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LAB REORIENTATION OUTLINE 2012
Chemical Hygiene Plan

· OSHA required plan that outlines how to work safely with hazardous chemical.

· 2 copies-1 in notebook in safety cabinet above volunteer desk; 1in lab policy notebook in director’s office.

· Standard Operating Procedures

· General lab procedures

· Biohazard areas- identified by orange & white striped floor tape and orange biohazard sign outside each area; persons in these areas must wear appropriate PPE.

· Lab “clean” areas include the break area, the 2 offices and the room outside the offices, and out-patient waiting room.  No PPE shall be worn in these areas.
· Computer keyboards are considered clean and gloves should not be worn when using them.

· Do not eat, drink, smoke, chew gum, take medications or apply cosmetics unless in “clean” areas. 

· No food or drink in cabinets/refrigerators anywhere in lab except offices and break room.
· No open-toed, perforated, woven or shoes with holes in them.  Heels must have strap.  
· Confine long hair and do not wear loose clothing.

· Avoid practical jokes.

· Wash hands before leaving the lab.

· Glassware- do not grasp large beakers by the rim or lip; support them on both the bottom and sides; never use broken or cracked glassware; never pick up broken glassware with bare hands; dispose of all broken glassware in “sharps” container.

· Keep work areas clean and uncluttered; disinfect areas daily or as needed.

· Keep floors clean and dry; halls should be free of obstructions; drawers and cabinets should be closed when not in use.

· Be aware of and report any unsafe conditions.

· Safe Chemical Use

· Do not “sniff” chemicals.

· Never pour water directly into an acid.

· Do not mouth pipette.

· Never leave bottles of solvents, acids or bases open for extended periods.

· Wipe residual material from outside of bottle.

· Never return unused portions of reagents to stock bottles.

· Keep small amounts at the workstation; store larger quantities in the flammable cabinet.

· Use acid-base carrier when transporting large glass bottles of chemicals.

· Do not store chemicals with consumable and injectionable materials.  
· Use a hood when there is the possibility of a toxic chemical vapor being released; keep 
materials stored in hoods to a minimum; do not allow materials to block air flow.

· All lab equipment should be cleaned with a decontamination liquid on a set schedule; records 
should be kept.

· Chemical spills

· Procedure

1. Put on appropriate PPE

2. Remove broken glass; do not pick up glass with bare hands

3. Absorb liquid with absorbent materials

4. Decontaminate spill with intermediate-level disinfectant solution

5. Dry area

6. Dispose of materials in appropriate containers

· An acid-base spill kit is available for chemical spills.

· Chemical Hazards  

· Safety Data Sheets, SDS (formerly Material Safety Data Sheets, MSDS) - required on each hazardous chemical used in lab; hard copy kept in lab in notebooks in safety cabinets; also can call 3E Company and request a SDS any time.
· Store chemicals in original container.  Label must indicate any hazards associated with the chemical.  
Date received and date opened must be noted on the label.

· If chemical is placed in a secondary container the container must be labeled with the name of the chemical, manufacturer, hazards, expiration date, date received and date opened.

· Reagents prepared in the lab must be labeled with the chemical content, hazards, date prepared and date 
reagent expires.

· Flammable liquids are stored in a flammable cabinet. 
· Hazardous chemicals (formaldehyde and xylene in Pathology) are tracked from entrance into the lab through their disposal. 
· Engineering Controls

· Eyewash stations- located at various sinks throughout lab

· Safety showers- end of lab hallway; pathology

· Hoods- 2 Biosafety hoods in Microbiology; fume hood in Pathology

· 5 fire extinguishers- collecting area, outside the break area, Microbiology, Pathology, hall leading to Blood Bank
· Air flow-Micro and AFB room are negative pressure rooms; doors to these rooms must remain closed.

· Personal Protective Equipment (PPE)

· Lab coats

· Disposable, paper coats are knee-length, fluid-resistant, long-sleeved, cuffed and buttoned.  Reuse coat until visibly soiled.  Write name inside collar to help keep track of coat.
· Discard in biohazard trash if contaminated with infectious material; otherwise discard in paper trash.

· Gloves

· Required to wear gloves when there is the potential for direct skin contact with infectious or toxic materials

· Required when drawing blood; change gloves between patients

· Oven mitts are available for handling hot substances

· Cotton liners are available

· Face/Eye protection

· Required whenever there is the likelihood of splashing or spraying of infectious materials, hazardous chemicals or the potential for eye, nose or mouth contamination

· Options include face shield, work station shield, placing gauze over test tube while removing stopper

· Respirators- any employee with possible patient contact is fitted with an N-95 respirator for use when needed.

· Employee Injury Reports

· Chemical Accidents

· Eye contact- promptly flush eye with water for at least 15 minutes using eye wash stations.  
Report to ED if medical care is needed.

· Ingestion- report to ED for medical care

· Skin contact- promptly flush affected area with water and remove any contaminated clothing; 
safety showers are available if needed; report to ED for medical care if needed.
· Any injury to an employee must be reported 

· Day shift, Monday-Friday:  contact Employee Health Nurse or other contact personnel
· All other times:  contact House Supervisor

· Employee must complete an Employee Injury Report (paper form) within 24 hours of incident

· Employee should report to the ED if emergency care is needed

· Chemical Hygiene Training

· Chemical Hygiene training makes the employee aware and familiarizes them with the hazards of chemicals in their workplace.

· Chemical Hygiene responsibilities and training rest with the Chemical Hygiene Officer

· Chemical Hygiene training is conducted:

· At the start of employment

· Annually during lab reorientation

· Whenever new hazardous materials or procedures are introduced

· Chemical Waste Disposal- see Hazardous Material and Waste Management Program in EOC Manual

Bloodborne Pathogen Exposure Control Plan
· OSHA required plan that outlines how to work safely with infectious agents/substances.

· 2 copies- 1 in notebook located in cabinet above volunteer desk; other in lab policy notebook in director’s office.

· Standard Operating Procedures

· General lab procedures- includes same safety practices as found in the Chemical Hygiene Plan

· Standard precautions
· This is a process designed to reduce transmission of infectious agents between patients, hospital 
personnel and others.  

· It describes a system of barrier precautions used for all patients regardless of the patient’s 
diagnosis, when contact is anticipated with blood, body fluids, secretions, excretions, tissue, 
non-intact skin or mucous membranes.
· Use disposable gloves and tourniquets.
· Use biosafety cabinets (hoods) when working with specimens in Microbiology.

· When centrifuging specimens for AFB culture use centrifuge caps to cover the carriers.

· Biohazard spills

· Procedure- same as for chemical spill

· Decontaminate biohazard spills as soon as possible

· Engineering Controls- same as for Chemical Hygiene Plan

· Work Practice Controls

· Hand washing

· Wash hands ASAP after removing gloves or other PPE and after contact with infectious substances.  Wash hands between all patient contacts, before leaving the work area, and before eating, drinking, smoking, applying cosmetics, inserting contacts and using the bathroom.

· When washing hands use warm water and soap, scrub vigorously for 15 - 20 seconds, rinse with 
water, dry hands with paper toweling then turn off faucet with paper toweling.

· Antiseptic hand lotion may be used in place of soap and water as long as hands are not visibly dirty, unless the patient is in Contact Isolation for C Diff.  In this instance soap and water must be used.  When using antiseptic hand lotion apply lotion and rub hands together until dry.

· Sinks are labeled as “hand washing” or “no hand washing.”  Use appropriate sink to wash hands.

· Sharps

· All needles contain retractable or safety-lock devices.  Needles are never recapped.

· All sharps are disposed of in red sharps containers.  These are puncture-resistant.

· Specimen transport

· All specimens are collected into a primary container, sealed with a secure lid and properly labeled.

· All specimens are transported to the lab in a secondary container (plastic bag).

· Personal Protective Equipment- same as for Chemical Hygiene Plan

· Biohazard Waste Disposal- see Hazardous Material & Waste Management Program in EOC Manual

· Biohazard Identification

· A bright orange biohazard symbol must be affixed to any container or equipment containing, storing


or transporting biohazard material.

· Labels can be an integral part of the container or affixed to the outside of the container.

· Red bags or containers may be substituted for labels.

· Employee Exposures 

· Any incident in which an employee has been exposed to blood and/or body fluids.

· The most common bloodborne pathogen exposure is a needlestick injury.

· Review Bloodborne Pathogen Exposure Procedure in lime green notebook.
· See Employee Injury Reports under Chemical Hygiene Plan

· Bloodborne Pathogen Exposure Training

· Bloodborne Pathogen Exposure training is required for all employees with occupational exposure to blood-borne pathogens.  It makes them aware and familiarizes them with the hazards of infectious pathogens.

· Bloodborne Pathogen Exposure training is conducted by the Lab Safety Officer.

· Bloodborne Pathogen Exposure training is conducted:

· At the start of employment

· Annually during lab reorientation

· Whenever new hazardous materials or procedures are introduced

· Hepatitis B vaccinations are available to employees who have the potential for occupational exposure. 

Environment of Care
· Safety Management Program 

· This program encompasses the Risk Management department as well as all the safety policies and 
procedures outlined in the Chemical Hygiene Plan and the Bloodborne Pathogen Exposure Control Plan.

· Risk Management is a means to identify and act on problems that have caused or may cause harm to   
patients, visitors, staff and property.  One tool used in Risk Management is occurrence reporting.  

· A reportable hospital occurrence is an occurrence that is not consistent with routine operation of the hospital/patient and there is the potential for accident, injury, illness or property damage.

· Doctors Hospital uses the on-line occurrence reporting system, e-SRM.  Reports should be filed 


as soon as possible and before the end of the work shift.

· Life Safety Management

· Designed to provide a fire-safe environment.

· Code Red- both actual fires and drills

· Lab’s Fire Safety Plan outline and evacuation routes posted on bulletin board in lab hall.

· From collecting area exit through hospital lobby doors.

· From laboratory area exit through door at end of hall.

· Activation of fire plan

· Activate fire alarm pull station; located by doorway next to stairwell at the end of the lab hall.

· Dial “81”.

· Responses

· Response when fire in department



R = Rescue



  


A = Alert



  

             
C = Confine



  


E = Extinguish/Evacuate


· Response when fire not in department

             
C = Close all doors and windows

            
A = Assure all patients and visitors that all is well

             
 L = Leave someone by the phone to monitor calls

                          
M = Maintain your routine as much as possible

· Fire equipment

· 5 fire extinguishers- collecting area, pathology, microbiology, outside break area, hall leading to Blood Bank
· Fire blankets- safety cabinet above volunteer desk, pathology

· Fire doors- the 2 doors leading into the lab must be kept closed at all times.  These create a firewall and 
smoke department.  All emergency exits are clearly marked.  Doors, corridors and exits are not obstructed.

· Operation of fire extinguisher


P = Pull the pin


A = Aim the nozzle at the base of the fire


S = Squeeze the trigger


S = Sweep the base of the fire

· Lab responsibilities

· Fire brigade- between the hours of 7PM – 7 AM a lab employee reports to Code Red location without a  fire extinguisher.  From 7AM – 7 PM the lab does not send an employee to the Code Red location.
· Fire critique form- completed by lab employee on every Code Red.
· If Code Red becomes a disaster then a Code Yellow is issued and Emergency Operations Plan is initiated.
· Interim Life Safety Measures- Provides temporary level of life safety procedures during construction.
· Utility Management

· Electrical failure

· Emergency power is provided by a back-up generator.  Any equipment plugged into red outlet 
will have power when electricity is lost.

· If both power and back-up generator are down, light is provided by selected overhead lights and flashlights found in each department.

· Medical gas failure

· CO2 tank in Microbiology- replace when empty   

· Compressed air not available for airfuge- send specimen to reference lab

· Communications failure

· Communication will be by cell phones, walkie-talkies, overhead pages, etc…

· When system first goes down, lab employee reports to PBX to get a walkie-talkie

· Water pressure failure- obtain potable water from Facility Services
· Biosafety cabinets not functioning in Microbiology- refrigerate cultures until service is restored or send 
cultures to reference lab.

· For service of any utility problem contact Facility Services.

· Equipment Management Program

· Any electrical equipment must be initially inspected by Facility Services and tagged.

· A “red tag” is placed on any equipment that has malfunctioned or is damaged.  The equipment is removed 
from service until it is repaired.  Red tags can be found in the second drawer of the filing cabinet located
outside the front offices.

· Electrical Safety

· Do not use electrical equipment with frayed power cords.

· Never touch an electrical switch, outlet plug or other electrical equipment with wet hands, while 
you are standing in water or while you are touching water faucets.

· Do not use electrical equipment around flammable solvents.

· Before servicing electrical equipment be sure power switch is off or equipment is not plugged 
into an outlet.

· Do not by-pass any safety device on electrical equipment.

· Use CO2 or dry powder fire extinguisher on electrical fires.

· Security Management Program

· Confidentiality

· Must maintain HIPAA compliance, a patient’s right to privacy.

· All patient information is confidential and is not discussed with non-professionals.

· Test results are only given to admitting and consulting doctors.  All other requests for results are 
directed to HIM.

· Curtains surround the phlebotomy draw stations to provide privacy to outpatients.

· A fax cover sheet containing a confidential statement is always used when sending a fax.

· Bins for paper containing confidential information are located throughout the lab.  These 
are removed and shredded on a scheduled basis by a contracted company.

· Glass window between the outpatient area and the front desk is kept closed so outpatients cannot 
hear conversations taking place at the front desk.

· Heparin for bone marrows, phlebotomy supplies and LIS back-up tapes are stored in locked cabinets.

· Computer screens are kept clear of patient information when not in use.

· Paper containing patient information should be kept facedown.

· Labels containing patient information that cannot be removed from containers must have all 
confidential information marked out with a black sharpie.

· Traffic control in the lab

1. Entrance to outpatient area is locked from 8:00 PM-6:00 AM

2. Employee entrance to lab is locked and requires a code to enter

3. Door between outpatient area and lab is to remain locked

· Employees are required to wear a picture name badge above chest pocket level at all times.

· Vendors are required to check in with Materials Management and obtain a vendor’s name badge.

· Security should escort employees to their car after dark.  Call operator to contact Security.

· Employees are assigned a locker to store valuables.  Employee must provide the lock.  Lock up all valuables.
· Computer security

· All employees sign a Statement of Confidentiality form upon employment.

· Assigned computer passwords change periodically and are not shared with co-workers.

· Code White

· Security- Non-violent Intervention Team
· Any employee may activate a Code White; dial “81” and give location

· Must attend special training to be part of the Code White team.

· Lab employee completes Code White Evaluation Form.

· Code Pink

· Abduction/Missing baby, child or adult

· Lab responsibilities

1. Lab employee monitors door at the end of the lab hall to make sure no one leaves the 
building through that exit.

2. Lab employee checks bathrooms across the hall from the lab and outpatient area to be 
sure missing or abducted person is not in one of those locations.

3. Lab employee completes Code Pink Evaluation Form.

· Code Silver
· Armed Intruder, Active Shooter Response Plan

· New Policy being rolled out soon at Doctors Hospital at White Rock Lake

· .edu on Code Silver to follow shortly
· Hazardous Material and Waste Management Program

· Safety Data Sheets- refer to Chemical Hygiene Plan.

· Chemical handling, storage and preparation- refer to Chemical Hygiene Plan.

· Chemical Waste Disposal

· Expired chemicals/waste reagents are periodically catalogued by the Lab Safety Officer.  Facility 
Services is contacted to remove them from the lab and a contracted waste company takes them 



from the hospital.

· Non-toxic miscible solvents may be disposed of into copious amounts of running water.

· Flammable or combustible liquid must not be poured into the sink.

· Biohazard Waste Disposal (Red Bag Waste)

· Biohazard or infectious waste includes anything saturated with blood or body fluid where pooling 
or caking can occur.

· It is placed in containers lined with red biohazard bags.  When ¾ full the bags are secured and 
removed to the biohazard holding area located next to surgery.

· Housekeeping removes the waste from the holding area and a contracted waste management 
company removes the waste from the hospital.

· Needles/sharps

· Dispose of needles, sharps, etc… in closable, puncture-resistant, leak-proof red sharps containers.  
· These are replaced twice a week by a contracted company.
· Regular/trash

· Regular trash is waste that poses no health or environmental risk or that contains no confidential information.

· This includes anything that is not saturated with blood or infectious material, such as gloves, used 
urine cups, used plastic specimen bags, etc…

· Housekeeping empties the paper trash containers daily.

· Confidential information

· Any paper containing patient information cannot be discarded into the regular trash.  It is placed 
in special bins that are emptied and shredded on a scheduled basis by a contracted company. 

· If patient information cannot be removed from items the information must be marked out with a 
black sharpie before the item can be discarded.

· Emergency Preparedness

· To report an emergency dial “81”

· Bioterrorism Plan 

· Activated in response to a bioterroristic event.

· Facility Services will activate the fire alarm system.  This will shut down all air handler units.

· All entrances will be closed, locked and guarded by Security and Facility Services.

· E.D. will implement full lock-down procedures.

· Emergency Preparedness    
· Disaster Response 

1. Code Yellow- for either an internal or external disaster

2. Can be called in addition to another code; i.e., Code Black

· Emergency Operations Plan
1. Plan the hospital follows during a disaster.

2. 5 levels- Alert (4), Minor (3), Moderate (2), Major (1), Recovery

3. Announcement “Code Yellow, Level ___ has been activated”
4. Lab has its own Departmental Emergency Operations Plan that outlines immediate actions, non-essential functions and available staff actions that should be taken at each level.

5. A packet containing all required forms (4) to be completed during and after a code Yellow can be found in the 2nd drawer of the file cabinet located outside the front offices.  The forms are in the file labeled “CODE YELLOW”.
· Lab Evacuation Plan

1. Exit by 1 of the 2 emergency exits for the lab.

2. Proceed directly to Parking Lot H (lower lot behind loading dock).

3. Evaluate staff needs and take roll

4. Report results to Command Post

· Civil Disturbances

· Activated in response to an event where there is a loss of societal order.

· Hospital will continue to provide healthcare services as long as possible.

· Hostage Plan - guidelines during a hostage situation

· Fire Safety Plan

· Code Red - fire or drill

· Refer to Life Safety Management Program

· Security - Non-violent Intervention Team
· Code White

· Refer to Security Management Program

· Abducted/Missing Person

· Code Pink

· Refer to Security Management Program

· Code Silver – Armed Intruder, Active Shooter Response Plan
· Tornado Plan

· Severe Weather Watch- approaching thunderstorms and/or conditions are favorable for potential 
tornado activity

· Code Gray - Tornado has been sighted within a 10-mile radius of the hospital.

· Code Black - Tornado is approaching hospital; appears to be headed for a direct hit on the hospital.

· Departmental Tornado Plan

1. When a Severe Weather Watch is activated, complete Evacuation Mobility List and take to Nursing Administration.  Confirm availability and operation of flashlights in departments. 
2. When a Code Gray is activated close all drapes, doors and blinds

3. When a Code Black is activated relocate to halls away from windows and outside walls.  
Do not return to work area until it is determined safe to do so.

· Bomb Threat Plan

· Code Brown

· Any employee receiving a bomb threat by phone should remain calm and complete the Bomb 
Threat Notification Checklist.

· Departmental Bomb Threat Plan

1. Close all doors.  Prepare to evacuate if ordered to do so.

2. Search department.  Establish two search teams consisting of 2 employees each.  Search 
in an organized, systematic pattern looking for suspicious items.  Mark searched areas 
with an “X” when that area’s search is complete.  Search the entire department.

3. Report search results to Command Post when search is finished.
· Patient Decontamination

· Code Orange.

· Activated whenever people have become contaminated with hazardous material.  It enacts the 
hazardous materials decontamination team.

· Designated “Code Orange” response team members have received special training on the 
procedures and equipment involved in the decontamination process.

· Radiation Emergency Plan- activated for all incidents involving radiological materials emergencies.

· Toxic External Atmosphere Plan

· Safe Haven

· Activated when there is a toxic external atmosphere to provide shelter to people in the hospital.

· Departmental Safe Haven Plan

1. Close all doors and windows

2. Keep patients calm but do not let anyone leave the building.

3. Continue with patient care.

· Inclement Severe Cold Weather Plan- outlines procedures to be followed during inclement weather.

· Surge Capacity

· Code Purple

· Lab sends a phlebotomist to the E.D. 

· Complete Code Purple Evaluation Form 

· Medical Emergency Team Plan  

· Code Blue

· Activated to provide organized and systematic responses to emergency cardiac or respiratory 
arrest situations.
· Rapid Response Team - An intervention team made of an ICU nurse and a Respiratory Therapist to 
evaluate an individual to see what actions need to be taken next.

· Code Berry - Lift help

Quality Management/Quality Improvement
· Performance improvement is an approach to the continuous study and improvement of processes of providing 
healthcare services to meet the needs of patients and others.

· The goal of the improving organizational performance function is for the organization to design processes well 
and systematically monitor, analyze and improve its performance to improve patient outcomes.

· Problems are identified through day-to-day workload and working relationships and through data statistical 
analysis such as surveys, feedback and occurrence reports.

· Laboratory Performance Indicators tracked monthly are audible alarms, safety rounds; etc…

· IOPs in progress are blood culture contamination rates, urine culture contamination rates, turn-around-times, etc…

Infection Control
· Standard Precautions- all patients and specimens are treated as potentially infectious.

· Hand washing- single most important factor in stopping the spread of infectious diseases.  

· Soap and water for 15-20 seconds

· Automatic antiseptic handwash dispensers available throughout hospital.
· PPE- always wear lab coat and gloves when drawing blood from a patient.

· Isolations- new signs
· Droplet Isolation- gown, gloves, surgical mask, eye protection (if potential for splashing); influenza, 
pertussis
· Airborne Isolation- gown, gloves, N-95 respirator; tuberculosis
· Contact Isolation- gown, gloves; C Difficile
· Contact Isolation for C Difficile- gown, gloves, must wash hands by vigorously scrubbing with warm 
soap and water for 15 seconds.
· TB testing – testing will now be performed a year after your last TB test which does not necessarily have to be

your birthday month.
National Patient Safety Goals

· NPSG 1- Use 2 patient identifiers when providing care, treatment and services
· Lab uses patient name and medical record number

· Specimens must be labeled in the presence of the patient.

· For blood transfusions match the blood to the order, match the patient to the blood and use a 2-person 
verification process.

· NPSG 2- Report critical results of tests on a timely basis

· Develop and implements a procedure which identifies critical tests, defines the call reporting procedure 
and establishes time frames for reporting critical results.
· Evaluate timeliness of reporting critical results.

· Includes the Do Not Use Abbreviations List

· NPSG 7
· Hand hygiene

· Implement a hand hygiene program

· Improve compliance with hand hygiene guidelines based on established goals.

· Multidrug-Resistant Organisms (MDRO)- Implement evidence-based practices to prevent health 
care-associated infections (HAI) due to MDROs.
· This includes methicillin- resistant Staphylococcus aureus (MRSA), vancomycin-resistant 
Enterococcus (VRE), Clostridium difficile, and multidrug-resistant gram-negative bacteria 
(extended spectrum beta-lacatamases or ESBL).
· Must conduct periodic risk assessments.

· Must educate staff about HAIs, multidrug-resistant organisms, and prevention at hire and 
annually thereafter.

· Must educate patients, and their families about HAI

· Implement a surveillance program for MDRO.  At present, DHWRL is culturing nasal swabs for 
MRSA on ICU, surgery and dialysis patients and those patients admitted from nursing home or 


other care facilities.  Addition surveillance is to follow.

· Measure and monitor MDRO prevention processes and outcomes.

· Provide MDRO process and outcome data to physicians, nursing staff and other clinicians.

· Implement policies and practices aimed at reducing the risk of transmitting MDRO.

· Implement a lab-based alert system that identifies new patients with MDRO.  At DHWRL the 
charge nurse and infection control are notified.
· Implement an alert system that identifies readmitted or transferred patients who are known to be 
positive for MDRO.  At DHWRL charts are flagged.
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