
 
 

QUALITY PROFESSIONAL SERVICES COMMITTEE MEETING 
Wednesday, October 22, 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=89162648455 

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 

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

B1. Approval of the Minutes of the September 24, 2025 Quality Professional Services 
Committee Meeting 

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

 Medication Aerosolized Epoprostenol Sodium (Flolan® OR Veletri®) Continuous 
Administration Policy  

 Medication Administration Chemotherapy Antidotes for Extravasation Management 

 Medication carts, Kits and Transport Boxes for Specific Depts. and Divisions 

 Procedural Sedation Policy 

 Patient Complaints and Grievances Policy 

 2026 Quality Assurance and Performance Improvement Plan (QAPI) 

 Against Medical Advice Policy (AMA) 

 School of Nursing and Paraprofessional Affiliation Requirements Policy 

 PCP Assignment and Panel Size Policy 

 Responsible Use of AI Policy 

 Patient Non-Discrimination to Access Health Care Services 
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B3. Recommendation to the Board of Trustees for approval of the AHS Medical Staff 
Policies and Procedures listed below: 

 
AHS and AH Medical Staff: 
 

 Standardized Procedures for Advanced Practice Providers in The Department of 
Orthopaedic Surgery 

 
B4. Approval of the AHS Medical Staff Revised Application Forms and Revised Privilege 

Forms listed below: 
 
Revised Privilege Forms for AHS & AH: 
 
 Orthopaedic Surgery – Advanced Practice Provider 

 
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 
 
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:  AHS Patient Experience 

Angela Ng, MD, Director, Care Experience 
 
F. CLOSED SESSION  
 
F1. Consideration of Confidential Medical Staff Credentialing Reports  

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

 
F2. Regulatory Affairs, Risk Management, Patient Safety  

[Health and Safety Code 101850(ai) (1)] 
 
(Reconvene to Open Session) 
 
G. OPEN SESSION 
 
REPORT: Legal Counsel’s Report on Action Taken in Closed Session 
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 Ahmad Azizi, General Counsel 
 

ADJOURNMENT 
 
ADDENDUMS 
 
Agenda Item D1, OKRs 
 
Agenda Item D2, Post Acute 
 
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. 
 
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. 
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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. 
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QUALITY PROFESSIONAL SERVICES COMMITTEE MEETING 
Wednesday, September 24, 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 
Lilavati Indulkar, MD, Chair 

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 5:03 pm 
 
ROLL CALL WAS TAKEN AND THE FOLLOWING TRUSTEES WERE PRESENT: Greg Garrett, 
Lilavati Indulkar, MD, Donna Linton, Nicholas Moss, MD 
 
ABSENT: None 
 
PUBLIC COMMENT:  None 
 
A. Chair’s Report 

Lilavati Indulkar, Chair 
 
Trustee Indulkar introduced the new CMS Patient Safety Structural Measure (PSSM) set for inpatient 
acute care organizations. Hospitals were required to attest compliance, or lack of compliance, with 
the PSSM.  She said more information would be forthcoming.  
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B. ACTION:  Consent Agenda 
 

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

B1. Approval of the Minutes of the August 27, 2025 Quality Professional Services 
Committee Meeting 

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

 

 Medication Profile Review and Verification Policy 

 Breach Notification Policy 

 Business Associate Policy 

 Compliance Exclusion Screening Review Policy 

 De-Identified Health Information Policy 

 HIPAA Violation Sanctions Policy 

 Privacy Use and Disclosure of Limited Data Set Policy 

 Uses and Disclosure Based on Public Policy Which Do Not Require the Patients 
Authorization Policy 

 Blood Borne Pathogen Exposure Control Plan 

 Quality Improvement Work Policy: Primary Care - Adult Medicine and Pediatrics and 
Urgent Care 

 
B3. Recommendation to the Board of Trustees for approval of the AHS Medical Staff 

Policies and Procedures listed below: 
 

AHS Medical Staff: 
 

 Standardized Procedures for Advanced Practice Providers in The Department of 
Anesthesia 

 AHS Medical Staff Committees  
 

AHS and AH Medical Staff: 
 

 Introduction of a New Privilege for a Specific Department of Specialty 
 
B4. Approval of the AHS Medical Staff Revised Application Forms and Revised Privilege 

Forms listed below: 
 
Revised Privilege Forms for AHS & AH: 
 
 Emergency Multifacility  

 
Revised Privilege Forms for AHS: 
 
 Pediatric Neonatal – Perinatal Medicine 
 Anesthesiology – Advanced Practice Provider  
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Trustee Linton moved 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:  Trustee Garrett, Indulkar, Linton, Moss 
NAYS: None 
ABSTENTION: None 
 
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 
 
Trustee Indulkar asked for examples of qualitative and quantitative measures.  Dr. Lash said that an 
example of qualitative metrics would be the patient questionnaires.  An example of the quantitative 
metrics would be the metrics around patient safety or a harm that happened to a patient. 
 
Trustee Garrett asked when staff could report on the Operating Room Committee.  Dr. Lash said 
they could come back after the next MEC report.  Trustee Indulkar said it was on the calendar. 
 
D. REPORT/DISCUSSION:  Quality Reports  
 

D1. Regulatory Affairs, Quality OKR Dashboard 
Ana Torres, Vice President, Quality 

 
Trustee Linton asked for clarification about what grievances from the Alliance meant.  Ms. 
Grewal said if a patient belonged to the Alliance, they were the administrators of that person’s 
policy.  The patient then had to file their grievance with the Alliance, who would channel it to 
AHS.  AHS would then respond to the Alliance and once the solution meets their satisfaction, the 
grievance was closed.  The Alliance would communicate with the patient.  AHS did not, in these 
cases, communicate with the patient directly. 
 
Trustee Moss asked if that meant that patients who had payors would go directly to their payor 
for grievances.  Ms. Grewal said not necessarily.  But the Alliance had to use that process.   
 
Trustee Linton asked what the barrier for addressing the access grievances.  Dr. Mack said it 
depended on the site.  Highland had no physical space to grow. They had to be creative by 
opening extended hours and having drop in care.  For other sites, they had to look at the 
demand of people waiting to get in the doors then making sure to staff accordingly. Also, 
recruitment in the Bay Area was challenging.  Specialty care had issues because some 
departments were quite small which made it inherently more difficult to be seen.   
 
Trustee Indulkar said there was also context that needed to be considered.  Was the patient 
angry because it took them eight months or thirty days to get access.  The qualitative data 
behind the metrics was important.  Dr. Lash said that at Highland, they had space restrictions, as 
Dr. Mack said.  Dr. Lash said they were working to ensure that when a patient calls, they can get 
an appointment with their primary care physician most of the time.  



Alameda Health System 
Quality Professional Services Committee Meeting –Minutes 

September 24, 2025 
Page 4 of 4 

 

 

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

 
E. CLOSED SESSION  

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

 
E1. Consideration of Confidential Medical Staff Credentialing Reports  

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

E2. Regulatory Affairs, Risk Management, Patient Safety  
[Health and Safety Code 101850(ai) (1)] 

 
(Reconvene to Open Session) 
 
F. OPEN SESSION 
 
REPORT: Legal Counsel’s Report on Action Taken in Closed Session 
 Ahmad Azizi, General Counsel 

 
ADJOURNMENT 6:58pm 
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Committee(s) – October 2025 

Policies and Procedures  Chairs: Kelley Bullard, MD &  
Wacheera Davis, DNP, MSN, BSN, RN, MBA  

   
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  

      

Medication Aerosolized 
Epoprostenol Sodium (Flolan® OR 
Veletri®) Continuous 
Administration Policy  

 

Tina Yoo, PharmD • JC Triennial review, no changes 
• System P&T approved 9/2025 
• Consent Item – Policy 

 10/2028  • System P&T 
9/2025 

• CPC 10/02/2025 
• MEC 10/15/2025 

Medication Administration 
Chemotherapy Antidotes for 
Extravasation Management  

Natalie Fan, 
PharmD/Vivian 
Phan, PharmD 

• Revise language on 
Chemotherapy/Biotherapy 
Extravasation Kit 

• System P&T approved 9/2025 
• Consent Item – Policy 

 10/2028  • System P&T 
9/2025 

• CPC 10/02/2025 
• MEC 10/15/2025 

Medication carts, Kits and 
Transport Boxes for Specific 
Depts. and Divisions 

 
  

Natalie Fan, 
PharmD/Vivian 
Phan, PharmD 

• Remove Heme/Onc 
Chemotherapy/Biotherapy 
Extravasation Kit 

• System P&T approved 9/2025 
• Consent Item – Policy 

 10/2028  • System P&T 
9/2025 

• CPC 10/02/2025 
• MEC 10/15/2025 

Procedural Sedation Policy  Dr. Michael Wu 

Janice Borelli 

• Revised  10/2028  • CPC 10/02/2025 
• MEC 10/15/2025 

Patient Complaints and 
Grievances Policy  

Darshan Grewal  

Jan Robertson 

• Revised ; Follow up returning to CPC 
• To comply with new CMS language 

for the definitions around 
complaints and grievances  

• To comply with AHS’s contractual 
agreements with payors. (rather 
than AAH) 

• To provide patients with one single 
phone number to call to file a 
complaint rather than facility wide 
numbers; Patient Safety Department 
will handle all incoming calls 
regarding complaints and grievances 

 10/2028  • CPC 10/02/2025 
• MEC 10/15/2025 
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Committee(s) - August 2025 

Policies and Procedures  Chairs: Kelley Bullard, MD &  
Wacheera Davis, DNP, MSN, BSN, RN, MBA   

   
TOPIC or 
TITLE OF POLICY 

Document 
Owners 

Summary of Changes Last 
Approved 
Date 

Next review date 
after BOT approval 

Purpose History of Review 
Committee 

 

2026 Quality Assurance and 
Performance Improvement Plan 
(QAPI) 

Christian Rieta , MS-
HCA, BSN, RN-BC, 
CPHQ 

• Revised 
• Consolidated information to be 

more succinct. Updated OKR 
Dashboard metrics, updates PI 
Activities, updated Governing 
Structure (committees and 
workgroups focused on Quality) 

 10/2028  • CPC 10/02/2025 
• MEC 10/15/2025 

Against Medical Advice Policy 
(AMA) 

Dawn Anderson, 
MSN, MBA, HCM 

• Revised  10/2028  • CPC 10/02/2025 
• MEC 10/15/2025 

School of Nursing and 
Paraprofessional Affiliation 
Requirements Policy 

Wacheera Davis, 

DNP, MSN, BSN, RN, 
MBA 

• Revised document with updated 
clinical placement definitions and 
guidelines 

 10/2028  • CPC 10/02/2025 
• MEC 10/15/2025 

PCP Assignment and Panel Size 
Policy 

Porshia Mack, 

 MD, MBA 

• Revised 
Summary of the revisions: 

• On page 3- change CAO to ACMO 
• On page 3- Add same exception 

from #4 to #5:   
• 5. The maximum amount of FTE 

allowed for Targeted Need clinic 
time is 0.1 FTE per provider. Only 
empaneled primary care providers 
are eligible to have a Targeted Need 
clinic. Special circumstances outside 
of this require the approval of the 
clinic medical director and the 
ACMO. 

 10/2028  • CPC 10/02/2025 
• MEC 10/15/2025 

Responsible Use of AI Policy  E’Jaaz Ali  • New 
• To govern the proper, secure, and 

safe use of artificial intelligence. 

 10/2028  • CPC 6/05/2025 
• MEC 6/18/2025 
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Committee(s) - August 2025 
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Wacheera Davis, DNP, MSN, BSN, RN, MBA   

   
TOPIC or 
TITLE OF POLICY 

Document 
Owners 

Summary of Changes Last 
Approved 
Date 

Next review date 
after BOT approval 

Purpose History of Review 
Committee 

 

Patient Non-Discrimination to 
Access Health Care Services 

Akemi Renn • New 
• To comply with the Federal non-

discrimination regulation of the 
Affordable Care Act (ACA), section 
1557 that prohibits discrimination 
on the basis of race, color, national 
origin, sex, age, or disability in 
certain health programs or 
activities. 

 10/2028  • CPC 6/05/2025 
• MEC 6/18/2025 

 



 
 
MEDICATION: Aerosolized Epoprostenol Sodium (Flolan® or Veletri®) Continuous 
Administration Policy 
 

Site Alameda Health System Previous Revision Dates  
Effective Date   10/2025 Date Revised 9/2025 
Document Owner MGR SYS MED SAFETY-

CLIN PHARM 
Next Scheduled Review 9/2028 

Approvals BOT, QPSC 
Printed copies are for reference only. Please refer to electronic copy for the latest version. 
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PURPOSE 
Purpose: 
 
To provide a guideline for the safe administration of Aerosolized Epoprostenol Sodium (Flolan® or Veletri®) 
Continuous Administration Guideline for Patients with Acute Respiratory Distress Syndrome (ARDS) or pulmonary 
arterial hypertension in which other therapies have not been effective or tolerated. 
 
This policy applies to the following indication: Acute Respiratory Distress Syndrome (ARDS) or pulmonary 
arterial hypertension.  
 
Policy 

1. Aerosolized epoprostenol (Flolan® or Veletri®) will be administered by Respiratory Care Services in 
collaboration with an ER or ICU nurse.  

 
2. Respiratory Care Services is responsible for the setup and administration of aerosolized epoprostenol 

(Flolan® or Veletri®) 
 

3. Pharmacy is responsible for the reconstitution and preparation of aerosolized epoprostenol (Flolan® or 
Veletri®) 
 

4. Please refer to the Aerosolized Epoprostenol Sodium (Flolan® or Veltri®) Continuous Administration 
Guideline for Patients with Acute Respiratory Distress Syndrome (ARDS) or Pulmonary Arterial 
Hypertension protocol for detailed instructions. 

 
 
APPROVALS 

 
  HH/SLH AH 
System Pharmacy & Therapeutics Date: 9/2025  
Clinical Practice Committee Date: 10/2025  
Medical Executive Committee Date: 10/2025  
Board of Trustees Date:  11/2025  
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Purpose 
To provide guidance on the appropriate management of cytotoxic chemotherapy extravasation. This policy aims to minimize tissue damage at 
the extravasation site, based on evidence and best practices. 
 
Note: The guideline is not a substitute for clinical judgment. 
 
 
Policy 
In the event that an extravasation of a cytotoxic agent occurs, timely and appropriate management should be taken in order to minimize tissue 
damage at the extravasation site. 
 
 
Definitions 

1. Extravasation: An antineoplastic cytotoxic drug that infiltrates into the surrounding tissues during intravenous administration. 
Particular drugs may cause extensive necrosis and the damage can continue for several weeks or months after the infusion. 

 
2. Intravenous chemotherapy agents are classified into 5 categories according to their damage potential for extravasation 

a. Vesicants: Drugs that can cause tissue necrosis and blister formation if the drug extends into the tissue surrounding the vein. 
i. Non-DNA binding vesicants: when extravasated, these agents are inactivated or quickly metabolized and resume the 

normal healing process. 
ii. DNA binding vesicants: remain in the tissues resulting in long-term or more severe injury. 

b. Exfoliants: Drugs of low vesicant potential, as much injury are determined to be superficial. Extravasation may present as 
blistering, inflammation and skin shedding without tissue death. 

c. Irritants: Drugs that can cause inflammation, irritation, and pain at the site of extravasation. Patients often complain of a 
“burning sensation” in the vein during infusion. 

d. Inflammitants: Drugs that can cause mild to moderate inflammation and painless erythema. 
e. Neutrals: Drugs that do not cause inflammation or damage upon extravasation. 

 
Common Reactions & Associated Drugs1 
 

Vesicants 
(Tissue necrosis & blister 
formation) 

Exfoliants 
(Blistering, 
inflammation, & skin 
shedding 

Irritants 
(Inflammation, pain, or 
irritation) 

Inflammitants 
(Inflammation, painless skin 
erythema, & flares) 

Neutrals 
(No inflammation/ damage) 

D
N

A
 B

IN
D

IN
G

 
Dactinomycin Cisplatin Bendamustine 5-Fluorouracil Asparaginase 
Daunorubicin Docetaxel Bleomycin Methotrexate Bevacizumab 
Doxorubicin Liposomal Daunorubicin Carboplatin  Bleomycin 
Epirubicin Liposomal Doxorubicin Etoposide  Bortezomib 
Idarubicin Mitoxantrone Topotecan  Cetuximab 
Mitomycin Oxaliplatin   Cyclophosphamide N

O
N

-D
N

A
 

B
IN

D
IN

G
 

 Paclitaxel   Cytarabine 
Vinblastine    Eribulin 
Vincristine    Fludarabine 
Vinorelbine    Gemcitabine 
    Ifosfamide 
    Melphalan 
    Rituximab 
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    Trastuzumab 

Note: These are common antineoplastic agents, NOT an all inclusive list 
 
 
Signs and Symptoms Associated with Extravasation and Venous Irritation 
 

 
Assessment Parameter 

Extravasation  
Spasm/Irritation of the Vein Immediate Manifestations of 

Extravasation 
Delayed Manifestations of 
Extravasation 

Pain Severe pain or burning that lasts 
minutes or hours eventually 
subsides; usually occurs while 
the drug is being 
given around the needle site 

Up to 48 hours after infusion Aching and tightness along the 
vein 

Redness Blotchy redness around the 
needle site; it is not always 
present at the time of 
extravasation 

May intensify over time Vein may be reddened or 
darkened 

Ulceration Develops insidiously; usually 
occurs 48-96 hours later 

Late occurrence Not likely 

Swelling Severe swelling; usually occurs 
immediately 

Up to 48 hours after infusion Not likely 

Blood return Inability to obtain blood return N/A Blood return usually present 

Other Change in the quality of infusion Local tingling and sensory 
deficits 

Possibility resistance felt in 
injection 

Modified from Avon, Somerset, and Wiltshire NHS Cancer Services Policy4 
 

 
Prevention of extravasation 
1. Assessment of venous access 

a. The quality of venous access should be assessed by RN during infusion center orientation or prior to administration of cycle 1 
day 1 of chemotherapy treatment. 

b. Patients who have risk factors for extravasation (small and fragile veins, lymphoedema, previous treatment, long-term treatment, 
previous extravasation, etc.) should be counseled on the possibility of port placement. 

2. Cannulation site/Administration 
a. Large veins in the forearm are recommended for peripheral administration.  
b. If a cannulation attempt fails, further attempts must be above the previous site to prevent vesicant seepage below the site of 

recent venipuncture. 
c. Venous access should be assessed and tested immediately prior to and frequently during the infusion of cytotoxic agents. This 

includes checking for blood return and resistance during administration. 
3. Patient Education 
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a. Patients should receive education on the signs and symptoms of extravasation. The importance of immediate reporting of any 
changes in sensation, stinging or burning during the administration of chemotherapy should be discussed prior to the first 
treatment.  

 
 
Procedure 

1. Extravasation involving a PERIPHERAL LINE: At the first sign of infiltration: 
a. Stop injection/infusion immediately. 
b. Disconnect the IV tubing from the IV device but leave the needle/catheter in place. 
c. With a 1-3 mL syringe, slowly aspirate as much of the residual drug as possible. Do not apply pressure to the area. 
d. Remove IV access. Do not use this site for IV access any longer. 

i. If extravasation of cisplatin is suspected, IV access is kept until provider has assessed for need of sodium 
thiosulfate administration. 

e. Assess the site of the suspected extravasation and mark the extravasated area with a pen. Observe region for pain, 
induration or necrosis, and assess symptoms reported by the patient (e.g. pain, impairment of range of motion) 

f. Notify the physician.  Physician to place order for the antidote 
g. Initiate substance-specific (antidote) measures as shown in Appendix A, if applicable, 
h. Document all procedures. 
i. RN should set up heme/onc clinic appointment for 1-week follow up prior to discharge from infusion center 

i. Patients with extravasation during inpatient admission will be evaluated by the medical team during the hospital 
stay. Follow up will be scheduled as necessary by the medical team 

j. Provide patient education. 
i. Continue warm or cold therapy for 24 to 48 hours. 
ii. Elevate area for 48 hours to minimize swelling. 
iii. Resume activity with affected limb as tolerated. 

k. Consider surgical evaluation and wound consult for persistent or worsening symptoms. 
 

2. Extravasation involving a CENTRAL LINE: If the patient report changes in sensation, pain, burning, or swelling at the central 
venous catheter (CVC) site or in the ipsilateral chest, if a change occurs, or if no blood returns: 

a. Stop chemotherapy and IV fluids. Do not remove the cannula. 
b. If the patient has an implanted port, assess the site for proper needle placement. 
c. If extravasation is a result of needle dislodgement in a port, leave the needle in place and attempt to aspirate the residual 

drug. 
d. If possible, aspirate the residual from the area of suspected infiltration at the port pocket or at the exit site of the tunneled 

or percutaneous catheter. Do not apply pressure to the area. 
e. If aspiration is unsuccessful, remove the needle from the port and attempt to aspirate the drug subcutaneously, from the 

pocket and surrounding tissue. 
f. Assess the site of the suspected extravasation. Observe region for pain, induration or necrosis, and assess symptoms 

reported by the patient (e.g. pain, impairment of range of motion) 
g. Notify the physician.  Physician to place order for the antidote  
h. Initiate substance-specific (antidote) measures as shown in Appendix A, if applicable 
i. If the patient has an implanted port, remove the port needle after instilling the antidote. Inject the antidote into 

subcutaneous tissue as appropriate. 
j. Document all procedures. 
k. RN should set up heme/onc clinic appointment for 1-week follow up prior to discharge from infusion center. 
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i. Patients with extravasation during inpatient admission will be evaluated by the medical team during the hospital 
stay. Follow up will be scheduled as necessary by the medical team 

l. Provide patient education. 
i. Continue warm or cold therapy for 24 to 48 hours. 

m. Collaborate with the physician regarding 
i. The need for a radiographic flow study to determine the cause of extravasation. 
ii. Future plans for IV access and patient management 

3.  Antidotes for Extravasation 
a. a.  Antidotes will be stored in and compounded by pharmacy 
b. Antidotes to be kept in pharmacy 

i. Sodium thiosulfate 25% (12.5gm/50mL) 
ii. Hyaluronidase 150 units/1mLvial (stored in refrigerator) 
iii. Topical DMSO 50% - 50mL vial 

Dexrazoxane 500mg vial (at least 4 vials) 
 
 
 
 
 
 
 
 
 
 
 
 
 
Appendix A: TABLE OF APPROVED SUBSTANCE-SPECIFIC MEASURES/ANTIDOTES FOR EXTRAVASATION 
MANAGEMENT 

DRUG ANTIDOTE ICE/HEAT 
Anthracycline Agents 
• Daunorubicin 

(Cerubidine) 
• Doxorubicin 

(Adriamycin) 
• Epirubicin (Ellence) 
• Idarubicin (Idamycin) 

 
Dexrazoxane (Totect): 
Dose to be given for 3 consecutive days, starting within 6 hours after 
extravasation. 
Day 1: 1000mg/m2 IV (max dose: 2000mg) 
Day 2: 1000mg/m2 IV (max dose2000mg)  
Day 3: 500mg/m2 IV (max daily dose: 1000mg) 
**reduce dose by 50% if Crcl <40 ml/min  
Mixing & Final Dilution 

• Mix each vial with provided 50ml diluent 
o final [ ] = 10mg/ml 
o use within 2 hours 

• Withdraw needed dose and further dilute into infusion bag 
containing 1000ml of NaCl (use within 4 hours) 

Infusion 
• Infuse over 1-2 hours in large vein remote from site of 

extravasation 

ICE compress for 15-20 
minutes at least four times a 
day for 24 to 48 hours 
 
 
 
Do not ice 15 minutes before 
and after dexrazoxane 
administration. 
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• Remove ice packs from extravasation site 15 minutes before 
dexrazoxane administration to allow adequate blood flow to 
site 

• Day 2 & 3 should start at the same hours (+3 hours) as Day 1 
• Do not use with DMSO 

 
Dimethyl Sulfoxide (DMSO) (Rimso-50) 

• Using a sterile gauze pad, apply 1.5mL topically to cover 
twice the size of infiltration. 

• Begin within 10 minutes of extravasation 
• Apply every 8 hours for 7 days 
• Allow to air dry. Do not cover with dressing 
• Do not use with Dexrazoxane 

*for peripheral line extravasation IF dexrazoxane unavailable OR 
cannot be started within 6 hours* 

Bendamustine (Bendeka, 
Treanda) 

Sodium Thiosulfate: 
•  Prepare 1/6 molar solution: Mix 1.6 mL of 25% 

sodium thiosulfate with 8.4 mL sterile water for injection. 
• Inject 2 ml subcutaneously into site for each mg of 

bendamustine extravasated 
• Use 25-gauge or smaller needle 
• Change needed with each injection 

ICE compress for 15-20 
minutes at least four times a 
day for 6-12 hours following 
sodium thiosulfate 

Daunorubicin, Liposomal 
(DaunoXome) Doxorubicin, 
Liposomal (Doxil) 

None recommended ICE compress for 15-20 
minutes at least four times a 
day for 24 hours 

Carboplatin (Paraplatin) Sodium Thiosulfate: 
•  Prepare 1/6 molar solution: Mix 1.6 mL of 25% 

sodium thiosulfate with 8.4 mL sterile water for injection. 
• Inject 5 ml subcutaneously using a 25-gauge needle, changing 

needles between each injection into affected area in a pinwheel 
fashion.  

 

ICE compress for 15-20 
minutes at least four times a 
day for 6-12 hours following 
sodium thiosulfate 
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Cisplatin (Platinol) 
(> 20 mL and conc.  0.5 
mg/mL) 

Sodium Thiosulfate: 
•  Prepare 1/6 molar solution: Mix 1.6 mL of 25% 

sodium thiosulfate with 8.4 mL sterile water for injection. 
• Inject 2 ml into site for each 100 mg cisplatin extravasated 

through an existing IV line. 
• Then 1 ml (as multiple 0.1 ml injections clockwise around the 

area of extravasation) subcutaneously into extravasation site. 
Use 25-gauge or smaller needle 

• Subcutaneous injections can be repeated several times over the 
next 3 to 4 hours. 

ICE compress for 15-20 
minutes at least four times a 
day for 6-12 hours following 
sodium thiosulfate 

Etoposide (VePesid)(VP- 
16) 

None recommended WARM compresses for 15- 20 
minutes at least four 
times a day 

Mechlorethamine 
(Mustargen)(Nitrogen 
Mustard) 

Sodium Thiosulfate: 
•  Prepare 1/6 molar solution: Mix 1.6 mL of 25% 

sodium thiosulfate with 8.4 mL sterile water for injection. 
• Inject 2 ml subcutaneously into site for each mg of 

mechlorethamine extravasated 
• Use 25-gauge or smaller needle 
• Change needed with each injection 

ICE compress for 15-20 
minutes at least four times a 
day for 6-12 hours following 
sodium thiosulfate 

Mitomycin C (Mutamycin) Dimethyl Sulfoxide (DMSO) (Rimso-50) 
• Using a sterile gauze pad, apply 1.5mL topically to cover 

twice the size of infiltration. 
• Begin within 10 minutes of extravasation 
• Apply every 8 hours for 7 days 
• Allow to air dry. Do not cover with dressing 

ICE compress for 15-20 
minutes at least four times a 
day for 24-48 hours 

Oxaliplatin (Eloxatin) None recommended 
 
May consider for extravastion > 40 mg: Dexamethasone 8mg orally BID 
for up to 14 days 

WARM compresses for 15- 20 
minutes at least four times a 
day for 24-48 hours 

Taxane Agents 
• Docetaxel (Taxotere) 
• Paclitaxel (Taxol) 

No known antidotes or treatments 
 
May Consider: 
Hyaluronidase (Amphadase): 

• Inject subcutaneously into the extravasation site using a 25- 
gauge needle or smaller. 

• Dosage: 150 units (1 mL) given as five 0.2 mL injections into 
the extravasation site at the leading edge 

Change the needle after each injection. 

ICE compress for 15-20 
minutes at least four times a 
day 
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Vinca Alkaloids 
• Vinblastine (Velban) 
• Vincristine (Oncovin) 
• Vinorelbine 

(Navelbine) 

Hyaluronidase (Amphadase): 
• Inject subcutaneously into the extravasation site using a 25- 

gauge needle or smaller. 
• Dosage: 150 units (1 mL) given as five 0.2 mL injections into 

the extravasation site at the leading edge 
• Change the needle after each injection. 

WARM compresses for 15- 20 
minutes at least four times a 
day 

All other cytotoxic drugs None Recommended ICE compress for 15-20 
minutes at least four times 
a day for 24-48 hours 
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Policy 
To provide access and storage to medications in boxes or kits to specific areas where Automated 
Dispensing Machines (ADM, e.g. Pyxis) are not accessible and/or certain specific drugs are not 
included in crash carts.  These departments/divisions may include however not limited to Allergy 
Clinic, Anesthesiology, Cardiology, Diagnostics, Oral Surgery, Operating Room, Emergency 
Department, and Radiology.  
Other medication kits are assembled and put in ADM by pharmacy for the ease of removal under 
specific situations. 
 
Procedures 
A. Preparation 

1. Pharmacy staff fills medications listed in the boxes and kits.  Non-medicinal 
supplies in oral surgery boxes are filled by the Oral Surgery division.  

2. Pharmacy staff records expiration dates of mediations on the content list.  
3. Pharmacy staff who prepares the box or kit will sign and date on the content list. 
4. Pharmacist will check all medications against the content list for correct quantity 

and expiration.  
5. Pharmacist will sign and date the content list after checking the box or kit.  
6. The signed and dated content list will be put inside the box or kit. 
7. A copy of this content list can be put outside the box or kit. Or a sticker with the 

name of earliest expired drug and expiration date will be put outside the box or 
kit. This is to identify when to replace the content of the box or kit.  

8. Pharmacy will put a tamper resistance lock on the checked box or kit to ensure the 
box or kit is secured before being dispensed.  

B. Dispensing 
1. When a box or kit is needed for a procedure by a department/division, the 

department/division staff will come to pharmacy to pick up the specific box or kit.  
2. Pharmacy staff, before dispensing the box or kit, will make sure the lock is 

secured and medications are not expired. 
3. Pharmacy staff fills out the dispensing log to indicate when and where the box/kit 

is dispensed. 
C. Storage 

1. Each department/division is responsible for storing the box/kit in an area where 
direct supervision of its usage is allowed until the procedure is complete.  

2. Anesthesia department, oral surgery division and radiology department will store 
the boxes/kits in their areas until replacement.  

3. Such storage areas should be easily monitored by the department or division staff 
to prevent unauthorized usage. 
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D. Administering and Returning 
1. When a medication is needed, the department staff will break the lock to open the 

box or kit. 
2. The department/division staff will put the patient addressograph sticker on the 

content list for subsequent billing by pharmacy. 
3. The department/division staff will return the used box or kit with the patient 

stamped content list to pharmacy for replacement.  
4. In the situation where the lock is found broken in the department/division, but 

medications are not used, the box or kit should be returned to pharmacy for 
checking. 

 
E. Replacement 

1. Pharmacy will follow the procedures under “Preparation” in this policy to replace 
and refill any medications used in the box or kit that is returned from the 
department/division. 

 
F. Medication kits stored in Automated Dispensing Machine (ADM, e.g. Pyxis) 

1. These kits are assembled in pharmacy and checked by pharmacist before putting 
in ADM. 

2. Kits are removed from ADM according to the ADM procedure. 
3. A refill or stock out report will be printed in the pharmacy to prompt for 

replacement. 
4. Used kits should be placed in the “return to pharmacy” bin for pick up and return 

to pharmacy. 
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ALL Acute Care Medication Carts and Kits 
 

 
Radiology Contrast Allergic Reaction Kit 
 
Medication Quantity Expiration 
Diphenhydramine Inj.  50 mg/ml 1 ml Vial 1  
Epinephrine Inj. 1 mg/ml (1:1000) 1 ml Vial (in light 
protection bags) 

2  

Methylprednisolone Inj.125 mg Vial 1  
 
Epinephrine Dosing:  Hypersensitivity Reaction (e.g. anaphylaxis):  
IM administration in the anterolateral aspect of the middle third of the thigh is preferred in the setting of 
anaphylaxis. Subcutaneous administration results in slower absorption and is less reliable. 
 
IM (preferred anterior thigh): Adults:  0.3 to 0.5 mg (0.3 to 0.5 ml) of 1 mg/ml solution every 5 to 15 
minutes.  Peds:  0.01 mg/kg (Max 0.3 mg) of 1 mg/ml solution (AAAAI [Lieberman 2015]; AHA 
[Vanden Hoek 2010]; WAO [Kemp 2008]) 
 
Rapid Sequence Intubation (RSI) Kit 
 
Quantity Medication Expiration 
1 Etomidate 2 mg/ml vial ( total 10 mL) 

 
 

1 Rocuronium 10 mg/ml vial (total 10 mL) 
 

 

2 Succinylcholine 20 mg/ml inj (total 10 mL)    
 

 
 
 

Department/Divisions Name of Emergency Box/Kit Page 

Radiology Radiology Contrast Allergic Reaction Kit 3  
Critical Care RSI kit 3 
Employee Health Kit Adult Anaphylaxis Kit 

 
4 

Anesthesia  Anesthesia Support Kit  
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Employee Health Adult Anaphylaxis Kit 

 
Quantity Medication Expiration date 

2  Diphenhydraime 25mg caps  

1 EpiPen 0.3mg/0.3mL prefilled syringe  

1 BD syringe, Leur-lok (1 ml syringe)  

1 BD Eclipse 25G needle  

2 Isopropyl alcohol 70% prep pads  

 
Anesthesia Support Kit 

 
Quantity Medication Expiration 
1 Ephedrine 50 mg/ml (1 ml) vial/ampule  
1 Etomidate 2 mg/ml (10 ml) vial  
1 Norepinephrine 1 mg/ml (4 ml) ampule  
1 Propofol 10 mg/ml (20 ml) vial  
1 Rocuronium 10 mg/ml (10 ml) vial  
1 Succinylcholine 20 mg/ml (5 ml) syringe  

Back up medications for situations like power outage and Pyxis failure. The kit is stored in a locked box. 
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Wilma Chan Highland Hospital Medication Carts and Kits 
 

 
 

Anesthesia Intubation Kit (to be put in Anesthesia Airway Backpack) 
 
  
  
 
 
 
 
 
 
 
 
 

 

Department/Divisions Name of Emergency Box/Kit Page 
Anesthesiology • Anesthesia Intubation Kit (to be put in the transport bag)  5 
Cardiology • Cardiac CT Scan/Nuclear Medicine Box   

 

• Electrocardiography (EKG) Kit  
 

• Heart Alert (STEMI) Kit 

6 
 

6 
 

6 
Critical Care • Adult Transport/Code Box  

 

• Neonatal Transport Box   
 

• Pharmacist code stroke kit  
 

• Non-Cytotoxic Vesicant Medication and Fluids 
Extravasation Kit 

7 
 

8 
 

8 
 

8 

Maternal Child Health • Operation OB – Medication Box   
 

• OB Procedural Box 

9 
 

9 
Oral Surgery • Oral Surgery Box 10 
Heme/Onc • Hypersensitivity Kit for Infusion Center 

 

•  

11 
11 

Emergency 
Department 

• ED Block Cart  
 

• ED Code bag 

12 
 

12e 

Drug Quantity Expiration 
Atropine Inj. 0.1 mg/ml 10 ml syringe 1  
Epinephrine Inj. 0.1 mg/ml (1:10,000) 10 ml syringe 1  
Etomidate Inj.  2 mg/ml  10 ml vial 1  
Phenylephrine Inj.  100 mcg/ml  10 ml syringe 1  
Propofol Inj.   10 mg/ml 20 ml vial 2  
Rocuronium Inj.  10 mg/ml 10 ml vial 1  
Succinylcholine Inj.  20 mg/ml 5 ml syringe 1  
Sugammadex 100 mg/ml 5  ml vials 3  
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Cardiac CT Scan/Nuclear Medicine Box 
 

 
   
 
 
 
 
 

 
Electrocardiography (EKG) Kit 

 
HEART ALERT (STEMI) Kit 
(STEMI = ST-Elevation Myocardial Infarction) 

 
 

Drug Quantity Expiration 
Albuterol Inhaler 90 mcg/puff 8 gm 
inhaler 

1  

Aminophylline Inj. 25mg/ml 10 ml vial 2  
Caffeine inj 60mg/3mL 1  

Medication Strength Quantity Expiration 
Atropine inj 1mg/1mL Vial 1  
Diphenhydramine inj. 50 mg/1 ml Vial 1  
Metoprolol inj. 5 mg/5 ml Vial 1  
Nitroglycerin SL tablet 0.4 mg  2 bottles 

(25 tabs/bottle) 
 

Medication Name Dose 
Given 

Time Route Documented 
in MAR 

Quantity 
in Kit 

Exp. 
Date 

Quantity 
Used 

Atropine Inj  1mg (0.1 mg/ml)  
10 ml prefilled syringe 

   
 

1   

Epinephrine Inj   1mg (1:10,000) 
10 ml prefilled syringe 

   
 

1   

Amiodarone Inj  150mg (50mg/ml) 
3 ml vial 

   
 

 2   

Diphenhydramine Inj  50mg/ml  
1 ml vial 

   
 

1   

Nitroglycerin 0.4 mg sublingual 
tablets  

   
 

1 bottle   
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ADULT TRANSPORT/CODE BOX 
 
 

 
 
 
 
 
 

 
 
 
 
 
 
 
 
 
 

Generic drug name Quantity 
RSI meds grouped together 
Etomidate 2mg/mL (10mL) 1 
Rocuronium 10mg/mL (10mL) 2 
Succinylcholine 20mg/mL (5 ml) 
syringe  

2 
 

  
Midazolam 10mg/2mL (Versed) 1 
Naloxone 2mg/2mL syr 1 

 
 
 

*20G 1 ¼” Catheter x2, 18G 1 ¼” catheter x2, IV starter kit 
with ChloraPrep (DYND74260) x2 
 
*20G 1 ¼” Catheter x2, 18G 1 ¼” catheter x2, IV starter kit 
with ChloraPrep (DYND74260) x2 

  

Generic drug name Quantity 
Atropine 1mg/10mL syringe  1 
Dextrose 50% 25g/50mL syringe 1 
Dextrose 10% 100mg/mL (250mL bag) 1 
Epinephrine 1:10000 1mg/10mL syringe 1 
Oral glucose gel 15g 1 
  
Normal saline 10mL flush 3 
Angiocath starter kit* 1 
Empty syringe  3mL 1  
Empty syringe 10mL 3 
18 gauge eclipse needle 4 
25 gauge eclipse needle for IM inj 1 
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Neonatal Transport Box- Pharmacy Section 
 

Pharmacy Section ONLY 
 Epinephrine 1:10,000 (0.1 mg/mL) 10mL Syringe- 1 ea____ (√)                         
                  (Dose of Epinephrine= 0.1 to 0.3 mL/KG of Epinephrine 1:10,000 IV)  

 
 

Pharmacist Code Stroke Kit 
 

Quantity Medication Expiration Date 
2 30mL syringe  
2 10mL syringe  
5 5mL syringe  
1 BD Alaris Pump Infusion Set (REF 2426-0500)  
6 18G Eclipse Needles  
6 Saline Flush 10mL  
1 Nicardipine 25mg in 100mL (either NS or D5)  
1 Tenecteplase 50mg kit  
1 Labetalol hydrochloride 100mg / 20mL vial  

N/A Miscellaneous: labels, tapes, and dosing sheet  
 
 
 

Non-Cytotoxic Vesicant Medication and Fluids Extravasation Kit  
 

Quantity Medications Expiration 
Dates 

2 Phentolamine mesylate for injection 5 mg/vial  
2 Hyaluronidase (Amphadase®) 150 units/ml, 1 ml vial 

(Hyaluronidase is STORED IN PYXIS REFRIGERATOR) 
 

2 0.9% Sodium chloride for injection, preservative free, 10 ml  
3 Nitroglycerin Ointment USP, 2% (NITRO-BID®) 1 inch (1 

gram) foilpac® 
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Operation OB – MEDICATION BOX 
 
 
 
 

 
 

OB Procedure Cart 
 
 
 

The following medications are in the 9W Pyxis Refrigerator under “OB PPH Emergency Kit”, to access: 
• Log in to pyxis 
• Hit “remove meds” button 
• Hit “kit” button at the bottom of the screen 
• Choose the “OB PPH Emergency Kit” 
• Remove the below meds 

**Diazepam inj must be removed separately from Pyxis when needed 

Quantity Drug Expiration 
Date 

2 Oxytocin (Pitocin) 10 units/ml 1 ml vial  
5 Misoprostol (Cytotec) 100 mcg tablet  

Quantity Medication Expiration 
2 Calcium gluconate 1g vials   
1 Hydralazine 20mg/mL vial   
1 Labetalol100mg/20mL (5mg/mL) vial   
1 Magnesium sulfate 20g/500mL bag   
2 Magnesium sulfate 50%, 5gm/10mL, 10mL vials  
5 Misoprostol 200mcg tab   
1 Naloxone 2mg/2mL syringe   
1 Nitroglycerin spray 0.4mg/spray   
2 Oxytocin 30 units/500mL bag   
4 Oxytocin 10 units/mL, 1mL vial  
3 Nifedipine 10mg, Immediate Release tabs  
1 Terbutaline1mg/mL vial   
1 Tranexamic Acid 1000mg/10ml  

Pyxis items  in the OB Code Kit 
Quantity Medication 

1 Hemabate 250mcg ampule (refrigerator in zip-lock bag) 
2 Methergine 0.2mg/mL ampule (refrigerator in zip-lock bag)  
5 Misoprostol 200mcg tab 

Nursing:  
Stamp with patient’s name, place in medication box and return to pharmacy 
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Oral Surgery Box 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
Drugs Qty. Expiration Date 
Albuterol Inhaler 1  
Aspirin 325mg 2  
Atropine Inj.  0.4 mg/ml  1 ml  Vial 2  
Dextrose 50% Inj.  0.5 gm/ml   50 ml Syringe 1  
Diphenhydramine Inj.  50 mg/ml  1 ml Vial 1  
Ephedrine Inj. 50 mg/ml  1 ml  Ampule w/ Filter needle 1  
Epinephrine 1:1000 Inj.  1 mg/ml  1 ml Ampule 
(For anaphylaxis: Adults: 0.3 to 0.5 mg (0.3 to 0.5 ml) of 1 mg/ml 
solution given IM, preferred anterior thigh)  

1  

Esmolol 100mg/10ml 1  
Flumazenil Inj.  0.1 mg/ml   5 ml Vial 1  
Hydralazine 20mg/mL (1mL) vial 1  
Labetalol Inj.   5 mg/ml  20 ml vial 1  
Lidocaine Gel 2% 5 ml Tube 1  
Methylprednisolone Inj.  125 mg Vial 1  
Naloxone Inj.  0.4 mg/ml  1 ml Vial 2  
Nitroglycerin SL Tablet 0.4 mg/tab #25 tab Bottle 1  
Normal saline 10ml vial 2  
Normal Saline 250 ml Bag 1  
RSI Kit 1  
Sterile Water Inj.  10 ml Vial 1  

Supplies Qty. 
Alcohol Pads 8 

BD 10ml Syringe w/ Luer Lock Tip 
Blunt Fill Needles 

2 

BD 5 ml Syringe 3 

BD Eclipse 18G x1½”  Needles 4 

BD Eclipse 3 ml Syringe w/ 21G x1½” Needle 3 

CPR Mask 1 

Extension Set w/ y-site 1 

IV Catheter 18G x1¼” 2 

IV Catheter 20G x1¼”  2 

IV Catheter 22G x1” 2 

IV Start Kit w/Chloral Prep 2 

Oxygen Mask 1 

Regular IV Set 1 
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Drugs are replaced by pharmacy. Supplies are replaced by dental dept. oral surgery staff 
 
 
 

Hypersensitivity Reaction Kit for Infusion Center 
 

Medication Quantity Expiration 

Diphenhydramine Inj.  50 mg/ml 1 ml Vial 1  
Methylprednisolone Inj.125 mg Vial 1  

Epinephrine 1mg/mL vial 
(Refer to “MANAGEMENT OF ACUTE ADVERSE REACTIONS (ADR) POLICY: 
CHEMOTHERAPY/BIOTHERAPY/IMMUNOTHERAPY: policy for dosing) 

1  

 
Famotidine inj. 20 mg/2ml vials are in Pyxis Refrigerator.  

• Atropine vial and/or syringe are in the pyxis machine 
• Kit will include one 3mL syringe, one 18-gauge needle and one 21-gauge needle. 

 
 
 

 
 
 
 
 
 
 
 
 
 
 
 

ED Block Cart 
 
Quantity Medication 
Rescue/LAST Treatment 
12 Preferred choice: Intralipid (Fat Emulsion) 20% inj 200 - 250 ml bag with 

1.2 micron filter tubing  
OR  
2nd choice: SMOFlipid 20% - 100mL bags x2 with 1.2micron filter tubing  
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+ ASRA checklist for treatment of local anesthetic systemic toxicity (LAST) 
[both original and simplified versions] 

2  16 gauge needles 
2 50mL syringes 

 
 

ED Code Bag 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Generic drug name Quantity 
Atropine 1mg/10mL syringe  1 
Dextrose 50% 25g/50mL syringe 1 
Dextrose 10% 100mg/mL (250mL bag) 
during D50W shortage only 

1 

Epinephrine 1:10000 1mg/10mL syringe 1 
Etomidate 2mg/mL (10mL) 1 
Glucose gel (oral) 15g 1 
Midazolam 10mg/2mL (Versed) 1 
Naloxone 2mg/2mL syr 1 
Rocuronium 10mg/mL (10mL) 2 
Succinylcholine 20mg/mL (5 ml) syringe  2 
Tenecteplase kit 1 
  
Supplies Quantity 
Normal saline 10mL flush 4 
Angiocath starter kit* 1 
Empty syringe  3mL 2 
Empty syringe 10mL 2 
18 gauge eclipse needle 4 
25 gauge eclipse needle for IM inj 1 
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Alameda Hospital Only Medication Carts and Kits 
 

 

ANAPHYLAXIS KIT  
KEEP AT BEDSIDE FOR PACLITAXEL (TAXOL), L-ASPARAGINASE, PEPASPARAGINE INJECTION 
 

PATIENT NAME  
RN NAME  

 
Quantity Generic Name  Trade Name  Strength  Size  Form 
1 Diphenhydramine  Benadryl  50mg/ml 1ml SDV 
1 Epinephrine (1:1000) 

(For anaphylaxis: Adults: 0.3 
to 0.5 mg (0.3 to 0.5 ml) of 
1 mg/ml solution given IM, 
preferred anterior thigh) 

Adrenalin 1mg/ml 1ml Ampule 

1 Filter Needle    19G Needle 
1 Methylprednisolone Solu-Medrol 125mg/2ml 2ml SDV 
1 Albuterol Solution Proventil 2.5mg/3ml 3ml SDV 
3 Syringe    3ml Syringe 
3 Needle 18G   18G Needle 
3  Alcohol Prep Pad   Each Pad 

 
RETURN TO PHARMACY AFTER INFUSION. 
 

FIRST EXPIRING DRUG:                                                                   EXPIRATION DATE: 
 

TECH/RPH                                                           / 
 
 
 
 
 
 

Department/Divisions Name of Emergency Box/Kit Page 
Critical Care • Anaphylaxis Kit  

• CCU Difficult Airway Cart 
13 
14 

Critical Care/ED • Kcentra kit  
• TNKase kit 

15 
15 

Misc.  • Pain Medication Tray 16 
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CCU Difficult Airway Cart Drug List 
 

              Patient Addressograph     

   
Drugs Quantity Quantity Used 

Lidocaine 2% Jelly 30ml 2   

Lidocaine 2% 50 ml Multiple Dose Vial 1   

Hurricaine Topical Spray 1   

Phenylephrine Nasal Decongestant Spray 1   

   
First Drug(s) to Expire:_______________________________ Expiration Date:________________ 

   
Filled/Checked By:______/______ Date:________________________ 

*Return entire kit to pharmacy for replacement after each use 
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Kcentra® Kit Content 
(Prothrombin Complex Concentrate, 4 Factor Unactivated) 

 
Item Name Quantity Expiration Date 

Kcentra Reconstitution Instructions 1 x 

Orange “Medication Added” sticker 6 x 

60 mL luer lok syringe  2 x 

20 mL luer lok syringe 4 x  

16 gauge needles 6 x 

Empty 100mL IVPB bags  6  

Alcohol swabs 10 x 

Kcentra 1000 unit manufacturer box 4  

Kcentra 500 unit manufacturer box 2  

 
Filled by: _______ Checked by: _______ Date checked: _______                         
 
Lock Number: _______________                                                                       
 
Date Used: _______________ 
 
 
*Return entire kit to pharmacy for replacement after each use 
 
 
 

TNKase® Kit Content 
 

Item Name Quantity Expiration Date 

TNKase 50mg  1  

AIS bag: dose chart, Orange “Medication Added” sticker, 5cc 
luer lok syringe, AIS flyer 

1  

STEMI bag: dose chart, Orange “Medication Added” sticker, 
STEMI flyer 

1 x 

 
Filled by: _______ Checked by: _______ Date checked: _______                         
 
Lock Number: _______________    Kit #:  ______                                                                 
NURSE: Return to Pharmacy when used 
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Pain Medications Tray List 
 

Drugs Exp Date QTY QTY Used 
Lidocaine 1% P.F. (10 mg/mL) – 5 mL  25  
Lidocaine 2% P.F. (20 mg/mL) – 5 mL  10  
Bupivacaine 0.25% P.F. (2.5 mg/mL) – 10 mL  10  
Dexamethasone P.F. 10 mg/mL – 1 mL  25  
Kenalog (Triamcinolone Acetonide) 40 mg/mL – 1 mL  12  
Bupivacaine 0.5% P.F. (5 mg/mL) – 30 mL  9  
MethylPREDNISolone acetatae injectable suspension 
(Depo-medrol) 80mg  4  

 

San Leandro Only Medication Carts and Kits 
 

Department/Divisions Name of Emergency Box/Kit Page 
Cardiology • Cardiology Drug Kit  

• Dobutamine Stress Test Kit 

17 

17 

Critical Care • Rapid Response Kit  

• Ancillary ICU Code Box  

• Kcentra Kit  

• TNKase Kit 

17 

18 

19 

19 

OR • OR Eye Medication Tray 1 Drug List 

• OR Eye Medication Tray 2 Drug List 

• OR Bleeding Kit 

20 

21 

21 

Radiology • Radiology Emergency Drug (CT-Box) 22 

Misc. • Procedure Room Drug Box 22 
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Cardiology Drug Kit 
 

Cardiology Drug Kit Aminophylline 500mg vial 1 

Cardiology Drug Kit Atropine 1mg/10ml 1 

Cardiology Drug Kit Esmolol 100mg/10ml 1 

Cardiology Drug Kit Nitroglycerin 0.4mg tabs  25 

Cardiology Drug Kit Verapamil 5mg/2ml 1 

Cardiology Drug Kit 22ga x1.5” safety needle 1 

Cardiology Drug Kit Diltiazem  5mg/ml 10 ml vial  1 
 
 
 

Dobutamine Stress Test Kit (prepared upon order) 
Dobutamine stress test kit (prepared upon order) Dobutamine 250mg/d50w 250ml 
Dobutamine stress test kit (prepared upon order) d5w 500ml 
Dobutamine stress test kit (prepared upon order) esomolol 100mg/10ml 
Dobutamine stress test kit (prepared upon order) atropine 1mg/10ml inj 

 
 
 
Rapid Response Kit 

Rapid Response Kit Ipatroprium/Albuterol 0.5mg/3mg amp 1 

Rapid Response Kit Nitroglycerin 0.4mg 1 

Rapid Response Kit Aspirin 325mg tab 1 

Rapid Response Kit Dextrose 50% 50ml 1 

Rapid Response Kit Naloxone 0.4mg 1 

Rapid Response Kit NS 1000ml IV  1 
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Ancillary ICU Code Box 
Ancillary ICU Code Box Amiodarone 150mg/3ml inj.  3 

Ancillary ICU Code Box Dextrose 5% 100ml bag 1 

Ancillary ICU Code Box Filter - 0.2 Micron 1 

Ancillary ICU Code Box Adenosine 6mg/2ml inj 3 

Ancillary ICU Code Box Atropine 1mg/10ml syringe 3 

Ancillary ICU Code Box Calcium Chloride 10% syringe 1 

Ancillary ICU Code Box Dextrose 50% 50ml syringe 1 

Ancillary ICU Code Box Dopamine 800mg/250ml D5W IV drip 1 

Ancillary ICU Code Box Epinephrine 1mg/10ml  syringe 4 

Ancillary ICU Code Box Lidocaine 0.4% 250ml IV drip 1 

Ancillary ICU Code Box Lidocaine 100mg syringe 2 

Ancillary ICU Code Box Magnesium 1gm/2ml vial (Dilute with 9ml NS) 2 

Ancillary ICU Code Box Naloxone 2mg/2ml syringe 2 

Ancillary ICU Code Box Sodium Bicarbonate 8.4% syringe 2 

Ancillary ICU Code Box Sodium chloride flush 10ml syringe 4 

Ancillary ICU Code Box Sterile water 10ml  2 

Ancillary ICU Code Box Vasopressin 20 units/1 ml inj. 2 
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Kcentra® Kit Content 
(Prothrombin Complex Concentrate, 4 Factor Unactivated) 

Item Name Quantity Expiration Date 

Kcentra Reconstitution Instructions 1 x 

Orange “Medication Added” sticker 6 x 

60 mL luer lok syringe  2 x 

20 mL luer lok syringe 4 x  

16 gauge needles 6 x 

Empty 100mL IVPB bags  6  

Alcohol swabs 10 x 

Kcentra 1000 unit manufacturer box 4  

Kcentra 500 unit manufacturer box 2  
 

Filled by: _______ Checked by: _______ Date checked: _______                        
 

Lock Number: _______________                                                                      
 

Date Used: _______________ 
     
 
 
 

TNKase® Kit Content 
 

Item Name Quantity Expiration Date 
TNKase 50mg  1  
AIS bag: dose chart, Orange “Medication Added” sticker, 5cc luer lok 
syringe, AIS flyer 

1  

STEMI bag: dose chart, Orange “Medication Added” sticker, STEMI flyer 1 x 
 

Filled by: _______ Checked by: _______ Date checked: _______                        
 

Lock Number: _______________    Kit #:  ______                                                                
 

NURSE: Return to Pharmacy when used 
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SLH OR Eye Medication Tray 1 Drug List 

Drugs  Exp Date QTY QTY Used 
Cyclopentolate (Cyclogyl) Soln 2% - 2 mL  1  
Cyclopentolate (Cyclogyl) Soln 1% - 2 mL  1  
Tropicamide 1% - 3 mL  1  
Phenylephrine (AK-Dilate) Soln 10% - 5 mL  2  
Sulfacet/Pred (Blephamide) Oint 3.5gm  1  
Gentamicin Soln 5 mL  2  
Gentamicin Oint 3.5 gm  1  
Erythromycin Oint 3.5 gm  2  
Ciprofloxacin (Cipro) Soln 0.3% - 2.5 mL  1  
Neo/Poly B/Dex (Maxitrol) Oint 3.5 gm  10  
Atropine Soln 1% - 2 mL  2  
Epinephrine PF Soln amp 1% - 2 mL  2  
Lidocaine PF Injection amp 1% - 2mL  10  
Cefazolin Injection Vial 1 gm  3  
Sterile Water for Injection SDV 10 mL  3  
Atropine Oint 1% - 3.5 gm  2  
Homatropine Soln 5% - 5 mL  2  
Lidocaine PF Injection 4% - 5 mL  6  
Gentamicin Injection SDV 80 mg/2mL  6  
Dexamethasone Injection SDV 4 mg/mL  8  
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SLH OR Eye Medication Tray 2 Drug List 
 

Drugs Exp Date QTY QTY Used 
Timolol Soln 0.5% - 5 mL  2  
Lidocaine/Epi Injection SDV 2%/1:200K – 20 mL  1  
Tetracaine Sterile Soln 0.5% - 2 mL  2  
Liquifresh PM Oint 3.5 gm  2  
Brinzolamide (Azopt) 1% - 10 mL  6  
Prednisolone (Pred-Forte) Soln 1% - 5 mL  3  
Fluorescein Sodium Ophth Strip 0.6 mg  3  
Lidocaine/Epi Injection SDV 1%/1:100K – 20 mL MDV  1  
Acetylcholine (Miochol-E) Soln – 2mL  3  
Trypan Blue (Vision Blue) Soln Syr 0.06% - 0.5 mL  5  
Pilocarpine Sterile Soln 2% - 15 mL  2  
Tetracaine Soln 0.5% - 15 mL  2  
Bupivacaine 0.75% - 10 mL  6  
Lidocaine Inj MDV 2% - 5 mL  6  
Lidocaine 2% - 50 mL  1  
Tetracaine (TetraVisc) Soln 0.5% - 5 mL  6  
Gatifloxacin (Zymaxid) Soln 0.5% - 2.5 mL  8  

 

OR Bleeding Kit 
OR Bleeding Kit  GELFOAM (SIZE 100) 2 

OR Bleeding Kit  Recothrom (5000 units) 4 

OR Bleeding Kit  HEPARIN (1,000 UNITS/ ML) 10 ML 3 

OR Bleeding Kit  HEPARIN (1,000 UNITS/ ML) 30 ML 1 

OR Bleeding Kit  Gentamicin (80 MG/ 2 ML) 2 ML 4 

OR Bleeding Kit  PROTAMINE (10 MG/ ML) 5 ML 1 

OR Bleeding Kit  Visipaque (320mg/ml) 50ml 3 

OR Bleeding Kit  30 ML SYRINGE 1 

OR Bleeding Kit  18 GA HYPO NEEDLE 1 

OR Bleeding Kit  MED LABELS 2 
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Radiology Emergency Drug (CT-box) 
Radiology Emergency Drug (CT-Box) Syringe w/ needle 3ml 3 

Radiology Emergency Drug (CT-Box) Atropine 1mg/ml vial  1 

Radiology Emergency Drug (CT-Box) Benadryl 50mg/ml vial  1 

Radiology Emergency Drug (CT-Box) 

Epinephrine Inj. 1 mg/ml (1:1000) 1 ml Vial 
(For anaphylaxis: Adults: 0.3 to 0.5 mg (0.3 to 0.5 ml) of 
1 mg/ml solution given IM, preferred anterior thigh) 1 

Radiology Emergency Drug (CT-Box) Ammonia Inhalants 4 

Radiology Emergency Drug (CT-Box) Benadryl 25mg cap 4 
 
 
 

Procedure Room Drug Box 
Procedure Room Drug Box Fentanyl 100mcg/2ml 8 

Procedure Room Drug Box Midazolam 5mg/5ml 8 
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SEDATION, PROCEDURAL 
 

Site Alameda Health System Previous Revision Dates 10/2011, 11/2013, 10/2014, 
08/2018, 01/2022 

Effective Date 05/03, 12/2018;  Date Revised 05/16/2022, 10/2025 
Document Owner VP, PATIENT CARE 

SERVICES 
Next Scheduled Review 10/2028 

Executive Responsible  Chair of Anesthesia, Chief Medical Officer 
Printed copies are for reference only. Please refer to electronic copy for the latest version. 

 
Purpose 

 
To provide guidelines for the administration of sedation, both moderate and deep, that is given for the 
purpose of enabling an invasive procedure. 

Definitions 
 

The four (4) levels of sedation/anesthesia are: 
 

Depth of Sedation Characteristics 
Minimal (e.g., 
anxiolysis) 

• Normal response to verbal commands/stimulation. 
• Unaffected airway, ventilation, and cardiovascular function. 
• Cognitive function and coordination may be impaired. 

Moderate 
Sedation/Analgesia 

• Purposeful response to verbal or tactile stimulation. 
• No intervention required to maintain a patent airway. 
• Ventilation adequate. 
• Cardiovascular function is usually maintained. 

Deep Sedation/Analgesia • Repeated or painful stimulation required for purposeful response. 
• Intervention may be required to maintain the airway. 
• Spontaneous ventilation may be inadequate. 
• Cardiovascular function is usually maintained. 

General Anesthesia • A drug induced loss of consciousness. 
• Unarousable even with painful stimulation. 
• Intervention is often required to maintain the airway. 
• Ventilation is frequently inadequate. 
• Cardiovascular function may be impaired. 

 
Policy 

 
1. Sedation may occur where appropriate monitoring, equipment, personnel, and 

supplies are readily available. 
2. A minimum of two (2) clinicians shall be present during any moderate sedation procedure. 

At least one clinician must be a qualified physician or Advanced Practice Provider 
(APP) while the second clinician can be a Registered Nurse or qualified physician/APP.  
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a. The first clinician will be responsible for administering medications or directing the second 
clinician to administer medications on their behalf. 

b. The second clinician will be responsible for monitoring the effectiveness of the 
sedation/analgesic agents and documenting the patient’s response and status throughout 
the procedure. This second clinician can assist with minor, interruptible tasks as long as the 
patient is stable and continues to be monitored. 

3. Patients receiving moderate or deep sedation will have IV access unless they receive 
IM Ketamine (Ketalar) only. 

4. Only licensed practitioners, who have been granted privileges from Medical Staff to 
perform the planned level of sedation, may perform sedation procedures. 
a. There are distinct privileges for moderate sedation, and distinct privileges for deep sedation. 
b. Qualified Advanced Practice Providers (APPs) may perform moderate/deep sedation only under 

the supervision of a qualified physician as defined in the Advanced Practice Provider (APPs) 
Policy and Procedure Manual. 

5. Registered Nurses who participate in moderate or deep sedation under the guidance of a 
physician/APP, shall maintain: 

a. Current Advanced Cardiac Life Support (ACLS), if caring for adult patients 
b. Pediatric Advanced Life Support (PALS), if caring for pediatric patients 
c. Completion of competency-based education on an annual basis with a minimum score of 90%. 

6. RNs managing the care of patients receiving moderate sedation shall not leave the 
patient unattended or engage in tasks that would compromise continuous monitoring of 
the patient by the registered nurse. Registered nurse functions as described in this 
policy may not be assigned to unlicensed assistive personnel.                                                                      

 
7. “Rescue” from a deeper level of sedation than intended requires an intervention by a 

practitioner with expertise in airway management and advanced life support. The 
rescue is conducted by a practitioner with expertise in airway management and 
advanced life support. The qualified practitioner corrects adverse physiologic 
consequences of the deeper-than- intended level of sedation and returns the patient to 
the originally intended level of sedation. 

 
8. Sedation providers must be able to manage a patient in the planned level of sedation, 

and rescue patients from whatever level of sedation (or anesthesia) is achieved, either 
intentionally or unintentionally. 

 
9. Patients requiring sedation will be evaluated, prior to a procedure, as detailed 

below, at a minimum: See Table below (8). 
 

Element Responsible Person/Action 
Physician/APP Second 

Clinician 
a. Informed Consent Obtain Verify 
b. Medical & Social history Obtain Review 
c. Physical examination of cardiac and respiratory systems 
and vital signs 

Obtain Review 

d. Airway assessment (see Appendix A - Mallampati Score) Perform and 
document 
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e. Aldrete Score (see Appendix A - Aldrete Score)  Obtain 
f. Patient height & weight  Obtain 
g. Pregnancy test results, when applicable Verify Verify 
h. Current medication regimen (e.g., prescribed, over the 
counter, herbals, supplements) and medication taken within 
the last 48 hours including any as needed medications, 
especially opioids or other narcotics. 

Obtain Review 

i. Allergies and sensitivities to medications Verify Obtain 
j. Nothing by mouth (NPO) status Verify Verify 
k. Availability of responsible individual to escort patient home 
if discharge planned. 

Verify Verify 

l. ASA Class assessment (See Appendix A) Perform and 
document 

 

m. Vital signs obtained 15 minutes prior to the start procedure Review Obtain 
n. Pre-procedure education, according to the plan of care Provide Provide 

 
10. Patients with any of the following may need special consideration. 

• known history of respiratory or hemodynamic instability 
• history of coagulation abnormality, 
• history of neurologic or cardiac disease that may be affected by 

medications administered for moderate sedation/analgesia, 
• history of renal or liver disease that may affect metabolism of 

medications administered for moderate sedation/analgesia, 
• previous difficulties with anesthesia or sedation, 
• severe sleep apnea or other airway related issues, 
• one or more significant co-morbidities, 
• pregnancy, 
• inability to communicate (e.g., aphasic), 
• inability to cooperate, 
• multiple drug allergies, 
• multiple medications with potential for drug interaction with sedative analgesics, 
• current substance abuse (e.g., street drugs, alcohol, non-prescribed 

prescription drugs), 
• ASA physical status classification of ASA III or above. 

11. Pre-procedural fasting: 
a. For patients in need of an emergent procedure and for whom delay of procedure 

could lead to harm: 
i. Do not delay procedural sedation based on NPO status. 
ii. Perform, and document, aspiration precautions. 

b. NPO Guidelines for elective procedures include, but are not limited to: 
i. Clear liquids – 2-3 hours (e.g., water, fruit juices without pulp, clear tea, black 

coffee, Gatorade) 
ii. Light meal – 6 hours (e.g., dry toast and clear liquids) 

iii. Regular meal – 8 hours (any meat, fatty or fried foods that will delay gastric emptying) 
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iv. NPO after midnight 
v. High-risk patients should have standard 8-hour fasting prior to sedation when possible. 

12. Patients will be monitored continuously during the procedure. 
i. Monitoring shall be documented a minimum of every 5 minutes during the 

procedure based on the patient’s condition, type and amount of medication 
administered, and length of the procedure. Monitoring includes but is not limited 
to the following: heart rate and function, 

ii. oxygenation, including end tidal CO2, 
iii. respiratory rate and adequacy of ventilation, 
iv. blood pressure, 
v. skin condition (at regular intervals). 

vi. Depth of sedation using an objective Sedation scoring scale 

b. The licensed practitioner should be notified of changes in condition. 
 

13. The following equipment, minimally, are required during sedation: 
a. Emergency Airway equipment, Ambu-bag, and age-appropriate Crash Cart (or 

equivalent components). 
b. Suction and suction supplies. 
c. Oxygen supply, flow meter, and related Oxygen delivery devices 
d. All anticipated medications, including the appropriate reversal agents. 
e. Monitors – (pulse oximetry, non-invasive blood pressure, ECG, and end-tidal CO2). 

14. Medications should be administered separately, in incremental doses, and titrated to desired 
effect per physician order. 

 
15. Patients that have received sedation will be recovered by a registered nurse. 

 
a. Recovery time is patient dependent and will be influenced by the type and amount of 

sedation / analgesia administered, the procedure performed, and the patient’s 
individual reaction to the medications. 

b. The RN should be aware of the characteristics of the medications administered and 
monitor patient accordingly. 

c. While recovering from sedation / procedure, RN will document assessment at least 
every 15 minutes, to include: 

• Blood Pressure 
• Pulse Oximetry values 
• Respiratory Rate 
• Heart Rate 
• Objective post-anesthesia scoring system (PASS) 

d. Patients who have received reversal agents must be monitored for a minimum of 2 hours 
after the last dose of the reversal agent, to assure that rebound sedation does not occur. 

 
16. Follow AHS policy for “Post Anesthesia and sedation discharge criteria” for patient 

disposition after procedure. 
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17. Process Improvement: 

Reporting of Adverse Events: All cases in which the following events occur must be 
reported using the occurrence report system. 

i. All cases in which a reversal agent (I.E.: Naloxone or Flumazenil) is administered. 
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ii. All cases in which assisted ventilation is required. 
iii. All unanticipated hospital admissions or increased level of care. 
iv. All cases in which there is significant hypoxemia (defined as a reliable SaO2 of 

<90% for greater than 5 minutes or is <80% at any time). 
v. Any significant new atrial or ventricular dysrhythmias or hemodynamic instability. 

vi. Any untoward patient event or outcome. 

a. The Sedation Committee will review each occurrence and make recommendations for 
improvement as deemed appropriate. 

 
References (Reviewed 10/9/2025) 
California Board of Registered Nursing, (1997), Conscious Sedation, CA BRN Sedation Statement 

Joint Commission, (Current) Comprehensive Accreditation Manual for Hospitals 

ASA (2002), Practice Guidelines for sedation and analgesia by non-anesthesiologists 

Approvals 
 

Departmental or Committee: 
Procedural Sedation Committee 

Date: 10/2011, 11/2013, 10/2014, 09/12/2018, 01/2022 

Patient Care Leadership Team Date: 10/05/2018 
Pharmacy and Therapeutics Date: 10/2011, 10/2014, 10/2015 
Clinical Practice Council Date: 9/20/18, 01/2022, 03/2022 
Medical Executive Committee Date: 10/2011, 11/2013, 11/2014, 10/2018, 04/2022 
Board of Trustees Date: 1/2014, 3/2015, 11/2018, 05/2022 
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Appendix A – Mallampati Scoring/Classification, ASA Classification 

Sedation Score 

 
 
 

 
Mallampati Scoring/Classification 

 
Class 1 Entire tonsil clearly visible. 
Class 2 Upper half of tonsil fossa visible. 
Class 3 Soft and hard palate clearly visible. 
Class 4 Only hard palate visible. 

ASA Physical Status Classification 
 

Status Definition Example 

P1 A normal healthy patient. No physiologic, psychological, biochemical, or 
organic 
disturbance. 

P2 A patient with mild systemic disease. Cardiovascular disease, asthma, chronic bronchitis, 
obesity or diabetes mellitus. 

P3 A patient with severe systemic 
disease. 

Cardiovascular or pulmonary disease that limits 
activity; severe diabetes with systemic 
complications; history of myocardial infarction, 
angina pectoris, or 
poorly controlled hypertension. 

P4 A patient with severe systemic 
disease 
that is a constant threat to life. 

Severe cardiac, pulmonary, renal, hepatic, or 
endocrine 
dysfunction. 

P5 A moribund patient who is not 
expected to survive without the 
operation (procedure). 

Surgery is done as a last recourse or resuscitative 
effort; 
major multi-system or cerebral trauma, ruptured 
aneurysm, or large pulmonary embolus. 

P6 A declared brain-dead patient whose 
organs are being removed for donor 
purposes. 

 

American Society of Anesthesiologists, Park Ridge, IL. 

0 Alert 
1 Occasionally drowsy, easy to arouse with verbal stimuli 
2 Frequently drowsy, arouses to tactile stimuli 
3 Somnolent, difficult to arouus, arouses to vigorous/ painful stimuli 
4 Unresponsive 

 



 

 

PATIENT COMPLAINTS/GRIEVANCES 
 

Effective Date 11/2025 Date Revised 09/2025 
Document Owner DARSHAN GREWAL (DIR, 

PATIENT SAFETY) 
Next Scheduled Review 09/2028 

Executive Responsible Director, Patient Safety 
Printed copies are for reference only. Please refer to electronic copy for the latest version. 

 
Purpose 

To facilitate effective, consistent management of patient complaints and grievances, to enhance 
the patient experience and to maintain quality patient care and service throughout Alameda 
Health System. (AHS). 

 
To provide a procedure for visitors, patients or patient representatives to register a complaint 
regarding care, treatment or services. 

 
To provide a reliable, accurate and timely system of receiving, documenting, resolving and 
responding to patient complaints and grievances. 

 
To systematically communicate patient complaints and grievances to leaders and medical staff. 

To comply with CMS Conditions of Participation. 

To comply with AHS’s contractual agreements with Health Plans payors. 
Definition 
1. Per CMS CoPs, a “patient grievance” is a formal or informal written or verbal complaint that is made to the 

hospital by a patient, or the patient’s representative, regarding the patient's care (when the complaint is not 
resolved at the time of the complaint by staff present), abuse or neglect, issues related to the hospital's compliance 
with the CMS Hospital Conditions of Participation (CoPs), or a Medicare beneficiary billing complaint related to 
rights and limitations provided by 42 CFR 489. “Staff present” includes any hospital staff present at the time of 
the complaint or who can quickly be at the patient's location (i.e., nursing, administration, nursing supervisors, 
patient advocates, etc.) to resolve the patient's complaint. If a patient care complaint cannot be resolved at the 
time of the complaint by staff present, is postponed for later resolution, is referred to other staff for later 
resolution, requires investigation, and/or requires further actions for resolution, then the complaint is a grievance 
for the purposes of these requirements. A complaint is considered resolved when the patient is satisfied with the 
actions taken on their behalf. 

2. • Billing issues are not usually considered grievances for the purposes of these requirements. However, a 
Medicare beneficiary billing complaint related to rights and limitations provided by 42 CFR 489 is considered a 
grievance. 

 
3. A written complaint is always considered a grievance. This includes written complaints from an 

inpatient, an outpatient, a released/discharged patient, or a patient’s representative regarding the 
patient care provided, abuse or neglect, or the hospital's compliance with CoPs. For the purposes of 
this requirement, an email or fax is considered "written." 

 
 

4. Information obtained from patient satisfaction surveys usually does not meet the definition of a grievance. If an 



identified patient writes or attaches a written complaint on the survey and requests resolution, then the complaint meets 
the definition of a grievance. If an identified patient writes or attaches a complaint to the survey but has not requested 
resolution, the hospital must treat this as a grievance if the hospital would usually treat such a complaint as a grievance. 

 
5. Patient complaints that are considered grievances also include situations where a patient or a patient's representative 
telephones the hospital with a complaint regarding the patient’s care or with an allegation of abuse or neglect, or failure of 
the hospital to comply with one or more CoPs, or other CMS requirements. Those post-hospital verbal communications 
regarding patient care that would routinely have been handled by staff present if the communication had occurred during 
the stay/visit are not required to be defined as a grievance. 

 
 

6. All verbal or written complaints regarding abuse, neglect, patient harm, or hospital compliance with CMS requirements 
are considered grievances for the purposes of these requirements. 

 
7. Whenever the patient or the patient's representative requests that his or her complaint be handled as a formal complaint 
or grievance or when the patient requests a response from the hospital, the complaint is considered a grievance, and all the 
requirements apply. 

 
 

8. • Data collected regarding patient grievances, as well as other complaints that are not defined as grievances (as 
determined by the hospital), must be incorporated in the hospital's Quality Assessment and Performance Improvement 
(QAPI) Program. 



Policy 

1. It is the policy of AHS to ensure that patient complaints registered by or on behalf of a 
patient, are investigated, acted upon and responded to appropriately. 

a. The hospital's governing body is responsible for the effective operation of the 
grievance process. 

b. The Board delegates the responsibility (in writing) to review and resolve grievances 
to the Patient Safety Department (formerly Risk Management). 

 
2. Patients are informed of their right to file a complaint. 

a. AHS Patient Handbook  AHS-Patient-Family-Handbook-2022.pdf 
b. AHS Website: Contact Us - Alameda Health System 

 
3. Presentation of a complaint will not compromise a patient’s care or future access to care. 

Patients can freely voice complaints and recommend change without being subject to 
coercion, discrimination, retaliation, or unreasonable interruption of care, treatment or 
services. 

 
Procedure 

1. Patients calling to file a complaint or grievance should be directed to the Patient Safety 
Department- Patient Relations Team at 510-437-8484. 

 
2. For complaints received in a patient care area, every attempt will be made to resolve 

patient/family concerns immediately by staff present through effective service recovery: 
listening, empathizing, acknowledging and providing resolution. 

 
3. If unable to resolve the complaint immediately, the chain of command should be activated to 

involve the supervisor/ manager/ director/ or designee. 
 

4. The immediate supervisor/manager/director (or designee) will attempt to resolve the 
complaint to the patient’s satisfaction. 



5. Resolved and unresolved complaint details and supervisor/manager/director/or designee 
follow up actions should be entered into the electronic Safety Alert System (SAS), also 
known as MIDAS, as a Patient Relations event. 

 
 

6. Upon receipt of a Patient Relations Safety Alert, managers are required to investigate and 
provide findings and  follow up actions to the Patient Safety Department to comply with 
CMS requirements. within 5 business days unless otherwise  within 5 business days unless 
otherwise specified by the Patient Safety Department. 

 
7. If the electronic Safety Alert System is down for > 4 hours, complaints, grievances and 

manager follow up actions should be emailed to PatientSafety@alamedahealthsystem.org . 
8. AHS Patient Complaint Forms (PCFs) Appendix A are available: 

 
a. On the AHS Intranet >Web Apps>Forms on Demand 
b. As an attachment to this policy 
c. In English, Spanish, Chinese and Arabic 

9. The PCF is for patient or patient representative/family use only. 
 
10. The PCF is to be provided to patients upon request and is for patient/family use only. Upon 

completion of a PCF, patients are instructed to return the form directly to AHS Patient Safety 
Department but they may choose to return the form to any AHS Representative. AHS should 
make available Health Plan Member Grievance Forms Alameda Alliance For Health 
Member Grievances Forms to Alameda Alliance to patients who may express dissatisfaction 
with the Plan or it’s offered benefits. The forms should be available onsite. The Forms are 
available in multiple languages and as attachment to this policy, Appendix B.  

 
11. Any AHS Representative who receives a completed PCF should immediately inform their 

Supervisor and forward the PCF to the Patient Safety Department immediately via fax 510- 
338-4161 or scan to PatientSafety@alamedahealthsystem.org 

12. Written correspondence from patients, insurance companies or any other outside agency or 
entity related to patient grievances, received directly by an AHS facility/campus, should be 
immediately forwarded via fax/scan to the Patient Safety Department for processing. 

 
13. Upon receipt of a PCF or a patient grievance, the Patient Safety Department will: 

a. Log the event into the MIDAS Safety Alert System 
b. AHS will   may notify Alameda Alliance Member Services Department (or other 

payor if indicated) of any member’s grievances the Health Plan’s Member Services 
Department of any member’s grievances, as appropriate under the applicable Health 
Plan’s guidelines.  

c. Send an acknowledgement letter to the patient/complainant within 7 days 
d. Forward the grievance to the appropriate Department Manager (if not already done) 
e. Provide a written response to the patient within 30 days 
f. Complicated grievance cases may require additional time to resolve and 

communication with the patient may be ongoing. A Grievance Status 
Letter will be sent to the patient for cases that exceed beyond 30 days. 

 
 

14. The grievance response will include: 
a. The name of the hospital contact person 
b. The steps taken on behalf of the individual to investigate the complaint 



c. The results of the process 
d. The date of completion of the complaint process 



15. The Patient Safety Department will forward physician related complaints to the Department 
Chair and/or designee for review and follow up. The medical leader will investigate the 
concern, provide a prompt, responsible solution to the problem(s) identified, and 
communicate this information to the Patient Safety Department. The Patient Safety 
Department will send a response letter to the patient within 30 days. 

 
16. Written grievances related to the professional competence or professional conduct of a 

physician or podiatrist require the following (per Title 22): 
 

a. Inform the complainant that the Medical Board of California or the California Board 
of Podiatric Medicine, are the only authorities in the state that may take disciplinary 
action against the provider’s license. 

b. Give the complainant the address and toll-free phone number of the applicable state 
board. 

c. NOTE: there is no requirement that the preceding steps be taken in response to a 
verbal complaint about a physician. 

 
17. The Patient Safety Department will refer to the following areas as appropriate during the 

grievance investigation/resolution period: 
a. Ethics Committee 
b. Legal Counsel 
c. Quality Review Committees/Quality Outcomes Department 
d. Department Chair/Chief/ Medical Director/or designee 
e. Department Manager/Director 
f. Medical Staff 
g. Case Management (premature discharge complaint) 
h. A multidisciplinary group will meet to discuss and address events not resolved using 

the Standard Process. 
 

18. The Patient Safety Department will retain all grievance and resolution information on file for 
a period of five (5) years. 

 
19. Data from the complaints and grievances process is referred up to the governing body via the 

Quality and Safety Committee, the Medical Executive Committee and the Board of Trustees. 
 

20. Other resources for complaint resolution include: 
a. The California Department of Public Health Services – (800) 554-0352 
b. Alameda County Long-term Care Ombudsman Program (SNF) – (510) 638-6878 
c. The Joint Commission – (800) 994-6610 or complaint@jointcommission.org 
d. For Alameda Alliance Patients only: Alameda Alliance for Health Member Services 

(510) 747-4567 or 1(877) 371-2222 
                         e. Medi-Cal Managed Care and Mental Health Office of the Ombudsman 

   Phone: (888) 452-8609 
 
 
 

Attachments: 
 

Appendix A: AHS Patient Complaint Form 
 



a) English 
 

b) Spanish 
 

c) Chinese 
 

d) Arabic  



Appendix B: Alameda Alliance for Health Grievance Forms: 
a) English 
b) Spanish 
c) Chinese 
d) Vietnamese 

 
Approvals: 

 
APPROVALS  System Alameda AHS Core San Leandro 
Committee Name: System P and T Date:     
Patient Care Leadership Team Date: 10/26/2018 

3/2025 
   

Clinical Practice Council Date: 11/1/2018 
4/2025 

   

Medical Executive Committee Date: 4/2025 11/2018 11/2018 11/2018 
Board of Trustees Date: 01/2019 

5/2025 
   

 



                                              Patient Complaint Form 

Patients please mail to:       Alameda Health System 
 Patient Safety Department 

  Mail Code 21009 
7677 Oakport Street 
Oakland, CA 94621 
Phone 510-437-8484 

 
             

If AHS Unit Manager/Director receives 
this form directly from patient or patient 
representative, please fax or email to the 
Patient Safety Department immediately.  
FAX: 510-338-4161 
Email: 
PatientSafety@alamedahealthsystem.org  

V04/21 

 

Section 1: Patient Information 
LAST NAME FIRST NAME DOB (MM/DD/YYYY) MEDICAL RECORD # (if known) 

 

MAILING ADDRESS CITY STATE ZIP TODAY’S DATE 

E-MAIL ADDRESS PHONE May we leave a voicemail? 

Section 2: Description of Complaint 
DATE/TIME OF INCIDENT 
 

LOCATION OF INCIDENT (Room # /Department) NAME OF STAFF INVOLVED (If known) 

COMPLAINT IS REGARDING (check as many as apply) 
 

FACILITY/UNIT LOCATION 

Access/Wait Time 
Care Related Issues 
Courtesy/Professionalism 
Communication 
Housekeeping/Environmental 

Billing 
Nursing 
Physician 
Lost Belongings 
Privacy/HIPAA 
Other ___________________ 

 

    San Leandro Hospital                 
    Highland Hospital 
    Fairmont Hospital 
    John-George Psychiatric Pavilion 
    Alameda Hospital 

    Hayward Wellness 
    Eastmont Wellness 
    Highland Wellness 
    Newark Wellness 
O Other ________________ 

 

NATURE OF COMPLAINT (In your own words, please tells us why you are not happy with the care or service you received, attach additional paper if 
necessary): 
 
_______________________________________________________________________________________________________________________________________ 
 
 
_______________________________________________________________________________________________________________________________________ 
 
 
_______________________________________________________________________________________________________________________________________ 
 
 
_______________________________________________________________________________________________________________________________________ 
 
 
________________________________________________________________________________________________________________________________ 
 
 
_______________________________________________________________________________________________________________________________________ 
 
 
 
RESOLUTION (As a result of your complaint, what would you like to see happen?): 
 
_______________________________________________________________________________________________________________________________________ 
 
 
_______________________________________________________________________________________________________________________________________ 
 
 
_______________________________________________________________________________________________________________________________________ 
 

Section 3: Complainant Information  
NAME OF PERSON COMPLETING FORM (if not patient)  PERSON COMPLETING FORM:  

Patient 

Family Member 
Patient Representative 

PHONE (if not patient) MAILING ADDRESS OF PERSON COMPLETING FORM (if not patient) 
 
 



 نموذج شكوى المریض                                              

 Alameda Health Systemیرُجى من المرضى إرسالھ بالبرید إلى:       
 Patient Safety Department ) (قسم سلامة المرضى 

 21009الرمز البریدي   
7677 Oakport Street 
Oakland, CA 94621 

 8484-437-510الھاتف 
 

              

ھذا النموذج مباشرة  AHSإذا تلقى مدیر/رئیس وحدة 
من المریض أو ممثل المریض، فیرُجى إرسالھ بالفاكس  

أو البرید الإلكتروني إلى قسم سلامة المرضى على  
 الفور. 

 4161-338-510الفاكس:  
البرید الإلكتروني: 

PatientSafety@alamedahealthsystem.org   

V04/21 

 

 : معلومات المریض1القسم 
 رقم السجل الطبي (إن كان معروفًا)  تاریخ المیلاد (شھر/یوم/سنة)  الاسم الأول  اسم العائلة 

 

 تاریخ الیوم  الرمز البریدي  الولایة  المدینة  العنوان البریدي 

 ھل یمكننا ترك رسالة صوتیة؟  الھاتف عنوان البرید الإلكتروني 

 : وصف الشكوى 2القسم 
 تاریخ/وقت الحادث

 
 اسم الموظف المعني (إن كان معروفًا) موقع الحادث (رقم الغرفة/القسم) 

 الشكوى بخصوص (حدد كل ما ینطبق) 
 

 موقع المنشأة/الوحدة 

 الوصول/وقت الانتظار 
 المشكلات المتعلقة بالرعایة

 حسن المعاملة/المھنیة 
 الانتقال 

 خدمة تنظیف الغرف/البیئة 

 الفواتیر 
 التمریض 

 الطبیب 
 المتعلقات المفقودة 

الخصوصیة/قانون نقل التأمین الصحي  
 ) HIPAAوالمسؤولیة ( 

 غیر ذلك ___________________ 
 

                  San Leandro Hospitalمستشفى      
 Highland Hospitalمستشفى      
 Fairmont Hospitalمستشفى      
    John-George Psychiatric Pavilion 
 Alameda Hospitalمستشفى      

     Hayward Wellness 
     Eastmont Wellness 
     Highland Wellness 
     Newark Wellness 
O  ________________ غیر ذلك 

 

 ( یرُجى أن توضح لنا بأسلوبك الخاص سبب عدم رضاك عن الرعایة أو الخدمة التي تلقیتھا، وإرفاق ورقة إضافیة إذا لزم الأمر):  طبیعة الشكوى
 

_____________________________________________________________________________________________________________________________ __________ 
 
 

_____________________________________________________________________________________________________________________________ __________ 
 
 

_____________________________________________________________________________________________________________________________ __________ 
 
 

_____________________________________________________________________________________________________________________________ __________ 
 
 

 _________________________________________________________________________________________________________ _______ _______________________ 
 
 

_____________________________________________________________________________________________________________________________ __________ 
 
 
 

 (نتیجة لشكواك، ماذا تود أن یحدث؟):  القرار
 

_____________________________________________________________________________________________________________________________ __________ 
 
 

_____________________________________________________________________________________________________________________________ __________ 
 
 

_____________________________________________________________________________________________________________________________ __________ 
 

 : معلومات مقدم الشكوى  3القسم 
 الشخص الذي یملأ النموذج:   اسم الشخص الذي یملأ النموذج (إذا لم یكن المریض) 

 المریض 

 أحد أفراد الأسرة
 ممثل المریض 

 العنوان البریدي للشخص الذي یملأ النموذج (إذا لم یكن المریض)  الھاتف (إذا لم یكن المریض) 
 
 



                         病人投訴表格 
 
 

病人請郵寄至:                    Alameda Health System 
 Patient Safety Department 

  Mail Code 21009 
7677 Oakport Street 
Oakland, CA 94621 
Phone 510-437-8484 

 
             

如果 AHS 部門經理/主任直接從病人或病

人代表收到此表格，請立即傳真或發送電

子郵件至病人安全部門。 
傳真: 510-338-4161 
電子郵件: 
PatientSafety@alamedahealthsystem.org  

V04/21 

 

第 1 部份: 病人資料 

姓氏 名字 出生日期 (月份/日期/年份) 醫療記錄號# (如知悉) 

 

郵寄地址 城市 州份 郵遞區號 今天日期 

電子郵件地址 電話 我們可以留言嗎？ 

第 2 部份:  投訴描述 

事件發生日期/時間 事件發生地點 (房間號碼# /部門) 涉及工作人員姓名 (如知悉) 

投訴涉及事項(盡量選擇適用的項目) 

 
設施/單位位置 

會面/等待時間 

有關護理的問題 

禮貌/專業程度 

溝通 

打掃衛生/環境 

帳單 

護士護理 

醫生 

遺失物品 

私隱/HIPAA 

其他 ___________________ 

 

    San Leandro 醫院            

    Highland 醫院 

    Fairmont 醫院 

    John-George精神科病院 

    Alameda 醫院 

    Hayward 健康中心 

    Eastmont 健康中心 

    Highland 健康中心 

    Newark 健康中心 

O   其他 ________________ 

 

投訴性質（用你自己的話語，請告訴我們你對所接受的護理或服務不滿意的原因，如有必要請附上補充的紙張）： 

 

_______________________________________________________________________________________________________________________________________ 

 

 

 

_______________________________________________________________________________________________________________________________________ 

 

 

 

_______________________________________________________________________________________________________________________________________ 

 

 

 

解決方案( 根據你所作的投訴，你希望會看到什麼事情發生？): 
 

_______________________________________________________________________________________________________________________________________ 

 

 

_______________________________________________________________________________________________________________________________________ 

 

 

第 3 部分：投訴人資料 

填表人姓名 (如不是病人)  填此表格的人： 

病人 

家屬 

病人代表 

電話 (如不是病人) 填表人郵寄地址 (如不是病人) 

 

 



                                              Formulario de quejas del paciente 

Pacientes, envíen por correo a:   Alameda Health System 
 Patient Safety Department 

  Mail Code 21009 
7677 Oakport Street 
Oakland, CA 94621 
Phone 510-437-8484 

 
             

If AHS Unit Manager/Director receives 
this form directly from patient or patient 
representative, please fax or email to the 
Patient Safety Department immediately.  
FAX: 510-338-4161 
Email: 
PatientSafety@alamedahealthsystem.org  

V04/21 

Sección 1: Información del paciente 
APELLIDO NOMBRE Fecha de nacimiento (MM/DD/AAAA) N˚ DEL EXPENDIENTE MÉDICO (si se 

conoce) 
 

DIRECCIÓN POSTAL CIUDAD Estado Código Postal FECHA DE HOY 

DIRECCIÓN DE CORREO ELECTRÓNICO TELÉFONO ¿Podemos dejar un mensaje 
de voz? 

Sección 2: Descripción de la queja 
FECHA/HORA DEL INCIDENTE 
 

LUGAR DEL INCIDENTE (Número de 
consultorio/habitación /Departamento) 

NOMBRE DEL PERSONAL INVOLUCRADO (Si se conoce) 

LA QUEJA SE REFIERE A (marque todas las opciones que correspondan) 
 

INSTALACIÓN/UBICACIÓN DE LA UNIDAD 

Acceso/Tiempo de espera 
Asuntos relacionados al cuidado 
Cortesía/Profesionalismo 
Comunicación 
Limpieza/Medio ambiente 

Facturación 
Enfermería 
Médico 
Objetos perdidos 
Privacidad/HIPAA 
Otro ___________________ 

 

    San Leandro Hospital                 
    Highland Hospital 
    Fairmont Hospital 
    John-George Psychiatric Pavilion 
    Alameda Hospital 

    Hayward Wellness 
    Eastmont Wellness 
    Highland Wellness 
    Newark Wellness 
O Otro ________________ 

 

NATURALEZA DE LA QUEJA (En sus propias palabras, por favor, díganos por qué no está satisfecho con la atención o el servicio que recibió. Adjunte 
hojas adicionales si es necesario): 
 
_______________________________________________________________________________________________________________________________________ 
 
 
_______________________________________________________________________________________________________________________________________ 
 
 
_______________________________________________________________________________________________________________________________________ 
 
 
_______________________________________________________________________________________________________________________________________ 
 
 
________________________________________________________________________________________________________________________________ 
 
 
_______________________________________________________________________________________________________________________________________ 
 
 
 
RESOLUCIÓN (A raíz de su queja, ¿qué le gustaría que sucediera?): 
 
_______________________________________________________________________________________________________________________________________ 
 
 
_______________________________________________________________________________________________________________________________________ 
 
 
_______________________________________________________________________________________________________________________________________ 
 

Sección 3: Información del reclamante  
NOMBRE DE LA PERSONA QUE LLENÓ EL FORMULARIO (si no es el paciente)  PERSONA QUE LLENÓ EL 

FORMULARIO:  
Paciente 
Miembro de la familia 
Representante del paciente 

TELÉFONO (si no es el paciente) DIRECCIÓN POSTAL DE LA PERSONA QUE LLENÓ EL FORMULARIO (si no es 
paciente) 
 
 



                                              Formulario de quejas del paciente 

Pacientes, envíen por correo a:   Alameda Health System 
 Patient Safety Department 

  Mail Code 21009 
7677 Oakport Street 
Oakland, CA 94621 
Phone 510-437-8484 

 
             

If AHS Unit Manager/Director receives 
this form directly from patient or patient 
representative, please fax or email to the 
Patient Safety Department immediately.  
FAX: 510-338-4161 
Email: 
PatientSafety@alamedahealthsystem.org  

V04/21 
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PURPOSE:  
The Quality Assurance and Performance Improvement (QAPI) Plan describes Alameda Health System’s 
(AHS) approach to developing, implementing, and maintaining an effective, data-driven quality, patient 
safety, and performance improvement program. The process of identifying, evaluating, prioritizing, and 
implementing quality, patient safety and performance improvement activities occurs throughout the 
continuum of care at AHS.  
 
The six aims for improvement identified by the Institute of Medicine are at the core of the AHS quality, 
safety, and performance improvement program. AHS strives to provide care that is: 

 Safe: avoid injuries to patients from care that is intended to help them 
 Timely: reduce potentially harmful delays for both those who receive and those who give care 
 Effective: provide services based on best evidence and accepted practice  
 Efficient: avoid wasting equipment, supplies, ideas, and energy 
 Equitable: provide care that does not vary in quality because of personal characteristics such as 

gender, age, sexual orientation, race, religion, disability, ethnicity, geographic location, and 
socioeconomic status 

 Patient Centered: provide care that is respectful of and aligned with individual patient preferences, 
needs, and values  

 
SCOPE: 
The QAPI plan is a systemwide plan. It applies to the following AHS entities: 

 Alameda Hospital 
 San Leandro Hospital 
 Wilma Chan Highland Hospital 
 John George Psychiatric Hospital 
 Post-Acute Care  
 Ambulatory Care (Wellness Clinics and Highland Outpatient clinics) 

 
OBJECTIVES: 
The objectives of the QAPI program are to: 

 Establish and maintain a culture of safety throughout the system. 
 Promote and support a drive towards zero preventable harm. 
 Support a just and fair culture that promotes a non-punitive culture of reporting. 
 Increase desired patient outcomes, including patient satisfaction.  
 Coordinate and lead improvement efforts using a multidisciplinary approach.  
 Foster collaboration and teamwork to drive performance improvement, reduce risk, and enhance 

patient safety. 
 Facilitate the rapid redesign of unsafe care processes and systems in response to actual and 

potential adverse events. 
 Incorporate effective safety principles, such as human factors, during the design and redesign of 

clinical care systems. 
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 Collect data to monitor performance of new or revised processes, including patient, family and 
staff input, needs, perceptions of risk to patients, and suggestions for improvement. 

 Align improvement activities with AHS strategic priorities.  
 
GOVERNANCE: (See Appendix A for QAPI Governance Structure)  
The Board of Trustees (BOT) is responsible for the oversight of the QAPI program. That oversight 
includes ensuring: 

 That an ongoing program for quality, patient safety, and performance improvement is defined, 
developed, implemented, and maintained.  

 That the program focuses on indicators related to improved health outcomes and addresses the 
prevention and reduction of medical errors.  

 The program reflects the complexity of AHS and involves all departments and services, 
including those furnished by contract.  

 The program addresses priorities for improvement. 
 Improvement activities are evaluated.  
 Adequate resources are provided to conduct the functions (measuring, assessing, improving, and 

sustaining) of the program.  
 Clear expectations for safety are established and communicated systemwide.  

 
The Quality and Professional Services Committee (QPSC) is advisory to the BOT. QPSC helps to ensure 
that the culture, policies, and procedures in place promote optimal care and provides oversight to the 
quality program, outcomes, and care. 
 
The BOT delegates these responsibilities to the Chief Executive Officer and to the Medical Staff. 
 
The Chief Executive Officer (CEO) is responsible for assuring that the QAPI program is implemented and 
evaluated. The CEO has established the structures and processes necessary to accomplish this objective. 
The CEO delegates the implementation and day-to-day management of the QAPI program to the medical 
staff and to the leadership team.  
 
The Medical Staff, through the Medical Executive Committee (MEC), are responsible for providing 
leadership and oversight into the quality and safety of care provided by the organization and the medical 
staff. The MEC has formed the Quality Steering Committee (QSC), Quality Review Committees (QRC), 
and the Patient Safety Committee (PSC) to fulfill these responsibilities. (See Policy on “AHS Medical 
Staff Committees” for complete descriptions of the below committees) 
 

QSC oversees implementation, review, and evaluation of the QAPI program and associated 
performance improvement activities and outcomes including: 
o Directs ongoing systemwide performance improvement activities. 
o Reports significant findings and recommending actions to the BOT, medical staff, 

administration, and, when deemed necessary, departments. 
o Sets priorities for performance improvement. 
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o Evaluates and sponsors system-wide improvement initiatives and ensures alignment and 
feedback through governance. 
 

PSC coordinates patient safety and risk management activities including: 
o The review of patient safety events (Refer to “Reporting Adverse Events/Sentinel Events” 

Policy), associated corrective action plans and recommendations. 
o Oversight of error reduction and recovery programs. 
o Promotes compliance with statutory and regulatory requirements. 
o Communicate with executive leadership on identified gaps in infrastructure, systems, or 

resources which may impact patient safety. 
o Reviews and evaluates ongoing patient safety programs to ensure compliance, ongoing 

sustainability, and continuous improvement opportunities (i.e., BETA Heart Programs).  
 

QRCs actively review and evaluate the care provided by the medical staff via the Peer Review 
Process. The QRC review process together with the Ongoing Professional Practice Evaluation 
(OPPE) and Focused Professional Practice Evaluation – For Cause (FPPE) ensure providers meet 
performance expectations and standard of care. 

 
AHS Leadership is responsible for assuring that the QAPI program is implemented within their area of 
responsibility, and for sponsoring and ensuring alignment with the system-wide improvement initiatives. 
 
All departments are responsible for ongoing quality and performance improvement activities. These 
efforts are monitored through the leadership structure, and key indicators are reported to the QSC on a 
scheduled basis. 
 
In the Post-Acute setting, Facility leadership has oversight of quality assurance and performance 
improvement activities with interdisciplinary input from but not limited to Physician, Lab, Pharmacy, 
Infection Control, Patient Relations, Finance, Environmental Services, Engineering, Food and Nutrition 
Services, Rehabilitation Services, Nursing and Administration.  
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PERFORMANCE IMPROVEMENT ACTIVITIES 
Performance improvement activities are continuous ongoing functions of a QAPI program. AHS 
continuously monitors and evaluates processes and outcomes of care. Dashboards and reports, containing 
goals and external benchmarks where available, are used to monitor and manage performance throughout 
the organization. The data collected is used to determine if the action plans and services provided are 
effective and sustainable, meet regulatory compliance, and support patient, resident, and family input. At 
minimum, AHS will collect data to monitor performance on the indicators listed in Appendix B. 
 
The data is collected at least monthly and analyzed using statistical tools and techniques. The data is 
compared over time and displayed to leadership and staff in a manner that facilitates identification of 
performance, patterns, trends, and variations in performance that adversely affect safety or quality of care.  
 

Selection of Performance Improvement Priorities  

On an annual basis, the Board of Trustees, through QPSC and with input from quality, operational 
leaders and the medical staff identify the Objectives and Key Results which set system-wide priorities 
for the year. The selection is based on high risk, high volume, or problem prone areas and their effects 
on health outcomes, patient safety, and quality of care. 

A coordinated evaluation and assessment of metrics is completed which includes the following activities:    

1. Review and analysis of the following Programs/Information: 
a. National Quality Reporting Programs - Centers for Medicare and Medicaid Services 

(CMS), The Joint Commission (TJC), Promoting Interoperability (PI), Merit-based 
Incentive Payment System (MIPS) for Providers, and Leapfrog Safety Grade 

b. Hospital Acquired Conditions (HAC), Hospital Acquired Infections (HAI) as defined 
by National Healthcare Safety Network (NHSN), and Patient Safety Indicators (PSI). 

c. Payor quality performance programs such as Medi-Cal’s Quality Incentive Program (QIP). 
d. Patient Safety trends including MIDAS (Incident Reports), Safety Alert tracking and 

trending, Root Cause Analyses, Total Harm rates, Failure Mode and Effects Analysis 
(FMEA), and performance improvement initiatives.  

e. Regulatory and survey findings, reportable adverse events, sentinel events, and efficacy 
of corrective action plans 

f. AHS System, Facility, and Unit Level dashboards of MIDAS safety alerts  
g. Patient Experience data  

 
2. Consultation with system leaders to prioritize quality and safety issues in their respective areas. 
3. Assessment of Objectives & Key Results (OKRs) data on a monthly and annual frequency for 

ongoing improvement opportunities.  
4. Goal setting based on national benchmarks and internal stakeholder analysis. 

 
The magnitude of activities involved in measuring and assessing performance at both the departmental 
level and the aggregate organizational level means that the potential number of opportunities for 
improvement is very large. Considering limits on time and resources, pursuing all possible improvements 
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is not possible. Improvement priorities must be clarified and set. Once a key initiative in an area or 
function is identified, the following selection criteria is used:  

 Determine if the project meets at least one of the following criteria: 
o Aligns with the mission and strategic objectives 
o Meets regulatory, licensure, and accreditation requirements  
o Establishes the effectiveness, timeliness, and stability of processes 

 Prioritize project based on: 
o Reason for inclusion: low volume, high risk; problem prone areas; improved outcomes; 

patient or provider safety; quality of care 
o Significance of the issue: low, moderate, high  
o Severity of the issue: low, moderate, high 
o Prevalence of the issue: isolated and localized, multiple areas, systemwide 

 
Measurement and Performance Improvement 
The Objectives & Key Results (OKR) dashboards define strategic goals to meet our Mission and Vision. 
They are used to assess the ongoing performance of the organization. (See Appendix C for OKR 
Dashboard Metric Definitions)  

 OKRs combine aspirational objectives and practical, measurable indicators, enabling key results. 
 System goals and targets are set through analysis of past performance; identification of best 

practices; and review of national, regional, or local benchmarks.  
Areas for improvement are identified routinely and systematically by assessing quality of care from 
actual and/or potential events. 
 
Performance Improvement Projects 
Performance Improvement Projects are different from ongoing Performance Improvement Activities. 
Performance improvement Projects require a significant amount of up-front planning, including definition 
of objectives, and have a definitive beginning and end date (time-limited). 
 
Identification 
Improvement projects are identified by assessing the current performance against the desired outcomes. 
Data on current performance is obtained in various ways including clinical / departmental self-
assessments, patient reported data, formal organizational review that identifies gaps, gap analysis, and 
audits of organizational objectives. Areas showing gaps between targets and performance are candidates 
for major improvement initiatives. 
 
Improvement Teams 
An A-3 document will be developed by and for each performance improvement project team; this 
document will provide background, define the current state, define goals for future state, outline the key 
gaps to be closed and track progress toward those goals. Equity is integrated into the performance 
improvement planning process by incorporating relevant considerations into the initial data review, goal 
setting, and intervention design. All performance improvement efforts define the targeted patient 
population and include their unique voice and needs in the plan. QSC will approve based on selection 
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criteria and monitor performance improvement via the A-3. Progress and results of the projects will be 
reported to the QSC. 
 
Operational leaders can pursue other quality and performance improvement projects based on department 
identified priorities, safety alerts, and other factors. 
 
PI Methodology 
AHS utilizes the Plan-Do-Study-Act (PDSA) cycle to improve processes or conduct system 
improvements. The PDSA cycle is an iterative, four-stage problem solving model which is also referred to 
as Rapid Cycle Improvement.  
 
 Plan: Plan the test/ improvement including a plan for collecting data.  

Do: Run the test/ improvement on a small scale.  
Study/Check: Analyze the results and compare them to your predictions.  
Act: Based on what you learned, plan for your next step or PDSA cycle. 
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Patient Safety Program 
 

In the quest for zero preventable harm, AHS strives to identify potential patient safety risks early and to 
reduce, mitigate and eliminate actual or potential risks to patients. Potential patient safety risks are identified 
via: 

 Review MIDAS event reports to identify events, trends, patterns, and variation in patient care. 
 Investigation of adverse occurrences, sentinel events, near miss events, potentially compensable 

events, and claims to determine how similar events may be averted.  
 Performance of Root Cause Analysis and Actions to mitigate organizational risks.  
 Collaboration with other departments in change projects, assessments, and training that promote all 

aspects of patient safety and risk management.  
 Review complaints and grievances by patients, families, and visitors.  
 Review of regulatory or accreditation agency findings. 
 Processes identified through AHS’ performance improvement program.  
 Proactive risk assessment activities which may include: 

o Failure Mode and Effects Analysis (FMEA) 
o Annual SCORE Culture of Safety surveys with actionable improvements in teamwork and 

safety climate domain 
o Mock surveys / assessments, regulatory rounds / activities  
o Focused risk assessments as requested by the PSC, QSC, or other committees. 

 
Data collected on potential patient safety risks are aggregated and analyzed to determine if there are 
opportunities to improve safety and reduce risks. If opportunities are identified, AHS will: 

 Prioritize those processes that demonstrate significant variation from desired practice 
 Allocate the necessary resources to mitigate the risks identified 
 Establish performance measures to address those processes that have been identified as “high risk” 

to patient safety.  
o Opportunities to reduce errors that reflect system issues are addressed through the 

performance improvement program. 
o Opportunities to reduce errors that reflect the performance of individual care providers are 

addressed through the medical staff QRC process and/or the AHS human resources process 
using the Just Culture framework. 

 
The Patient Safety Program is closely aligned with BETA risk reduction and safety programs. 
AHS actively participates in, deploys, or supports: 

 ED and OB Quest for Zero to improve reliability and reduce risk exposure. 
 Administration of the Culture of Safety survey with structured debriefing to understand 

physician and staff perceptions of organizational culture and engagement. 
 A process for early identification and rapid response to harm events. Harm events may 

include adverse occurrences, sentinel events, near miss events, compensable events and 
claims with the goal of determining how similar events may be averted. 

 A “human factors” approach to event investigation using a fair, just culture framework. 
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 Honest and empathic communication with patients and family members to support a 
culture shift toward greater transparency. 

 A proactive process for providing emotional support for members of the health care team 
involved in or affected by an adverse event. 

 A formal method for early resolution when harm has occurred. 
 

System and Process Failures 
System and process failures are reported regularly to the PSC. In addition, at least annually, a report is 
submitted to BOT, through QPSC, of: 

 All System or Process Failures 
 Number/Type of Sentinel Events 
 If Patient/Family was notified of the events 
 Actions to improve safety (proactive/response) 
 Analyses of adequacy of staffing (including the number, skill mix, and competency) 

 
Training and Education 
AHS provides ongoing patient safety training for staff and health care practitioners. Examples of safety 
training include: 

 Quality, Patient Safety and Regulatory Skills Lab 
 Performance Improvement Skills Lab 
 Data Literacy Skills Lab 
 SBAR (Situation, Background, Assessment, Recommendation) communication Training 
 Patient Safety Event Management 
 Just Culture Training 

  
When assessment reveals continuing needs for knowledge and skills, specific training is frequently provided 
on a “just-in-time” basis.  
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Regulatory Affairs Program 
 

Regulatory compliance in healthcare is about providing high-quality patient care. The Regulatory Affairs 
team assures compliance with laws, standards and regulations designed to keep patients safe and provide a 
safe environment for the provision of care. 
  
Regulatory Affairs manages licensing, certification, regulatory and accreditation programs that support 
ongoing compliance with the Centers for Medicare and Medicaid (CMS), Food and Drug Administration 
(FDA), California Department of Public Health (CDPH), Alameda County Public Health Department, The 
Joint Commission (TJC) Hospital Accreditation and Certification Programs and other oversite activities. 
This includes: 

 Managing facility licenses for adherence to the state requirements under the California Code of 
Regulations (including Title 8, 16, 22 and 24), Health and Safety Code, Business and Professions 
Code. 

 Assure adherence to the local Alameda County Public Health Department (ACPHD) ordinances, 
requirements, or Emergency Orders 

 Ensures timely reporting to CDPH and/ ACPHD of adverse events as stipulated by state statutes and 
regulations. 

 Serves as the liaison between CDPH, other regulatory bodies, and the facility during any 
investigation or site visit. 

 
*For Post-Acute, the site Administrators, Directors of Nursing, CAO of Post-Acute Services and the 
Director of Clinical Executive Operations Team have oversight of compliance in post-acute settings.  

 
The following locations are currently accredited through TJC: 

 Alameda Hospital - Hospital Accreditation, Primary Stroke Certification & Laboratory Accreditation 
 Fairmont Hospital – (outpatient services) 
 Hospital Accreditation, Behavioral Health Certification & Laboratory Accreditation 
 Highland Hospital - Hospital Accreditation, Primary Stroke Certification 
 John George Psychiatric Hospital – Hospital Accreditation & Laboratory Accreditation 
 San Leandro Hospital – Hospital Accreditation, Primary Stroke Certification & Laboratory 

Accreditation 
 

GOALS: 
AHS has established the following QAPI goals for FY 2026: 

1. Achieve systemwide and location specific OKR goals. 
2. Develop systemwide performance improvement education infrastructure  
3. Improvement with SCORE Survey Teamwork and Safety Climate score 
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FY 2026 PI Projects 
Project  Reason  Measurable progress 

Surgical Site Infection 
(SSI) Reduction 

AHS is working to eliminate hospital acquired 
infections. In pursuit of this goal AHS is targeting an 
infection ratio less than predicted. SSI contributes to 
extended hospitalizations, antibiotic resistance, and 
increased mortality risk.  

To be reported to QSC 
monthly 

Fall Reduction  AHS is focused on achieving zero preventable harm. 
Falls are the second most frequent cause of harm in 
hospitals, extending hospital stays, and can have 
lifelong harm due to loss of wellbeing and 
independence. AHS is targeting performance better 
than the national average per the National Database 
of Nursing Quality Indicators (NDNQI). 

To be reported to QSC 
monthly 

HAPI Prevention  In pursuit of zero preventable harm, AHS is focused 
on reducing hospital acquired pressure injuries 
prevalence to less than or equal to NDNQI 50th 
percentile. HAPI prevention is crucial to reduce 
patient suffering, prevent complications, improve 
length of stay, and lower healthcare costs. 

To be reported to QSC 
monthly 

Readmission Reduction  The stress, uncertainty, and disruption caused by 
repeated hospital visits can be emotionally draining 
and delay restoration of health and independence. 
AHS is committed to improved communication, care 
coordination, and a successful transition post 
hospitalization and strives to achieve performance 
equal to or better than the National average. 

To be reported to QSC 
monthly 

 
The QAPI priorities and goals may be reprioritized based on significant organizational performance 
findings, or changes in regulatory requirements, patient population, environment of care, and needs of 
patient or staff. Priorities may be reset by the QSC in consultation with leadership and medical staff 
leadership. 
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APPENDIX A: Quality Assurance and Performance Improvement Governance Structure   
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APPENDIX B: Required data collection  
At minimum, AHS will collect data to monitor performance on the following: 

 Improvement priorities identified by leaders 
 Operative or other procedures that place patients at risk of disability or death 
 Surgeries in which postoperative diagnosis (clinical or pathological) were unexpected and 

could indicate that a clinically significant diagnostic error occurred. The medical staff 
determine which unexpected postoperative diagnosis is significant.  

 Adverse events related to moderate or deep sedation or anesthesia  
 The use of blood and blood components 
 Reported and confirmed transfusion reactions  
 Use of restraints 
 Resuscitative services including: 

o number and location of cardiac arrests (for example, ambulatory area, telemetry 
unit, critical care unit, etc.) 

o outcomes of resuscitation (for example, return of spontaneous circulation, 
survival to discharge 

o transfer to higher level of care 
 Resuscitation data analysis to identify system improvement opportunities.  
 Significant medication errors  
 Significant adverse drug reactions 
 Organ procurement  
 Patient perception of safety and quality of care, treatment, and services 
 Patient thermal injuries that occur during magnetic resonance imaging (MRI) exams 
 Incidents and injuries related to the presence of ferromagnetic objects in the MRI scanner 

room 
 Incidents where the radiation dose index, dose length product, or size-specific dose 

estimate from diagnostic CT examinations exceed expected dose index ranges identified 
in imaging protocols. Incidents should be compared to external benchmarks. 

 Incidents related to overexposure to radiation during diagnostic computed tomography 
examinations and provision of fluoroscopic services 

 
REFERENCE: 
TJC Performance Improvement Chapter 
CMS Conditions of Participation, QAPI Program   
HSC 1279.6  
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APPENDIX C: FY 2026 Quality OKR Proposal: Metric Definitions 
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1.0 POLICY STATEMENT 
  
 1.1 Adult patients with decision-making capacity have the right to consent to their own 

 medical care and treatment and to refuse such treatment as listed in Title 22, California 
 Code of Regulations, Section 70707(b)(10). Patients (or their legal representatives) shall 
 be given adequate information to make informed decisions prior to refusing medical care 
 and treatment whenever possible, including the risk in leaving, benefits of further 
 examination and or treatment, and any alternative. 

  
 1.2 The medical record will contain description of the exam, treatment, or both if applicable, 

 that was refused if the patient left against medical advice (AMA). The department must 
 take reasonable steps to secure the individual’s written informed refusals.  

  
2.0 PURPOSE 
 
 2.1 To provide guidance regarding appropriate steps to take when an individual seeking  
  services in the Emergency Department (ED), Labor & Delivery (L&D) or other inpatient  
  setting leaves or makes a demand to leave prior to the completion of treatment or against   
  the advice of the treating physician. 
 
3.0 SCOPE 
 
 3.1 The purpose of this policy is to delineate organizational procedures in response to  
  patient’s decision to refuse medical treatment and leave the hospital or Emergency  
  Department against medical advice. Patients who leave against medical advice will be  
  advised of their rights and receive adequate information to make an informed decision  
  prior to  refusing treatment. 
 
 3.2 This policy applies to all employees who are employed by AHS.  
 
4.0 DEFINITION OF AGAINST MEDICAL ADVICE 
 
 4.1 An inpatient or outpatient who insists on leaving after a Physician 
  determines the patient has a medical condition that requires stabilizing    
  treatment.  The details of the discussion with the individual, including the risks and  
  benefits of treatment and leaving without receiving treatment should be    
  documented in electronic medical records. 
 
 4.2 An individual who leaves the hospital after being triaged, but before receiving treatment.  
  Any details about the reason the individual provided for leaving without being   
  seen should be documented in the electronic medical record. 
 
 
 4.2 An individual for whom medical examination has been initiated or completed who then  
  leaves the hospital without notifying anyone of the medical team. Details about what  
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  screening and treatments of any kind up to the point of elopement should be documented  
  in the electronic medical record.  
 
5.0 RESPONSIBILITIES 
 
 5.1  The Chief Nursing Officer (CNO) has the authority, responsibility, and accountability for 
  all non-MD clinical services within the hospital. 
 
 5.2 The Director of Nursing Practice (DONP) has the authority, responsibility, and   
  accountability for all non-MD clinical services within Ambulatory Care.  
 
6.0 POLICY TEXT 
 
 6.1 Patients who Elope, or Leave Against Medical Advice (AMA) –     
  Inpatient, ED and L&D.  
   
  6.1.1 All reasonable efforts should be made to conduct a Mental Status Examination,  
   potential consequences of action and risk involved in leaving and benefits of  
   continued hospitalization before the individual leaves, with documentation of the  
   discussions and efforts made to prevent the individual from leaving.  
  
  6.1.2 Department or unit staff will complete the AMA sections in clinical   
   documentation system. 
   
  6.1.3 An individual for who leaves the hospital after being triaged but before receiving  
   medical treatment should be noted in the electronic medical record.  
 
  6.1.4 An individual whose medical treatment has been initiated or completed who then  
   leaves the hospital without notifying anyone should be noted in the clinical  
   documentation system as having eloped. Details about what screening (and  
   treatment, if any) had been completed up to the point of the elopement should be  
   documented in the clinical documentation system under AMA and electronic  
   medical record.  
   
  6.1.5 An individual who receives a medical examination but, then declines treatment  
   and insists on leaving after Physician determines an medical    
   condition requiring a stabilizing treatment should be documented as having      
   left AMA and leaving without treatment, should be documented in electronic  
   medical records.  
 
  6.1.6 In all cases, the form “Leaving Hospital Against Medical Advice,” will offered to 
   the patient or legal guardian for signature in the presence of at least one witness.  
   The original is kept with the patient’s records. If the individual refused to sign  
   the form, a notation by the staff will be placed for example: “individual refused  
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    to sign.”  The staff will document in the clinical documentation system  
    under disposition that the patient leaves AMA. 
  
 6.2 If discharged medications are required, the provider will place an order to have the  
  prescription filled. The patient, family or patient’s representative may pick-up the  
  medications at the pharmacy of choice.  
  
  6.2.1 Patient should be taken to the hospital discharge area via wheelchair. 
 
  6.2.2 Once the patient leaves the hospital AMA, they are considered discharged. If the  
   patient returns to the hospital, they will need to go to the ED or be readmitted by  
   a Physician.  
 
   
 
REFERENCES 
 
CALIFORNIA HOSPITAL ASSOCIATION APPENDIX 1-A PATIENT RIGHTS  
 
RELATED POLICIES 
MEDICAL INCAPACITY HOLD POLICY 
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POLICY STATEMENT 
 
The purpose of this policy is to establish clear and consistent requirements for nursing students or 
paraprofessionals clinical placements ensuring a safe, structured, and supportive learning environment 
that promotes high-quality patient care while aligning with organizational standards. This policy specifies 
the requirements that nursing students, paraprofessionals, and clinical faculty must fulfill prior to 
participating in any clinical experiences, including cohorts or preceptorships, at any AHS facilities. It 
ensures the maintenance of patient care standards in all student learning situations and defines the 
responsibilities, accountability, and limitations associated with nursing student/paraprofessional 
assignments and the patient care they provide. By outlining these expectations, the policy supports 
compliance with regulatory requirements, fosters professional development, and safeguards the delivery 
of safe, high-quality care to all patients.  
 
PURPOSE 
 
AHS is committed to supporting the education and professional development of nursing students and 
paraprofessionals as part of our dedication to advancing the nursing profession and ensuring high-quality 
patient care. 

 
To achieve this, the organization collaborates with academic institutions to provide nursing 
students/paraprofessionals with meaningful clinical education experiences. This partnership fosters the 
integration of theoretical knowledge with practical application in a supportive and structured. 
 
SCOPE 
This policy applies to all AHS employees, contractors and faculty.   In addition to all 
nursing/paraprofessional students and faculty completing or facilitating a clinical or preceptorships at any 
AHS facility. 
 
DEFINITIONS 

1. Clinical Cohort – A group of students supervised by an educator identified by the 
academic institution as a clinical instructor. 

 
2. Preceptorship – One student who is assigned to work directly with an 

RN/Paraprofessional preceptor for a specific length of time.   
 

3. Paraprofessional - A person who is trained to assist a professional in their work but is not 
licensed to practice as a fully qualified professional. Paraprofessionals work under the 
supervision or guidance of a licensed professional and help carry out tasks that support the 
primary work of nursing or providing patient care. 
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RESPONSIBILITIES 
All AHS staff from all campuses must comply with this policy. The Chief Clinical Officer serves as the 
executive responsible for the oversight of this policy.  The Director of Clinical Nursing Practice 
collaborates with Nurse Leaders to review policy content and recommend revisions as needed to ensure 
alignment with clinical standards and regulatory requirements.   
 

GUIDELINES 
 
1. A current affiliation agreement must be in place prior to and maintained during student 

placement. 
 

2. New affiliation agreements will be initiated by the Academic Clinical Liaison or System Director 
of Clinical Professional Practice within the Nursing Professional Development.  An affiliation 
agreement request should be emailed to AHSClinicalPlacement@alamedahealthsystem.org  

 
3. AHS facilities are responsible for the care provided to all patients. Therefore, the AHS Registered 

Nurse (RN)/Paraprofessional assigned to care for the patient is responsible for all the care 
delivered to their patients, even those assigned to students.   

 
4. Clinical instructors and students are subject to AHS policies and procedures and must adhere to 

the same standards set for AHS employees regarding patient welfare and general hospital 
operations. 
 

5. Academic clinical instructors are responsible for supervising students, including overseeing direct 
patient care provided by students and ensuring compliance with established policies and 
procedures. 

 
6. During clinical rotations, the student practices under the supervision and direction of the faculty 

identified by the academic institution.  When a student performs in a preceptorship, the student is 
functioning under the supervision of the RN/paraprofessional preceptor.   

 
7. The school is responsible for ensuring the students are adequately prepared to perform assigned 

clinical duties in alignment with their course objectives and learning outcomes. Prior to engaging 
in clinical practice, students must demonstrate competence through formal evaluation in the 
classroom, college skills lab, or simulation center. 

 
8. The AHS Registered Nurse/Paraprofessional responsible for the patient’s care shall evaluate and 

validate all medical record entries made by students.  The Registered Nurses’/Paraprofessionals’ 
electronic signature confirms that all student entries in the medical record have been reviewed 
and approved.  

 
9. Student are allowed to be on-site and involved in patient care activities under the following 
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conditions: 
 

a. A current affiliation agreement is in place with the student’s academic institution. 
b. A clinical or preceptorship has been approved by the Academic Clinical Liaison or 

System Director of Clinical Professional Practice in the Nursing Professional 
Development. 

c. All faculty and students must have been cleared of all onboarding requirement including 
all health and safety, drug test, criminal background check, American Heart Association 
(AHA) BLS only.  

d. Students and faculty who are AHS employees, participating in an approved clinical or 
preceptorship, must be current with AHS annual health and safety requirements. 
 

10.  Prior to beginning clinical or a preceptorship, students and faculty must adhere with AHS 
requirement for onboarding and submitting all required documentation in the centralized clinical 
placement system according to the following:   

a. Confidentiality, HIPPA, Protected Health Information (PHI), Standard Universal 
Precautions, abuse reporting -child, dependent, elderly, annual compliance training, 
EPIC, and any additional modules required.  Nursing students and faculty employed at 
AHS are not required to submit this information. 

b. All Onboarding requirements shall be verified for completion by the Academic Clinical 
Liaison, Systems Director of Clinical Professional Practice or designee. 
 

11. Department orientation should be completed by the student and the faculty (unless they are 
existing AHS employees). 
 

12. When on site, students and faculty must display school ID badge and AHS badge. 
 

 
13. At the conclusion of clinical or preceptorship, the AHS badges should be returned to the badging 

office. 
 
Policy Text 

 
1.  All requests must be submitted through my Clinical Exchange (myCE) or current centralized 

placement system for all clinical placements or preceptorships by the following:  
 

Fall  May 1 
Spring October 1 
Summer  March 1 

 
   

2. The list of clinical coordinators is maintained in myCE or current centralized placement system and it 
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is the responsibility of the academic institution to update as needed.   
 
3. If approved, the AHS Academic Clinical Liasion or designee will approve the request in my myCE 

or current centralized placement system A notification will be sent to input the students names and 
complete the Clinical Information Form to AHSClinicalPlacement@alamedahealthsystem.org 
within one week of approval.   

 
4. All students and clinical instructor’s health, safety, documents, and AHS Nursing Student 

orientation modules must be completed and approved at least 4 weeks before the clinical start 
date. 

 
5. The students and clinical instructor must complete EPIC training prior to first day of clinical.  

The date will be coordinated by the Academic Clinical Liaison or designee. 
 
6. Department orientation checklist should be completed an uploaded in myCE or current centralized 

placement system within the first week of clinical.  The Clinical instructor is responsible to ensure 
this is completed and the Academic Clinical Liaison or designee will verify this is completed.   

 
7. Student Assignments are completed by the Clinical Instructor the day before clinical and posted 

on the units.  The students are allowed to prelab between  4:00 pm to 6:00 pm only making their 
presence known to the Assistant Nurse Manager or Charge Nurse.  The student is expected to be 
dressed in business casual with a lab coat or clinical white top with School ID and AHS badge 
visible. 

 
8. The Clinical Instructors is responsible to ensure the badges are returned to the badging office.  If 

a students is functioning in a preceptorship, that student is responsible to return the badge to the 
badging office.  Both the clinical instructor and the preceptee should send an email to 
AHSClinicalPlacement@alamedahealthsystem.org when returned.   

 
9. The Academic Clinical Liaison or designee will verify with the badging office the return of the 

students and clinical faculty badges.   
 
10. Nursing/Paraprofessional Students or Academic Faculty who have an injury and or exposure 

should do the following: 
 

a.  Follow school’s policy for non-emergency injury/exposure sustained by a student during 
a clinical rotation or preceptorship. 

b. Notify the instructor, AHS Management immediately after the incident.  The instructor 
should notify the Academic Clinical Liaison or System Director of Clinical Professional 
Practice should be notified within 24 hours of incident. 

c. Clinical Faculty or Instructors may choose to seek medical attention from AHS as a 
patient or from their own personal physician. 
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d. Report exposures of communicable diseases to AHS Infection control and refrain from 
working 
 

11.  If a medical error occurs, the student or staff RN/Paraprofessional working with the student, 
notifies the instructor and nursing management within 1 hour of occurrence.  The AHS 
RN/Paraprofessional assigned to the patient will follow the policy for medical error reporting and 
complete the necessary documentation. The instructor should notify the Academic Clinical 
Liaison or System Director of Clinical Professional Practice should be notified within 24 hours of 
incident via telephone and a follow-up email to  
AHSClinicalPlacement@alamedahealthsystem.org.   
 

12. All nursing students or paraprofessionals planning to engage in an evidence-based project, quality 
improvement project (QI), performance improvement (PI) project must gain the approval from 
the Academic Clinical Liaison and the Systems Director of Clinical Professional Practice.   

 
REFERENCES 

TJC:   
• LD.04.01.01 
• HR.01.01.01 
• HR.01.02.07 
• HR.01.04.01 

 
 
ATTACHMENTS 

Appendix A Request for Affiliation Agreement 
Appendix B Clinical Information Request Form (CIR) 
Appendix C Student Practice Limitations 
Appendix D AHS Clinical Placement FAQs 
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Appendix A 
Request for Affiliation Agreement 

 
 

Thank you for your interest in completing your clinical rotation or preceptorship at Alameda 
Health System (AHS). Please note the following requirements: 

A current contract between your school and AHS must be in place before we can process your 
placement request. Please check with your school’s clinical placement coordinator to verify if a 
contract exists. If no contract is in place, the process to establish one typically takes up to 60 
days after your school submits the required information to AHS. 
Important: We cannot proceed with your placement request until:  

A. A fully executed contract is in place between your school and AHS 
B. Your school has entered your request into myClinical Exchange (myCE)  

Please see steps listed below: 
1. Verify with your school current contract with AHS 
2. Verify with your school if your request was placed in myCE 
3. Verify your school has provided necessary documents to 

AHSClinicalPlacement@alamedahealthsystem.org (Clinical Information Form (CIR) 
4. Once this is received, the onboarding process will begin and need to be completed in a 

timely manner.  A delay in completion could result in you not being able to complete 
your clinical at AHS.  

Onboarding process: Health and Safety requirements according to AHS requirements; 
Background Check according to AHS requirements; online modules; EPIC training (IT 
will email you the dates and times of this training).   

5. After all the onboarding requirements have been completed, send an email to 
AHSClinicalPlacement@alamedahealthsystem.org for verification.  If there is a 
discrepancy noted, you will be contacted 

6. EPIC training will be scheduled, and an email notification will be sent indicating the date 
and time of class. 

7. Before your first day on AHS campus, your badge will need to be picked up (clinical 
rotation-your instructor; preceptorship -by your). Badges should be picked up by the 
Clinical Instructor in the clinic tower in A2 on the second floor.  To ensure someone is in 
the office and your badge is ready, call the badging office at 510-437-4441. 

8. Badges should be returned to the badging office on the last day of your clinical rotation. 
An email should be sent to AHSClinicalPlacement@Alamedahealthsystem.org  (cohort-
instructor;preceptorship-student) 
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Appendix B 

Clinical Information Request Form (CIR) 

School Name:  
Program: 
Clinical Location:  
Clinical Timeframe (begin and end):   Day of Week   Time 
 
 
Please type in the information listed below and highlight any students or instructor who is a current/previous AHS 
employee or previous nursing student.  There is a maximum of 8 students per instructor.  This form should be 
emailed back within 72 hours of request or within 1 week of clinical cohort or preceptor acceptance.  Failure to do 
so may result in delay in access to required onboarding documents and EPIC. 
 

Classification Last Name First 
Name Mdl 
Intl 

Date of 
Birth 

Phone 
Number 

Employee Email 
 

Ex.Student or 
Instructor 

Donnavan William L 01/01/2001 510-777-
9311 

willpower@gmail.com 
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Appendix C 
Nursing Student Practice Limitations  

 
Students perform tasks under the supervision of School Clinical Instructors. Student nurses may not independently:  

 
1. Hang, administer, or verify blood or blood products without hospital personnel 

2. Initiate, maintain, and/or monitor continuous IV titratable medications on IV pumps 

3. Perform bedside point of care (POC) testing 

4. Give IV push meds other than saline and heparin flush solutions 

5. Program PCA pumps or change the syringe and/or tubing 

6. Administer parenteral chemotherapy drugs: IM, SQ, IVPB, IV 

7. Administer intermittent epidural analgesia 

8. Initiate, maintain, and/or monitor continuous epidural analgesia 

9. Administer intrapleural medications 

10. Access subcutaneous ports: port-a-caths, infuse-a-ports 

11. Administer medications via arterio-venous access devices: grafts, Permacaths 

12. Manipulate or drain external ventricular devices 

13. Take verbal or phone orders 

14. Select isolation patients that require the use of N95 Mask 

15. Initiate restraints 

16. EPIC documentation must be co-signed 
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Appendix D 
 

AHS Clinical Placement Frequently Asked Questions (FAQs) 
 

1. Where do I inquire about a potential clinical/preceptorship or any clinical 
communication at AHS?  

Email AHSClinicalPlacement@alamedahealthsystem.org   

If you are a school, please indicate school name and nature of email in the subject line.  
2. What should I do if I would like to complete my clinical/preceptorship at  

AHS?  

Verify with your school current contract with AHS  
Verify with your school if your request was placed in myCE  
Verify your school has provided necessary documents and requests to  
AHSClinicalPlacement@alamedahealthsystem.org (Clinical Information Form (CIR)  

3. How do I initiate a contract?  

The school Point of Contact (POC) should submit an email to  
AHSClinicalPlacement@alamedahealthsystem.org indicating your interest (cohort, preceptorships), 
program type, potential start date, and any other relevant information.  In this email, include an attachment 
of your school’s W9.  Once this is received, the contracts department from AHS will email the school’s 
identified POC a template of AHS contract to review.  Any issues with contract language will be 
communicated directly with the contract department and the school’s POC until an agreement is reached.  
After which, the contract department will send a copy of the ratified contract to both the school and the 
Clinical Education department.  The contract approval process could take up to 60 days.    

4. How do I request clinical/preceptorships at AHS?  

The School’s POC must enter the request on myCE to be considered.  The timelines to be considered are as 
follows:    

Fall   May 1  
Spring  October 1  
Summer   March 1  

 
Requests outside of these timeframes will not be considered. 

5. Who do I contact initially if I (school POC) cannot enter clinical/preceptor 
request on myCE?  
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You should contact myCE via email: mCEsupport@healthstream.com  Phone: 1-800521-0574 (Press 1, 
Press#, Press4) Hours of operation: 9am-6pm CST Mon-Fri.  If it is not resolved at that level, please email  
AHSClinicalPlacement@alamedahealthsystem.org to assist.   

6. Do the schools POC and Clinical Instructor need to provide the clinical 
objectives for the course when approved for clinical?  

Yes.  The schools POC should provide it to  
AHSClinicalPlacement@alamedahealthsystem.org  when names submitted after approval and provide to 
the Department Manager on the first day of clinical to be posted on the unit during your clinical days (see 
AHS Timeline for Clinical Placement).  

7. Can the students begin clinical without all their Health and Safety 
requirements, Background Checks, and onboarding modules completed?    

No.  All onboarding requirements and documents must be completed prior to beginning clinical.   
8. Can the Clinical Instructor/Department Management change the assignment 

location of clinical placement?  

No.  Assignments are given by the Hospital and cannot be changed without the approval of the Academic 
Clinical Liaison and or Director of Education.  Any challenges with placement should be escalated to the 
Academic Clinical Liaison and emailed to AHSClinicalPlacement@alamedahealthsystem.org .  
 

9. Is the Clinical Instructor expected to be accessible to students and staff at all 
times and provide a level of supervision appropriate to the students' 
proficiency in the nursing curriculum during clinical timeframes?  

  
Yes  

10. Are the students in clinical cohorts required to prepare the night before their 
clinical assignment?  

Yes.  The Clinical Instructor is required to make student assignments the evening before 4:00pm.  The 
students should come to the units prelab their assigned the patient the next morning between 4:00pm to 
6:00pm only.  The student must check in with the Assistant Nurse Managers (ANM) and or Charge Nurses 
upon arrival to the unit.  Must wear business casual attire with either a lab coat or clinical white top.  
School ID and AHS ID must be visible.  Students are expected to comply with HIPPA and 
Confidentiality according to AHS policies.  Printing or taking pictures of the patient’s chart is 
prohibited and will lead to immediate dismissal of the cohort/preceptorship.  

11. Does the assignment need to be posted on the unit and or given to the shift 
Assistant Nurse Manager?  
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Yes.  It should be posted in the designated location provided by the unit and or provided to the shifts ANM 
or Charge Nurse before shift start.    

12. How do I obtain my AHS badge for my clinical/preceptorship?  

After the school POC received the notification, the badges are ready, the clinical instructor/preceptor 
should contact the badging office at 510-437-4771 to arrange a time to pick up the badges for their 
cohort/self if preceptee.  The badging office is located at Highland 1411 E 31st in the old building A 1.  
Must have badges before the first day of clinical on the unit.   

13. How does the Clinical Instructor/student access eLearning to complete their 
onboarding modules after they receive their learning IDs?  

Go to:  https://login.elsevierperformancemanager.com  

Enter the Learning ID you received as your username.  The default password is hello.   
After which, click on the 2024 AHS Nursing Student Orientation to complete the module.  

14. Who do I contact if I am having difficulty accessing eLearning?  

Elsevier at 866-344-2088.  
15. If the student or instructor cannot access EPIC during clinical, what should 

be the next steps?  

Please initially contact IT at 510-437-4503 to resolve.  If it still cannot be access, the clinical instructor 
should send an email to  
AHSClinicalPlacement@alamedahealthsystem.org. to resolve.  

16. What are the in-person requirements for John George Psychiatric Hospital 
(JGPH)?  

Because JGPH is a specialty area, there are additional in-person requirements for onboarding that are not 
negotiable.  The students and instructor need to attend two additional 8-hour days of training (consecutive) 
prior to being able to be on the units. Flexibility is required as this is coordinated by the JGPH educator and 
team.  The students will not be allowed to attend until this is completed.    

17. If I am a continuing student or have previously completed clinical at an 
AHS facility and completed the required online Nursing Student Orientation 
module, do I need to complete it again?  

Yes. The Nursing student orientation module must be completed by the faculty and staff annually (every 
Fall semester)  

18. If I am an AHS employee, do I need to complete the Health, Safety, 
Background, and the online Student Orientation module requirements for 
onboarding?  



 

 

Policy  

School of Nursing and Paraprofessional 
Affiliation Requirements Reference # tbd 

Level 
X System 
☐ Site 

Effective Date: 10/2025 
Next Review Date: 10/2028 

 Document Owner: Director of Clinical 
Professional Practice 
 

 

 

Page 12 of 12 
 

No. As a current AHS employee, they are already compliant with the regulatory requirements for 
onboarding and annual requirements.  They will only need to obtain the student sticker for the badge to 
identify them working in a student capacity during their clinical rotation or preceptorship.  The student will 
receive a notification to pick up the sticker from the badging office when ready.    

19. Are there Health, Safety, and Background check requirements that must be 
renewed in myCE.  

Yes. Besides the required time specific health and safety requirement (i.e. influenza, tb,  
BLS/ACLS, respiratory fit test, annual physical and etc.-see myCE for full list), a Background check and 
drug test must be completed Annually (every August) according to AHS policy.  

20. Are the students allowed to complete their clinical and preceptorships when 
the state regulatory agencies are on the premises.  

No. The clinical instructor will be contacted when the clinical/preceptorship activities can resume.  

 



 

PCP ASSIGNMENT AND PANEL SIZE POLICY: PRIMARY CARE – ADULT 
MEDICINE, FAMILY MEDICINE, AND PEDIATRICS 

 
Site Alameda Health System 

(Wellness Centers) 
Previous Revision Dates 02/2018, 2022, 01/11/2025 

Effective Date 02/2018 Date Revised 10/2025 
Document Owner 

ACMO, Ambulatory 
Services 

Next Scheduled Review 10/2028 

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

 
Purpose 

The purpose of this policy is to define and set guidelines for managing target panel size for 
primary care providers (PCP) in Adult Medicine, Family Medicine and Pediatric service areas. 

 
Background 

 
A fundamental building block to a high functioning primary care clinic is an established 
relationship between a patient and primary care provider (PCP). Empanelment, the deliberate 
process of assigning patients to a primary care provider, is fundamental to ensuring continuous, 
team-based healing relationships, enhanced access, population- based care, patient satisfaction, 
and coordinating care. The positive impacts of seeing the same provider on patient experience, 
clinical care, and outcomes have been unequivocally demonstrated by research and practice. 
Furthermore, panel size shall be established and maintained to ensure access goals are met. 

 
Not all PCP clinical time is spent in traditional primary care sessions. For example, providers 
may have group medical visits, convenient care clinics, or other special clinic sessions. These 
“Targeted Need” clinics can add value to patient care by offering more primary care services 
while reducing provider burnout and increasing job satisfaction. Primary care panel sizes should 
be adjusted depending on type of clinical work 

 
Definitions 

1. Assigned Patient – a patient assigned to an AHS medical home from a third party (Alameda 
Alliance, HPAC or other contracting entity); the patient maybe not have been assigned to a 
primary care provider or have yet received care from his/her medical home 

 
2. Active Patient - a patient with at least one E/M billing coded visit in adult medicine, 

family practice, or pediatrics clinic in last 12 months at one of the AHS’s defined 
primary care clinics 
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