














Wellness and Safety Training Success in the Emergency Department

A team approach has successfully given staff in the Nanaimo AR e L
Emergency Department (ED) Wellness and Safety (W&S) v' [!__JJiU RY s '
refresher/training. = The unpredictability of Emergency and ; R‘E‘Vr e
backfilling staff required delivering training in different ways. i

Creativity is key!

WSS is focusing on modular training: Building knowledge from
one module to the next. Knowledge and practice around safe
patient handling was refreshed with a reminder to “Think First.”
“Think First” helps health care providers prevent musculoskeletal
injuries (MSIs) by introducing ways to recognize and manage
patient handling risks. Musculoskeletal injury prevention (MSIP)
sessions included pre-reading, short videos, hands-on practice
with instruction and quizzes. WHMIS was refreshed through a
self learning guide and quiz. A crossword was used as a fun way

to remind staff of blood/body fluid precautions! Above: Heather Maitland, ESN, in front of the MSIP Information
Board at NRGH Emergency Department

In the fast-paced ED world, opportunities for training range from
[5-minutes to one hour. The “drop-and-go” and “pick-up-and- )
run” attitude of staff is wonderful and necessary. One-on-one Suzanne Fox and her NRGH ED team have

training, small groups and enlisting the help of others kept the  emphasized staff health and safety in their daily work
training pertinent to the ED. routines. They have shown that through innovative

approaches, even the bustest departments can develop
a culture of safety. Their efforts are to be
commended, and I’m pleased to present the ED team

our rea%l. environment and taking advantage .of training o W&S Certificate of Recognition. We hope to
opportunities. Staff embraced new ways of performing old tasks

and welcomed trying new techniques.

Over 80 percent of staff has been trained using this approach,
which was accomplished by tailoring training to the ED, training in

recognize other service areas for Health and Safety
innovation in the future."”

In our busy work environments, flexibility and teamwork helps ~ Darren Buckler, Manager
decrease injury through the use of proper preparation and Prevention and Health Promotion
technique.

Transitional Work Assignment Program

A special team has been created to support ill or injured employees returning to the workplace. The Integrated Health
Services (IHS) Project Team — part of VIHA Wellness & Safety — is promoting and facilitating a Transitional Work
Assignment Program.

This program is for VIHA employees currently unable to work in their regular positions and who may be on sick leave, long-
term disability (LTD) or work-related/injury-related absences. Benefits of program participation can include aiding in
recovery by returning to work-life activities, restoring a sense of personal purpose, creating opportunities for new skills and
possibly re-establishing lost income.

The program is receiving praise from managers, employees, unions and insurers. Two employees who recently participated
in the program as clinical instructors with Camosun College Home Support/ Residential Care Aide Program had this to say:

“I have been off work for the better part of a year on “Have you ever had something happen to you that changed
LTD following shoulder surgery. To be able to share your life? On Nov.29, 2006, I fell on a sheet of ice and
what I know with up and coming care givers has fractured my right humerus. Last year, the IHS Team asked
taught me so much about myself and has given value me to consider a temporary position as a Clinical Instructor
to what we do as nurses. I believe my success during for Camosun College. I love working with students and with
this process is in large part due to the encouragement years of bedside nursing practice, this position excited me!
of both Camosun College and VIHA. For many of This, I discovered, was a rich experience. This was something
us on L'TD, the desire is to find work that we can do I COULD DO... This is a WIN-WIN opportunity to anyone
despite  physical limitations, is invaluable.” on LTD! My self-worth was regained and incredible learning
~ Cindy Dyson, RN expertences increased my knowledge base which will asstst for

work return”. ~ Wendy L. Campbell, RN GNC(C)

For more information contact Karen Hathaway, IHS Project Lead at Karen.Hathaway@yviha.ca.
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STAFF REQUIREMENTS FOR MASKS WHEN PROVIDING CARE FOR PATIENTS WITH

VANCOUVER ISLAND
SUSPECTED/CONFIRMED H1N1 BASED ON TYPE OF PATIENT INTERACTION (Aug 2009)

health

authority
PHYSICAL SETTING AND LEVEL OF PATIENT INTERACTION
. . Environment and Equipment
Patient Contact No Patient quip
Contact
PATIENT Direct patient interaction with Direct patient interaction; direct face to No patient No prolonged face to | No direct patient interactions; contact
aerosol generating medical face interaction with patient, within 2 m interaction; non- face or indirect with patient environment or
CLINICAL procedure® (AGMP). Only (e.g. providing patient care, home care clinical area with no contact (e.g. contaminated inanimate objects only
STATUS essential staff should be in the visit, diagnostic imaging portering, patient access cafeteria, hall) (e.g. during discharge room cleaning,
room. transport, cleaning occupied bed) (e.g.business office) equipment cleaning)

Patient with
suspected/confirmed
H1IN1 Influenza Like

llness (ILI) and
Aerosol Generating
Medical Procedure
(AGMP)

Patient with .
suspected/confirmed
HAIN1 ILI and
compliant with
wearing a mask or
weak cough

NO NO
MASK MASK

" AGMP include non-invasive positive pressure ventilation (BIPAP, CPAP); endotrachial intubation; respiratory/airway suctioning; high-frequency oscillatory ventilation; tracheostomy care; chest

physiotherapy; aerosolized or nebulized medication administration; diagnostic sputum induction; bronchoscopy procedure; autopsy of lung tissue
* Routine practices includes a risk assessment of patients and the use of appropriate barrier precautions when there is a risk of exposure from blood, body fluids, secretions and excretions: don fluid
resistant mask and eyewear if patient is coughing, don impermeable gown and gloves if there is a potential for contamination with blood or body fluids, don eye protection for procedures that may

induce spray of body fluids. Perform hand hygiene before and after direct patient contact/care (see Hand Hygiene in Infection Prevention and Control Manual)


http://www.viha.ca/NR/rdonlyres/07DDE145-2C0A-48C9-AA6B-9AA5CE5170F4/0/ppe_advice_sheet_aug09.pdf

STAFF REQUIREMENTS FOR PERSONAL PROTECTIVE EQUIPMENT WHEN PROVIDING CARE FOR PATIENTS WITH

VANCOUVER ISLAND

health

authority

SUSPECTED/CONFIRMED H1IN1 BASED ON TYPE OF PATIENT INTERACTION (Aug 2009)

PHYSICAL SETTING AND LEVEL OF PATIENT INTERACTION

Patient Contact

No Patient

Environment and Equipment
Contact

PATIENT
CLINICAL
STATUS
Patient with
suspected/confirm
ed H1N1 Influenza
Like lIness (ILI)
and Aerosol
Generating
Medical Procedure
(AGMP)

Patient with
suspected/confirm
ed H1IN1 ILI and

compliant with
wearing a mask or
weak cough

Direct patient interaction with
aerosol generating medical
procedure! (AGMP). Only
essential staff should be in the

room.

Hand Hygiene
Respiratory Hygiene

N95 Mask with full face visor’

Droplet Precautions

Hand Hygiene
Respiratory Hygiene

N95 Mask with full face visor’

Droplet Precautions

Direct patient interaction; direct
face to face interaction with
patient, within 2 m (e.g. providing
patient care, home care visit,
diagnostic imaging portering,
transport, cleaning occupied bed)
Hand Hygiene

Respiratory Hygiene )
N95 Mask with full face visor
Droplet Precautions

Hand Hygiene
Respiratory Hygiene

N95 not required except in
accordance with additional
precautions

120mmHg mask with attached
face visor in accordance with
routine practicesT

Droplet Precautions

No patient
interaction; non-
clinical area with
no patient access
(e.g.business
office)
Hand Hygiene

Respiratory
Hygiene

Hand Hygiene

Respiratory
Hygiene

No prolonged face
to face or indirect
contact (e.g.
cafeteria, hall)

Hand Hygiene

Respiratory
Hygiene

Hand Hygiene

Respiratory
Hygiene

No direct patient interactions;
contact with patient environment or
contaminated inanimate objects
only (e.g. during discharge room
cleaning, equipment cleaning)

Hand Hygiene

Respiratory Hygiene

N95 not required except in
accordance with additional
precautions

120mmHg mask with attached
face visor, gown and gloves in
accordance with routine practicesT

Hand Hygiene
Respiratory Hygiene

N95 not required except in
accordance with additional
precautions

120mmHg mask with attached
face visor, gown and gloves in
accordance with routine practicesT

' AGMP include non-invasive positive pressure ventilation (BIPAP, CPAP); endotrachial intubation; respiratory/airway suctioning; high-frequency oscillatory ventilation; tracheostomy care; chest physiotherapy; aerosolized or

nebulized medication administration; diagnostic sputum induction; bronchoscopy procedure; autopsy of lung tissue

Additional Precautions recommends an N95 mask for known or suspected active TB, measles or other airborne transmitted organism
¥ Routine practices includes a risk assessment of patients and the use of appropriate barrier precautions when there is a risk of exposure from blood, body fluids, secretions and excretions: don fluid resistant mask and eyewear if
patient is coughing, don impermeable gown and gloves if there is a potential for contamination with blood or body fluids, don eye protection for procedures that may induce spray of body fluids. Perform hand hygiene before and
after direct patient contact/care (see Hand Hygiene in Infection Prevention and Control Manual)





