
 
 

QUALITY PROFESSIONAL SERVICES COMMITTEE MEETING 
Wednesday, May 28, 2025 

5:00pm-7:00pm 
 

Conference Center at Highland Care Pavilion 
1411 East 31st Street Oakland, CA 94602  

Ronna Jojola Gonsalves, Clerk of the Board 
(510) 535-7515 

 

NOTE:  In the event that a quorum of the Board of Trustees participates on this Committee, the meeting 
is noticed as a Special Meeting of the Board of Trustees; however, no final Board of Trustees action 
can be taken. 

LOCATION:     
Open Session:  HCP Conference Center, see above address 

 
Members of the public may also participate at the following ZOOM Meeting Link:1 

https://alamedahealthsystem.zoom.us/j/9361457125?pwd=4JnAmhDnBaLqY4GWf4PQBwp3w0Puy2.1&omn=82847186511 

Meeting ID:  936 145 7125 
Password: 20200513 

 
One tap mobile 

+14086380968,,9361457125# or 
+13462487799,,9361457125# 

 
Dial by your location 

+1 408 638 0968 US (San Jose) 
+1 346 248 7799 US (Houston) 

+1 646 518 9805 US (New York) 
 

Find your local number: https://alamedahealthsystem.zoom.us/u/aeojyFgeyI 
 

COMMITTEE MEMBERS  

Greg Garrett 
Lilavati Indulkar, MD, Chair 

Donna Linton 
Nicholas Moss, MD 

 
NON-VOTING MEMBERS 

Chief of Staff – AHS Medical Staff 
Chief of Staff - AH Medical Staff 

  

                                                 
1 Log into the meeting at www.zoom.com.  You will be directed to download the meeting app (free) if you have not used ZOOM 

previously.  ZOOM meetings may be accessed on computers and portable devices. 
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QUALITY PROFESSIONAL SERVICES COMMITTEE MEETING AGENDA 
 
SPECIAL NOTE: Per Brown Act requirements, Trustees of the Alameda Health System will attend 
board and committee meetings in person at the location(s) noticed on this agenda. Staff and 
members of the public may attend either in person at the location noticed on this agenda, or remotely 
via Zoom, using the link included on this agenda.    
 
Public Comment Instructions 
If you attend the meeting in person and wish to address the Board or Committee regarding an item on 
the agenda or in their purview, please see the Clerk of the Board to sign up. 
 
If you attend the meeting remotely and wish to address the Board of Trustees or Committee regarding 
an item on the agenda or in their purview, send an email to cob@alamedahealthsystem.org prior to 
the start of the meeting, or via Zoom chat during the meeting.  Your comment will be heard at the 
appropriate time.     
 
Each speaker, whether in person or remote, will be allotted between one and three minutes to speak, 
depending on the number of speakers present.  
 
OPEN SESSION / ROLL CALL 
 
PUBLIC COMMENT 
 
A. DISCUSSION:  Clinical Highlights of the OKRs 

Lilavati Indulkar, MD, Chair 
 
B. ACTION:  Consent Agenda 

 
B1. Approval of the Minutes of the April 23, 2025 Quality Professional Services 

Committee Meetings 
 
B2. Recommendation to the Board of Trustees for approval of the System Wide Policies 

and Standardized Procedures listed below: 
 

 Antibiotic Desensitization Policy, Procedure and Protocol  

 Oral Amoxicillin Challenge Policy and Procedure  

 Medication Adverse Drug Reaction (ADR) Reporting  

 Medication Heparin Continuous Infusion Policy 

 MARIJUANA_RECREATIONAL AND_MEDICATION_USE Policy 

 SYSTEM  MEDICATIONS LOOK ALIKE SOUND ALIKE Policy 

 Social Networking and other Web Based Communications Policy 

 Internal Communications Policy 

 AHS Bed Bug, Lice, Scabies Management Prevention Plan 

 CARBAPENEM-RESISTANT ORGANISM (CRO) INFECTION PREVENTION AND 
CONTROL PLAN 

 Blood Product Administration 

 Critical Results and Critical Results Communication 
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 Patient Identification Policy 

 HR SECTION 3.00 POLICY 3.24 Compliance Enforcement and Discipline 

 Alameda Health System MRSA Policy 
 

B3. Recommendation to the Board of Trustees for approval of the AHS Medical Staff 
Policies and Procedures listed below: 
 
AHS and AH Medical Staff: 

 Medical Staff Ongoing Professional Practice Evaluation (OPPE) Policy and 
Procedure 

 Telemedicine Credentialing By Proxy 
 

AHS Medical Staff: 

 Medical Staff Committees 

 Medical Staff Department Structure and Division Leadership 
 

AH Medical Staff: 

 Medical Staff Committees 
 

B4. Approval of Revised Medical Staff Application Forms and Privilege Form listed 
below: 
 
Revised Application Forms for AHS & AH: 

 Provider Initial Application: Events to Report to the Chief of Staff Memo 
 

Revised Privilege Forms for AHS: 

 Pediatrics 

 Pediatric Cardiology 

 Pediatric Neonatology-Perinatal Medicine 
 

Revised Privilege Forms for AHS & AH: 

 Family Medicine – Multifacility 

 Internal Medicine – Multifacility 

 Neurology – Multifacility 

 Pathology – Multifacility 

 Teleneurology – Multifacility 
 

Recommendation: Motion to Approve 
 

END OF CONSENT AGENDA 
 
C. REPORT/DISCUSSION:  Medical Staff Reports  

AHS Medical: Berenice Perez, MD, Chief of Medical Staff  
AH Medical: Catherine Pyun, DO, Chief of Medical Staff 
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D. REPORT/DISCUSSION:  Quality Reports  
 
D1. Regulatory Affairs, Quality OKR Dashboard 

Ana Torres, Vice President, Quality 
 

D2. Post Acute  
Richard Espinoza, Chief Administrative Officer, Post Acute 

 
E. DISCUSSION/ACTION:  FY 2026 OKR Metric Discussion  

Elizabeth Mahler, MD, Interim Chief Medical Officer 
 

F. DISCUSSION:  Operating Room Efficiency   
Jaimie Weber, System Director, Perioperative Services  

 
G. INFORMATION: Planning Calendar/Issue Tracking  

 
H. CLOSED SESSION  

 
H1. Consideration of Confidential Medical Staff Credentialing Reports  

Chief of Staff, AHS Medical Staff 
Chief of Staff, AH Medical Staff 

 
H2. Regulatory Affairs, Risk Management, Patient Safety  

[Health and Safety Code 101850(ai) (1)] 
 
(Reconvene to Open Session) 
 
OPEN SESSION 

 
I. REPORT: Legal Counsel’s Report on Action Taken in Closed Session 

Ahmad Azizi, General Counsel 
 

ADJOURNMENT 
 
ADDENDUMS 
 

 Ageda Item C, Medical Staff Reports Presentation 

 Agenda Item D, OKRs 

 Agenda Item D Post Acute Presentation 

 Agenda Item E, OKR Metric Recommendation  
 
Our Mission 
Caring, Healing, Teaching, Serving All 
 
Strategic Vision 
AHS will be recognized as a world-class patient and family centered system of care that promotes 
wellness, eliminates disparities and optimizes the health of our diverse communities. 
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Values 
Compassion, Commitment, Teamwork, Excellence, Integrity, and Respect.  
 
Meeting Procedures 
All items appearing on the agenda are subject to action by the Board of Trustees. Staff 
recommendations are subject to action and change by the Board of Trustees. 
 
The Board of Trustees is the Policy Body of the Alameda Health System. The Board has several 
standing Committees where Board matters are the subject of discussion at which members of the public 
are urged to testify. Board procedures do not permit: 1) persons in the audience at a Committee meeting 
to vocally express support or opposition to statements by Board Members or by other persons testifying; 
2) ringing and use of cell phones, pagers, and similar sound-producing electronic devices; 3) signs to 
be brought into the meeting or displayed in the room; 4) standing in the meeting room. Citizens are 
encouraged to testify at Committee meetings and to write letters to the Clerk of the Board or to its 
members, 1411 East 31st Street Oakland, CA 94602. 
Members of the public are advised that all Board and Committee proceedings are recorded 
(audio), including comments and statements by the public in the course of the meetings. Copies 
of the audio recordings will be made available to the public.  Copies of the agendas and 
supporting documents can be found here: http://www.alamedahealthsystem.org/meeting-agendas-
and-minutes/.  By attending and participating in Board/Committee meetings, members of the 
public consent to audio recording of any statements they may make during the proceedings.  
Disability Access 
The Meeting Rooms are wheelchair accessible. Assistive listening devices are available upon request 
at the Clerk of the Board's Office.  To request accommodation or assistance to participate in the 
meeting, please contact the Clerk of the Board. Requests made at least 48 hours in advance of the 
meeting will help to ensure availability.   
In order to accommodate persons with severe allergies, environmental illness, multiple chemical 
sensitivity or related disabilities, attendees at public meetings are reminded that other attendees may 
be sensitive to perfumes and various other chemical-based scented products. Please help us to 
accommodate these individuals. 
The AHS Board of Trustees is committed to protecting the private health information (PHI) of 
our patients. We ask that speakers refrain from disclosing or discussing the PHI of others. 
Please also know that, should you decide to disclose your PHI, the Trustees will still likely refer 
your matter, to the extent it involves PHI, to the executive staff for a confidential review of the 
facts and for confidential handling. If you would like more information regarding the 
confidentiality of PHI as it relates to the Health Insurance Privacy and Accountability Act, please 
refer to 45CFR Section 164.101, et.seq. 
 



 
 

QUALITY PROFESSIONAL SERVICES COMMITTEE MEETING 
Wednesday, April 23, 2025 

5:00pm-7:00pm 
 

Conference Center at Highland Care Pavilion 
1411 East 31st Street Oakland, CA 94602  

Ronna Jojola Gonsalves, Clerk of the Board 
(510) 535-7515 

 

NOTE:  In the event that a quorum of the Board of Trustees participates on this Committee, the meeting 
is noticed as a Special Meeting of the Board of Trustees; however, no final Board of Trustees action 
can be taken. 

LOCATION:     
Open Session:  HCP Conference Center, see above address 

 
 

COMMITTEE MEMBERS  

Greg Garrett 
Donna Linton 

Nicholas Moss, MD 
 

NON-VOTING MEMBERS 
Chief of Staff – AHS Medical Staff 
Chief of Staff - AH Medical Staff 

 
QUALITY PROFESSIONAL SERVICES COMMITTEE MEETING MINUTES 

 
THE MEETING WAS CALLED TO ORDER AT 5:10 pm 
 
ROLL CALL WAS TAKEN AND THE FOLLOWING TRUSTEES WERE PRESENT:  Greg Garrett, 
Donna Linton, Nicholas Moss, MD 
 
ABSENT: None 
 
PUBLIC COMMENT:  None 
 
A. ACTION:  Consent Agenda 

 
Trustee Garrett asked if there was any public comment on the consent agenda, Ms. Jojola Gonsalves 
said there was not.   

 
A1. Approval of the Minutes of the March 26, 2025 Quality Professional Services 

Committee Meetings 
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A2. Recommendation to the Board of Trustees for approval of the System Wide Policies 
and Standardized Procedures listed below: 
 

 Surgical  and Procedural Area Attire Policy 

 Patient Complaints and Grievances Policy 

 Healthcare Industry Representative Relations Policy and Procedure 

 Teaching Physician Billing Policy 

 Medications: Hazardous Drugs Preparation and Handling in Pharmacy 

 Use of Echocardiography Contrast Imaging Agents 

 Patients own Medications Storage, Security, Handling and Administration 

 Medication Therapeutic Interchange Policy 

 Pharmaceutical Company Representative Policy 

 System Medication Samples Policy 

 Medications: Inpatient Medication Dispensing Policy 

 Critical Value Policy – Nursing 

 Standards of Nursing Practice 
 

A3. Recommendation to the Board of Trustees for approval of the AHS Medical Staff 
Policies and Procedures listed below: 
 
AHS and AH Medical Staff:  

 Medical Staff Access to Medical Staff Records 

 Medical Staff Credentialing and Privileging of Providers 

 Medical Staff Ongoing Monitoring and Evaluation of actions Related to Providers 
 

A4. Approval of Revised Medical Staff Application Forms and Privilege Form listed 
below: 
 
Revised Application Forms for AHS & AH 

 Application Instructions: Peer Reference Criteria 

 Verification Template Letter/Form 
 

Revised Privilege Form for AHS & AH 

 Teleradiology - Multifacility 
 
Trustee moved Linton and Trustee Moss seconded to approve the consent agenda. 
 
ACTION:  A motion was made and seconded to approve the consent agenda.  A roll call was taken, 
and the motion passed.  
AYES:  Trustees Garrett, Linton, and Moss  
NAYS: None 
ABSTENTION: None 

 
END OF CONSENT AGENDA 
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B. REPORT/DISCUSSION:  Medical Staff Reports 
AHS Medical: Berenice Perez, MD, Chief of Medical Staff  
AH Medical: Catherine Pyun, DO, Chief of Medical Staff 
 
Trustee Linton asked Trustee Moss when the EMS agency would be looking at ambulance 
offloading times to comply with California Assembly bill AB40. Trustee Moss said he would look into 
it.  Trustee Linton said AHS was doing a lot of work to meet the requirements, but still falling short.  
It would be challenging if the special needs designation was withdrawn as a result.     
 
Trustee Moss, referring to the slide showing that Highland and San Leandro were meeting the AB40 
requirements 70% of the time, asked if that before or after the implementation of the changes.  Dr. 
Wu said it was after.  They had been working on a series of initiatives to address the need.    
 
Trustee Garrett asked if there had been progress with the ambulance wait times initiatives. Dr. Wu 
said there has been progress in a lot of areas.  The majority of the planned actions have been 
implemented.   Trustee Garrett asked for regular updates on the efforts.  
 
Trustee Garrett asked about the 52 total harms YTD at Alameda, noting that they were at mid-year 
and were double the improvement goal.  Dr. Pyun said they had a really good wound care team 
who approached patients to document everything very early on whereas before, they may not have 
done so. It was important to document wounds that patients came in with, so they were not 
attributed to AHS. 
 

C. REPORT/DISCUSSION:  Quality Reports 
 
C1. Regulatory Affairs, Quality OKR Dashboard 

Ana Torres, Vice President, Quality 
 
C2. Post Acute  

Richard Espinoza, Chief Administrative Officer, Post Acute 
 

D. DISCUSSION:  Patient Family Advisory Committee and Patient Experience Update 
Angela Ng, MD, Director of Care Experience 

 
Trustee Garrett asked if the Ambient AI pilot at the clinics was going to expand into the hospital 
system. Dr. Mahler said ultimately it could be useful integrated with EPIC and in multiple contexts. 
 
Trustee Garrett asked if the Rover Device was part of the work being done to reduce HAPIs 
(Hospital Acquired Pressure Injury).  Dr. Mahler said it was part of the work and part of the nursing 
workflow for HAPI assessments.  
 
Trustee Moss asked if the PFAC inputs came from AHS projects or if the PFAC members brought 
up their own experiences as examples for improvement.  Dr. Ng said it was both.  A lot of times they 
would bring up things that we were already working on.  A lot of the conversations were about 
wayfinding, patient education, and communication at the bedside.  
 
Trustee Garrett asked if they got compensated at all. Dr. Ng said AHS gave them gift cards at a rate 
of $25 an hour.  They’ve surveyed what was done for this type of group around the country.  There 
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were challenges with stipends and such because the members would be taxed.  Additionally, some 
of the members were limited in how much they could get because they could lose certain services.  
They were working on developing a policy to help in this process.  Trustee Garrett said the Board 
would be interested in seeing that policy.  
 
Trustee Moss asked if they were able to review CMS data from other systems and if it included the 
whole scores or just the top box. Dr. Ng said she thought they only could see the top box.     
 
Trustee Moss asked if the percentiles moved when they look at systems such as San Francisco 
General and LA County.  Dr. Ng said they did.  They wanted to benchmark with all facilities.  AHS 
patients deserved the best care. 
 
Trustee Garrett said they wanted to compare themselves to private hospitals and to better funded 
organizations.  Our patients should receive the higher level of patient experience that those 
hospitals provided.  
 

E. DISCUSSION:  Quality Safety Protections 
Ann Mary Olson, Senior Associate General Counsel 

 
Trustee Moss asked if criminal action would be an exception to the protections in Evidence Code 
1157.  Ms. Olson said 1157 was not generally a shield in a criminal situation, though it didn’t come 
up often.  Mr. Azizi said they sometimes advise the Quality team to put communications under 
attorney client privilege just in case.   
 

F. INFORMATION: Planning Calendar/Issue Tracking 
 

Mr. Azizi said the Quality Committee of the Board would meet in Closed Session to discuss the items 
as set forth on the agenda.  

 
G. CLOSED SESSION 

 
G1. Consideration of Confidential Medical Staff Credentialing Reports  

Chief of Staff, AHS Medical Staff 
Chief of Staff, AH Medical Staff 

 
G2. Regulatory Affairs, Risk Management, Patient Safety  

[Health and Safety Code 101850(ai) (1)] 
 
(Reconvene to Open Session) 
 
OPEN SESSION 

 
H. REPORT: Legal Counsel’s Report on Action Taken in Closed Session 

Ahmad Azizi, General Counsel 
 
Mr. Azizi reported that the Committee met in Closed Session and considered credentialing reports 
for each of the medical staffs and approved credentials/privileges for fully qualified practitioners 
recommended by the medical staffs.   
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ADJOURNMENT  7:30 pm 
 
This is to certify that the foregoing is a true and correct copy of the minutes of the Quality Professional 
Services Committee meeting of April 23, 2025, as approved by the Quality Professional Services 
Committee on May 28, 2025: 
 
    
Ronna Jojola Gonsalves 
Clerk of the Board 
   APPROVED AS TO FORM: 
 

Reviewed by:     
    Ahmad Azizi 
    General Counsel 
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Alameda Health System CPC Executive Summary to AHS and AH Medical Executive 
Committee(s) – May 2025 

Policies and Procedures  Chair: Dr. Bullard  
   
TOPIC or 
TITLE OF POLICY 

Document 
Owners 

Summary of Changes Last 
Approved 
Date 

Next review date 
after BOT approval 

Purpose History of Review 
Committee 

 
AHS System Wide Policies & 
Procedures  

      

Antibiotic Desensitization Policy, 
Procedure and Protocol 

Matt Labreche, 
PharmD  

• Revisions to include IV Penicillin to 
Policy 

• Consent Item – Policy in PolicyTech 
 

 05/2028  • Antimicrobial 
Stewardship 
Committee 
Approved 3/2025 

• System P&T 
4/2025 

• CPC 5/01/2025 
• MEC 5/21/2025 

Oral Amoxicillin Challenge Policy 
and Procedure 

Matt Labreche, 
PharmD  

• New Policy 
• Consent Item – Policy in PolicyTech 

 05/2028  • Antimicrobial 
Stewardship 
Committee 
Approved 3/2025 

• System P&T 
4/2025 

• CPC 5/01/2025 
• MEC 5/21/2025 

Medication Adverse Drug 
Reaction (ADR) Reporting  

 

Priya Patel, PharmD  • TJC Triennial Review – minor 
language revisions 

• Consent Item – Policy in PolicyTech 

 05/2028  • System P&T 
4/2025 

• CPC 5/01/2025 
• MEC 5/21/2025 

Medication Heparin Continuous 
Infusion Policy 

Priya Patel, PharmD • TJC Triennial Review – minor 
language revisions, add new 
Heparin indications in policy 

• Consent Item – Policy in PolicyTech 

 05/2028  • System P&T 
4/2025 

• CPC 5/01/2025 
• MEC 5/21/2025 

MARIJUANA_RECREATIONAL_AN
D_MEDICATION_USE 

Priya Patel, PharmD  • TJC Triennial Review – minor 
language revisions made by legal 

• Consent Item – Policy in PolicyTech 

 05/2028  • System P&T 
4/2025 

• CPC 5/01/2025 
• MEC 5/21/2025 

SYSTEM  MEDICATIONS LOOK 
ALIKE SOUND ALIKE 

 

Priya Patel, PharmD • TJC Triennial Review – no changes 
• Consent Item – Policy in PolicyTech 

 05/2028  • System P&T 
4/2025 

• CPC 5/01/2025 
• MEC 5/21/2025 



Alameda Health System CPC Executive Summary to AHS and AH Medical Executive 
Committee(s) - May 2025 

Policies and Procedures  Chair: Dr. Bullard  
   
TOPIC or 
TITLE OF POLICY 

Document 
Owners 

Summary of Changes Last 
Approved 
Date 

Next review date 
after BOT approval 

Purpose History of Review 
Committee 

 

Social Networking and other Web 
Based Communications Policy  

Victoria Balladares 

Alice Kinner 

• Revised 
• Minor changes were made to the 

policy to update the list of social 
media platforms and correct 
grammar. 

 05/2028  • CPC 5/01/2025 
• MEC 5/21/2025 

Internal Communications Policy Victoria Balladares 

Alice Kinner 

• Revised 
• The policy was revised to make 

clearer and to provide principles 
and guidelines. 

 05/2028  • CPC 5/01/2025 
• MEC 5/21/2025 

AHS Bed Bug, Lice, Scabies 
Management Prevention Plan 

Dr. Deborah Ellis 

David Nino-Lopez 

• Revised 
• Hair shaving was added and 

addressed In area 2.6 (b) re: 
treatment 

 05/2028  • CPC 5/01/2025 
• MEC 5/21/2025 

CARBAPENEM-RESISTANT 
ORGANISM (CRO) INFECTION 
PREVENTION AND CONTROL 
PLAN 

Dr. Deborah Ellis 

David Nino-Lopez 

• Revised 
• Addition of supporting statements 

on pgs. 6 and 8. 

 05/2028  • CPC 5/01/2025 
• MEC 5/21/2025 

Blood Product Administration  Dr. Harris Goodman • Revised 

• updated the Blood Product 
Administration to reflect minor 
edits necessary to meet JC 
requirements surrounding blood 
pressure changes 

 05/2028  • CPC 5/01/2025 
• MEC 5/21/2025 

Critical Results and Critical 
Results Communication  

Dr. Harris Goodman • Revised 
• updated the Critical Results policy 

to add POCT results to meet CAP 
requirements and to add 
phosphorus 

 05/2028  • CPC 5/01/2025 
• MEC 5/21/2025 

Patient Identification Policy Dusty Gilleland • Revised  
• Inaccurate information related to 

identifiers for lab was edited and 
FBC info was updated for newborns.  

 05/2028  • CPC 5/01/2025 
• MEC 5/21/2025 
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Document 
Owners 

Summary of Changes Last 
Approved 
Date 

Next review date 
after BOT approval 

Purpose History of Review 
Committee 

 

HR SECTION 3.00 POLICY 3.24 
Compliance Enforcement and 
Discipline 

 

Sara McElfresh  

Arleen Gomez 

• Sources noted in Reference section.  
• Moved to new template and 

reviewed by HR 

   • CPC 3/6/2025 
• MEC 4/2025 

Alameda Health System MRSA 
Policy 

Dr. Deborah Ellis 

David Nino-Lopez 

• Revised    • Infection Control 
Committee 4/2025 

• CPC 5/01/2025 
• MEC 5/21/2025 
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EFFECTIVE DATE:  4/2025 

 

Page 1 of 16 
 

Alameda Health System 
 
ANTIBIOTIC DESENSITIZATION POLICY, PROCEDURE, & 
PROTOCOL 
 
Department AHD CRITICAL CARE UNIT 

CCU, AHS COO 
ADMINISTRATION, HGH 
CRITICAL CARE SUPPORT 
SVCS, SYS IS PHARMACY 

Effective Date 2/2016 

Campus Highland/Fairmont/JGPH Date Revised 9/2015, 1/2018, 5/2024 
Unit Pharmacy Next Scheduled Review 1/2021, 4/2028 
Manual Pharmacy Author Director, Pharmacy 
Replaces the following Policies: Responsible Person Chief Administrative Officer 
Printed copies are for reference only.  Please refer to electronic copy for the latest version. 
 
Purpose  
 
To outline physician, nursing and pharmacy responsibilities and guidelines in the proper 
administration of antibiotics for patients that require desensitization.  
 
Policy  
 
Antibiotic desensitization will be administered safely with multi-disciplinary instructions 
provided by this policy and procedures. 

Procedure 
 
Antibiotics included in document: 

• Cefazolin 
• Meropenem 
• Metronidazole 
• Nafcillin 
• Penicillin (PO) 
• Penicillin (IV) 
• Trimethoprim-Sulfamethoxazole (TMP-SMX) (PO and IV) 

 
Antibiotic Desensitization Protocol 
 
1. Physician to determine need for the protocol and ensure patients to meet the following 

requirements: 
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a. If allergy was any of the following, recommend against desensitization (physician 
clinical discretion required): Steven-Johnson’s Syndrome (SJS), exfoliative 
dermatitis, or erythroderma 

b. IV line established (if therapeutic dose of antibiotic ordered as IV) 
 
2. Physician to place order for antibiotic desensitization protocol AND 

a. Order the following as part of the antibiotic desensitization protocol 
i. Epinephrine 1:10,000 dose 0.1mg IM x1 dose prn  severe reaction 

(hypotension, throat swelling, wheezing/respiratory distress) 
ii. Hydrocortisone 100mg IV x1 dose prn  severe reaction (hypotension, throat 

swelling, wheezing/respiratory distress) 
iii. Diphenhydramine 50mg IV x1 dose prn severe reaction (hypotension, throat 

swelling, wheezing/respiratory distress) 
iv. Albuterol neb 2.5mg inh x1 dose prn severe reaction (hypotension, throat 

swelling, wheezing/respiratory distress)  
b. Consider discontinuing beta blockers for one dose prior to initiating protocol 

3. Physician will notify the Charge Nurse of the unit of protocol activation 
a. The patient must have ICU transfer orders written to move to ICU 
b. Once the protocol is completed (with no adverse effects) the patient will need updated 

transfer orders to move out of ICU. 
 
4. The Charge Nurse will notify the Nursing Supervisor 
 
5. Nursing supervisor will arrange for a non-urgent ICU transfer of this patient to ICU (ideally 

within 8h time period).  Patients of a more critical nature will take priority if limited ICU bed 
availability. 

a. Pt on PO antibiotic desensitization protocol should be on 1:1 nurse to patient ratio 
 
6. Once the patient has an ICU bed assigned, the ICU Charge Nurse o notifies the pharmacy to 

start compounding the meds (pharmacy needs 1-2 hours to prepare meds), fax the this 
protocol order to pharmacy and notify pharmacy of new bed number to send the meds 

 
7. Pharmacy will compound the desensitization medications according to pharmacy instructions 

on page 2 
 

8. The ICU nurse will administer the desensitization medications according to nursing 
instructions on page 2 

 
9. After the first therapeutic dose of antibiotic is given, the nurse will observe the patient for 

30min.  If no hypersensitivity reactions, the nurse will call the physicians to arrange for 
transfer out of the ICU (unless patient has other indications to be in the ICU) 
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Physician Signature:____________________________   Date:_____________ Time:_________ 
 
Cefazolin Desensitization 
 
1. Pharmacy will prepare the following items 

a. Physician should order 1st dose of full therapeutic cefazolin (pharmacy will call 
physician for order unless already ordered) 

b. Enter all the doses in EPIC ( Order Panel: IV Cefazolin  Desensitization Protocol ) 
and deliver all desensitizing doses when everything is ready once the patient has an 
ICU bed (pharmacy will be notified by nurse)  

c. Prepare dilutions with cefazolin 1gram inj vial 
d. Compound 3 vials of the following: 1gram in 5ml sterile water (SW) 
e. After reconstitution, the original concentration of 1000mg/5mL is equivalent to stock 

solution #4 (200mg/mL) 
i. Keep one vial of this for dose #14 

ii. Keep one vial for doses #12 (draw 1.25mL out) and #13 (draw 2.5mL out) 
iii. Use the third vial to reconstitute stock solution #3 

f. Use 3rd vial of stock solution #4 to prepare stock solution #3: 
i. Draw 2 mL from 200mg/mL bottle and dilute in 18mL of SW to make a final 

concentration of 20mg/mL 
g. Use stock solution #3 to prepare stock solution #2: 

i. Draw 1 mL from 20mg/mL bottle and dilute in 9mL of SW to make a final 
concentration of 2mg/mL 

h. Use stock solution #2 to prepare stock solution #1: 
i. Draw 1 mL from 2mg/mL bottle and dilute in 9mL of SW to make a final 

concentration of 0.2mg/mL 
i. Follow the steps indicated in below table and QS each dose with NS to 5mL syringe 

before sending the doses up to the floor (exception: syringe #11 is 6ml total) 
 

2. Nurse 
a. Administer each dose IVP over 5min at 15 min intervals until step 14 
b. Observe patient for hypersensitivity reactions during and after each dose 

administration 
i. If hypersensitivity reaction develops, stop desensitization dose administration 

ii. Call prescribing primary team for further instructions 
c. After step #14, observe the patient for 30min.  If no hypersensitivity reactions, call 

the physician to arrange for transfer out of the ICU (unless patient has other 
indications to be in the ICU) 
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d. After step 14, observe patient for 30 minutes then patient is ready to be transferred 
out, the next dose of cefazolin will be on the next dosing interval (ie: 8h later) 

 
 
 
Reference: Cash JH et al. Desensitization as a tool for beta-lactam antibiotic use in methicillin 
sensitive Staphylococcus aureus infections.  J of Pharmaceutical Tech and Drug Research. 2013 
ISSN 2050-120X 
 
Meropenem Desensitization 
 
1. Pharmacy will prepare the following items: 

a. Physician should order 1st dose of full therapeutic meropenem (pharmacy will call 
physician for order unless already ordered) 

Stock #1 

Stock #2 

Stock #3 

Stock #4 
6m
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b. Enter all the doses into EPIC (Order Panel : IV Meropenem Desensitization Protocol) 
and deliver all desensitizing doses when everything is ready once the patient has an 
ICU bed (pharmacy will be notified by nurse). 

c. Prepare dilutions from two 1000mg vials of meropenem 
d. Compound the 2 vials by adding 10mL of sterile water for injection into each vial for 

a resulting concentration of 100mg/mL.   
e. Use one vial (100mg/mL) to prepare stock solution #3 (10mg/mL) 

i. Remove 20mL (overfill + 10mL) from a 100mL NS bag. 
ii. Draw up 10mL from the reconstituted 100mg/mL vial (1000mg) and add to 

the NS bag to make a final concentration of 10mg/mL. 
f. Use the other vial (100mg/mL) to prepare stock solution #2 (1mg/mL)  

i. Remove 11mL (overfill + 1mL) from a 100mL NS bag. 
ii. Draw up 1 mL from the reconstituted 100mg/mL vial (100mg) and add to the 

NS bag to make a final concentration of 1mg/mL.   
g. Use stock solution #2 (1mg/mL) to prepare stock solution #1 (0.1mg/mL) 

i. Remove 20mL (overfill + 10mL) from a 100mL NS bag. 
ii. Draw up 10 mL from stock solution #2 and add to the NS bag to make a final 

concentration of 0.1mg/mL.   
h. Follow the steps indicated in below table and QS doses #1-12 to 50mL NS IVPB.  QS 

dose #13 to 100mL NS IVPB. 
 
2. Nurse 

a. Administer each dose IVPB over 15min at 15min intervals, without interruption, 
through step #13.  Flush line completely between each administration to ensure that 
the entire contents of each dose was received. 

b. Observe patient for hypersensitivity reactions after each dose administration 
i. If hypersensitivity reaction develops, stop desensitization dose administration 

ii. Call prescribing primary team for further instructions 
c. After step #13, observe the patient for 30min.  If no hypersensitivity reactions, call 

the physician to arrange for transfer out of the ICU (unless patient has other 
indications to be in the ICU) 

d. The next dose of meropenem will be on the next dosing interval (ie: 8 to 12 hours 
later) 

 
Dose # Concentration 

(mg/mL) 
Volume (mL) to QS 
to NS 50mL IVPB Dose (mg) Cumulative dose 

(mg) 
1 0.1 

Stock #1 

0.5 0.05 0.05 
2 0.1 1.25 0.125 0.175 
3 0.1 2.5 0.25 0.425 
4 0.1 5 0.5 0.925 
5 1 Stock #2 1.25 1.25 2.175 
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6 1 2.5 2.5 4.675 
7 1 5 5 9.675 
8 1 10 10 19.675 
9 10 

Stock #3 

2.5 25 44.675 
10 10 5 50 94.675 
11 10 10 100 194.675 
12 10 20 200 394.675 
13 10 60 600 994.675 
 
References:   
Castells M. “Rapid Desensitization for Hypersensitivity Reactions to Medications.”  Immunol 
Allergy Clin North Am 2009; 29:585.  
Wilson, D.  “Successful Meropenem Desensitization in a Patient with Cystic Fibrosis.” Ann 
Pharmacother 2003; 37:1424-8. 
 
 
Metronidazole Desensitization 
 
Metronidazole PO Desensitization: 
 
1. Pharmacy will prepare the following items: 

a. Physician to order 1st dose of full therapeutic metronidazole (pharmacy will call 
physician for order unless already ordered) 

b. Enter all doses inEPIC (Order Panel :  Oral Metronidazole Desensitization Protocol) 
and deliver all doses plus the first therapeutic metronidazole dose when everything is 
ready once the patient has an ICU bed (pharmacy will be notified by nurse) 

c. Prepare dilutions with metronidazole 250mg tablets 
i. Extemporaneously compound 1st metronidazole tablet in Ora-Sweet or Ora-

Plus to final concentration equivalent to stock #4 (2.5mg/mL, final volume of 
100mL) 

ii. Directions for extemporaneous compounding:  
• Crush one 250 mg tablet in a mortar and triturate to a fine powder. 
• Wet powder with minimal amount of vehicle (~5ml) and levigate to 

form viscous, but smooth and uniform paste. 
• Continue adding vehicle, mixing well after each addition. 
• Transfer to a graduate. 
• Rinse mortar with vehicle, adding rinse to graduate, until almost final 

volume. 
• QS to final volume of 100 mL with vehicle. Stir well. 

d. Use stock #4 to prepare stock solution #3 (0.25mg/mL): 



 

 

Policy 

ANTIBIOTIC DESENSITIZATION 
POLICY, PROCEDURE, & 

PROTOCOL 
27766 3 

LEVEL 
☐ System 
☐ Site 

EFFECTIVE DATE:  4/2025 

 

Page 7 of 16 
 

i. Draw 1 ml from 2.5mg/mL bottle and dilute in 9 mL of vehicle to make a 
final concentration of 0.25mg/mL 

e. Use stock solution #3 to prepare stock solution #2 (0.025mg/mL): 
i. Draw 1 ml from 0.25mg/mL bottle and dilute in 9 mL of vehicle to make a 

final concentration of 0.025mg/mL 
f. Use stock solution #2 to prepare stock solution #1 (0.0025mg/mL): 

i. Draw 1 ml from 0.025mg/mL bottle and dilute in 9 mL of vehicle to make a 
final concentration of 0.0025mg/mL 

g. Extemporaneously compound 2nd metronidazole tablet in Ora-Sweet or Ora-Plus to 
final concentration equivalent to stock #5 (25mg/mL, final volume of 10mL) 

i. Directions for extemporaneous compounding:  
• Crush one 250 mg tablet in a mortar and triturate to a fine powder. 
• Wet powder with minimal amount of vehicle (~5ml) and levigate to 

form viscous, but smooth and uniform paste. 
• Continue adding vehicle, mixing well after each addition. 
• Transfer to a graduate. 
• Rinse mortar with vehicle, adding rinse to graduate, until almost final 

volume. 
• QS to final volume of 10 mL with vehicle. Stir well. 

 
 
2. Nurse: 

a. Administer each dose at 30 minute intervals until step 12 
b. Observe patient for hypersensitivity reactions after each dose administration 
c. If hypersensitivity reaction develops, stop desensitization dose administration 

i. Call prescribing primary team for further instructions 
d. After giving the final dose in step 12, observe the patient for 30 minutes. If no 

hypersensitivity reaction occurs, call the physician to arrange for transfer out of the 
ICU (unless the patient has other indications to be in the ICU) 

 
 Step Dilution 

(mg/mL) 
mL 
Administered 

Dose/Step (mg) Cumulative 
dose (mg) 

Stock solution 
#1 

1 0.0025 1 0.0025 0.0025 

Stock solution 
#2 

2 0.025 1 0.025 0.0275 

Stock solution 
#3 

3 0.25 1 0.25 0.2775 

Stock solution 
#4 

4 2.5 1 2.5 2.7775 
5 2.5 2 5 7.7775 
6 2.5 4 10 17.7775 
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Stock solution 
#5 

7 25 1 25 42.7775 
8 25 2 50 92.7775 
9 25 4 100 192.7775 

250 mg tab 10 - - 250  442.7775 
500 mg tab 11 - - 500*  942.7775 
500 mg tab 12 - - 1000**  1942.7775 
*if final dose is 500mg, can stop at this step and prescribe 500mg BID for full treatment dose 
**continue to this dose if the prescribing dose is 2g orally x1 dose 
 
References:  
 
1. Gendelmen SR et al. Modified oral metronidazole desensitization protocol. All Rhinol 

(Providence). 2014 Summer; 5(2): e66-e69. PMCID: PMC4124580 
 https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4124580/ 

2. Allen LV et al. Stability of ketoconazole, metolazone, metronidazole, procainamide 
hydrochloride, and spironolactone in extemporaneously compounded oral liquids. Am J 
Health-Syst. Pharm. 1996; (53): 2073-2078. 

3. Irwin DB et al. The acceptability, stability, and relative bioavailability of an 
extemporaneous metronidazole suspension. Can J Hosp Pharm. 1987; (40): 42-46. 

 
Nafcillin Desensitization 
 
1. Pharmacy will prepare the following items 

a. Physician should order 1st dose of full therapeutic nafcillin (pharmacy will call 
physician for order unless already ordered) 

b. Enter all the doses in EPIC (Order Panel : IV Nafcillin Desensitiziation Protocol) and 
deliver all desensitizing doses when everything is ready once the patient has an ICU 
bed (pharmacy will be notified by nurse) 

c. Prepare dilutions with nafcillin 2gram inj vial 
d. Compound 2 vials of the following: 2gram in 10ml of NS 
e. After reconstitution, the original concentration of 2000mg/10mL is equivalent to 

stock solution #4 (200mg/mL) 
i. Keep one vial of this for dose #14 (draw 5mL out), #13 (draw 2.5mL out) and 

#12 (draw 1.25mL out)  
ii. Use the other vial to reconstitute stock solution #3 

f. Use stock solution #4 to prepare stock solution #3: 
i. Draw 2 mL from 200mg/mL bottle and dilute in 18mL of SW to make a final 

concentration of 20mg/mL 
g. Use stock solution #3 to prepare stock solution #2: 

i. Draw 1 mL from 20mg/mL bottle and dilute in 9mL of water to make a final 
concentration of 2mg/mL 
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h. Use stock solution #2 to prepare stock solution #1: 
i. Draw 1 mL from 2mg/mL bottle and dilute in 9mL of water to make a final 

concentration of 0.2mg/mL 
i. Follow the steps indicated in below table and QS each dose to 50mL NS IVPB before 

sending the doses up to the floor  
 
2. Nurse 

a. Administer each dose IVPB over 10min at 15 min intervals until step 14 
b. Flush line completely after each dose to ensure all medication is administered to 

patient 
c. Observe patient for hypersensitivity reactions after each dose administration 

i. If hypersensitivity reaction develops, stop desensitization dose administration 
ii. Call prescribing primary team for further instructions 

d. After step #14, observe the patient for 30min.  If no hypersensitivity reactions, call 
the physician to arrange for transfer out of the ICU (unless patient has other 
indications to be in the ICU) 

e. After step 14, observe patient for 30 minutes then patient is ready to be transferred 
out, the next dose of nafcillin will be on the next dosing interval (i.e.: 4h later) 

 
Dose # Concentration (mg/mL) Volume (mL) Dose (mg) Cumulative dose (mg) 
1 0.2 Stock #1 0.5 (dilute to 50 IVPB) 0.1 0.1 
2 0.2 1 (dilute to 50 IVPB) 0.2 0.3 
3 2 

Stock #2 

0.25 (dilute to 50 
IVPB) 

0.5 0.8 

4 2 0.5 (dilute to 50 IVPB) 1 1.8 
5 2 1 (dilute to 50 IVPB) 2 3.8 
6 2 2 (dilute to 50 IVPB) 4 7.8 
7 2 4 (dilute to 50 IVPB) 8 15.8 
8 20 

Stock #3 

0.8 (dilute to 50 IVPB) 16 31.8 
9 20 1.5 (dilute to 50 IVPB) 30 61.8 
10 20 3 (dilute to 50 IVPB) 60 121.8 
11 20 6 (dilute to 50 IVPB) 120 241.8 
12 200 

Stock #4 

1.25 (dilute to 50 
IVPB) 

250 491.8 

13 200 2.5 (dilute to 50 IVPB) 500 991.8 
14 200 5 (dilute to 50 IVPB) 1000 1991.8 
 
 
Reference: Cash JH et al. Desensitization as a tool for beta-lactam antibiotic use in methicillin 
sensitive Staphylococcus aureus infections. J of Pharmaceutical Tech and Drug Research. 2013 
ISSN 2050-120X (extrapolated recipe for nafcillin) 
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Penicillin PO Desensitization (PREFERRED OVER IV PENICILLIN DESENSITIZATION 
 
1. Pharmacy will prepare the following items 

a. 1st dose of full therapeutic PCN  PO (pharmacy will call physician for order unless 
already ordered) 

b. Enter all the doses in EPIC (EPIC: Oral Penicillin  Desensitization Protocol ) and 
deliver all doses plus the first therapeutic PCN dose when everything is ready once 
the patient has an ICU bed (pharmacy will be notified by nurse) 

c. Prepare dilutions with Pen-VK 250mg/5mL solution 
d. Follow instructions for reconstitution of Pen-VK 250mg/5mL per manufacturer’s 

recommendations  
e. After reconstitution, the original concentration of 250mg/5mL is equivalent to stock 

solution #3 (50mg/mL) 
f. Use stock solution #3 to prepare stock solution #2: 

i. Draw 2 mL from 50mg/mL bottle and dilute in 18mL of water to make a final 
concentration of 5mg/mL 

g. Use stock solution #2 to prepare stock solution #1: 
i. Draw 2 mL from 5mg/mL bottle and dilute in 18mL of water to make a final 

concentration of 0.5mg/mL 
h. Follow the steps indicated below and QS each dose with sterile water to 30mL before 

sending the doses up to the floor 
 
2. Nurse 

a. Administer each dose at 15 min intervals until step 14 
b. Observe patient for hypersensitivity reactions after each dose administration 

i. If hypersensitivity reaction develops, stop desensitization dose administration 
ii. Call prescribing primary team for further instructions 

c. After step 14, observe patient for 30 minutes then give full therapeutic dose by route 
of choice 

d. After giving the first therapeutic dose of penicillin, observe the patient for 30min.  If 
no hypersensitivity reactions, call the physicians to arrange for transfer out of the ICU 
(unless patient has other indications to be in the ICU) 

 
 

 Step Dilution 
(mg/mL) 

mL administered Dose/Step (mg) Cumulative dose 
(mg) 

Stock soln #1 1 0.5 0.1 0.05 0.05 
2 0.5 0.2 0.1 0.15 
3 0.5 0.4 0.2 0.35 
4 0.5 0.8 0.4 0.75 
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5 0.5 1.6 0.8 1.55 
6 0.5 3.2 1.6 3.15 
7 0.5 6.4 3.2 6.35 

Stock soln #2 8 5 1.2 6 12.35 
9 5 2.4 12 24.35 
10 5 4.8 24 48.35 

Stock soln #3 11 50 1 50 98.35 
12 50 2 100 198.35 
13 50 4 200 398.35 
14 50 8 400 798.35 

 
Reference: The Sanford Guide to Antimicrobial Therapy 2013 (43rd edition). Penicillin 
Desensitization. Page 80 
 
Penicillin IV Desensitization 

1. Pharmacy will prepare the following items 
a. 1st dose of full therapeutic PCN IV (pharmacy will call physician for order 

unless already ordered) 
b. Enter all the doses in EPIC (Order Panel: IV Penicillin Desensitization) 

and deliver all doses plus the first therapeutic PCN dose when everything 
is ready once the patient has an ICU bed (pharmacy will be notified by 
nurse) 

c. Reconstitute one 5 million unit vial with 8.5 ml SWFI or NS for a stock 
concentration of 500,000 U/mL 

d. To prepare solution 1 (40,000 units/100 mL): 
i. Draw up 0.8 mL of stock solution and dilute in 9.2 mL of NS to 

make stock solution #2 (40,000 units/mL) 
ii. Draw 1 mL of stock solution #2 and QS to 100 mL NS IVPB 

e. To prepare solution 2 (400,000 units/100 mL), take 0.8 mL of the initial 
stock solution and QS to 100 mL NS IVPB 

f. To prepare solution 3 (4,000,000 units/100 mL), take 8 mL of the initial 
stock solution and QS to 100 mL NS IVPB 

2. Nurse 
a. Administer each dose at 15 min intervals until step 12 
b. Flush line completely after each dose to ensure all medication is 

administered to patient 
c. Observe patient for hypersensitivity reactions after each dose 

administration 
i. If hypersensitivity reaction develops, stop desensitization dose 

administration 
ii. Call prescribing primary team for further instructions 
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d. After step 12, observe patient for 30 minutes then give full therapeutic 
dose by route of choice 

e. After giving the first therapeutic dose of penicillin, observe the patient for 
30min. If no hypersensitivity reactions, call the physicians to arrange for 
transfer out of the ICU (unless patient has other indications to be in the 
ICU) 

 
 

Step 
Concentration 
(units/mL) in 100 
ml IVPB 

Volume 
administered 
(mL) 

Infusion 
rate 
(mL/h) 

Time 
(min) 

Dose/Step 
(units) 

Cumulative 
dose (units) 

1 
400 
units/mL 

Solution 
1 

0.5 2 15 200 200 
2 1.25 5 15 500 700 
3 2.5 10 15 1,000 1,700 
4 5 20 15 2,000 3,700 
5 

4,000 
units/mL 

Solution 
2 

1.25 5 15 5,000 8,700 
6 2.5 10 15 10,000 18,700 
7 5 20 15 20,000 38,700 
8 10 40 15 40,000 78,700 
9 

40,000 
units/mL 

Solution 
3 

2.5 10 15 100,000 178,700 
10 5 20 15 200,000 378,700 
11 10 40 15 400,000 778,700 
12 80.5 79 61 3,220,000 3,998,700 

 
Reference:  

1. Chastain DB, Hutzley VJ, Parekh J, Alegro JVG. Antimicrobial Desensitization: 
A Review of Published Protocols. Pharmacy (Basel). 2019;7(3):112. Published 
2019 Aug 9. doi:10.3390/pharmacy7030112 

2. Houston Methodist. Rapid Penicillin Desensitization Protocol – IV or Oral. 
Published 2022 Aug 9. 

 
Trimethoprim-Sulfamethoxazole (TMP-SMX) PO Desensitization 
 
1. Pharmacy will prepare the following items 

a. Physician should order 1st dose of full therapeutic PO trimethoprim-sulfamethoxazole 
(pharmacy will call physician for order unless already ordered) 

b. Enter all the doses in EPIC  (Order Panel : Oral Sulfamethoxazole – Trimethoprim 
Desensitization Protocol ) and deliver all desensitizing doses when everything is 
ready once the patient has an ICU bed (pharmacy will be notified by nurse) 
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c. Prepare dilutions with trimethoprim (TMP)-sulfamethoxazole (SMX) 40-200mg/5mL 
oral solution 

d. This is also stock solution #1 
e. To make stock solution #2 

i. Take 1ml from stock solution #1 (amount = TMP 8mg / SMX 40mg), add 9ml 
of sterile water, final concentration = TMP 0.8mg / SMX 4mg /ml, label this 
stock solution #2.  

f. To make stock solution #3 
i. Take 1ml from stock solution #2 (amount = TMP 0.8mg / SMX 4mg), add 

9ml of sterile water, final concentration = TMP 0.08mg / SMX 0.4 mg /ml, 
label this stock solution #3.  

g. To make stock solution #4 
i. Take 1ml from stock solution #3 (amount = TMP 0.08mg / SMX 0.4mg), add 

9ml of sterile water, final concentration = TMP 0.008mg / SMX 0.04mg /ml, 
label this stock solution #4.  

ii. Follow the steps indicated below and QS each dose to 30mL sterile water 
before sending the doses up to the floor 

iii. Follow the steps indicated in below table for the doses 
 

Hour Dose 
(TMP/SMX) 
(mg) 

Dose How to compound dose 

0 0.004/0.02 Dose #1 Take 0.5ml from stock solution #4 = TMP 0.004mg/ SMX 0.02mg, label this 
Dose #1. Put this in 29.5mL of sterile water before sending to floor 

1 0.04/0.2 Dose #2 Take 0.5ml from stock solution #3 = TMP 0.04mg / SMX 0.2mg, label this 
Dose #2. Put this in 29.5mL of sterile water before sending to floor 

2 0.4/2 Dose #3 Take 0.5ml from stock solution #2 = TMP 0.4mg/ SMX 2mg, label this Dose 
#3. Put this in 29.5mL of sterile water before sending to floor 

3 4/20 Dose #4 Take 0.5ml from stock solution #1 = TMP 4mg / SMX 20mg, label this Dose 
#4. Put this in 29.5mL of sterile water before sending to floor 

4 40/200 Dose #5 Take 5mL from stock solution #1 = TMP 40mg / SMX 200mg. Put this in 
25mL of sterile water before sending to floor 

5 160/800 Dose #6 Give one TMP/SMX (Bactrim) DS tablet 
 
2. Nurse 

a. Administer each dose 1 hour apart as indicated in above table until the completion of 
dose #6 

b. Observe patient for hypersensitivity reactions after each dose administration 
i. If hypersensitivity reaction develops, stop desensitization dose administration 

ii. Call prescribing primary team for further instructions 
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c. After dose #6, observe the patient for 30min.  If no hypersensitivity reactions, call the 
physician to arrange for transfer out of the ICU (unless patient has other indications to 
be in the ICU) 

d. After Dose #6, observe patient for 30 minutes then patient is ready to be transferred 
out, the next dose of TMP-SMX will be on the next dosing interval  

 
Reference  
 
Rapid oral TMP-SMX Desensitization over 5 hours. Sandford Guide 2014. Page 80, Table 7 
 
Trimethoprim-Sulfamethoxazole (TMP-SMX) IV Desensitization 
 
1. Pharmacy will prepare the following items 

a. Physician should order 1st dose of full therapeutic IV trimethoprim-
sulfamethoxazole (pharmacy will call physician for order unless already ordered) 

b. Enter all the doses in EPIC (Order Panel: IV Sulfamethoxazole – Trimethoprim 
Desensitization Protocol) and deliver all desensitizing doses when everything is 
ready once the patient has an ICU bed (pharmacy will be notified by nurse) 

c. Prepare stock solution from the TMP-SMX 16-80mg/mL vial 
d. Stock solution #1= TMP-SMX 16-80mg/mL 
e. Stock solution #2 

i. Take 1mL from stock solution #1 TMP-SMX 16-80mg/mL, add 4mL of 
D5W to make final concentration of TMP-SMX  16-80mg/5mL = 3.2-
16mg/mL 

f. Stock solution #3 
i. Take 1mL from stock solution #2 TMP-SMX 3.2-16mg/mL, add 9mL of 

D5W to make final concentration of TMP-SMX  3.2-16/10mL = 0.32-
1.6mg/mL 

g. Stock solution #4 
i. Take 1mL from stock solution #3 TMP-SMX 0.32-1.6mg/mL, add 9mL of 

D5W to make final concentration of TMP-SMX  0.32-1.6mg/10mL = 
0.032-0.16mg/mL 

h. Stock solution #5 
i. Take 1mL from stock solution #4 TMP-SMX 0.032-0.16mg/mL, add 9mL 

of D5W to make final concentration of TMP-SMX  0.032-0.16mg/10mL = 
0.0032-0.016mg/mL 

i. Stock solution #6 
i. Take 1mL from stock solution #5 TMP-SMX 0.0032-0.016mg/mL, add 

9mL of D5W to make final concentration of TMP-SMX  0.0032-
0.016mg/10mL = 0.00032-0.0016mg/mL 
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j. Follow the steps indicated in below table and QS each dose to 50mL D5W IVPB 
before sending the doses up to the floor  

 
Dose Concentration 

TMP-SMX 
(mg/mL) 

Stock 
solution 
number   

Stock 
solution 
vol (mL) 

QS to 
final 
volume in 
D5W 

Dose (TMP-
SMX)/step (mg) 

Cumulative dose 
(TMP-SMX) 
(mg) 

1 0.00032-0.0016 6  1 50 0.00032-0.0016 0.00032-0.0016 
2 0.0032-0.016 5  1 50 0.0032-0.016 0.00352-0.00176 
3 0.032-0.16 4 1 50 0.032-0.16 0.036-0.18 
4 0.32-1.6 3 1 50 0.32-1.6 0.36-1,78 
5 3.2-16 2 1 50 3.2-16 3.56-17.78 
6 16-80 1 2 50 32-160 35.56-177.8 
7 16-80 1 5 50 80-400 115.56-577.8 
8 Full therapeutic 

dose 
N/A N/A 500 Full therapeutic dose 

 
2. Nurse 

a. Administer doses 1-7 IVPB over 20min every 15 min  (Total time from start of 
infusion to start of next infusion is 35min) until step 8, then infuse this final dose 
over 90 minutes 

b. Observe patient for hypersensitivity reactions after each dose administration 
i. If hypersensitivity reaction develops, stop desensitization dose 

administration 
ii. Call prescribing primary team for further instructions 

c. After step 8, observe the patient for 30min.  If no hypersensitivity reactions, call 
the physician to arrange for transfer out of the ICU (unless patient has other 
indications to be in the ICU) 

d. After step 8, observe patient for 30 minutes then patient is ready to be transferred 
out, the next dose of TMP-SMX will be on the next dosing interval  

 
References 
1. Turvey SE, Cronin B,  Arnold AD, Dioun AF. Antibiotic desensitization for the allergic 

patient: 5 years experience and practice. Ann Allergy Asthma Immunol. 2004. 92(4):426-32 
2. Tidwell BH, Cleary JD, Lorenz KR. Antimicrobial desensitization: a review of published 

protocols. Hosp Pharm. 1997. 32:1362-9 
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Purpose 
 
To provide guidance to clinicians prescribing antibiotics for adult patients with known or suspected history of allergic 
reactions to penicillin or cephalosporin antibiotics 
 
Policy 
 
Penicillin/cephalosporin allergies will be assessed and, when appropriate, tested safely with multi-disciplinary instructions 
provided by this policy and procedures. 
 
Population 
This policy is for use in inpatient units, emergency departments, and for clinics on the Highland Hospital campus. It is not 
for use in perioperative units, neonatal units, obstetric units, or clinics outside the Highland campus. 
 
 
Penicillin/Cephalosporin Allergy Evaluation Protocol 
 

1. Prescribers to review medication administration record in electronic medical record to see if patient has tolerated 
beta-lactam antibiotic(s) in the past 

2. Prescribers to review the history of adverse reactions for all agents in the beta-lactam class of antibiotics listed in 
the electronic medical record with the patient to determine the type of reaction. Update the type of reaction as 
necessary in the electronic medical record 

3. Review the Amoxicillin Oral Challenge Inclusion/Exclusion criteria (Appendix 1). If patients meets criteria, 
follow the challenge procedure (Appendix 2).  

 
Appendix 1: Amoxicillin Oral Challenge Inclusion/Exclusion 
 
Inclusion Criteria: 
• Non-immediate cutaneous reaction only (without features suggestive of severe cutaneous adverse reactions (SCAR)*) 
• Immediate cutaneous reaction (hives only without symptoms of anaphylaxis such as bronchospasm or hypotension) 

AND occurred more than 5 years ago 
• Patient does not recall the specific penicillin allergic reaction AND the event was long ago 
• Patients with a history suggestive of intolerance and worried about an allergic reaction 

o No oral challenge needed in patients with only a history of intolerance (GI upset, headache, yeast infection, 
etc.) or if there is a record of having previously tolerated penicillin at a time after the allergic reaction 

 
Exclusion criteria: 
• History of anaphylaxis or a recent reaction (within 5 years) suspected to be IgE-mediated (e.g., immediate onset 

urticaria) 
• SCAR* including Stevens-Johnson syndrome and toxic epidermal necrolysis; generalized exanthematous pustulosis; 

drug rash with eosinophilia with systemic symptoms (DRESS), serum sickness, hemolytic anemia or other immune 
related organ-specific reactions are no candidates for oral challenge  

• Pregnancy 
• Comorbidity (consider risk vs benefit) 
• Recent Beta-blocker use 
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• Recent Antihistamine use 
*SCAR: features include blistering over a large surface area, skin sloughing, mucosal involvement AND almost always 
involves systemic symptoms requiring hospitalization 
 
Appendix 2: Amoxicillin Oral Challenge Procedure 
Prescriber: 
• Review patient history and assess for inclusion/exclusion criteria as above 
• Discuss oral amoxicillin challenge purpose and procedure with patient prior to the challenge 
• Hold beta-blockers on the day of the challenge 
• Hold antihistamines for at least 3 days prior to the challenge 
• Utilize “Oral Amoxicillin Challenge” order panel in EPIC to order: 

o Amoxicillin 250mg PO x1 
o Diphenhydramine 50mg PO as needed for allergic reaction during challenge 

• Update allergies in EPIC per results of the amoxicillin challenge 
• Provide patient counseling based on the results of the oral challenge and ability to receive a penicillin and future risk 

of an allergic reaction and/or adverse event, etc 
Nurse: 
• Administer oral amoxicillin dose 
• Monitor vitals and for allergic reaction per orders (every 20 minutes x 3) 
• Contact prescriber if an allergic reaction occurs 
• Contact prescriber if no reaction occurred after the 60-minute observation period is completed 
 
Appendix 3: Management of Side Effects During Oral Amoxicillin Challenge 
 
 
Side Effects Which Do Not Constitute a Failed 
Challenge: 

Management 

Anxiety Examination and reassurance, provide patient with opportunity for distraction 
with reading materials/television. 

Throat itching Perform visual examination of the throat and vital signs. In the absence of visible 
changes provide the patient with reassurance that no changes are visible, offer 
the patient water to drink, and recheck in fifteen minutes. 

Nausea, Vomiting, Abdominal discomfort Perform examination and vital signs. In the absence of further signs/symptoms 
provide the patient with reassurance. This can typically be both treated and 
preempted by making sure the patient has taken some food prior to or during the 
oral challenge. Amoxicillin causes stomach upset in between 10-20% of patients. 

Itching without a visible rash Perform examination. Note that at baseline, some patients have 
dermatographism of the skin, which means that pressure with a tongue depressor 
or scratching will produce linear urticaria and redness of the skin. This does not 
constitute a challenge failure, but will require closer monitoring. In the absence 
of visible changes provide the patient with reassurance that no changes are 
visible and that the itching will typically subside, and recheck in fifteen minutes. 
If the itching is bothersome, notify provider as they may want to consider an oral 
antihistamine. Oral antihistamines can be provided and the clinician and the 
patient should discuss whether the penicillin allergy label will be removed from 
the chart or whether an outpatient drug allergy evaluation is warranted, based 
upon patient preference. 
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Side Effects Which Constitute a Failed Challenge: Penicillin allergy label should remain in the chart 

with documentation of symptoms and suggest  
Symptom Management 
Isolated Urticaria Note the timeframe in which the drug was given and the 

onset of symptoms. Urticaria within 1 hour of the drug 
should be considered causal. Urticaria within 1-4 hours of 
the drug may be causal. Urticaria which is more than 4 
hours after the drug is unlikely to be related. Treat with 
oral diphenhydramine  
 

Anaphylaxis 
New onset hypotension occurring in the setting of drug administration 
within 1 hour should be considered as possible anaphylaxis and treated 
with injectable epinephrine. Angioedema, shortness of breath, altered 
mental status should be managed similarly. The hallmark of anaphylaxis 
is the presence of multisystem involvement. In particular patients who 
have skin + respiratory + cardiovascular findings have anaphylaxis until 
proven otherwise. List of systemic symptoms that can occur with 
anaphylaxis: - Disseminated Hives/Urticaria - Angioedema/Swelling of 
Face/Throat - Shortness of Breath, Wheezing, Coughing - Shock - Weak 
Pulse - Loss of Consciousness/Confusion - Severe Gastrointestinal 
Symptoms (Diarrhea, Vomiting) 

Provider to treat with injectable epinephrine as 
appropriate and repeat dosing as necessary.  
 
Provider may consider additional symptomatic 
management with oral diphenhydramine. Antihistamines 
should not be substituted for epinephrine in anaphylaxis 
management.  
 
Anaphylaxis constitutes a failed challenge  
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PURPOSE 
To provide guidelines for the identification, reporting, documentation and formal review of 
adverse drug reactions.  
 
GOALS 
1. To improve patient care through reporting ADRs: 

a. Provide standardize process for identifying, reporting and monitoring of ADRs 
b. Anticipatory surveillance for high risk medications 
c. Identification of significant or preventable ADRs 
d. Education of health professionals to increase their level of awareness regarding ADRs 

*An ADR is defined as an undesirable effect due directly to a specific medication 
whether expected or not. 

 
POLICY 
All AHS healthcare professionals have a responsibility to report ADRs and potential ADRs as a 
mean to assess and improve the medication use process and provide a safe environment for 
patient care.  
 
PROCEDURE 
1. Reporting 

a. The person detecting the reaction, if other than nursing, will notify the registered nurse 
caring for the patient. 

b. The registered nurse caring for the patient will: 
1) Notify the attending/prescribing Physician 

i. Document in the patient record if information known in the ADR tab of  
the electronic health record  

a. Name of the suspected medication 
b. Signs and symptoms caused by the suspected ADR 
c. Sequence of events 
d. Emergency action taken  
e. Notification of the Physician  

c. The provider, nurse or any healthcare professional involved in the patients care will 
enter the ADR as an AHS Safety Alert into Midas.  

 
2. Review 

a. When possible,  ADRs will be reviewed using the following methods: 
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1) ADR Dashboard  
 

2) Healthcare member reporting through the AHS Safety Alert  
 

b. The ADRs will be gathered and reviewed at least quarterly by a team including at least a 
physician and pharmacist.   The following will be reviewed:  
1) Severity  
2) Probability 
3) Avoidability or preventability 
4) ADRs related to high risk medications  

 
c. A summary report will then be presented to The Medication Safety or Medication Error 

Reduction Team Subcommittee which will determine actions needed.  
 

d. Possible recommendations from the Medication Safety or Medication Error Reduction 
Team Subcommittee can include but not limited to:          
1) Peer chart review. 
2) Staff education 
3) Remove, place restrictions, or develop a protocol for the use of the medication. 
4) Conduct a formal drug use evaluation 
5) Report the ADR to the FDA Medwatch  

 
e. The Medication Safety Subcommittee or Medication Error Reduction Team 

Subcommittee determines methods to evaluate the effectiveness of actions and re-
reviews the results on a quarterly basis. 

 
 
REFERENCES 
TJC MM.07.01.03 
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Board of Trustees Date:  6/2025  

 
 
 



 
 
MEDICATION: HEPARIN CONTINUOUS INFUSION POLICY 
 

Site Alameda Health System Previous Revision Dates  
Effective Date 5/2025 Date Revised 4/2025 
Document Owner MGR SYS MED 

SAFETY-CLIN PHARM 
Next Scheduled Review 4/2028 

Executive Responsible PHARMACY DIRECTOR  
Printed copies are for reference only. Please refer to electronic copy for the latest version. 

 

Page 1 of 3 
 

 
PURPOSE 
To provide guidelines for the safe administration of continuous unfractionated heparin 
(UFH) infusion for the treatment of acute coronary syndromes (ACS) or venous 
thromboembolism (VTE). 
 
This policy applies to the following indications: 

1. Deep vein thrombosis (DVT),pulmonary embolism (PE), and atrial fibrillation 
2. Unstable angina (UA)/non-ST-elevation myocardial infarction (NON-STEMI) and ST-

elevation myocardial infarction (STEMI) 
3. Heparin for patients with high bleeding risk, no bolus infusion protocol 
4. Heparin for CRRT Systemic Anticoagulation to prevent clotting of extracorporeal circuit 

 
POLICY 
Continuous UFH infusion for will be ordered by a provider. 

1. The UFH order will include IV bolus dose when indicated per protocol or per provider 
discretion, starting initial infusion rates, titration infusion rates and frequency of 
laboratory monitoring. 

2. UFH infusion will be administered and maintained by a nurse who is competent to care 
for patients on continuous UFH infusion. 

 
PROCEDURE AND RESPONSIBILITIES 
1. General Precautions 

a. Anti-Xa level is the lab test used to monitor Heparin unless the Anti-Xa test is down or 
switched determined by the provider in which the aPTT will then be used. 

b. Avoid intramuscular injections 
c. UFH infusion should not be interrupted unless indicated in order or discontinued by 

physician 
d. Avoid in the presence or recent active bleeding, unless instructed by the provider 
e. Avoid sharp debridement of wounds while patient is on UFH infusion 
f. Do not administer oral direct thrombin inhibitor (e.g. dabigatran), or oral factor Xa 

inhibitors (e.g. rivaroxaban, edoxaban, and apixaban) except per provider order 
g. Refer to AHS Anticoagulation Guide for administration of UFH infusion in patients who 

are receiving or about to receive neuraxial blockage (intrathecal or epidural analgesia) 
h. Avoid use in patient with history or suspect of HIT 
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2. Ordering Provider 

a. Prior to initiation of UFH for treatment of of any indication, provider will screen the 
patients for any signs or symptoms of bleeding and relative contraindications (platelet 
defect, recent major surgery, cerebrovascular hemorrhage, and active ulcerative GI 
disorders, etc).  

b. The provider will evaluate if the UFH treatment is appropriate for the patient. If the 
provider determines the UFH treatment is necessary he/she will document in the progress 
notes. 

c. Upon ordering UFH for VTE or ACS, provider shall order baseline aPTT, PT/INR, and 
CBC 

d. Provider shall order the initial bolus dose (can be omitted per physician’s discretion), the 
initial infusion rate, and adjust bolus doses based on patient’s actual body weight (ABW). 
However, 

i. If the patient’s ABW is 20% more than the ideal body weight (IBW), adjusted 
body weight should be utilized to calculate UFH dosing. The provider shall utilize 
the online calculator in EPIC to determine the dosing weight. 
 
Formula for ideal body weight (IBW) 
Men= 50kg + (2.3 x [inches >5 feet])kg 
Women=45.5kg + (2.3 x [inches >5feet])kg 
Adjusted body weight: IBW + 0.4 (ABW – IBW) 

 
e. Initial UFH bolus dose and initial infusion rate guidelines: 

i. limit to ≤ 10,000 units initial bolus dose for the treatment of VTE 
ii. limit to ≤ 4,000 units initial bolus dose and the initial infusion rate ≤ 1,000 

units/hour for the treatment of ACS 
iii. Limit High Bleeding Risk Protocol to <1000 units/hr initial infusion rate 
iv. Limit CRRT protocol to  maximum initial infusion dose of 500 units/hr 

 
f. The Provider is responsible for the discontinuation and re-initiation of UFH infusion in 

the event the patient needs an interventional procedure or the patient has reached 
therapeutic levels 

g. Provider shall ensure that outpatient anticoagulation management therapy is ordered for 
the patient prior to discharge, if applicable. 
 

3. Nursing 
a. Nurses shall administer UFH infusion and document administration as per AHS 

Medication Administration Policy 
b. When a patient receives UFH infusion, TWO nurse verification is required to ensure the 

following: 
i. Accurate Anti-Xa or aPTT entered 

ii. Accurate titration dose entered in Epic based on the Heparin Calculator 
iii. Accurate unit/kg/hr dose entered into Infusion Pump 

c. Only standard concentration of 100 unit/mL UFH ( 25,000 units of heparin in 250 mL of 
diluents) shall be administered  
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d. Whenever heparin is administered as a continuous infusion, a programmable infusion 
pump will be utilized. 

e. Nurses will round to the bolus dose to the nearest 1000 units Nurses shall ensure the 
laboratory tests are drawn as indicated per provider’s order  

i. Baseline aPTT, PT/INR, and CBC should be available prior to initiation of 
heparin 

ii. Send Anti-Xa (or aPTT) every 6 hours after starting infusion or 6 hours after any 
dosage changes 

iii. Obtain Anti-Xa (or aPTT)  every 6 hours and adjust infusion by the heparin 
dosage adustment until the Anti-Xa (or aPTT) is therapeutic 

iv. Obtain Anti-Xa (or aPTT)  Q24 hours once two consecutive Anti-Xa (or aPTT) 
are therapeutic  

v. Obtain CBC every 3 days 
f. Nurses should notify provider if any bleeding event or signs and symptoms of bleeding  
g. Nurses will temporarily hold UFH infusion in the setting of acute signs/symptoms of 

bleeding or supratherapeutic coagulation test results as instructed by the order/protocol.  
Access to the protocol appears as a link on the MAR in Epic as “REFERENCE ONLY”.  
Please note, it is the provider’s ultimate responsibility to discontinue UFH infusion if 
condition is warranted 

 
4. Pharmacist 

a. Upon receiving UFH orders, pharmacist shall verify the accuracy of the bolus doses, and 
initial infusion rate based on appropriate weight.  

b. Pharmacist should clarify with the provider if any dosing correction needs to be made. 
c. Pharmacy shall prepare UFH infusion bag in either D5W/0.9%NS/0.45%NS (for patient 

with diabetes) in the concentration of 100 unit/mL UFH ( 25,000 units of heparin in 250 
mL of diluents) 
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Purpose 

Alameda Health System (hereinafter “AHS”) is committed to providing a safe, healthy, and 
productive environment. Consistent with this commitment, this policy establishes AHS’s intent 
to maintain a marijuana free environment for our patients (except for those Eligible Patients as 
set forth by the Compassionate Access to Medical Cannabis Act or Ryan’s law and described in 
the SB311 Compassionate Access to Medical Cannabis Policyresidents, visitors, and employees.  
 
Policy 

In accordance with State and Federal Law, it is the policy of AHS to expressly prohibit the use, 
possession, purchase, sale, transportation, or distribution of marijuana – including all derivative 
products not FDA approved for clinical use, legally use, possess, purchase, sell, conceal, 
transport, or distribute marijuana on any AHS property, or facility owned or under the managing 
authority of AHS, with the exception of those Eligible Patients as set forth by the Compassionate 
Access to Medical Cannabis Act or Ryan’s Law, to the extent Eligible Patients may use medical 
cannabis as described in the SB311 Compassionate Access to Medical Cannabis Policy.1  
It is important to acknowledge that AHS is a federal contractor (accepts Medicare, Medi-Cal and 
CHAMPUS) and therefore, must operate and provide services in compliance with all applicable 
federal laws and regulations. To this date, marijuana remains a Schedule I drug under the Federal 
Controlled Substance Act, and for that reason, the use, possession, purchase, sale, transportation, 
or distribution of marijuana remains illegal under federal law. Accordingly, marijuana’s 
classification as a Schedule I drug dictates that AHS employees, medical staff members, 
contractors, residents, visitors and patients (other than those Eligible Patients as set forth by the 
Compassionate Access to Medical Cannabis Act or Ryan’s Law to the extent such Eligible 
Patients are permitted to use Medical Cannabis under the  SB311 Compassionate Access to 
Medical Cannabis Policy) cannot legally use, possess, purchase, sale, transport, distribute or 
authenticate marijuana on any AHS property, or facility owned or under the managing authority 
of AHS.  
 

 
1 See 42 U.S.C.A. § 1395i-3; California Health & Safety Code § 11362.45. See also 21 U.S.C.A. § 801 and § 812. 
See also California Senate Bill No. 311, Compassionate Access to Medical Cannabis Act or Ryan’s Law (Cal. 
Health & Safety Code §1649 et seq.); and see SB311 Compassionate Access to Medical Cannabis Policy. 
 



 

 

Scope 

This policy applies to AHS and to all employees (as well as potential employees), medical staff 
members, volunteers, contractors, residents, visitors, and patients (regardless of service or 
category of patient; however, this policy does not apply to an Eligible Patient to the extent an 
Eligible Patient is permitted to use medical cannabis under the SB311 Compassionate 
Access to Medical Cannabis Policy). This policy also applies to all facilities and property under 
the managing authority of Alameda Health System. 
 
Definitions 

Alameda Health System Employee - means any employee, medical staff, contracted staff, 
volunteer, trainer and any other person whose conduct, in the course of work for AHS or 
under AHS’ direct control, regardless of whether or not they are paid by AHS. 
 
Alameda Health System Property - include, but are not limited to, Alameda Hospital, 
Creedon Advanced Wound Care, Eastmont Wellness Center, Fairmont Rehabilitation and 
Wellness Center, Hayward Wellness, Highland Hospital, John George Psychiatric Hospital, 
Newark Wellness Center, Park Bridge Rehabilitation and Wellness Center, San Leandro 
Hospital, South Shore Rehabilitation and Wellness Center.   
 
Eligible Patient - An individual who is (a) terminally ill, and (b) has provided a copy of the 
patient’s valid medical cannabis identification card, as described in Cal. Health and Safety 
Code §11362.715, or a copy of the patient’s written documentation of physician’s 
recommendation as defined in Cal. Health and Safety Code §11362.7.  Please see SB311 
Compassionate Access to Medical Cannabis Policy. 
 
Marijuana - includes both (a) “medical marijuana,” as defined under California’s 
Compassionate Use Act (CUA), and (b) “recreational marijuana” as defined under the Adult 
Use of Medical Marijuana Act (AUMA).  

 
Prohibited Conduct 

A. Patients, (not including Eligible Patients to the extent Eligible Patients may use Medical 
Cannabis under the SB311 Compassionate Use of Medical Cannabis Policy)Residents, 
and Visitors 

i. General Rule - The use, possession, sale, purchase, transfer, concealment, storage, or 
distribution of marijuana - including all derivative products - by visitors, residents, 
and patients (regardless of service or category of patient) is strictly prohibited on 
AHS property  

ii. Procedure - If an AHS employee has a reasonable suspicion that a patient, resident, 
or visitor is in possession of marijuana or in violation of this policy, the employee 
must notify the  immediate Supervisor  and follow the procedures set forth under the 
following policies: 

i. Patient's Own Medications: Storage, Security, Handling And Administration;2 

 
2 See Section (B) “Patients in Possession of Illegal Drugs, Controlled Substances. . . ” 



 

 

ii. Patient Rights and Responsibilities; and  
iii. Controlled Substances.3  

iii. Violation of this policy - Unless otherwise provided by law, a violation of this policy 
(e.g., patient insists upon possession or using marijuana) is subject to disciplinary 
action, which may include  the revocation of visitation privileges or administrative 
discharge of the patient. 

B. AHS Employees 
i. General Rule - The manufacture, possession, sale, purchase, transfer, concealment, 

storage, or distribution of marijuana - including all derivative products -by AHS 
employees while at work or while conducting AHS business, and consumption or 
being under the influence of marijuana while at work or while conducting AHS 
business (either on or away from AHS property) is strictly prohibited.  

ii. Procedure – When the Department Manager (includes Executives, Directors, 
Managers, and Supervisors) has a reasonable suspicion that an employee is in 
violation of this policy, the supervisor must notify the  immediate supervisor  and 
follow the procedures set forth under the following policies: 

i. HR: Section 1.00 - Policy 1.35 Drug-Free Workplace; 
ii. HR: Section 3.00 – Policy 3.20 Expectations of Conduct; and 

iii. HR: Section 5.00 - Policy 5.12 Workplace Security.  

iii. Violation of this policy – Unless otherwise provided by law, a violation of this 
policy is subject to disciplinary action, up to and including immediate termination of 
employment.  

Reference 
21 U.S.C.A. § 801 and § 812 
42 U.S.C.A. § 1395i-3 
California Health & Safety Code: 
 § 11362.1;  
 § 11362.3;  
 § 11362.45(f); 
 §11362.45(g); and 

§ 11362.785(a) 
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3 See Section 17. “Controlled Drug Destruction” 
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PURPOSE 
To ensure Alameda Health System (AHS) has a system in place to eliminate medication errors 
caused by the procurement, storage, dispensing and administration of look alike, sound alike 
medications. 
 
 
POLICY 
• To assist with the reducing the likelihood of medication events associated with Look 

Alike/Sound Alike medications, AHS will make every effort to comply with the following 
risk reduction strategies: 
a. Pre-printed order forms or order sets will be used whenever possible. 
b. Prescribers should not give verbal or telephone orders for sound alike look alike 

medications and chemotherapeutics.   
c. Computer screen selection and automatic dispensing machine screens (ADM’s) will use 

Tallman Lettering to display easily confused medications whenever possible. 
d. Medications labels will include both generic and trade names to make them easier to 

distinguish whenever possible.  
e. Separate look-alike or sound-alike medications in the pharmacy and in the automated 

dispensing machine in the units. 
 
• Problematic medications and safety strategies identified will be instituted per the guidelines 

referenced below. 
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PROCEDURE 

1. The Institute of Safe Medication Practices (ISMP) will be reviewed to identify those 
medications to add to AHS Sound Alike Look Alike List. 

 
2. At least annually, AHS Pharmacy and Therapeutics Committee will review and update (if 

needed) the list of look-alike/sound alike drugs used by the organization 
 

3. AHS will regularly provide information to professional staff on drugs that have been 
determined to be problematic through published reports or internal issues. 

 
 
REFERENCES 
1. The Joint Commission Medication Management MM.01.02.01 
 
2. Institute for Safe Medication Practices: ISMP’s List of Confused Drug Names 
 
3. https://www.ismp.org/tools/confuseddrugnames.pdf 
 
 
APPROVALS 
  

 System 
Departmental Date: 4/2025  
Pharmacy and Therapeutics (P&T) Date: 4/2025  
Clinical Practice Council (CPC) Date: 5/2025 
Medical Executive Committee Date: 5/2025 
Board of Trustees Date: 6/2025 
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ACUTE CARE HOSPITALS 
MEDICATIONS SAFETY STRATEGY 

ALPRAZolam LORazepam • Store separately from each other in different cubies in the ADM. 
• Tallman lettering and Auxiliary label 

amanTADINE amioDARONE • Store separately from each other in different cubies in the ADM. 
• Tallman lettering and Auxiliary label 

buPROPion buSPIRone • Store separately from each other in different cubies in the ADM. 
• Tallman lettering and Auxiliary label 

Captopril Carvedilol • Store separately from each other in different cubies in the ADM. 
• Tallman lettering and Auxiliary label 

CeFAZolin – CefTRIAXone – CeFOXitin – CefoTEtan – 
CefTRIAXone - CefTAZIdime 

• Store separately from each other in different cubies in the ADM. 
• Tallman lettering and Auxiliary label 

CeleBREX Cerebyx • Store separately from each other in different cubies in the ADM. 
• Tallman lettering and Auxiliary label 

carBAMazepine OXcarbazepine • Store separately from each other in different cubies in the ADM. 
• Tallman lettering and Auxiliary label 

CISplatin (Platinol)  CARBOplatin (Paraplatin ) • Pre-printed order forms are used to clearly identify medication being ordered.  
• Stored solely in the pharmacy.  
• Products are separated by at least one shelf and clearly marked. 
• No medication abbreviations are accepted.  
• Orders are double checked by two pharmacists and two nurses prior to 

administration. 
DOPamine DOBUTamine • Store separately from each other in different cubies in the ADM. 

• Tallman lettering and Auxiliary label 
 DOXOrubicin DAUNOrubicin • Pre-printed order forms are used to clearly identify medication being ordered.  

• Stored solely in the pharmacy.  
• Products are separated by at least one shelf and clearly marked. 
• No medication abbreviations are accepted.  
• Orders are double checked by two pharmacists and two nurses prior to 

administration. 
FOSphenytoin (Cerebyx) PHENYtoin  (Dilantin) • Store separately from each other in different cubies in the ADM. 

• Tallman lettering and Auxiliary label 
glipiZIDE glyBURIDE • Store separately from each other in different cubies in the ADM. 
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MEDICATIONS SAFETY STRATEGY 
• Tallman lettering and Auxiliary label 

Heparin HEPARIN (pediatric 
strength versus adult) 

• Stored in limited supply in Automated Dispensing machines.   
• Double checked by pharmacy before restocking Automatic Dispensing Machine 

(ADM) 
• Heparin drip requires double RN signature during medication administration and 

each dose titration 
hydrALAZINE hydrOXYzine • Store separately from each other in different cubies in the ADM. 

• Tallman lettering and Auxiliary label 
HYDROcodone OxyCODONE (immediate 

release) 
• Store separately from each other in different cubies in the ADM. 
• Tallman lettering and Auxiliary label 

HYDROmorphone 
(Dilaudid) 

morphine 
(Astramorph, Duramorph) 

• Dispensing of these medications are controlled and tracked through the 
Automated dispensing machines.   

• Stored in the ADM in different cubies and/or different drawers.  
• Tallman lettering. 

Insulin products 
• Lantus and 

Lente 
• Humalog and  
• Humulin 
• Novolog and  
• Novolin 
• Humalog and  
• Novolog 
• Novolin 70/30 

and  
• Novolog Mix  
• 70/30 

HumuLIN 
HumaLOG 
NovoLOG 
NovoLIN 

• Only approved insulin products are stocked in the nursing unit to limit the 
variety. 

•  The removal of insulin doses are recorded and tracked through the  automated 
dispensing machines.  

• All insulin short acting medications are available as vials while insulin long acting 
medications are available as pens whenever possible. 

• All insulin medications are patient specific and clearly marked with auxiliary 
labels to differentiate the products and are patient specific (except for the ED). 

• Tallman lettering 

LamoTRIgine LevETIRAcetam • Store separately from each other in different cubies in the ADM. 
• Tallman lettering and Auxiliary label 

LevETIRAcetam 
(Keppra) 

LevOCARNitine • Store separately from each other in different cubies in the ADM. 
• Tallman lettering and Auxiliary label 
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MEDICATIONS SAFETY STRATEGY 
levoFLOXacin levETIRAcetam • Store separately from each other in different cubies in the ADM. 

• Tallman lettering and Auxiliary label 
MetFORMIN 
(GLUCOPHAGE)       

  metroNIDAZOLE 
(FLAGYL) 

• Store separately from each other in different cubies in the ADM. 
• Tallman lettering and Auxiliary label  

Dexamethasone Dexmedetomidine • Store separately from each other in different cubies in the ADM. 
• Auxiliary Label 

methylene blue VisionBlue • Store separately from each other in different cubies in the ADM. 
• Tallman lettering and Auxiliary label 

MS Contin (morphine extended 
release) 

OxyCONTIN (extended Release) • Store separately from each other in different cubies in the ADM. 
• Tallman lettering and Auxiliary label 

niCARdipine NIFEdipine • Store separately from each other in different cubies in the ADM. 
• Tallman lettering and Auxiliary label 

predniSONE prednisoLONE • Store separately from each other in different cubies in the ADM. 
• Tallman lettering and Auxiliary label 

PACLitaxel (Taxol) DOCEtaxel (Taxotere) • Pre-printed order forms are used to clearly identify medication being ordered.  
• stored solely in the pharmacy.  
• Products are separated by at least one shelf and clearly marked. 
• No medication abbreviations are accepted.  
• Orders are double checked by two pharmacists and two nurses prior to 

administration. 
PHENYLephrine  
(Neo-Synephrine) 

NOREPInephrine 
(Levophed) 

• Store separately from each other in different cubies in the ADM. 
• Tallman lettering and Auxiliary label 

riFAMpin riFAXimin • Store separately from each other in different cubies in the ADM. 
• Tallman lettering and Auxiliary label 

soluCORTEF soluMEDROL • Store separately from each other in different cubies in the ADM. 
• Tallman lettering and Auxiliary label 

Tdap Dtap • Store separately from each other in different cubies in the ADM. 
• Tallman lettering and Auxiliary label 

vinCRIStine (Oncovin)  vinBLAStine (VELBAN) • Pre-printed order forms are used to clearly identify medication being ordered.  
• stored solely in the pharmacy.  
• Products are separated by at least one shelf and clearly marked. 
• No medication abbreviations are accepted.  
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MEDICATIONS SAFETY STRATEGY 
• Orders are double checked by two pharmacists and two nurses prior to 

administration. 
COVID-19 Monovalent 
vaccine 

COVID-19 BIVALENT 
Vaccine 

• Storage: Each vaccine has separate labeled bins (color specific bins) for 
monovalent vs. bivalent 

• Labeling: Each vaccine has a specific label in the fridge/freezers (color specific) 
and in Pyxis  

COVID-19 Adult Vaccine COVID-19 Pediatric 
Vaccine 

• Storage: Each vaccine has separate labeled bins (color specific bins) specific for adult vs. 
peds 

• Labeling: Each vaccine has a specific label in the fridges/freezers (color specific labels) 
and in pyxis 

 
 

Ambulatory Care, Behavioral Health, and Long Term Care 
 

MEDICATIONS SAFETY STRATEGY 
buPROPion busPIRone • Store separately from each other in different cubies in the ADM. 

• Tallman lettering and Auxiliary label 
citalopram hydrobromide 
(CeleXA) 

Celecoxib  (CeleBREX) • Prescribers will give verbal or telephone orders only when truly necessary.  
• Staff to read back all orders, spell the product name, and state its indication. 
• Whenever possible, prescribers will include brand and generic names when 

writing orders and use computer generated or typed prescriptions. 
cloNIDine (Catapress) ClonazePAM (Klonopin) • Prescribers will give verbal or telephone orders only when truly necessary.  

• Staff to read back all orders, spell the product name, and state its indication. 
• Whenever possible, prescribers will include brand and generic names when 

writing orders and use computer generated or typed prescriptions. 
 Concentrated: 
morphine oral liquid 
Roxanal, MSIR 

Conventional: 
morphine oral liquid 

• Concentrated oral morphine solutions are only dispensed upon receipt of an 
order for a specific patient (not as unit stock).   

• The concentrated solution is segregated from the other concentrations in the 
Pyxis C2 Safe.  

• Concentrated solutions are purchased and dispensed in dropper bottles and 
dispensed as unit dose for inpatients.  

chlorproMAZINE chlordiazePOXIDE • Store separately from each other in different cubies in the ADM. 
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MEDICATIONS SAFETY STRATEGY 
• Tallman lettering and Auxiliary label 

DULoxetine FLUoxetine 
PARoxetine 

•  Store separately from each other in different cubies in the ADM. 
• Tallman lettering and Auxiliary label 

Insulin products 
• Lantus and Lente 
• Humalog and  
• Humulin 
• Novolog and  
• Novolin 
• Humalog and  
• Novolog 
• Novolin 70/30 and  
• Novolog Mix  
• 70/30 

HumuLIN 
HumaLOG 
NovoLOG 
NovoLIN 

• Only approved insulin products are stocked in the nursing unit to limit the 
variety. 

•  The removal of insulin doses are recorded and tracked through the  automated 
dispensing machines.  

• All insulin short acting medications are available as vials while insulin long acting 
medications are available as pens.  

• All insulin medications are patient specific and clearly marked with auxiliary 
labels to differentiate the products and are patient specific (except for the ED). 

• Tallman lettering 

lamiVUDine lamoTRIgine • Store separately from each other in different cubies in the ADM. 
• Tallman lettering and Auxiliary label 

Terbinafine (LamISIL) Lamotrigine (LaMICtal) • Prescribers will give verbal or telephone orders only when truly necessary.  
• Staff to read back all orders, spell the product name, and state its indication. 
• Whenever possible, prescribers will include brand and generic names when 

writing orders and use computer generated or typed prescriptions. 
ThioTHIXine  thioRIDazine • Store separately from each other in different cubies in the ADM. 

• Tallman lettering and Auxiliary label 
traZODone traMADol • Store separately from each other in different cubies in the ADM. 

• Tallman lettering and Auxiliary label 
Nefazodone (Serzone ) Quietapine (SEROquel) • Prescribers will give verbal or telephone orders only when truly necessary.  

• Staff to read back all orders, spell the product name, and state its indication. 
• Whenever possible, prescribers will include brand and generic names when 

writing orders and use computer generated or typed prescriptions. 
Olanzapine (ZyPREXA) Cetirizine (ZyrTEC) • Prescribers will give verbal or telephone orders only when truly necessary.  

• Staff to read back all orders, spell the product name, and state its indication. 
• Whenever possible, prescribers will include brand and generic names when 

writing orders and use computer generated or typed prescriptions. 
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MEDICATIONS SAFETY STRATEGY 
Hep A Vaccine Adult 
(HAVrix) 

Hep A Vaccine Pediatric 
(HAVrix) 

• For those campuses that carry both Adult and Pediatric doses, adult dosing 
syringes will be labeled “Adult” 

• ADULT dose syringes stored on separate shelf from pediatric dose syringes 
• Pharmacist to double check all syringes & dosage prior to loading in Pyxis 
• Nurses to confirm ADULT and dosage prior to administration 

Hepatitis A Vaccine 
(HAVrix)  

Hepatitis A/B Vaccine 
(TWINrix) 

• Stored separately from each other on different shelves when possible in 
refrigerated 

• Pharmacist to double check all syringes & dosage prior to loading in Pyxis 
• Nursing to confirm name and dosage prior to administration 

COVID-19 Monovalent 
vaccine 

COVID-19 BIVALENT 
Vaccine 

• Storage: Each vaccine has separate labeled bins (color specific bins) for 
monovalent vs. bivalent and separated by a shelf when possible 

• Labeling: Each vaccine has a specific label in the fridge/freezers (color specific) 
and in Pyxis  

COVID-19 Adult Vaccine COVID-19 Pediatric Vaccine • Storage: Each vaccine has separate labeled bins (color specific bins) specific for 
adult vs. peds and try to limit the vaccine available and stocked in a particular 
area 

• Labeling: Each vaccine has a specific label in the fridges/freezers (color specific 
labels) and in pyxis identifying Adult vs Peds and what age range  
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SOUND ALIKE – LOOK ALIKE  
MEDICATIONS 

 

(Ambulatory, Long Term Care and Psychiatry) 
 

 

 

buPROPion – busPIRone 
 
 

citalopram (CeleXA) – celecoxib (CeleBREX) 
 
 

concentrated morphine oral liquid -  conventional morphine liquid 
 
 

chlorproMAZINE – chlordiazePOXIDE 
 
 

DULoxetine – FLUoxetine 
 

DULoxetine – PARoxetine 
 
 

Insulin Products – HumuLIN, HumaLOG, NovoLOG, NovoLIN 
 

lamiVUDine – lamoTRIgine 
 

Terbinafine (LamISIL) – lamoTRIgine 
 

thioTHIXine – thioRIDazine 
 
 

traZODone – tramadol 
 

nefazodone (Serzone) –quietapine (SEROquel) 
 

olanzapine (zyPREXA) – Cetirizine (zytrTEC) 
 

Hep A Vaccine Adult – Hep A Vaccine Pediatric  
Hepatitis A Vaccine HAVrix - Hepatitis A/B Vaccine TWINrix 

 
 

 

  

 

 

Rev. 4/2025 
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SOUND ALIKE – LOOK ALIKE  
MEDICATIONS 

 
ALPRAZolam – LORazepam 

amanTADINE – amioDARONE 
buPROPion -  buSPIRone 

captopril - carvedilol 
carBAMazepine – OXcarbazepine 

ceFAZolin – cefTRIAXone – ceFOXitin – cefTAZidime - cefoTEtan 
celeBREX - cerebyx 

CISplatin – CARBOplatin 
Dexamethasone - Dexmedetomidine 

DOPamine – DOBUTamine 
DOXOrubicin – DAUNOrubicin 

glipiZIDE – glyBURIDE 
FOSphenytoin – PHENYtoin 

Heparin adult strength – Heparin Pediatric strength 
hydrALAZINE – hydrOXYzine 
HYDROcodone –oxycodone 

HYDROmorphone – morphine 
Insulin Products – HumuLIN, HumaLOG, NovoLOG, NovoLIN 

levETIRAcetam - levOCARNitine 
lamoTRIgine - levETIRAcetam 

levoFLOXacin – levETIRAcetam 
methylene blue - VisionBlue 

metformin – metroNIDAZOLE 
MS Contin – oxyCONTIN 
niCARdipine - NIFEdipine 
PACLitaxel – DOCEtaxel 

PHENYLephrine – NOREPInephrine 
predniSONE – prednisoLONE 
soluCORTEF - soluMEDROL 

Tdap – Dtap 
vinCRIStine – vinBLAStine 

 
 

 

 

 

 

REV. 4/2025 



 

SOCIAL MEDIA/NETWORKING AND OTHER WEB-BASED 
COMMUNICATIONS - INTERNAL 

 
Site AHS System Date Revised 1/2018, 06/2020, 3/2025 
Effective Date 9/2013 Next Scheduled 

Review 
4/2028 

Author DIR, CORP COMMUNICA & MARKETING 
Responsible Person VP of Public Affairs and Community Engagement 

Printed copies are for reference only. Please refer to electronic copy for the latest version. 
 
Policy Statement 

This policy is to define standards required for creating social media and other web-based content 
on behalf of Alameda Heath System (AHS) including messaging, promotion, public relations, 
and other digital communications. 

 
Purpose 

This SOCIAL MEDIA/NETWORKING  AND OTHER WEB-BASED COMMUNICATIONS – 
INTERNAL policy is designed to provide guidance to AHS workforce members regarding the use 
of AHS sponsored social media accounts or personal use of social media, or web-based networking 
platforms and tools by workforce members as it pertains to AHS work related activities. AHS 
respects the use of social media by its workforce members. 

 
Use of social media and other web-based platforms can pose risks to AHS, patients and 
workforce members’ confidential, proprietary and sensitive information, can harm AHS’s 
reputation in the community. In addition, it can expose AHS to discrimination and harassment 
claims, and can jeopardize AHS’s compliance with business rules and laws, including but not 
limited to AHS’s compliance with the Health Insurance Portability and Accountability Act 
(HIPAA) and related laws and regulations protecting patient protected health information (PHI). 
To minimize these business and legal risks, AHS workforce members shall adhere to the 
following policy regarding social media and web-based platforms. 

 
Definitions 

Electronic Communication or Electronic Information includes, but is not limited to: electronic 
mail (email) messages, attachments, or links; instant messages; voicemail messages; text 
messages; digital photos; telephone conversations; Internet histories; social media posts, 
conversations, or messages; facsimiles; or any other kind of files, data, documents, 
communications, or messages, transmitted to, received by or printed from, or stored or recorded 
on any electronic device or on any media. 

 
Personally Identifiable Information (PII) is any individually identifiable information that is 
confidential regarding a person including: social security number, security code, driver’s license 
number, financial or credit account numbers, and other personal confidential identifiers. 
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Protected Health Information (PHI) includes but is not limited to any and all individually 
identifiable information about the physical or mental health condition or treatment of any 
individual, including but not limited to any identifying information about a patient, such as a 
patient’s name or a photo or video of the patient; any information about a patient’s health 
condition or medication; and any information about payment for a patient’s care and services. 

Social Media/Networking Communications is any form of electronic communications or 
electronic information that uses a networking environment, including but not limited to all social 
media forums or platforms such as Facebook, LinkedIn, X, Instagram, Snapchat, YouTube, 
Pinterest, Tumblr, Reddit, WhatsApp, Little Red Book, chat rooms, non-AHS sponsored 
webpages, personal web sites, blogs and wikis. 

 
Workforce members include employees, contracted staff, students, volunteers, medical staff and 
individuals representing or working at AHS. 

 
 Restrictions on Social media Use Related to Patient Privacy 

 
1. Workforce members are absolutely prohibited from using social media in any way that 

would violate HIPAA or otherwise disclose or compromise patients’ PHI. This includes 
but is not limited to the following: 

 
a. DO NOT use social media to post, upload, send, live stream or otherwise share or 

disclose a photo or video of any patient without prior written permission of the patient 
or the patient’s authorized agent as required by applicable law and AHS policies. You 
must use AHS’s authorization form to obtain such prior written permission. This 
prohibition includes photos and videos where the patient is not easily identifiable 
(e.g., a photo of the patient’s hand, a close-up photo of any part of a patient’s body, or 
a photo of the back of a patient in the far background of the photo).  
 
The prohibition also includes photos or video where the patient is easily identifiable, 
whether in the photo or video itself or through a caption. Similarly, photos and videos 
of patients participating in AHS-sponsored activities or events are prohibited without 
prior written permission from the patient(s). When in doubt, assume that you do not 
have permission to share a photo or video of the patient. Keep in mind that the patient 
or the patient’s authorized agent may revoke the permission at any time, which could 
require you to destroy all such photos or videos, including where posted. 
 
Consent forms are available in multiple languages on the Public Affairs and 
Community Engagement intranet site. 

 
b. DO NOT use social media to post, upload, send, live stream or otherwise share or 

disclose the name of any patient (even if it’s just the first name or a nickname) 
without prior written permission of the patient or the patient’s authorized agent as 
required by applicable law and AHS policies. You must use the AHS authorization 
form to obtain such prior written permission. When in doubt, assume that you do not 
have permission to share the patient’s name. Keep in mind that the patient or the 
patient’s authorized agent may revoke the permission at any time, which could 



Page 3 of 5  

require you to destroy all such photos or videos, including where posted. The patient's 
own postings about AHS or care at AHS do not constitute acceptable consent. 

 
c. DO NOT use social media to post, upload, send, live stream or otherwise share or 
disclose ANY information about a specific patient or class of patients, even without a 
photo, video, or name, without prior written permission of the patient or the patient’s 
authorized agent as required by applicable law. (e.g. "Today we treated a young boy 
who came into the ER after a skateboarding accident. He was so brave during the 
stitches! Reminds me why I love pediatric care.) You must use the AHS authorization 
form to obtain such prior written permission. This prohibition includes any patient’s 
age, date of birth, biographical background information, unique medical condition, 
treatment or payment information, or other personal or identifiable information about 
a patient, whether alone or in concert with other information about the patient.  
 
This prohibition also includes any photos, videos, or other identifying information 
about the family members of any patient. When in doubt, assume you do not have 
permission to share any information about a specific patient or class of patients. Keep 
in mind that the patient or the patient’s authorized agency may revoke the permission 
at any time, which could require you to destroy all such photos or videos, including 
where posted. 

 
2. Common Social media HIPAA violations that are prohibited by this Policy: 

 
a. Posting of images and videos of patients without written consent. 
b. Posting of gossip about patients. 
c. Posting of any information that could allow an individual patient to be identified. 
d. Sharing of photographs or images taken on an AHS facility premises in which 

patients or protected health information is visible. 
e. Sharing of patient information, photos or videos, in texts, on social media or in 

private group chats. 
 
Other Social Media Rules 

1. Workforce members should not use social media to make comments or otherwise 
communicate about coworkers, supervisors, vendors/suppliers in a manner that is vulgar, 
obscene, threatening, intimidating, harassing, libelous, discriminatory or unlawful. 

 
2. You may not create a personal social media account using your AHS issued-email 

address. 
 

3. You may share/repost content which initially appeared on AHS official social media 
platforms on your personal social media accounts. 

 
4. Do not disclose PII of other AHS Workforce members. 

 
5. Transparency: If you identify yourself as AHS’s faculty or workforce member in any online 

social medium or network or your affiliation with AHS could be presumed, you must make 
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it clear that you are not speaking on behalf of AHS. Use this statement: “The views 
expressed here are my own and not those of my employer.” “Identification” may not be 
explicit − photos taken on campus, within private employee areas, employees wearing 
badges, scrubs, lab-coats, or other AHS-branded material, identifiable break rooms and 
other non-work areas, are examples of non-explicit identification. 

 
6. Workforce members shall respect the laws regarding copyrights, trademarks, rights of 

publicity and other third-party rights and other intellectual property rights, including 
AHS’s own copyrights, trademarks, and brands. Users may not infringe on AHS logos, 
brand names, taglines, slogans, or other trademarks. 

 
 
Use of AHS Sponsored Social media 

All limitations on use of social media above apply to this section. The following additional 
requirements apply when using social media sponsored by AHS: 

 
1. The creation of any website, blog, podcast, social media page, group, or any other digital 

asset that intends to represent AHS or any of its internal divisions, departments, or 
affiliated programs must be approved in advance by the Public Affairs and Community 
Engagement (PACE) Department. 

 
2. AHS related or sponsored social media accounts may be appropriate tools for achieving 

organizational objectives; however, they must be coordinated with and authorized through 
the PACE Department. 

 
3. AHS sponsored social media content shall be subject to administrative approval and AHS 

workforce members may be required to discontinue use if deemed inappropriate. 
 
4. AHS workforce members must adhere to AHS rules of conduct and regulations when using 

or participating in AHS sponsored social media including protecting privacy of patient health 
information, privacy of other AHS Workforce members and affiliates and confidential 
hospital information. 

 
5. Administrators of AHS sponsored interactive social media (such as Facebook) shall include a 

link to the Social Media Policy – Public.  
 
6. The commission, sub-contracting, or building of websites, blogs, social platforms, digital 

content or other digital communications tools must be coordinated and approved through 
the PACE Department prior to its creation. 

 
 
Conduct Not Prohibited by this Policy 
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Nothing in this policy is meant to limit your legal rights to use social media to speak about your 
political or religious views, lifestyle and personal issues, working conditions, wages, or union- 
related topics or activities with others inside or outside AHS, or to restrict any other legal rights. 
This policy is not intended to interfere with any rights provided by the National Labor Relations 
Act or your rights under the First Amendment of the United States Constitution including your 
right to free speech. 

 
Compliance 

AHS reserves the right to request to have online communications stop if AHS believes 
communications from any AHS workforce members are in violation of organizational policies, 
local, state or federal privacy laws. Violations will be investigated to determine the nature, 
extent and potential risk to the hospital. AHS workforce members who violate this policy will be 
subject to the appropriate disciplinary action as identified in the HIPAA Violations Sanctions 
policy or the Compliance Violations Sanctions policy. 

 
References 

1. The Health Insurance Portability and Accountability Act (HIPAA) 
2. The Confidentiality of Medical Information Act (CMIA) 
3. AHIMA Advantage e- Alert (Vol 12, Issue 40) 
4. Dolan, Marsha; Wolter, Julie. "Using Social media to Promote the Use of a Personal Health 

Record (PHR) and the Management of Personal Health Information to Consumers." 2009 
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Purpose 
 
This policy applies to all Alameda Health System (AHS) employees, contractors, and 
affiliated staff and establishes clear expectations regarding effective formal and informal 
communication across all internal channels. It also establishes guidelines to mitigate 
communication overload, reduce noise and ensure relevant and timely communication. 
 
Through this policy, AHS commits to delivering transparent, accessible, and 
effective communication that supports organizational goals and enhances the 
employee experience. 

Policy 
AHS' internal communications policy is to effectively communicate relevant and 
timely information that is clear and transparent to all employees through various 
approved internal communication channels. Further, AHS departments will work 
in collaboration to better inform employees.  
 
All official AHS communications must follow brand, style and editorial 
guidelines. These guidelines and templates are available on the Public Affairs and 
Community Engagement (PACE) intranet page. Patient-facing posters, flyers and 
signs must submitted to PACE and the Signage and Wayfinding Steering Committee for 
review, approval and coordination.  

During emergencies or crises, Alameda Health System will follow the Emergency Operations 
Management Plan. PACE supports systemwide emergencies or crises.  

Principles of Internal Communication 

1. Clarity and accuracy: All communications must be clear, accurate, and aligned with 
organizational values and policies. 



 
2. Timeliness: Information must be shared promptly to ensure staff members have the 

necessary details to perform their roles effectively. 
 

3. Confidentiality and compliance: Communications must adhere to HIPAA and other 
relevant regulations, ensuring patient and employee confidentiality. 

 
4. Inclusivity and respect: Communications should be inclusive, respectful, and 

considerate of diverse perspectives and backgrounds. 
 

5. Two-way communication: Employees should have opportunities to provide 
feedback, ask questions and engage in meaningful dialogue. 

 
Internal Communication Guidelines 

1. Professional tone and language: All internal communications should maintain a 
professional and respectful tone, free from offensive or discriminatory language. 
 

2. Clear and concise messaging: Keep messages clear, relevant and concise to enhance 
comprehension and efficiency. Avoid jargon. 

 
3. Use of approved channels: Employees should use designated communication 

platforms to ensure information security and consistency. An executive leader must 
approve all systemwide email distributions. 

 
4. Response expectations: Emails and messages should be acknowledged within a 

reasonable timeframe (e.g., 24-48 hours for emails, sooner for urgent matters). 
 

5. Personnel announcements: To reduce communication overload personnel 
announcements will only be shared systemwide for directors and above. 

 
6. Posters and flyers: Public-facing posters, flyers and signs are reviewed by the 

Signage and Wayfinding Steering Committee. PACE approves branding and 
design. Facilities is responsible for posting and removing.  

 
7. Confidentiality & data protection: Employees must not share confidential or 

sensitive information outside authorized channels. 
 

8. Meeting etiquette: Virtual and in-person meetings should start and end on time, 
with an agenda provided in advance and cameras should be on. 

 
9. Zoom backgrounds: Only approved branded Zoom backgrounds are allowed.  

 
10. Emergency communication protocols: Employees should familiarize themselves with crisis 

communication procedures and ensure compliance during urgent situations. 
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Scope: 
 

All Alameda Health System facilities 

 
Background: 

 
A parasite is defined as any organism living within or on another living creature and deriving advantage from 
doing so while causing disadvantage to the host. Healthcare-associated transmission has been reported with 
scabies, lice, and maggot infestations. Parasites may spend part or all their life cycle with the host. They are 
rarely spread by direct person-to-person contact; therefore, they usually require little attention from 
infection preventionists. However, infestations with ectoparasites or epidermal parasites are common 
among the community and healthcare facilities and can be responsible for infections of the epidermis or 
external layer of the skin.  

 
Purpose: 

To provide guidelines for management and prevention of Bed Bugs (Cimex lectularius Linnaes), Lice 
(Pediculosis humanus capitis), and Scabies (Sarcoptes scabiei var. humanus) in the healthcare setting. 

 
Plan: 

 
Management and prevention of Bed Bugs (Cimex lectularius Linnaes), Lice (Pediculosis humanus capitis), 
and Scabies (Sarcoptes scabiei var. humanus) guidelines are utilized when patients present to the facility or 
discovered after admission. 
Transmission-Based Precautions are implemented when indicated for suspected or known infestation with 
Bed Bugs (Cimex lectularius Linnaes), Lice (Pediculosis humanus capitis), and Scabies (Sarcoptes scabiei var. 
humanus). 

 
I. BED BUGS - CIMEX LECTULARIS LINNAES MANAGAMENT 

1.1 Mechanism of Transmission 

 
• Encounters with bed bugs occur most commonly when people sleep in infested beds, and often, 

direct contact to the furniture and furnishings in the same room will also be harboring the insect. 

• Bed bugs are attracted to the host by the carbon dioxide exhaled, body heat, and various compounds 
emitted across the skin.  

• Bed bugs tend NOT TO LIVE on the human body, and the only contact is for a blood meal, which 
occurs every few days. They preferred host is humans, but they will feed on other warm-blooded 
animals, including pets. 

• Bed bugs DO NOT LEAP or FLY. They walk to feed off the host. 
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1.2 Survival on Fomites. 

• Under average home and hotel living conditions at temperatures around 72°F (22°C), the life cycle 
takes around 2 months to complete. 

• The adults can live up to 4.5 months and survive for long periods without feeding. 

• Female bed bugs produce approximately 5 eggs daily. 

• Eggs hatch in 4 -12 days and undergo 5 nymph stages. 

• Each stage requires a 5 to 10 minutes blood meal before molting into the next stage.  

 

                                              
 

• Brown spots. Bedbugs are hard to see, so it’s easier to identify them by their feces leave behind 
along mattress or box-spring inseam which is their natural habitat. 

 

 
1.3 Clinical Presentation. 

• Bedbug bites often occur at night, because the insects are nocturnal, with peak activity just before 
dawn. The incubation period is variable. Bed bug bite reactions may occur immediately, or up to 14 days 
after the bites. 

• The most common clinical presentation for bed bugs is a 2- to 5-mm (pinprick size) pruritic 
maculopapular lesion with a central hemorrhagic punctum located in areas typically uncovered by 
clothing when sleeping. It’s painless lesson. The face, neck, hands, and arms are common sites for bed 
bug bites. Other symptoms include pruritus, papules, nodules, and bullous eruptions. If scratched, the 
bite areas can become infected.  

• Suspect bed bug bites whenever a patient consults for papules positioned in groups of three or four bites 
forming a “breakfast-lunch-dinner” curve or line (see a picture).  
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1.4 Treatment. 

Typically, no treatment is required for bed bug bites. If itching is severe, steroid creams or oral 
antihistamines may be used for symptom relief.  
Secondary bacterial infections that develop over heavily scratched areas may require the use of antibiotics 

1.5 Bed Bug Management: 

Isolation/ Precaution:  
• Standard Precautions. 

Pest Control Services:  
If a bed bug infestation is suspected in the health care facility, the following pest control and environmental 
procedures are recommended:  

• Immediately (24/7) notify Environmental Services Manager/ Supervisor and log all incidents, and 
Nursing Supervisor and Infection Prevention during normal business hours.  

• If possible, capture a bed bug and place it in a sealed container to assist pest management in their 
assessment. Have the patients change to new gowns/ clothes and place them in another room. 

• Leave the suspect room intact without cleaning or removal of items (e.g., linens, furniture, 
equipment) to facilitate determination of the extent, if any, of the infestation and to prevent the 
spread of bugs to other areas. Close off the room or area from use, place signage (“Do Not Enter, Do 
Not Remove Equipment, Linen or Furniture from Room”). 

• Facility EVS Manager/ Supervisor contacts pest control to treat the room or area.  

• The room shall be inspected, decontaminated, and determined safe for use by a certified pest 
management service company. 

Environmental Services (EVS): 

Cleaning Patient Room: 
•  Check mattress/ pillows for tears; if present, replace. 

•  Vacuum soft furniture and floors and surfaces. 

• Room is to be terminally cleaned with AHS Environmental Services Cleaning Manual Terminally clean 
the room or area following these procedures:  

• Staff person gowns up and also places disposable booties on feet.  

• Remove all trash and double bag.  

• Remove linen and double bag.  

• Remove curtain and double bag.  

• After the room is cleaned, the exterminator is to be called for inspection of the room before it is 
reopened.  

• Special cleaning of the room, i.e., fumigation is not necessary. 

Hospital linens:  
Place all bed linen and patient gowns in a sealed plastic bag and send to a facility approved laundry facility. 

Patient personal clothing/ items: 
• Personal clothing can be washed: If on-site facility laundry is available: Send the clothes in sealed 

clear plastic bag with patient name tag and label “Bed Bug Infested belongings”. Do NOT use RED 
biohazard bag. Remove clothes out of the bag and wash in hot water and dry on high heat cycle. 

• If on-site facility laundry is not available: Place in a sealed plastic bag and send home with patient’s 
family with instructions to wash in hot water and dry on high heat cycle.  

• Otherwise it is to be bagged and marked as beg Bugs and disposed of 

Personal clothing, including shoes, cannot be washed:  
Place in a sealed plastic bag and send home with patient’s family with instructions to place the items in a hot 
air dryer on the highest heat cycle (at minimum 1400F) for 30 minutes. 
Otherwise, it is to be bagged and marked as Beg Bugs and disposed of. 
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II. LICE – PEDICULUS HUMANUS CAPITIS(HEAD LOUSE), P. HUMANUS CORPORIS(BODY 

LOUSE), AND PHTHIRUS PUBIS(CRAB OR PUBIC LOUSE) 

Humans are the only natural reservoirs of the body, head, and pubic lice. Epidemics of pediculosis still 
occur and may be associated with poor hygiene, overcrowding, and inadequate facilities for keeping 
people and clothing clean. There appears to be increasing number of cases among persons of all 
socioeconomic levels. Likely contributing factors include communal living and widespread travel. 

 
2.1 Mechanism of Transmission 

• Head lice are usually spread among children crowded together in an urban daycare center and 
primary schools. They have no wings, so they CANNOT JUMP, HOP or FLY from person to 
person; they move by crawling quickly (Up to 30 cm/ minute) or by grasping a shaft of hair with 
tiny front claws and then swinging from one hair strand to another. In this way, they travel by: 

• Direct head-to-head contact when children play with their heads close together.  

• Indirectly through hats, coat hooks, scarves, bike helmets, headphones, hairbrushes, toys, or 
bedding.  

• Body lice are usually found among homeless people who live in situations in which bedding and 
clothing are not changed regularly. It can be transmitted indirectly through sharing towels and 
through sheets and clothing.  

• Poor hygiene does play a role in body lice but does not in head lice. 

• Pubic ("crab") lice are transmitted by direct sexual contact, mainly among adolescents and 
young adults, but also can be transmitted by sharing towels and through sheets and clothing. 
 

Lice will die within one or two days if removed or fallen off a human body 

2.2 Survival on Fomites. 

Head lice can survive on a human host for approximately 30 days. 

2.3 Incubation Period. 

With a first case of head lice, itching may not develop for 4 to 6 weeks, because it takes time to develop 
a sensitivity to louse saliva. 

2.4 Clinical Presentation. 

• Itching is the primary symptom of pediculosis. It is the result of an allergic reaction to louse 
saliva and takes two or more weeks to develop. By this time, the infestation is well established. 

• Scratching leads to secondary bacterial skin infection. 

• Body lice may be suggested by the presence of pruritus in homeless persons or in persons who 
live in situations in which bedding and clothing are not changed regularly. The examination may 
show generalized excoriations. Also, body lice should be confirmed in the seams of clothing. 
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A louse can crawl quickly! Up to 30 cm per minute, which makes them difficult to catch. 
Nits are easier to spot, especially at the nape of the neck or behind the ears, within 1 cm of the scalp 
and most easily seen at the posterior hairline. 

2.5 Isolation/ Precautions. 

• Contact Precautions: perform hand hygiene and wear gown and gloves before entering infested 
patient room. 

• Isolate for 24 hours after effective treatment. If possible, the patient should remain in the room 
during the isolation period. 

2.6 Treatment.  

• Medication-based treatment:  

• Consult pharmacy for current treatment guidelines.  

• For head lice: Do not use a combination shampoo/conditioner, or conditioner, before using lice 
medicine. Do not re–wash the hair for 1 – 2 days after removing the lice medicine. 

• Hair-clipping 

• When medically necessary, ensuring that a medication-based treatment works effectively. 

• Cut hair with scissors, not clippers or a razor. Remove only enough hair to obtain medication 
efficacy, unless otherwise instructed by the physician. 

• Electric clippers can be utilized as a substitute tool for patients who are combative or agitated. 

• A consent must be obtained when the patient is capable of making a decision. 
 

• If the patient is unable to participate in decision-making and the patient's surrogate is not 
present, physicians may make an order without prior informed consent. The reason of indication 
must be documented in a progress note. 

2.7 Environmental Services Procedure. 

• Only the items have been used or worn by the infested persons in the 2 days just before he or 
she was treated with lice-killing medicine need to be treated. 

 

• Hospital linens: Place all bed linen and patient gowns in a sealed plastic bag and send to a facility 
approved laundry facility. 

 

• Patient personal clothing/ items: 

• Soak combs and brushes, and other hair accessories in hot water (at least 130°F) for 5–10 
minutes.  

• Personal clothing can be washed:  

• If on-site facility laundry is available: Send the clothes in sealed clear plastic bag with patient 
name tag and label “Lice Infested belongings”. Do NOT use RED biohazard bag. Remove clothes 
out of the bag and wash in hot water and dry on high heat cycle. 

• If on-site facility laundry is not available: Place in a sealed plastic bag and send home with 
patient’s family with instructions to wash in hot water and dry on high heat cycle.  

• Otherwise it is to be bagged and marked as beg Bugs and disposed of. 

• Personal clothing, including shoes, cannot be washed: 

• These methods are for body lice infested patient.  

• Place in a sealed plastic bag for 2 weeks to kill all stages of eggs, nymphs and lice 

• Place in a sealed plastic bag and send home with patient’s family with instructions to place the 
items in a hot air dryer on the highest heat cycle (at minimum 1400F) for 30 minutes. 

• Otherwise it is to be bagged and marked as Beg Bugs and disposed of. 
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III. SCABIES - SARCOPTES SCABIEI (MITE) 

Scabies is a skin condition caused by mites. It commonly leads to intense itching and a pimple-like skin rash 
that may affect various areas of the body. The contagion lasts until they are successfully treated, and the 
mites and eggs are destroyed. 
Scabies is contagious and can spread quickly in areas where people are in close physical contact. 
Institutions such as nursing homes, extended-care facilities, and prisons are often sites of scabies 
outbreaks. 

 
3.1 Mechanism of Transmission. 

• Scabies usually is spread by skin-to-skin contact with a person who has scabies. The longer skin-
to-skin contact, the more likely the spread happens. The infestation does not usually spread 
from brief contact. 

• It sometimes is spread indirectly by sharing items such as clothing, towels, or bedding used by 
an infected person, but this is not as common.  

• It can spread easily under crowded conditions where close body and skin contact is common 
and prolonged.  

• Scabies mites do not survive more than 3 days away from a human body. 

3.2 Clinical Presentation 

• Common symptoms of itching and a pimple-like skin rash may affect much of the body or be 
limited to common places such as:  

• Between the 
fingers  

• Wrist  

• Elbow 

• Shoulder 
blades Armpit 

• Nipple  

• Waist  

• Genitals  

• Buttocks 

• Crusted scabies (formerly known as Norwegian scabies) is a severe form of scabies that is 
extremely contagious. 

• It is extremely contagious due to a large numbers of scabies mites and eggs—up to two million 

• It is characterized by vesicles and formation of thick crusts over the skin rash and pruritus 
(itching) may be mild or absent. 

 

• Risk factors: the elderly; immunocompromised conditions (AIDS patient); or with conditions that 
prevent them from itching and/or scratching (spinal cord injury, paralysis, loss of sensation, 
severe mental or behavioral health conditions). 
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3.3 Pathology Diagnosis: 

• Scabies Preparation: 

• Consult Pathology for specimen collection instructions. 

• It is microscopic examination of the epidermis from sites that may harbor scabies mites. 

• Because of the low mite burden in classic scabies, negative results do not exclude the diagnosis. 

3.4 Incubation Period. 

•  Primary Infestation: The person did not have scabies before; symptoms usually do not appear 
for up to 2 to 6 weeks after being infested. 

•  Subsequent Infestations: If a person has had scabies before, symptoms appear 1-4 days after 
exposure.  

3.5 Survival on Fomites. 

• 2 to 3 days away from human skin 

3.6 Isolation/ Precautions. 

•  Contact Precautions: perform hand hygiene and wear gown and gloves when entering patient 
room. 

•  Isolate for 24 hours after effective treatment. 

3.7 Treatment. 

• Consult pharmacy or Infectious Disease physician for current treatment guideline. 

• In addition to the infested person, treatment also is recommended for people they have been in 
contact with Consult pharmacy or Infectious Disease physician for current treatment guideline. 

3.8 Environmental Services 

• Hospital linens: 

• Place all bed linen and patient gowns in a sealed plastic bag and send to a hospital approved 
laundry facility. 

•  Check mattress/ pillows for tears; if present, call Environmental Services to replace. 

• Patient personal clothing/ items: 

• Personal clothing that can be washed:  

• If on-site facility laundry is available: Send the clothes in sealed clear plastic bag with patient 
name tag and label “Scabies Infested belongings”. Do NOT use RED biohazard bag. Remove 
clothes out of the bag and wash in very hot water and dry on high heat cycle for at least 20 
minutes. 

• If on-site facility laundry is not available: Place in a sealed plastic bag and send home 
with patient’s family with instructions to place both clothes and shoes in a hot air 
dryer on the high heat cycle for 20 minutes.  

• Otherwise it is to be bagged and marked as Scabies and disposed of. 
 

• Personal clothing, including shoes, that cannot be washed:  
• Place in a sealed plastic bag for ONE week. 
• Place in a sealed plastic bag and send home with patient’s family with instructions to 

place both clothes and shoes in a hot air dryer on the high heat cycle for 20 minutes 
or don’t open a sealed before ONE week. 

• Otherwise it is to be bagged and marked as Scabies and disposed of. 
 

• Environmental Services: 
• Thoroughly clean and vacuum a patient room. Throw the vacuum bag away 

immediately after 
•  Vacuum soft furniture.  
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•  Clean and disinfect a room, pillow/mattress with hospital approved disinfectant.  
• Special cleaning of the room, i.e., fumigation or use of insecticidal sprays, is not 

necessary. 
 
 

Related Policies: 
 

Transmission Based Precautions Policy 
 
References: 

 
A. https://www.cdc.gov/lice/index.html 

B. https://www.cdph.ca.gov/Programs/CID/DCDC/pages/headlice.aspx 

C. https://cchealth.org/bedbugs/ 

D. http://www.cdc.gov/parasites/bedbugs/ 

E. http://www.cdc.gov/nceh/ehs/Publications/Bed_Bugs_CDC-EPA_Statement.htm 

F. http://www2.epa.gov/bedbugs 

G. http://www.cdc.gov/parasites/lice/index.html 

H. https://www.cdc.gov/parasites/scabies/fact_sheet.html 
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diagnosis?search=scabies%20laboratory%20diagnosis&source=search_result&selec

tedTitle=1%7E102&usage_type=default&display_rank=1#H67764180 

J. https://www.skabi-rid.co.za/pages/scabies 

K. https://www.cdc.gov/infectioncontrol/pdf/guidelines/isolation-guidelines.pdf 

L. http://publichealth.lacounty.gov/acd/docs/Scabies/ScabiesGuidelinesFinal.pdf 

M. https://acvcsd.org/programs-services/ 

N. https://acvcsd.org/programs-services/bed-bugs/bed-bug-fact-sheets/ 

O. https://www.ecolab.com/pages/bed-bug-toolkit 

P. UCONN Health Bed Bug Management Policy number 2014-02, July 8, 2014 
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1. Background 
Control of resistant organisms is a national problem and requires that facilities who share patients work 
together to prevent transmission.1 This includes acute care facilities, long-term acute care hospitals, and 
nursing homes providing skilled nursing or rehabilitation services, but generally excludes assisted living 
facilities and nursing homes that do not provide more than long-term custodial care. 

2. Purpose 
To provide a plan for active surveillance of Carbapenem-resistant Organisms (CRO) and guidance for 
precautionary measures to prevent healthcare-associated transmission of CRO infection to patients, staff, and 
the community. This plan aligns with recommendations from recommendations from the Alameda County 
Public Health (ACPHD), California Department of Public Health (CDPH), and the Centers for Disease 
Control (CDC) CRE Toolkit. 

3. Definitions 

3.1 Multidrug-Resistant organisms (MDRO) 
CDC defines for epidemiologic purposes, MDROs are defined as microorganisms, predominantly bacteria, 
that are resistant to one or more classes of antimicrobial agents. 
Although the names of certain MDROs describe resistance to only one agent (e.g., MRSA, VRE, ESBL, 
CRO, CPO), these pathogens are frequently resistant to most available antimicrobial agents. 

3.2 Carbapenem Resistant (CR) or Carbapenem-Resistant Organisms (CRO) 
Organisms resistant to any carbapenem antimicrobial (i.e., minimum inhibitory concentrations of ≥4 mcg/ml 
for doripenem, meropenem, or imipenem OR ≥2 mcg/ml for ertapenem).  

3.3 Carbapenemase Producer (CP) or Carbapenemase-Producing Organism (CPO) 

• Only certain CRO produces carbapenemase enzyme which inactivate carbapenem antibiotics.  
• The enzymes are coded by specific genes: KPC, IMP, NDM, VIM, OXA-48-like, OXA-23-like etc. 
• Often, these genes are present on mobile genetic elements, which can be easily shared between 

bacteria, resulting in rapid spread and an outbreak in healthcare facilities. 

3.4 Non-Carbapenemase Producer (Non-CP) or Carbapenemase Non-Producing Organism (CRO 
Non-CP) 

• Organism resists carbapenem antibiotics but does not produce carbapenemase enzyme.  
• The most common resistance mechanism often involves extended-spectrum beta-lactamase (ESBL) 

or AmpC beta-lactamase production in combination with alterations in the bacteria's cell membrane to 
cause permeability defects (e.g., porin mutations or efflux).  

3.5 Colonization 
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Organisms can be found in or on the human body, but it is not causing any symptoms or disease. 
Colonization can increase a person’s risk for infection. Also, people who are colonized can unknowingly 
spread these germs to others through person-to-person contact or contaminated surfaces in shared settings. 
Colonizing CRO/ CPO strains can go on to cause infections or spread to the other patients. 
Risk factors transmission, infection, or colonization any MDRO included CRO/CPO include: 
• History of extended hospitalizations 
• High antimicrobial use, specially carbapenems treated recurrent infections 
• Presence of indwelling devices (such as endotracheal tubes, feeding tubes, and catheters), open 

wounds, and multiple medical problems.  
• History of receiving healthcare in a foreign country 

3.6 Endogenous vs. Exogenous Infection  

• Endogenous: When a person gets an infection caused by a pathogen that is already colonizing a part 
of their body (e.g., S. aureus in their nose). 

• Exogenous: When a person gets an infection from a germ that recently spread to them from another 
person or from a shared contaminated surface. 

3.7 High-risk factors facilitating MDRO (include CRO) transmission 

• Ventilator dependence 
• Stool and/or urine that is incontinent and not controlled 
• Indwelling medical devices such as tracheostomy tube, central line, urinary catheter, feeding tube, 

surgical drains, etc. 
• Draining wounds or uncontrolled secretions 
• Unable to maintain personal hygiene because of cognitive impairment 
• Total dependence: ADL score is 4, the highest. 

4. Common Carbapenem-Resistant Organisms  

4.1 Carbapenem Resistant Enterobacterales (CRE) 
• Enterobacterales are bacteria group that as normally found in the human gut, and known to cause 

serious infections in the blood, lungs (pneumonia), urinary tract and wounds.  E. coli, Klebsiella 
pneumoniae, and Enterobacter cloacae. 

• CDC defines Carbapenem-resistant Enterobacterales (CRE) are resistant to any carbapenem 
antimicrobial (i.e., minimum inhibitory concentrations of ≥4 mcg/ml for doripenem, meropenem, 
imipenem OR ≥2 mcg/ml for ertapenem) 

• Additionally, some Enterobacterales (e.g., Proteus spp., Morganella spp., Providencia spp.) have 
intrinsic elevated minimum inhibitory concentrations (MICs) to imipenem and therefore resistance to 
carbapenems other than imipenem is required to identify. 

• KPC is the most identified carbapenemase of CP-CRE in the United States 

4.2 Carbapenem-Resistant Acinetobacter baumannii (CRAB) 

• Acinetobacter is a group of bacteria considered environmental organisms. It is commonly isolated 
from soil and water.  

• Acinetobacter baumannii characteristics include: 
a. Almost exclusively found in health care environment.  
b. An opportunistic pathogen, affecting people who are immune-compromised due to other 

comorbidities or can cause serious, invasive healthcare-associated infections. 
c. “Colonize” or live in a patient without causing infections or symptoms, especially in 
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respiratory secretions (sputum) or open wounds. 
• Carbapenem-resistant Acinetobacter baumannii (CRAB) is resistant to ertapenem, doripenem, 

imipenem and/or meropenem 
• CRAB is often resistant to multiple antibiotics, or multidrug-resistant (MDRO). 

4.3 Carbapenem-Resistant Pseudomonas aeruginosa (CRPA) 
• Pseudomonas is another group of environmental organisms. The bacteria lives in soil and water. 
• Pseudomonas aeruginosa is the one that most often causes infections in humans. The infections can 

be in the blood (patient with indwelling device), lungs (patient on ventilators), or other parts of the 
body after surgery (patient with wound from surgery or burns).  

• Carbapenem-resistant Pseudomonas aeruginosa (CRPA) is resistant to ertapenem, doripenem, 
imipenem and/or meropenem 
 

4.4 Comparing Enterobacterales, P. aeruginosa, and Acinetobacter spp. 
 

Characteristic Enterobacterales Acinetobacter spp. 
(A. baumannii) Pseudomonas aeruginosa 

CRO/ CPO 
acronym 

CRE (Non-CP) 
CRE (CP) 

CRAB (Non-CP) 
CRAB (CP) 

CRPA (Non-CP) 
CRPA (CP) 

Common clinical 
specimen source Gastrointestinal tract 

Respiratory secretions, 
urine, 

wounds 

Respiratory secretions, 
urine, 

wounds 

Screening 
specimen Rectal Swab 

Buccal Swab AND 
Swab of upper and 
lower extremities 

 

 Sputum for patients on mechanical 
ventilation 

 Wound swab if a wound is present 
 Urine for patients not mechanically 

ventilated or do not have a 
wound(s) 

Epidemiology  
 

Long-term acute care 
hospitals (LTACH) and 
skilled nursing facilities 
that provide ventilator 
care (vSNF) have the 
highest CRE prevalence 

Some CRPA (CP) and CRAB (CP) isolates have been 
identified as pan-nonsusceptible to all tested antimicrobial 
drugs.  

 
Source: California Department of Public Health, Healthcare-Associated Infections Program, Guidance on investigating 
Carbapenem-Resistant Organisms (CRPA/CRAB) cases and clusters. Version 1.0, October 2020 CRO Quicksheet Oct 2020 
(ca.gov) and Investigating CRE cases and clusters. Version 2.0, October 2019 CRE Quicksheet May 2021 (ca.gov)  
 
 
 
 
 
 
 
 

5. Management Plan 
All recommendations are subject to change case-by-case and are advised by the Infection Prevention and 
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Control department based on the most recent guidelines updated by State and Alameda County Public 
Health. 

5.1 Facility wide actions 

• Promote standard precautions for any care to every patient while emphasizing hand hygiene and 
proper PPE use.  

• Promote Antimicrobial Stewardship 
• Electronically flag patient records with CRO/ CPO infection or colonization 
• Minimize the use of invasive devices 
• Chlorhexidine bathing daily of patient in high-risk settings such as ICU and patients with indwelling 

medical devices 
• Consider active surveillance such as admission screening of patient in high-risk settings such as ICU, 

patients with indwelling medical devices 
• Consider preemptive isolation of patients who were transferred from known ongoing CRO outbreak 

Long-term care facilities 

5.2 Room placement and patient cohorting  
The decision of cohorting CRO/CPO patients should be consulted by Infection Preventionist. 
 
A. Private room placement 

 
 It is important to prioritize private rooms for patients in a specific order below: 

1. Patients who have been infected or colonized with Carbapenemase-producing organism 
(CPO) 

2. Patients who have been infected or colonized with Carbapenemase-resistant organism (CRO) 
3. Patients who have been transferred from an ongoing CRO outbreak facility that has been 

notified by the Alameda County Public Health Department. 
4. Patients who have high-risk factors of MDRO transmission such as recent ICU admission, 

ventilator dependence, dependence on staff to perform ADLs, incontinence of stool or urine, 
draining wounds, or cognitive impairment that prevents maintenance of personal hygiene 
 

B. Cohorting when private rooms are not available, but the organism is compatible. 
 
California Public Health Department has issued a guidance of two types of cohorts can be implemented 
in a healthcare facility: 

A within-room cohort is where patients or residents with the same bacteria or carbapenemase 
(e.g., KPC, NDM) are placed within one room, regardless of specimen source, infection, or 
colonization status.  
A multi-room cohort is a designated area of the facility that contains multiple within-room cohorts 
with the same bacteria or carbapenemase enzymes, e.g., multiple within-room cohorts are placed 
together at the end of a hallway, unit, or floor. 
 
 
 
 
 

A table listing the principles of patient or resident cohorting based on CRO/CPO type 
 

Organism Cohorting Recommendation 
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Carbapenemase producing (CPO) 
 CP-CRE, CP-CRAB, or CP-CRPA 

1. Prioritize by the same both bacteria and enzyme.  
Example: 

o KPC-E. coli with KPC-E. coli 
o NDM/KPC-E. coli with NDM/KPC-E. coli  

 

2. If not possible, cohort by carbapenemase enzyme 
Example: 

o KPC with KPC  
o NDM/OXA-23 with NDM/OXA-23  

Non-producing carbapenemase  
Non-CP-CRE, Non-CP-CRAB, Non-CP-CRPA 

Carbapenemases not tested 
CRE, CRAB, CRPA 

By the same bacteria 
o CRE with CRE 
o CRAB with CRAB 
o CRPA with CRPA 

 
C. Cohorting when neither private room nor compatible organism are available 

The efforts should be made to cohort with the relatively healthy patients/residents who are at the lowest risk 
of acquiring MDRO/CRO (patients/ residents do not have indwelling devices, do not have open wounds, and 
are less dependent on staff for activities of daily living.  

Source: California Department of Public Health, Healthcare-Associated Infections Program, Cohorting Guidance for Patients or 
Residents Infected or Colonized with Multidrug-resistant Organisms. Version March 2023 MDRO Patient Cohorting (ca.gov), and 
Cohorting Guidance for Residents Infected or Colonized with Multidrug-resistant Organisms for Skilled Nursing Facilities (SNF) 
MDRO SNF Cohorting (ca.gov) 
 

5.3 Transmission-based Precautions during admission 
A. Acute care setting 

 
Table of Isolation indication for CRO/CPO infected or colonized patients in Acute care hospital 
 

Organism Precautions Additional recommendation 

CRO/CPO infection/ colonization Contact 
 

Encourage patient hand hygiene practice 
CPO infected patient must be isolated to 
their room 
 

Outbreak investigation/ confirmed 
when Hospital-onset CRO/CPO that 
has epi-link transmission between 
patients has been identified 

(*) Enhanced 
Contact 

Encourage patient hand hygiene practice 
CPO infected patient must be isolated to 
their room 
Dedicated healthcare personnel might be 
recommended by ACPHD 

CRO/CPO positive sputum Contact & 
Droplet Encourage patient hand hygiene practice 

Personal Protective Equipment (PPE) including gloves and gowns should: 
o be used, every time, by all staff and visitors entering the patient’s room, 
o be available outside the patient’s room and donned before entering, 
o be properly doffed (removed) and discarded directly before leaving a patient’s room, 
o also include masks and eye protection or face shields as indicated per standard 

precautions for MDROs and Droplet precautions with positive sputum. 
Consider staff assigns to monitor and enforce hand hygiene and proper PPEs use during CPO outbreak 



Page 7 of 18 
Version 03.2025 

investigation or confirmed. 
 
(*) Enhanced Contact isolation for CRO/CPO outbreak under investigation or confirmed 

AHS Enhanced Contact precautions align with ACPHD CRE Packet of Caring for Patients with Carbapenem-
resistant Enterobacteriaceae (CRE) in Acute-Care facilities published in March 2019. 
In the occasion of Hospital-onset CRO/CPO infection and has epi-link transmission between patients has 
been identified, the hospital Infection Preventionist will conduct the risk assessment of CRO transmission 
and discuss with the unit manager to escalate Enhanced Contact Precautions. The objective is to ensure that 
everyone adhere to contact precautions when providing cares. 

o A monitor person will be required at all times and be authorized to stop any personnel not 
complying with Enhanced Precautions requirement. 

o A monitor log will be implemented to track all staff entering the patient’s room. 
o Dedicated healthcare personnel might be considered. 
 

B. Post-acute care setting 
Use the following MDRO Transmission Risk Assessment Questions to assess the current risk factors of 
your patient with a current infection/colonization or history of infection/colonization. Factors that affect the 
risk can change frequently in the long-term care environment, therefore these questions/factors should be 
frequently reassessed. If any YES answer, the resident is considered High Risk. 

1. Is this patient ventilator dependent?  
2. Is this patient highly or totally dependent on staff for ADLs? 
3. Is this patient incontinent AND stool and/or urine cannot be reliably contained? 
4. Does this patient have indwelling medical devices such as tracheostomy tube, urinary catheter, 

feeding tube, surgical drains, etc.? 
5. Does this patient have draining wounds or other secretions that cannot be reliably contained? 
6. Is this patient cognitively unable to maintain personal hygiene? 

 
Based upon the patient’s current risk factors for transmission, and the type of CRO organism identified (Non-
CP vs CP), implement the following infection control measures to prevent the transmission. 
 
Table of Isolation indication for CRO/CPO infected or colonized patients in post-acute facility 
 

 
Risk for spreading CRO/CPO (Based on questions 

High-Risk Not High-Risk 
Recommended Precautions CP Non-CP CP Non-CP 
Enhanced Barrier (**) - - Yes Yes 
Contact Yes Yes - - 

CRO or CPO positive sputum Contact & 
Droplet 

Contact & 
Droplet   

Source:  Care for patients with CRE in Long-term care facilities. Approved for use 08/23/1019 cre-packet-ltcf-20190823.pdf  

(**) Enhanced Barrier precautions for Not High-Risk residents 
California Department of Public Health has issued AFL 22-21 Enhanced Standard Precautions for Skilled 
Nursing Facilities, 2022 on October 5, 2022.  
The guidance provides a practical, resident-centered and activity-based approach to implement measures to 
prevent MDRO transmission that are less restrictive than Contact Precautions. Recommendations for the use 
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of gowns and gloves by health care providers are based on assessments of a resident’s risk for being colonized 
and likelihood of transmitting MDRO, whether or not the resident is known to be MDRO colonized or infected. 
Sources: Enhanced Standard Precautions for Skilled Nursing Facilities (SNF), 2022 

C. Discontinue Isolations 

There is currently not enough information for CDC to make a general recommendation on when isolation 
can be discontinued for patients colonized or infected with Carbapenem-resistant organisms. The 
colonization can be prolonged (> 6 months). Across multiple studies, predictors of prolonged carriage have 
been found to include: 

o Exposure to antibiotics 
o Presence of an invasive device 
o Number of hospital admissions 
o Admission from another facility 
o Admission from or discharge to a long-term care facility 

The presence of these predictors should be considered when deciding whether to discontinue Contact 
Precautions. 

• If considering discontinuing Contact Precautions based on the results of surveillance cultures, it is 
appropriate to wait for at least 3 to 6 months since the last positive culture or screen.   

• In general, failure to identify CRO from at least 2 sets of screening cultures are the minimum criteria 
that should be met before an episode of colonization is considered resolved. Additionally, retesting of 
the site(s) that were positive initially from clinical cultures is usually indicated, particularly non-
sterile sites such as a wound or urine. 

• Infection Prevention & Control will make the decision in consultation with Alameda County Public 
Health. 

Source: CDC Clinicians: Information about CRE 

5.4 Patient care recommendations  
Source link: MDRO Patient Cohorting 

A. Staff assignment 

Dedicated healthcare personnel (HCP), the term used to describe the staff who care for patients or 
residents with MDROs, including CRO/CPO. Dedicated HCP does not imply one-to-one staffing or 
primary nursing. 
o It’s preferable that the dedicated HCP can cohort with other CRO/CPO but not limited and can be 

assigned to other MDRO patients. 
o Ensure dedicated HCP do not have responsibility to care for non-MDRO individuals. 
o HCP who cannot be dedicated to patients or residents in cohort (e.g., respiratory therapist, physical 

therapist) should care for patients or residents without MDRO before those with MDRO, whenever 
feasible. 

o Provide Staff education 

B. Medical equipment and supplies 
o It’s strongly recommended to dedicate medical equipment (e.g., pulse oximeter) to CRO/CPO 

patients.  
o Consider using single-use, disposable, non-critical devices. For example, commodes, thermometers, 

blood pressure cuffs, pulse oximeter probes, stethoscopes 
o Limit supplies in resident’s room to essential items; do not remove unused supplies or place them 

back with community supplies 
o For medical equipment that cannot be dedicated (e.g., large physical therapy equipment), consider 
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scheduling patients with CRO to receive their treatment at the end of the day 
o Examples of non-dedicated equipment that must be cleaned and disinfected between uses: Bladder 

scanner, Weigh scales, Glucometer, Holster lifts 

C. Avoid excessive patient or resident movement as this can lead to additional transmission 
o Wait for all pending test or colonization screening results before moving patients or residents into a 

cohort in a facility. 

D. When cohorting patients or residents in a 3+ bedroom, choose rooms that can support greater 
physical separation, when possible.  

o Provide 3-6 feet separation with a privacy curtain between beds. 
o Avoid use of plastic barriers (including at the entrance to patient rooms) as these can become 

contaminated and a source of transmission  
o Change personal protective equipment (PPE) and perform hand hygiene between each patient or 

resident. 

E. Daily Chlorhexidine bathing is highly recommended for CPO infected or colonized patients in Acute 
Care hospital 

 

5.5 Environmental Cleaning  
o Prefer to AHS Cleaning and Disinfecting Procedure for Isolation Room Daily cleaning and Discharge 

Cleaning 
o Focus on high-touch surfaces (e.g., screen of equipment, bed rails, light switches, call buttons) or any 

shared reusable items such as shower chairs, Geri chairs, wheelchairs, gurneys  
o Use EPA-registered one-step hospital-grade disinfectants and follow the label instructions for proper 

use of cleaning and disinfecting products (e.g., accurate dilution, sufficient wet contact time, 
appropriate material compatibility, storage, shelf-life, safe use, and disposal) 

5.6 Communicate CRO/CPO status clearly whenever transferring or discharging patients 
Use the Interfacility Infection Control Transfer Form on page 12 to notify the receiving facility, the transport 
company, and the Alameda County Public Health Department. 

5.7 Staff Education 

Care Staff Education Materials/Resources: 
• Carbapenem-resistant Enterobacteriaceae in Healthcare Settings: 

http://www.cdc.gov/HAI/organisms/cre/index.html 
• CDC CRE Toolkit: http://www.cdc.gov/hai/pdfs/cre/CRE-guidance-508.pdf 

EVS Staff Education Materials/Resources: 
• Guideline for Disinfection and Sterilization in Healthcare Facilities, 2008: 

https://www.cdc.gov/infectioncontrol/guidelines/disinfection/index.html  
• CDC Environmental Checklist for Monitoring Terminal Cleaning (CDC, 2010) 

https://www.cdc.gov/hai/pdfs/toolkits/Environmental-Cleaning-Checklist-10-6-2010.pdf 

6. Surveillance and Contact Investigation 

6.1 Routine Surveillance 
• Clinical labs immediately notify clinicians and infection prevention staff when CRO are identified 

from clinical specimens. 
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• Electronically flag patient record when CRO are identified 
• When carbapenemase mechanism is unknown, perform or access carbapenemase testing. 
• Maintain a running log of patients known to be infected or colonized with CRO/CPO 
• Tracking CRE blood LabID events using the NHSN MDRO module  

6.2 Active Surveillance 
The Infection Prevention and Control Department can consider screen for CP-CRE and implement 
preemptive Contact precautions for patients at risk for CPO, including patients: 

o Epidemiologically linked to a newly identified CRO or CPO case 
o Admitted from facilities known to have ongoing CRO/CPO transmission 
o Admitted from LTACH 
o With history of receiving healthcare outside the United States during the past 12 months. 

6.3 Contact Investigation 
The decision on CPO colonization testing of epidemiologically-linked patient contacts will be made in 
consultation with Alameda County Public Health HAI Program. The factors that can be considered are: 

o who shared a bathroom and roommates 
o with shared primary healthcare personnel (HCP) (e.g., nursing assistant) or exposed to the 

same device 
o not previously identified with CPO residing on unit(s) where transmission is suspected (point 

prevalence survey (PPS)). 

• If one or more additional patients are identified with CPO, conduct serial PPS at 2-week intervals 
until 2 consecutive PPS are completely negative. 

• If one or more CPO patients reside long-term in a healthcare facility, consider performing periodic 
follow-up PPS (e.g., monthly or quarterly PPS). 

• CP-CRPA or CP-CRAB colonization testing of respiratory (if ventilated), axilla/groin (CP-CRAB 
only), wound (CP-CRPA only), and rectal (CP-CRE only) swab specimens.  Rectal swabs for 
CP_CPRA and CP-CRAB are also tested but are typically lower-yielding since these bacteria don’t 
naturally inhabit the gut. 

Source: CPDH Carbapenem-Resistant Organisms Quicksheet 
 

7. Investigation and Reporting 
• Establish baseline CPO incidence at the facility; e.g., determine the number of patients newly 

identified with CPO per month. 
• Investigate all CPO reports. 
• Report CPO as unusual infectious disease occurrences or outbreaks to Alameda County public health 

under Title 17, and CDPH Licensing & Certification if in licensed healthcare facility per All 
Facilities Letters 19-18. 

 
 
Current AHS testing performed on CRO/CPO 
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8. Appendix 

8.1 Infection Control Transfer form 

Carbapenem Resistant 
Enterobacterales

(CRE)

1.RAPIDEC CARBA NP is 
performed on all isolates at 
Highland to determine 
carbapenemase production

2. All isolates are sent to 
ACPHL for Whole Genome 
Sequencing (WGS) which tests 
for: KPC, NDM, VIM, IMP 
and OXA-48/181

Carbapenem Resistant 
Pseudomonas aeruginosa 

(CRPA)

1.RAPIDEC CARBA NP 
is performed on isolates at 
Highland to determine 
carbapenemase production

2. Isolates are sent to ACPHL 
for Whole Genome 
Sequencing (WGS) which 
tests for: KPC, NDM, VIM, 
IMP and OXA-48/181

Carbapenem Resistant 
Acinetobacter baumannii 

(CRAB)

1. All isolates are sent to 
ACPHL for Whole Genome 
Sequencing (WGS) which tests 
for: KPC, NDM, VIM, IMP and 
OXA-48/181
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8.2 Contact Precautions Sign for Acute Care setting 






























































































































































































































































































































































































































	2025-05-28 QPSC Agenda
	B1. Minutes of the April 23, 2025 Quality Professional Services Committee Meetings
	CPC Executive Summary to QPSC May '25
	01_ANTIBIOTIC_DESENSITIZATION_POLICY,_PROCEDURE,_&_PROTOCOL_(34317_-1)
	02_ORAL_AMOXICILLIN_CHALLENGE_POLICY_AND_PROCEDURE_(34314_-1)
	03_MEDICATION__ADVERSE_DRUG_REACTION_(ADR)_REPORTING_(34280_-1)
	04_MEDICATION__HEPARIN_CONTINUOUS_INFUSION_POLICY_(34279_-1)
	05_MARIJUANA_RECREATIONAL_AND_MEDICATION_USE_(34281_-1)
	06_SYSTEM_MEDICATIONS__LOOK_ALIKE,_SOUND_ALIKE_(34319_-1)
	07_social networking and other web based communications policy_2025
	08_internal communications policy-2025
	09_AHS Bed Bugs Lice Scabies Management  Prevention Plan 10.2024 Approved revision
	10_2025 revision CRO IPC Plan (IPC Committee Approved 3.27.2025)
	11_Blood Product Administration_revised Mar 2025
	12_550 - Critical results  critical results communication_Revised Mar 2025 updated HSG ver 4 14 25
	13_PATIENT IDENTIFICATION (29853_-2) (1) MAY Editted Version (002)
	14_ HR_ SECTION 3.00 - POLICY 3.24 COMPLIANCE ENFORCEMENT AND DISCIPLINE
	15_2024 Methicilin-Resistant Staphylococcus Aureus (MRSA) Colonization Management Plan - Copy
	B3. Medical Staff Policies and Procedures listed below_
	B4. Revised Medical Staff Application Forms and Privilege Form listed below_
	C. Medical Staff Reports
	2025-05-28 QPSC D1a Quality Executive Summary - May
	2025-05-28 QPSC D1b Regulatory Affairs 05 2025_OPEN SESSION
	2025-05-28 QPSC D1c OKR QPSC FY25 Apr Rpt Jan
	2025-05-28 QPSC D2 PA Executive Summary 52825
	E. FY 2026 OKR Metric Discussion
	F. Operating Room Efficiency
	Ageda Item C, Medical Staff Reports Presentation
	OKR ALH FY25 Mar Rpt
	OKR Ambu FY2025 Mar Rept
	OKR HGH FY25 Mar Rpt
	OKR JGP FY25 Mar Rpt
	OKR SLH FY25 Mar Rpt
	Addendum Item D Post Acute Presentation
	Addendum Item E, OKR Metric Recommendation

