives and coordinated and confirmed by the PROD to the other hospitals.
II. All transferred clients are then conducted by the ambulance either or not to the hospital of choice accompanied a pediatric resident and/or otherwise requested.
III. The pediatric Resident then makes a clinical abstract. This will contain relevant information from the time client was admitted up to discharge for the transfer to the other hospital.
IV. Guardians’ signs the request for transfer then     settle the account to the finance section after which the nurse –on- duty gives them a gate pass.
V. A trip ticket will then be secured from the POS and to be signed by the Senior House Officer for that day.

· GUIDELINES ON WASTE MANAGEMENT:
I. Proper waste disposal to be strictly observed implemented and followed.
a. Black plastic bag covered waste can for non-infectious dry wastes:

i. Tin cans 

ii. Empty boxes

iii. Wrapper

iv. Styropor

v. Plastic containers

vi. Newspapers

b. Green plastic bag covered waste can  for non-infectious wet wastes:

i. Fruits/vegetables peelings/skins

ii.  Left –over foods.

c. Yellow plastic bag covered waste for infectious dry/wet wastes

i. Used diapers,bandages,cotton balls

ii. Blood soaked gauze,blood stained damaged cloth

iii. Used gloves,towels and laboratory coats

iv. IV tubings,filters and containers

v. Used blood bags

vi. Excess urine,feces wastes

vii. Placental wastes

d. Red waste  can for collection of sharps

i. Needles

ii. Syringes

iii. Scalpels blades

· GUIDELINES ON PERTAINING TO NEEDLE AND SYRINGE PRECAUTIONS AND TO LABELING OF SPECIMEN:
I. Disposable needles and syringes
a. Should be used for clients on blood precautions they must not be reused.

II. Used needles

a. Must be planned in a prominently labeled in pervious pemeture resistant container designated specifically for this purpose.

III. Needles

a. Should not be purposely but, because accidental needle premature may occur.

IV. Container

a. Should be double-bagged before being incimemated and should be treated as a contaminated waste.

V. Used Syringes

a. Should be placed in the same similar impervious container.

VI. Reusable needle and Syringes


a. Should be avoided if possible. When used they should be rinsed thoroughly in cold water after use. The needle and syringe should be wrapped using the double-bag technique and returned to central service for decontamination and sterilization.

VII. Specimen collected from clients under blood precaution

a. Should be prominently labeled with the client’s diagnosis so that the unit, transport and laboratory personnel can take necessary precautions while handling and processing specimen.

XII. EDUCATION – TRAINING SERVICES


In service Education has the responsibility to provide planned educational experience. On the job setting all level of nursing personnel in order to develop the potential of each to the end that they may provide safe, responsive and therapeutically effective nursing care. It is an effective means of keeping personnel informed about modern trends and conception medicine and nursing service, nursing education and city needs:


The emphasis of the programs include the following (depending on the qualification level of the nursing personnel):

1) Orientation

2) Skill training

3) Leadership and management

4) Continuing education

I. OBJECTIVES:

a. To orient new nursing personnel to the organization and policies of the hospital, thereby minimizing confusion mistakes and learning by trial and error method.

i. Providing necessary information

ii. Promote acceptance of new employee

iii. Foster the feeling of belonging

iv. Provide assistance in solving problem

v. To provide means of knowing new employee’s aptitude skills, personality and professional need.

b. To provide opportunities for effective group relationship

c. To provide incentive and stimulation for the exercise and free expression of initiative and constructive criticism for contribution of new ideas and method.

d. To assist personnel in becoming more effective participant in the nursing care management.

e. To provide nursing employee with the opportunity to advance in accordance with their ambitions.

II. DEFINITION:

In Service Education Program as a systematized job-related program planned by both the hospital and Nursing Service Staff and designed to help the nursing personnel develop and increase his potential for occupational competency.

III. COMPONENTS OF IN-SERVICE EDUCATION PROGRAM:

a. Orientation – helps the nursing personnel to adjust his/her new environment – purpose of the hospital, its belief about client care, the plan of organization and channels of communication, operational policies, and duties through planned instruction.

b. Skill Planning – helps train the nursing personnel in both the manual and behavioural skills associated with their job. It helps then abreast of changing methods and new techniques involves in client care.

c. Continuing Education – helps the nursing personnel to keep up to date with the new concept of care. It provides her with opportunities to increase her knowledge and understanding. It develops her ability to work effectively with others and to analyze problems resulting to increase competence.

d. Leadership and Management Development – helps nursing personnel develop leadership and management abilities in order that he/she may be equipped for growing responsibilities and/or a new position. This is based on the assumption that by nursing personnel is a potential leader in her own right.

XIII. TRAINING, EDUCATION MANAGEMENT SERVICE

· Scope of Related Learning Experiences of Nursing Students.

The Nursing students shall provide total Nursing care management to clients at various stages across life span, utilizing the health process to provide care that is individualized, holistic, effective and efficient. The RLE shall provide the opportunity for nursing students to acquire the necessary skills knowledge and attitudes in the nursing care management of clients in the promotive, presentive, curative and rehabilitative aspects of care under the supervision of a qualified clinical faculty.

· Objectives:

· Assures implementation of a care plan for each client that is based on systemic assessment and designed to achieve the health care goals mutually formulated by the nurse student affiliate and the client.

· Provides a means for evaluating nursing care of clients/clients in relation to structure, process outcomes and recipients satisfaction.

· Implement a program of staff development that provides orientation, in service and continuing education for each member of the nursing department based on assessment of learning needs for performance expectations.

· Provide opportunity for students learning facilities both achievement of academic Objectives and enhancement of nursing practice (RLE)

· Initiate, support and collaborate research, seminars workshops projects that will add to the theoretical base of nursing practice.

· Initiate and reinforce a system of documentation that will satisfy legal, professional and external requirement.

· Initiate and support programs, designed to meet specific educational and preventive health care needs of the city.

· Provide for career advancement based upon systemic performance appraisal and ongoing opportunities for in service, continuing education and local chapter and national nurses association updates.

· Promotes and support the inter relationship of practice, training, education and research.

· Orientation Program:
· The Orientation Program is designed to introduce new nursing personnel to their functions and their relationship with other personnel so that they feel more confident and effective in their hospital experience.

· The General Orientation acquaints the new personnel with relation to policies, procedures, communications, memorandums, etc…and put then into meaningful experience.

· The Area Orientation is designed to help the new personnel assume his / her role in her / his clinical area to gain confidence thereby developing ability to the fullest through a series a planned experience.

· General Objectives:
· To instill to the new staff or employees, the instruction and guidelines they need in order to begin their experience with a measure of confidence and reasonable expectation of meaningful experiences.

· To aid nursing personnel in becoming acquainted with the total organization plan of the hospital, personnel, the physical facilities and in particular with the set-up of the department in which they are affiliated.

· To introduce procedures and regulations giving medical and nursing routine used in the hospital especially nursing measures in each clinical areas.

· To stress the implication and utilization of good human relations and communication to client and co-personnel.

· To help employees become aware of cost use and conservation of supplies and equipment.

· To acquaint nurses of emergency measures in the ward and be able to use available resources.

· Orientation Checklist For New Nurses:

· Personnel / SOP of area

Chief Nurse, Assistant Chief Nurse, Supervisors, Senior Nurses, Head Nurse, Nurses, Aides, Utility worker.

· Physical Set-up

· Location of supplies and equipment use:

a. Aftercare of supplies

b. Borrower’s slip

· Hospital Forms

· Admitting policies in all department

· Care of clients in the Ward

a. AM / PM care

b. Charting procedures

· Assisting in procedures such as:

a. Thoracostomy

b. Thoracentesis

c. Paracentesis

d. Lumbar tap

e. Bone Marrow Biopsy

f. Cut Down

g. Intubation

h. Gastroscopy preparation

i. Central Venousa Pressure – (CVP)

· Orientation to the different doctors in each area

· Consultation Procedures

a. Referral System

b. C.P. Clearance

c. Consultant Rounds

· Emergency Cases

a. Whom to call

b. What measures to do

c. Vital signs

d. What to prepare

· Review of Emergency Procedures

a. Cardio-pulmonary Resuscitation

b. Oxygen Administration

c. Intravenous Insertion (IV Therapy Certificate)

d. Gastric lavage

e. Catherization

f. Suctioning of Commatose Clients
g. Ambu bagging

h. CVP Reading

i. Mechanical Ventilator

j. Nebulization

· The above checklist will be accomplished and supervised within the period of two (2) weeks.

· The next two weeks, orientee will handle 3 – 5 clients during the first week. Second week orientee will handle one area.

· Their first two weeks will be in the AM shift under the supervision of the Senior Nurse / Charge Nurse. The remaining two weeks of their one month. They will be oriented to the different shifts under the care of the Charge Nurse or Senior Nurse on duty.

XIV. THE NURSING SERVICE ADMINISTRATION

· The Chief Nurse basically performs 4 major management functions:

· Planning

· Organizing

· Directing

· Controlling

i. 8 MAJOR RESPONSIBILITIES OF THE NURSING SERVICE DEPARTMENT
1. Plan the administration of nursing service and supervise nursing programs for total client care.
2. Human resource planning.
3. Formulate and maintain policies, procedures and standards.
4. Maintain an equitable staffing pattern.
5. Provide the objective and accurate evaluation of nursing records for clinical, research and administrative use.
6. Conducts and participates in researches
7. Provide, distribute, maintain and care for nursing supplies and equipment
8. Maintain good relationship with other services
a. Nursing is a vital service in any health care facility
b. In the hospital, nurses provide non-stop direct and indirect care irrespective of holidays and emergencies.
c. Nursing has an obligation to society, which has accorded it with recognition and respect. Nurses are not only accountable to their profession and institution, but to society as a whole.
· STAFFING

One of the most important function of a manager is staffing. The staffing function includes all activities involved in supplying and adequate of the right types or workers to each nursing unit in every shift of each day of the year. Staffing is a complex function.

· STAFFING CONSISTS OF THE FOLLOWING:

· Identifying the type and amount of nursing care to be given.

· Determine which categories of nursing personnel should be used to deliver needed care.

· Predicting the number of each category of personnel that will be needed to deliver care.

· Recruiting personnel to fill available positions.

· Selecting and appointing personnel in/from available applicants.

· Arranging available nursing personnel in desired configuration, by unit and shift.

· Assigning responsibilities for client care.

· PURPOSE:

· To provide each nursing unit with an appropriate number of each category of worker to perform the nursing tasks required to give care and comfort.

· Uniform staffing program will also prevent excessive transfer of employees from division or unit to another.

· OBJECTIVES:

· To provide an all registered nurse staff in all intensive care units, operating rooms, labor rooms and delivery units and emergency services.

· To provide sufficient staff to permit a 1:1 nurse client ratio in every critical unit on each shift.

· To provide sufficient nursing staff in general wards – medical, surgical, obstetrics and pediatricj units to permit a nurse-client ration on the day and afternoon shifts and nite shifts too.

· To provide or involve the nursing director, all divisional nursing directors, managers and one representatives from each supervisory nursing groups in constructing of the overall staffing program for the institution.

· To design an overall staffing plan that specifies how many nursing personnel of each classification are to be assigned to each nursing unit for each shift. And how vacation and holiday time is to be scheduled for all nursing staff members in each time.

· To hold the head nurse of each unit responsible for translating the master staffing plan to sequential eight week time schedules for personnel assigned to her.

· To post time schedule for all personnel at least eight weeks in advance to enable employees to plan their personnel commitments.

· To empower the head nurse to adjust work schedules for her own personnel so as to remedy staff deficiencies and excess that may result from census fluctuations or illness of staff members.

· To inform each nursing staff member that he/she may request that her/his vacation or holiday time be scheduled on specific dates and that within the limits of clients care needs and contract stipulation, efforts will be made to honor such request.

· To reward employees for long-term service in the institution by granting specific time request on the basis of seniority when there is competition among employees for specific dates.
XV. ETHICO-MORAL ASPECTS:

· NURSING ETHICS: Is concerned with the principles of right conduct as they apply to the nursing profession.
· CODE OF NURSING ETHCS: deals with the fourfold responsibility of nurses; nursing responsibility; the scope of services rendered by the nurses; their responsibilities to the people, to their practice to society, to their co-workers, and to the profession.

1. CODE OF ETHICS FOR NURSES:

a. GUIDELINES:

i. NURSES AND PEOPLE: Values, customs and spiritual beliefs held by individuals are to be respected:

1. Nurses must consider the individuality and totality of their clients when administering care.

2. Nurses must respect the spiritual beliefs and practices of their clients regarding diet and treatment.

3. They must not be instruments in the violation of individual rights.

4. Nurses hold in strict confidence personal information acquired in the process of giving nursing care. They use discriminative judgment in sharing this information.

5. Nurses must hold in confidence personal matters committed to their care.

6. They must take into consideration the culture and values of clients in providing nursing care but in the event of conflicts’ welfare must take precedence.

ii. NURSES AND PRACTICE: Nurses are accountable for their own nursing practice. They are responsible for their personal and professional growth and development.

1. The definition and scope of nursing practice is that which is within the provision of the Philippine Nursing Act of 2002.

2. Nurses must know their responsibilities in the practice of their profession. They must adhere to the highest standards of nursing practice.

3. Nurse must know their responsibilities in the practice of their profession. They must adhere to the highest standards of nursing practice.

4. Nurse must adequate and develop the necessary competence (knowledge, skills and attitudes) to effectively render proper nursing services through formal, non-formal, structured and unstructured learning situations.

5. Continuing education aims for the achievement of competence of the individual nurse in terms of knowledge, attitude and skills.

6. Nurse administrations are responsible for providing favourable environment for the growth and development of nurses in their charge.

7. Accreditation for professional programs shall be undertaken by the PRC.

8. Nurses shall be answerable for culpable (deserving blame) negligence, malpractice, and wrongful acts or omission in the performance of their duties (refer to the Phil. Nursing Act of 2002).

9. Accountability for nursing practice considers the adeptness of the nurse in diagnosis and treatment of human responses as evidenced by the client’s ability to cope with the following:

a. Activities of daily living;

b. Development / maturational and adaptive functions;

c. Stresses (environmental, psychological and physiological)

iii. NURSES AND CO-WORKERS: Nurses maintain collaborative working relationships with their co-workers and other members of the health team. They recognize their capabilities and limitations, and those of their co-workers in accepting of when delegating responsibilities to the team members:

1. Nurses must establish their professional roles/identity while working with other members of the health team.

2. Conformity with group activities such as those of a health team shall be based on acceptable, ethico-legal standards.

3. Nurses contribute to the professional growth and development of other members of the health team.

4. Active participation in organizations within the hospital and outside the hospital is encouraged.

5. Nurses should not act in any manner prejudicial to other professions.

6. Nurses should honor and safeguard the reputation and dignity of the members of nursing and other professions. They shall refrain from making unfair and unwarranted comments or criticisms on their competence, conduct and procedure or do anything that will bring discredit to a colleague and to any member of the other professions.

7. Nurses shall respect the right of their co-workers

iv. NURSES AND SOCIETY: Nurses are contributing members of the society. They assume responsibilities inherent in being members and citizens of the community / society in which they live/work:

1. They must be conscious of their obligations as citizens and as such be involved in community concerns.

2. Being equipped with knowledge of health resources within the community, they take active roles in primary health care such as health information dissemination, referral and rendering of actual care.

3. Nurses must actively participate in programs that answer the problems of society.

4. Nurses must lead their lives in conformity with the principles of right conduct and proper decorum.

5. Nurses recognize the need for change and initiate, participate in and support activities to meet the health and social needs of the people.

6. Nurses must be aware of the issues in the community and must have their stand.

7. Nurses must project an image that will uplift the nursing profession.

8. Nurses must be actively involved in socio-civic organization of the community.

v. NURSES AND THE PROFESSION: Nurses are expected to be members of professional organizations of nurses. Inherent in this is the responsibility to support and uphold their constitutions and by-laws:

1. Nurses are enjoined to be members of the Philippine Nurses Association and avail of the prevailing continuing education unit privilege.

2. Heads of nursing groups / organizations shall be responsible for the membership of their constituents in the PNA.

b. SANCTIONS:

A nurse who is found, after due process, to have violated any provision of this Code of Ethics, shall be guilty of unprofessional and unethical conduct and shall suffer the sanction of censure or reprimand, suspension or revocation of his/her certificate of registration.

c. RESPONSIBILITIES OF THE NURSE TO THE CLIENT:

The primary responsibility of the nurse to the client is to give him/her the kind of care his/her condition needs regardless of his/her race, creed, color, nationality or status. In so doing, the client’s care shall be based on needs, the physician’s orders and the ailment; and shall involve the client and/or his/her family so that he/she or any of the family can participate in his/her care.

i. Nurses are advised to become familiar with the client’s Bill of Rights and observe its provisions.

ii. The client and his/her family are entitled to know information or facts within the limits determined by the physician. If the client insists on knowing what his/her diagnosis is, the nurse may only repeat what the doctor wishes to disclose.

iii. Any information gathered by the nurse during the course of caring for the client shall always be treated confidential. This duty extends even after the client’s death. Confidential information may be revealed only when:

iv. The client himself/herself permits such revelation as in the case of claim for hospitalization, insurance benefits, among others;

v. The case is Medico-legal such as attempted suicide, gunshot wounds which have to be reported to the local police or NBI or other Law enforcers.

vi. The client is ill of communicable disease and public safety may be jeopardized

vii. Given to the members of health team if information is relevant to his or her care.

viii. Because nurses are given compensation for their services, they should not accept tips or expensive gifts that may induce them to give more care to favoured clients and neglect those who cannot give. It is advocated that they treat clients in a manner that will show concern whether the client is rich or poor.

ix. When a nurse is engaged by a client or any agency, he/she shall complete said service on the length of time stipulated in the contract. He/she may not leave a client or any agency without proper permission or resignation or without relief. A nurse can be sued for breach of contract or abandonment of duty if he/she did.

x. Confidential information is only revealed as provided for by law in Article IV, Section 4 (1) of the New Constitution, which states that: “The privacy of communication and correspondence shall be inviolable except upon lawful order of the court or when public safety and order require otherwise.”
d. CLIENT’S RESPONSIBILITIES:

i. Providing information

ii. Complying with instructions

iii. Informing the physician of refusal to treatment

iv. Paying hospital charges

v. Following hospital rules and regulations

vi. Showing respect and consideration

e. CLIENT’S BILL OF RIGHTS:

i. The right to considerate and respectful cares

ii. The client has the right to obtain from his physician complete current information concerning his diagnosis, treatment and prognosis in terms he can be reasonable expected to understand. When it is not medically advisable to give such information to the client, the information should be made available to an appropriate person in his behalf. He has the right to know by name the physician responsible for coordinating his care.

iii. The client has the right to receive from his physician information necessary to give informed consent prior to the start of any procedure and/or treatment. Except in emergencies such information for informed consent should include but not necessarily be limited to, the specific procedures and/or treatment, the medically significant risks involved and the probable duration of incapacitation. Where medically significant alternative for care or treatment exist or when the client requests information concerning medical alternatives, the client has the right to know the name of the person responsible for the procedures and/or treatment.

iv. The client has the right to refuse treatment to the extent permitted by law and to be informed of the medical consequences of his action.

v. The client has the right of every consideration of his privacy concerning his own medical care program. Case discussion, consultation, examination and treatment are confidential and should be treated discreetly. Those not directly involved in his care must have the permission of the client to be present.

vi. The client has the right to expect that all communications and records pertaining to his case should be treated as confidential.

vii. The client has the right to expect that within its capacity, a hospital must make reasonable response to the request of a client for services. The hospital must provide evaluation, service and/or referrals as indicated by the urgency of the case. When medically permissible, a client may be transferred to another facility only after he has received complete information and explanation concerning the needs for and alternative to such transfer. The institution to which the client is to be transferred must first have accepted the client for transfer.

viii. The client has the right to obtain information as to any relationship of his hospital to other health care and educational institutions in so far as his care is concerned. The client has the right to obtain information as to the existence of any professional relationships among individuals, by name, which is treating him.

ix. The client has the right to be advised if the hospital proposes to engage in or perform human experimentation affecting his care or treatment. The client has the right to participate in such project.

x. The client has the right to expect reasonable continuity of care. He has the right to know in advance what appointment times and physicians are available and where. The client has the right to expect that the hospital will provide a mechanism whereby he is informed by his physician or a delegate of the physician of the client’s continuing health care requirements following discharge.

xi. The client has the right to examine and receive an explanation of his bills regardless of source of payment.

xii. The client has the right to know what hospital rules and regulations apply to his conduct as a client.

f. NURSES BILL OF RIGHTS:

i. Nurse have the right to practice in a manner that fulfils their obligations to society and to those who receive nursing care.

ii. Nurses have the right to practice in environments that allow them to act in accordance with professional standards and legally authorized scopes of practice.

iii. Nurses have the right to a work that supports and facilitates ethical practice, in accordance with the Code of Ethics for nurses and its interpretive statements.

iv. Nurses have the right to freely and openly advocate for themselves and their clients, without fear of retribution.

v. Nurses have the right to fair compensation for their work, consistent with their knowledge, experience and professional responsibilities.

vi. Nurses have the right to a work environment that is safe for themselves and their clients.

vii. Nurses have the right to negotiate the conditions of their employment, either as individuals or collectively, in all practice settings.

viii. Nurses have the right not to be abused in any form by physicians, pharmacist, administrators or nursing director. Any abuse that occurs should be dealt with in a professional and impartial manner by the nurse’s employer.

ix. Nurses have the right not to be exploited and abused by being floated to areas of practice that they are not familiar.

x. Nurses have the right to refuse any assignment that they feel is unsafe.

g. RESPONSIBILITIES OF THE NURSE TO THE PHYSICIAN:

i. Provide nursing care through the utilization of the nursing process. Nursing care includes, but not limited to, traditional and innovative approaches, therapeutic use of self, executing health care techniques and procedures, comfort measures, health teachings, and administration of written prescription for treatment, therapies, oral, topical and parenteral medications, internal examination during labor in the absence of antenatal bleeding and delivery. In case of suturing of perineal laceration, special training shall be provided according to protocol established.

ii. It is expected that nurses will not only carry out doctor’s order but to help plan and implement client care as well. Client’s condition should be reported including results of therapies so that management of care can be properly monitored and modified as necessary.

iii. If any of the medical orders were not carried out for some reason (e.g., medications are unavailable, or a client refuses to accept them), such shall not only be brought to the attention of the physician but also noted properly in the client’s chart. Explore client’s reason for refusal. Clarify misconceptions as needed.

iv. Nurses shall familiarize themselves with the various routines, methods or idiosyncrasies of physicians, so that smooth relationships can be maintained. In case the client has a complaint against the physician, this shall be tactfully brought to the latter’s attention.

v. Nurses shall remember that any medical act relegated (consign; commend; entrust) to them is illegal because it is specified in the Medical Law that any licensed nurse who does this, even if supervised, can be held for illegal practice of medicine.

h. RESPONSIBILITIES OF NURSES TO THEIR COLLEAGUES:

i. Nurses are expected to be able to get along smoothly with their colleagues. There may be instances where a nurse may have a different opinion, or may not like certain people. This shall be an exception rather than the rule.

ii. Nurses shall adjust themselves to the organization and know its policies and procedures.

iii. It is important that nurses know their place in the total organization so that they may cooperate, coordinate and maximize their work.

iv. Nurses who are cranky, too sensitive, who “backbite”, who do not see any good in their colleagues, are the type of nurses who will not be happy in their work.

v. Situations such as, when nurses see their colleagues neglect their duties or are incompetent shall be brought to the attention of the immediate superior or appropriate authority within the agency.

i. RESPONSIBILITIES OF NURSES TO THEMSELVES:

i. Since nurses carry personal responsibility for nursing practice and for maintaining competence by continuous learning, it is expected that every possible means shall be utilized by them to develop their skills.

ii. Their conduct must bring credit to the profession.

iii. Especially when nurses are on duty, they shall try to look neat and attractive. Female nurses are advised to use moderate make-up and have neat hair style. They shall wear uniforms that are neither too short nor tight-fitting that will tend to restrict movements, nor expose unnecessarily any part of the body while giving care to the clients. Male nurses are likewise advised to be clean shaven, with hair clipped close to the nape instead of flowing to the shoulders.

iv. The use of the uniform shall be specified in the policy of the hospital/agency. It shall be worn only when on duty.

v. Jewelleries such as earrings, necklace or bracelets are not worn while on duty.

vi. Nurses are looked upon by nursing students as their role models. Therefore, especially while they are on duty, they must act in a manner that is worth emulating. Sincere and compassionate attitudes towards clients are caught by those around them.

j. THE “FIVE PLUS FIVE RIGHTS” OF DRUG ADMINISTRATION

i. The right client – this can be assured by checking the client’s identification bracelet and by having the client state his/her name. Some clients answer to any name or are unable to respond, so client identification should be verified each time a medication is administered.

ii. The right drug – means that the client receives the drug that was prescribed.

- The components of a drug order are as follows:

1. Date and time the order was given

2. Drug name (generic preferred)

3. Drug dosage

4. Route of administration

5. Frequency and duration of administration 

6. Any special instructions for withholding or adjusting dosage based on nursing assessment, drug effectiveness, or laboratory results

7. Physician or other health care provider’s signature

8. # if any one of the components is missing, the drug order is incomplete and the drug should not be administered.

iii. Right dose – is the dose prescribed for the particular client. Nurses must calculate each drug dose accurately, considering the variables: drug availability and the prescribed drug dose.

iv. Right time – is the time at which the prescribed dose should be administered. Daily drug dosages are given at specified time during a day, so that the plasma level of the drug is maintained.

v. Right route – is necessary for adequate or appropriate absorption.

vi. Right assessment – requires that appropriate data be collected before administration of the drug.

vii. Right documentation – requires that the nurse immediately record the appropriate information about the drug administered.

viii. Right evaluation – requires that the effectiveness of the medication be determined by the client’s response to the medication.

ix. Right to education – requires that the client receive accurate and thorough information about the medication and how it relates to his/her particular situation.

x. Right to refuse – clients can and do refuse to take a medication. It is the nurse’s responsibility to determine, when possible, the reason for the refusal and to take reasonable measures to facilitate the client’s taking the medication.

# when a medication is refused, this refusal must be documented immediately

k. TIPS TO AVOID MALPRACTICE SUITS:

i. Tips to avoid malpractice suits:

1. Never take your client for granted.

2. Personalize your treatment with clients.

3. Do not overextend your practice.

4. Be specific when referring.

5. Avoid telephone orders.  Countersign ASAP.

6. When out of town or indisposed make necessary endorsements.

7. Choose a competent reliever.

ii. SERIES I

1. Respect the wishes and feelings of your client.  Let him/her give you an informed decision.

2. When he/she refuses your advice, let him/her sign a waiver.  Her/his signature is your best evidence.

3. Maintain complete and accurate client’s records so that it becomes your best ally.  Not your hidden enemy.

4. When you have high-risk cases apply the red carpet treatment without being so obvious.

5. Put your act together when doctors disagree.  The client becomes confused and suspicious.

6. You are your best witness.  Anything you say and do can be used for or against you.

7. Consult your peers and seek legal advice before it’s too late.

l. VITAMINS OF HUMAN RELATIONS

i. Vitamin A
Circulate

ii. Vitamin B
Be fair and impartial

iii. Vitamin C
Handle them as individual

iv. Vitamin D
Lead them. don't drive them

v. Vitamin E
Keep your promises

vi. Vitamin G
Tell them in advance

vii. Vitamin P
Correct them properly

viii. Vitamin B1
Stand in their own shoes

ix. Vitamin B2
Give them credit

x. Vitamin B3
Stimulate open minded creative thinking

xi. Vitamin  B4
Accentuate the positive

m. TEN COMMANDMENTS OF HUMAN RELATIONS:

i. Speak to people - There is nothing nice as cheerful greeting

ii. Smile to people - It takes 65 muscles to sprawl and only 15 muscle to smile 

iii. Call people by name

iv. Be friendly and helpful

v. Be cordial - sincere speak and act as if everything you do was a genuine pleasure

vi. Be genuinely interested in people - you can like everybody if you try

vii. Be generous with praise and cautious with criticism

viii. Be considerate with the feelings of others

ix. Be alert to give service - what comes most is what we do for others Be thoughtful of the opinion of others

n. TEN  COMMANDMENTS FOR GOOD LISTENING

i. Stop talking. You cannot listen if you are talking

ii. Put the talker at case. Help him feel that he is free to talk. This is often called a permissive environment

iii. Show him that you want to listen. Look act interest. Listen to understand not to oppose 

iv. Remove distractions. Don't doodle. tap or shuffle papers

v. Empathize with him. Try to put yourself in his place so that you can see his point of view. 

vi. Be patient. Allow plenty of time. Do not interrupt him

vii. Hold our temper. An angry man gets the wrong meaning from words

viii. Go easy on arguments and criticism. Do not argue, even if you win, you lose.

ix. Ask questions. This encourages him and shoots you arc listening. It helps to develop points further

x. Stop talking. This is first and last because all other commandments depend on it. You just can't do good listening while you are talking

o. TEN RIGHTS IN GIVING ORAL AND INTRAVENOUS MEDICATIONS

i. Right patient

ii. Right drug 

iii. Right dose 

iv. Right route 

v. Right time 

vi. Right approach 

vii. Right documentation 

viii. Knowledge - Drug history 

ix. Knowledge - Drug allergy 

x. Know ledge - Interaction

XVI. PERFORMANCE APPRAISAL SYSTEM

· Performance Appraisal System

The use of the PAS is one control measure that most nurse managers use to ensure achievement of organizational goals. Through regular evaluation of each employee’s job performance the manager can achieve several purposes namely:

i. She can help satisfactory workers to improve their performance.

ii. She can inform unsatisfactory workers that their performance is inadequate and can specify areas needing improvements.

iii. She identifies employees who deserve promotion or merit a salary increase.

iv. She can recognize employees who qualify for special work assignment.

v. She can improve communication between herself and subordinates.

vi. She establishes a basis for coaching and counselling of employees who need special assistance.

vii. If one person is to accurately evaluate another’s work, the two must be in frequent, direct and prolonged contact so that the evaluator has an opportunity to observe at close range an adequate sample of all aspects of the other’s performance.

· PERFORMANCE
· Evaluate the performance of the rate on the basis of:
a. His actual achievement on his performance targets, planned targets and intervening target, as checked and listed therein after these were duly established, discussed with and approved by you.
b. Evaluate the rate by observing the following procedures:
i. Determine how the rate met each of the requirements of his performance targets as enumerated therein. If he exceeds his performance targets by at least twenty-five percent (25%), he should be given a point score of 10 under each of the performance standards therein specified, i.e. Quality, Quantity and Time. 
ii. If he also exceeds his performance target but falls short of outstanding performance, a point score of 8 shall be given.
iii. If he meets his performance targets, he should be given a point score of 6.
iv. If he fails to meet his performance targets but shows potential for improvement, he should be given a point score of 4.
v. If he fails to meet his performance targets and there is no evidence to show that he can improve his performance, he should be given a point score of 2.
vi. Add all the point score under the 3 measures of results namely: Quality, Quantity and Time. Then, divide the total number by the number of point score. Enter the Average Point Score on the space provided for.
vii. Multiply the average point score by 75% and enter the equivalent point on the same space provided for. 
· CRITICAL FACTORS AFFECTING JOB PERFORMANCE:

a. Evaluate the rate on the 3 critical factors: Public Relations, Punctuality and Attendance and Potential. Give the corresponding point score and remarks for each.

b. Get the average point score of the 3 factors and enter in the space

c. Multiply the point score by 25% and enter in the space for equivalent score.

· PERFORMANCE RATING
a. Overall Point Score
i. Add the equivalent point score of Part I and Part II. The total obtain this process constitutes the employee’s Overall Point Score.
ii. Convert the overall point score into the Equivalent Numerical Rating as indicated in the conversion table below:

Range of Expected Overall
Equiv. Numerical

Point Score


Rating

2 – 2099


2







2.9 – 4.699


4

4.7 – 7.499


6







7.5 – 9.299


8







9.3 – 10.000


10

iii. If the employee was able to achieve both his planned and intervening assignment, he is given a additional point score of 2.
iv. Determine his adjectival rating by matching numerical rating with the corresponding adjectival rating below:

2 – Unsatisfactory (Poor)

4 – Fair

6 – Satisfactory

8 – Very Satisfactory

10 – Outstanding

· Supervisor’s Recommendations

a. Write down your suggestions for improving employee performance under Supervisor’s Recommendations. They may include suggestions for training on specific fields such as human relations, concept of discipline, etc… as well as proposals for such personnel actions as job rotation, reassignment, promotions, etc…

· Accomplish the Performance Appraisal Report in Triplicate – 1 copy for the rate, 1 copy for the rater, 1 copy for Personnel Officer.

· PUBLIC RELATIONS – 10 points

Public relations shall include the individual’s ability to develop harmonious relations with superior, colleagues and subordinates on one hand and the immediate public with which he transacts official business on the other.

· PUNCTUALITY and ATTENDANCE – 10 points

The supervisor has two (2) basic reference for rating punctuality and attendance. He first reviews the employee’s time record, then he compares it with his observations made as to the presence of the employee in the office of area. Discrepancies should be duly noted to arrive at a justifiable rating.

· POTENTIAL – 10 points

A potential is a possible talent, ability or skill-possessed by an individual which can be further developed. In rating this factor, the supervisor shall also consider leadership, supervising abilities, creativity and innovativeness.

These are employees, however, who have potentials which are not related to their present job. In cases like this, the supervisor may help the employee by recommending him/her to a job which is in line with his potentials.

· CONTROLLING

· EVALUATION PRINCIPLES

1. The nurse manager must base her evaluation on the job description her subordinates position occupied.

2. An adequate representative sampling of the nurse’s bahavior should be observed in the process of evaluating her performance.

3. The nurse should be given a copy of her job description performance standards and evaluation form to review before the scheduled evaluation conference so that the nurse and her supervisor can discuss the evaluation from the same frame of reference.

4. In documenting an employee’s performance appraisal the nurse manager should indicate clearly those areas in which the worker’s performance is satisfactory and those in which improvements are needed.

5. If there is a need for improvement in several areas of the nurse’s performance, the nurse manager should indicate which area should be given priority by the nurse as she attempts to improve her effectiveness.

6. The evaluation interview should be scheduled at a time convenient for both to ask question and to discuss the evaluation at length.

7. Both the evaluation report and the evaluation conference should be structured so that they perceived as helpful by the nurse whose performance is being analyzed.

· EVALUATION TOOL

To be effective an evaluation tool should be designed to reduced bias, increase objectivity, and ensure validity and reliability.

· OBJECTIVITY – The ability to remove oneself from a situation to permit consideration of the facts without distortion of personal feelings or beliefs.

· VALIDITY – The degree of which a tool measures what it purports to measure. To ensure the validity of an evaluation tool, the form should include some items relating to each of responsibility outlined in the job description and job performance standards for the position under consideration.

· RELIABILITY – Of an evaluation tool is defined as its consistency when used through a series of measurements. The reliability of an evaluation tool is enhanced by increase in length, clarity of language, simplicity of construction and specific directions for used.

· QUALITY ASSURANCE

The nursing department promotes safe and therapeutically effective nursing care through implementation of established standards of nursing practice.

The primary purpose of a nursing quality assurance program should be improvement of client care rather than disciplining of incompetent or rewarding of exceptional nursing practitioner.

The thrust of the nursing quality assurance program is:

· To measure

· To improve the quality of nursing care delivered

In order to achieve both purposes a variety of methods have been used like – Client Care Retrospective Chart Audit; Professional Standards Setting; Utilization Review; Client Care Profile Analysis, this are the Quality Assurance Activities.

· CLIENT CARE AUDIT

The Client Care Audit is a control measures that is employed by the nurse manager primarily to improve the quality of client care.

Secondary purpose of the client care audit is to teach nursing staff member bow to establish nursing care priorities and to analyze care problem.

XVII. NURSING AUDIT

a. DEFINITION:
i. Nursing Audit:

1. Formal, methodical, written appraisal, review of ward situation, clients’ condition, examination and observation of ward.

2. A system; formula, written appraisal by nurses of the quality of nursing care given to clients (based on the nursing records and observations) as compared with the standards of care acceptable to the hospital or institution.

3. Is a constructive review of practice and not of a practitioner:

a. It evaluates over-all care and just the care given by a particular nurse

b. It is not intended to be punitive (for punishment)

c. It indicates whether nursing care standards are being met and identifies areas in need of corrective action.

ii. NURSING ROUNDS - Are done by the nurse with his/her head nurse, supervisor, or senior nurse of the area; to evaluate the quality and effectiveness of nursing care rendered / measures to client.

iii. NURSING DIAGNOSIS - A critical determination of the client’s nursing needs for the purpose of reporting them to the physician or of planning for the client’s nursing care.

iv. NURSING ORDER - A command given by one nurse to others that prescribes a desirable course of action to be followed in caring for a particular client.

b. FUNCTIONS:
i. Execution of legal orders

ii. Reporting – dependent nursing functions

iii. Recording – dependent nursing functions

c. PROCEDURES:
It is done by random, surprise visit. One member will be attending the endorsement.

d. PURPOSE:

i. To give quality client care

ii. Not to put down a nurse or not a fault finding

iii. For improvement of oneself

e. TYPE OF CLIENT CARE AUDIT:

i. Topically, client care audit maybe of several types. An audit maybe focused on a particular – 

1. Diagnosis

2. Diagnostic Test

3. Problem

4. Process

f. METHODICAL CLIENT AUDIT - 2 General Types

i. Concurrent Audit – client care is observed and evaluated as it is given

ii. Retrospective Audit – client care is evaluated only after the client’s discharge from the health facility.

iii. It is less time consuming, it is less expensive

iv. Commonly used

g. CENTRAL NURSING AUDIT COMMITTEE

i. Multidisciplinary Audit compose of – 

1. Physicians

2. Administrators

3. Record Librarian or Medical Record Head

4. Dietician

5. Nurses

6. Physiotherapist

7. Social Worker

ii. Clinical Nursing Division Compose of – 

1. Medical Nurse

2. Surgical Nurse

3. Obstetrical Nurse

4. Pediatric Nuse

5. Psychiatric Nurse

6. Out Client Nurse

iii. Nursing Audit is compose of – 

1. Chairman – Chief Training Officer

2. Vice-Chairman

3. 1 OR Nurse

4. 1 Staff Nurse

5. 1 Supervisor or Senior Nurse

h. NURSING AUDIT/QUALITY CONTROL CHECKLIST 
(please refer annex C and D)

ANNEX B

General Instructions and Guidelines of all hospital

1. Habitual Absenteeism/Tardiness

A. Any employee shall be considered habitually absent, if he incurs unauthorized absences exceeding two (2) days a month.



PENALTY
:
1ST Offense
-
Written Reprimand






2nd Offense
-
15 days suspension






3rd Offense
-
30 days suspension






4th Offense
-
Termination of Service

B. Anybody shall be considered habitually tardy, if he incurs tardiness, regardless of the number of minutes, five (5) times or more a month.



PENALTY
:
1ST Offense
-
Written Reprimand






2nd Offense
-
15 days suspension






3rd Offense
-
30 days suspension






4th Offense
-
Termination of Service

2. Loitering during office hours is strictly prohibited.



PENALTY
:
1ST Offense
-
Written Reprimand






2nd Offense
-
5 days suspension






3rd Offense
-
10 days suspension






4th Offense
-
15 days suspension






5th Offense
-
30 days suspension






6th Offense
-
Termination of Service

3. Only 15 minutes coffee break in the morning and another 15 minutes in the afternoon are allowed.  No overstaying in the canteen and other dining places.



PENALTY
:
1ST Offense
-
Written Reprimand






2nd Offense
-
5 days suspension






3rd Offense
-
15 days suspension






4th Offense
-
30 days suspension






5th Offense
-
Termination of Service 

4. Attending the Flag Raising Ceremony every Monday is a must.  Everybody must be at the proper places designated to the different offices/departments.  Attendance will be checked during the Flag Raising Ceremony.  



PENALTY
:
1ST Offense
-
Written Reprimand






2nd Offense
-
Considered Absent w/o Pay






3rd Offense
-
One-week suspension






4th Offense
-
One-month suspension






5th Offense
-
Termination of Service 

5. Uniform - All medical & paramedical personnel should wear their official uniform at all times.  While all civilian employees must wear the official uniform from Monday to Thursday of every week.


Otherwise, those who will be found not in proper uniform will be 
subjected to the following:



PENALTY
:
1ST Offense
-
Written Reprimand






2nd Offense
-
5 days suspension






3rd Offense
-
15 days suspension






4th Offense
-
30 days suspension






5th Offense
-
Termination of Service 

6. Identification Card (ID) - Always wear your ID at all times, during office hours and while you are inside the hospital and also in the City hall premises.  Whoever lost her/his ID must notify the Human Resource Department immediately.


Violators will be meted by the following:



PENALTY
:
1ST Offense
-
Written Reprimand






2nd Offense
-
5 days suspension






3rd Offense
-
15 days suspension






4th Offense
-
30 days suspension






5th Offense
-
Termination of Service 

7. Use of DTR & Attendance Sheet – Daily Time Record (DTR) is the basis of the payroll, while Attendance Sheet is the basis of DTR.  Entries in the DTR must therefore conform to the entries of the Logbook.  No Logbook, No DTR, No Payroll.


The following must be observed in the use of the Attendance Sheet

A. All employees must sign or register in the official attendance sheet upon arrival and departure from office;

B. Any employee who failed to sign in the logbook will marked absent, those who will arrive late, will be marked tardy;

C. Employees who will leave his/her work place before 12:00 noon and 4:30 p.m. without consent or authority from the immediate supervisor will be considered absent;

D. Signing the name of others in the logbook is strictly prohibited.  Anyone who will violate this will be subjected to gross disciplinary action.

*source HRMD City Hall as of 2001      

ANNEX C
NURSING SERVICE AUDIT

QUALITY CONTROL CHECKLIST

NURSES’ STATION

	Factor No. 6

Is the nurses’ station clean and tidy?

Are the cabinets and drawers labelled accordingly?

Are all the articles in their proper places?

Is the nursing manual accessible and taken cared of?

Are memoranda on file up to date?

Is there a compiled drug literature for the information of nursing services personnel?

Is the weekly schedule of assignment properly accomplished and filed?

Is the inventory checklist duly accomplished every shift?

Are charts covers properly identified (service and doctor incharge)?

Is the laboratory book properly accomplished?

Is the telephone directory available?

Are the clients charts clean and properly labelled?

Are hand towel and soap available for use?

Are the waste can disposal standards strictly observed, implemented and followed?

Are empty bottles properly disposed?

Is the medicine cabinet locked at all times?

Is the emergency drug kept always available at the medicine cabinet?

Are the medicine boxes of clients properly labelled?

Are the controlled drugs locked?

Are the medicine boxes of clients correctly filed and labelled?

Are signs for intake and output, NPO, medicine, surgery always available in the drawer?

Are specimen vials, sputum container available in one drawer?

Is the trimming knife, flashlight, Tape measure, B.P. Apparatus, scissors available for use?

Is it well lighted?

Are available forms neatly arranged?

Are empty chart covers kept clean in one locker?

Are clients directory up-dated?

Are medicines inside the cabinet neatly arranged?

Is the thermometer use are disposable type?

Are discounted drugs returned to client.


	Yes
	No
	N.A.


EMERGENCY WARD

	Factor No. 

Is the unit well organized?

Is the unit clean, well lighted and well ventilated?

Are emergency drugs and medicines available?

Is the emergency cabinet properly locked and labelled when not in use?

Is it adequately stocked?

Are dressing and suturing set complete and ready at all times?

Are equipment clean and in good working condition?

Is the resuscitator in good working condition?

Are clients promptly attended?

Are doctor’s order carried out promptly and accurately?

Are oxygen tank available and ready for immediate use?

Are appointment card issued and instruction given before discharge?

Is the unit staff well distributed in all shift?

Are the client’s companion properly instructed to stay out of the room?

Are precaution measures observed?

Are hospital rules and regulations explained to client or companion upon admission?

Are forceps for emergency clamping always on hand?

Are casted extremity elevated and excess plaster cast removed?

Is the indwelling catheter regularly flushed and changed?

Is the laboratory exam complete and medicines given before transfer?

Are the clients given or assisted in their daily sponge?

Are support restraints or protective devices applied in a safe and comfortable manner?

Are oxygen tanks available for immediate use?

Proper waste disposal standards strictly observed, implemented and followed.
	Yes
	No
	N.A.


NURSES’ TOILET

	Factor No. 

Is the room clean and free from unpleasant odor?

Is it well lighted?

Are lights put off when not in use?

Is it flushed after use?

Is it free from unnecessary articles and hangings?

Is the toilet bowl clean?

Is it draining well?

Is the floor draining well?

Is it exclusively used by personnel?

Waste disposal properly implemented?
	Yes
	No
	N.A.


KITCHENETTE

	Factor No.  6

Is the room clean and free from unpleasant odor?

Is it well lighted?

Are the burner working well?

Are the cabinets clean and free form cockroaches?

Is the sink clean and draining well?

Is the faucet in good working condition?

Are the water containers always filled?

Is the table clean?

Is the floor drain functioning well?

Is the floor clean and tidy?

Are the cooking utensils kept clean?

Are there coded waste disposal trash can?
	Yes
	No
	N.A.


COMFORT ROOM

	Factor No.  6

Is the room clean and free from unpleasant odor?

Is it well lighted?

Are lights off when not in use?

Is it provided with toilet paper and soap?

Is it free from unnecessary articles and hangings?

Are toilet and ward bowls clean?

Are they draining well?

Is the bathroom provided with shower curtain, well coded waste cans?

Is it clean and presentable?

Is the faucet functioning well?
	Yes
	No
	N.A.


CLINICAL RECORDING

	Factor No.  5

Is the chart arrange according to the guide list?

Are sentence constructions grammatically correct?

Are clients identification in all clinical records properly filled?

Are alterations made correctly (no erasures)?

Did the nurse affix his/her usual signature legibly in all pertinent records (treatment A and B)?

Are all records complete?

Are they neat and clean?

Is the consent form properly accomplished?

Is the pre-operative check-list properly accomplished?

CONTINUING MEDICATIONS AND TREATMENT

Is the Treatment A and B noted?

Are medicine or substitute medicines administered promptly as ordered?

Are non-stock medicines immediately referred to physician incharge?

Are medicines or substitute medicines charted correctly?

Is the client’s sensitivity to drug and idiosyncracy to food recorded?

Is the information to limit fluid intake and I.V. fluid prescribed reflected?

PHYSICIAN’S ORDER

Is red line drown in physician order sheet every change of shift?

Are the physicians order transcribed in the kardex correctly?

NEURO-VITAL FORM

Is it taken as ordered and noted accurately?

INTAKE AND OUTPUT

Is the intake and output entered accurately?

Is its chartered and checked by the nurse every shift?

Is the IV fluid chartered accurately?

TEMPERATURE, PULSE, RESPIRATION

Is the TPR taken according to SOP and graphed properly?

Are urine and stools accurately recorded?

NURSING NOTES

Are admission notes properly accomplished (duration of chief complaints)?

Are the complaints, signs and symptoms of the client vividly described?

Are nursing notes reflective of comprehensive nursing care rendered to weak, serious, critical client?

Is the initial vital signs reflected and rise of temperature referred to the physician?

Are reactions to medicines, treatment and food chartered and referred?

Are observations of clients unusual condition including his/her disposition, emotional attitude and mood chartered?

Is red line drawn every change of day?

Are nursing notes written legibly?

Are residents and consultants visit noted?

Is referral and consultation reflected (notification and responsed of physician)?

Is referral to P.T., O.T. dental etc. properly noted?

Are X-rays and other diagnostic procedures properly recorded as to time, manner, duration and reaction?

Are IV fluid and unusual incidents written accurately?

Is serious, weak, critical condition and death written in red?

Is the consent properly accomplished?
	Yes
	No
	N.A.


CLIENT’S ROOM/WARD AND ENVIRONMENT

	Is the room clean and tidy?

Is it well lighted and ventilated?

Is it free from unnecessary noise?

Is it free from obnoxious odor?

Are the equipment and articles in the room necessary?

Is the bed free frame free from dust?

Is the area under the bed free from dirt and articles (bedpan, urinal bottles, papers, cigarette butts)?

Is the bedside table free from unnecessary articles?

Are the window stills free from dirt and unnecessary articles?

Are there no unnecessary hangings?

Are fracture board provided?

Is the bedside table clean and no cockroaches?

Is the light put off when not in use?

Are linen properly disposed when discharged?

Proper waste disposal standards strictly observed and implemented?
	Yes
	No
	N.A.


CLIENT’S COMFORT

	Is the client comfortable?

Is he given a cleansing bed bath (bed client)?

Is the client’s skin taken cared of?

Are nails (toes and fingers) clean and trimmed?

Is the male client shaved?

Is oral hygiene done?

Is the client’s bed clean and properly made?

Is there a regular schedule for changing of linen?

Are they clean and tidy?

Is client attended to during meal time?

Are clients in plaster cast regularly turned?

Are wounds dressed (except post-operative wound)?

Are drainage bottles emptied and cleaned?

Are rubber stoppers provided?

Are levine’s tube and indwelling catheter intact and draining well?

Is the client’s hair clean and neat?

Is unnecessary exposure of client avoided?

Are unconscious client turn to sides at intervals?

Are treatments done promptly, accurately?
	Yes
	No
	N.A.


CLIENT’S WELFARE AND SAFETY

	Factor No. 4

Is client immediate attention attended?

Is the bedside table and other self-care equipment positioned for the convenience of client?

Are the client instructed on communication method used in asking assistance?

Are bed rails placed if indicated?

Are supports, restraints or protective devices applied in a safe and comfortable manner?

Is the client positioned correctly and comfortably to prevent contracture, foot drop, pressure sores and to facilitate respiration?

Are seriously ill client’s false teeth removed and those for surgery?

Is the correct name of client placed on bedtag?

Are oxygen precautions observed?

Are weak clients provided assistance to prevent accidents from falls (bathroom, toilet and wet floor)?

Are hazards (old newspaper, used decorations) discarded?

Are faulty electrical wiring reported?

Is SOP on filling and aplying HWB followed?

Is hospital policy on “NO SMOKING”strictly implemented and followed?

Are pediatric clients placed on crib?


	Yes
	No
	N.A.


RECOVERY ROOM

	Is the nurse alert and observant of the untoward symptoms manifested by the client?

Is the unit clean, orderly and well adjusted?

Are cabinets neat, clean and well-stocked?

Are surfaces free from dust?

Are medicines and supplies properly and legibly labelled?

Is sterile technique being observed by the nurses?

Is the door closed at all times?

Are oxygen tanks always available for immediate use?

Is the vital sign regularly taken every 15-20 minutes or as ordered and recorded?

Is the nursing car for client recovering from anesthesia rendered?

Is the ether properly prepared?

Are the resuscitators in good working condition?

Is the regulation “NO VISITORS ALLOWED” strictly followed?

Are emergency drugs and medicines available?

Is the client regularly turned?

Are support, restraint or protective devices applied in a safe and comfortable manner?

Is the I.V. fluid and follow-up charged accurately?

Is the operation performed written in red ink?

Is the time of arrival and type of anesthesia used reflected?

Is the intake and output accurately started?

Are post-operative medications immediately started?

Are medicines and treatment given before transfer to regular ward?

Are clients sponge before transfer?

Are the signs for NPO, intake-output placed foot part of bed

Is there enough specimen containers in the drawer?

Is the Post-operative wound properly protected with dressing?
	Yes
	No
	N.A.


OPERATING ROOM, DELIVERY ROOM

	Factor No.  

Is the unit clean and orderly?

Are the cabinets clean, neat and well-stocked?

Are excess supplies not unnecessarily opened?

Are surfaces free from dust?

Are medicines supplies properly and legibly labelled?

Are gas tanks properly labelled as to “IN USE”, “FULL”, “EMPTY”?

Are scrub nurses adequately supplied with soap and brush?

Are equipment clean and in good working condition?

Are solutions for sutures and sharps regularly changed?

Is the restraint straint strap ready and available?

Is sterile technique being observed by scrub nurses?

Is sterile technique being observed by the circulating nurse?

Is draping being done correctly and efficiently?

Are instruments in the sterile packs complete?

Are masks, caps and gown worn correctly?

Are the sutures prepared?

Are instruments sponges picked up from the floor?

Are used clients clothing properly taken care of?

Is silence strictly observed?

Are linens properly disposed of after the operation or used?

Is the client’s clothing removed before plaster cast application or before skeletal traction is applied?

Is the chart properly accomplished before sending client to ward?

Are clients articles well endorsed?


	Yes
	No
	N.A.


UNIFORMS

	Are female nursing aides in their proper complete uniforms?

Are male nursing aides in their proper complete uniforms?

Are the nursing affiliates, Clinical Instructor is their prescribed school uniforms and blazer?

Are the nurses in their proper complete uniforms, caps clean, hair ponytailed or hairnet.

Are the nurses, nursing aides, utility workers wearing their identification cards?
	Yes
	No
	N.A.


TREATMENT ROOM

	Is it clean tidy and well lighted?

Are the cabinets and drawers labelled accordingly?

Are the articles in their proper place?

Are the dressing trolly cleand and complete?

Are the drawers and cabinets clean free from cockroaches?

Are faucets in good working condition?

Are lights put off when not in use?

Is the dressing trolley in good working condition?

Is the oxygen carrier available at all times?

Medicines, Medicine cards properly labelled?
	Yes
	No
	N.A.


INTENSIVE CARE UNIT

	Factor No.

Is the room clean and orderly?

Is it well lighted and ventilated?

Are the shelves clean and properly labeled?

Is the door closed at all times?

Is the dressing trolley always ready suturing?

Is the correct name of the client placed on the bedtag?

Is the regulation “NO VISITORS ALLOWED INSIDE” strictly followed?

Are the vital signs checked every 30 minutes to one hours?

Is he/she turned from side every hours?

Are observations of client’s neuro-vital sign, actual condition charted accurately and referred?

Are the bedside rails up if indicated?

Is the client’s bed clean and properly made?

Is the client given their EENT Care as needed and ordered?

Is the Ward Manual available?

Are different solutions available for use?

Is the resuscitator in good working condition?

Are oxygen tanks ready and available for immediate use?

Is the tracheostomy wound dressed and kept patent?

Are support, restraint or protective devices applied in a safe and comfortable manner?

Is the I.V. fluid charted accurately?

Is the information to fluid intake and I.V. fluid prescribed reflected?


	Yes
	No
	N.A.


NURSING CARE PLAN

	Treatment - A

Factor No.

Are dates properly and completely filled?

Are Objectives proper and attainable?

Is it the prescribed diet?

Is the client’s hygiene considered?

Is there a regular bowel and bladder elimination?

Are there joint stiffness and contracture?

Are the pressure areas observed and attended too?

Are drug allergies including blood transfusion noted and referred?

Are diagnostic procedures and operation’s performed charted accurately (optn. Performed in red ink)?

Is the maintenance of fluid intake and output reflected?

Are the clients need for reflected in the plan?

Is the spiritual need attended today?

Are the diversional needs reflected in the plan?

Are the approaches to problems presented appropriate?

If in traction is the principle of traction followed?

If in plaster cast, is the nursing care of client in plaster cast rendered?

Treatment – B

Are medications properly noted and up-dated?

Are medications and treatment properly discontinued?

Are drug allergy noted, referred and given substitute?


	Yes
	No
	N.A.


ANNEX D

NURSING SERVICE AUDIT

QUALITY CONTROL CHECKLIST

	CODE ELEMENTS
	%
	SCORE
	REMARKS

	I. CLIENTS SAFETY AND COMFORTS ARE:

Safety measures provided for?

Linens changed and free from wrinkles?

Nursing needs prioritized-met adequately and promptly?

Is individual privacy maintained?

Physical, spiritual needs met?


	20%

25%

15%

25%

15%

20%

100%
	
	

	II. CLIENT’S ENVIRONMENT ARE:

Beds, bedside tables, chair, clean and tidy?

Bedside table contents according to standard?

Spaces in between beds accessible for free movement of clients and personnel?

Are equipments, apparatuses maintained and functioning?

Clients room, corridors, clean, well-ventilated, lighted and free from noise?

Rooms, free from pests, insects and unpleasant odors?

Solarium conducive to meaningful effective visits of clients visitors and relative
	20%

15%

15%

15%

15%

15%

15%

10%

100%
	
	

	III. CLIENTS CLINICAL RECORDS ARE:

Clients charts properly identified and arranged according to protocol

Physician order sheets accomplished as per SOP?

Continuing medication and treatment form updated and properly accomplished?

POR charting informative, updated and completed, signatures legibly written and initials printed?

Flow sheets accomplished correctly and completely?

Nursing care planning complete and attainable?
	20%

10%

15%

30%

20%

15%

100%
	
	

	IV. SLATER’S COMPETENCY SCALE ARE:

Nurse

HA/MW

A. Personal Grooming:

In complete uniform and with complete paraphernalia?

Neat, tidy, dignified?

B. Knowledgeable, abilities and skills:

Is He/She Knowledgeable about:

Client’s current medical nursing regimen and problems?

Inclusion of family/significant others in care of clients?

Role and functions as a health team member?

Clients Bill of Rights?

Problem solving and decision making?

Competent care according to their respective job description?

Effective in communication and relationship with clients and personnel?
	15%
15%

10%

10%

15%

10%

10%

10%

10%

100%
	
	

	V. NURSES STATION:

Is it clean, organized and tidy?

Are the resources, parameters for care available/maintained?

Basic equipment: thermometers, B/P App., medicine glasses?

Clinical forms, clients and personnel forms?

Manuals, references, etc.?

Bulletin Board, locator board, contents current, relevant and informative?

Emergency trays, crash cart clean complete and accessible?

Cabinets, drawers, pigeon holes, Narcotics boxes clean and in order?


	5%
15%

10%

15%

10%

5%

15%

15%

15%

100%
	
	

	VI. CLIENT/FAMILY/WATCHERS EDUCATION:

Were client given adequate orientation?

Are watchers properly oriented to hospital rules and regulations?

Are visiting hours observed consistently?

Is client/family/watcher education classes conducted regulary?


	5%
25%

25%

25%

25%

100%
	
	

	VII. OTHERS:

Are all personnel on time in reporting?

Is endorsement clear and concise with special notes jotted down?

Are all members attentive during endorsement time?

Do personnel make their rounds during lunch time?

Is feeding assistance given to clients in need?
	15%
24%

22%

24%

15%

15%

100%
	
	


Annex E
Part 1

	Name                                       age                  sex                     date of admission

	TPR                    BP                I&O                diet                     02

	Medication
	IVF
	Treatment/ Miscellaneous

	
	
	

	
	Laboratory
	

	
	
	Referral

	
	
	

	
	ECG/ X-ray/ YTZ/ Ct-scan
	

	
	
	


Part 2

	Nursing Diagnosis
	Intervention
	Evaluation

	
	
	

	Name:

Diagnosis:
	
	


Annex F
MORTALITY AND CADAVER DISPOSITION

	PERSON    RESPONSIBLE
	ACTION
	OUTPUT

	Nurse on duty/nursing aide
	1.Immediately upon the pronouncement of death,post mortem care is given.

2.Have 4 copies of death certificates accomplished and signed by the attending resident/physicians.

3.Forward the death certificate to the medical records.

4.Orient client’s 

relatives regarding bill of clearance.

5.If relatives are unable to settle the bill,the nurse should seek assistance and coordinate with the senior house officer on duty(after office hours) or the administrative office(during office hours)for disposition of cadaver while bills are unsettled(see cadaver release guidelines)

6.When clearance is not completed but cadaver already disposed by the administrative authorities,death certificate will be temporarily held until clearance is secured from billing station.

7.When clearance is secured,usual discharge procedures shall be followed and death certificate facilitated through the medical records.
	1.Post mortem care given

2.Fully accomplished death certificates

3.Medical records acknowledge the forwarded death certificates.

4.Bill of clearance must be secured from the finance section and it follows the regular procedure in discharging client
5.Coordination with the senior house officer and/or administrative office for cadaver disposition

6.Cadaver is released to funeral service as approved by the SHO,administrative office but death certificate held.

7.Cadaver is released to funeral service of choice.Death certificates facilitated through the medical records.



	Utility worker
	1.Assist the ward nurse in the care of the cadaver.

2.after post  mortem care,the cadaver must at once be brought to the morgue.


	1.Cadaver wrapped and ready

2.Cadaver brought to morgue/authorized or designated secured place.


Annex G
HOSPITAL FORMS
PAGE  
182
Mandaluyong City Medical Center


