	Public Health Department Policy & Procedure Manual Example

	

	

	Policy & Procedure
	Effective 
	Revised/Reviewed

	1.  Administration

	 
	A.
	Accident/ Injury (Employee or Client)
	10/01/03
	07/18/12

	 
	B.
	Administrative Policy
	01/05/10
	06/15/12

	 
	C.
	Background Checks for Employees
	12/03/03
	06/15/12

	 
	D.
	Board of Health
	07/02/12
	07/02/12

	 
	E.
	Civil Rights Compliance 
	06/29/12
	06/29/12

	 
	F.
	Conflict Resolution
	07/16/12
	07/16/12

	 
	G.
	Cultural and Linguistic Assurance Policy 
	06/29/12
	06/29/12

	 
	H.
	Delegation of Authority
	06/28/12
	06/28/12

	 
	I.
	Employee Safety 
	7/2/2012
	07/02/12

	 
	J.
	Fee Policy for Public Health Services
	01/01/07
	07/02/12

	 
	K.
	Flexible Schedule 
	07/16/12
	07/16/12

	 
	M.
	Medical Advisor 
	05/25/06
	06/29/12

	 
	N.
	Orientation
	12/11/03
	07/23/12

	 
	O.
	Policy and Procedure Access and Annual Review 
	06/29/12
	06/29/12

	 
	P.
	Professional Staff Licensure
	01/13/10
	06/26/12

	 
	Q.
	Public Health Supply Ordering  
	01/01/00
	07/23/12

	 
	R.
	County Vehicle for Work-Related Travel 
	10/05/07
	07/17/12

	 
	S.
	Workforce Development
	07/17/12
	07/16/12

	2. Adult Health
	 
	 
	 
	 

	 
	A.
	Blood Pressure Screening for Adults
	11/10/03
	07/12/12

	 
	B.
	Cholestech: Lipid and Glucose Screening and Testing 
	07/16/12
	07/16/12

	 
	C.
	Cholestech: Optics Check  
	07/16/12
	07/16/12

	 
	D.
	Cholestech: Quality Control Testing  
	07/16/12
	07/16/12

	 
	E.
	Jail Health (See Jail Health Policy and Procedure Manual)
	 
	 

	 
	F.
	Public Health Clinic   
	7/20/12
	7/25/12

	 
	G.
	Wisconsin Well Woman Program (WWWP)
	05/31/07
	06/20/12

	3.  Communicable Disease 
	
	 
	 
	 

	 
	A.
	Communicable Disease Investigation and Control
	12/19/07
	07/02/12

	 
	B.
	Infection Control and Prevention 
	07/16/09
	07/02/12

	 
	C.
	Rabies Prevention and Control
	01/05/10
	07/02/12

	 
	D.
	TB – Accessing Services
	09/30/09
	07/16/12

	 
	E.
	TB Confinement
	03/30/09
	07/16/12

	 
	F.
	TB – Directly Observed Therapy 
	09/19/03
	07/16/12

	 
	G.
	TB – Isolation
	09/19/12
	07/16/12

	 
	H.
	TB – Sputum Testing
	07/16/12
	07/16/12

	4.  Emergency Preparedness
	 
	 
	 
	 

	 
	A.
	Response to Public Health Emergencies
	05/31/08
	07/18/12

	 
	B.
	Personal Protective Equipment (PPE)  
	01/18/07
	07/23/12

	 
	C.
	Public Health Emergency Plan (See PHEP Manual)
	 
	 

	 
	D.
	Respiratory Protection Program 
	03/26/08
	07/23/12

	5. Environmental Health
	 
	 
	 
	 

	 
	A.
	Blood Lead Level (BLL) Results and Follow-Up

	07/05/06
	07/06/12

	 
	B.
	Environmental Health Complaint Investigation
	08/01/03
	06/28/12

	 
	C.
	Environmental Health Fee Exempt Testing 
	07/16/12
	07/16/12

	 
	D.
	Foodborne and Waterborne Outbreak Investigation 
	07/02/12
	07/02/12

	 
	E.
	Home Visitation: Elimination of Second Hand Smoke Exposure
	09/05/08
	06/28/12

	 
	F.
	Human Health Hazards
	05/25/06
	07/06/12

	 
	G.
	Medical Waste Disposal
	11/07/03
	06/15/12

	 
	H.
	Methamphetamine Lab Follow-up
	01/13/04
	07/13/12

	 
	I.
	Radon Outreach and Testing
	07/02/12
	07/02/12

	 
	J.
	Recreational Water: Restricted Use/Closure
	08/01/03
	07/20/12

	 
	K.
	Well Water Testing 
	01/13/10
	07/19/12

	6.  Health Information
	 
	 
	 
	 

	 
	A.
	Access to Vital Records
	10/01/03
	07/13/12

	 
	B.
	Birth Records Use and Retention Policy 
	07/16/12
	07/16/12

	 
	C.
	Confidentiality of Client Information 
	08/01/03
	06/26/12

	 
	D.
	Correction of Errors in Client Records
	11/01/03
	07/16/12

	 
	E.
	Interpreter / Translator Services
	02/20/09
	06/18/12

	 
	F.
	Public Records Availability for Inspection and Copying
	06/01/04
	07/02/12

	 
	G.
	Record Retention 
	10/01/03
	7/2/12

	7.  Immunization
	 
	 
	 
	 

	 
	A.
	Amish Health Education Screening and Immunization 
	07/16/12
	07/16/12

	 
	B.
	Emergency Vaccine Retrieval and Storage Plan 
	07/07/10
	06/26/12

	 
	C.
	Immunization Program (See Immunization Policy and Procedure Manual)
	 
	 

	 
	D.
	Immunizations: General Procedure for Adults and Children 
	06/23/06
	04/14/12

	 
	E.
	Seasonal Influenza Vaccine Administration
	07/17/12
	07/17/12

	 
	F.
	Testing vaccine alarm system  
	07/16/10
	06/26/12

	 
	G.
	Vaccine Receiving and Shipment Unpacking  
	07/07/10
	06/26/12

	8.  Miscellaneous
	 
	 
	
	

	                                                         
	A.
	Client Transfers and Referrals
	10/01/03
	06/15/12

	 
	
	
	
	06/15/12

	 
	B.
	Emergency Administration of Epinephrine   
	07/01/07
	07/25/12

	 
	C.
	Facebook Page
	07/13/12
	07/13/12

	 
	D.
	Media Communications
	12/18/07
	06/22/12

	 
	E.
	Social Media
	09/09/10
	06/19/12

	9.  Oral Health 
	 
	 
	 
	 

	 
	A.
	Fluoride Rinse Program 
	12/22/03
	06/21/12

	 
	B.
	Fluoride Sealant Program 
	01/04/10
	07/12/12

	 
	C.
	Fluoride Supplement Program 
	12/22/03
	06/21/12

	 
	D.
	Fluoride Varnish Program  
	05/29/07
	06/21/12

	10. Reproductive Health
	 
	 
	 
	 

	 
	A.
	Chlamydia and Gonorrhea
	06/15/12
	06/15/12

	 
	B.
	Completing a Urinalysis 
	08/27/03
	07/23/12

	 
	C.
	Family Planning Only Services Program
	06/14/12
	06/14/12

	 
	D.
	Hemoglobin Testing 
	08/27/03
	07/23/12

	 
	E.
	Emergency Contraception Response Line Lock Box
	06/14/12
	06/14/12

	 
	F.
	Packaging and Transport of Laboratory Specimens 
	06/14/12
	06/14/12

	 
	G.
	STI Follow-Up
	07/16/12
	07/16/12

	11.  Parent/Child Health 
	 
	 
	
	

	 
	A.
	Blood Lead Screening for Children  
	07/05/06
	07/23/12

	 
	B.
	Buffalo County/Pepin County WIC   
	 07/23/12
	        07/23/12

	 
	C.
	Child Abuse or Neglect Reporting
	07/16/12
	07/16/12
	
	07/23/12

	 
	D.
	Childhood Lead Poisoning Prevention 
	11/12/03
	07/19/12

	 
	E.
	Children and Youth with Special Health Care Needs (SCYHCN)
	02/08/05
	06/20/12

	 
	F.
	Child Passenger Safety
	01/15/10
	06/15/12

	 
	G.
	Head Lice Prevention and Control 
	01/27/11
	07/16/12

	 
	H.
	Health Check Screenings and Referrals
	01/02/04
	06/26/12

	 
	I.
	Home Births – Third Party Corroboration of Birth Facts
	12/27/07
	07/16/12

	 
	J.
	Lazy Eye Screening
	05/26/06
	06/20/12

	 
	K.
	Maternal and Child Health Services (MCH)
	01/02/04
	07/25/12

	 
	L.
	Prenatal Care Coordination (PNCC)
	01/02/04
	06/26/12

	
	M.
	Postpartum/Newborn Follow-up
	01/02/04
	06/26/12


POLICY TITLE:    

Accident/ Injury (Employee or Client)

EFFECTIVE DATE:                  
10/1/03
DATE REVIEWED/REVISED:    7/18/12
AUTHORIZED BY:   

Heidi Stewart, BSN, Health Officer / Director                                                                                                                                   

PURPOSE STATEMENT:  


To protect the safety and well being of employees and clients. To provide a means of 

tracking incidents and evaluating the safety of agency practices. 

POLICY:


Pepin County Health Department strives to provide high quality services in a safe manner 

to the residents of Pepin County. The health department is committed to maintaining 

client and employee safety and preventing injuries. All client and employee 

accidents/injuries will be reviewed thoroughly to facilitate necessary changes in program 

policies to assure quality public health services.

PROCEDURE:

Client Accidents/Incidents

1. All accidents/incidents involving clients are to be reported to the director immediately.  The Incident Report Form is to be completed and signed by the employee witnessing or discovering the incident. The incident report form can be found in the Personnel Office.  Objective descriptions of the facts are to be documented and any witnesses are to be identified.  The involved employee is to notify the client’s health care provider of the incident, if appropriate.

2. The director will review the report, investigate the circumstances, and determine any corrective action or changes in agency policies and procedures that are needed to prevent the same situation from happening in the future.

3. The Incident Report will be maintained in a confidential file in the director’s office.  

Employee Accidents/Incidents

1. An employee who has sustained an injury that requires medical care is to seek medical attention immediately and notify his/her supervisor.

2. The employee is to complete an Employer’s First Report of Injury or Disease form as soon as possible following the accident/incident.

3. The employee injury report can be found here: Accident and Injury Forms\employee incident report form.pdf
4. The completed form is to be submitted to the director for review as soon as possible.

5. The director will conduct an investigation into the circumstances of the accident/incident to determine if procedural changes are necessary to prevent the event from occurring again in the future.

6. Employee training will be offered as appropriate to prevent similar circumstances from happening again.

7. All reports are kept in a confidential file in the director’s office.

8. If the accident/incident involves exposure to blood or other potentially infections body fluids, follow the procedure in the Blood borne Pathogens Policy and Procedure and the Exposure Control Plan.

EVALUATION:

REFERENCES/LEGAL AUTHORITY:   
 
POLICY TITLE:


Administrative Policy

EFFECTIVE DATE:   

1/5/10

DATE REVIEWED/REVISED:   6/15/12 

AUTHORIZED BY:   

Heidi Stewart, BSN, Health Officer / Director                                                                                                                              

PURPOSE STATEMENT:  


To define staff areas of responsibility concerning the delivery of public health services. 

POLICY:


The administrative staff maintains administrative control and establishes lines of authority for the 

delegation of responsibility concerning the delivery of care services.

PROCEDURE:




1. The public health agency’s governing body assumes overall legal authority and responsibility for operation of the agency.


2. The Director of Pepin County Health Department assumes overall responsibility and authority for administrative and supervisory functions and operations of the agency.


3. The public health agency’s Medical Advisor assumes overall responsibility for review and evaluation of the agency’s delivery of care services.

4. Public Health staff members report directly to the Director.

5. In the absence of the Director, a designated Public Health Nurse carries out the delegated responsibilities of the Director.


6. All agency policies and procedures are annually reviewed by the Professional Advisory Committee or the Medical Advisor.


7.  All agency policies and procedures are annually reviewed and approved by the Director.


8. All revised agency policies and procedures are communicated to staff at staff meetings.


9.  All aspects of the development and continuation of the program shall be in consultation    with a representative of the Division of Health.

10.  Selection of employees shall not be influenced by their race, color, creed or national origin.

11. Attempts will be made to select employees to be utilized more effectively and economically for the geographic area to be served.



12. Office space needed for the public health program shall be charged to the Pepin County Health Department.



13. Salaries of all personnel will be established to the Salary Schedule as it pertains to the individual approval of the Pepin County Board of Health. 

GOVERNING BODY:

Pepin County Board of Health consists of seven members.  Four members are members of the County Board of Supervisors who are elected to represent their respective districts.  Three members are not elected officials or employees of the governing body.  They are persons who have demonstrated interest and/or competence in the field of public and community health.  All members are voting members.

FUNCTIONS:

1. Board of Health governs the Pepin County Health Department 
and assures the enforcement of state public health statutes 251.04 and rules of the department.


2. The board appoints a qualified Director for Pepin County Health Department and authorizes in writing a qualified person to act in the absence of the Director.

3. Establishes a budget to initiate and maintain a public health program and oversees the management and fiscal affairs of the agency.

4. Reviews and approves policies to provide for effective operation of the Public Health Program.

5. Supports, advertises, and explains the program to the Board of Supervisors and to the community.

6. Meets at least four times yearly or more often if necessary to review, evaluate, support and regulate the Public Health Program.

7. Appoints a chairman, vice chairman, and secretary of the committee every two years after total County Board reorganization. The chairman is to conduct the meetings, the vice chairman is to act in absence of the chairman and the secretary is to record the minutes of all meetings. Minutes of the meetings are kept in the Public Health Office.

8. Reviews and renews contracts annually for contract personnel employed for the Public Health Program.




9. Establishes fiscal policies regulating fees, grants, etc.



10. Assess public health needs and advocate for the provision of reasonable and necessary public health services.

11. Shall assure that measures are taken to provide an environment in which individuals can be healthy.

Organizational Chart for Pepin County Health Department can be found here: 

S:\PUBLIC HEALTH\Misc\Forms-Letters\ORGANIZATIONAL STRUCTURE.doc
EVALUATION:

REFERENCES/LEGAL AUTHORITY:


· Pepin County Personnel Code 

POLICY TITLE:    

Background Checks for Employees

EFFECTIVE DATE:   

12/3/03 

DATE REVIEWED/REVISED:    6/15/12 
AUTHORIZED BY:   

Heidi Stewart, BSN, Health Officer / Director                                                                                                                               

PURPOSE STATEMENT:  


To assure compliance with HFS Chapter 12 – Caregiver Background Checks.
POLICY:


The employees of Pepin County Health Department who have direct client contact will undergo a  

background check upon hiring and then every four years after that. 


PROCEDURE: 




      1.   All new employees who work directly with clients will complete Form HFS-0064     Background Information Disclosure found at: http://www.dhs.wisconsin.gov/forms/F8/F82064.pdf
2. The health officer will complete the background check via the State of Wisconsin Department of Justice online at http://wi-recordcheck.org.  The criminal history and the caregiver checks will be completed.

3. The health officer will assure that background checks are completed every four years on all employees who have direct client contact.

4. The health officer will obtain detailed information as needed from other states, clerks of court, military and tribal courts, or other sources in order to have sufficient facts to evaluate employees who work directly with clients.

5. The health officer will determine whether individuals are eligible to be/remain employed with the health department.  This decision will require analysis of any and all criminal acts to determine whether the identified crime(s), act(s) or offense(s) are related to the job the employee performs.

6. An employee who is determined to be ineligible for employment may request a rehabilitation review unless the crime is defined as a permanent bar from employment/licensure.

EVALUATION: 

REFERENCES/LEGAL AUTHORITY:   


· Wisconsin Department of Justice
POLICY TITLE:    

Board of Health

EFFECTIVE DATE:   

7/02/12

DATE REVIEWED/REVISED:    7/02/12 
AUTHORIZED BY:   

Heidi Stewart, BSN, Health Officer / Director                                                                                                                                    

PURPOSE STATEMENT:  


To assure that measures are taken to provide an environment in which individuals can be healthy. 

POLICY:


The local Board of Health (BOH) shall assess public health needs and advocate for the provision of reasonable and necessary public health services; develop policy and provide leadership that fosters local involvement and commitment, that emphasizes public health needs and that advocates for equitable distribution of health services. 

PROCEDURE:




1. The Board of Health regularly reviews and approves public health related policies and procedures.

2. The Board of Health incorporates public health enforcement into agency policies and procedures including ordering abatement/removal of human health hazards, ordering removal of a person to quarantine as necessary, and to employ persons to execute orders.

3. Enforcement activities are regularly reviewed at Board of Health meetings.

4. Board of Health minutes demonstrate board involvement in the community health assessment and community health improvement plan, policy work including resolutions to support public health efforts, and advocacy for public health programs.

5. Board of Health minutes reflect time spent on public health education.

6. The Health Officer and Board of Health are responsible for conducting a community health needs assessment, developing a plan with partners and overseeing the implementation of the plan with partners.

7. The Health Officer and Board of Health are responsible for conducting a public health nursing program.

8. The Health Officer and Board of Health are responsible for assuring a confidentiality of records.

EVALUATION:

The Board of Health is evaluated during DHS Chapter 140 Reviews, which are conducted every 5 years.

REFERENCES/LEGAL AUTHORITY:   

· Wis. Stats 250.01, 250.042, and 251.04

· HFS 140

· DHS 140.06 

POLICY TITLE:    

Civil Rights Compliance 

EFFECTIVE DATE:   

6/29/12

DATE REVIEWED/REVISED:   6/29/12 

AUTHORIZED BY:   

Heidi Stewart, BSN, Health Officer / Director                                                                                                                                    

PURPOSE STATEMENT:  

To comply with all State and Federal Civil Rights Compliance regulations and service as a supplement to other related policies and procedures. 


POLICY:


Pepin County Health Department receives federal financial assistance and is required to be in compliance with all State and Federal Civil Rights laws and regulations. Title VI of the Civil Rights Act of 1964 prohibits discrimination on the basis of race, color, or national origin in programs and activities receiving federal financial assistance. Pepin County Health Department will:

· Provide Training to employees

· Assist Pepin County as a whole in complying with submission requirements of the Civil Rights Letter of Assurance and Civil Rights Compliance Plan

· Work with the Pepin County Finance Personnel to insure equal opportunity in employment and service delivery to all individuals.

PROCEDURE:




Completion of a county-wide Civil Rights Compliance Plan and Letter of Assurance will be facilitated by the Finance Personnel Department. The Health Department Director will participate in this process and provide all necessary information and data as requested. 

1. The Health Department Director will receive civil rights training annually and such training will be documented. 

2. All other staff will receive civil rights training at least every three years and such training will be documented.

3. The following information will be prominently displayed in the health department:

a) Equal Opportunity in Employment and Service Delivery Policy Statement (English, Spanish, Hmong, and posted on the Intranet)

b) Limited English Proficiency Policy Statement (English, Spanish, Hmong, and posted on the Intranet)

c) Service Delivery of Employment Discrimination Complaint (English, Spanish, Hmong, and posted on Intranet)

d) USDA “And Justice for All” poster

e) “I Speak” language poster

f) WI Fair Employment Law poster

g) Non-discrimination statement

4. If any sub-contracts are established, the Health Department will assure that the agency is in compliance with all civil rights laws

5. The Pepin County Maintenance Department will be reasonable for assuring all Americans with Disabilities Act regulations are met.

6. The Finance Director is designated as the Equal Opportunity Coordinator and the Limited English Proficiency Coordinator. This individual has the following responsibilities:

a) Handling service delivery, employment discrimination, and language access complaints;

b) Disseminating equal opportunity and language access information to provider staff and interested persons;

c) Preparing equal opportunity and language access plans and reports;

d) Acting as a liaison between the provider, DHS, federal agencies and the community;

e) Monitoring, reviewing and evaluating equal opportunity and language access activities;

f) Arranging training regarding civil rights, cultural awareness, disability sensitivity, language needs, and other relevant topics

g) Assuring any sub-contractees are compliant with laws and regulations

Compliant/Grievance Procedures

Pepin County uses the DHS model Discrimination Compliant Forms and Process. The Health Department will assure the following:

a) the complaint procedures are posted.

b) All written investigation documents are held confidential.

c) All participants in complaint investigations are advised and protected from retaliation.

d) Complaints received will be acknowledged within five calendar days and appeals rights are provided. If an extension is needed, the complainant will be notified.

e) Results of the complaint investigation will be provided to complainant within 90 days of receipt of the complaint 

f) Corrective action is taken when evidence of discrimination has been found.

g) Translators, interpreters and/or readers, who meet the communication needs of customers, are provided by the agency during the complaint process.

h) Customers are permitted to have representatives of their choice during the complaint process. 

i) Complainants and employees are made aware of other venues or redress.

j) Complainants are informed that the complaint must be filed within 180 days from alleged discriminatory act.

. 

EVALUATION:

Director will review for any concerns or complaints. 

REFERENCES/LEGAL AUTHORITY:   

· Equal Opportunity in Employment and Service Delivery Policy Statement, 

· Limited English Proficiency Policy Statement

· Service Delivery or Employment Discrimination Complaint 

POLICY TITLE:    

Conflict Resolution


EFFECTIVE DATE:   
             7/16/12 
DATE REVIEWED/REVISED:   7/16/12 
AUTHORIZED BY:   

Heidi Stewart, BSN, Health Officer / Director                                                                                                                               

PURPOSE STATEMENT:  


1. To resolve internal conflicts quickly and to the satisfaction of all parties involved.

2. To implement a consistent and understood procedure for addressing conflict.

POLICY:


There are several “norms” that are important for resolving workplace conflicts. These norms can be summarized as follows:

· Address conflict early

· Respect for both parties

· Honest and direct communication

· Emphasis on active listening

· Problem vs. personality focus

· Focus on one issue

· Seek a common goal

· Talk directly to the other party

Our staff understand the importance of these “norms” and agree to follow the guidelines below when dealing with conflict within the department 


PROCEDURE: 




      Stage One Conflict
A “live and let live” attitude; a high level of respect and trust and a willingness to work toward solutions; conflict is limited to the two people/parties involved.

1. Participants will talk directly to each other.  Face-to-face communication is critical for resolving conflicts.  If the people involved in a conflict are reluctant to meet, others will remind them they have an obligation to the well-being of the department and other employees to meet and resolve their differences.

2. Choose a time and place that works for both people.  Find a time when those involved can focus on the issues at hand and an environment that supports effective discussion and problem solving.

3. Take a listening stance into the discussion.  The most effective way for each person to have their concerns heard is to demonstrate their ability to hear the concerns of the other person.  Paraphrase what you hear the other person saying before speaking yourself.

4. Use “I messages” that are clear and specific.  “I messages” (like “I felt _____ when you _____ and it resulted in ____.) express how you felt and how you were impacted by the actions of the other person.  They are the best way to foster honesty and empathy in a relationship.

5. Talk it all through.  Don’t avoid the big issues.  While we may feel more comfortable trying to “patch up” small issues, it is critical that the central issues in the relationship be addressed.  Get to the core of the problem.

6. Identify mutually agreeable solutions.  Keep talking until you find solutions that work for both parties.  Seek collaborative “win/win” solutions if possible, but settle for compromise if you cannot find a solution where both parties win.

7. Follow-through is essential.  Stay in touch and be sure to implement your agreement.  Evaluate how things are working out and stay in dialog so changes can be made, if necessary.

Stage Two Conflict

A “we-they” attitude where there are winners and losers; conflict has escalated to the point where there are “camps” and it is affecting morale as well as productivity in the department.  It is critical that a neutral third party intervene to help resolve the conflict.  

1. The neutral third party outlines the process.  This person will be responsible for guiding the discussion, making sure both parties have a chance to share their views, finding a solution that works for both parties, and maintaining a safe and respectful focus to the discussion.

2. One party explains the situation as they see it.  The story of one party – including facts, feelings, and actions – should be shared.  Emphasis should be placed on the fact that this is one view or perception of the problem.  Interruptions by the other party should not be allowed.  The facilitator should summarize the views of this party.

3. The other party explains the situation as they see it.  This step confirms that both parties’ views will be respected and valued.  The facts, feelings and actions of this party should be shared and the first party should be encouraged to listen and remain open.  The facilitator should summarize the views of this party.

4. The parties should be encouraged to agree on goals.  The facilitator should help the parties agree on goals, which can include finding a solution that works for both parties and creating a respectful working relationship for the future.  The facilitator should summarize these goals before moving on to problem solving.

5. The parties explore and discuss possible solutions.  It is important that the parties come up with their own solutions to the conflict so they have ownership in implementing the solutions.  The facilitator can push the parties to come up with more ideas or explore the consequences of the potential solutions, but he or she should not try to impose solutions on the parties.

6. The parties agree on what each will do to resolve the issue.  Each party should clearly understand their role in the conflict and accept responsibility as a person and team member to make it work.  The facilitator should develop an agreement that clearly outlines the understandings and the actions that will be taken by each party.

7. Set a date for follow-up and meet to assure progress.  People are more likely to follow through on actions/obligations if they know they are accountable.  A follow-up meeting or meetings allow the parties involved to assess progress and make adjustments as needed.

Stage Three Conflict

Conflict has escalated from wanting to win to wanting to hurt the other party; morale and productivity have plummeted and there may be talk about legal options.  It is critical to bring in an outside mediator.  The employees will be encouraged to work with either a member of the management team or someone from the employee assistance program, and will be expected to follow through with this.

EVALUATION: 

REFERENCES/LEGAL AUTHORITY:   


· Employee Assistance Program
POLICY TITLE:    

Cultural and Linguistic Assurance Policy 

EFFECTIVE DATE:   

06/29/12


DATE REVIEWED/REVISED:   06/29/12 

AUTHORIZED BY:   

Heidi Stewart, BSN, Health Officer /Director                                                                                                                                   
PURPOSE STATEMENT:  


To assure communications, programs and interventions are culturally and linguistically appropriate. 

POLICY:


When developing programs, interventions, and communications, social, cultural, and linguistic characteristics of the populations served will be considered. Ensuring that the Pepin County Health Department’s services, materials, and processes address social, cultural, and language differences is essential to successfully providing the most effective services to meet the needs of our population.

PROCEDURE: 

1. All policies and programs are reviewed during the development phase to ensure cultural competency principles are included:

a) Analyze the intervention/program/communication related to local demographics and trends, including cultural programs by age, gender, language, poverty and other relevant criteria.

b) When appropriate, hold focus groups to share information and gather feedback from the community.

c) Review and recommend ways to enhance consumer and family input.

d) Develop opportunities to increase community partnerships and collaboration

2. Assure the interpreter/translator Policy and Procedure is followed for client interactions.

3. Assure appropriate signage at reception informing clients of the availability of interpreter and translator services. 

4. Assure regular and ongoing training for all agency staff on cultural competency issues. The following resources are helpful for staff:

· http://www.commonwealthfund.org/usr_doc/betancourt_culturalcompetence_576.pdf
· http://www.hrsa.gov/culturalcompetence/
· http://www.thinkculturalhealth.org/
· http://www11.georgetown.edu/research/guccd/nccc/
5. Assure written communications intended for clients and public education are developed a Flesh-Kinkaid Reading Level of 5th to 9th grade. To check the reading level of documents in Microsoft Word, Click on Review (Word 2007) or Tools (Word 2003), then click Spelling and Grammar, then click Options, then make sure “Show Readability Statistics” is checked. Run spelling and grammar check on document. When finished, Readability Statistics box will appear with data. 

Additional Health Literacy Guidance:

· Literacy and intelligence are not necessarily correlated. Individuals with low literacy skills may be highly intelligent, and simply need to be taught in ways supported by their strengths.

· Our culture values literacy, so people often do not want to admit to low or no literacy skills, and may go to some lengths to keep this information hidden. It is very important that the healthcare professional remain non-confrontational, non-judgmental and supportive when making any assessment of the client’s literacy abilities.

· Make no assumptions about literacy level based on the client’s appearance, race, age, financial status, religion, culture or place of origin. Assess carefully.

· Reading level assessment of text (and there are many indices) is based largely on these characteristics.

i. average number of words per sentence

ii. average number of syllables per word

iii. difficulty of vocabulary

· Most commercially available client education materials (including many on the internet) are written at a 9th-10th grade level or higher. Many clients may not be able to read and comprehend these materials.

· It is far too easy for healthcare professionals to underestimate the impact of low health literacy. Literacy has been defined as “more than just the ability to read”.

· It encompasses comprehension, problem-solving skills, synthesis and analysis of information, abstract thinking and reasoning, the capacity to recognize patterns and the ability to generalize from them, and the development of a broad general knowledge base.  Clients with low literacy skills may not be willing to express lack of understanding; may not have the vocabulary to ask pertinent questions; and may not use explicit adjectives in describing symptoms and development of their health concerns. Unexpected problems can arise, based on assumptions the healthcare professional may make about the client’s basic knowledge concerning anatomy, physiology, basic health and hygiene, and skills such as telling time, calculating simple measures, using a telephone or pager, understanding numbers, etc.

· Assessment of literacy skills should be low-key and gentle:

· Look – does the client read? What is being read?

· Listen – does the client ask questions indicating material has been read and understood?

· Get to know the client – Ask what the client enjoys doing for relaxation? 

· Is reading mentioned? Does the client regularly need help with items that need to be read, such as menus, brochures, labels, directions, etc.?

When teaching clients with low literacy skills:

· Teach in small increments of time (a few minutes to no more than 30 minutes).

· Present one idea or topic at a time.

· Teach essential information first

· Teach at a time when the client is interested – the ‘golden moment’.

· Repeat key information.

· Be consistent in the terms used (use ‘operation’ or ‘surgery’, not both). 

· Use short, simple words, avoiding medical jargon and slang terms.

· Use short, simple sentences.

· Use easily understood analogies.

· Evaluate learning often (have the client restate and/or demonstrate).

· When choosing or writing materials for clients with low literacy skills, the following characteristics (very succinctly) facilitate reading and comprehension:

· large print

· simple serif font

· clear headings and sub-headings

· lots of white space

· pertinent, simple line-drawings (these serve as landmarks and reminders). 

EVALUATION:

REFERENCES/LEGAL AUTHORITY:   
 
POLICY TITLE:    

Delegation of Authority 

EFFECTIVE DATE:   

6/28/12

DATE REVIEWED/REVISED:    6/28/12

AUTHORIZED BY:   

Heidi Stewart, BSN, Health Officer / Director                                                                                                                               

PURPOSE STATEMENT:  


To assure authority is clearly delegated so that all health department functions, requirements, and duties can be carried out in the absence of the appointed health officer. 

POLICY:


Pepin County Health Department is designated a Level II health department and is in compliance with all applicable state statutes and administrative rules. The appointed Pepin County Health Officer meets all qualifications and performs all duties as required. In the absence of the appointed Pepin County Health Officer, the Assistant Director will serve as acting Health Officer, possessing all authorities granted to a local Health Officer by law.

PROCEDURE: 




1. If the appointed Pepin County Health Officer is unavailable due to illness, extended leave, vacation or other reasons, the Assistant Director will serve as acting Health Officer until the return of the appointed Health Officer.

2. In circumstances requiring immediate action by the Health Officer, the Health Department staff will take all reasonable actions to reach the appointed Health Officer. This includes calling the Health Officer’s cell phone and home phone. If staff is unable to reach the appointed Health Officer, the Assistant Director will serve as the acting Health Officer to meet the immediate needs.

3. If the appointed Health Officer plans an extended leave for any reason, the Pepin County Board of Health will approve such leave and the Assistant Director will serve as the acting Health Officer during the leave.

4. For unplanned circumstances where the appointed Health Officer becomes unavailable or unable to function as Health Officer, the Assistant Director will assume such duties and the Board of Health will be notified as soon as feasible.

EVALUATION: 

REFERENCES/LEGAL AUTHORITY: 

· Wisconsin Statues 250/251

· Administrative Rules DHS 139/140 
POLICY TITLE:


Employee Safety 

EFFECTIVE DATE:   

7/2/12

DATE REVIEWED/REVISED:   7/2/12

AUTHORIZED BY:   

Heidi Stewart, BSN, Health Officer / Director                                                                                                                              

PURPOSE STATEMENT:  


1. Pepin County Health Department will work to assure a safe and healthy environment for employees throughout their workday.

2. Employees will be trained in safety and self-defense to handle possible threats in home/worksite environments.  

3. Employees will remain knowledgeable in personal behaviors to minimize alarm in clients. 

4. Supervisors will remain abreast of current threatening situations.  Proper documentation will assure communication to others to prevent future exposure to threatening clients. 
POLICY:


Assuring staff safety during home visitation is a top priority of the Pepin County Health Department. Workplace violence is violence or the threat of violence against workers. It can range from verbal threats to physical assaults. Pepin County maintains a zero tolerance policy toward workplace violence against their employees. 

PROCEDURE:




Safety and Self-defense Training:
· The Health Department will keep abreast of training opportunities available in safety and self-defense.  All employees doing public home visitation or environmental health inspections that could potentially place them at risk to hostile or threatening situations will be offered training, as it becomes available.  

· As an added precaution, employees may consider removing their first names from their home telephone directory listing. 

Documentation of Employee Schedules:

Employees will maintain individual appointments on the Health Department sign-out board.

· Information included will be date, time, location/address and phone number of meetings, home visitation and inspection appointments. 

· Employees will assure the board is updated for any out of the office activities. 
 
Visitation/Inspection Safety:

Home nursing visits are a benefit to families.  They are not mandated services.

Employees shall not enter any location where there is risk to safety. Employees have the right to refuse to provide services in hazardous situations. The Health Department will attempt to determine the behavioral history of new and transferred clients to learn any past assault type behaviors. 

· All incidents of clients who threaten physical harm will be documented in a nursing client record. 
· Client records will be marked with an identifying sticker to avoid future home visitation.
· All home visitations will be conducted during daylight hours.  
· Employees are to avoid traveling into unfamiliar locations or situations when possible. 
· A buddy system is encouraged when the employee questions personal safety. 
· Employees should carry minimal money and required identification into community settings. 
Environmental Human Health Hazard complaints require a mandatory response from the Pepin County Health Department.  All threats to personal safety will be documented in the environmental health inspection complaint file and reported as soon as possible. To assure an employee’s safety if a threat exists:

· An inspection warrant will be obtained. 
· Law enforcement will be requested for the on-site inspection. 
Be Prepared: 

· Wear appropriate clothing and sturdy shoes that allow free movement in the event you need to leave abruptly. 

· Do not carry loose personal belongings into the home that might restrict rapid exit. 

· Know the address in case emergency services need to be called. 

· Be aware of the surroundings as you approach the home/worksite. 

Be Alert:
· Evaluate each situation for potential violence when you enter a room.

· Be vigilant throughout the encounter.

· Don't isolate yourself with a potentially violent person. 
· Keep an open path for exit both in the home and when parking your vehicle. 

· Take notice of alternative exit routes in the home/worksite. 
· Keep automobiles well maintained and locked at all times.
 

Watch for signs that may be associated with impending violence:
· Verbally expressed anger and frustration.

· Body language such as threatening gestures.

· Signs of drug or alcohol use.
· Presence of a weapon.
 

Maintain behavior that helps diffuse anger:
· Present with a calm, caring attitude. 
· Don't match threats.

· Don't give the impression that you are giving orders.

· Acknowledge the person's feelings (i.e. “I know you are frustrated”).

· Avoid behavior that may be interpreted as aggressive (i.e. moving rapidly, getting too close, touching, and speaking loudly).
 

 If a client threatens physical harm to an employee during a home/worksite visit, or if there are visible signs of drug activity, the employee:

· Will leave the home/worksite immediately.  End the visit.   

· No further home/worksite visits should be attempted. 

· The situation will be reported to the immediate supervisor or, if unavailable, another department supervisor. 

· All threats should be documented in writing in the nursing client record or environmental health complaint file. 

· Records of clients who have a history of threatening an employee will be marked with a distinguishing sticker as an alert future visitation. 

· The employee will complete Workplace Violence Incident Report Form (Appendix A) and return to the supervisor. This completed form will be sent to the Safety Department. 

 

Clients who do not directly threaten harm but whose mannerisms or home/worksite environment make the employee feel uneasy:

· Situation will be discussed with the immediate supervisor before home visit is attempted.  If the immediate supervisor is unavailable notify another supervisor.

· The supervisor may recommend the visit should be done with two workers for safety.  Depending on the situation this may be done with 2 Registered Nurses (RN), and police escort. 

· Clients may be offered office-based assistance. Two workers may be present for the visit if the nurse or environmental health inspector feel uneasy about the intent of the client. 

· Clients may be seen at public off-site locations if it is the home environment posing the threat and not directly the client (i.e. vicious animals or visible drug dealing). 

Animal Bites:

Employees bitten by dogs or other aggressive pets should seek an immediate place of safety.  Seek imminently needed medical care if needed.  Contact Pepin County Dispatch at (715)672-5944 and request assistance from the Humane Officer.  Contact your immediate supervisor or, if unavailable, another department supervisor to report the incident.  The Incident Report Form should be completed and returned to the supervisor.  

Office Building Security Plan: 

The office building can have increased security when an employee is feeling a direct threat by persons coming to the office.  Contact your immediate supervisor, or if unavailable, another department supervisor of the threat. 

· Receiving clerical employees will be alerted to the situation. 

· Employees may be temporarily relocated to a different office.  
· The lobby doors can be locked to limit entrance when requested. Office keys open the doors when locked. 

Employee Security Plan:
· Office cellular phones are available for use in the field.  Employees may reserve the phones for upcoming scheduled appointments to assure their availability.  Safety needs supersede convenience for phone reservations. 

· Employees using the cellular phones at the end of the day will be cognizant of the need by others for phones in the early AM; returning the phone for proper charging and availability for the next scheduled employee. 

· Clerical employees will maintain the cellular phones so they are properly charged and ready for use. 

· Employees will alert their immediate supervisor, or if unavailable another department supervisor, if there is an unfilled need for phones.

· The Pepin County Health Department will refer the employee to the Clerk of Courts to obtain restraining orders when recommended by law enforcement. 
· Employees returning to the office later than expected will be responsible for calling in their whereabouts/status before the office closes for the day.  

· Supervisors will maintain contact availability by cell phone, home phone or pager as needed during office hours. Supervisors rotate on call availability on weekends and during non-office hours. There is not adequate cell phone service in the entire county.  Response time will be dependent on the location of the supervisor and cell phone/pager service. Response time should not exceed one hour from time of contact.  If the employee’s direct supervisor does not respond, the employee should seek another supervisor for assistance. 
· During non-business hours, Pepin County Sheriff Dispatch can be called at (715)672-5944. 
EVALUATION:

Evaluation will be conducted by annual review of the policy by supervisory staff and number/types of reported incidents.

REFERENCES/LEGAL AUTHORITY: 
· OSHA Guidelines for Workplace Violence for Health Care and Social Workers

· OSHA General Duty Clause Section 5(a)(1) and 5(a)(2) 

POLICY TITLE:    

Fee Policy for Public Health Services

EFFECTIVE DATE:   

1/1/07 
DATE REVIEWED/REVISED:    7/2/12 
AUTHORIZED BY:   

Heidi Stewart, BSN, Health Officer / Director                                                                                                                                

PURPOSE STATEMENT:  


To assure appropriate fees are charged for services received. 

POLICY:


A fee schedule will be established for all Health Department programs and services.

PROCEDURE:
· Nursing secretary shall collect fees as appropriate for various public health clinics and services.

· All monies collected shall be recorded in the program database and given to the Administrative Assistant.

· Administrative Assistance will document as revenue and prepare for deposit to County Treasurer. 

EVALUATION:

 The Director, Administrative Assistant and Board of Health during the budget process will evaluate public health fees annually. 

See office charges sheet regarding medical costs: S:\PUBLIC HEALTH\Updated Policies and Procedures 2012\Administration\Fee Policy Forms\office charges.doc
REFERENCES/LEGAL AUTHORITY:  N/A
POLICY TITLE:    

Flexible Schedule 

EFFECTIVE DATE:   

7/16/12

DATE REVIEWED/REVISED:    7/16/12 

AUTHORIZED BY:   

Heidi Stewart, BSN, Health Officer / Director                                                                                                                                  

PURPOSE STATEMENT:  


1. To allow staff the opportunity to work a non-traditional, flexible schedule.

2. To enhance employee satisfaction, thereby having a positive impact on employee retention.

POLICY:


Pepin County Health Department takes great pride in fostering a positive work environment where employees are satisfied and productive.  In an effort to enhance employee satisfaction and retention, Health Department employees may be allowed to work a non-traditional, flexible schedule.  In order to assure adequate office coverage, employees may need to rotate flexible scheduling opportunities with other employees.  In some circumstances and with some positions, flexible scheduling may be difficult.  While the agency operations take priority in flexible scheduling decisions, the Director will make every effort to meet employee requests.    

PROCEDURE: 


· Employees interested in working a flexible schedule can inform the Director of this desire.

· Adequate office coverage, as defined by the Director for his/her staff, will be maintained between 8:00 a.m. and 4:30 p.m. each day, Monday through Friday.

· The Director retains the right to cancel or alter an employee’s schedule to ensure adequate staffing for the department.

· Work assignments take priority over choosing a day to flex off.  If an employee typically has Wednesdays off and a work-related meeting is scheduled for a Wednesday, the employee must choose a different day to flex off.

· If several employees express interest in a flexible schedule, the director will hold a team meeting to develop a schedule to assure adequate coverage. This schedule will then be reviewed and approved by the group as a whole. Employees may switch with other employees upon notification of the director. 

· Employees may not start their scheduled workday before 6:00 a.m. unless dictated by their job assignment and approved by their supervisor in advance.

· Participation in flexible scheduling is voluntary.

· As a means of assuring fairness and transparency, as well as enhancing communication, employees will be informed when co-workers modify their schedules.

· As a reminder, employees are also able to take unpaid time off per the Unpaid Time off Policy.

EVALUATION:

Evaluation will be conducted annually by supervisory staff by review of the policy and utilization of flexible scheduling.  Success will be measured by adequate staffing coverage, no negative impacts on office operations or productivity, and no fiscal consequences.

REFERENCES/LEGAL AUTHORITY: N/A
POLICY TITLE:    

Medical Advisor 

EFFECTIVE DATE:   

5/25/06 
DATE REVIEWED/REVISED:   6/29/12 
AUTHORIZED BY:   

Heidi Stewart, BSN, Health Officer / Director                                                                                                                                   

PURPOSE STATEMENT:  
 

To assure medical advisor selection is in compliances with all state statutes and rules and is in the best interest of the Pepin County Health Department. 

POLICY:


Voluntary medical advisors to the local health department help assure the safe delivery of health care services and public health services to individuals, families, and communities. Medical advisors provide formal delegation of medical acts nurses and lesser skilled assistants perform where required by Wisconsin Statute, Chapter 448, Medical Practices, and Wisconsin Statute, Chapter 441, Board of Nursing.

Physicians who are currently licensed and whose license is in good standing with the Wisconsin Department of Regulation and Licensing are eligible. Such physician advisors will be first sought from within the jurisdiction of the local health department, shall not be an employee of the Pepin County Health Department, and shall service in an uncompensated, voluntary position. Such physicians shall become state agents of the Wisconsin Department of Health Services for the purposes of Wisconsin Statutes, S. 165.25(6), s. 893.82(3), and s.895.46 for the services of Pepin County Health Department that require medical oversight. The designation of agent status authorizes the State to provide legal representation to the volunteer medical advisor and to indemnify him or her from liability arising from the medical advisor’s performance of duties. 

PROCEDURE: 

1. A local, currently licensed primary care physician is identified who possesses the following attributes:

· Has an interest and expertise in public health and prevention

· Supports the legal and societal role of the local health department

· Possesses capacity to provide routine and urgent medical advice and direction using medical and public health science and evidence. (Note: urgent in this case usually pertains to communicable threats to the health of the population.)

· Willing to meet with the Board of Health and staff within the health department to build relationships and work on identified and emerging public health issues and concerns in Pepin County.

· Willing to Develop and help implement the local community health improvement plan.

· Willing to help build collaborative relationships between the health department and medical and health care providers in Pepin County.

2. Physician agrees to become the voluntary, uncompensated medical advisor.

3. Health Officer verifies current licensure of the physician and assures his/her medical license is in good standing with the Wisconsin Department of Regulation and Licensing.

4. Health Officer assures orientation of the voluntary medical advisor. 

EVALUATION: 

REFERENCES/LEGAL AUTHORITY:

POLICY TITLE:    

Orientation

EFFECTIVE DATE:   

12/11/03 
DATE REVIEWED/REVISED:    7/23/12 
AUTHORIZED BY:   

Heidi Stewart, BSN, Health Officer / Director                                                                                                                                   

PURPOSE STATEMENT:  


To assure new staff members are oriented to the philosophy, services, and policies/procedures of the Pepin County Health Department. To orient new staff to individual roles. 

POLICY:


New members of the Pepin County Health Department staff will complete a basic and individualized orientation program.
PROCEDURE: 

1. The director will assure that all prerequisites for employment have been met prior to hiring an individual and scheduling orientation.

2. The director will assure a basic and individualized orientation program will be completed for each new staff member. There is no set timeframe for the orientation process. It will start on the employee’s first day of employment and will continue until such time that the employee is able to safely and effectively perform his or her job functions.

3. The director or designee will conduct a basic orientation, consisting of: introduction to fellow employees, a tour of the office and building, job orientation, county personnel policies, position description, probationary period, performance evaluations, dailies, etc.

4. The medical secretary will assist the new employee with completion of TB, Hepatitis B, and background check forms. These forms can be found on the S drive under the personal folder within the public health folder: S:\PUBLIC HEALTH\Personnel
5. The personnel office conducts orientation regarding affirmative action, personnel code, drug-free and infection control policies, payroll forms, health insurance, retirement benefits, flex plan, deferred compensation plan, and state withholding forms.

6. Documentation is completed on the Pepin County Orientation Checklist. The orientation checklist can be found in the Personnel Department. 

7. Individualized and more in-depth orientation is completed over several weeks of work. Individualized checklists for public health nurses, licensed practical nurses, and clerical staff are completed by the director or designee. 

EVALUATION: 

REFERENCES/LEGAL AUTHORITY:   

POLICY TITLE:    

Policy and Procedure Access and Annual Review 

EFFECTIVE DATE:                  
6/29/2012
DATE REVIEWED/REVISED:    6/29/2012 

AUTHORIZED BY:   

Heidi Stewart, BSN, Health Officer / Director                                                                                                                                   

PURPOSE STATEMENT:  


To assure policies and procedures are reviewed and updated annually so they remain appropriate and applicable and new evidence based practices can be considered, to assure that all staff have ready access to the most current version of policies and procedures. 

POLICY:

Pepin County Health Department will assure that all policies and procedures are readily accessible to all staff and that each is reviewed annually. 

PROCEDURE:

In the first quarter of each year, the Health Department Director/Health Officer will facilitate the review of all agency policies and procedures. This will be documented on the Policy and Procedure Review Log. Lead staff will be asked to review their applicable policies/procedures and provide updates to the Director. The Director will review all administrative policies/procedures. Changes will be documented in a summary on the review log. 

In addition, the Director will assure that all policies and procedures are accessible to all staff on the agency shared drive. This method will facilitate rapid access to the most current policies, without the risk of staff referring to an outdated hard copy policy that was inadvertently kept. 

EVALUATION: 

REFERENCES/LEGAL AUTHORITY:   
 N/A
POLICY TITLE:    

Professional Staff Licensure

EFFECTIVE DATE:   

1/13/10 
DATE REVIEWED/REVISED:    6/26/12 
AUTHORIZED BY:   

Heidi Stewart, BSN, Health Officer / Director                                                                                                                                   

PURPOSE STATEMENT:  



To assure each employed licensed professional has a current and valid Wisconsin license to practice his/her profession. 

POLICY:


All professional staff of the Pepin County Health Department will maintain current certification or licensure with the State of Wisconsin as required by their employment. 

PROCEDURE:
1. Upon hiring a new employee, the supervisor will request a copy of the individual’s current license to practice his/her profession.

2. The professional staff shall be reminded to provide the director with a copy of the license each time the license is renewed.

3. A professional without proof of current licensure as of the first of the month it is due shall not be allowed to practice as a professional, and shall receive a verbal and written warning.

4. The individual shall be required to use any paid leave available while unable to practice.

5. A professional without proof of licensure without paid leave due shall be granted a temporary leave of absence without pay, but only with approval from the Pepin County Board of Health.

6. Further disciplinary action, if necessary, shall follow the standards outlined in the Pepin County Personnel Handbook.

7. Short-term, temporary employment for professional replacement personnel shall be arranged, if necessary.

8. Once the professional is able to show current, valid licensure, he or she will be returned to his or her regular duties following approval from the director of the Pepin County Board of Health. 

EVALUATION: 

REFERENCES/LEGAL AUTHORITY:   
N/A
POLICY TITLE:  Public Health Supply Ordering  


EFFECTIVE DATE:  01/01/2000 

 
DATE REVIEWED/REVISED: 07/23/2012  
AUTHORIZED BY: Jen Rombalski, Health Officer  

 
PURPOSE STATEMENT:  


To assure public health unit supplies are reordered in a timely manner so there is an adequate supply on hand at all times.

RESPONSIBLE STAFF:

Public Health Nurse (Vaccine reordering)

WIC Technician


PROCEDURE: 

1. Notify WIC Technician via email, note, or personal communication stating item(s) needed.

2. Verify actual need by checking Wisconsin Immunization Registry (WIR) and/or visually inspecting refrigerator and supply closets for any missed item(s).

3. Check Ordering Information Binder for quantity of item(s) previously ordered.

4. Use Ordering Information Binder to identify appropriate source for reordering item(s) and reorder item(s) accordingly.

5. Complete appropriate Ordered/ Received Log located in the Ordering Information Binder at the time of placing the order.

6. Upon receiving VFC vaccinations accept and add into inventory in WIR.

7. Upon receiving all item(s) document in appropriate Ordered/Received Log and place item(s) in appropriate location.

REFERENCES/LEGAL AUTHORITY:   

Wisconsin Immunization Registry
POLICY TITLE:    

County Vehicle for Work-Related Travel 

EFFECTIVE DATE:   

10/5/07 

DATE REVIEWED/REVISED:    7/17/12 
AUTHORIZED BY:   

Heidi Stewart, BSN, Health Officer /Director                                                                                                                                   
PURPOSE STATEMENT:  


To assure work-related travel is done as economically as feasible. 

POLICY:


In order to conserve resources and facilitate employee travel in the most economical way, this policy was created to guide employees in deciding under what circumstances to utilize the county vehicle for work-related travel. This policy takes into consideration the cost of the rental vehicle, gas, and staff time to pick up and drop off the vehicle, compared with the cost of mileage reimbursement if an employee uses his/her personal vehicle for work-related travel. 

PROCEDURE:




Whenever a county owned vehicle is available for business related purposes, employees use the county owned vehicle in place of a personally owned vehicle. If you do not intend to make use of a county vehicle for a county business related trip, you must inform your department director, in writing, in advance of your trip, of the specific reason you wish to be exempted from the use of a county vehicle. The department director will review the request and determine if the request for exemption is to be allowed, based on the merits of the request, and inform the employee, in writing, of their decision.

Maintenance:

Maintenance of the county owned vehicles will be the complete responsibility of the Health Department.

Scheduling:

Reservations for the county vehicle will be posted in the Health Department. Reservation priority will be given to business related trips outside the county or for extended-periods/distance traveled for meetings, training, conferences or the transport of multiple authorized passengers.

All requests for reservation of a county owned vehicle must contain:

· employee name

· departure date and time 

· destination

· estimated return date and time

When multiple duplicated date and time requests are received, preference will be given to the trip(s) which will incur the most mileage during a given period of time, and/or when multiple employees (or authorized passengers) will be attending the same meeting. The Health Department will not notify individuals of any changes made to vehicle reservations. It is best to periodically verify that a vehicle has been reserved for you by checking the calendar. Schedule your vehicle reservation as far in advance as possible to eliminate confusion.

Use of County Vehicle:

Prior to your departure, obtain the vehicle keys from the Health Department. A mileage log is kept in the vehicle to be completed prior to departure.

Fill the county vehicle with fuel, before returning keys, if the tank is less than ¾ full. Fuel should be obtained at the Pepin County Highway Department using the Health Department Key. If the need for fuel arises while out of town, fuel the vehicle and provide a receipt for reimbursement.

Upon your return, please assure the mileage log sheet is accurately completed; return the vehicle keys, and any documents related to the vehicle trip (including any fuel receipts) to the Health Department. A petty cash slip must be filled out and submitted to billing for reimbursement.


Inform the Health Department Director of any problem(s) you encounter with a county vehicle, to allow for corrective action to be taken/maintenance completed.

EVALUATION: 

Vehicle rental costs vs. mileage reimbursement will be monitored for all continuing education events. Evaluation will be conducted quarterly by supervisory staff. Success will be a measure by financial cost savings.

REFERENCES/LEGAL AUTHORITY:   N/A
POLICY TITLE:    

Workforce Development

EFFECTIVE DATE:   

7/13/04

DATE REVIEWED/REVISED:    7/16/12 

AUTHORIZED BY:   

Heidi Stewart, BSN, Health Officer / Director                                                                                                                                  

PURPOSE STATEMENT:  


1. To assure a competent and confident workforce

2. To facilitate opportunities to obtain continuing education to build on core competencies.

3. To help inform curricula development and focus training on identified competency gaps 

POLICY:


In order to realize our mission to maximize the quality of life across the lifespan by promoting health, protecting the environment, and preventing disease and injury, we need a well-trained and competent workforce that strives for excellence.  Pepin County Health Department will make every effort to effectively identify training and education needs for core competencies and to carry out the 10 Essential Public Health Services.

As our health care system evolves, a variety of forces are driving changes in the practice of public health.  In addition, the changing ethnic, racial, immigrant, age, and economic groupings within our communities require an increasingly skilled body of public health professionals.  This raises the importance for training, continuing education, and related skill development.  In addition, the public looks to the Government for leadership in times of public health emergencies, such as floods and communicable disease outbreaks.  A trained and competent workforce is essential to be adequately prepared to deal with such emergencies.

Over recent years, major training and continuing education challenges have emerged.  As we have moved away from providing individual level services to more community and systems approaches, it is clear that new skills are needed.  These include the ability to develop policies, advocate, build partnerships and coalitions, use new information technology, engage in a comprehensive community health improvement planning process, find and implement evidence-based strategies to address priorities, and implement evaluation and quality improvement practices.  It is the goal of the Pepin County Health Department to assure that our workforce encompasses the full range of public health core competencies identified by the Council on Linkages Between Academia and Public Health Practice.

Employees are encouraged to regularly review the Core Competencies regularly, and to use them as a guide in developing annual objectives discussed with their directors during annual performance evaluations.  Administration will make every effort to support attendance at continuing education events that build on employee competencies.  

PROCEDURE: 


1.  Conference and continuing education flyers will be reviewed by the director. Information about relevant learning opportunities will be forwarded to employees.  Employees may also see out their own learning opportunities. 

2. Employees who are interested in attending a conference, class or workshop, will make the request to the director utilizing the staff development/training request form found on the shared drive. A link to the form can be found here: S:\TRAINING REQUEST FORM 09012009.xlsx
It is recommended that this request be made as far in advance of the learning event as possible to assure adequate time for the registration process.

3. If the learning opportunity is relevant and there are adequate resources, the director will approve attendance.  The director will also consider whether other employees might benefit from the training and if additional staff should register.

4. The director will inform the employee and administrative assistant that approval was granted.  The employee will give registration materials to the Accounting Clerk to complete the registration process.

5. The administrative assistant will process for payment.  If the learning event does not allow for registration via credit card a check will be processed through the Accounts Payable system.

6. If the learning event does not allow for registration via credit card and the event is less than two weeks away, bring completed necessary paperwork to administrative assistant as soon as possible. 

7. If the learning event requires overnight accommodations, see the administrative assistant for the hotel stay form and he/she will make the necessary accommodations.
8. Overnight stays require Board of Health Approval. Out of state travel must be approved by Finance Committee and County Board. 
EVALUATION:

REFERENCES/LEGAL AUTHORITY: 

· Core Competencies for Public Health Professionals

· Council on Linkages Between Academia and Public Health Practice
POLICY TITLE:    

Blood Pressure Screening for Adults

EFFECTIVE DATE:   

11/10/03 

DATE REVIEWED/REVISED:    07/02/12 
AUTHORIZED BY:   

Heidi Stewart, BSN, Health Officer / Director                                                                                                                            

PURPOSE STATEMENT:  


1. To assure the availability of blood pressure screening for Pepin County residents

2. to facilitate early detection of high blood pressure and adequate control of hypertension in order to reduce negative effects of chronic high blood pressure. 

POLICY:


Pepin County Health Department offers blood pressure screening and monitoring to residents of Pepin County as a means of early detection of hypertension and control of high blood pressure. Along with screening services, public health staff also issue recommendations for follow-up according to blood pressure results. American Heart Association referral guidelines will be used. 
PROCEDURE:

1. Regular blood pressure screening clinics are not offered by the health department, but individuals at risk for high blood pressure may call for an appointment with a public health nurse to have their blood pressure checked.  Focus is also placed on individuals who have diagnosed hypertension and are in the process of having medications adjusted by their health care provider to gain control of the hypertension.

2. Individuals who are interested in ongoing monitoring without medication adjustment or other ongoing activities not meant for new diagnosis should be referred to an alternate location for this monitoring.

3. Have client complete the Cardiovascular Screening Form.

4. Review the form for risk factors and other areas of needed education. Provide education as needed.

5. Explain the procedure to the client.

6. Have the client sit in a comfortable position with back supported, legs uncrossed, and both feet flat on the floor.  The arm to be used should be supported on a firm surface at heart level, with elbow slightly flexed.  

7. Bare the upper arm and snugly apply an appropriate-sized blood pressure cuff.  Be sure the center of the cuff bladder is over the brachial artery and the lower margin of the cuff is one inch above the antecubital space.

8. Instruct client not to talk during blood pressure measurement.

9. Insert stethoscope ear pieces.

10. Palpate the radial pulse.

11. Inflate the cuff until you can no longer palpate the radial pulse.  Then, inflate the cuff 30 mm Hg more.

12. With head of stethoscope positioned over the brachial artery in the medial aspect of the antecubital fossa, open the valve on the sphygmomanometer and release the air slowly and evenly, at about 2-4 mm Hg per second.

13. Note systolic and diastolic blood pressures.

14. Discuss blood pressure results with the client and provide education regarding what the results mean.  Provide any other information necessary, such as risk factor reduction education, medication teaching, and suggested follow-up based on Blood Pressure Referral Guidelines Form recommendations

15. Complete the lower potion of the Cardiovascular Screening Form.

16. Document the visit in Nightengale Notes and dispose of screening form. 
EVALUATION: 

REFERENCES/LEGAL AUTHORITY:   
 

· American Heart Association, 

· 2009 CDC NHANES Health Tech/Blood Pressure Procedures Manual, 

· Wisconsin Heart Disease and Stroke Prevention Program Blood Pressure Measurement Toolkit

PEPIN COUNTY HEALTH DEPARTMENT: BLOOD PRESSURE REFERRAL GUIDELINES
	Category
	Systolic

(mm Hg)1
	Diastolic

(mm Hg)1
	1st Visit
	2nd Visit

(After elevated reading)
	3rd Visit

(After 1 elevated and 1 normal reading)

	Optimal
	Less than 120
	Less than 80
	Re-check in 2 years.2
	
	

	Prehypertension
	120-139
	80-89
	Schedule 2nd visit in 3-30 days.3
	Refer to health care provider within 2 months.
	Refer to health care provider within 2 months.

	Stage 1

Hypertension
	140-159
	90-99
	Schedule 2nd visit in 3-30 days.3
	Refer to health care provider within 2 months.
	Refer to health care provider within 2 months.

	Stage 2

Hypertension
	160-179
	100-109
	Schedule 2nd visit in 3-30 days.3
	Refer to health care provider within 1 month.
	Refer to health care provider within 1 month.

	Stage 3

Hypertension
	>180
	>110
	Immediate referral to health care provider.
	Immediate referral to health care provider.
	Immediate referral to health care provider.

	Adapted from guidelines described by the American Heart Association in the Blood Pressure Measurement Education Program Manual.


POLICY TITLE:   Cholestech: Lipid and Glucose Screening and Testing 


EFFECTIVE DATE:  07/16/2012

 
DATE REVIEWED/REVISED:   
AUTHORIZED BY: Jen Rombalski, Health Officer

 
PURPOSE STATEMENT:  

To assure access to high quality/low cost lipid and glucose screening for adults in Buffalo County, in order to detect individuals with abnormal levels, who may be at risk for Cardiovascular Disease and Diabetes.  Second, to council and educate clients regarding the meaning of their results, optimal results, and health promoting diet and life style measures.  Third, to make appropriate referrals to their primary health care provider for further assessment and care as needed.   

POLICY:

Buffalo County Public Health periodically assesses the need for community cholesterol

screening clinics.  The ability to provide this screening is part of the assurance role of

Buffalo County Public Health.
RESPONSIBLE STAFF:

Registered Dietician

Public Health Nurse

Public Health Aide


PROCEDURE: 

1. Outreach/Advertising

       A.  Potential Sources

             1.  Radio

             2.  Newspaper

             3.  Flyers; distributed to clinics and throughout the community

       B.  Content ideas for outreach

             1.  Date, time, place

             2.  Cost

             3.  Buffalo County Public Health Dept.

             4.  Contact telephone #

             5.  Location

             6.  Call for an appointment

2. Scheduling

      A.  PHN, RD, and PH Aide coordinate schedules to find 1 am/mo to 

            hold screenings

      B.  Refer callers to PHN

      C.  Slot 30 min. appointments; 8:30-11:00am

      D.  Review the following pre-test instructions with client:

1.  NPO for 12 hours prior to appointment time-nothing to eat or drink

 except H20

2.  Obtain client telephone number

3.  Obtain client’s mailing address so an appointment reminder card may be 

mailed

4.  Cost of testing

5.  Directions to our office and to check in at the front desk

6.  Ask if and when client has had their cholesterol tested at BCDHHS in the 

past (pull old records for comparing results)

      E.  Telephone or mail client reminder Post-Card within 1 week prior to

            appointment date informing client to fast for 12 hours before appointment.

3. Screening

A. Paperwork

i. Give client a Notice of Privacy Practices Regarding Health Information and have client sign an Acknowledgement of Receipt of Notice of Privacy Practices Regarding Health Information.
ii. Have client complete and sign History & Consent.

iii. Have client complete a Food Record, if they plan to meet with RD.

B. PH Aide obtains client height and weight and records on Screening Record.
C. PH Aide performs Lipid Panel/Glucose testing, see Capillary Blood Collection and Lipid and Glucose Screening Policies and  Procedures. 
D. PH Aide records results on Screening Record form.

E. PHN obtains client blood pressure and records on Screening Record.
F. PHN calculates client’s ideal weight range using the Body Mass Index Table and record on Screening Record.
4. Testing
A. Remove Cholestech LDX Lipid plus Glucose Cassette from refrigerator and allow to warm to room temperature for 10 minutes.

B. Meanwhile, set up the following supplies:
· Cholestech LDX Analyzer, power source, and printer

· Non-sterile gloves

· Alcohol swabs

· Gauze

· Cholestech LDX capillary tube

· Capillary plunger

· Lancet

· Biohazard waste container

· Patient Result Log

C. Apply non-sterile gloves

D. Client should sit quietly for five minutes before the blood sample is collected.

E. Put a capillary plunger into the end of a Cholestech capillary tube with the red mark. Set it aside.

F. Choose a spot on the side of one of the center fingers of either hand.  To help increase blood flow, the fingers and hands should be warm to the touch.  To warm the hand, you can:

· Wash the client’s hand with warm water,

· Apply a warm (not hot) compress to the hand for several minutes

· Gently massage the finger from the base to the tip several times to bring the blood to the fingertip.

G. Clean the site with an alcohol swab.  Dry thoroughly with a gauze pad before pricking the finger.

H. Firmly prick the selected site with a lancet.

I. Squeeze the finger gently to obtain a large drop of blood.  Wipe away this first drop of blood, as it may contain tissue fluid.

J. Squeeze the finger gently again while holding it downward until a second large drop of blood forms.  Do not milk the finger.  The puncture should provide a free-flowing drop of blood.

K. Hold the capillary tube horizontally by the end with the plunger.  Touch it to the drop of blood without touching the skin.  The tube will fill by capillary action up to the black mark.  Do not collect air bubbles.  If it is necessary to collect another drop of blood, wipe the finger with gauze then massage again from base to tip until a large drop of blood forms.

L. Fill the capillary tube within ten seconds.

M. Wipe off any excess blood and have the patient apply pressure to the puncture until the bleeding stops using pressure dressing as needed.

N. Remove cassette from its pouch.  Do not touch the black bar or the brown stripe.  Put the cassette on a flat surface.

O. Apply capillary blood sample in sample well of cassette.  Keep cassette flat after applying sample.

P. Press RUN on analyzer.  In a few seconds the screen will read:  “Selftest running”, “Selftest OK”

Q. The cassette drawer will open.  The screen will read:  “Load cassette and press RUN”.

R. Place the cassette into the drawer of the Analyzer at once.  The black bar must face the Analyzer.  The brown stripe must be on the right.

S. Press RUN.  The drawer will close.  During the test the screen will read “(test names) Test Running”.

T. Put everything that touched the blood sample or control in a biohazard waste container, except gauze pad or band-aids that are minimally contaminated with blood may go into basic disposal system.

U. When the test is complete, the Analyzer will beep.  The screen will read: “(test name) = ###”, and “warnings”.

V. Press DATA to show more results.

W. When the results are outside the measuring range, the screen will read:  “(test name) (### or (test name)  (###”.

X. If there is a problem with the test, a message will appear on the screen.  See the Cholestech LDX User Manual if this happens.

Y. When the drawer opens, remove the cassette.  Put it in a biohazard waste container.  Leave the analyzer drawer empty when not in use.

Z. Record the results on the Cholestech Lipid Panel and Glucose Results Form and on the Patient Results Log.

5. PHN Counseling and Education

A. PHN reviews Screening Record, and History & Consent forms.

B. PHN educates and uses motivational interviewing to counsel clients on the following topics as needed: 

· Client lipid panel/glucose results 

· Exercise/activity

· Blood pressure

· Weight control

· Tobacco

· Alcohol

· Diabetes

· Warning signs of heart attack and strokes

· Diet/Nutrition prn, especially if client declines offer to see RD

· Recommended optimal results for lipids and glucose

· Stages of change and the change process

C. PHN documents education and counseling on Public Health Nurse Summary form.
D. PHN makes 2 copies of the Screening Record, and gives one to the client and mails/faxes the other to the client’s primary care provider.

E. Educational Materials are provided to client prn

· Brochures

· Web sites and web based interactive tutorials at PubMed

F. PHN offers all clients dietary counseling with RD

6. RD Counseling and Education (by onsite WIC/PH RD)

A. RD reviews Screening Record, History & Consent, and Food Record forms.
B. Dietary counseling with RD may include:

· American Dietary Guidelines

· Dietary supplements

· Eating out

· Reading food labels

· Portion sizes

· Making healthier food choices

· Recipe substitutions

· Other diet/nutrition/health topics prn.

C. RD documents on Registered Dietician Summary.

D. Educational Materials prn

· Brochures

· Food models showing portion sizes

· Test tubes showing fat and sugar in selected food items

· Food label poster 

· Mypyramid.gov web site

7. Referrals 

A. All clients are referred to contact their primary health care provider within one week to discuss screening results, further recommendations, and rescreening interval.

B. Additional referrals to primary medical provider may be made prn for ex. elevated blood pressure, hospital dietary consultation referral, health related complaints, suspected medical problems etc…

8. Record Maintenance

        A.  Staple all forms together 

        B.  File alphabetically by year of screening

        C.  Store in a locked filing cabinet for 7 years

        D.  Enter client data into screening computer program.

9. Evaluation

A. Follow-up conversations with repeat clients

B. Client comments to RD, PHN, PH aide throughout screening visit

C. Client self-reports by telephone call, drop-in visits etc… to RD, PHN, PH aide after screening

D. Periodic surveys, Cholesterol/Diabetes Program Evaluation,  mailed to clients
E. Computer generated reports from screening computer program

REFERENCES/LEGAL AUTHORITY:   


Cholestech LDX Procedure Manual

Cholestech LDX User Manual

National Heart, Lung, and Blood Institute, National Institutes of Health (1995).    

     Recommendations Regarding Public Screening for Measuring Blood Cholesterol 

    (NIH Publ. No.  95-3045).  Bethesda, MD.

 The American Diabetes Association (2002). Position Statement:  Screening for Diabetes. 

    Diabetes Care, 25, S21-S24.  (Found at www.diabetes.org). 

National Cholesterol Education Program (2001).  Expert Panel on Detection, Evaluation,

     and 4.  Treatment of High Blood Cholesterol in Adults (Adult Treatment Panel III) 

     Executive Summary (NIH Pub. No. 01-3670).  Bethesda, MD.

POLICY TITLE:  Cholestech: Optics Check  


EFFECTIVE DATE:  07/16/2012 

 
DATE REVIEWED/REVISED:   
AUTHORIZED BY:  Jen Rombalski, Health Officer 

 
PURPOSE STATEMENT:  

To check the optical system of the Cholestech LDX Analyzer.

RESPONSIBLE STAFF:

Public Health Nurse


PROCEDURE: 

1. Verify that the Optics Check Cassette is not expired, damaged, or altered in any way.  If so, discard the cassette and obtain a new one.

2. Press the run button on the Analyzer.  After verifying the “selftest OK” message, the drawer will open, and the screen will display:  Load cassette and press RUN.

3. Place the Optics Check Cassette into the cassette drawer.  Do not place any blood sample on the cassette.
4. Press the RUN button again and the Analyzer will automatically perform the Optics Check.  The words Optics Check and four numbers will appear on the screen, one for each optical channel in the analyzer.

5. If the numbers for all four channels fall within the ranges printed on the Optics Check Cassette label, the system is ready for use.

6. If the numbers for any of the four channels fall outside the ranges printed on the optics check cassette label the analyzer will shut down.  The analyzer will be disabled until another optics check has been run that falls within range.  Try running an optics check with a different Optics Check Cassette.  If the numbers are still outside the range, call Cholestech Technical Service at (800) 733-0404.

7. Record the results and any action taken in the Optics Check Log.

REFERENCES/LEGAL AUTHORITY:   

Cholestech LDX Procedure Manual

Cholestech LDX User Manual
POLICY TITLE:  Cholestech: Quality Control Testing  


EFFECTIVE DATE:  07/16/2012 

 
DATE REVIEWED/REVISED:   
AUTHORIZED BY: Jen Rombalski, Health Officer  

 
PURPOSE STATEMENT:  


To verify that the Cholestech LDX System is working properly and giving dependable results.

RESPONSIBLE STAFF:


Public Health Nurse

PROCEDURE: 

1. Remove one vial each of Cholestech LDX Control Level 1 and Level 2 from the refrigerator.  

2. Note date opened on vial labels.  Opened vials are stable for only 30 days.  After 30 days, discard in biohazard waste container.

3. Verify expiration date of controls.  If expired, discard in the biohazard waste container.

4. Warm Control Level 1 and Level 2 vials to room temperature (10 min.)

5. Refer to the Cholestech LDX control Material Assay Sheet accompanying this product for information regarding the appropriate setting for sample type in the Cholestech LDX configuration Menu.  If you need to change the sample setting, see the Cholestech LDX user Manual Section “Setting the configuration Menu”.

6. Mix each vial by gently inverting 7-8 times.

7. Unscrew the vial cap.  Use the Mini-Pet pipette and tips provided in the Cholestech LDX Starter Pack to dispense the control material onto a test cassette. Follow the procedure directions for the test cassette being used.  The controls are to be tested in the same manner as a client’s sample would be tested.  Use a new tip for each control level.

8. After use, wipe the top of the vial and replace the cap.

9. Compare the results obtained for the controls with the assigned values given on the assay sheet, accompanying the package insert, to determine if the procedure is within control limits.  (Be sure the lot number on the vial of control corresponds to the lot number on the Assay Sheet.)

10. If the values are outside the Expected Range do the following:

· Check the expiration date on control vial.  Discard if outdated.

· Review control product package insert and the operating procedure for the Cholestech LDX and test cassette, then run another control test on the same vial of control solution.

· If the values are still outside the Expected Range, run another control test from a new vial of control solution.

· If the values are still outside the Expected Range, call Cholestech Corporation Technical Service Department at (800) 733-0404.

11. Return control solutions to the refrigerator.  Controls are to be stored upright and  refrigerated at 2(-8(C (36(-46(F).  DO NOT FREEZE.

REFERENCES/LEGAL AUTHORITY:   


Cholestech LDX Procedure Manual

Cholestech LDX User Manual

POLICY TITLE: Public Health Clinic   


EFFECTIVE DATE: 07/20/2012   

 
DATE REVIEWED/REVISED:   
AUTHORIZED BY:  Jen Rombalski, Health Officer 

 
PURPOSE STATEMENT: 

To provide scheduled and unscheduled clinical services on a weekly basis for residents of the Buffalo County Health and Human Services jurisdiction.  The most common services provided are physician ordered medication set up and injections, blood pressure checks, adult and childhood immunizations, and mantoux tests. 

RESPONSIBLE STAFF:

PROCEDURE: 

1. Admission
A. Initial Intake from Informed Referral Network

Referrals will be received from the following sources:  physicians, other health care providers, social workers, other Health and Human Services staff, the client, or family members.  

· The Initial Contact Form (ICF) (Appendix-A) will be completed by the staff receiving the referral and will include the service requested.

· The ICF will be routed to the Public Health Supervisor for staff assignment.  All viable options for medication set-up or obtaining of injections will be reviewed prior to assignment.

· The Public Health Supervisor will route the ICF to the appropriate staff to open the case.

· Once the case is opened, the ICF will be returned to the PHN assigned to the case to follow-up and file in the client’s chart.
B. Initial Client Contact to Schedule a Clinic Appointment

The PHN will contact the client by telephone or mail to schedule the initial clinic visit and obtain the name of the client’s primary physician and pharmacy. The client will be informed that they must bring all prescription medication or injection bottles to their initial clinic appointment. If medication boxes are to be filled at the first appointment, the PHN will need to obtain a signed Consent to Release Confidential Information (Appendix-B). The PHN will then obtain a list of medications from the primary physician and obtain all medication refills needed to complete the medication boxes for the time-period designated from the client’s pharmacy prior to the appointment. The PHN may also need to collect insurance information to provide to the pharmacy if the client has no record at that pharmacy.

C. Physician Orders for Medications and Clinic Services

A signed physician order is required for all client medications including over-the-counter medications. See section 2 above.

· The medical order must include the medication name, dose, frequency of clinic visits and physician preference for procedure when there is a medication change between clinic visits, route of administration as well as the physician signature and date the order was written. 

· The following are acceptable ways to obtain or receive a medication order:

· Telephone order form (the order may be implemented prior to obtaining physician signature if the PHC primary PHN took the telephone order from the physician directly and the form is mailed to the physician for signature)

· Fax with written or electronic signatures

· Mail with written or electronic signatures

· Order slip from the client (the slip must have a recognizable physician signature and the clinic name on it)

· When a telephone order is received, the PHN will document the order on the Buffalo County Department of Health and Human Services Physician’s Telephone Orders form (Appendix-C). The PHN will place one duplicate copy of the telephone order in the client’s chart and mail the original copy to the physician for signature. Upon receipt of the signed order form, the duplicate in the chart will be replaced by the original, signed copy. The primary pharmacist will be notified of the medication order.

· When obtaining a medication list from a physician as the medication order, the list must include a physician signature and date.
· Medications changes cannot be made in the client’s medication box(es) without either a signed order or the PHN who is setting up the medication box(es) taking a direct verbal/telephone order and the order form has been sent to the physician for signature.
· Physician’s order should include the frequency of visits to the PH Clinic (i.e. every 2 weeks to obtain medication boxes)
D. Obtaining Medications From The Pharmacy Once Ordered

The following options are acceptable for obtaining medications for each client:

· The client or other designated representative of the client such as a family member or volunteer driver can bring medications (prescription bottles or injection vials) to the clinic.

· The pharmacy can mail medications to the PHC.

· The PHN can retrieve medications directly from the pharmacy (pick up medications).

E. Medication List

All medications for each client will be recorded on a medication list in the client record (see Appendix-D). 

· Each medication order or change will be documented on the medication list. Medications will be categorized under one of the following headings on the medication list: scheduled medications, PRN medications, medications taken at home (RN not responsible for set-up/management). 

· The medication list will serve as the quick reference document for the most up-to-date information on what medications the client is taking on a scheduled or as needed basis. New medications will be written into the appropriate area of the medication list as prescribed by the physician. Medication changes will be documented on the medication list as follows:

· The old order will be highlighted in yellow. A single black line will be drawn through the order. The PHN will document the physician who discontinued the order and the date it was discontinued.

· The new order will be written as prescribed by the physician on the next open line of the medication list.

· After each medication is transcribed onto the list, the PHN will write “noted” with his/her initials next to the original physician order to document that the order has been transcribed into the medication list.

2. The Initial Visit
The following steps will be taken at the initial client visit to the PHC:

· The PHN will introduce his/herself to the client, explain the purpose of the PHC (purpose stated beneath “Medication Set-Up and Injections”), and provide an overview of PHC services available to the client. The PHN will discuss client expectations and responsibilities and provide client with the client responsibility sheet.

· The PHN will complete the Patient Information Sheet (Appendix-E). 

· One person besides the client (ie-family member) must be identified to serve as a responsible party to the client’s care if necessary. A responsible party is defined as either 1. A Power of Attorney or Legal Guardian; 2. Someone willing to take on responsibility for client’s care regarding medications or medical needs; 3. Once a responsible party/emergency contact person is identified, the PHN will contact this person to explain the purpose of the PHC and what their responsibilities are.  Mail a responsibililty sheet to responsible person.

· The PHN will also document other public health or social services the client is receiving (ie-social worker or economic support worker) on the Patient Information Sheet. When the client requires case management, these duties will be referred to either the social worker or the responsible party listed on the Patient Information Sheet.

· The PHN will obtain Consent to Release Confidential Information for each primary physician/clinic and the responsible party identified on the Patient Information Sheet.

· The PHN will hand out the “Notice of Privacy Practices Regarding Health Information” brochure and obtain a signature on the “Acknowledgement of Receipt of Notice of Privacy Practices Regarding Health Information.” (Appendix-F)

· The PHN will perform a baseline assessment. The assessment will be documented on the “Initial Assessment Form” and should include the following components to be used as a baseline for future reference:

· Description of general health

· Psychosocial status

· Vital Signs (blood pressure, pulse, and respirations) 

· Weight

· If physician orders were obtained prior to the initial visit, the PHN will discuss the following with the client regarding each physician-ordered medication.

· What the pill(s) looks like

· Why they are taking each medication

· Side effects

· Frequency and route of administration

The PHN will determine and document the client’s understanding of this information on the clinic visit flow sheet.

· The PHN will dispense the filled medication box(es) or administer the injection to the client and discuss when the next appointment should be scheduled (this will be based on court order, the physician’s order or recommendation, or the PHN’s assessment). If physician orders were not obtained prior to the initial visit, this step will occur as follow-up to the initial visit once the orders have been obtained.

3. Procedure for Administering Injections

· The most common injections to the PHC are Haldol, Prolixin, and B12.

· Haldol: use a 20-21 guage needle and administer it deep IM

· Prolixin: use a 20-21 guage needle and administer it IM or SQ

· B12: use a 20-25 guage needle and administer it IM

4. Follow-Up to the Initial Visit
· Once a signed Consent to Release Confidential Information form is obtained, the PHN will request medical records as appropriate from the client’s primary clinic(s). Once these records are received the PHN will review the records and file in the client’s chart.

· In the event that signed physician orders were not received prior to the initial visit, the PHN will obtain physician orders as soon as possible and fill the medication box(es) according to these orders. The PHN will inform the client when the medication orders have been received and medications have been set-up in the medication box(es). The client will then be responsible to schedule an appointment to discuss each medication as described above and receive their medication box(es). 

5. Subsequent PHC Visits

· The following options will be considered standard procedure for medication set-up for individual clients:

a. The PHN will fill one or two medication boxes for the client. This will provide the client with one or two weeks of medication. The appointments should be scheduled every one or two weeks as appropriate. The PHN will determine the frequency of visits based on court order, the physician’s orders/recommendations, or his/her own assessment of the client’s medication compliance and needs.

b. The medication box(es) will be filled one or two days prior to the clinic visit and will be stored in a locked medication cabinet in the clinic. The medication box(es) will be labeled with the client’s name and will be stored in an area of the cabinet clearly marked with the client’s name. Medications may also be filled at the visit with or without the client’s assistance.

· A flow sheet (Appendix-H) will be used as documentation at each clinic visit. The flow sheet will document medication compliance, dispensing of medications, administration as appropriate for injections, side effects, changes in health since the previous visit, vital signs as appropriate, previous and upcoming physician appointments, and the date of the next PHC visit. Communications or events that occur between visits will be documented on the most recent flow sheet in the progress notes.

· After assessment the PHN will report changes from baseline or abnormal findings to the primary or appropriate physician by phone, fax, or mail. Non-compliance with medications will be reported to the primary or appropriate physician on the first occurrence, at which time the PHN will compose a letter explaining the non-compliance and requesting information on what level of non-compliance is reportable to the physician for the individual client. The client, social worker, or emergency contact will be responsible for any follow-up with the physician.

· At the end of each clinic day or clinic appointment, the PHN will document on the PHC Log located in the Clinic filing cabinet.

· On an annual basis the following will be completed:

· Review the Patient Information Sheet and responsible party designee

· Have client sign new Consent to Release Information for all appropriate parties/facilities

· Redistribute Privacy brochure and obtain signature that brochure was given out

· Send medication list to each prescribing physician for signature

· Renew order for PHC service frequency and medication box change for orders received between clinic visits.
6. Maintenance of the Medication List & Dispensing Medications
· The medication list will be maintained (see “Medication List” section for more information) in the following manner:

· A copy of the new medication order may be faxed to the pharmacy, and the PHN will contact the pharmacy to obtain the new medication if necessary.

· The medication list will be faxed or mailed to each medication-prescribing physician for each client for approval and signature minimally every 12 months. This may be done more often as needed or as desired by the PHN for clarification when medication changes are frequent, or by the clinic/physician for an updated list of the client’s current medications being set-up.

· If a medication is discontinued, the prescription bottle will be labeled “discontinued” with date and PHN’s initials. The prescription bottle will be kept in the locked medication cabinet for one year and then discarded. If the medication is restarted within that year and the order is a match to the discontinued medication, the medication may be used for the new order with the physician’s permission.

· Medication Dispensing and Maintenance:

· Following each individual client PHC visit, the PHN will phone refill requests to the client’s pharmacy so that the medication refills can be obtained and the medication box(es) filled prior to the next PHC visit for that client. For medications that indicate no refills remain, the pharmacy will be responsible for faxing or phoning refill requests to the medical provider/clinic and will communicate the need for assistance from the PHN as necessary.

· Whenever medications are changed or added, the client will be educated on the following:

· What the pill(s) looks like

· Why they are taking each medication

· Side effects

· Frequency and route of administration
7. Attendance Policy

· Clients will be expected to attend the PHC according to the doctor’s orders for attendance frequency. Clients attending the PHC for medication set-up in medication boxes will be encouraged to come to the clinic as scheduled. However, if the client must miss a clinic appointment, the client or PHN should make every effort to initiate a telephone interview to complete the flow sheet. The PHN will notify the doctor, and based on the physician’s recommendations, the medications will be dispensed. If a client is consistently disregarding this policy after education is given, all appropriate parties (ie-MD, Social Worker) will be notified and the situation will be handled on a case-by-case basis. Need for continuation of services will be assessed.

8. Other Circumstances
· The PHN shall be notified of any admission to or discharge from a skilled medical care facility (ie-hospital, nursing home). With client consent the PHN will fax the most recent medication list on request to the provider/clinic or hospital. In addition, the PHN will work with the social worker, physician, and client to coordinate the resuming of PHC services following discharge. This will include obtaining information on any and all medication changes while hospitalized and obtaining a physician’s order to resume PHC services. The client will be responsible for scheduling an appointment with the PHN to resume services and receive their medications. The client must also make arrangements with the discharging facility to have enough medications until the next PHC appointment. 

· The PHN shall be notified of any expected absence from participation in the PHC services (ie-vacation) no later than at the appointment immediately preceding the intended absence and preferably before this. The PHN will obtain direction from the physician as to dispensing of the medication(s) via a telephone order.

· In the event that the PHC falls on a holiday or if the PHN is unavailable to perform the clinic services, the clinic will be rescheduled in advance to either a day prior or a day following the original date of the clinic. All regularly scheduled clients will be notified of the change. Medications will be set-up to assure that no doses are missed.

· Standing Orders: Once a standing order is obtained from a physician it is not necessary to renew it (ie-“Medication Changes Received After the Clinic Visit”).

· Medication boxes will be cleaned and relabeled PRN, between clients, and minimally once per year.

9. Blood Pressure Checks
· All requests for blood pressures checks on non-clinic days will be referred to either a clinic day or to the Public Health Supervisor as an intake. If the blood pressure check is viewed as an emergency, the client should be referred to their medical doctor or to call 911. See the policy/procedure pertaining to this walk-in clinical service.

10. Adult and Childhood Immunizations
· Requests for immunizations will be referred to the PHC, Immunization clinic, or to the Public Health Supervisor as an intake. See the policy/procedure pertaining to this walk-in clinical service.

11. Mantoux Tests
· See the policy/procedure pertaining to Mantoux Testing found in the Tuberculosis procedure.

12. Discharge
· Discharge planning will begin and be discussed at the initial intake visit. The PHN should research and present to the client all other options available to meet the client’s needs. 

· The client may be discharged from PHC services for any of the following reasons:

· The service is no longer needed (ie- the client’s condition has improved and he/she is able to administer and manage medications without the PHC services)

· Court order for medication set-up and/or injection has been fulfilled and the client demonstrates the ability to administer and manage medications properly without PHC services.

· The client has moved to another jurisdiction.

· The client’s health has declined to the point PHC services are no longer appropriate or similar services are being provided at a hospital/nursing home facility.

· The client receives services from a different source (ie- a pharmacy mails the medications to the client).

· The client has expired.

· Once the client is discharged, the following steps will be taken:

· The client will be officially notified of discharge by mail. A copy of the letter will be filed in the client’s chart. The letter should include information on how the client can obtain their remaining medications.

· The physician will be notified by mail that client has been discharged from services and the reason for discharge. The date and reason for discharge will be documented on the client’s most recent flow sheet.

· The chart will be routed to the appropriate agency staff to close the case and file the record.

· All of the client’s medications that remain unclaimed after 30 days will be discarded.

REFERENCES/LEGAL AUTHORITY:
POLICY TITLE:    

Wisconsin Well Woman Program (WWWP)

EFFECTIVE DATE:   

5/31/07 
DATE REVIEWED/REVISED:   6/20/12 
AUTHORIZED BY:   

Heidi Stewart, BSN, Health Officer /Director                                                                                                                                   
PURPOSE STATEMENT:  


To assure availability of WWWP services to residents of Pepin County; to assure WWWP activities and services are carried out in accordance with established program policies and procedures. 

POLICY:


Pepin County Health Department acts as the coordinating agency for WWWP. In carrying out activities related to WWWP, health department staff will follow the policies and procedures outlined in the Wisconsin Well Woman Program Policy and Procedures Manual found at: http://www.dhs.wisconsin.gov/womenshealth/wwwp/PolicyandProceduresManual.htm.

 Local coordinating agency responsibilities are described in chapter 2 of the manual, as well as in other locations throughout the document. 

PROCEDURE: 

Because the Wisconsin Division of Public Health (DPH) has created a Wisconsin Well Woman Policy and Procedures Manual, this local agency policy will simply highlight certain portions of that manual and reflect specific local information and data. Health Department staff, including the designated WWWP coordinator, will utilize the established DPH policies and procedures for all program operations.

Essential Treatment Plan: The essential treatment plan is maintained in a separate folder in the WWWP coordinator’s office. Components of the plan are outlined in Chapter 2 of the Wisconsin Well Women Policy  and Procedure Manual. 

Outreach, Recruitment, and Education: The designated local WWWP coordinator will be a public health nurse. This individual will be in charge of outreach, recruitment, and education activities aimed at enrolling, screening, and re-screening women who are eligible for the program. This will be accomplished through a targeted marketing approach that includes:

· Use of community assessment data

· A variety of outreach strategies, such as the media, attending local health fairs, poster/flier distribution, small group presentations, displays, and contact of individuals

· Encouraging local health care p

· Providers and the human services agency to identify and refer potentially eligible women in their patient population

· Utilizing promotional materials developed by DPH 

Client Enrollment Process: The WWWP coordinator will assure that all women enrolled in WWWP meet the eligibility criteria. This includes: women age 45-64 who have no health insurance, or insurance doesn’t cover screenings, or the woman is unable to pay the high deductibles and co-payments; and the income is at or below 250% of the federal poverty level. 

In order to enroll in WWWP, the client must:

1. Live in Wisconsin

2. Provide proof of age (birth certificate, driver’s license)

3. Provide proof of income (pay stub, tax forms). A woman without a documented income may use eligibility for other social service programs, such as food stamps, WIC, or unemployment insurance, as proof of eligibility. When no form of documentation is available, the woman may sign a statement of income.

4. Provide information about her insurance status.

5. Complete and sign the WWWP enrollment form found here:

S:\PUBLIC HEALTH\WWWP\Forms-Letters\WWWP Enrollment Form.pdf
Women must re-enroll in WWWP annually, so the local coordinator will maintain a tracking system to determine when women are due to re-enroll in the program. Enrollment forms will automatically be sent to women who are due. This reminder system will also include a tickler to allow the coordinator to alert women when they are due for screenings.

For women who are due for screenings and re-enrollment, the enrollment form will be sent along with the re-screening reminder letter and instructions.

Covered services: WWWP covers screening services for: breast cancer, cervical cancer, and staged assessment for multiple sclerosis. However, all medical services related to these areas may not be covered. See the WWWP Screening Guidelines and Covered Services document attached to the DPH policy manual for a complete listing of covered services. 

Wisconsin Well Women Medicaid (WWWMA)

WWWMA provides Medicaid coverage for certain women who have been diagnosed with and who need treatment for breast cancer, cervical cancer, or a precancerous cervical lesion and who are eligibile for WWWP. Chapter 7 and Appendix 9 of the WWWP Policy and Procedures Manual give specific details on client eligitbility for WWWMA as well as the WWP coordinator’s role in assisting with client enrollment in WWWMA and completing the WWWMA Determination Form (F-10075), available at: http://www.dhs.wisconsin.gov/forms/F1/F10075.pdf

Forms: It is important that when a woman goes to the health care provider for services she has the appropriate WWWP forms along with her. The following forms are necessary:

For breast cancer or cervical cancer screening:

· A copy of the completed enrollment form 

· Breast and Cervical Cancer Screening Activity Report (ARF) found here: 

 S:\PUBLIC HEALTH\WWWP\Forms-Letters\WWWP ARF.pdf
If cervical cancer screening was abnormal and the woman is returning for follow-up:

· A copy of the completed enrollment form 

· Cervical Cancer Diagnostic and Follow-up Report (DRF) found here: 

      S:\PUBLIC HEALTH\WWWP\Forms-Letters\WWWP DRF cervical.pdf
If breast cancer screening was abnormal and the woman is returning for follow-up:

· A copy of the completed enrollment form

· Breast Cancer Diagnostic and Follow-up Report (DRF) found here: 

S:\PUBLIC HEALTH\WWWP\Forms-Letters\WWWP DRF breast.pdf
Evaluation:

Client demographics, date of enrollment, date of initial screenings, and dates of re-screening and diagnosis are entered into an agency database. The number of Pepin County women ages 35-64 years old who received screening services through WWWP will be determined at the end of each calendar year to determine if the agency met the Consolidated Contract Grant objective set forth by the Wisconsin Division of Public Health. The priority population for mammography services is women ages 50-64; a minimum of 75% of all mammograms should be provided to women in this age group. The priority for cervical cancer screening services is women between the ages of 35-64 who have never been screened or have not been screened in the past five years. 20% of all cervical cancer screenings should be provided to women in this age group.

EVALUATION:

Client demographics, date of enrollment, date of initial screenings, and dates of re-screening and diagnosis are entered into an agency data base. The number of Pepin County women ages 35-64 years old who received screening services through WWWP will be determined at the end of each calendar year to determine if the agency met the Consolidated Contract Grant objective set forth by the Wisconsin Division of Public Health. The priority population for mammography services is women ages 50-64; a minimum of 75% of all mammograms should be provided to women in this age group. The priority for cervical cancer screening services is women between the ages of 35-64 who have never been screened or have not been screened in the past five years. 20% of all cervical cancer screenings should be provided to women in this age group. 

REFERENCES/LEGAL AUTHORITY:   

· http://www.dhs.wisconsin.gov/womenshealth/wwwp/
· Wisconsin State Statute 255.06 Well Woman Program
POLICY TITLE:    

Communicable Disease Investigation and Control

EFFECTIVE DATE:   

12/19/07 
DATE REVIEWED/REVISED:    07/02/12 
AUTHORIZED BY:   

Heidi Stewart, BSN, Health Officer / Director                                                                                                                      
PURPOSE STATEMENT:  


1. To assure early detection of, and effective response to communicable disease.

2. To reduce incidence of communicable diseases including food borne, waterborne, and vaccine preventable diseases.

3. To provide epidemiological follow-up on all reportable communicable disease

4. To provide education on communicable disease prevention to individuals and the community.

5. To observe and report trends on communicable disease.

6. To recognize when a communicable disease event rises to the level of a public health emergency and triggers the Public Health Emergency Plan (PHEP). 

POLICY:


In collaboration with the Communicable Disease Section of the Wisconsin Division of Public 

Health, Pepin County Health Department executes the requirements described in Chapter 252 

Wisconsin Statutes regarding the reporting, surveillance, and control of communicable diseases. 

These responsibilities are accomplished through the cooperative efforts of hospital infection 

control personnel, health care providers, local health departments, and the Wisconsin State 

Laboratory of Hygiene. 

PROCEDURE: 

Pepin County Health Department encompasses both passive disease surveillance (from provider reports) and active disease surveillance (initiating contact to search for possible cases). Pepin County Health Department maintains a surveillance system that is compatible with the statewide system, including:

· Maintaining a supply of current communicable disease report forms (DOH 44151);

· Supporting training of staff to accurately and efficiently use of the Wisconsin Electronic Disease Surveillance System ( WEDSS);

· Receiving, evaluating, data entering, and transmitting completed reports to the state epidemiologist via paper or the preferred method of WEDSS;

· Investigating each communicable disease reported to gather epidemiologic and laboratory data for local, state, and national surveillance;

· Conducting a detailed follow-up as noted in the Control of Communicable Diseases Manual, current edition, to prevent future cases, identify the etiologic agent, and identify the mode of transmission;

· Consulting with the state epidemiologist or other Division of Public Health staff whenever any unusual circumstances occur or to help answer questions;

· Implementing control measures for specific diseases consistent with measures recommended by the state epidemiologist;

· Consulting with the Health Officer to determine when an outbreak rises to the level of a public health emergency requiring activation of the Public Health Emergency Plan (PHEP).  Activation of the PHEP should be considered when:

· The situation is urgent in nature.

· Staff’s daily work must be redirected to address the situation.

· An interdisciplinary response is needed (environmental health, health educators, nurses, etc.).

· The response will last more than one day.

Disease Outbreaks or Clusters
1. Alert the Health Officer to situations involving an unusual number of cases of a particular illness occurring in a given timeframe or geographical location.

2. Verify the diagnoses of individuals affected by the outbreak and establish the actual existence of the outbreak or epidemic.

3. Contact the Wisconsin Division of Public Health, Regional Western Office to advise them of the situation.  The regional office will inform the central office in Madison of the outbreak.  The Division of Public Health will then offer guidance regarding what steps to take next, what lab specimens to collect, what forms to complete, etc.

4. In consultation with the management team, determine whether the Public Health Emergency Plan (PHEP) should be activated.  Keep in mind the triggers listed above.

5. Contact local health care providers to inform them of the outbreak situation.

6. Follow the instructions of the Division of Public Health in implementing control measures.  Collect and submit lab specimens as directed and as authorized by the Pepin County Health Department Public Health Program Standing Orders.

7. Prepare and submit an outbreak investigation report in collaboration with the Division of Public Health.

8. The cost of the investigation is the responsibility of the Pepin County Health Department.  The Division of Public Health will assume the costs of having their staff on site, if needed.

9. Activate the Public Health Emergency Plan when instructed by the Health Officer.

10. Contact the Western Wisconsin Consortium to update them and request assistance, if necessary.

Single Case Communicable Disease Follow-Up
1) Upon diagnosis of a reportable communicable disease (see back of DOH 44151 for a complete list of reportable diseases), the clinic/lab/provider will complete the DOH 44151 and send it to Pepin County Health Department or complete the information in WEDSS and submit it electronically to the Pepin County Health Department.

2) The DOH 44151 will be given to the Health Officer for review.  Case follow-up will be delegated to a public health nurse (PHN). If received electronically the director or designated local WEDSS system administrator will assign the case to a PHN. 
3) If the lab/clinic/provider calls with a report and does not send a DOH 44151, health department staff will enter the data into WEDSS. Category I suspect or diagnosed reportable diseases and conditions must be reported by the lab/clinic/provider immediately by phone or in person. Category I case report forms must be submitted by mail or electronically within 24 hours.

4) Using the EPINET and Control of Communicable Diseases Manual, the nurse will read the information available about the particular disease and complete any additional required forms.  If additional paper forms are required, they will be found in the EPINET. The required forms for each disease incident are already formatted into WEDSS and can be filled out electronically.

5) After gathering this information, the nurse will call the affected individual or parent/guardian.  Any information still needed to complete required forms will be obtained at this time.

6) The nurse will contact the individual as soon as possible following receipt of the report of illness.  The individual will be instructed regarding treatment, prevention and the potential source of the infection.  Any questions the individual may have will be addressed.  It is often helpful to send the client a copy of the Wisconsin DHFS communicable disease fact sheet for the specific disease.

7) If the nurse is unable to reach the client by phone, contact will be initiated via mail.  If the client does not respond after two written letters to the client, all paperwork will be submitted to the Division of Public Health Communicable Disease section and the case will be closed.  Several attempts will also be made via phone calls at different times of the day.

8) If unable to submit data electronically via the WEDSS Reporter,  paperwork will be submitted via mail to the address below or by fax to the Bureau of Communicable Disease individual program fax number (“CONFIDENTIAL” will be typed on the envelope/fax face sheet):

Wisconsin Division of Public Health

Communicable Disease Section

1 West Wilson Street, Room 318

Madison, WI 53702  

FAX: (608)-261-4976

9) If Pepin County Health Department receives a higher than usual number of reports for a given disease, enhanced surveillance will be initiated to determine if the cases are related.  

10) In accordance with Wisconsin Statute 252.05(11), any violation of communicable disease reporting by physicians or other health care providers will be reported to the Pepin County District Attorney’s Office.

11) Department of Health 44151 and other paper documentation will be stored for 7 years following date of report,after which records will be destroyed by shredding. Reports received and completed electronically via the Wisconsin Electronic Disease Surveillance System (WEDSS) will be stored through the Public Health Information Network (PHIN) and their policies. If the 44151 and other paper documentation are electronically scanned into WEDSS, it does not need to be stored at the department.

EVALUATION:

Quarterly and annual statistics of reported diseases will be reviewed, analyzed, and provided to the Health and Human Services Committee.  Program will be assessed annually for necessary procedural changes.

REFERENCES/LEGAL AUTHORITY:   
 

· Control of Communicable Diseases Manual (current edition)

· Red Book (current edition)

· EpiNet Manual, State of Wisconsin, Department of Health and Family Services, EpiNet guidelines can be found under “Information for Health Professionals” on each disease page listed at the Communicable Disease Subject A-Z Index at: http://www.dhs.wisconsin.gov/communicable/index.htm
· Packaging Clinical Laboratory Samples for Domestic Transport (current guidelines)

· WEDSS Reporter: https://wedss.wisconsin.gov/webvcmr/pages/login/login.aspx Wisconsin
· Administrative Code Chapter 145
· Chapter 252 Wisconsin Statutes
POLICY TITLE:    

Infection Control and Prevention 

EFFECTIVE DATE:   

07/16/09

DATE REVIEWED/REVISED:   07/02/12 

AUTHORIZED BY:   

Heidi Stewart, BSN, Health Officer / Director                                                                                                                                    

PURPOSE STATEMENT:  


To assure prompt, complete, and uniform follow-up of all incidents involving exposure to blood, body fluids, and other potentially infectious materials. To facilitate recommended testing of individuals involved in such incidents and allow for proper medical management and if necessary, treatment. 

POLICY:


Pepin County Health Department employees will be assured prompt and complete follow-up of blood/body fluid exposures. Guidelines recommended by the Centers for Disease Control and Prevention (CDC) for the prevention of the spread of HIV, Hepatitis B, and Hepatitis C will be followed when conducting follow-up of exposure to blood and/or body fluids. CDC publications guide the health department director in providing this follow-up and assure all necessary steps are taken for the protection of the exposed individual. 

PROCEDURE:




An exposure that might place an employee at risk for Hepatitis B, Hepatitis C, or HIV infection is defined as a percutaneous injury (e.g., a needle stick or cut with a sharp object) or contact of mucous membrane or non-intact skin (e.g., exposed skin that is chapped, abraded, or afflicted with dermatitis) with blood, tissue, or other body fluids that are potentially infectious.

Any exposure to blood, body fluids, or other potentially infectious material will be immediately reported to the health department director.  Evaluation of each exposure incident shall be consistent with the Exposure Control Plan, using the Employee Bloodborne Incident Report. The incident report can be found here: S:\PUBLIC HEALTH\Updated Policies and Procedures 2012\Communicable Disease\Blood and Body Fluid Policy Forms\Bloodbborne Incident Report.doc. The health department director or his/her designee, along with the Safety Department Director will assist the exposed individual in setting up an appointment with a health care provider within 24 hours. The health department director will assure that current CDC recommendations are followed.

The following are recommendations for follow-up.  The health care provider seen by the exposed individual will be responsible for ordering and administering medications/treatment.  The health care provider is required to provide a written opinion regarding testing and prophylaxis within 14 days.

Hepatitis B Virus Post-Exposure Management

1. Source of exposure is known to be HbsAg positive and the exposed person has not completed vaccination:

A. Hepatitis B vaccination should be initiated.

B. A single dose of HBIG (0.06 ml/kg) should be administered as soon as possible after the exposure and within 24 hours, if possible.

C. A and B can be administered simultaneously in separate sites.

D. Complete Hepatitis B vaccination as scheduled.

2. Source of exposure is known to be HbsAg positive and the exposed person has been vaccinated against Hepatitis B:

A. The exposed person’s immunity to Hepatitis B should be tested unless an adequate level was found upon testing in the last 24 months.

B. If the immunity is adequate, no treatment is necessary.

C. If the immunity is inadequate, a booster dose of Hepatitis B vaccine should be administered.

D. If the exposed person is known to have not responded to the primary series of Hepatitis B vaccine, he or she should receive either a single dose of HBIG and a dose of Hepatitis B vaccine as soon as possible after exposure, or two doses of HBIG (0.06 ml/kg), one as soon as possible after exposure and the second one month later.  The latter treatment is preferred for persons who have not responded to at least four doses of Hepatitis B vaccine.

3. Source of exposure is known to be HbsAg negative and the exposed person has not been vaccinated or has not completed the vaccine series:

A. If the exposed person has had no Hepatitis B vaccinations, the series should be started within 7 days of exposure and completed as usual.

B. If the exposed person has started the series, vaccination should be completed as scheduled.

4. Source of exposure is unknown or unavailable for testing and exposed person has not been vaccinated or has not completed the vaccine series:

A. Follow A and B in #3 above.

B. If source is known to be high risk, follow A-D in #1 above.

5. Source of exposure is unknown or unavailable for testing and the exposed person has been vaccinated and immunity status is known:

A. If exposed person is known to have had adequate response, no treatment is necessary.

B. If exposed person is known not to have responded to the vaccine, follow D in #2 above.

6. Source of exposure is unknown or unavailable for testing and the exposed person’s immunity status in unknown:

A. The exposed person’s immunity to Hepatitis B should be tested.

B. If the exposed person is immune, no treatment is necessary.

C. If the exposed person has inadequate immunity to Hepatitis B, a standard booster of the vaccine should be administered.

NOTE: Adequate antibody level is >10 mlU/ml.

Hepatitis C Virus Post-Exposure Management

1. For the source, perform testing for anti-HCV.

2. For the person exposed to an HCV-positive source:

· perform baseline testing for anti-HCV and ALT activity; and

· perform follow-up testing (e.g., at 4-6 months) for anti-HCV and ALT activity (if earlier diagnosis of HCV infection is desired, testing for HCV RNA may be performed at 4-6 weeks).

Human Immunodeficiency Virus (HIV) Post-Exposure Management

For any exposure to a source individual who has AIDS, who is found to be positive for HIV infection, or who refuses testing, the exposed person should be counseled by his/her health care provider regarding the risk of infection.  The exposed person should be evaluated clinically and serologically for evidence of HIV infection as soon as possible after the exposure.

The exposed person should be advised to report and seek medical attention for any acute febrile illness that occurs within 2 weeks after exposure.  Such an illness, particularly one characterized by fever, rash, or lymphadenopathy, may be indicative of recent HIV infection.

Following the initial test at the time of exposure, sero-negative exposed persons should be retested 6 weeks, 12 weeks, and 6 months after exposure to determine whether transmission has occurred.  During this follow-up period, exposed persons should follow precautions recommended for preventing transmission of HIV to others.  This includes refraining from blood donation and using appropriate protection during sexual intercourse.  The health department director will be responsible for reminding the employee of the timeline for testing.

If the source individual is available for testing, consents to a test, and is sero-negative, follow-up testing of the exposed person is not necessary.

If the source individual cannot be identified, decisions regarding appropriate follow-up should be individualized.  Serologic testing will be made available to all exposed persons who may be concerned they have been infected with HIV through significant exposure.

If the source individual is identified but refuses to be tested, the exposed person should be tested at the time of exposure and retested 6 weeks, 12 weeks, and 6 months after exposure.  In some circumstances HIV testing can be completed without the source person’s consent.  When a health care professional or other affected person* is significantly exposed while performing his/her duties** testing may occur without consent if all of the following apply:

· Affected person was using universal precautions, (exception is if using universal precautions would have endangered the life of the individual);

· A physician certifies in writing that a significant exposure occurred;

· The affected person submits to a test;

· Except in situations listed below, a test is performed on blood drawn for another purpose:

· The individual, if capable, has been given the opportunity to consent and refused;

· The individual is informed that their blood will be tested for HIV; and

· Results are disclosed only to the affected individual.

*Other affected Persons include:

· EMT

· First responder

· Fire fighter

· Peace officer

· Correctional officer

· State patrol officer

· Jailer/keeper of a jail

· Person who is employed at a secured facility

** Exposed under the following circumstances:

· Providing care or services

· Searching or arresting an individual

· Controlling or transferring an individual in custody

· Handling or processing specimens

NOTE: If blood of the source individual is unavailable for testing, the affected person may request the District Attorney to apply to the circuit court to order the individual to submit to a test and have results disclosed to the affected person.  A hearing must be set within 20 days of the request.  If probable cause is found that the affected person was significantly exposed, the court must order the source individual to submit to testing.  The health care provider ordering the test may only disclose the results to the affected person and his/her health care provider.  If the affected individual knows the identity of the source person, he or she cannot disclose the test results to anyone else [Wisconsin Statute 252.15(2)7].

High Risk Exposure – Resource for Clinicians

In the event that an exposure is determined to be high risk by a clinician, he/she can call the CDC Hotline for Occupational Bloodborne Exposures at 888-HIV-4911.  Overuse of HIV prophylaxis in the occupational setting is a significant issue.  All prophylactic medications have great potential for serious adverse reactions.  Explain the situation to the hotline’s clinical specialist and they will make recommendations regarding prophylaxis.  

Refusal of Blood Test by Exposed Individual

Any individual who has been exposed to blood, body fluids, or other potentially infectious material and refuses any follow-up testing and evaluation must sign the Blood Test Declination for Employees Exposed to Potentially Infections Material.

EVALUATION: 

Any exposure to blood, body fluids, or other potentially infectious material will be immediately reported to the health department director.  Evaluation of each exposure incident shall be consistent with the Exposure Control Plan, using the Employee Bloodborne Incident Report.  The health department director or his/her designee will assist the exposed individual in setting up an appointment with a health care provider within 24 hours.  Utilizing Aspirus Occupational Health will be strongly encouraged to assure that rapid HIV antibody testing can be done.  Hepatitis C and HIV testing may also be conducted through the health department.  The health department director will assure that current CDC recommendations are followed.

REFERENCES/LEGAL AUTHORITY:   


· Infection Control Manual

· EpiNet Manual, State of Wisconsin, Department of Health and Family Services, EpiNet guidelines can be found under “Information for Health Professionals” on each disease page listed at the Communicable Disease Subject A-Z Index at: http://www.dhs.wisconsin.gov/communicable/index.htm
· MMWR, June 29, 2001, Volume 50, No. RR-11: Updated U.S. Public Health Service Guidelines for the Management of Occupational Exposures to HBV, HCV, and HIV and Recommendations for Postexposure Prophylaxis

· Wiscsonsin Administrative Code Chapter 145

· Chapter 252 Wisconsin Statutes 

POLICY TITLE:    

Rabies Prevention and Control


EFFECTIVE DATE:   

1/5/10 
DATE REVIEWED/REVISED:    7/2/12 
AUTHORIZED BY:   

Heidi Stewart, BSN, Health Officer / Director                                                                                                                                   
PURPOSE STATEMENT:  

To protect Pepin County residents from exposure to rabies; to investigate all occurrences with possible human exposure to rabies and facilitate proper response (medical care, prophylactic rabies treatment; quarantine, euthanization, etc.). 
POLICY:


Pepin County Health Department will coordinate an effective rabies control response to all suspect human exposures. 

PROCEDURE: 

Physicians and Medical Community:

· Administer treatment to bite victims. Exposure is defined in rabies flowchart found here: http://www.dhs.wisconsin.gov/communicable/rabies/RabiesAlgorithm/Index.htm.

· Determine if rabies post-exposure prophylaxis is recommended. 

· Contact the appropriate county dispatch as soon as possible after a potential rabies exposure.

· If you treat the bite victim or submit animal for testing, notify the bite victim of the animal testing results.

Pepin County Dispatch:

· Contact law enforcement for bite complaints via phone or fax and provide details of the bite incident reported

Law Enforcement Officer:

· Conduct initial investigation of all animal bites and complaints.

· Complete order of quarantine, including date of final examination at the end of quarantine. See Health Officer for order of quarantine forms. 

· Issue rabies control report and ensure quarantine compliance and veterinary care within 24 hours of incident or notification of incident.

· If owner is noncompliant, take measures to ensure compliance.

· Consult with health department for fee-exempt testing.

· Consult with veterinarians and physicians.

· Provide education on animal bites, rabies and quarantines to animal owner.

· Assist in animal euthanasia when necessary.

· Transport animals to quarantine facility as necessary.

Owner of animal (defined as any person who owns, harbors, keeps or controls and animal.)

· Immunize all animals as appropriate and keep a valid vaccination certificate.

· License animals

· Deliver animal to quarantine facility if required by order of quarantine

· Pay for fees associated with, but not limited to, treatment or examination by veterinarian, quarantine in isolation facility, euthanasia fees and preparation of specimens for testing

· Comply with quarantine order issued by law enforcement officer.

Quarantine Facility:

· House quarantined animals in a segregated area during observation period

· Prevent animal contact with the general public during quarantine period

· Ensure veterinary observations are completed as appropriate

· Bill animal owners for quarantine costs

· Euthanize animals as appropriate

Veterinarians:

· Vaccinate and maintain vaccination records for individual animals and respond to inquiries from public health, humane officers or law enforcement about vaccination status of a particular animal

· If an owner presents an animal that has bitten a person, contact the appropriate county dispatch as soon as possible. Do not vaccinate or euthanize until the quarantine period expires.

· Examine animal and quarantine as necessary.

· Consult with Health Department and county humane officers as necessary.

· If animal is to be euthanized for rabies testing, request fee-exempt testing from the health department using fee-exempt status form, or by telephone contact. Fee-exempt testing may be granted if the animal is severely injured or extraordinarily vicious, and owner consents to euthanize the animal for the test.

· Prepare and submit specimens to the State of Lab Hygiene.

· Examine quarantined animal three times (or fewer as appropriate), sign rabies control report certifying that the animal exhibited no signs of rabies and forward to issuing officer.

· Notify the legal authority that issued the rabies control report immediately if animal owner does not report to the obligatory second and third animal examinations. 

· Return signed rabies control report forms to the health department within 2 days of the final examination

· Upon completion of quarantine, vaccinate animal if necessary

· Notify the bite victim of the lab results if you submit an animal to the State Lab of Hygiene for rabies testing

Health Department:

· Receive order of quarantine and incident report from law enforcement

· Conduct initial public health investigation of all animal bits and complaints

· Consult with bite victims, veterinarians, physicians and law enforcement officers

· Provide education on animal bites, rabies and quarantines to animal owners

· Approve fee-exempt testing at State of Lab Hygiene (WSLH), consult with WSLH and Division of Health (DOH) personnel

· If owner is noncompliant, take measures to ensure compliance

· Maintain a list of contacts at WSLH, DPH, and other local health departments

· Complete and enter rabies control reports into database, retain and file hard copies

Corporation Counsel/District Attorney:

· Prosecute non-compliance with enforcement orders issued by humane officers as per Ch.95.21.

· Ensure appropriate use of dog license fund

· Initiate legal action against animal owners who fail to reimburse county for expenses paid to keep the animal in an isolation facility, supervision and examination ad the fee for the laboratory examination

County Clerk:

· When an animal involved in a bite incident has no owner, pay from the dog license fund expenses incurred in connection with keeping the animal in an isolation facility, supervision and examination of the animal by a veterinarian, preparation of the carcasses for laboratory examination and the fee for the laboratory examination 

Note: Owners of animals are responsible for all expenses incurred during quarantine according to Chapter 95 (Section 95.21, 2h) of the Wisconsin Statutes. This is true even if the victim was on the owner’s property when bitten. If the animal involved has no owner, the fees will be paid from the dog license fund. Non-compliance will be entered by the Pepin County Corporation Counsel/District Attorney. Legal action will be initiated against animal owners who fail to pay fees related to Order of Quarantine. 

WSLH rabies requisition sheet can be found here:

http://www.slh.wisc.edu/home/images/rabiesrequisitionsheet.pdf
More information on rabies can be found here:

http://www.dhs.wisconsin.gov/communicable/rabies/index.htm
A link with further information at the CDC morbidity and mortality weekly report can be located at:

http://www.cdc.gov/mmwr/
EVALUATION:

Rabies partners will be updated annually on rabies prevention protocols, roles and responsibilities. A meeting will be convened if there are changes to protocols.

REFERENCES/LEGAL AUTHORITY:

· Ch. 94.21 Stats. – Animal Health

· Ch 254.51(5) Stats. – Environmental Health: Powers and Duties

· Ch. 59.23 Stats – Counties: Clerk

· Ch. 173 Stats. – Animals: Humane Officers

· Ch. 174 Stats. – Dogs

· Ch. ATCP 13 – Local Rabies Control Programs 

POLICY TITLE:    

TB – Accessing Services

EFFECTIVE DATE:   

3/30/09 
DATE REVIEWED/REVISED:    7/16/12 
AUTHORIZED BY:   

Heidi Stewart, BSN, Health Officer / Director                                                                                                                               

PURPOSE STATEMENT:  


1. To ensure accurate and timely reporting of TB suspects and cases of active disease. 

2. To ensure that all persons affected by tuberculosis receive the services they need. 

3. To prevent the spread of TB.  

POLICY:


The Pepin County Health Department will assure immediate reporting of all suspect and active cases of tuberculosis according to Wisconsin Statute 252.07 and Wisconsin Administrative Code HFS 145.04.  Public health staff will assure that case finding, diagnosis, and treatment of suspect or confirmed active tuberculosis disease are carried out according to protocols established by the Centers for Disease Control and Prevention and the State TB Program.  Pepin County Health Department will promote accurate identification and treatment of latent tuberculosis infection, and will foster accessibility to all services and resources for those who are affected by tuberculosis.

PROCEDURE: 




      Persons with Suspect or Confirmed Active TB Disease

1. Reporting a person who is a suspect or confirmed case of active TB disease:

a. Refer to other agency policies regarding the need for isolation or 

    confinement, and for source case investigation instructions.

b. Evaluate all data elements when a DPH 4151 (Acute and Communicable 

    Disease Report) is received from a health care provider.  Complete any  

    missing data.

c. Complete a DPH  44151 when a verbal/phone report of a person with  

    suspect or active TB disease is received.

d. Access and document all available information regarding the person and 

    report the case to the state TB program immediately (608-266-9692).  

e. Send the DPH 44151 within 24 hours to the state TB program.  It can be 

    faxed instead to (608) 266-0049.  Faxing the form will satisfy the immediate 

    reporting requirement and the  44151 mailing requirement.  If TB is later 

    ruled out, communicate that fact to the state TB program. The case should also be    entered into Wisconsin Electronic Disease Surveillance System (WEDSS), and paper forms can be scanned into the electronic filing cabinet for the case in WEDSS.

     f. All forms required for reporting and documentation can be found at:  

         www.dhfs.state.wi.us/dph_bcd/TB. 

2. Ordering medications for persons who are suspects or confirmed cases, contacts to an active case, a child age four or under, or a youth age five or older that a physician has placed on window prophylaxis:

a. Facilitate a medial evaluation for the client.  If the attending health care provider does not have the most current information on treating active disease, provide resources.  Contact the state TB program (608-266-9692) if the health care provider could benefit from consultation.

b. Fax the blank DHP 44000 (attached) to the health care provider if they do not have one, and provide any necessary instructions.  Medication protocols approved by the American Thoracic Society are printed on page two of the DPH 44000.  Pages three and four provide instructions.

c. Obtain prescription and take the following actions:

· Compare the regimen prescribed to the approved regimens and 

                        note any variations.

· Review the DPH 44000 and address any discrepancies.

· Contact the health care provider as needed to clarify orders.

· Phone the TB program at (608) 266-9692 with any questions.

d. Fax page one of the completed DPH  44000 with the signed prescriptions on it to the state TB program (608-266-0049), and alert the TB program staff by phone (608-266-9692) that you are sending a request.

e. In special circumstances, medications can be filled locally in order to secure them more quickly.  These circumstances include the following:

· A close contact to an active case with a newly positive TB skin test  

      who also has a high-risk medical condition.

· A contact to a case who is a young child or is HIV positive or has  

      another high-risk medical condition that results in being  

      immunosuppressed, regardless of their skin test results.

· A contact who is five or older but a physician has made a medical 

      determination that window prophylaxis is needed.

f. The state TB program will send a fax providing a client identification number and authorizing pharmacy billing and TB program payment for the medications.

g. Supply the local pharmacy with the prescriptions.  Also provide them with the TB Program authorization with the client ID number and billing instructions (attached).

3. Receiving and picking up medications:

a. Go to the pharmacy and pick up the medications dispensed for the client, acting as an agent of the client.  

b. Deliver medications to the client, assessing the client according to the “Tuberculosis Screening and Follow Up” policy/procedure.

c. Educate the client/family regarding TB and the importance of adherence and completion of therapy.

d. Assess for the need for directly observed therapy (DOT).

e. Assess all clients throughout therapy for: risk factors for adverse reactions, occurrence of adverse reactions, medication efficacy, side effects, adherence to regimen, and overall effect of treatment on the individual and family.

f. If medications are obtained through a local pharmacy, arrange for monthly refills throughout therapy.

g. Inform the state TB program of any changes in the client’s medication therapy.

4. Closing out a suspect of active disease after disease is ruled out:

a. Notify the TB program by phone (608-266-9692) when a suspect of active disease is confirmed as not having TB disease.

b. Continue the procedure for treating persons with LTBI for the suspect who turns out to have infection.  Submit the DPH  44125 Follow Up on Therapy (attached) when this person has completed therapy, transferred out of state, etc. or complete the TB Med Follow-up tab for this case in WEDSS  See the “Tuberculosis Screening and Follow Up” policy/procedure for forms.

5. Notify the TB program by phone (608-266-9692) as soon as you learn that any person with active TB or LTBI is moving out of your jurisdiction.

a. Report the following information:

· Client’s new address and phone number,

· The date the person is relocating,

· Any medication needs prior to client’s move.

b. Receive name, address, and phone number of appropriate new health department for that address from the TB program.

c. Refer client for continuing care.

d. Gather relevant documentation to forward to the new health department, such as:

· Culture results

· Physician’s notes

· Chest x-ray impression, skin test dates, and results

· Sensitivity results

e. Write a summary letter to mail or fax to the new health department, along with the following:

· Demographic data and any “tips” needed to locate the person;

· Things that have worked well for the person;

· Information about treatment adherence, culture, family, 

      psychosocial issues;

· Side effects or adverse reactions;

· Follow up medical appointments.

f. Phone the new health department and provide verbal referral.

g. Handle medications that have not yet been administered or delivered according to the following criteria:

Within the State of Wisconsin:

· Patient may take the bottle they are currently using.

· Send any undelivered bottles to the new health department.

To other states and international locations:

· Patient may take the bottle they are currently using and one additional  

      bottle.

· Do NOT send any medications out of the state of Wisconsin.

Document handling of medications in the client’s record.

h. Provide the patient with copies of information forwarded to the new health department.

i. Instruct the patient to make contact with the new health department upon arrival and provide him/her with the name and phone number of the person to contact.

j. For persons moving out of state, phone the TB program to facilitate a smooth transition and use the following criteria:

Persons with active disease

· Request that the TB program do an interstate transfer.

· Send a copy of a summary letter addressed to the receiving health 

      department to the TB program.  Keep a copy for our records.

Persons with LTBI

· Follow identical process for persons with active disease related to 

      medication handling, as well as calling and sending (or faxing) the  

      clinical information. Complete documentation in WEDSS.

· Complete and submit a DOH 4125, Follow Up on Therapy form to the 

      state TB program or complete the TB Med Follow-up Tab in WEDSS.

k. Phone the TB program for guidance with referring persons with active disease or LTBI for continuing care if they are migrating from state to state within the U.S. or to and from Mexico.

l. For persons moving out of the U.S., phone the TB program to facilitate a smooth transition.

Persons with Latent TB Infection (LTBI)

1.  Reporting:

a. Persons who have LTBI and are not at high risk for suddenly breaking down with disease are not ordinarily a threat to the public.  They do not need to be reported to the public health department.

b. Ensure that a chest x-ray is obtained for clients you become aware of with a positive skin test so TB can be ruled out promptly.  Call the TB program at 608-266-9692 if there are funding issues.

c. Advocate for the client with the health care provider if treatment for LTBI is appropriate.

2. Initiating services and ordering medications for a person with LTBI:

a. Facilitate a medical evaluation and a prescription from a health care provider to begin medication therapy.  Provide resources as needed.  Contact the state TB program (608-266-9692) if the health care provider wishes to consult with another medical provider regarding treatment decisions.

b. Fax the DPH  44000 (attached) to the health care provider if needed and provide any needed instructions.  Approved medication protocols are on page two of the DPH  44000.

c. Have the health care provider complete and fax the DPH  44000 to the state TB program.  The health care provider could simply fax the prescriptions to the TB program while public health staff completes the DPH  44000.

d. Be sure all data elements of the DPH  44000 are completed.

e. Fax page one of the DPH  44000 to the state TB program (608-266-0049).  A fax of the original signature is equivalent to an original signature. 

f. The state TB program will start a case in WEDSS  indicating that the DPH  44000 has been processed and the medications are on their way to the health department.

g. Medications will be received 1-2 weeks after the TB program receives the request.

· If the medications do not arrive promptly, check with the TB 

      program to be sure all needed information has been received and 

      processed.

h. A local pharmacy may be used for medications for treatment of LTBI.  

i. Place all medications in a locked cabinet and deliver to the client as scheduled.

j. Arrange for medication refills throughout therapy.  Order medication refills from the state TB program by completing the refill request form (DOH  44126) at least one month in advance or request refills using the preferred method of WEDSS, by completing the TB Med Refill tab on the case incident in WEDSS.

3. Establishing care and monitoring for the client with LTBI:

a. See “Tuberculosis Screening and Follow-Up” policy/procedure.

4. Closing out the case of the person with LTBI with the TB program:

a. Submit the DPH  44125 when therapy is complete or use the preferred method of completing the TB Med Follow-up tab in the case incident in WEDSS.   See “Tuberculosis Screening and Follow-Up” policy/procedure.

Persons with special reporting requirements and needs (e.g. immigrants, refugees, K1 fiancés, etc.)

1. These individuals require prompt follow up because:

a. The overseas chest x-ray, sputum evaluation, and decision about their possibility of being infectious may have been done quite a while ago and may no longer reflect their current tuberculosis status.

b. There is great potential for persons to become infectious during their travels, even though they may have been considered non-infectious when they were evaluated in their home country.  The process of coming to the United States may have been long, stressful, and unhealthy and medication therapy may not have been taken even if it was prescribed/indicated.

c. No skin testing is done during the process of coming to the United States.

2. The health department may receive information about an immigrant or refugee with tuberculosis disease or infection in one of the following common manners:

a. A letter or new WEDSS incident from the state TB program arrives with enclosed information from the CDC Division of Quarantine or another state’s health department.  This letter describes the role of the health department with emphasis on:

· Securing the medical evaluation for the client to rule out active 

      disease and/or begin treatment for disease or infection, and

· Returning the Report on Alien with Tuberculosis, CDC 75.17 form, 

      to the state TB program to complete the reporting requirements.

b. A client may walk into the health department with a need for follow up related to TB infection or disease.

3. Classifications of immigrants and refugees related to their TB evaluations prior to coming to the U.S.:

· The primary role of the health department with each of these categories of persons is to apply and read a TB skin test and facilitate prompt medical evaluation.

a. Locate the client on the table on the following page when you receive a Report on Alien with Tuberculosis form (B1 or B2 “yellow form”) and the packet of information from the TB program.  It is possible that the person may have become infectious between the time they left their home country and the time they arrived in Wisconsin.

b. Secure interpreters when needed.

c. Provide a TB skin test and facilitate a medical evaluation as soon as possible.

d. Facilitate application for medical assistance for those believed to be eligible.  See attached “Medical Assistance Benefits for Persons with Tuberculosis” for more information.  Migrant workers have the same right to MA as all U.S. citizens.

             Those ineligible for TB MA, may qualify for the Pepin County TB Dispensary Services
EVALUATION: 

REFERENCES/LEGAL AUTHORITY:   


· Wisconsin Statutes 252.07(8) and 252.07(9)

· Wisconsin Administrative Code HFS 145.05.

· Tuberculosis Screening and Follow Up

- Conducting a Comprehensive Contact and Source Case Investigation

- Confinement

- Isolation

- Directly Observed Therapy

POLICY TITLE:    

TB – Confinement

EFFECTIVE DATE:   

3/30/09 
DATE REVIEWED/REVISED:    7/16/12 
AUTHORIZED BY:   

Heidi Stewart, BSN, Health Officer / Director                                                                                                                               

PURPOSE STATEMENT:  


1. To provide for the legal confinement of persons who are known or thought to have infectious or high-risk tuberculosis who do not voluntarily adhere to isolation/airborne precautions, refuse medical evaluation, or refuse to follow a medical treatment regimen and pose a substantial threat or potential threat to themselves or others.  

2. To prevent or suppress the spread of TB.

POLICY:


Pepin County Health Department will require all persons with suspect or confirmed infectious or high-risk tuberculosis to exercise all reasonable precautions to prevent the spread of infection to others.  If persons can be safely maintained in their home environment without posing a danger to the health of the public, and they agree to voluntarily adhere to the necessary health measures, the health department will facilitate and support this.  When management in the home is not possible due to environmental or family risk issues, public health will facilitate the person’s voluntary placement to a setting that offers proper airborne precautions.  Legal confinement is used as a last resort only.

When voluntary measures are not workable, the Pepin County Health Officer will order confinement for up to 72 hours, excluding weekends and holidays.  If the home environment is suitable, this confinement can be at home or, if it is not, the confinement will be to a location or facility with a negative pressure isolation room that provides for adequate airborne precautions.  Confinement for confirmed or suspect infectious or high-risk tuberculosis may be used if the Health Officer determines that the individual poses an imminent and substantial threat to him or herself or to the health of the public, or has refused to undergo a medical examination, or has refused to follow a prescribed treatment regimen.  The Health Officer will petition the court to order confinement of any individual with suspect or confirmed tuberculosis for care longer than 72 hours, if the individual terminates the treatment plan against medical advice or is non-compliant with the treatment plan, or if the Health Officer decides that confinement is necessary to protect others from becoming infected [Wisconsin Statute 252.07(8); 252.07(9)].

PROCEDURE: 




A. Determine if 72-hour confinement is necessary.

1. Review circumstances with the Health Officer.  All of the following conditions must be met and documented:

a. Medical diagnosis of infectious tuberculosis or suspect tuberculosis.

b. Refusal to follow prescribed treatment regimen or refusal to undergo a medical examination to confirm whether the individual has infectious tuberculosis.

c. Documented evidence that the individual poses an imminent and substantial threat to himself or herself or to the health of the general public and exactly why.

2. The Health Officer will promptly alert corporation counsel and discuss the situation and collaboratively facilitate legal documentation and preparations for court-ordered confinement.

3. Consult with the Wisconsin Tuberculosis Program regarding the need for isolation/confinement whenever necessary.  There is a Communicable Disease Epidemiologist with the Division of Public Health available after-hours to receive emergency calls at (608) 258-0099.

4. Order and enforce the confinement.  See appendix A, Health Officer Confinement Order.
a. Confinement may be to the person’s home if it is safe to do so.  If confinement is not possible at home, order the confinement to a facility or other safely secured isolation location, without shared air.

b. The Health Officer then notifies the court in writing of the need for court-ordered confinement including the attachment of the following documented evidence:

· A written statement from a physician that the individual has infectious tuberculosis or suspect tuberculosis.

· Documented evidence that the individual refuses to follow a prescribed treatment regimen, OR

· In the case of an individual with suspect tuberculosis, documented refusal to undergo a medical examination to confirm whether the individual has infectious tuberculosis, OR

· In the case of an individual with a confirmed diagnosis of infectious tuberculosis, the Health Officer provides a written determination that the individual poses an imminent threat to himself/herself or to the health of the general public.

c. Make necessary safe transportation arrangements and notify designated facility or location of the individual’s impending arrival and ensure the availability of a negative pressure/airborne precautions room.

d. Provide the necessary medical and clinical information for the facility to assure proper care of the person and to facilitate them obtaining admission physician’s orders.  Physician to physician communication may expedite smooth transition, especially if a different physician will be caring for the person in the health care facility or location.

e. If necessary, a law enforcement officer, or other person authorized by the Health Officer, shall transport the individual to a facility.

f. Educate the person(s) about the necessary respiratory precautions so that appropriate respiratory precautions and infection control procedures can be followed in order to protect the health of the public, including during transport.

B. Determine whether the local Health Officer confinement is successfully in effect and if court-ordered confinement should be established.  Take care to ensure that the individual is given due process and that you have documented their receipt of all of the appropriate information [Wisconsin Statute 252.07(9)].

1. Notify corporation counsel of the current status of the person and determine the next appropriate legal actions for court-ordered confinement.

2. Prepare court petition for confinement per Wisconsin Statute 252.07(9) with assistance from corporation counsel (see appendix B, Health Officer Petition for Court-Ordered Confinement).

3. Secure a hearing date and time.  The petition should include all of the following information and copies of all documented evidence must be attached to the petition:

a. Documentation of the medical status of the individual named in the petition, for instance:

· The individual has infectious tuberculosis; or

· The individual has noninfectious tuberculosis but is at high risk of developing infectious tuberculosis; or

· The individual’s tuberculosis is resistant to the medication prescribed; or

· The individual is suspected of having infectious tuberculosis.

b. Documented evidence that the individual has failed to comply with the necessary isolation and/or medical regimen or is assessed to be at great risk of elopement or non-adherence to medical evaluation or treatment; or

c. Demonstration and documentation that all other reasonable means of achieving voluntary compliance have been exhausted and no less restrictive alternative exists; or that no other medication or treatment for the resistant disease is available, including:

· Evidence of the provision to the client of an original isolation order signed by the Health Officer before proceeding with court action, including date, time and place of service.

· Documentation of violation of the isolation orders or other adherence issues.

· Circumstances surrounding the violation or risk of violation of the isolation order. 

C. Petition the court to order the individual confined.

1. The local Health Officer shall give the individual written notice of a hearing at least 48 hours before a scheduled hearing is held per Wisconsin Statute 252.07(9)(b).  See appendix C, Written Notice of Hearing.
a. Notice of the hearing shall include:

· The date, time, and place of the hearing.

· The grounds, and underlying facts, upon which confinement of the individual is being sought.

· An explanation of the individual’s rights to due process (i.e. the right to appear at the hearing, the right to present evidence and cross-examine witnesses, and the right to be represented by counsel).

· The proposed actions to be taken and the reasons for each action.

· Instruction in precautions the individual must take if appearing in person at the hearing.  Facilitate the necessary precautions/equipment for them.

D. Prepare for the hearing.

1. Determine if the person will be present during the court hearing.

a. A hearing may be conducted by telephone or live audiovisual means, if available [Wisconsin Statute 252.07(9)(d)].

b. If the person attends the hearing, public health must provide instructions and facilitate proper infection control measures.

2. Work with corporation counsel to determine who will prepare a court order.  The order should address the following:

a. Need for court-ordered care and treatment, which may include: medical examination, diagnostic tests, drug regimen, directly observed therapy, etc.

b. Need to place individual in least restrictive protective setting, which may include: home, hospital, nursing home, or other facility or location.  A jail setting should be used only as a last resort or for individuals with convicted or pending criminal offenses.

* See appendix D, Court Confinement Order.

3. Notify designated facility of pending placement and inform them about the person so they can develop an initial care plan, provide care based on the person’s needs, and facilitate initial physician’s orders.

4. Ensure the transfer of the necessary medical information appropriately to those who need to provide care while following appropriate patient privacy and confidentiality measures.

5. Determine who needs to be available for testimony and contact them to ensure their availability and arrange for the necessary participants in the hearing as advised by corporation counsel.

E. Order is issued by the court and served by the Health Officer or her designee.

1. An order issued by the court may be appealed as a matter of right.  An appeal shall be heard within 30 days after the appeal is filed.  An appeal does not stay the order [Wisconsin Statute 252.07(9)(e)].

2. If the individual is confined for more than 6 months, the court shall review the confinement every 6 months [Wisconsin Statute 252.07(9)(c)].

3. Facilitate the necessary transportation arrangements and notify the waiting facility of the individual’s impending arrival.  Ensure that they have prepared and are informed of precautions to be taken and are updated about the care needs of the person.

4. Monitor, evaluate and intervene as needed during continuing care.

F. The Health Officer or designee will work with the health care provider and the facility’s professional staff to assure that the individual’s care and treatment needs are being met.

1. A representative from public health will visit the individual as often as is necessary to ascertain that the confinement or isolation is being maintained and shall monitor all individuals with infectious tuberculosis until treatment is successfully completed.  These visits must occur at a minimum of every seven days.

G. Determine when confinement is no longer necessary.

1. Determine whether treatment is complete, the person is no longer infectious or is now willing to participate in a medical evaluation, the current treatment, and/or isolation/airborne precautions.

2. To determine that the individual is no longer a substantial threat to himself or herself or to the health of the general public, all of the following conditions must be met (refer to HFS 145):

a. An adequate course of chemotherapy has been administered for a minimum of 2 weeks, and

b. There is evidence of clinical improvement, and

c. Recent sputum or bronchial secretion smears are free of acid-fast bacilli from three different specimens obtained on three different days, and

d. The person is considered by the Health Officer not to be a threat to the public health and is likely to comply with the remainder of the treatment regimen.

* See appendix E, Notification to Individual of Release from Confinement.

3. Consult with the health care provider and/or health care facility to ensure that a coordinated discharge plan will be implemented that includes post-confinement follow-up care and a phone call to alert public health of the person’s discharge.

4. Continue case management and follow-up care until prescribed therapy is completed and continue to work closely with the Wisconsin Tuberculosis Program for case reviews. 

H. Assess costs associated with confinement and determine sources of payment per Wisconsin Statutes 252.06(10) and 252.07(10).  If the person is placed in the jurisdiction of another health department, the original health department retains responsibility for services and costs.  

1. Resolve potential third party payor issues early to foster acceptance of the affected person by medical and institutional providers.

2. If appropriate, make a referral to Social Services for Medicaid application.

3. If other staff will be providing direct services to an infectious client, provide infection control/airborne precautions education and personal protective equipment.

4. Include education and reassurance of the need for close, prolonged contact for transmission when the immune system is intact to ensure that they will deal with the client in a positive manner while still protecting themselves adequately.

5. Expenses for food, medical care, and other articles needed for the care of the infected person shall be charged against the person or whoever is liable for the person’s support.

6. The county in which a person with a communicable disease resides is liable for the following costs accruing under this section, unless the costs are payable through third party liability or through any benefit system:

a. The expense of employing guards.

b. The expense of enforcing isolation in the confinement area.

c. The expense of conducting examinations under the direction of the Health Officer.

7. For inpatient care of isolated pulmonary tuberculosis clients and inpatient care exceeding 30 days for other pulmonary tuberculosis patients that is not covered by Medicare, Medical Assistance, or private insurance, reimbursement may be requested from the Department of Health and Family Services.  Details must be worked out with the Wisconsin Tuberculosis Program.

EVALUATION: 

Communicable disease staff will debrief with management team following each implementation of this policy and procedure to determine effectiveness and any changes desired.
REFERENCES/LEGAL AUTHORITY:   


· American Thoracic Society.  Diagnostic Standards and Classification of Tuberculosis in Adults and Children.  April, 2000.

· Centers for Disease Control and Prevention.  Core Curriculum on Tuberculosis; 4th Edition.  2000.

· National Tuberculosis Controllers Association.  Tuberculosis Nursing: A Comprehensive Guide to Patient Care.  1997.

· Wisconsin Department of Health and Family Services.  Wisconsin Administrative Rule, Control of Communicable Diseases, Chapter 145.

· Wisconsin Statutes, Communicable Diseases, 252.06-252.07; 1997-98.

· Wisconsin Tuberculosis Program  Confinement Preparedness and Implementation.  2001.
· Wisconsin Statute Chapter 252.07(8) and 252.07(9)
POLICY TITLE:    

TB – Directly Observed Therapy 
EFFECTIVE DATE:   

9/19/03

DATE REVIEWED/REVISED:   7/16/12 
AUTHORIZED BY:   

Heidi Stewart, BSN, Health Officer / Director                                                                                                                               

PURPOSE STATEMENT:  


1. To assure adherence to prescribed treatment regimens for persons with suspect or active tuberculosis disease or latent tuberculosis infection (LTBI).

2. To prevent transmission of TB.

POLICY:


Pepin County Health Department will assure that all clients are comprehensively assessed and evaluated and that they are considered for DOT. Supportive services and incentives/enablers that reduce barriers to adherence will be provided or arranged for by the health department to ensure completion of treatment and to protect the health of the public. The health department will assure that all clients for whom DOT is indicated by CDC protocols, standards of practice, or recommendations of the Wisconsin TB Program, will be provided with DOT. 

Pepin County Health Department will prioritize the provision of all public health services for tuberculosis in Pepin County with emphasis on: 

1) the care of persons with suspect and active disease; 

2) persons who are close or high-risk contacts of persons with suspect or active  

    disease; and 

3) those with latent tuberculosis infection (LTBI).  

Pepin County Health Department may choose to use unlicensed personnel or volunteers as determined by health department decision, as a valuable adjunct to assure medication adherence for persons affected by tuberculosis.  If such persons are utilized, the health department and staff will adhere to statutes, rules, and standards of practice for the implementation of such services.


Pepin County Health Department will utilize legal measures for persons who fail to adhere to prescribed medications and present a risk to the health of the public.  When persons with tuberculosis refuse to adhere to prescribed medications and/or at any time present a risk to the health of the public, the Health officer may issue an order requiring the person to receive DOT.  Should it become necessary at any time, the Health officer or the Department of Health and Family Services (DHFS) will obtain an order from the court to provide DOT. 

If the person fails to comply with court ordered DOT, the person may be subject to isolation or confinement pursuant to s. 252.07(8) and (9), Wis. Stats., or to other and additional sanctions as the Court may determine. 

PROCEDURE: 




A. Assess client needs and environmental factors to guide development of individualized care and management, including DOT when indicated.

1. Evaluate all persons face-to-face to determine the need for DOT, both initially and on an ongoing basis.

2. Validate information from referral and other sources.  Collect and evaluate relevant new information.

3. Consult Health officer according to health department policy/procedure/practice regarding assessment findings and decision-making regarding DOT and document decision.

4. Assess for the potential negative effect, for disease transmission/progression if treatment is incomplete, as well as for the risk of non-adherence by the client.  (For example, is there a vulnerable population in the person’s environment, such as young children or those who are HIV +, that make it imperative to halt potential transmission?)  

5. Assess and prioritize candidates for DOT based upon at least the factors listed below and on the comprehensive assessment findings (complete Appendix A).

a) Consider DOT imperative with the presence of any of these factors –

· Prescription is for intermittent therapy

· Suspicion or confirmation of drug resistance to one or more TB drugs

· Infectiousness/potential for transmission (i.e. smear +, symptomatic, vulnerable contacts)

· HIV Positive

· Recurrent TB disease

· History of non-adherence to prescribed TB medications

· Lack of sputum clearing or lack of clinical improvement despite treatment.

· Homeless, or staying in a shelter or in a tenuous living situation; flight risk

· Using IV drugs, using excess alcohol, other substance abuse

· Young age of suspect/case with active disease (i.e., under age 18)

· Close or high-risk contact (young child or HIV+) on window prophylaxis

· History/presence of mental, physical, developmental, cognitive illness or disability, no caregiver

· Too ill, elderly, frail, impaired or forgetful to self-manage, no caregiver 

b) Give strong consideration to DOT with the presence of any of these factors which indicate a high risk for negative outcome or client non-adherence if DOT is not implemented –

· Extrapulmonary TB with any medical or nonadherence risk factors

· Children on LTBI therapy whose parents have any medical or nonadherence risk factors

· Adherence questionable, vulnerable persons present (HIV +, young children)

· History or presence of alcohol or other substance use

· History or current adverse reactions or side effects attributed to TB drugs

· History of poor adherence during any medical management

· Denial/refusal to accept TB diagnosis (may believe BCG provided protection, etc.)

c) Consider that without DOT, the presence of any of these factors indicates a risk is evident for disease progression if treatment is incomplete – 

· History of incarceration; life rebuilding is taking priority (work, housing, etc.)

· Lack of insight/understanding of the potential negative medical effects of non-adherence

· Cultural risk factors – Language/communication/family issues, distrust of the health care system

· Avoidance of government/authorities/institutions for fear of revealing immigration status

· Past/current negative experience with social service, health care or third party payors

· Subject to poverty, unemployment, underemployment, uninsured/underinsured

· Preoccupation with other economic, family, social or substance abuse issues

· Any other individual reasons that point to potential difficulty taking medications, such as difficulty swallowing pills, etc. 

6. Document the assessment findings that are present or absent, the comprehensive assessment, and any consultation or decision-making with supervisory staff/Health officer for DOT prioritization.  

7. Assess for and respect cultural, individual, and family differences that will contribute to development of strong, trusting relationships with the person and the family thus increasing the likelihood of adherence to therapy.

8. Determine the need for interpreters and/or translators and provide or arrange for services as needed taking into account at least the following considerations:

a) Avoid use of family members, especially children.

b) Use trained medical interpreters whenever possible to avoid lack of understanding of medical/health care terminology. 

c) Keep in mind that there may be no equivalent word in the client’s language and the interpreter may interject their own interpretations or misunderstandings may occur.

d) Recognize that client and family may be reluctant to reveal information through a third party due to fear of lack of confidentiality, especially about sensitive information.  

e) Assure confidentiality of information when using interpreters/translators and adhere to agency confidentiality policies and procedures.  Reassure clients and families that measures are taken to ensure confidentiality.

f) Talk with the interpreter before the interviews and ensure that the interpreter uses the client’s own words for translations; keep words simple and concrete.

g) Address client directly (not interpreter) and maintain eye contact unless this is culturally offensive to the client or they have not adapted to this practice in American culture.

h) Watch clients and family members for cues and convey through your body language, expression and tone that you care, despite language barriers.

i) Use correct pronunciation of client’s names and some key phrases related to TB in the client’s language if possible.

j) Familiarize yourself with the history and culture of the racial or ethnic populations served.

9. Assess client and family’s knowledge about their condition and determine and implement appropriate education and the strategies needed to ensure completion of treatment.

10. Correct myths and misunderstandings early in treatment and provide clients and families with accurate facts about tuberculosis and what is needed for cure.


B. Individualize strategies to increase adherence and implement DOT.

1. Develop an individualized approach to each client’s care, including DOT when indicated.  (See Appendix B entitled “Elements of a Treatment Plan for TB Clients” for a framework.)
2. Develop individualized treatment adherence strategies that encourage success for all clients, especially if DOT is not implemented, by doing at least the following:

a) Foster client and family participation at all levels including selecting the approaches for care, such as the time and place for visits (see Sample Voluntary Contract in Appendix C).  Also consider partial DOT if appropriate.

b) Utilize the person’s interests and motivating factors, especially in selecting incentives and enablers for adherence, regardless of DOT status. 
c) Utilize the client’s personal strengths, support systems and local resources to overcome barriers to adherence, capitalizing on their need to protect those who are important to them.

d) Remain open to the potential need to change and vary approaches, incentives and enablers as the treatment plan progresses and relationship with client evolves.

3. Revise approaches when indicated based upon ongoing assessment and evaluation, share changes with team members and document accordingly.

4. Document DOT method, if DOT is utilized.

5. If non-nursing personnel are being used for DOT, use Appendices D, E, and F.  If a public health nurse is doing the DOT, complete Appendix G.

6. Document number of doses taken and/or number of doses missed.

7. Complete Appendix H bi-weekly throughout DOT.

8. Document comprehensive assessment of client’s medication adherence, any medical or adherence issues noted and what actions are taken in narrative notes as appropriate.

9. Protect the health of the public by issuing a Health officer order for DOT if deemed necessary or by obtaining a court order for DOT if client does not adhere to prescribed medication and presents a risk to the health of the public (see Appendix I).


C. Using Incentives and Enablers



Introduction


The Tuberculosis Control Incentive Program administered by the American Lung Association of Wisconsin is designed to assist with the treatment of tuberculosis clients by providing funding to purchase incentives and enablers that will encourage clients to complete therapy.  


The program is to be used primarily for clients who have active TB disease but can also be used for clients on treatment for Latent Tuberculosis Infection (LTBI) to encourage and reward them along the course of their treatment.  

Procedure for Enabler/Incentive Program 

1. Purchase incentive items for tuberculosis clients using the money provided.  Types of items that can be purchased may be as far reaching as your imagination with the exception of cigarettes, alcohol, and health services such as x-rays and any over-the-counter medications.  Usual incentives cost under $10.  Remember that an incentive need not be expensive to be meaningful to a client. Typical items include pill minders, food, beverages, school supplies, plants, bus tickets, gas vouchers, flowers, birthday cards, even fishing lures.  It is important to base incentive purchases on your knowledge of the client and to make them as personally meaningful to the client as possible.  Listen to your clients, and as you build rapport with them, learn their interests.  This will enable you to choose meaningful incentives for them.  Begin right away with small items while the nurse-client bond is forming.   

Sometimes, it may be appropriate to spend a bit more on a client if they have a particular need (they are contagious and need help paying rent so as not to become homeless), or have reached an important milestone in treatment (they have completed one year of therapy for multidrug-resistant TB).  If such special cases arise, clear your purchase first.  Call the American Lung Association’s TB Control Incentive Program Coordinator at (262) 703-4845 to ensure the availability of funding to fulfill your request. General questions without client names can also be submitted to the American Lung Association email address at: info@lungwi.org

2. Fill out the purchase log (Appendix J) for each set of items you purchase and attach your receipts to the log for the items purchased.  Make a separate entry in the log for each receipt you submit.

3. Fill out the disbursement record (Appendix K) each time you provide an incentive to a client.   First, record the date the incentive was provided to the client. Then record the confidential client identification information (client’s name, initials or identification number assigned by the Wisconsin TB Program) and the client’s date of birth for client tracking purposes (clients need not sign the record themselves).  Make one check in either the “Suspect/Active TB Case” or the “Latent TB Infection” column to indicate what type of tuberculosis the client has.  Indicate what type of incentive was used, and finally, its value or approximate value.  

4. Fill out the reimbursement request (Appendix L) at the time you decide to request reimbursement from the American Lung Association of Wisconsin.  Indicate to whom/what agency the check should be made payable, to whom the check should be mailed to the attention of, your agency name, and the correct address the check should be mailed to.  Indicate the total amount you are requesting to be reimbursed (which should match the total amount on the purchase log and be equal to the attached receipts).  Sign and date the request.

5. You may submit the purchase log with attached receipts, the disbursement record, and the reimbursement request to the American Lung Association of Wisconsin at any time you would like to be reimbursed.  You need not wait until you have spent the entire $100, as is it is intended to form a base for your incentive account from which you may draw.  When the American Lung Association receives the forms, they will process them and send you a check for the amount of money you have used within three weeks.

6. Submit all forms and receipts before December 15th of each calendar year so that the American Lung Association of Wisconsin can track the clients served within that year.  Activity for December 15th to 31st may be carried over to the following year.  

7. You may discontinue participation in the Tuberculosis Control Incentive Program at any time.  Resignation from the program requires that the $100 used as a base for the incentive account be returned to the American Lung Association of Wisconsin accompanied by a letter clearly stating your agency’s desire to resign from participation in the program.  Lack of activity in the Tuberculosis Control Incentive Program does not mandate resignation from the program, as it is understood that significant time periods may be experienced between tuberculosis clients

EVALUATION: 

Annual review of implementation of policy and procedure to assess the need for modifications to improve quality or efficiency of program.
REFERENCES/LEGAL AUTHORITY:   


· American Academy of Pediatrics.  Red Book 2000, Report of the Committee on Infectious Disease, 25th Edition, 2000.


· American Thoracic Society and Centers for Disease Control and Prevention. Diagnostic Standards and Classification of Tuberculosis in Adults and Children. American Journal of Respiratory and Critical Care Medicine, April, 2000, 161:1376-1395.


· American Thoracic Society. Treatment of tuberculosis and tuberculosis infection in adults and children.  American Journal of Respiratory and Critical Care Medicine,
1994; 149: 1359-74.


· Centers for Disease Control and Prevention.  Core Curriculum on Tuberculosis:  What the Clinician Should Know. Fourth Edition, 2000.
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· TB Fact Sheet Series found at http://www.dhfs.state.wi.us/dph_bcd/TB/Resources/TB_resources2.htm.

· Sputum Conversion during TB Treatment, (POH 7131)

· Rifater and Rifamate in the Treatment of TB (POH 7133)

· Tuberculin Skin Testing for Suspected TB (POH 7134)

· The Importance of Rifampin (POH 7135)

· False-Positive Cultures for Mycobacterium tuberculosis (POH 7137)


· “Tuberculosis”  DPH Disease Fact Sheet Series,  POH 4432.  (http://www.dhfs.state.wi.us/healthtips/BCD/Tuberculosis.htm).


· Wisconsin Department of Health and Family Services. Wisconsin Administrative Rule, Control of Communicable Diseases, Chapter 145.

· Wisconsin Division of Public Health. Infection Control Plan for Local Health Departments (developed as a template for local health departments). 1998.

· Wisconsin Statutes and Administrative Code Relating to the Practice of Nursing, ss. 441 Wis. Stats., & Chapter N6 - Standards of Practice for Registered Nurses and Licensed Practical Nurses.


· Wisconsin Statutes, Communicable Diseases; ss. 252.07 – 252.10; 1999.


· Wisconsin TB Program Strategic Plan for Elimination of TB in Wisconsin, 2001.
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· New Jersey Model Center – www.umdnj.edu/ntbc

· San Francisco Model Center – www.nationaltbcenter.edu
· Centers for Disease Control and Prevention, CDC, Atlanta – www.cdc.gov
POLICY TITLE:    

TB – Isolation

EFFECTIVE DATE:   

9/19/03

DATE REVIEWED/REVISED:    7/16/12 

AUTHORIZED BY:   

Heidi Stewart, BSN, Health Officer / Director                                                                                                                               

PURPOSE STATEMENT:  


To assure the containment of tuberculosis through measures to protect the public when an individual is suspected or known to have infectious or high-risk tuberculosis.
POLICY:


Pepin County Health Department will require all persons with suspect or confirmed infectious or high-risk tuberculosis to exercise all reasonable airborne precautions to prevent the spread of infection to others.  Pepin County Health Department will ensure that airborne precautions and isolation are provided for persons who have suspect or confirmed infectious or high-risk tuberculosis if the Health Officer decides these measures are necessary to protect others from becoming infected.  If persons can be safely maintained in their own environments without being a danger to the health of the public, this will be encouraged and supported.

Pepin County Health Department will work closely with the Wisconsin Division of Public Health Tuberculosis Program to determine the need for airborne precautions and isolation of persons with suspect or confirmed infectious or high-risk tuberculosis.  The health department will work collaboratively with local medical providers, hospitals, nursing homes and others to ensure appropriate precautions and potential placement of individuals who cannot be maintained at home, in order to prevent transmission of tuberculosis to uninfected persons and to protect the health of the public.

PROCEDURE: 




A.       Evaluate the risk of tuberculosis transmission immediately upon receiving the verbal or written notification that an individual has been identified as having suspect or confirmed infectious tuberculosis or high-risk tuberculosis.  This evaluation will be conducted using the Tuberculosis Transmission Risk Assessment Form (appendix A).

1. Public Health staff who will have contact with the individual will have been  

      trained and will be competent in using protective measures.

2. Assess the individual’s environment for factors that increase the risk of tuberculosis transmission to susceptible persons.

a. Determine if the individual lives in a congregate setting with others that share the same air.  The following types of settings are considered high risk for transmission of tuberculosis:

· Correctional institutions

· Hospitals

· Nursing homes

· Mental institutions

· Drug treatment centers

· Homeless shelters

· Living accommodations, including apartment and/or single room occupancy hotels, if air is shared in common areas through the building ventilation system.

b. If the individual lives in a congregate setting, assess for engineering controls such as isolation rooms with negative pressure.  An isolation room for airborne precautions must vent directly to the outside air and have a minimum of six to twelve air exchanges per hour of non-recirculated or HEPA-filtered air.  The ventilation system that includes the isolation room should be designated and maintained by a professional with expertise in engineering or by consultation with a person with such expertise.

c. Determine if the individual lives with or has other close contact with persons at greater risk for TB disease, i.e. children under 4 years of age or immuno-suppressed persons (see Conducting Comprehensive Contact and Source Case Investigations Policy/Procedure).  

d. Determine if the individual provides services to members of high-risk groups.

B. Assess for individual factors that influence the person’s ability to establish adherence to isolation/airborne precautions, such as:

1. Substance abuse.

2. Mental or emotional problems.

3. Chronic medical conditions that will increase the risk of transmission of tuberculosis, such as the need for dialysis, medical follow-up appointments, etc.

4. Limited insight, understanding or acceptance of having tuberculosis disease, especially their understanding of the ability to transmit TB to others.

5. Previous treatment failures for tuberculosis, either for active TB disease or latent TB infection, increase the risk of repeated failures.

6. Informal supports are essential to assist the individual to maintain airborne precautions and to remain in isolation while getting their basic physiological and emotional needs met whether they will be in isolation at home or in an institution (grocery shopping, laundry, bill paying, medical or other appointments, obtaining medication, maintaining relationships, etc.).

7. Other priorities that the person is accustomed to may impact their ability or willingness to adhere to airborne precautions and/or medication therapy, such as having to maintain a strict diabetic or renal diet.  Other issues include drug interactions such as the effect of Rifampin, which diminishes the effectiveness of multiple important medications (anticonvulsants, analgesics, theophylline, digitalis, oral contraceptives and others).

C. Determine the appropriateness of the living situation for this individual based on your assessment and by using the Tuberculosis Transmission Risk Assessment Form.
1. Upon completion of the risk assessment, discuss findings with public health administration/Health Officer regarding necessary action.

2. In the event the current living situation is not appropriate (e.g. congregate living site, or site where there is shared air through the building ventilation system or where infants and young children also reside), Public Health will assist with arrangements and referrals necessary to secure an alternative living environment.  

3. Consult with the Wisconsin Tuberculosis Program for any questions regarding placement/housing of individuals when questions arise about transmission risk.  This may help prevent transmission issues or it may help prevent the implementation of any unnecessary isolation/airborne precautions.

D. Assess knowledge and provide information on tuberculosis disease and the need for isolation to the individual and any other relevant persons.  Ensure sufficient early understanding to ascertain that they will maintain isolation/airborne precautions.  Expand details of teaching and care as case management proceeds.

1. Provide basic education about tuberculosis, including the following information:

· The disease process as relevant to the person with a new initial diagnosis adjusting to isolation (give more details later as the person adjusts).

· The airborne nature of transmission and the risk to others with close, prolonged contact, including visitors coming in or if the person goes out where there are other people.

· The importance of covering mouth and nose when coughing and sneezing.  A mask worn by someone with tuberculosis does not protect others.

· Review with the individual facts on M. tuberculosis giving appropriate written materials in the person’s own language and/or with use of a good interpreter.  

· Give sufficient time for the person, family and other involved people to ask all questions.

2. Individualize and review the plan for care until it is safe, yet workable for the individual and he/she demonstrates satisfactory recall and/or verbalizes the intent to adhere to the plan.  If there are any issues with the medical treatment plan, consult the physician and problem-solve to meet both the necessary medical treatment goals and the needs of the individual.  A verbal or written contract for adherence to the required behaviors and actions may help the person and the family to understand what is expected and may help public health staff as well.  See appendix B, Voluntary Isolation Contract.

· Review and instruct the person regarding the medication regimen using ample feedback and questions to evaluate understanding.

· Liberally use directly observed therapy, pill minders, visits, etc.

· Stress the importance of taking all the medications.

· Provide information about changes in signs and symptoms to report.

· Provide at least one contact name and phone number for the person to call.

· Obtain one or two contact names and phone numbers from the person in case you find them gone from home (someone who would know if they went to the hospital unexpectedly).

· Stress the individual’s role in adhering to the medical regimen and isolation plan.  

3. Inform the person and family about the control measures to prevent transmission and determine which ones are needed for this person in this environment.  Listen to their concerns and priorities so you can support them and enable all of them to adhere to the necessary restrictions and still “have a life.”

4. Stress the importance of staying at home or at another agreed upon location.  Continually assess and evaluate the individual’s knowledge about the meaning and importance of isolation.

5. Place emphasis on the importance of excluding previously unexposed persons until non-infectious.

6. Identify personal and service needs required to support the individual in isolation (grocery shopping, laundry, mail, medical or other appointments, obtaining medication, etc.).  Provide case management as necessary to meet these needs as well as psychosocial, emotional and spiritual needs.

7. Discuss activities that the individual can safely do without exposing unexposed people (such as walking outside if it presents no risk) and help them to cope with issues related to isolation and airborne precautions.  Help them determine with whom contact is acceptable and instruct them in how to safely accept limited visitors who are approved by the Health Officer.  Work with the individual to determine other ways to maintain contact with significant others who cannot visit until the infectious period is over.

8. Use all available means, including incentives and enablers, to promote cooperation and enhance the quality of life, as well as adherence.  Discuss incentives and enablers with the individual to identify those that will promote cooperation (e.g. food, personal items, books, videotapes, toys).  

E. Assure that the individual maintains isolation/airborne precautions.

1. The Health Officer or her designee shall visit the individual as often as necessary to monitor the clinical condition, evaluate for medication side effects, ensure medication adherence, and to monitor individuals for adherence with isolation [HFS 145.09(9)].  This may include unannounced visits to assess adherence to isolation.  The individuals shall be visited at least every seven days.

2. Re-evaluate the care plan and the medical treatment plan, consulting the physician for any medical issues, to ensure that it is least disruptive to the individual’s life and still supports the goals of individual treatment and protection of the community.

F. Evaluate the need for the Health Officer to issue an isolation or confinement order if the person does not voluntarily maintain isolation/airborne precautions.  Refer to the TB – Confinement policy/procedure if necessary.

1. Confirm and document date and circumstances of incidents indicating non-adherence such as: individual does not voluntarily remain isolated and/or allows unauthorized outside visitors.

2. Notify the Health Officer promptly of the individual’s non-adherence to the isolation plan, discuss and problem-solve regarding the circumstances surrounding the non-adherent activity and evaluate the risk of transmission that may have occurred.

a. Re-evaluate the appropriateness of the current living situation.

b. Evaluate the benefits of issuing a written Health Officer isolation order and evaluate the need to progress to the legal actions of Health Officer or court-ordered confinement.  

c. Explain that further non-adherence will lead to further legal action to protect the health of others.  It may be a good time to check lab findings to see if the individual is still infectious.

d. The local Health Officer should consult with legal counsel regarding possible legal action and move forward with 72-hour Health Officer confinement and subsequent court-ordered confinement if indicated.  The Health Officer may also proceed directly with a request for court-ordered confinement if appropriate.  This step can always be used if the person presents a risk to the health of the public, even though they may not be infectious.

3. Consult with the Wisconsin Tuberculosis Program regarding the need for isolation/confinement whenever necessary.  There is a communicable disease epidemiologist in the Division of Public Health available after hours to receive emergency calls at (608) 258-0099.  Non-emergency calls, including calls to report a case of active tuberculosis, are taken during regular business hours, 7:45 AM to 4:30 PM, Monday through Friday, except holidays, at (608) 267-3733.

G. Assess the costs associated with implementing isolation/airborne precautions and determine sources of payment per Wisconsin Statute 252.06(10) and 252.07 (10).

1. If the person is placed in the jurisdiction of another health department, the original health department retains responsibility for services and costs.

2. Determine third party payers that may be appropriate for the individual.

3. Discuss with Social Services whether the person may be eligible for the Medical Assistance TB Benefit.

4. Provide other personnel who may become involved with the case information about infection control/airborne precautions.

5. Expenses for necessary medical care, food and other articles needed for the care of the infected person shall be charged against the person or whoever is liable for the person’s support [Wisconsin Statute 252.06(10)].

6. The county in which a person with a communicable disease resides is liable for the following costs accruing under this section, unless the costs are payable through 3rd party liability or through any benefit system:

· The expense of employing guards [Wisconsin Statute 252.06(5)].

· The expense of enforcing isolation in the confinement area [Wisconsin Statute 252,06(10)(b)].

· The expense of conducting examinations under the direction of the Health Officer [Wisconsin Statute 252.06(10)(b)].

7. For inpatient care of isolated pulmonary tuberculosis patients and inpatient care exceeding 30 days for other pulmonary tuberculosis patients, that is not covered by Medicare, Medical Assistance or private insurance, reimbursement may be requested from the Department of Health and Family Services.  Details must be worked out with the Wisconsin Tuberculosis Program.

H. The local Health Officer shall issue an Isolation Order whenever indicated.

1. Write the isolation order to fit the individual circumstances, keeping the treating physician involved and well informed.  See appendix C, Sample Isolation Order.  The isolation order must specify:
· Current disease status and basis.
· Statutory authority for isolation order and required control measures.
· Expectations and conditions of isolation.
· Statutory basis and legal steps to be taken if the patient fails to comply with the isolation order.
2. Specify, in writing, who can remain in the home or visit while the individual is under the isolation order.

3. Have the order reviewed by legal counsel.
4. The Health Officer or her designee will serve the isolation order.
· Create two originals, with the Health Officer signing both.
· Serve the isolation order.
· Obtain the individual’s signature (parent/guardian for minors) and a signature of an adult witness on both forms.
· Provide the individual with an original signed order and keep the other original signed order for the record.
I. Assure that the individual maintains the Isolation Order by follow-up visits and rapport building as well as unannounced visits to ensure adherence to isolation.

J. Release from isolation.

1. In accordance with HFS 145.10, ALL of the following conditions must be met:

a. An adequate course of chemotherapy has been administered for a minimum of two weeks, and

b. There is clinical evidence of improvement, and

c. Sputum or bronchial secretions are free of acid-fast bacilli, and

d. Specific arrangements have been made for post-isolation care, and

e. The individual is considered by the Health Officer not to be a threat to the general public and likely to comply with the remaining treatment regimen.

2. Exceptions to the above conditions for the release of the individual from isolation must be discussed with the Wisconsin Tuberculosis Program.

3. For individuals who are under an isolation order, provide notification and a release from isolation order when no longer infectious (see appendix D, Sample Release from Isolation Order).
· Write the release from isolation order to fit individual circumstances.

· Involve legal counsel for this process.

· Create two originals of the release order; the Health Officer must sign both.

· Take both to the individual for signatures.

· Provide an original to the individual and keep one for the record.

4. Continue case management and follow-up care until prescribed therapy is completed and continue to work closely with the Wisconsin Tuberculosis Program for regular case reviews.

EVALUATION: 

Annual review of implementation of policy and procedure to assess the need for modifications to improve quality or efficiency of program.
REFERENCES/LEGAL AUTHORITY:   


The local Health Officer may require isolation if it is suspected or confirmed that someone has a communicable disease [Wis. Stats. 252.06].  The Health Officer has statutory responsibility to investigate and enforce any rules promulgated by the Department of Health and Family Services to prevent or control the transmission of M. tuberculosis [HFS 145].  Under Wisconsin Statute Chapter 252.07(5) the Health Officer is to investigate, make and enforce the necessary orders for any person with suspected or known infectious or high-risk tuberculosis.  If any person does not voluntarily comply with an isolation order issued by the Health Officer, the Health Officer will take further legal actions to confine the person.  See “TB – Confinement” policy and procedure.

POLICY TITLE:    

TB – Sputum Testing

EFFECTIVE DATE:   

7/16/12

DATE REVIEWED/REVISED:    7/16/12 
AUTHORIZED BY:   

Heidi Stewart, BSN, Health Officer / Director                                                                                                                               

PURPOSE STATEMENT:  


1. To ensure that specimens for tuberculosis, particularly sputum specimens, are collected and tested promptly and accurately for all persons who are in the jurisdiction of the health department.
2. To ensure that persons with confirmed or suspected tuberculosis receive proper care and services and that the health of the public is protected.  
POLICY:


The Pepin County Health Department will ensure that specimens for tuberculosis (TB) testing for persons who are within the jurisdiction of the health department are collected, tested and reported promptly and accurately.  The collection, submission and testing are to be done according to standard protocols established by the Centers for Disease Control and Prevention (CDC), the Wisconsin TB Program and the Wisconsin State Lab of Hygiene.  

Specimen collection will be provided or arranged for by the health department as indicated for a person’s individualized TB case management.  Consultation and technical assistance will be provided by the Wisconsin TB Program.  

If a person who is suspected of active TB disease refuses to comply with the collection of specimens that are necessary for the evaluation of suspect or active TB disease, the person may be subject to isolation or confinement pursuant to s. 252.07(8) and (9), Wisconsin Statutes., or to other and additional sanctions as the Court may determine.  The health department will follow the statutes, codes, policies, procedures and practices for isolation or confinement as indicated to protect the health of the public.

PROCEDURE: 




     A.
COLLECTION OF SPUTUM SPECIMENS

1. Follow established protocols and the direction of the WI TB Program for the collection of sputum specimens. See "Frequently Asked Questions about Sputum Specimens" found here: S:\PUBLIC HEALTH\Updated Policies and Procedures 2012\Communicable Disease\TB\TB Sputum Testing\freqently asked questions about sputum collections.doc
2. Collaborate with the individual's physician for orders for sputum specimen testing.  Collect the specimen promptly, when the person is able to produce sputum, while working within health department standing orders or with the individual's physician for the documentation of orders for testing.  Use the health department's fee exempt number.  


3. Obtain information on sputum specimen kits, lab requisitions, transportation, timing and criteria for submission from the Accessing Services and Resources Guideline in Section C., Accessing Wisconsin State Laboratory of Hygiene (WSLH) Services. 


4. Follow the directions for packaging, labeling and handling provided by the laboratory receiving the specimen and/or the manufacturer of the transportation materials. Wisconsin State Lab of Hygiene (WSLH) manual “Packaging Clinical Laboratory Samples for Domestic Transport” February 2010 provides guidelines for samples sent to WSLH.


a.) Regulations effective October 01, 2002 (for implementation in February & April 2003) for ground and mail transport of diagnostic specimens are in the Federal Register dated August 14, 2002.  [Code of Federal Regulations (CFR) at 49 CFR Part 171.101, Part 173.134 and Part 173.199.]  


b.) Follow the key points outlined in the Appendix entitled "Sender's Responsibility for Labeling and Transportation of Diagnostic Specimens".  These instructions are based on the regulations effective 2002 that were implemented in 2003.  Check with the laboratory to which the specimen will be sent about their submission and transportation criteria and keep up-to-date with any future regulation changes for transportation of biological specimens.


5. Follow infection control precautions and use personal protective equipment (PPE) as indicated by the clinical condition of the person.  The minimum standard for respiratory protection for tuberculosis or suspected tuberculosis is an N-95 or higher, fit-tested respirator.


6. Collect early morning sputum specimens on three consecutive days, preferably Monday, Tuesday and Wednesday.


7. Collect specimens before eating, drinking or smoking so that sputum from the lung fields can be obtained.  Saliva and mucus from the nose and throat are not acceptable.  Inhaling steam (hot shower or boiling water) may help sputum production.


a.) Rinsing the mouth with water is advisable to minimize the resident flora in the mouth.  However, if tap water in your area has abundant mycobacteria, such as M. gordonae or M. avium, sterile water is indicated.  (If necessary, this can be carried out in the home by boiling water along with a heatproof glass container for ten minutes, then cooling before use.)


b.) Teeth brushing with water is OK, but avoid an antiseptic solution such as mouthwash.  Also consider potential water contamination as above and adjust accordingly.


8. Provide supervised sputum collection for at least the first sputum specimen, until the person demonstrates the ability to properly collect the specimen.


a.) Persons who are suspected or confirmed as having TB can be so fearful of sputum specimen results that they will suppress a cough or even have another individual provide the specimen.  


b.) When results do not fit the clinical picture, supervision of specimen collection should be done to ensure that the health of the public is protected.

9. Refrigerate specimen if it is not immediately mailed or picked up by the courier.


10. Individualize the need for submission of sputum specimens according to clinical need.  In general, sputum specimens that are indicated for patient care and monitoring are outlined in the DPH document “Frequently Asked Questions about Sputum Specimens”, included in the appendix.  Additional questions can be answered by the Wisconsin TB Program at 608-266-9692.

EVALUATION: 

Annual review of implementation of policy and procedure to assess the need for modifications to improve quality or efficiency of program.
REFERENCES/LEGAL AUTHORITY:   


· Wisconsin Statute 252.07(8)

· Wisconsin Statute 252.07(9)

· Wisconsin Administrative Code DHS 145.05(1)

POLICY TITLE:    

Response to Public Health Emergencies

EFFECTIVE DATE:   

5/31/08 
DATE REVIEWED/REVISED:    7/18/12

AUTHORIZED BY:   

Heidi Stewart, BSN, Health Officer /Director                                                                                                                                   

PURPOSE STATEMENT:  


To increase the use and development of interventions known to prevent human illness from chemical, biological, radiological agents, and naturally occurring health threats. To decrease the time needed to identify health events that could result from terrorism or naturally occurring events in partnership with other agencies. To decrease the time to identify causes, risk factors, and appropriate interventions for those affected by threats to the public’s health. To decrease time needed to provide countermeasures and health guidance to those affected by threats to the public’s health. To decrease the time needed to issue guidance to the public after an event. 

POLICY:


The Pepin County Health Department will respond to all matters of urgent public health consequence utilizing the Public Health Emergency Plan (PHEP) and other emergency response plans currently in place. 

PROCEDURE:

1. During regular Health Department business hours, calls regarding matters of urgent public health consequences and communicable disease reporting will be forwarded to the Health Officer (HO) or another Public Health Nurse (PHN)  in the absence of the Health Officer.

2. The clerical staff receiving the call must take name and telephone number in the event a call is lost during transfer.

3. Clerical staff is to immediately notify the HO or available PHN via telephone or page. No voicemails will be left. 

4. After business hours, the Pepin County Sheriff’s Department Dispatch personnel shall contact a member of the Health Department utilizing the 24/7 call information.

5. The public health professional must initiate an epidemiologic investigation to begin with initiation of the Communicable Disease 4151 Form (see EpiNet). Surveillance worksheets will be completed as appropriate to the incident.

6. The Public Health Emergency Plan (PHEP) will be used to guide activities for the emergency situation.

7. The HO will be notified, at the discretion of the public health professional, if a Category I reportable disease, food or waterborne outbreak, or any case of fever and respiratory symptoms with a positive history of recent travel outside of the U.S. is the incident reported.

8. The state and regional Divisions of Public Health (DPH) must be notified by the LHD of such an emergency.

9. The local HO may determine the need to issue a health alert to key response partners via Command Caller or satellite phone system.

10. If the situation requires activation of the agency Emergency Operations Center (EOC), all primary staff with public health Incident Command System (ICS) functional responsibilities will be notified of activation. Primary staff of ICS will report to the agency EOC as soon as possible after activation.

11. A critical health message to the public about an event that may be of urgent public health consequence will be made. The Public Information Officer (PIO) or HO, and Incident Commander will design and issue message.

12. Isolation and/or quarantine order will be issued by the HO or designee as per the Pepin County Isolation and Quarantine Policy.

13. Guidance will be issued to public regarding recovery after an event. 

EVALUATION: 

REFERENCES/LEGAL AUTHORITY: 

POLICY TITLE:  Personal Protective Equipment (PPE)  


EFFECTIVE DATE:  01/18/2007 

 
DATE REVIEWED/REVISED:  05/13/2008 
AUTHORIZED BY: Jen Rombalski, Health Officer  

 
PURPOSE STATEMENT:  


1) To ensure Public Health staff understands the need for PPE to protect against infectious agents and chemical agents in the event of bioterrorism, other infectious disease outbreaks, and other public health threats and emergencies.

2) To educate Public Health staff about how to use PPE (i.e., proper removal)

3) To educate Public Health staff about how to test certain PPE

4) To ensure PPE is stored and disposed of properly

RESPONSIBLE STAFF:


Public Health Nurse

Registered Nurse

WIC Staff

Health Officer

PROCEDURE: 

1. Types and Use of PPE
A. Gloves

· Per OSHA standards, use gloves for fingersticks, smallpox vaccinations (not so much due to blood exposure but because of live virus contamination potential), and when handling specimens. Use gloves when your hands or nails may touch someone else’s body fluids (such as blood, respiratory secretions, vomit, urine or feces) or certain hazardous drugs.
· Wash your hands before putting on sterile gloves.

· Be certain gloves are of a comfortable size.

· Remove gloves between clients and wash hands thoroughly with soap and water or alcohol-based hand sanitizer. 

Note: FDA requires manufacturers to identify on the package labeling the materials used to make the gloves. If you or your clients are/may be allergic to natural rubber latex, you should choose gloves made from other synthetic materials (such as polyvinyl chloride: “PVC”, nitrile, or polyurethane).
· Be aware that sharp objects can puncture medical gloves.

· Always change your gloves if they rip or tear.

· Never reuse medical gloves.

· Never wash or disinfect medical gloves.

· Never share medical gloves with other users. 

B. Gowns
· Use to protect skin and prevent soiling of clothing. Use when cleaning spills of body fluids.  Do not reuse disposable gowns. Wash hands after removing. (Gowns are not routinely used in Public Health Unit functions).

I. Surgical gowns

· Usually packaged as sterile products or designed to be sterilized

· Some are disposable and others are made of fabric that is labeled as washable for multiple use

· Come in various sizes, including one-size-fits-all

· Made of fluid-resistant materials to reduce the transfer of body fluids

II. Isolation gowns

· Not sold as sterile products

· Usually intended to protect the wearer from the transfer of      

      microorganisms and only small amounts of body fluids

     Note:

· If blood or body fluids soak through a surgical gown, remove it promptly with any soiled clothing underneath and immediately wash the skin.

· Never wash, disinfect, or reuse disposable surgical gowns.

· Never share surgical gowns with other users.

C. Overshirts

· Use to protect clothing from small bloodstains in environments such as STD clinics and HIV testing sites where clients may be sensitive to the “clinical” look of customary medical settings.  When visibly soiled, remove immediately and place in a plastic bag in storage until professionally cleaned. Wash hands after removal.

D. Disposable Lab Coats

· Use for smallpox vaccination clinics. When visibly soiled, remove immediately and place in a plastic bag in storage until professionally cleaned. Wash hands after removal.

E. Surgical Masks

· Disposable devices that cover the mucous membranes of the mouth and nose during medical procedures. They help protect the caregiver and patient against microorganisms, body fluids, and particles in the air.
· Include masks labeled as surgical, laser, isolation, dental, or medical procedure masks

· Protect against microorganisms, body fluids, and particles in the air

· Designed to cover the mouth and nose loosely; not sized for individual fit

· Protect patients from exposure to the wearer’s saliva and respiratory secretions

· Made of soft materials and comfortable to wear

· Usually packaged in boxes of single-use masks

· What you should know before using surgical masks:

· Surgical masks are not fit-tested to your face and may leave unprotected gaps between the mask and your face.

· Wear goggles or glasses with side shields if your surgical masks do not

· include eye protection.

· Be aware that masks lose their protective properties and must be changed when they become wet from saliva or respiratory secretions.

· Surgical masks are not tested against specific microorganisms and should not claim to prevent specific diseases.

· See CDC recommendations for using surgical masks in the care of patients needing isolation precautions ((http://www.cdc.gov/ncidod/dhqp/pdf/guidelines/Isolation2007.pdf).

· Never wash, disinfect, or reuse surgical masks.

· Never share surgical masks with others.

F. N-95 Masks

· Disposable devices that cover the mouth and nose during medical procedures. They help protect the caregiver and patient against microorganisms, body fluids, and small particles in the air. N-95 respirators are regulated by the FDA and also regulated and certified by NIOSH. When a mask is both cleared by FDA as a surgical mask and certified by NIOSH as an N-95 respirator mask, FDA calls it a "surgical N-95 respirator." Use N-95 respirators to cover your mouth and nose when you may be splattered by or exposed to someone else’s body fluids (such as blood, respiratory secretions, vomit, urine or feces).
I. Surgical N-95 respirators

· Surgical masks that are designed to protect against small droplets of respiratory fluids and other airborne particles in addition to the protection of surgical masks

· Closely fit to form a tight seal over the mouth and nose

· Must be fit-tested and adjusted to your face

· May be uncomfortable due to tight fit

· Usually packaged as single devices or in boxes of single-use devices
II. Non-medical N-95 respirators

· There are N-95 respirators and other similar respirators available for various occupational exposures that do not make medical claims and are not regulated by FDA. These respirators are available from many sources including hardware stores and online. They are rated based on the size of the particles they can filter in industrial settings. Many of these respirators are intended to filter out particles of dust and mist from wood, metal, and masonry work.

2. Removal of PPE
· The following method is one suggestion for removing PPE while minimizing risk of contamination of clothing, skin, and mucous membranes. It is based on the use of disposable PPE, and utilizes the principle of removing PPE from the facial area with clean hands.

· Before leaving the area of contamination, remove the disposable gown by grasping it at the shoulders, pulling down, and rolling inside out. Keep the contaminated outside of the gown away from the body.

· Remove gloves with the clean side of the gown while rolling it down. Keep hands on the clean side of the gown.

· Gown and gloves may be disposed of in regular trash unless grossly soiled with blood or other body fluids.

· Wash hands with soap and water or sanitize with alcohol-based gel.

· Remove PPE from face (face shield, goggles) while inside the area of contamination, except for the N-95 respirator.
· Immediately after leaving the area of contamination, remove

· N-95 respirator, touching only straps at back of head and dispose of in regular trash.


3. Testing of PPE
· Fit testing of N-95 masks should be done every year. In addition, a medical evaluation (form) should be completed/updated every 2 years. 

4. Storage and Rotation of PPE
· PPE will be stored in quantity per WI Division of Public Health recommendations for staff operations and mass clinic responders.  PPE will be dated for replacement/rotation and will be stored in an area designated by the Health Officer. At present, storage is in the nursing closet in DHHS. The Health Officer or delegate will be responsible to annually replace or rotate depleted or dated items.

REFERENCES/LEGAL AUTHORITY:  

www.accessdata.fda.gov/scripts/cdrh/devicesatfda/
http://dhfs.wisconsin.gov/preparedness/pdf_files/WHEPPv3_08272004.pdf
http://dhfs.wisconsin.gov/preparedness/pdf_files/PHEPv3_01202005.pdf
http://www.osha.gov
www.accessdata.fda.gov/scripts/cdrh/devicesatfda/
TB Respiratory Protection Standard (1910.139) 

Respiratory Protection Standard (1910.134) 

National Institute of Occupation Safety and Health
POLICY TITLE:  Respiratory Protection Program 
 


EFFECTIVE DATE:  03/26/2008 

 
DATE REVIEWED/REVISED:   
AUTHORIZED BY:  Jen Rombalski, Health Officer 

 
PURPOSE STATEMENT:  


POLICY:

It is the policy of the Buffalo County Health Department to provide its employees with a safe and healthful work environment.  This program is designed to help reduce employee’s exposure against bioterrorism agents and emerging infectious disease hazards.  When it is not possible to remove or prevent these hazards with engineering controls, it may be necessary to use respiratory protection. 


It is the intent of this policy that, as necessary, the Buffalo County Health Department shall: 

· Evaluate tasks and workplaces to determine if respiratory protection is needed 

· Evaluate employees’ medical status before issuing respirators (and if necessary, to accommodate those employees who cannot wear respiratory protection for medical reasons) 

· Provide training on the proper selection, use, care, and limitations of respirators 

· Provide properly fitted respirators to any employees who may need them 

· Perform any other tasks necessary to comply with OSHA’s 29 CFR 1910.134, Respiratory Protection, and 29 CFR 1910.139, Respiratory Protection for M. tuberculosis 


No employee may be fitted for, issued, or required to use a respirator of any sort without complying fully with policies outlined in this document. 

RESPONSIBLE STAFF:

PROCEDURE: 

1. RESPONSIBILITIES

A. Administration
· Determine what Public Health situations require the use of respiratory protection equipment

· Evaluate tasks and workplaces where respiratory protection is required

· Provide fit testing and training as necessary

· Maintain the Buffalo County Health Department’s written Respiratory Protection Plan (coexists with PPE procedure annually)

· Periodically review and update written respiratory protection policies and procedures (annually) 

B. Employee

· Understand the respiratory protection requirements for their work duties

· Correctly wear the appropriate respiratory protective equipment according to proper instructions as provided

· Follow site-specific procedures 

· Attend training classes as necessary

· Complete the required medical evaluation questionnaire and undergo fit testing as necessary 

· Inspect respiratory protective equipment prior to each use 

· Perform a negative and positive pressure fit check before each use 

· Report damaged or malfunctioning equipment immediately 

2. PROGRAM ADMINISTRATION

Administrator:  
Jennifer Rombalski, Health Officer


The Administrator has complete responsibility of the Respiratory Protection Program.  This individual has the authority to act on any and all matters relating to the operation and administration of the Buffalo County Health Department Respiratory Protection Program. The individual is responsible for developing standard operating procedures, maintaining records, and conducting program evaluations.

Manager(s):  
Angela Gray, Registered Nurse



Paula Stansbury, DHHS Director

The Managers are responsible for hazard identification, hazard measurement if possible, technical support, evaluation of employee’s health via the medical questionnaire, directing and coordinating engineering projects if necessary, selection, issuance, training, fit-testing and record keeping of the Buffalo County Health Department.

This program will be effective starting March 26, 2008.

3. MEDICAL EVALUATION

See Appendix A: Medical Evaluation Form
OSHA requires that every employee who is being considered for inclusion in the Buffalo County Health Department Respiratory Protection Program must participate in a medical evaluation.  A determination of the employee’s ability to wear a respirator while working is made initially before fit testing.  Medical evaluations shall be completed every two years.  

Additional medical evaluations shall be scheduled when:

· The employee reports signs or symptoms that are related to respirator use or the employee’s ability to use a respirator 

· The employee’s supervisor requests a re-evaluation 

· Observation of the employee indicates a need for re-evaluation 

· There are changes in the workplace or task that may significantly increase the employee’s exertion while wearing a respirator (i.e., physical work changes, temperature changes, added protective clothing, etc.) 

A mandatory medical evaluation questionnaire in 1910.124 must be used and reviewed by a physician or other licensed healthcare professional (PLHCP).  If the PLHCP deems it necessary, the employee will receive an examination.  The purpose of the medical evaluation is to assure that the employee is physically and psychologically able to perform the assigned work while wearing respiratory protective equipment.  If the PLHCP denies approval, the employee will be unable to participate in the Respiratory Protection Program.

4. HAZARD ASSESSMENT

See Appendix B: Coulee Region Public Health Consortium Hazard Assessment

When using respiratory protection, the type of respirator is selected on the basis of the hazard and its airborne concentration.  The hazard assessment will be performed prior to the task requiring respiratory protection.  Periodically, as required by OSHA standards or at least every 12 months, a review of the hazard assessment will be made to determine respiratory protection equipment effectiveness. 

Emerging Infectious Diseases & Bioterrorism
For a biological agent, the air concentration of infectious particles will depend upon the method used to release the agent.  The Center for Disease Control and Prevention interim statement for Recommendations for the Selection and Use of Protective Clothing and Respirators Against Biological Agents states:

A. Biological agents may expose people to bacteria, viruses, or toxins as fine airborne particles. Biological agents are infectious through one or more of the following mechanisms of exposure, depending upon the particular type of agent:  

I. Inhalation, with infection through respiratory mucous or lung tissues;

II. Ingestion or contact with the mucous membranes of the eyes, or nasal tissues; or 

III. Penetration of the skin through open cuts (even very small cuts and abrasions of which employees might be unaware). 

B. Organic airborne particles share the same physical characteristics in air or on surfaces as inorganic particles from hazardous dusts. This has been demonstrated in military research on biological weapons and in civilian research to control the spread of infection in hospitals.

C. Because biological weapons are particles, they will not penetrate the materials of properly assembled and fitted respirators or protective clothing.

D. Existing recommendations for protecting workers from biological hazards require the use of half-mask or full face piece air-purifying respirators with particulate filter efficiencies ranging from N95 (for hazards such as pulmonary tuberculosis) to P100 (for hazards such as hantavirus) as a minimum level of protection.

E. Public Health employees will be a critical component of emergency response in a biological, infectious disease outbreak and/or other public health threats and emergencies.  Biological and infectious diseases that require the use of air purifying respirator by the Buffalo County Health Department employees can be found in Section 11.0 Appendix B – Coulee Region Public Health Consortium Hazard Assessment of this document.

5. RESPIRATOR SELECTION 

See Appendix C: N-95 Respirators—1860, 9211, and Powered Air Purifying Respirator
Respirator are selected and approved for use by the Administrator.  Proper respiratory protection selection is made only after a determination has been made as to the real and/or potential exposure of employees to harmful concentrations of contaminants in the workplace atmosphere. This evaluation will be performed prior to the start of any routine or non-routine tasks requiring respirators. The following items will be considered in the selection of respirators: 

· Effectiveness of the device against the substance of concern 

· Estimated maximum concentration of the substance in the work area 

· General environment 

· Known limitations of the respiratory protective device 

· Comfort, fit, and worker acceptance 

· The task to be performed 

· Other contaminants in the environment 

· Potential for oxygen deficiency 

· A verification of the respirator’s NIOSH certification for its intended use 

A. Particulate Respirators  (N-95 Masks)
This NIOSH-certified respirator can help reduce inhalation exposures to certain airborne biological particles (e.g. viruses, mold, Bacillus anthracis, Mycobacterium tuberculosis, etc.) but cannot eliminate the risk of contracting infection, illness or diseases.  OSHA and other government agencies have not established safe exposure limits for these contaminants.  This respirator is a negative-pressure device using the suction produced by inhalation to draw air through the filter.   Do not use in atmospheres containing less than 19.5% oxygen.  Do not use when concentrations of contaminants are immediately dangerous to life and health or are unknown.  Do not use for gases and vapors.  See Section 11.0 Appendix C – Respirators for user instructions regarding the 1860 Series N95 particulate respirator.

B. Powered Air-Purifying Respirator 
Powered air-purifying respirators (PAPR), which operate on the same principle as air-purifying respirators, but rely on a blower unit to move air through filters and deliver it to the user. These respirators remove air contaminants by filtering, absorbing, adsorbing, or chemical reaction with the contaminants as they pass through the respirator canister or cartridge. This type of respirator is to be used only where adequate oxygen is available and the atmosphere is not oxygen enriched (19.5 to 23.5 percent by volume).  Do not use for gases and vapors See Appendix C – Fit testing for user instructions regarding the Air-Mate High Efficiency Powered Air Flower/Filtration Unit.   

No respirator may be used for any purpose if it has not been NIOSH certified for that purpose.   
Respirators are purchased from the following contact or a private vendor of these products: 

Ron Mosca, Senior Account Representative

3M Occupational Health and Environmental Safety

3M Center, Bldg 0235-02-W-07

St Paul, MN 55144-1000

(800) 537-8461

rjmosca1@mmm.com

Respirators selected for use by the Buffalo County Health Department staff for responding to the agents identified in Section 11.0 Appendix B, Coulee Region Public Health Consortium Hazard Assessment are:
Particulate Respirators (N95 3M 1860 and 9211 Series)

Powered Air Purifying Respirator (3M HEPA Series)

6. RESPIRATOR USE 

Respiratory protection is authorized and issued for the following employees: 

· Workers in areas known to have contaminant levels requiring the use of respiratory protection or in which contaminant levels requiring the use of respiratory protection may be created without warning (e.g., act of bioterrorism or an infectious disease outbreak). 

· Workers performing operations documented to be health hazardous and those unavoidably required to be in the immediate vicinity where similar levels of contaminants are generated (e.g. Infectious Disease Outbreaks / Isolation Rooms)  

· Workers in suspect areas or performing operations suspected of being health hazardous but for which adequate sampling data has not been obtained. (e.g. bioterrorism Hazards including mass vaccination clinic)

Employees may not wear respiratory protective equipment if he or she has any condition (i.e., facial hair, clothing, or hairstyle, etc.), which may interfere with the proper fit and operation of the respirator. If an employee requires corrective lenses, these lenses must be worn during operations involving respiratory protective equipment, and must be worn in such a way as to not interfere with the respirator’s seal or operation. 


7. RESPIRATOR FIT TESTING

Employees of the Buffalo County Health Department shall be fit tested at least every 12 months.  In order to ensure that respiratory protective equipment provides a good fit, and therefore good protection without excessive leaks, employees must successfully complete a fit test.  Employees shall also be fit tested whenever: 

· A different size, style, or model of respirator is to be used 

· Whenever there are changes in the employees physical condition that could affect the respirator seal (such as an obvious change in weight, facial scarring, dental changes, or surgeries involving the face and head) 

· Whenever the employee reports a change in the fit of his or her respirator 

· Fit testing shall be performed using one of the following OSHA approved qualitative or quantitative fit test methods: 

· Saccharin Solution Aerosol* 

· Denatonium Benzoate (Bitrex) Solution Aerosol 


These methods are qualitative methods, which rely on the employee’s response to the challenge agent (taste, smell, cough, etc.) to determine an adequate fit. Denatonium Benzoate (Bitrex) will be the preferred method of fit testing.

Fit testing will not be done on employees with facial hair that passes between the respirator seal and the face or interferes with valve function.  Such facial hair includes stubble, bears, and long sideburns.  

Respirator fit testing shall be documented and shall include the type of respirator, brand name and model, method of test and test results, test date and the name of the instructor/tester.

8. TRAINING

See Appendix D: Respirator Training
In order to provide adequate protection, employees must be trained on the proper use and care of respiratory protective equipment. This training shall be given annually and shall include the following points: 

· Why the respirator is necessary and how improper fit, usage, or maintenance can compromise the protective effect of the respirator; 

· What the limitations and capabilities of the respirator are; 

· How to use the respirator effectively in emergency situations, including situations in which the respirator malfunctions; 

· How to inspect, put on and remove, use, and check the seals of the respirator; 

· What the procedures are for maintenance and storage of the respirator; 

· How to recognize medical signs and symptoms that may limit or prevent the effective use of respirators; and 

· The general requirements of this section. 


Employees shall be retrained at least annually, and whenever there are changes in the workplace or task that make previous training obsolete, it becomes apparent that the employee’s knowledge of respiratory protection is inadequate, and when any other situation arises that indicates a need for retraining. 

9. RESPIRATOR INSPECTION, MAINTENANCE AND STORAGE

See Appendix C for user instructions regarding inspections, cleaning and storage.
10.  PROGRAM EVALUATION

See Appendix E: Fit Testing Record Form and Procedure for Fit Testing and Appendix F: Respirator Training Program Attendance Roster
Program Manager shall retain written information regarding medical evaluations and fit testing of the Buffalo County Health Department’s Respiratory Protection Program for a period not to exceed 5 years.. Records of medical evaluations are retained and made available in accordance with 29 CFR 1910.1020. 

The Respiratory Protection Program shall be reviewed and evaluated at least every 12 months by the Program Administrator and the Program Manager(s).  The Checklist for Respiratory Protection Programs will be used as a program evaluation tool.

REFERENCES/LEGAL AUTHORITY:  

POLICY TITLE:    Blood Lead Level (BLL) Results and Follow-Up


EFFECTIVE DATE:  07/05/2006 

 
DATE REVIEWED/REVISED: 11/30/2006, 07/06/2012  
AUTHORIZED BY:  Jen Rombalski, Health Officer  

 
PURPOSE STATEMENT:  


To assure blood lead screening follow-up to Buffalo County children at ages one (1) and two (2) years, as well as children six (6) years of age or younger who have not been screened in the past. To maintain a central case registry (hereinafter referred to as Elevated Lead Log), in accordance with the quality criteria of the WCLPPP, for all children with elevated blood lead levels.  

RESPONSIBLE STAFF:

Public Health Nurse

WIC Technician

Environmental Health Specialist


PROCEDURE: 

Receive BLLs for lead screenings done through the Public Health Unit-WIC Program as well as those performed at private providers and review results. 

For all BLLs < 4 µg/dL: This is considered a normal BLL.  Initial and date lead test results and file in current years’ Lead Results Binder under appropriate section (private provider or WIC).   No follow-up to guardians is required for normal BLL results.

For all BLLs 5-10 µg/dL, this is considered a reference value, a letter is sent to the family (found in G/ Public Health Unit/ Lead/ Lead Results Over 5mcg) include the Look Out for Lead Brochure.

For all BLLs over 10µg/dL (Lead Exposure)

A. Enter data into Elevated Lead Log (PHN0057) for current year
B. Send form letter Elevated Blood Lead Level (PHN0072) to the parent/guardian within 48 hours of receipt of results. (only if first level obtained is a capillary sample and venous draw is necessary)
C. Send informational packet to include lead informational materials, such as appropriate ones listed in Section 3.0 Scope/Supporting Facts
D. Continue to follow-up on all subsequent BLLs done while case is open and provide reminders to parents/guardians if re-screening is not completed.
E. For EBLL (see definition above) Complete Case Report and Environmental investigation (per procedure #PHN009).
For all BLLs 45-69 µg/dL: This is an EBLL.

A. Call child’s parent/guardian immediately upon receipt of the BLL results and inform them that they must make an appointment with the child’s primary care provider for a venous BLL within 24-48 hours.  
B. If parent/guardian is not home, make every effort to locate them as soon as possible.
C. Contact primary health care provider to advise him/her of situation 

D. Follow procedure as above.

REFERENCES/LEGAL AUTHORITY:   

http://dhfs.wisconsin.gov/lead/doc/Chap7Screen.pdf
POLICY TITLE:    

Environmental Health Complaint Investigation

EFFECTIVE DATE:   

8/1/03 

DATE REVIEWED/REVISED:    6/28/12 
AUTHORIZED BY:   

Heidi Stewart, BSN, Health Officer / Director                                                                                                                                   
PURPOSE STATEMENT:  

To assure uniform follow-up of all human health hazard complaints/events according to Wisconsin Statutes as well as the Pepin County Nuisance Ordinance that prohibits human health hazards. 

POLICY:

Pepin County Health Department Staff will respond to citizen complaints in a timely manner, and will resolve the issue through consultation or legal action as needed. 

Objectives:

1. Investigate human health hazard ordinance complaints within 10 working days.

2. Investigate 100% of complaints received.

PROCEDURE:

Complaint receipt and documentation:

1. Phone, walk-in or written complaints will be forwarded by public health support staff to the Health Officer or designee. If health officers are unavailable, callers will be forwarded to voice mail. Walk-ins will be told when the health officer will return and be instructed to call or leave contact information for a return call.

2. The HO will contact the complainant as soon as possible to gather additional information regarding the complaint. The complaint will be referred to public health staff or assigned to the health officer. 

3. Staff handling the complaint will fill out the Environmental Health and Human Hazard Report found here: S:\PUBLIC HEALTH\Human Health Hazards\Forms-Letters\Environmental Health and Human Health Hazard REPORT.doc with information gathered from the complainant.

4. Complaints will be prioritized using the following criteria:

· Imminent health hazards will be acted upon as soon as possible, on the day the complaint is received.

· Health hazards will be acted upon as soon as possible, but within 10 working days.

5.    An anonymous complaint will be accepted and handled as any other complaint.

6.    The names of those filing a complaint are generally kept confidential. However, in cases   where the complainant name must be used, the complainant will be informed that his/her  name will be divulged.

7.    Initial documentation regarding the complaint will be kept on the Environmental Health and Human Hazard Report in the case of a reported illness. Complaint investigations may include communication by telephone, letter, or on-site field inspections.

8.   The complaint will be entered into the Nightengale Notes database. All fields will be 



completed in the database unless unavailable. The date the complaint was received, 



investigation began, and date resolved will be documented.

9. Those requesting complaint investigation information must request the records in writing 

       as an open records request. 

Complaint Investigation:

1. A complaint that is immediately resolved through consultation, education, or referral is entered into the Nightengale Notes database. No further action is required.

2. Field inspections shall be in accordance with accepted environmental health practice. Proper documentation may include photographs and video/audio tape recordings. Written detailed information will include, for example; dates, times, persons contacted and phone numbers, and any other information relevant to the investigation.

3. Staff will make appropriate referrals to county agencies, state agencies, or local jurisdictions for corrective action. Staff contacts the complainant, if necessary. Staff will contact the non-compliant party, if necessary.

4. Follow-up information and/or photographs will be attached to the complaint form or placed in a file marked with the name of the complaint. Complains are filed by year. The current year is in the health officer file cabinet. The form or the file must clearly indicate the disposition of the complaint. All forms are located on the S Drive under Public Health/Human Health Hazard and can be found by the following link: S:\PUBLIC HEALTH\Human Health Hazards
5.    When an order to correct a health hazard must be issued, the procedure outlined in the Pepin County Human Health Ordinance shall be followed. Written orders will be sent certified mail with compliance due within 30 days of receipt of the order as indicated on the US Postal Service return form. A copy of the written order and verification of receipt of the order will be attached to the Environmental Health and Human Hazard Report when filed. Compliance dates may be extended, if it appears that a good faith effort has been made to comply, and more time is necessary to achieve compliance. A hard copy of the abatement order will be placed in the file. 

6.   Failure to comply may result in legal action as determined by the health officer and the 

corporation counsel staff. If court actions are needed, the corporation counsel staff will make arrangement for court dates and will request necessary paperwork from the health officer.

7.   Complaints shall be filed by year of complaint, in the health officer office and must be kept    for 7 years.

8.   A Complaint follow-up will either consist of a visit to the site, or a phone call or other contact. The handling of the of the complaint is determined by the nature of the complaint. If violations are noted upon investigation of the complaint, orders to abate the problem will be issued. Depending upon the seriousness of the complaint, either immediate corrections, or corrections within no greater than 30 days may be ordered. If the complaint is resolved via phone call or other contact, this will be noted in the record. 

EVALUATION:

1. All complaints will receive follow-up within 10 working days as indicated in the complaint database.

2. All complaints will have proper documentation of situation and resolution as documented on the complaint investigation form and supporting materials. 
REFERENCES/LEGAL AUTHORITY:   
 

· FoodBorne and Waterborne Outbreak Investigation Policy

· Access Complaint Database

· DHS or DATCP Fact Sheets

· Ch 250,251,252,254 823 Statutes 

· Sections 59.70, 59.54, 66.0119 and 66.0417 Statutes 

· Ch HFS 140

· WI Administrative Code

· Pepin County Ordinance Ch 10 
POLICY TITLE:    

Environmental Health Fee Exempt Testing 

EFFECTIVE DATE:   

7/16/12

DATE REVIEWED/REVISED:    7/16/12 

AUTHORIZED BY:   

Heidi Stewart, BSN, Health Officer / Director                                                                                                                                  

PURPOSE STATEMENT:  


The PCHD will provide existing fee exempt testing for Pepin County residents to protect public health while eliminating the barrier of cost.

POLICY:


The use of free exempt testing will help to assure safe drinking water for infants, identify lead poisoned children early, determine the cause of outbreaks, and provide environmental testing for those with health problems or potential health problems.
PROCEDURE: 


Fee Exempt Water Testing:

Low income families with pregnant women or newborns will be offered fee exempt water testing if they have a private well for their drinking water supply.  PHN will provide water sampling instructions and the fee exempt test kit to families meeting these criteria.  Families will be instructed to read the sampling instructions, collect the water sample, and mail it to the WSLH using the mailer and postage paid sticker included with the kit.  If staff members believe the family may be unable to understand the directions for sampling, the PHN may collect the sample at the time of a home visit.  When the water test results are received by the PCHD, the family will be contacted if the water is unsafe in any way.  

If a sampling error occurred and the bacteria sample must be repeated, a second sample bottle for bacteria only will be provided to the family for the re-test.

Lead Screening or Lead Hazard Assessment:

Families will receive a free lead screening or lead hazard investigation if a child in the home has an elevated blood lead level.  If a child in the home has a documented blood lead level of 20 ug/dL, or if the child has two BLL’s of 15 ug/dL taken 90 days apart, a lead hazard investigation will begin.  The investigation is mandatory and is intended to locate all lead sources in and around the home.  All environmental lead sampling is done free of charge.   Lead sampling is conducted in the child’s home and any residence where the child spends a significant amount of time, such as a daycare or the home of a relative or friend.  Lead paint chips, dust wipe samples, and potentially soil samples will be collected and analyzed. The PCHD contracts with Cedar Cooperation for inspection and testing services. 

Foodborne or Waterborne Illness Investigation Sampling:

There is no cost to individuals for a foodborne or waterborne illness investigation.  Individuals involved in foodborne or waterborne outbreaks will be offered free stool sample kits and analysis to determine the illness or source of illness.  Kits are distributed to ill and well individuals, as well as food handlers.  Completed samples can be either dropped off at the Health Department, or Health Department staff will pick up the completed kits and ship them to the State Lab of Hygiene for analysis.  Food or water involved in the outbreak will also be analyzed without cost to the individuals.  Food Samples are analyzed either at the Wisconsin State Lab of Hygiene, or will be forwarded to the DATCP Bureau of Lab Services.  

Indoor or Outdoor Air Quality Investigations:

Pepin County families or individuals with documented health conditions relating to indoor or outdoor air quality will receive a free air assessment with the use of either the 4 gas air monitor owned by the Health Department, or the loaned equipment from the Wisconsin Department of Health Services, Bureau of Environmental and Occupational Health.   An Indoor Air Quality questionnaire will be given to the family to complete.  This questionnaire will be used to determine potential areas of concern in the home.  BEOH staff will consult with PCHD staff to determine the type of air testing appropriate for the air conditions and health conditions noted.   If outdoor air is an issue, the Department of Natural Resources may be involved in the investigation as well.

West Nile Virus:

West Nile Virus surveillance takes place annually from May through October.  During this time period, the PCHD will accept calls regarding sick or dying birds.  The information will be entered into the West Nile database in PHIN.   EH staff will collect dead ravens, crows or blue jays from residents.  Analysis of birds to detect the presence of West Nile Virus in the county will be done free of charge to residents.  Dead bird testing will cease as soon as a county has one positive bird submitted for the year. 

1. See current year “Arbovirus Management Protocol” as provided by the State of Wisconsin 

Department of Health and Family Services found at:

http://www.dhs.wisconsin.gov/communicable/ArboviralDiseases/PDFfiles/2012ArbovirusManagementProtocol.pdf 

2. For further questions, please contact Diep (Zip) Hoang Johnson at 608-267-0249 or email at 

    diep.hoangjohnson@wi.gov
EVALUATION:

Residents will be offered all appropriate and available fee exempt testing.  They will be made aware of the cost of any other testing offered by the PCHD before they utilize or participate in the testing.  
REFERENCES/LEGAL AUTHORITY: 

· Division of Public Health Guidelines for Fee Exempt Environmental Sample Analysis

· Fee Exempt Well Water Sampling Instructions

· West Nile Virus Guidelines

· Foodborne and Waterborne Outbreak Investigation Manual

· Ch 250,252,254, 823 Statutes

· Ch HFS 140, WI Administrative Code

· Wisconsin Administrative Codes, Dept. of Natural Resources 
POLICY TITLE:    

Foodborne and Waterborne Outbreak Investigation 

EFFECTIVE DATE:   

7/2/12

DATE REVIEWED/REVISED:    7/2/12 

AUTHORIZED BY:   

Heidi Stewart, BSN, Health Officer / Director                                                                                                                                  

PURPOSE STATEMENT:  


1. To assure early detection of, and rapid, effective response to a foodborne or waterborne disease outbreak.

2. To reduce incidence of foodborne, and waterborne diseases.

3. To provide epidemiological follow-up on all reportable foodborne or waterborne disease outbreaks.

4. To provide education on foodborne or waterborne disease prevention to individuals and the community.

5. To stress risk factor reduction to food establishment employees and managers as a means of preventing future outbreaks.  These risk factors include inadequate cooking temperatures, improper holding temperatures, poor personal hygiene, unsafe food sources, and contaminated equipment.

POLICY:


The Pepin County Health Department will work in collaboration with the Department of Health Services or the Department of Agriculture, Trade and Consumer Protection, Department of Natural Resources, Division of Food Safety to determine the source of a reported foodborne or waterborne disease or illness outbreak, and will take steps to prevent further illness.  A foodborne outbreak is the occurrence of more cases of disease than expected in a given area or among a specific group of people during a particular period of time.  A waterborne outbreak is when two or more people experience a similar illness after the ingestion of drinking water or after exposure to water used for recreational purposes, and epidemiologic evidence must implicate water as the probable source of the illness.  (One illness is considered a waterborne outbreak for a single case of lab confirmed primary amebic meningoencephalitis and for single cases of chemical poisoning if the water-quality data indicate contamination by the chemical.) 

PROCEDURE: 


Notification:

The outbreak investigation will begin within one working day of notification of an outbreak.  At the onset of a food or waterborne disease investigation, the DHS Communicable Disease Epidemiology Section, Food Safety and Recreational Licensing Section, and the Western Regional DHS office will be notified.  Depending upon the circumstances and source of illness, the DATCP Division of Food Safety, or the Department of Natural Resources may be notified as well.  If the event overwhelms the capacity of the Pepin County Health Department, DHS or DATCP will be asked to assist in the investigation.  Notify local health care providers to inform them of the outbreak situation. 

Consult with the management team to determine whether the Public Health Emergency Plan should be activated.  Consider the following triggers:

· The event is urgent in nature and/or potentially severe in consequences

· Staff’s day-to-day work will need to be redirected

· An interdisciplinary response is required (within the agency and/or with the Department of Health Services or the DATCP Division of Food Safety)

· Other agencies are part of the response team

· The response is expected to last greater than one day.

Investigation:

Pepin County Health Department will investigate reports of food-borne or water-borne disease following the procedure outlined in the Foodborne Illness Investigation Manual. Public Health Nurses will conduct interviews with ill and non-ill individuals that shared a common source of food or water at an event or common location.  Employees of the facility in question will be interviewed as well.  The health officer will collaborate with the DHS to assure inspection of the food service facility or the collection of environmental health samples. The outbreak may originate at a public establishment, private home, temporary food stand, at a Farmers Market, Bake Sale, County Fair, farm event, or other food service operation.  

In the event the outbreak becomes cross-jurisdictional, DHS or DATCP will coordinate the activities of governmental agencies in order to most quickly and efficiently end the outbreak.

Steps taken in the investigation include the following:

· Obtain initial information from the complainant regarding a reported food or waterborne illness report.

· Contact the food service establishment to inform them of the complaint, and to determine if the establishment has received other reports of illness.

· Develop a list of individuals to contact regarding the outbreak.

· Contact the State Epidemiologist to obtain direction for the epidemiologic investigation, food sampling, and lab sample submission.  Forward an intake log sheet with basic information regarding the outbreak to the State Epidemiology section. 

At this point, the Public Health Emergency Plan should be activated considering the following triggers:

· The event is urgent in nature and/or potentially severe in consequences

· Staff’s day to day work will need to be redirected

· An interdisciplinary response is required (within the agency and/or with the Department of Health Services)

· Other agencies are part of the response team

· The response is expected to last greater than one day

The investigation continues with the following steps:

· Interview the ill individuals and well individuals who shared the common food, water, or event.  Interview food service workers and determine health status.

· Prepare a line list of ill persons listing signs, symptoms, onset times, duration of illness.

· Gather appropriate community and environmental information; investigate potential sources of the responsible agent and factors that may have contributed to the outbreak.

· Inspect the food service facility and collect samples, data, or reports as necessary. Interview the establishment owner or operator, and key employees.

· Analyze and interpret data.

· Receive, evaluate, and transmit completed reports to the state epidemiologist.

· Implement control measures for specific diseases consistent with measures recommended by the state epidemiologist.

During the course of the investigation, a food establishment may need to be closed while the source of the outbreak is determined and to allow time for elimination of the hazards within the operation.  If the establishment does not close voluntarily, the Pepin County Health Officer can order the establishment closed as part of the communicable disease containment and prevention.  

Final Report:

Following the investigation of the waterborne or foodborne illness, a final report will be completed.  The final report will detail the number ill and not ill, the identified illness agent, source of illness, and investigation methods and findings.  If the scope of the event required the utilization of the Public Health Emergency Plan, an After Action Report will be completed.  The report and documentation will be maintained for seven years.  The patient and health reports are confidential.  The investigation report is public record. 

The foodborne illness complaint form can be found here: S:\PUBLIC HEALTH\Updated Policies and Procedures 2012\Environmental Health\Foodborne Illness Forms\Foodborn_Illness_Complaint_Form.pdf. 

EVALUATION:

100% of foodborne or waterborne outbreak complaints will be investigated.

100% of all establishments involved in an outbreak will receive a debriefing following the investigation 
REFERENCES/LEGAL AUTHORITY: 
· Wisconsin Administrative Code Chapter 145

· Chapter 252 Wisconsin Statutes

· Chapter 254 Wisconsin Statutes

· Pepin County Public Health Ordinance 301

· DHS 196 and Addendum A, Wisconsin Food Code

· ATCP 75 and Addendum A, Wisconsin Food Code

POLICY TITLE:    

Home Visitation: Elimination of Second Hand Smoke Exposure

EFFECTIVE DATE:   

9/5/08 
DATE REVIEWED/REVISED:    6/28/12 
AUTHORIZED BY:   

Heidi Stewart, BSN, Health Officer /Director                                                                                                                                   

PURPOSE STATEMENT:  


To provide a safe work environment for home visiting employees by reducing exposure to second-hand smoke.

POLICY:

Pepin County Health Department strives to provide employees, including home visiting employees with a safe work environment as they provide services for the residents of Pepin County. A home visiting employee is defined as a person who provides services in private homes or other environments, as arranged by the Pepin County Health Department. The health department is committed to maintaining employee safety and preventing second-hand smoke exposure. 

PROCEDURE: 

Home visiting employees have the right to ask a client, or other household occupant, not to smoke in their presence while they are providing services. If anyone refuses the request, the employee can leave without providing further services – unless doing so would present an immediate, serious danger to any person involved. 

The home visiting employee must follow any guidelines provided by the employer that are aimed at ensuring the client receives a reasonable level of care, in a safe manner.

Responsibility of the home visiting employee who leaves a home due to second hand smoke exposure:

1. within 30 minutes, or as soon as possible, the employee must phone their employer and provide the following information:

a) to advise that they have made a request to provide services in a smoke-free environment, the client or other individual have refused the request and the employee has left.

b) To provide information about the circumstances and care requirements of the client over the next 24 hours, including 

· In what situation the client was in when the employee left.

· Whether an appropriate person is present and available to care for the client, if needed,

· If the client would require additional care in the next 24 hours,

· Any other unusual circumstances that may be present.

       2. Written documentation of event will be provided within 24 hours. 

Employer Obligations:

The director or Program Supervisor will support the rights and responsibilities of an employee who chooses to leave a client’s home because of second-hand smoke exposure risk.

Enforcement:

The Director or Program Supervisor will enforce this policy. Clients will be notified of this policy prior to enforcement and individual circumstances will be reviewed. Services will be terminated should the policy be violated. All events will be documented in the clients chart.

EVALUATION: 

REFERENCES/LEGAL AUTHORITY:   
 N/A 

POLICY TITLE:    Human Health Hazards



EFFECTIVE DATE:   05/25/2006

 
DATE REVIEWED/REVISED:  10/06/2006, 07/06/2012 
AUTHORIZED BY:  Jen Rombalski, Health Officer 

 
PURPOSE STATEMENT:  


To assure a systematic follow-up of all human health hazard complaints in accordance with Wisconsin State Statute 254.59 as well as local ordinance #01-08-02, which was established to protect the public’s health, safety and general welfare.

POLICY:

Buffalo County Department of Health and Human Services shall employ a full-time Health Officer, who will also function as health services supervisor for the public health unit.  This individual shall have at least a bachelor’s degree from a nursing program accredited by the national professional nursing education accrediting organization or from a nursing program accredited by the board of nursing [s. 251.06(1)(a) Stats.].  In accordance with s. 251.06(3) (a-i), the local health officer shall:

· Administer the local health department in accordance with state statutes and rules.

· Enforce state public health statutes and rules.

· Enforce any regulations that the local board of health adopts and any ordinances that the relevant governing body enacts, if those regulations and ordinances are consistent with state public health statutes and rules.

· Administer all funds received by the local health department for public health programs.

· Appoint all necessary subordinate personnel, assure that they meet appropriate qualifications and have supervisory power over all subordinate personnel.  Any public health nurses and sanitarians hired for the local health department shall meet any qualification requirements established in rules promulgated by the department.

· Investigate and supervise the sanitary conditions of all premises within the jurisdiction area of the local health department.

· Have access to vital records and vital statistics from the register of deeds.

· Have charge of the local health department and perform the duties prescribed by the local board of health.  The local health officer shall submit an annual report of the administration of the local health department to the local board of health.

· Promote the spread of information as to the causes, nature and prevention of prevalent diseases, and the preservation and improvement of health.

RESPONSIBLE STAFF:
Health Officer

Any employee within BCDHHS

Social Worker

PROCEDURE: 

1. Receive referral and complete the top section of the HHH Progress Notes.     Note: If the person giving the referral refuses to leave his or her name, they will be notified that the person maintaining the health hazard may refuse investigation.  The referral source will always remain anonymous.  However, if the individual refuses to allow the EHS to enter, and an inspection warrant is obtained through the court, the caller’s name will be listed on the warrant, in which the person maintaining the health hazard will receive a copy. 

2. A detailed description of the complaint/potential health hazard shall be documented in the progress notes. 

3. Enter information into Human Health Hazard Case Log (PHN0020).

4. In the absence of the EHS, any human health hazard complaint will be given to a public health worker, then to the social worker on intake.   

5. Determine if the complaint can be addressed when the EHS is due to return or if it needs more immediate attention. If the complaint needs immediate attention, direct another individual within the agency to begin the follow-up procedure.

6. Determine if problem falls under the jurisdiction of the BCDHHS or if it should be referred to another agency because of the nature of the complaint or the geographical area if falls within.  Referrals to other agencies should be considered using the following guidelines, which are not meant to be all-inclusive:

Referrals to DNR:

The DNR has statutory authority over several types of pollution, including air pollution (Chapters NR400-499 of the Wisconsin Administrative Code; surface water pollution (Chapters NR102 and NR103 of the Wisconsin Administrative Code; groundwater pollution (NR140 of the Wisconsin Administrative Code); and improper waste disposal (Chapter NR500 of the Wisconsin Administrative Code). 

Concerns about air pollution, surface and groundwater pollution and the improper disposal of solid waste should be referred to the West Central District of the DNR. The DNR will advise if there is a more local agency that may have jurisdiction in the specific situation.

Referrals to Local Municipality:

Some municipalities have their own human health ordinance (a/k/a a nuisance ordinance).  
Referrals to the Department of Ag/Trade and Consumer Protection:

Landlord/tenant issues.

Referrrals to Buffalo County Zoning Administration:
Complaints about septic systems and zoning violations (such as land use concerns in zoned townships).

Referrals to the Humane Society and/or WI Department of Agriculture: 

Animal welfare issues.

If the complaint is referred to another agency for follow-up, request that the agency provide notification of their follow-up to BCDHHS.  Once received, document the follow-up.

7. Things to consider prior to visit:

A.  Seek legal advise from Corporation Counsel

B.  Check with township or village officials to determine if a joint investigation is desired

C.  Check with child, adult, including elderly, and mental health/AODA social workers to determine if they are familiar with case.

D.  Check with law enforcement to determine past responses or known difficulties

8. If the complaint alleges an imminent threat to health, make an unannounced visit.  In other cases, contact owner and obtain permission from the owner of the property to inspect the premises.   If admittance is not allowed, obtain a court order to investigate if necessary.

9. If the EHS is available and follows-up on the case, request that an employee of the Buffalo County Sheriff’s Department, local law enforcement, zoning, or an employee of BCDHHS accompany Health Officer on inspections for safety, as deemed necessary. In some cases this may not be necessary, (e.g.: if a tenant files a complaint about housing that he/she is renting and the tenant will be present for the inspection, the Health Officer may inspect this property independently. If, however, the tenant will be absent, the Health Officer will request accompaniment.)

10. Proceed with on-site investigation and take photographs of the alleged violation.

11. Complete a report within 5 working days of completion of the inspection. If a health order is written, send to the owner and the occupant of the property by certified mail with return receipt requested. The Buffalo County Sheriff’s Department may serve the order if the owner refuses or is unable to accept registered mail. Notify the owner that a health hazard exists and that it be removed or abated within 30 days.  The written order of abatement must include: 

A. The nature of the hazard and the steps needed to correct it. 

B. The time period in which the violation must be corrected. 

C. Penalties that the owner will be subject to if the hazard(s) is/are not abated. 

Send a copy of the written order of abatement to Buffalo County Corporation Counsel.

12. In accordance with s. 254.59 Statutes, “(1) If a local Health Officer finds a human health hazard, he or she shall order the abatement or removal of the human health hazard on private premises, within a reasonable time period, and if the owner or occupant fails to comply, the local Health Officer may enter upon the premises and abate or remove the human health hazard. (2) If a human health hazard is found on private property, the local Health Officer shall notify the owner and the occupant of the property, registered mail with return receipt requested, of the presence of the human health hazard and order its abatement or removal within 30 days of receipt of the notice. If the human health hazard is not abated or removed by that date, the local Health Officer shall immediately enter upon the property and abate or remove the human health hazard or may contract to have this work performed.”

13. If an individual maintaining a human health hazard refuses to abate or remove the health hazard in a time period specified by the Health Officer, abate or remove the health hazard for the owner. Such expenditures may be recovered by civil action against the person or by order of the Clerk to extend such sum as a special tax against the property upon which the violation existed.

14. Consider additional monthly extensions beyond 30 days if the owner is making a good faith effort to abate.  Document all extensions and communications regarding the hazard in the case notes. Take additional photographs to document the progress or lack thereof.  No extensions will be granted beyond one year without significant progress occurring in the abatement process, as determined by the EHS.  

15. Upon abatement or removal of any human health hazard, document that all areas of the health order have been sufficiently satisfied.  Send a letter to the property owner and complainant (if necessary) stating that the hazard has been removed.  Complete Human Health Hazard Case Log (PHN0020) and close.

REFERENCES/LEGAL AUTHORITY:   

Wisconsin Statutes Chapter 254

Wisconsin Administrative Code HFS 140.04(1)(e)
POLICY TITLE:    

Medical Waste Disposal

EFFECTIVE DATE:   

11/7/03

DATE REVIEWED/REVISED:   6/15/12

AUTHORIZED BY:   

Heidi Stewart, BSN, Health Officer / Director                                                                                                                                   

PURPOSE STATEMENT:  


To assure safe and legal disposal of medical waste generated by the Pepin County Health

Department. 

POLICY:

Pepin County Health Department will maintain a contract with a professional, licensed medical waste disposal organization. 

PROCEDURE: 


1. The Pepin County Health Department maintains a contract with Stericycle Inc. to pick up medical waste/sharps two times annually.

2. Approved sharps containers are to be used for all sharps generated by the health department staff.

3. When containers are 2/3 full, they are to be permanently closed. Full sharps containers are stored in the medical supply room.

4. Full sharps containers are placed in the 32-gallon container provided by Stericyle, Inc. This container is lined with a red biohazard bag prior to placing closed sharps containers inside.

5. When the 32-gallon container is full, the health department secretary will seal it according to the instructions and will contact Stericycle, Inc. to have the waste picked up. 

EVALUATION: 

REFERENCES/LEGAL AUTHORITY:   
N/A
POLICY TITLE:    

Methamphetamine Lab Follow-up

EFFECTIVE DATE:   

1/13/04

DATE REVIEWED/REVISED:   7/13/12 
AUTHORIZED BY:   

Heidi Stewart, BSN, Health Officer /Director                                                                                                                                   
PURPOSE STATEMENT:  

1) To inspect the property where a meth lab was detected and orders the property owner to cleanup the property prior to anyone else residing there. 

2 ) To conduct a follow-up inspection to assure appropriate clean-up of the meth lab environments to protect the public from negative health effects of chemical exposure. 


POLICY:


Pepin County Health Department is notified by law enforcement if a methamphetamine (meth) lab is seized in the county. The Pepin County Health Officer or designee will respond to a law enforcement or Department of Justice report of a meth lab closure in the county. The health department will assure necessary steps are taken to cleanup the area, and will conduct a follow-up inspection of the area after cleaning is complete. 

PROCEDURE: 

1. Health Department staff is notified by local law enforcement or the Division of Narcotics Enforcement (DNE), Department of Justice when a met lab is seized in Pepin County.

2. All efforts will be made for the health officer or designee to arrive on site with law enforcement agents following the removal of all chemicals and residents from the home.

3. Health Department staff will conduct an inspection of the property to determine if a human or environmental health hazard exists.

4. If health department staff believes the extent of the contamination of the property presents an immediate health hazard, the property may not be used for human habitations until other appropriate agencies are notified and the human health hazards are abated. Other appropriate agencies may include any of the following:

· Department of Natural Resources

· Bureau of Environmental Health

· Pepin County Human Services Department

· Department of Agriculture

5. The Pepin County Health Officer or designee will provide the property owner with information regarding the necessary clean up procedures and will monitor the property until the cleanup is complete. No individual will be allowed to occupy the dwelling until all human health hazards are abated.

6. In the event the property owner refuses to do the necessary cleanup, the health officer or designee will seek legal action through the Pepin County Corporation Counsel.

For more information, see the document, “Cleaning Up Hazardous Chemicals at Methamphetamine Laboratories” found here: http://www.dhs.wisconsin.gov/eh/chemfs/pdf/MethFS.pdf
Contact Henry Nehls-Lowe at the Wisconsin Division of Public Health for more detailed information: (608) 266-3479.

EVALUATION: 

All known Pepin County residences or locations of previous methamphetamine labs will be inspected and cleared for human habitation prior to re-occupation.

REFERENCES/LEGAL AUTHORITY: 

· Cleaning up hazardous Chemicals at Methamphetamine Laboratories, DHS 4/2011

· Wisconsin Statute 254.59

· Pepin County Health Ordinances Chapter 10

POLICY TITLE:


Radon Outreach and Testing

EFFECTIVE DATE:   

7/2/12

DATE REVIEWED/REVISED:   7/2/12

AUTHORIZED BY:   

Heidi Stewart, BSN, Health Officer / Director                                                                                                                              

PURPOSE STATEMENT:  


1. To ensure that Pepin County residents are aware of the risk of radon exposure, have access to radon testing equipment, and are able to obtain mitigation services if elevated radon levels are found in their homes.

2. Provide radon education and training for home builders and realtors.

POLICY:


Pepin County Health Department offers low cost, short term and long term activated charcoal radon detectors to Pepin County residents in order to assist them in determining the radon level in their homes.  In addition, health department staff will provide follow up advice based on the result of the radon test.

PROCEDURE:




Ordering Radon Test Kits: Short and long term Radon measurement kits are ordered through the current radon information center (RIC) for Pepin County.  Eau Claire County serves as the Pepin County RIC.  The short-term activated charcoal tests are used as a screening tool.  The long term kits will give a more accurate and reliable result, which should be used to determine if mitigation is necessary.  The EPA recommends fixing your home if your long term test kit result is 4 picocuries per liter (pCi/L) or higher.

Distribution of Test Kits: Public health will provide news releases about the risk of radon exposure.  Kits will be distributed as requested.  Directions are enclosed in the kit, but instructions will be reviewed to be sure the individual understands the entire procedure.  Results will be sent to the Pepin County Health Department. Public Health Staff will review the results and either call the client or send information in writing about what steps, if any, should be taken next.

Measurement Conditions: 

· Measurement should be done under closed-building conditions.  All windows, outside vents, and external doors should be closed (except for normal entrance and exit areas) for 12 hours prior to and during the assessment period.
· Measurement should be done during winter months if possible.
· Internal-external air exchange systems (other than a furnace) such as high-volume attic and window fans should not be operating during measurements and for at least 12 hours before measurements are initiated.  Air conditioning systems that recycle interior air may be operating.
Measurement Device Location:

· A position should be selected where the detector will not be disturbed during the measurement period.

· The measurement should not be made near drafts caused by heating, ventilating, and air conditioning vents, doors, fans, and windows.  Locations near direct sunlight, excessive heat (such as near fireplaces), and areas of high humidity should also be avoided.

· Place detector at least 3 feet from windows or doors, and 1 foot from exterior walls.

· Place detector at least 20 inches off the floor and 4 inches from other objects.  An optimal height for the detector is in the general breathing zone, such as 5-7 feet from the floor.

· Measurements should not be made in kitchens, laundry rooms, closets, or bathrooms.

Directions for Measurement (for home owners to complete themselves):

There are two plastic bags covering your kit.  You can open the outside bag to read instructions, but do not open inside plastic bag until ready to test.

· For 12 hours before and throughout the measurement time:

· Windows and external doors must be kept closed, except for normal entry/exit, and;

· Ventilation systems such as stove hoods, bathroom fans, or attic fans are not operated.

· Record your name, address, phone, number, test kit serial number, test start date and time, and test location on the information card included with the test kit.  Important: Analysis cannot be completed without a complete start/stop time and date.

· When you are ready to begin testing, open the plastic bag and remove the test kit.  Place the kit (paper side up) on a flat surface in the breathing zone (2-7ft. off the floor) in the lowest livable level of your home.  Be careful not to tear or puncture the Radon Sampler.  Do not disturb the sampler during the measurement period.

· Stop the test after two days (48 hours): Kits are invalid if exposed longer than 96 hours.

· Record the stop time and date on the information card included with the test kit.

· Place the charcoal test kit and the completed information card in the return envelope and seal the envelope.  For better security, tape the envelope after sealing it.

· Place necessary postage on the envelope and return the kit immediately to Alpha Energy Laboratories for evaluation to, 2501 Mayes Road, Suite 100, Carrollton, Texas 75006-1378.  Normally, you will receive your results within 2-3 weeks from the time you mail the kit to the lab.  

· Radon tests must be received at the lab within 10 days of the stop date! (Please consider sending via Priority Mail to ensure delivery within 10 days)

Test Results: 

· For results less than 4 pCi/L: No follow-up needed.  

· For results between 4 and 10 pCi/L: A year-long follow-up measurement with an alpha-track detector should be done to determine the average radon level.  Radon levels change with the seasons and are lower when windows are open.  The average radon level in occupied floors of the home determines lung cancer risk from radon exposure.

· For results above 10 pCi/L: A second short-term test should be done to confirm the results.  If this test is < 4 pCi/L, no further testing is required.  If the results remain elevated, a long-term test should be done.
Reducing Radon Levels: 

The higher the confirmed results are, the more important it is to fix the home.  Outdoor air has about 0.4 pCi/L, and this is the lowest achievable level in a house.

· Contractors who are certified in a Radon Proficiency Program should be used.  There are a couple such contractors in the Pepin County area:

· For a list of Certified Radon Mitigation Contractors go to www.radongas.org.

· Sealing: Virtually all radon in Wisconsin comes from the soil beneath houses.  Gaps and openings to soil through basement floors and walls should be sealed with gas-tight materials.  The caulk type with the best adhesion to concrete is polyurethane (not silicone).  However, experience by researchers has shown that sealing cracks and openings in basements will result in reductions of radon by more than 50% in only about 20% of the homes.  One shouldn’t expect a major effect.  Hairline cracks are not worth sealing.

· Soil Depressurization: This is generally highly effective.  Air is withdrawn from beneath the basement floor with a continuously-running fan in a 3 or 4-inch diameter pipe, which exhausts at roof level.  The cost for a proficiency-listed contractor to install a system is usually around $1,200 and can range from $800 to $2,000.

· If results in occupied levels of a home are confirmed to be in the range of 4 to 20 pCi/L, it may reasonably take up to a year to get the work done.  For confirmed results above 20 pCi/L, mitigation action should be more prompt.

· Call 1-888-LOW-RADON for more information.

Radon Education and Training

1. Radio shows, Public Service messages, newspaper articles, special trainings and promotional events are all used to educate the public on the risks of radon.  

2. The radon specialist attends radon meetings and trainings to keep up to date on newest radon information

EVALUATION: 

Public education on radon will be made available through PSA’s radio shows and newspaper article/press release.

Public Health will host trainings for residents, home builders, realtors, loan agencies and home inspectors.

Information available on follow-up testing for radon results over 3.9 pCi/L and mitigation will be compiled in the radon database. 

REFERENCES/LEGAL AUTHORITY: 
· US EPA: Citizen’s Guide to Radon

· US EPA: Home Buyers and Sellers Guide to Radon

· US EPA: Consumers’ Guide to Radon Reduction

· WI Statutes s. 254.34

· Programs of the US EPA regarding measurement, mitigation and risk reduction for radon in homes as reflected in the three EPA documents above, should be recommended.  No others have been specified in the state legislation.

· State of Wisconsin Statutes/Administrative Rules/Guidelines:

· WI Statutes s. 254.34

POLICY TITLE:    

Recreational Water: Restricted Use/Closure

EFFECTIVE DATE:   

8/1/03 
DATE REVIEWED/REVISED:    7/19/12 
AUTHORIZED BY:   

Heidi Stewart, BSN, Health Officer / Director                                                                                                                                   
PURPOSE STATEMENT:  


To assure that the health and safety of swimmers is protected when microbiological contamination of recreational waters is detected. 
POLICY:


Per Wisconsin State Statute 254.46, “The department or local health department shall close or restrict swimming, diving, and recreational boating if a human health hazard exists in any area used for those purposes or on a body of water and on associated land and shall require the posting of the area.” When recreational waters fail to meet the standards of guidelines, the Health Officer, after taking into consideration the causes for the elevation of microbiological indicators, may close, post warning signs, or otherwise restrict use of the recreational area until corrective action has been taken and standards or guidelines are met.”

PROCEDURE:

Pepin County does not conduct regular sampling of beaches but will perform sampling in the event of a complaint or reported problem.

Public swimming areas shall be constructed, operated, and maintained as specified in chapters ILHR 90 except as follows:

1. Any beach as defined in s.254.46 Wisconsin Statutes shall comply with the following standards: A beach water sample shall not exceed 200 colonies of fecal coliform per 100 ml of sample and not more than 235 colonies of E. coli per 100 ml of sample.

2. Exceeding the forgoing standards shall cause the immediate closure of the bathing area by the health officer.

3. The health officer shall order immediate closure of swimming areas when a cluster of illnesses associated with a public swimming area has been identified until information reveals that the water is safe.

4. In cases of emergency, whereby the public health and well being of swimmers is jeopardized, the health officer shall order immediate closure of the swimming area.

Per s.254.56 Wisconsin Statutes, “The department or local health department shall close or restrict swimming, diving and recreational bathing if a human health hazard exists in any area used for those purposes on a body of water and on associated land and shall require posting of the area. 

Steps:

1) Any recreational water safety/health complaint will be taken by the health officer. In her absence, a public health nurse will take the complaint. The health officer will investigate the complaint within 3 working days.

2)  If the health officer will be absent for greater than 3 days, a public health nurse in consultation with the Western Regional Officer of the Division of Public Health will investigate the complaint. The health officer/PHN will determine if a human health hazard exists. 

3) Other persons (landowners or agencies) including DNR, law enforcement, town/village/city officials will be informed, if appropriate. 

4) If a human health hazard is found, the public beach will be posted informing the public not to use the beach. The posting will include a brief reason. For Example:

WARNING! BEACH CLOSED TO SWIMMING.

                    BEACH AREA IS CONTAMINATED AND MAY CAUSE ILLNESS.

5) Information regarding action will be provided to the public via press releases.

6) If action is taken, a certified letter outlining appropriate course of action will be sent to the responsible parties.

7) The beach posting sign will be removed when the human health hazard has been abated.

8) All follow-up investigations, inspections, samplings and other will be documented.

Steps for Recreational Water Inspection

1. Perform a survey of the area that may identify actual or potential sources of contamination of the recreational waters and beach areas.  No sewage, sludge, grease, or other physical evidence of sewage discharge should be visible at any time on any public beach area.

2. Sampling of waters may be necessary.  For crowded beaches at which swimmer-to-swimmer contamination may be a significant route of microbiological exposure, sampling when recreational use is highest may be appropriate.  Pepin County Health Department does not provide regular sampling of beaches, but will perform sampling in the event of a complaint/problem.

3. Samples should be taken from just below the water surface, in ankle- to knee-depth water, approximately 12-24 inches deep.  The State Laboratory of Hygiene will be contacted for appropriate sampling containers.

4. At a minimum, fecal coliform and E. coli will be tested for.

5. Specimens will be sent iced in styrofoam containers.

6. The beach area will be closed if the sample exceeds 200 colonies of fecal coliform per 100 ml of sample or 235 colonies of E. coli per 100 ml of sample.

7.  Reopening of closed recreational waters is appropriate when two successive samples taken at least 24 hours apart show concentrations lower than EPA guidelines.

Flow Chart












Beach Reopening:

A beach shall be reopened when the follow up sample result is below the established criteria of 235 colonies per 100 mL. Closure signs will be removed once the beach is reopened.

Sources of Microbiological Contamination of Recreational Water

Sewage

Potential sources of microbiological contamination of recreational waters may be associated with system failures in human sewage treatment facilities (particular point sources), or with rainfall and resulting surface water runoff (non-point surfaces).

1. Tertiary treatment of sewage in community sewage treatment plants is adequate to protect receiving waters from microbiological contamination.  When excessive rainfall occurs and systems are not able to process the volume of water that enters it, flooding and releases of untreated sewage may occur.

2. Other system failures may occasionally release untreated sewage.  When these system failures occur, public health authorities should be notified as soon as possible.

Sewage Sludge

The distribution of treated sludge, provided that treatment adequately destroys any microbiological components that may be present, should not pose a potential for microbiological contamination of recreational waters.  Organisms in inadequately treated sewage sludge, which should not be disposed of on land, may be present in runoff associated with rainfall or with landscape or irrigation practices.

Septic Systems

Leachate from septic systems may be a potential source of microbiological contamination of recreational waters, particularly from septic systems that are poorly maintained, or during flooding.  Although a single home septic system alone may pose a small risk of environmental contamination, in areas where septic systems predominate, shabby maintenance and flooding may be more significant.

Other Sewage

Other sewage retaining systems that are specific for recreational areas may be a potential source of microbiological contamination of recreational waters if they are poorly maintained or otherwise release their contents.  These include facilities associated with recreational vehicles, boats and portable toilets.

Animal Wastes

Animal wastes may also contribute to microbiological contamination of recreational waters, though it is generally assumed that such contamination represents a less substantial human risk than contamination by human sewage.  To the extent that animals may be allowed on beaches or other recreational properties, their wastes may add to the microbiological burden of recreational waters.  Feedlots, dairy farms, pasture land, forests and other “natural” areas, and urban runoff may be sources of contamination.  Animals, both domestic and wild, may also serve as vectors for microbiological parasites of public health concern, such as Giardia and Cryptosporidium.

Surface Water Runoff

Urban water runoff can contribute significantly to the census of microbes in a recreational body of water, particularly in times of heavy rains, in which street gutters and storm drain systems that often contain decaying organic matter are flushed out by large volumes of water.

In addition, sanitary sewer systems and septic systems may be overwhelmed by storm water that may enter them.  In situations with common storm drains and sewer drains, or leaking sewer drains, heavy rains are obvious problems.

Other Surface Runoff

In addition to urban runoff, surface runoff from other land surfaces may also contain microbes, and land on which wildlife or domestic animals are in dense populations may contribute to high microbial densities in runoff.

Swimmer-to-Swimmer Contamination

Another source of microbial contamination of recreational waters are the individuals who are using those waters for recreation.  Constituents of residual fecal matter may be washed off the body on contact with water, with most of it washed off within a relatively short time after submersion.  Hence, swimmers, bathers, waders, surfers, and the fishing population, and others who may come into full- or most-body contact may all contribute to contamination to which they are exposed.

Infants, young children, and other individuals may also contribute significantly to microbial contamination by accidental fecal releases.  Others may cause contamination by intentional fecal releases because of proper sanitary facilities at or near the recreational area, or because such facilities, though present, are not used.

Recreational users at beaches with limited wave action will likely be subjected to a greater swimmer-to-swimmer contamination than those at beaches with more wave action, where water circulation would be greater.  

EVALUATION: 

REFERENCES/LEGAL AUTHORITY:   


· Wisconsin Statute s.254.46

POLICY TITLE:    

Well Water Testing 

EFFECTIVE DATE:   

1/13/10 
DATE REVIEWED/REVISED:    7/19/12

AUTHORIZED BY:   

Heidi Stewart, BSN, Health Officer /Director                                                                                                                                   
PURPOSE STATEMENT:  

To encourage annual testing of private wells and to make supplies accessible to Pepin County residents. 
POLICY:


Pepin County Health Department encourages all owners of private wells to be tested for bacteria and nitrates annually. 

PROCEDURE: 



Supplies:

Households with infants under one year present may obtain a fee exempt kit from Pepin County Health Department for testing water for Total Coliform, Nitrate, Fluoride and 14 different metals.

Households interested in fluoride testing only may obtain a fee exempt kit from Pepin County Health Department

Households interested in coliform testing only may obtain a kit for $15 from Pepin County Zoning.

All other households interested in testing should contact Eau Claire City-County Health Department to obtain kits on a fee for service basis.

If individuals in the household are ill and question the safety of the water supply, or if other public health situations arise where the water should be tested for safety, these tests can also be done free of charge using the health department fee exempt number.

Kit Preparation:

When distributing kits to the public, be sure it is complete with instructions, an information form, a fee exempt sticker, if applicable, a plastic bag, the styrofoam mailer, and two rubber bands.  Clients are responsible for the cost of mailing the sample in for fluoride tests but not for the infant tests.

Be sure to explain the directions to the client when he/she stops in to pick up a water test kit.  Remind clients that the sample needs to be sent in the same day it is collected.  Samples should not sit in the post office over a weekend/holiday, so ask clients to collect samples early in the week and mail them immediately.

Collection of a Water Sample:

1. See instructions on the back side of the Water Test Request Form.

2. The Water Test Request Form can be found here: S:\PUBLIC HEALTH\Updated Policies and Procedures 2012\Environmental Health\Well Water Forms\WSLH Laboratory Report.pdf
Results:

1. If the well is safe in all areas tested, copy the results and mail them to the client.

2. If the well is unsafe due to the presence of coliform bacteria, send a copy of the results along with the handout “Possible Sources of Bacterial Contamination/Disinfection of the Well and Water System.”  The handout can be found here: This handout will come from the State Lab of Hygiene along with the results.  A retest is suggested using a different tap source.  Avoiding swivel faucets sometimes helps.  Call the client to advise him/her that the current bacteria test is unsafe and they should use bottled water or boil their water until a follow up test comes back safe.

3. If the well is unsafe due to nitrates, send a copy of the results to the client, along with the DNR brochure regarding nitrate levels.  Call the client to advise him/her of the elevated nitrate levels and provide education regarding blue baby syndrome.  Advise that pregnant women and children under six months of age should not consume the water and it should not be used for infant formula preparation.  Advise the client NOT to boil the water as this increases nitrate levels.

4. Document the date the results were received and whether the well is safe or unsafe on the Well Water Test Kit log.

The link to interpreting nitrate levels in drinking water can be found here: 

http://www.slh.wisc.edu/ehd/pamphlets/nitrate.dot
EVALUATION: 

REFERENCES/LEGAL AUTHORITY:   
 

· Wisconsin State Laboratory of Hygiene

POLICY TITLE:    

Access to Vital Records

EFFECTIVE DATE:   

10/1/03 
DATE REVIEWED/REVISED:    7/13/12 
AUTHORIZED BY:   

Heidi Stewart, BSN, Health Officer /Director                                                                                                                                   
PURPOSE STATEMENT:  


1) To protect the privacy of clients at Pepin County Health Department. 

2) To review vital records to identify trends, concerns, or gaps in services. 
POLICY:


Pepin County Health Department will follow the Standards of Practice for Handing Identifying Data or Information from the Bureau of Health Information when dealing with birth record data. In addition, parameters set forth in the Data Release Agreement between the Pepin County Register of Deeds Office and the Pepin County Health Department will be followed. 
PROCEDURE: 

1. Birth data is received by the health department. These records contain identify and confidential health information. In order to protect the privacy of Pepin County residents, all birth data will be handled according to these standards.

· Standards of Practice for Handling and Identifying Data or Information from the Bureau of Health Information, Vital Records Birth Data Files.

· Regulations on Timely Usage of Identifying Data or Information from the Bureau of Health Information, Vital Records Birth Data Files. 

2. Any of these records will be stored in a locked file cabinet in the health department. Birth records area shredded to later than one year after they were received.

3. Death records will be reviewed by health department staff in order to monitor the prevailing trends related to causes of death. All death certificate information will be handled according to the guidelines set forth in the Data Release Agreement between the Pepin County Register of Deeds Office and the Pepin County Health Department. 

EVALUATION: 

REFERENCES/LEGAL AUTHORITY:   
 

· Data Release Agreement Between the Pepin County Register of Deeds Office and the Pepin County Health Department

· Standards of Practice for Handling Identifying Data or Information 

POLICY TITLE:    

Birth Records Use and Retention Policy 

EFFECTIVE DATE:   

7/16/12 

DATE REVIEWED/REVISED:    7/16/12

AUTHORIZED BY:   

Heidi Stewart, BSN, Health Officer / Director                                                                                                                                  

PURPOSE STATEMENT:  


1. Review for families whose infants may benefit from early postpartum public health interventions or community referral services. 

2. Mailing of health department resources or detection of infants whose mailing should be delayed/held related to NICU admission or infant demise.  

3. Entry of the infant into the Wisconsin Immunization Registry. 

4. Aggregate birth data for community health improvement planning. 

POLICY:


The Pepin County Health Department has access to birth records through the SPHERE system based on the mother’s county of residence.  Health Department staff may be allowed access to these records through the Local Organization Administrator.  

As a condition of use, the Pepin County Health Department agrees to follow the parameters outlined in the Standards of Practice for Handling Identifying Data and the Regulations for Timely Usage of Identifying Data from the Wisconsin Vital Records Birth Data Files. 

PROCEDURE: 


1. All staff who have access to birth record data will review and sign the Authorization and Agreement To Access Birth Record Data for Volunteers on employment and annually thereafter.  The Pepin County Health Officer will sign an Agreement for Use of Birth Record Data required by the Wisconsin Department of Health and Family Services.  

2. Authorized Health Department staff that has access to the SPHERE system for birth records will access this data at least two times a week. They will print out the short version of the individual birth record and batch view of the day’s records. 

3. Birth records that have been incorrectly sent to Pepin County through SPHERE may be forwarded to the appropriate county of residence through the HIPAA secured SPHERE system. 

4. Birth record data must not be passed on to any unauthorized person in any form at any time. 

5. Birth records will be reviewed for:

a. Women with identifying information that may indicate they would benefit from early public health intervention or community resource referral. Criteria for referral to the parent child health team include:

i. Infant born to a mother of 18 years of age or younger

ii. Infants born to a mother 18-21 years of age with one risk factor identified on the birth report.

iii. Infants born to a mother 21 years of age and older with two risk factors identified on the birth report.  

iv. Risk factors include: 

-Mother’s education less than high school graduate/GED completed

-Mother smoked

-Mother attended 6 or less prenatal visits

-Any identified risk factors during this pregnancy

-Any infections presented/treated during this pregnancy

-Premature rupture of membranes

-Mother transferred

-Steroids for fetal lung maturation received by mother during labor

-Clinical chorioamniotis diagnosed during labor

-Any maternal morbidity complications

-Low birth weight: weighing less than 5 lb 8 oz 

-Clinical estimate of gestation under 37 weeks

-Any abnormal conditions of the newborn

-Any congenital anomalies

-Infant transferred

b. Infants whose birth outcomes are poor i.e. infant demise or illness/prematurity that leads to NICU admission. 

Follow-up on infant demise will be to assure clerical staff is notified that resource listing will not get mailed to the family.  Follow-up on infants admitted to NICU will require the birth record reviewer or one of the public health nurses to contact NICU Case Managers to assess infant’s medical stability or hold the chart until a public health referral is made or the mother of the infant has notified WIC of baby’s condition.

c. Birth records may be reviewed by nurses for women enrolled in the PNCC program for birth outcome data collection. SPHERE Individual/Household demographic information fields may be copied from birth reports for public health clients. 

d. The department may print aggregate birth record reports for departmental and community health improvement planning.  

6. Birth records will be provided to the clerical staff that will enter the infant data into the WIR immunization registries. 

7. Clerical staff will use birth records to print mailing labels to individual mailings so they arrive to the family in a timely manner. 

8. Once birth records have been reviewed and handled for clerical needs, the records are stored in a locked cabinet.  

9. Birth records will be retained for one calendar year and destroyed by shredding on site.

See standards of practice for further information on birth record retention.

EVALUATION: 

REFERENCES/LEGAL AUTHORITY: 

· Standards of Practice for Handling Identifying Data or Information from the Wisconsin Vital Records Birth Data Files from the Bureau of Health Information (BHI). 

· Regulations for Timely Use of Identifying Data or Information from the Wisconsin Vital Records Birth Data Files from the BHI. 

· Wisconsin Statutes 69.20(3)(b) and (3)(c).

· Nurse Practice Act. 

POLICY TITLE:    

Confidentiality of Client Information / Access to Client Health 





Care Records

















EFFECTIVE DATE:   

8/1/03 

DATE REVIEWED/REVISED:    6/26/12

AUTHORIZED BY:   

Heidi Stewart, BSN, Health Officer / Director                                                                                                                               

PURPOSE STATEMENT:  


To protect the client’s right to privacy and protect clinical records from loss, alteration, unauthorized use, or damage. 

POLICY:


Health Department staff and interdisciplinary team members are committed to providing confidentiality for clients and clients’ clinical records. Access to such records will be provided according to s.146.82 and 146.83 Wisconsin Statutes. 

PROCEDURE:

The Pepin County Confidentiality and Non-Disclosure Statement will be signed by all employees upon hire. In addition, the statement will also be signed by volunteers, students, interns or others who may have access to client information during the course of their visit to the Pepin County Health Department.

All requests for client information are reviewed by the director or designee to determine whether or not the individual requesting the information will be allowed access to the information.  If the director or designee is unable to determine whether access to client information is lawful or not, Corporation Counsel will be contacted for a legal opinion.

s. 146.83 Wisconsin Statutes – Access to Patient Health Care Records

· Except as provided in s. 51.30 (mental health act) or 146.82(2), any client may, upon submitting a statement of informed consent:
· Inspect the health care records pertaining to that client at any time during regular business hours, upon reasonable notice; and
· Receive a copy of the client’s health care records upon payment of a reasonable fee.
Health Department staff shall note the time and date of each request by a client or other person authorized in writing by the client to inspect the client’s health care records, the name of the inspecting person, the time and date of inspection and identify the records released for inspection.  No person may do any of the following:

· Intentionally falsify a client health care record;
· Conceal or withhold a client health care record with intent to prevent its release to the client, to his or her guardian appointed under ch. 880, or to a person with the informed written consent of the client, or with intent to prevent or obstruct an investigation or prosecution;
· Intentionally destroy or damage records in order to prevent or obstruct an investigation or prosecution.
Special Note: s. 146.835 Parents Denied Physical Placement Rights – A parent who has been denied periods of physical placement under s. 767.24(4)(b) or 767.325(4) may not have the rights of a parent or guardian with respect to access to that child’s health care records under s. 146.82 or 146.83.

s. 146.82(2) – Confidentiality of Patient Health Care Records

· All client health care records shall remain confidential.  These records may be released only to the persons designated below or to other persons with the informed written consent of the client or other person authorized by the client.

· Health care records shall be released upon request without informed consent in the following circumstances:

· To staff committees, accreditation or health care service review organizations for the purposes of conducting management audits, financial audits, program monitoring and evaluation, health care service reviews, or accreditation.

· To the extent that an employee’s duties require access to the records, such as:

· The person is rendering assistance to the client;

· The person is being consulted regarding the health of the client;

· The life or health of the client appears in danger and the information contained in the client health care record may aid the person in rendering assistance;

· The records are needed for billing, collection, or payment of claims.

· Under lawful order of a court of law.

· In response to a written request by any federal or state governmental agency to perform a legally authorized function.

· For purposes of research if the researcher is affiliated with the health care agency and provides written assurances to the custodial of the health care records that the information will be used only for the purposes for which it is provided to the researcher, the information will not be released to a person not connected with the study, and the final product of the research will not reveal information that may serve to identify the person whose records are being released.

· To the county human services agency, sheriff, police department, or district attorney for purposes of investigation of threatened or suspected child abuse or neglect or prosecution of alleged child abuse or neglect if the person conducting the investigation or prosecution identifies the subject of the record by name.

· To a school district employee with regard to client health care records maintained by the school if the employee is responsible for preparation/storage of records or access is necessary to comply with law.

· To a school or day care facility that provides written or verbal request for immunization records.

s. 146.81(2) – Informed Consent

· By definition, “informed consent” means written consent to the disclosure of information from client health care records to an individual, agency, or organization that includes all of the following:

· The name of the client whose record is being disclosed;

· The type of information to be disclosed;

· The types of health care providers making the disclosure;

· The purpose of the disclosure, such as whether the disclosure is for further medical care, for an application for insurance, to obtain payment for an insurance claim, for a disability determination, for a vocational rehabilitation evaluation, for a legal investigation, or for other specified purposes;

· The individual, agency, or organization to which disclosure is to be made;

· The signature of the client or the person authorized by the client and, if signed by a person authorized by the client, the relationship of that person to the client or the authority of the person;

· The time period during which the consent is effective;

· That the consent may be revoked at any time.

s. 146.81(5) – Person Authorized by the Client

· “Person authorized” means the parent, guardian or legal custodian of a minor client, the personal representative or spouse of a deceased client, any person authorized in writing by the client, or the legal power of attorney for health care.  If no spouse survives a deceased client, “person authorized” means an adult member of the deceased client’s immediate family, as defined in s. 632.895(1)(d).

Additional confidentiality measures:

· Professional personnel and individuals not directly involved with the client’s clinical care are not permitted access to the client’s clinical record without a completed and signed informed consent form allowing such access.

· It is unlawful to use any information obtained through access of records, phone calls, interoffice communications, etc. for personal, political, or commercial purposes.

· Client information shall not be discussed in or out of the office except in an official capacity such as supervisory or consultative purposes by professional personnel directly involved.

· The original client clinical record will be maintained in a file in the health department that is locked and will not be removed from the office except under subpoena for court cases when the court does not accept certified copies.

· Appropriate copies of client clinical records may, whenever necessary, be taken by public health staff to the client home in order to assist staff members in providing care to the client.

· Faxed information must have a confidentiality statement on the cover page and is received and sent in an area accessible by only designated personnel.

· This policy and procedure will not in any way limit the use of information for a summary or statistical purposes or in any form that does not identify the individual.


The Pepin County Confidentiality and Non-Disclosure Statement will be signed by all employees upon hire. In addition, the statement will also be signed by volunteers, students, interns or others who may have access to client information during the course of their visit to the Pepin County Health Department. 

EVALUATION:

Any actual or confirmed breaches of client confidentiality will be reviewed by the director and a plan will be developed to prevent future occurrences. 

REFERENCES/LEGAL AUTHORITY:   


· Wisconsin Statutes Chapter 146

· HIPPA Regulations 
POLICY TITLE:    

Correction of Errors in Client Records

EFFECTIVE DATE:   

11/1/03 

DATE REVIEWED/REVISED:    7/16/12 
AUTHORIZED BY:   

Heidi Stewart, BSN, Health Officer / Director                                                                                                                                    

PURPOSE STATEMENT:  


To provide uniform guidelines for health department staff regarding correction of errors in client medical records. 

POLICY:


Pepin County Health Department employees respect legal regulations related to client medical records. Any errors in medical records will be corrected in an acceptable, ethical manner in accordance with this policy/procedure. 

PROCEDURE:




The following guidelines will be followed by all health department staff when correcting errors in client hard copy medical records:

1. Correction fluid/tape will not be used under any circumstance.

2. Word correction: draw one line through the incorrect word or phrase, initial by it, and write in the correct word or phrase above it.

3. Extra words: draw one line through the word, initial by it, and write “ME” above it.

4. If several lines are incorrect, cross them out with one line, initial near it and write “ME” by the incorrect lines.

5. Late entry: write “late entry” in the left hand column, write in the date and time the entry is actually made, and document the narrative of the late entry.  Sign the entry at the end.

6. Specific situations not addressed above will be discussed with the health department director.

The following guidelines will be followed by all health department staff when correcting  

 errors in client electronic copy medical records:

1. 
Electronic records will be maintained according to software agreements

2. 
Nightengale Notes is the primary electronic medical record software for the Pepin County Health Department

3. 
Charting and documentation of client activities will be completed per policy

4. 
Lock/unlock indicates whether an activity can be edited or not. Locked activities cannot be deleted 

5. 
Activities are automatically locked seven days after the date of the activity

6.
 If an error has been made in entering an activity, charring or vitals an addendum activity should be entered rather than making changes to any original charting.

7.
The notes in the addendum activity should document the correct information, reason for the note and mention which activity it is concerning. 

EVALUATION: 
REFERENCES/LEGAL AUTHORITY:   
N/A
POLICY TITLE:    

Interpreter / Translator Services

EFFECTIVE DATE:   

2/20/09 
DATE REVIEWED/REVISED:    6/18/12 
AUTHORIZED BY:   

Heidi Stewart, BSN, Health Officer / Director                                                                                                                             

PURPOSE STATEMENT:   


To assure accurate communication between health department staff and clients or potential clients; to provide the foundation of cultural competence; to assure individuals, regardless of language spoken, receive needed public health services, information, and referrals.  
POLICY:


The Pepin County Health will provide the necessary interpreter/translator services for all clients. 
PROCEDURE:




For a Non-English Speaking Individual Presents in the Office 

1.  If a Non-English speaking individual presents at the front desk of the health department, the yellow “Language Identification Card” will be used to help determine what language the individual speaks.

2.  Show the individual the yellow card (both sides).  The message listed in the several languages says “Point to your language. An interpreter will be called”

3.  Once the language has been established, on appropriate interpretation/translation provider to request services.

4.  Talk with the provider and advise of the situation, what you wish to accomplish, and any special instruction.  Then advise the provider that he or she will be placed on speakerphone.  

5.  Press the “Speaker” button on the telephone and hang up the receiver.

6.  Engage in the conversation as usual.  Begin by having the interpreter tell the client that he/she is the interpreter for the health department.

7.  To end the telephone call, press the “Speaker” button on the telephone.

For a Non-English Speaking Individual Who Calls the Office

1.  Ask the individual if he/she speaks English.  If he/she does not, ask what language is spoken.  Do your best to determine what language is spoken.

2.  Request that the individual call back when interpreter services can be arranged.

To Place a Call to a Non-English Speaking Individual

1.  Contact the appropriate interpreter to arrange for services.

2.  Arrange for the interpreter to meet with you to make the call.

3.  Dial the client’s number and ask the interpreter to tell the client that he/she is the interpreter for the health department and that they will be on speakerphone.

4.  Engage in a conversational as usual.  Hang up when you are finished.

EVALUATION: 

REFERENCES/LEGAL AUTHORITY:   
N/A
POLICY TITLE:    

Public Records Availability for Inspection and Copying

EFFECTIVE DATE:   

6/1/04 
DATE REVIEWED/REVISED:    7/2/12 
AUTHORIZED BY:   

Heidi Stewart, BSN, Health Officer / Director                                                                                                                                   

PURPOSE STATEMENT:  


To provide public records available to clients in a legal manner. 

POLICY:


Pepin County Health Department Office. This Department is a governmental agency organized under Chapter 140.09 of the Wisconsin Statutes. The policies and activities are governed by the Board of Health, which is appointed by the Pepin County Board. The Department has responsibility for protection of the health of residents of Pepin County. The office is located at 740 7th Avenue West, Durand, Wisconsin, 54736.

PROCEDURE: 

Established time for access to public records– Office hours are Monday through Friday, 8:30 AM until 12:00 PM and 12:30 PM until 4:30 PM, except for established holidays. 

Place of access– Second floor of 740 7th Avenue West, Durand, Wisconsin, 54736. 

Legal Custodian of public records– Heidi Stewart, RN, Director. Alternate: Terri Reiland, RN, Assistant Director. 

Methods of Access– Requesters of information shall ask to speak with the legal custodian or her alternate. Each requester shall be required to reasonably describe the type of record or information requested. Requests without reasonable limitation as to subject matter or length of time represented by the record may be denied by the custodian.  Identification shall be required of the requester only when security reasons or federal law or regulations so require. Personal medical records are excluded from this policy relating to access of public records, as are those specifically covered by state statutes or their interpretation. It shall be the responsibility of each requester of public records and information to abide by and comply with all regulations or restrictions upon access to or use of information specifically prescribed by the law. In this respect, the legal custodian will not provide the requester with advice and he or she should seek legal counsel of his or her choice. In accord with the responsibilities under law, as soon as is practicable, legal custodians shall notify requesters of partial or complete denials of access. Oral requests may be denied orally. In the event that the requester submits, within five (5) business days of the oral denial, a written demand for a written statement of reasons for denial, the custodian shall provide such written statement. 

Copying of Records– Requester of records or  information shall ask the custodian to prepare, at cost, copies of the same. 

Cost of copies and research – Requesters shall be assessed with the cost of providing copies at the rate of $1.00 per page for the first 5 pages, 6 through 10 pages shall be $0.75 each, and over 10 pages, $0.50 each, except where the fee to be charged is fixed by the State. In the event that the cost, in terms of labor and other expenses, of locating a record exceeds $50.00, the requester shall be assessed with said costs. In addition, requesters shall pay the actual cost of mailing or shipping. 

See DHS Chapter 117 in regards to the fees for copies or healthcare provider records:

https://docs.legis.wisconsin.gov/code/archive/2009/637b/remove/hfs117
EVALUATION:

REFERENCES/LEGAL AUTHORITY:   

· Department of Health and Family Services – HFS Chapter 117

POLICY TITLE:    

Record Retention 

EFFECTIVE DATE:   

10/1/03 
DATE REVIEWED/REVISED:    7/2/12 

AUTHORIZED BY:   

Heidi Stewart, BSN, Health Officer / Director                                                                                                                                   
PURPOSE STATEMENT:  


1. To assure records generated by the Pepin County Health Department are retained and dispose of appropriately. 

2. To provide guidance to staff via a records retention schedule. 

POLICY:


Local health departments have a significant role in establishing and maintaining a public records management system for the use, preservation, and destruction of records. This management system must be compatible with state and federal regulations. 

PROCEDURE: 

1. Per s.16.61 (B) (e), s.19.21 (5) (d), and s.44.09 (2), patient health care records are exempt from the requirement of offering old records to the State Historical Society of Wisconsin. Therefore, records will be maintained according to the Pepin County Records Retention Ordinance 1.35 Guidelines described in the Wisconsin Records Retention Handbook for Local Health Departments will be used in updating this ordinance.

2. All records will be destroyed per the Destruction and Disposal of Client Health Information HIPPAA policy and procedure. 

EVALUATION:

REFERENCES/LEGAL AUTHORITY:   
 

· Local Ordinance 1.35: Records Retention Ordinance

· Wis. Stats. 16.61(B)(e), 19.21(5)(d), and 44.09(2) 

POLICY TITLE:    

Amish Health Education Screening and Immunization 
EFFECTIVE DATE:   

7/16/12 
DATE REVIEWED/REVISED:    7/16/12 
AUTHORIZED BY:   

Heidi Stewart, BSN, Health Officer / Director                                                                                                                               

PURPOSE STATEMENT:  


1. To assure adequate information, health education, screening and services.

2. To reduce the incidence of vaccine-preventable illnesses. 
POLICY:


Transportation, cost, and cultural barriers have prevented the Amish population from receiving public health services, causing them to be at high risk for illness and preventable diseases. In order to remove barriers, Pepin County Health Department will offer in-home or school health education, screenings and immunizations for the Amish population due to transportation and communication barriers. 

PROCEDURE: 




1. Health Education Screening Immunizations Staff will include one nurse, support staff and students or interns.

2. The office or personal cell phone will be carried for emergency contact.

3. Adrenaline and blood pressure equipment will also be on hand (Emergency Kit).

4. Regular immunization clinic protocols will be followed.

5. Immunizations will be entered in to WIR upon returning with the forms to the office. The public health nurse may contact the office by phone or consult WIR records for children who may have had prior vaccine doses.

6. Completed WIR records will be mailed to the families once entered in the computer. A second copy will be kept for reference when returning for future vaccinations within the Amish Community.

7. The public health nurse will counsel families about vaccine concerns before administration.

8. Routine consent forms will be completed and signed. Families unable to read forms will be assisted in their completion by nursing staff.

9. All families receiving vaccine will receive the most current VIS forms for the vaccines administered. 

EVALUATION: 

The Amish illness rates will be monitored in WEDSS. Communication effectiveness will be assessed with primary contact.

REFERENCES/LEGAL AUTHORITY:   


· Epidemiology and Prevention of Vaccine-Preventable Disease, most recent edition

· Division of Public Health Immunization Policy Manual

· ACIP Guidelines for Vaccine Recommendations and Administration

· Wisconsin Statute 252.04 Immunization Program

· Wisconsin Statute 448 Medical Practices 
POLICY TITLE:    

Emergency Vaccine Retrieval and Storage Plan 

EFFECTIVE DATE:                  
07/07/10
DATE REVIEWED/REVISED:   06/26/12 

AUTHORIZED BY:   

Heidi Stewart, BSN, Health Officer / Director                                                                                                                                   

PURPOSE STATEMENT:  


To protect the vaccine inventory in the event that there is an emergency. 

POLICY:


Pepin County Health Department will protect the vaccine inventory and minimize potential monetary loss when a potentially compromising situation occurs.

PROCEDURE:


The following emergency procedures shall be implemented in advance of the event if possible. If there is no warning and the emergency event is already occurring or has already occurred, identical procedures must be followed.  Pepin County Health Department will follow the State Health Department Immunization Program policy and contact either the manufacturer’s quality control office or the immunization program (608-266-1506) for guidance.

Emergency Plan:

(
Suspend vaccination activities before the onset of emergency conditions, if possible.    This will allow sufficient time for packing and transporting vaccine.

(
Notify staff at the alternate vaccine storage facility (Chippewa Valley Hospital at 715-672-4211 – pharmacy and lab).

(
Document the vaccine storage unit temperature at the time the vaccine is removed for transfer.  (Log located on side of lab fridge/freezer)

(
Conduct an inventory of the vaccines and record the actions taken.   Use the Emergency Response Worksheet attached.   Note if water bottles were in the refrigerator and if frozen packs were in the freezer at the time of this event.

(
Pack and transport the affected vaccines.   Pack up frozen vaccine last using the VaxiPac with frozen packs.   Use the Vericor Vaccine Transporter and Yeti with frozen packs (insert barriers between frozen packs and vaccine) and cold packs to transport the refrigerated vaccine.   Attach labels to the outside of the each transport container to clearly identify the contents as being “fragile vaccines”.

· Transport containers immediately to Chippewa Valley Hospital via an air conditioned vehicle.   Vaccine is NOT to be transported in a vehicle trunk.

For further information, see immunization policy and procedure manual. 

EVALUATION: 

REFERENCES/LEGAL AUTHORITY:   
 

· Wisconsin Department of Health Services 

POLICY TITLE:   Immunizations: General Procedure for Adults and Children 


EFFECTIVE DATE:  06/23/2006 

 
DATE REVIEWED/REVISED: 07/16/2009, 04/14/2012
AUTHORIZED BY: Jen Rombalski, Health Officer  
PURPOSE STATEMENT:  


To minimize and/or prevent the incidence of vaccine preventable (communicable) diseases and to assure the proper use of vaccines and immunization of its residents, the BCDHHS shall provide an immunization program in collaboration with local medical advisor and state personnel, and in accordance with Wis. Stats. 252.04.

RESPONSIBLE STAFF:


WIC Technician

Public Health Nurse

Registered Nurse

Maintenance/Sheriff’s Department

Support Staff

Parent, Guardian, or Client

PROCEDURE: 

1. For CLIENT RELATED EMERGENCY SITUATIONS AT IMMUNIZATION CLINICS see EMERGENCY ADMINISTRATION OF EPINEPHRINE policy/procedure and pages 11-14 of the Policies and Procedures for Public Health Clinics. Require clients/babies receiving vaccines for the first time to stay at the clinic site for at least 20 minutes following vaccinations to observe for adverse reactions.
2. Check expiration date of epinephrine supply (located in the locked medicine cabinet and in the Immunization Bag) every 6 months.  Pick up new prescription from Kassel City Drug Pharmacy in Alma before expiration date and replace all previous supply. The expired epinephrine may be used for training purposes, but then should be discarded.

3. Read, follow and understand procedures as outlined in the manual entitled Policies and Procedures (Protocols) for Public Health Clinics provided by the Wisconsin DHFS.
4. Check CDC website for Vaccination Information Statements (VISs) and Vaccine

Administration Records (DPH 4702) at  

(http://dhfs.wisconsin.gov/forms/DPH/dph04702.pdf for revisions on a bi-monthly basis. Download new versions of forms and photocopy; discard outdated forms as appropriate.

5. To ensure proper use of VFC vaccines, see Appendix B and B1 of Policies and 

Procedures (Protocols) for Public Health Clinics.
6. Bring and be familiar with the contents of the immunization binder (which contains this procedure and other supplemental information useful at immunization clinics) to any and all immunization clinics, whether on site or off site of BCDHHS.

7. Pack immunization bag utilizing the Packing Checklist for Immunization Clinics.

8.  For clinics off-site, use portable “FridgeFreeze.”  Pack vaccines and make sure digital temperature gauge is set to appropriate level for refrigerating vaccines (35-46 degrees F or 2-8 degrees Celsius) Place a travel thermometer in the FridgeFreeze portable cooler next to the vaccines and monitor the temperature during all travel time and clinic time (including if vaccine needs to be stored in a staff member’s home refrigerator). Be familiar with how to operate the FridgeFreeze—insert located inside compartment.  Reference Task #15 if temperature is out of the desired range at any time. Reference Policies and Procedures (Protocols) for Public Health Clinics and vaccine inserts for specifics on vaccine storage temperatures.

9. In the event the fridge-freezer is not available, pack a small cooler using the following technique: ice packs on the bottom of the cooler (and on sides if in the summer), followed by a barrier to keep the vaccine boxes dry, followed by the vaccines, followed by another barrier, followed by more ice. Place a travel thermometer in the cooler next to the vaccines and monitor the temperature during all travel time and clinic time (including if vaccine needs to be stored in a staff member’s home refrigerator).  Reference Task #15 if temperature is out of the desired range at any time. Reference Policies and Procedures (Protocols) for Public Health Clinics and vaccine inserts for specifics on vaccine storage temperatures.

10.  Prior to the administration of any vaccine, reference the Vaccination Quick Reference for important reminders.


11. Call PHD ahead of time to ensure varicella vaccine availability if client needs a varicella vaccination at clinics off-site of BCDHHS. (This is required because varicella is a fragile, frozen vaccine that cannot be re-frozen once thawed.  See package insert for more information.)

12. For minors not accompanied by an adult, provide the Vaccine Administration Record (consent form): DPH 4702 prior to the immunization clinic and have the minor return the form completed and signed by a parent/guardian before administering vaccinations.  See Appendix D of Policies and Procedures (Protocols) for Public Health Clinics in addenda for more information regarding consent.  

13.  Track immunizations and recall those due for vaccinations monthly or bimonthly until the primary immunization series is complete or until the family/client asks to be removed from the recall list.

14.  In the event a family/client refuses or requests to be waived from immunizations, send Student Immunization Record-Step 4: Waivers (DPH 4020L) for their signature and return for future reference and evidence of desire to be removed from the recall list.

15. Vaccine Storage and Handling: Monitor temperature of refrigerator and freezer that house vaccines twice daily on weekdays.  Temperature range should be 35 to 46 degrees Fahrenheit (inclusive) for refrigerated vaccines and not above –5 degrees Fahrenheit for frozen vaccines.  If the temperature falls out of this range, take immediate action to get vaccines into an appropriate temperature range and contact vaccine suppliers per individual vaccine to determine appropriate action (ie: must vaccine be discarded and how). Notify the state immunization program for all affected VFC vaccines.

16. Vaccine Safety in Power Outage: Store all vaccines according to manufacturer’s instructions (see insert provided with vaccine). In the event of a power outage, therefrigerator is on a back-up generator outlet. In the event the generator is not working and the temperatures in the refrigerator or freezer go outside the set safety range, the unit will alarm. Take immediate action to get vaccine to a unit that can maintain proper storage temperature. Work with the Maintenance Department to conduct a drill every 6 months to ensure the unit is backed-up or does alarm if the generator is not working properly. Ensure the Sheriff’s Department knows to use the Public Health Emergency Call Tree if the power goes out and especially the generator fails during evenings, weekends, or holidays when the office is closed.

17. Expired Vaccines: All expired vaccines should be immediately removed from the refrigerator or freezer. VFC vaccines get shipped back to _____ and all non-VFC vaccines should be discarded. Proper disposal includes placing vials in approved sharps containers.

18. Vaccine Ordering, Shipping and Receiving: 

Public Vaccine--VFC vaccines are ordered on line through theWisconsin Immunization Registry website. It is suggested that we order enough vaccine to last 2 months. It takes the vaccine about 2 weeks to get here. It is shippedfrom Mc Kesson Specialty Distribution, 4853 Crumpler Road, Memphis TN, 38141. Any outdated vaccine is returned to that address. It can be returned in an ordinary cardboard box, no special packing requirements. Shippers are returned to Mc Kesson as per their instructions, packed in each shipment. They do not accept the ice packs, we must keep or dispose of them.
Private Vaccine--Engerix B (adult Hep B vaccine), is ordered from GSK, with ordering information in the white binder in Sandy’s Office ("VFC VACCINES, PRIVATE VACCINES, PUBLIC HEALTH SUPPLIES, WIC SUPPLIES, ORDERING INFORMATION"). Tubersol is ordered online from vaccineshoppe.com (Sanofi Pasteur), with ordering information in the same binder. Private vaccine shippers are not returned.

REFERENCES/LEGAL AUTHORITY:   

Wis. Stats. 252.04

Centers for Disease Control and Prevention. Epidemiology and Prevention of Vaccine-

Preventable  Diseases (latest edition).  (Also known as “The Pink Book”)
Wisconsin Immunization Registry (WIR) 

Vaccine Information Statements (VIS) 

Immunization Action Coalition 

General Recommendations on Immunization: Recommendations of the ACIP, MMWR, 

December 1, 2006, Vol. 55, No. RR-15  

POLICY TITLE:    

Seasonal Influenza Vaccine Administration

EFFECTIVE DATE:   

7/17/12

DATE REVIEWED/REVISED:    7/17/12 

AUTHORIZED BY:   

Heidi Stewart, BSN, Health Officer / Director                                                                                                                               

PURPOSE STATEMENT:  


1. To assure the availability of influenza vaccine to Pepin County Residents.

2. To encourage influenza vaccination by the public to reduce influenza-related morbidity.

POLICY:


Pepin County Health Department will offer seasonal influenza vaccination annually to adult staff. Seasonal influenza vaccine is also offered annually through the Vaccine for Children Program (VFC) at different sites in Pepin County and in the health department office. The health officer will monitor the community accessibility to adult seasonal influenza vaccine that is provided by local clinics, pharmacies, and private organizations. If the community health status is threatened by an increase in influenza-related morbidity or an outbreak of a novel subtype of influenza, the health department will assure adequate access to vaccination through mass clinics as outlined in the Public Health Emergency Plan (PHEP). Home visits may also be offered for elderly and disabled individuals who are unable to leave their homes to attend a mass clinic. 

PROCEDURE: 




1. Have the client or parent/guardian complete and sign a consent form. Answer any questions he/she may have.

2. Review contraindications and side effects.

3. Draw up the appropriate dose of influenza vaccine.

4. Cleanse the deltoid area with alcohol and allow to dry. For children less than 2 years of age, use the anterior lateral aspect of the upper thigh.

5. Inject the medication intramuscularly.

6. Apply Band-Aid as needed.

Intranasal:

1. Have the client or parent/guardian complete and sign a consent form. Answer any questions he/she may have.

2. Review contraindications and side effects.

3. administer intranasal vaccine. Each sprayer contains a single dose of vaccine. Half of the dose from the sprayer is administered into each nostril while the recipient is in an upright position. Insert the tip of the sprayer just inside the nose and rapidly depress the plunger until the dose-divider clip stops the plunger. The dose-divider clip is removed from the sprayer to administer the second half of the dose into the other nostril.

4. Once the intranasal vaccine has been administered, the sprayer should be disposed of in the sharps container.

5. Offer the client a tissue to catch any dripping vaccine from the nostril.

Availability:

Influenza vaccine is generally available from mid-October through December without a written physician order for the client. Standing orders allow health department staff to administer influenza vaccination.

Because of the potential for a delay in delivery of the vaccine in any given year, the health department will assure that any contingency plans received from the State of Wisconsin will be followed.

Contraindications to inactivated (injectable) influenza vaccine

· Allergy to eggs or another component of the vaccine
· Guillan-Barre’ syndrome
· Severe illness with a fever
Contraindications/Precautions to live attenuated (intranasal) influenza vaccine

· Allergy to eggs or another component of the vaccine

· Concomitant aspirin therapy in children and adolescents

· Recurrent wheezing

· Severe illness with a fever

· Guillian-Barre’ syndrome

· Immunocompromised persons

· Pregnancy

· Persons <2 years or ≥ 50 years old
Dosage

	Age Group
	Product
	Dosage
	# of Doses
	Route

	6-35 months

3-8 years

9-12 years

>12 years

2-8 years

9-49 years
	Split virus only

Split virus only

Split virus only

Whole or split

Live intranasal

Live intranasal
	0.25 ml

0.50 ml

0.50 ml

0.50 ml

0.20 ml

0.20 ml
	1 or 2

1 or 2

1

1

1 or 2

1
	IM

IM

IM

IM

Intranasal

Intranasal




One dose of influenza vaccine should be administered annually for persons 9 years of age and older.  For children under 9 receiving the vaccine for the first time, a second dose should be administered at least one month after the first.  

EVALUATION: 

Influenza-associated pediatric deaths, influenza- associated hospitalizations, and influenza A virus infection, novel subtypes are reportable diseases and conditions by law. Quarterly and annual statistics of reported influenza diseases will be reviewed, analyzed, and provided to the Health and Human Services Committee. If needed, a report can be generated by using the Registry for Effectively Communicating Immunization Needs (RECIN) to determine influenza immunization rates for any age group of Pepin County residents.

REFERENCES/LEGAL AUTHORITY:   


· Epidemiology and Prevention of Vaccine-Preventable Disease, most recent edition.

· Division of Public Health Immunization Policy Manual
· ACIP Guidelines for Vaccine Recommendations and Administration
· Pepin County Health Department Public Health Program Standing Orders
· Wisconsin Statute 252.04 Immunization Program

· Wisconsin Statute 252.041 Compulsory vaccination during a state of emergency

· Wisconsin Statute 252.05 Reports of Cases


· Wisconsin Statute 140.05 (16)

· Wisconsin Statute 441

· Wisconsin Statute 448   
POLICY TITLE:    

Testing vaccine alarm system  

EFFECTIVE DATE:                  
07/16/10
DATE REVIEWED/REVISED:   06/26/12 

AUTHORIZED BY:   
            Heidi Stewart, BSN, Health Officer / Director                                                                                                                                   

PURPOSE STATEMENT:  


To protect the vaccine inventory in the event of an emergency. 

POLICY:


Pepin County Health Department will protect the vaccine inventory and minimize potential monetary loss by testing the vaccine alarm system at least every six months.    

PROCEDURE:

Pepin County Health Department will test the alarm system of the vaccine refrigerator/freezer at least every six months. If an actual alarm goes off within the six month period; it can be counted as a test. Log the date and time of the test/alarm on the monthly temperature log located on the side of the vaccine refrigerator/freezer.

Back-up Generator:

The vaccine refrigerator/freezer is connected to a back up generator that automatically provides power to the storage unit to maintain the recommended storage temperatures in the event of a power outage.   

Sensaphone 400:

A continuous monitoring temperature alarm/notification system is in place to help prevent substantial financial loss if the temperature in the storage unit malfunctions. This system will alert staff during after hour emergencies. If the unit exceeds the recommended temperature ranges, an audible alarm sounds and notices are sent to designated persons as listed:    

Sheriff’s Department (715-672-5944)

Health Director/Director (715-495-7630)

On-call nurse (715-495-7631).

For further information, see immunization policy and procedure manual. 

EVALUATION: 

REFERENCES/LEGAL AUTHORITY:  N/A

POLICY TITLE:    

Vaccine Receiving and Shipment Unpacking  

EFFECTIVE DATE:                  
07/07/10
DATE REVIEWED/REVISED:   06/26/12 

AUTHORIZED BY:   
            Heidi Stewart, BSN, Health Officer / Director                                                                                                                                   

PURPOSE STATEMENT:  


To assure the vaccine cold chain is maintained.

POLICY:


Pepin County Health Department offers immunizations to children via the Vaccines for Children Program.  Vaccine is handled and stored according to Wisconsin DPH and CDC recommendations, ensuring the integrity of the vaccine.

PROCEDURE:

Arrange for vaccine deliveries to be made only during office hours.If the vaccine coordinator or backup person is not on duty, all staff members who accept vaccine deliveries must be aware of the importance of maintaining the cold chain and on the need to immediately notify the vaccine coordinator or backup person of the arrival of the vaccine shipment so that it can be handled and stored appropriately.

Checking the Condition of a Shipment:

Vaccine shipments must be examined immediately upon receipt.

(
Examine the shipping container and contents for any signs of physical damage.

(
Determine if the shipping time was less than 48 hours.   If the interval between shipment from the supplier and arrival of the product at the Health Department’s office was more than 48 hours, the vaccine could have been exposed to excessive heat or cold that might have altered its integrity.

(
Crosscheck the contents with the packing slip to be sure they match and then date stamp the packing slip and give to vaccine coordinator.

(
Check the vaccine expiration dates to ensure that you have not received any vaccine or diluent that is already expired or that has a short expiration date.

(
Check that lyophilized (freeze-dried) vaccine has been shipped with the correct type and quantity of diluent for reconstitution.

(
Examine the vaccine and diluent for heat or cold damage:

· Check the cold chain monitor to see if the vaccine or diluent has been exposed to temperatures outside the recommended range during transport.

· Check that inactivated vaccines are cold but not frozen.   Refrigerated packs should still be cold.   Frozen packs can be melted but the package should still be cold.   Vaccines should not be in direct contact with refrigerated/frozen packs.   

There should be an insulating barrier between the vaccine and the refrigerated/frozen packs, such as crumpled brown packing paper, bubble wrap or some other barrier.

· Check that varicella vaccine is frozen and that dry ice is present in the shipping container.   Dry ice must be handled carefully.   Leave dry ice in the shipping container to evaporate.   This should be left in a well ventilated area away from children.

· Check that the diluent is cool or at room temperature.   Diluent should not be in direct contact with refrigerated/frozen packs.   There should be an insulating barrier between the diluent and the refrigerated/frozen packs, such as crumpled brown packing paper, bubble wrap or some other barrier. The diluent for varicella vaccine may be shipped with its vaccine but should not be placed in the container with the dry ice.

If there are any discrepancies with the packing slip or concerns about the shipment, immediately notify the primary vaccine coordinator (or the backup person), mark the vaccine and diluent as “DO NOT USE”, and store them in proper conditions apart from other vaccine supplies until the integrity of the vaccine and diluent is determined. Contact the vaccine manufacturer and the State Immunization Program (608-266-1506) for further guidance.

Once vaccine shipment has been checked according to the procedures described above, immediately store the vaccine and diluent at the recommended temperatures (varicella gets placed in the freezer and all other vaccines get placed in the refrigerator). Do not leave the shipment unattended. The vaccines inside might warm to inappropriate temperatures and become unusable. All staff who may accept packages must be aware that vaccine shipments require immediate attention. Staff who do not routinely handle vaccines but who accept vaccine shipments should alert the primary vaccine coordinator (or the designated backup person) as soon as vaccine shipments arrive so that they may be stored properly.

For further information, see immunization policy and procedure manual. 

EVALUATION: 

REFERENCES/LEGAL AUTHORITY: 

· Wisconsin Department of Health Services

· Centers for Disease Control 

POLICY TITLE:    

Client Transfers and Referrals

EFFECTIVE DATE:   

10/1/03 

DATE REVIEWED/REVISED:   6/15/12 

AUTHORIZED BY:   

Heidi Stewart, BSN, Health Officer / Director                                                                                                                         

PURPOSE STATEMENT:  


To assure the needs of clients are being met and appropriate care is being provided. 

POLICY:


The Pepin County Health Department may transfer clients or make referrals to other agencies for the following reasons: continuing care through the health department is not appropriate; there is a change in the medical/treatment program, the client moves out of the country. 

PROCEDURE:  

1. Clients having needs that the health department cannot meet shall be referred to another agency, social service organization, or governmental unit that is appropriate for the unmet needs of the client. This includes referrals to meet the needs of clients for services needed at times before and after normal business hours at the health department. Permission will be obtained from the client prior to making the referral.

2. Clients whose needs change significantly and who require care that cannot be provided by the health department are given immediate notice and assistance in selecting another health care agency to meet their needs.

3. The registered nurse will:

    a)   inform the client and family of the need for the transfer/referral;

    b)   involve the client and family in the decision making process regarding the arrangements;

    c)   serve as a liaison between the client, family, and physician relative to the transfer/referral     arrangements

 d)   verbally confirm the client transfer arrangements with and give information to the receiving    

       health care provider;

 e)   obtain the client’s signature on the release of information form;

 f)    document reasons for the transfer/referral in the client’s health care record 

EVALUATION: 

REFERENCES/LEGAL AUTHORITY:   
 N/A
POLICY TITLE: Emergency Administration of Epinephrine   


EFFECTIVE DATE: 07/01/2007  

 
DATE REVIEWED/REVISED: 07/23/2012

AUTHORIZED BY: Jen Rombalski, Health Officer   
PURPOSE STATEMENT: 

To provide the necessary information and guidelines to educate and train BCDHHS Public Health Nurses and Registered Nurses in the specific use and administration of Epinephrine 1:1000 solely for the emergency management of a person suffering from an anaphylactic reaction.  

RESPONSIBLE STAFF:


Public Health Nurse

Registered Nurse

PROCEDURE: 

1. Conduct scene safety to assure that patient, workers, and bystanders are separated from the allergen.
2. Patients with an anaphylactic reaction may initially present with airway/respiratory compromise or airway/respiratory compromise may develop as the allergic reaction progresses. Not all signs and symptoms are present in every case. When signs and symptoms of allergic reaction include respiratory distress or shock, assume that it is anaphylaxis. CALL 911 IMMEDIATELY and LIE PATIENT FLAT WITH FEET ELEVATED!
3. ASSESSMENT of anaphylactic/allergic reaction:
A. Perform initial assessment
· Perform airway, breathing, and circulation procedures as necessary

· Determine patient transport priority

B. History-interview individual, family and/or bystanders 

· Has this happened before?

· When did it start?

· What happened before reaction started?

· Did patient eat anything?

· Did anyone smell anything?

· Did patient feel anything?

· Did patient take anything?

· Did anyone, including patient, give Epinephrine dose already?

· Does patient have history of cardiac problems?

C. Perform focused assessment. Observe for signs and symptoms of anaphylactic reaction: 

· Dyspnea

· Altered level of consciousness

· Altered speech or inability to speak

· Restlessness

· Signs of upper respiratory distress in anaphylaxis

· Hoarseness

· Stridor

· Pharyngeal edema

· Patient report of tight chest or throat

· Cough

D. Signs of lower respiratory distress in anaphylaxis
· Tachypnea

· Hypoventilation

· Labored accessory muscle use

· Abnormal retractions

· Prolonged expirations

· Wheezes (audible with stethoscope)

· Diminished lung sounds

E. Skin Changes in anaphylaxis
· Redness

· Rashes

· Edema

· Moisture

· Itching

· Uticaria

· Pallor

· Cyanosis

F. Cardiovascular/Vitals in anaphylaxis
· Tachycardia

· Hypotension

G. Gastrointestinal in anaphylaxis
· Abdominal cramping

· Nausea/vomiting

· Diarrhea

Note: Be certain the signs and symptoms are those of anaphylaxis and not of a stage of heart disease (congestive heart failure), psychosis, hypertension history, COPD, glaucoma, pulmonary edema, hyperthyroidism, or pregnancy.

4. Identify need for medication based on patient history and presenting signs and symptoms.  Inquire as to whether anyone, including the patient, has administered Epinephrine already.  If not, gather supplies as follows:

SUPPLIES: (will be found in “kits” in 3 locations in the clinic lab) 

· Aqueous epinephrine 1:1000 dilution, in ampules

· Filter needle

· Syringes: 1cc, 22-25 g, 1” and 1 ½” needles for epinephrine 

· Pediatric and adult airways (small, medium and large)

· Sphygmomanometer (child, adult & extra large cuffs) and stethoscope

· Pediatric and adult size pocket mask with one-way valve

· Alcohol swabs
· Tongue depressors

· Flashlight with extra batteries (for examination of mouth and throat)

· Wrist watch

· Tourniquet

· Cell phone or access to land line

5. ADMINISTRATION  (for ANAPHYLACTIC REACTION)

CAUTION: Avoid possible inadvertent intravascular administration. DO NOT INJECT INTO BUTTOCK. DO NOT INJECT INTRAVENOUSLY. Large doses or accidental intravenous injection of epinephrine may result in cerebral hemorrhage due to sharp rise in blood pressure. Rapidly acting vasodilators can counteract the marked pressor effects of epinephrine.

ADMINISTER Epinephrine 1:1000 as follows:
A. Be conscientious of blood borne pathogen precautions.

B. Check to see that the Epinephrine is not expired or discolored.

C. Place filter needle on a 1 cc syringe. Tap the solution within the ampule out of neck; break open ampule by covering with paper towel and snapping neck of ampule by pulling top of ampule toward you while pushing neck of ampule away from you.

D. Draw correct dose into syringe. See table below:

	Age
	Weight in kg
	Weight in lbs
	Epinephrine Dose

1mg/mL injectable (1:1000 dilution) IM

	1-6 mos
	4-7 kg
	9-15 lbs
	0.05mg (0.05 mL)

	7-18 mos
	7-11 kg
	15-24 lbs
	0.1mg (0.1 mL)

	19-36 mos
	11-14 kg
	24-31 lbs
	0.15 mg (0.15 mL)

	37-48 mos
	14-17 kg
	31-37 lbs
	0.15 mg (0.15 mL)

	49-59 mos
	17-19 kg
	37-42 lbs
	0.2 mg (0.2 mL)

	5-7 yrs
	19-23 kg
	42-51 lbs
	0.2 mg (0.2 mL)

	8-10 yrs
	23-35 kg
	51-77 lbs
	0.3 mg (0.3 mL)

	11-12 yrs
	35-45 kg
	77-99 lbs
	0.4 mg (0.4 mL)

	13 yrs & older
	45 + kg
	99 + lbs
	0.5 mg (0.5 mL)


E. Remove filter needle and discard in sharps container.

F. Place 1” or 1 ½”  (depending on size of patient), 22-25 gauge needle on syringe

G. Cleanse patient muscle (deltoid for adults or children; vastus lateralis for infants) with alcohol pad

H. Inject needle intramuscularly (IM).

I. Apply a band-aid to the injection site.

J. Do not recap needle.

K. Place needle and syringe in sharps container.

L. Reassess patient. After 10 minutes, if no signs of improvement, administer an additional dose, for up to 3 doses max!!

M. If additional dosage is needed, draw up using new filter needle and new syringe.

N. Repeat steps d through k above.

6. Record all vital signs (taken every 5-10 minutes until stable) and the injection in Progress Notes (PHN0015).  Include information regarding date, time, medication administered, dose administered, route and location (anatomical) administered, name of person who administered the medication, and any patient physiological responses to the medication.

7. Route an ICF to Supervisor with Progress Notes to open/close a case regarding the incident.

8. If the anaphylaxis occurred following an immunization, the event must be reported to VAERS (1.800.822.7967) or www.vaers.hhs.gov/vaers.htm.

9. ADVERSE REACTIONS TO EPINEPHRINE can occur, as follows:

· Ventricular arrhythmias

· Precipitation of angina or myocardial infarction

· Tachycardia

· Anxiety

· Hypertension

· Headache

· Pallor

· Dizziness

· Nausea

· Vomiting

10. If patient is having an ALLERGIC REACTION: Patient has contact with a substance that causes an allergic reaction without signs of respiratory distress or shock (hypoperfusion). 

· Continue with focused assessment. Patients who are wheezing without signs of respiratory compromise or hypotension should not receive Epinephrine.

· Perform non-pharmacological interventions (i.e.: treat for shock including positioning with head flat and feet raised and cover with a warm blanket).
11. Record assessment findings and reassess in two minutes.  Use Progress Notes (PHN0015) to document situation.  Initiate Initial Contact Form (ICF) (PHN0157) and route to Supervisor to open as a case.

12. For anaphylactic reactions, notify the patient’s primary care physician.

REFERENCES/LEGAL AUTHORITY:   

General Recommendations on Immunization: Recommendations of the ACIP, MMWR,

          December 1, 2006, Vol. 55, No. RR-15.

www.ksbems.org
www.immunize.org/catg.d/p3082a.pdf
POLICY TITLE:    

Pepin County Health Department Facebook Page

EFFECTIVE DATE:                  
07/13/12
DATE REVIEWED/REVISED:   07/13/12 
AUTHORIZED BY:   
            Heidi Stewart, BSN, Health Officer / Director                                                                                                                                   

PURPOSE STATEMENT:  


To inform the community of health related topics: including, but not limited to: health tips, newly published research, product recalls, health department and other applicable events, and health department activities.

POLICY:


The Pepin County Health Department will maintain an up to date Facebook page to inform the community of health related topics.

PROCEDURE:

The Pepin County Health Department Facebook Page will provide information about the Pepin County Health Department. This information will include: mission statement, locations, phone numbers, hours, and website URL. Staff will attempt to update the Facebook page at least once a day during the work week.

Information provided in daily updates may include:

· Health tips

· Recall information

· Immunization information

· Upcoming events for the health department and other related events

· Health related video links

· Other applicable information

EVALUATION: 

All page updates are visible at http://www.facebook.com/pages/Pepin-County-Health-Department/117887181592064 and can be viewed at any time. Posts can be deleted at any time if needed

REFERENCES/LEGAL AUTHORITY:  N/A

POLICY TITLE:    

Media Communications

EFFECTIVE DATE:   

12/3/03 
DATE REVIEWED/REVISED:    7/16/12 

AUTHORIZED BY:   

Heidi Stewart, BSN, Health Officer / Director                                                                                                                                   

PURPOSE STATEMENT:  


To assure accurate appropriate and timely information is communicated to appropriate audiences and to facilitate consistent messaging among public health system partners.

POLICY:


Pepin County Health Department is committed to providing accurate and timely information to the public, policy makers, partner agencies, and other appropriate audiences. At the same time, it is important to coordinate messaging with public health system partners who may be communicating with others on a public health related topic. This policy and procedure is intended to guide health department staff in making decisions about communications that will be released outside the agency. 
PROCEDURE:




Emergency Communications:

The Pepin County Public Information Officer is responsible for coordinating communication efforts during an emergency and will work in tandem with the Health Officer in developing statements for release. Final approval for releases during a public health emergency will come from the Health Officer. Because the media often work on tight deadlines, it is important that any Health Department staff member who is contacted by the media get the request to the Health Officer as soon as possible. See the Public Health Emergency Plan (PHEP) for more details. 

General Day-to-Day Inquiries:

During non-emergency situations, the Health Officer will serve as Public Information Officer.

A) Requests for interviews in response to a submitted press release should go to the primary contact on the press release.

B) Cold calls from the media should be directed to the Health Officer. If the Health Officer determines a member of the staff as a particular expertise in an area of the inquiry, he/she should direct the call to that staff member and properly notify the staff member of the request to speak to the press.

C) Follow-up calls on a story recently reported may go to the staff member who was interviewed for the story.

D) If at any time a staff member feels unprepared or uncomfortable with the nature of the reporter’s questions, he/she should stop the interview and direct the reported to a member of the management team.

E) A staff member shall notify his/her supervisor immediately (via voicemail, e-mail, or personal contact) when a media interview has been done.

F) Whenever an interview is done, the staff member shall document with whom he/she spoke and what media outlet the reporter represents as well as the topic area. This may be done in Nightengale Notes.

G) If the media inquiry affects other public health system partners, notify them as soon as possible about the nature of the inquiry and the information provided to the media to help assure a consistent message among partner organizations. If time permits, it is preferable to get input from affected partners as to the content of the message relayed to the media.

H) If a member of the public, health care provider or a member of the governing body requests a statement or information regarding a specific health department program or service, the inquiry will be sent directly to the Health Officer. 

Press Releases:

A) A written press release is a good method to share information about emerging and/or urgent health topics, new programs, follow-up to recently covered issue, or to get a message out in general.

B) Prior to distribution, all written press releases will be reviewed by the Health Offier.

C) All press releases must include the primary staff person’s contact information, including a telephone number, as well as a date.

D) A current media contact list can be found in the Public Health Emergency Plan (PHEP).

E) If the press release is related to the work of other public health system partners, develop the release collaboratively to assure a consistent message is being delivered by partner organization/agencies and share the final release with all appropriate partners.

Media Interview Tips:

· Educate the reporter. Don’t assume he/she has all the facts. Prepare a written fact sheet to reduce the likelihood of reporting errors.

· Consider who the audience for the information will be and what your main message is. Stay on message and try to connect it to the overall mission of the health department.

· Plan your “sound bite”. This is the one sentence that is most important for you to communicate (7-9 seconds).

· Use common, easy to understand language that is passionate and paints a clear picture.

· Remember that the best messages tell us why the issue/program/policy/case is important. What is the point you want everyone to remember? Why do you want to get across the audience no matter what?

· Don’t wait to be asked your message. Volunteer it, repeat it several times, and always come back to it.

· Anticipate questions and prepare answers to those questions.

· Use proper grammar and speak in an easy to understand language with no jargon or acronyms. 

· Remember that the camera/microphone is always on and nothing is “off the record”.

· Never lie, speculate, or guess

· If you don’t know, say so

· Don’t get defensive or angry

Media Release Tips:

· Identify that the article is a News Release at the very top of the printed document

· Provide a caption (or headline) to identify the subject of the announcement

· Provide contact information for the primary staff person who can answer follow-up media inquiries

· Indicate the date of the release

· Number all pages

· Put (MORE) at the bottom of a page when the content of a news release will extend onto an additional page

· Mark the end of the release with a symbol noting the end of the document – usually ### or XXX or -30- or END

· Double check all facts and be sure to use good grammar. Do not use any acronyms or jargon.

EVALUATION:

All work with the media and advocacy efforts are tracked by the management team as part of the Health Department Strategic Planning process to determine whether media goals outlined in the strategic plan are met. 

REFERENCES/LEGAL AUTHORITY:   N/A
POLICY TITLE:    

Social Media

EFFECTIVE DATE:   

9/9/10 
DATE REVIEWED/REVISED:    6/19/12 

AUTHORIZED BY:   

Heidi Stewart, BSN, Health Officer /Director                                                                                                                                   
PURPOSE STATEMENT:  


This policy governs the publication of and commentary on social media by employees of the Pepin County Health Department (PCHD). For the purposes of this policy, social media means any online publication and commentary, including without information blogs, wiki’s, social networking sites such as Facebook, LinkedIn, Twitter, Flickr, and YouTube. This policy is in addition to and complements any existing or future policies regarding the use of technology, computers, e-mail and the internet.

POLICY:


Pepin County Health Department (PCHD) may utilize social media and social network sites to further enhance communications with various stakeholder organizations in support of agency goals and objectives. This includes the use of social networking to communicate and engage with the general public and partners on upcoming flu clinics and other events, educating the community on various public health topics, notifying the community and partners on recalls, and so forth. In addition, social media can be used to keep the community and partners informed real-time of public health emergencies such as acts of bioterrorism, large scale disease outbreaks, and other public health emergencies. A 2010 study conducted by the National Chapter of the American Red Cross concluded that social media could be an effective tool in emergency response. The ARC found that if individuals needed help and couldn’t reach 9-1-1, one in five would try to contact responders through a digital means such as e-mail, websites or social media. If web users knew of someone else who needed help, 44 percent would ask other people in their social network to contact authorities, 35 percent would post a request for help directly on a response agency’s Facebook page and 28 percent would send a direct Twitter message to responders. 

PROCEDURE:

1. All PCHD social media sites shall be (1) approved by the Director; (2) published using approved social networking platform and tools.

2. PCHD staff shall not use personal profiles in participating in any social networking site as representatives of the PCHD.  Instead, PCHD employees must set up a PCHD profile using their PCHD email.  The PCHD will keep a log of PCHD staff that are approved to participate or facilitate on social networking sites, the name of the site, the purpose of the site, and applicable usernames and passwords.  

3. The PCHD has the right to audit at any time any social networking site that PCHD employees are involved with.  

4. All PCHD social networking sites shall adhere to applicable state, federal and local laws, regulations and policies including all applicable County policies.

5. Freedom of Information Act and e-discovery laws and policies apply to social media content and therefore content must be able to be managed, stored and retrieved to comply with these laws.

6. Publication and commentary on social media carries similar obligations to any other kind of publication or commentary.  

7. All uses of social media must follow the same ethical standards that PCHD employees must otherwise follow.

8. PCHD social networking sites are subject to public records laws.  

9. All social network sites and entries shall clearly indicate that any articles and any other content posted or submitted for posting are subject to public disclosure.

10. The PCHD reserves the right to restrict or remove any content that is deemed in violation of this policy or any applicable law.

11.  Where possible, social networking sites should link back to the official PCHD website. 

12. PCHD social networking content and comments containing any of the following forms of content shall not be allowed for posting on either any PCHD facilitated / owned social networking site or any other social networking site that the PCHD participates in:

· Comments not topically related to the particular site or blog article being commented upon

· Political views, including lobbying

· Profane language or content

· Content that promotes, fosters, or perpetuates discrimination on the basis of race, creed, color, age, religion, gender, marital status, status with regard to public assistance, national origin, physical or mental disability or sexual orientation;

· Sexual content or links to sexual content

· Solicitations of commerce

· Conduct or encouragement of illegal activity

· Information that may tend to compromise the safety or security of the public or public systems

13. In the event that any of the above content or comments are posted to a PCHD facilitated and / or owned social network site, the PCHD will promptly delete such comments, and if applicable, block or remove the individual from the social network site.  

14. Where appropriate, County IT security policies shall apply to all social networking sites and articles.

15. Employees representing the PCHD or the County government via social media outlets must conduct themselves at all times as a representative of the PCHD and in accordance with all human resource policies. 

16. PCHD employees may not present themselves as PCHD employees in neither social networking sites not approved per this policy nor social networking sites that are deemed non-work related and are of the personal nature.  

17. The PCHD will be responsible for providing annual training to all PCHD employees on the use of social media and social networking tools. 

18. Employees found in violation of this policy may be subject to disciplinary action, up to and including termination of employment.

EVALUATION: 

REFERENCES/LEGAL AUTHORITY:  

POLICY TITLE:    

Fluoride Rinse Program 

EFFECTIVE DATE:   

1/4/10

DATE REVIEWED/REVISED:   6/21/12 

AUTHORIZED BY:   

Heidi Stewart, BSN, Health Officer / Director                                                                                                                                   

PURPOSE STATEMENT: 

To improve the oral health of children in Pepin County by providing fluoride rinse to children.

POLICY:

 Pepin County Health Department receives funding from the Wisconsin Division of Public Health to purchase fluoride rinse supplies for the Durand and Pepin School Districts.  Supplies are then distributed to classrooms by health department staff located in each school district.  
PROCEDURE:

Introduction:

All children in grades K-8 are eligible to participate in the weekly fluoride rinse program.  A parent or guardian signature is required.

Rinsing Process:

1. When all children have their filled cups of fluoride rinse (Kindergarten is 5 ml, grades 1-8 is 10 ml) and their napkins in their hands, the teacher/aid will remind them not to swallow the solution.

2. All children will be asked to slowly empty the contents of the cup into their mouths and will rinse for one minute.  The teacher/aid will tell them when to start and stop.

3. After one minute, the children will be directed to expectorate the solution back into their cups, blot their lips with the napkin, and slowly stuff the napkin into the paper cup to absorb the liquid.  The cups will then be discarded into a plastic lined garbage can or a plastic bag.

4. The children are then instructed not to eat or drink for 30 minutes after the fluoride rinse process is completed.

Correct Rinsing:

To rinse correctly with maximum results, the solution should be swished all around the teeth, and strained back and forth through the spaces between the front and back teeth.  The cheeks and lips should puff rhythmically.  Some children may just shake their heads back and forth, but this will not accomplish a good rinse

Procedure for Administering the Mouth Rinse Program

The following instructions are merely guidelines, you may use any method that will accomplish the same purpose.

Mixing the Fluoride Solution

The solution should be prepared in advance.  It requires about one minute to do.  The exact instructions for mixing are on the label of each jug.  They are simple and easy to follow.

Preparation for Rinsing

Each child is provided a cup filled with 10 ml of the solution and one paper napkin (Kindergarteners receive 5 ml).  There is a different pump for each amount to dispense the exact amount of liquid.  The method of distribution can be chosen by the person in charge of the program:

Method 1: The distribution of the cups and paper napkins and filling the cups with the fluoride solution is accomplished while the pupils are at their desks.  One of the pupils in the classroom will distribute the cups, and another pupil will distribute the paper napkins, one of each to every pupil.  The teacher will walk from desk to desk with the jug of solution, place the jug on top of the pupil’s desk, and with one stroke of the pump fill the cup with the appropriate amount of the solution.

Method 2: The filled jug with the fluoride solution is set up on the table or teacher’s desk together with a stack of napkins and paper cups.  One pupil is in charge of the cups and another is in charge of the napkins.  The teacher is in charge of the jug.  The pupils form a line in front of the table or desk.  Each pupil receives a cup and a napkin, after which the cup is then filled with fluoride solution by one stroke of the pump.  After the cup is filled, the pupil returns to his or her desk until everyone is seated

The Rinsing Process

1. When all children have their filled cups and napkins in their hands, remind them not to swallow the solution.  If a child were to accidentally swallow the 10 ml of fluoride solution, it would produce no adverse reaction.

2. Have all the children slowly empty the contents of the cups into their mouths and begin to rinse for one minute.

Correct Rinsing

     To rinse correctly with maximum results requires the swishing of the solution all around the teeth, so that the liquid is strained back and forth through the spaces between the front and back teeth.  When correctly done, the cheeks and lips will puff rhythmically.  Some children may just shake their heads back and forth without accomplishing anything; they should be watched and instructed on proper rinsing.    

     The first rinsing exercise should be done as a practice session using water.  Instruct them exactly what to do while they are rinsing.

     Have a timepiece with a secondhand.  Supervise the rinsing for the full 60 seconds either by instruction or by rinsing with the class.

     When the mouth rinsing has ended, direct the pupils to expectorate the solution back into the cup, blot their lips with their napkins, and slowly stuff the napkins into the paper cups to absorb the liquid.  The cups should then be deposited into a plastic lined waste bag.  The entire procedure can be accomplished in 5 or 6 minutes.

     Then children should be instructed not to eat or drink for 30 minutes after the rinse.  Therefore, do not schedule the rinse immediately before lunch.  The most beneficial time for the rinse is the first thing in the morning, shortly after the children have brushed their teeth.

EVALUATION: 

REFERENCES/LEGAL AUTHORITY: 
POLICY TITLE:    

Fluoride Sealant Program 

EFFECTIVE DATE:   

1/4/10

DATE REVIEWED/REVISED:    7/12/12

AUTHORIZED BY:   

Heidi Stewart, BSN, Health Officer / Director                                                                                                                                   

PURPOSE STATEMENT:

To reduce the proportion of school-aged children who have dental caries experience in permanent teeth by increasing the number of dental sealants on their teeth and promoting oral health as part of the child’s total health.

POLICY:

A. The Pepin County Sealant Program will serve Pepin County public and private school second grade children with signed parental/legal custodian/guardian medical history/consent forms in schools with a second grade enrollment of greater than 20 children.  

B. The administration of the sealant program is the responsibility of Pepin County Health Department under the direction of the Agency Director/Health Officer or his/her designee and the medical advisor. 

C. Only a state-licensed dental hygienist or dentist may apply dental sealants for Pepin County Health Department.

· A state-licensed dental hygienist practices as an employee or independent contractor consistent with s. 447.01 (3), 447.06 (1), (2) (a) (2,3,5) Wis. Stats. 

· A state-licensed dentist practices consistent with Ch. 447 Wis. Stats. 
D.   Currently clients are transported by Pepin County Health Department to the offices of volunteer dentists. Permission to transport students is obtained prior to transport. 
E. The Agency Director/Health Officer will assign support staff as necessary. 

AUTHORIZED PROVIDERS: 

1. Only a state-licensed dental hygienist or dentist may apply dental sealants for Pepin County Health Department.

2. A state-licensed dental hygienist practices as an employee or independent contractor consistent with s. 447.01 (3) and s. 447.06 (2) (a) 2., 3. and 5., Wis. Stats.

3. A state-licensed dental hygienist practices consistent with Ch. 447 Wis. Stats.
SUPPLIES/EQUIPMENT/FORMS:
1. See Appendix B for a copy of consent forms and screening forms.

2. This program uses sealant material that is an approved United States Food and Drug Administration device.

STANDARDS TO FOLLOW:

1.  Record Keeping:

A. A signed copy of informed consent and a signed and dated medical history and screening form must be kept in the individual’s health record.

B. Using the medical history, prior to sealant placement, caries risk assessment and oral screening is conducted by a state-licensed dentist or dental hygienist. The following information will be recorded.

i. name, date, birth date, grade, special health care needs status

ii. caries experience, untreated caries, dental sealants, treatment urgency (urgent, early, or no treatment needs)

iii. individual teeth indicated for dental sealant placement

iv. teeth and surfaces that have received sealants

v. name of licensed individual conducting screening and sealant placement

vi. comments and indication of referral

C. The need for dental sealant placement by a state-licensed registered dental hygienist or dentist will be determined consistent with the Workshop on Guidelines for Sealant Use: Recommendations and ASTDD Basic Screening Survey.
D. All applicable federal and state occupational safety and health records will be maintained at the Pepin County Health Department.

E. All applicable confidentiality requirements will be met.

2.  Dental Sealant Placement Standards:
A. Seal-a-Smile A Dental Sealant Portfolio for Dental Hygiene Programs and Wisconsin Communities, Children's Health Alliance of Wisconsin.

B. Consistent with the Workshop on Guidelines for Sealant Use: Recommendations, Journal Public Health Dentistry, 55(5): 285, 1995 

C.
ASTDD Basic Screening Survey
3.
Occupational Safety and Health:
A. The Pepin County Health Department follows CDC Guidelines For Recommended  Infection Control Practices in Dentistry, and

B. The Seal-a-Smile A Dental Sealant Portfolio for Dental Hygiene Programs and Wisconsin Communities.

4. Adverse Event Protocol:

A. Sealant contains methylacrylates, which may be irritating to the skin and eyes.  In case of contact with eyes, rinse immediately with plenty of water and seek medical attention.  After contact with skin, wash immediately with plenty of soap and water.  The product may cause sensitization by skin contact in susceptible persons.  If skin sensitization occurs discontinue use.

B. Sealant etchant contains phosphoric acid, which may cause burns.  Avoid contact with oral tissues, eyes, and skin.  If accidental contact occurs, flush affected area with generous amounts of water.  In case of contact with eyes, immediately rinse with plenty of water and seek medical attention.

C.  Retention of the dental sealant is essential to preventing caries.  A sealant is virtually 100 percent effective if it is fully retained on the tooth (NIH, 1984).  Studies have demonstrated good retention rates in school-based dental sealant programs.  It is recommended that limited resources be spent on placing sealants rather than doing additional retention studies. A sample of the children sealed will provide the program with adequate retention information.  Reasons for tracking retention rates should be based on:

i. program evaluation of a new sealant material 

ii.
monitoring a new practitioner’s technique.  

D.
If a sealant is not retained, it should be reapplied.

5.
Safety Precautions

A. Follow manufacturers directions for application of pit and fissure sealants.

B. Use CDC Guidelines for infection control.

C. Sealant Precautions: A small percentage of the population is known to have an allergic response to acrylate resins.  To reduce the risk of allergic reaction, minimize exposure to uncured resins.  When resins are in prolonged contact with oral soft tissue, or in case of accidental prolonged exposure, flush with copious amounts of water.  Wash skin with soap and water when skin contact occurs.

D. Etchant Precautions: Conditioner (etch) contains phosphoric acid.  Protective eyewear is recommended for both provider staff and individuals receiving services while using etchants.  Contact with oral soft tissue, eyes, and skin should be avoided.  If accidental contact occurs, flush immediately with copious amounts of water and consult a physician.

E. Providers and individuals receiving services are required to wear safety glasses.

F. Do not place dental sealants on individuals with a known allergy to components found in dental sealant (example: methylacrylate).

G. Sealant and sealant etchant should be tightly closed immediately after use, keep out of direct sunlight, and store at 40-70 degree F and use at room temperature. 

6.
Contraindications
A. Dental sealants are contraindicated for individuals with a known allergy to components in dental sealant (example: methylacrylate).

B. Not to be used in case of frank (overt) dental caries.

7. Sealant Material
This program uses sealant materials that are United States Food and Drug Administration approved devices.

PROCEDURE:

1. Consistent with the Workshop on Guidelines for Sealant Use: Recommendations and ASTDD Basic Screening Survey.

A. Obtain consent from parent/legal custodian/guardian

B. Conduct risk assessment of the individual 

i. caries experience

ii. dental care utilization pattern 

iii. use of preventive services 

iv. medical history (e.g. xerostomia)

C. Conduct risk assessment of individual teeth (pit and fissure morphology, level of caries activity, caries pattern).  Do not seal if:

i. the tooth cannot be isolated

ii. proximal restoration involves the pit and fissure surfaces

D. Evaluate pit and fissure surfaces

i. caries free - seal in accordance with manufacturer directions if at risk based on:

a. deep pits and fissure morphology

b. sufficiently erupted to allow adequate isolation

c. caries pattern

d. individual perception/desire for sealant

ii. Questionable (stained) – seal in accordance with manufacturer directions

iii. Enamel caries (incipient with no evidence of undermining) – seal in accordance with manufacturer directions

iv. Dentin caries (frank, overt with evidence of undermining) refer for restoration

E.
Inform parent/legal custodian/guardian of procedures and referral status

F.
Evaluate sealed teeth for sealant integrity and retention and caries progression

2. Sealant Placement Guidelines are consistent with and subject to individual sealant material manufacturer directions:

Step 1: Verify informed consent of the parent/legal custodian/guardian.

Step 2: Review medical history for contraindications (methylacrylate allergy).

Step 3: Provide client protective eyewear.

Step 4: Conduct risk assessment of individual, individual teeth and pits and fissure surfaces.

Step 5: Prepare teeth by cleaning with the method of your choice.

· It is absolutely necessary to remove plaque and debris from the enamel and the pits and fissures of the tooth.  Any debris that is not removed will interfere with the proper etching process and the sealant penetration into the fissures and pits.

Step 6: Isolate the teeth. 

· For most sealant material, it is absolutely imperative to keep the tooth free from salivary contamination.

Step 7: Dry the surfaces.

Step 8: Etch the surfaces.

· The etchant should be applied to all the pits and fissures. In addition, it should be applied at least a few millimeters beyond the final margin of the sealant and in accordance with manufacturer directions. Do not allow the etchant to come into contact with the soft tissue. If this occurs, rinse the soft tissue thoroughly.

Step 9:  Rinse and dry the teeth.

· Rinse all the etchant material from the tooth in accordance with manufacturer directions. The tooth is dried until it has a chalky, frosted appearance.  If it does not, the tooth should be re-etched in accordance with manufacturer directions.  It is imperative to avoid salivary contamination.  There is agreement that moisture contamination at this stage of the process is the most common cause of sealant failure.

Step 10: Apply the material and evaluate for voids, marginal discrepancies or retention problems.  If noted return to Step 2. 

· Be careful not to incorporate air bubbles in the material. 

· Follow protocol for light cured or self cure dental sealant material in accordance with manufacturer directions. 

· After the sealant has set, the operator should wipe the sealed surface with a wet cotton pellet.  This allows for the removal of the air-inhibited layer of the non-polymerized resin.  Failure to perform this step may leave an objectionable taste in the individual’s mouth.

K.
Step 11: Evaluate the sealant.

· The sealant should be evaluated visually and tactically.  Attempt to dislodge it with an explorer.  If there are any deficiencies in the material, more sealant material should be applied. 

L.
Step 12: Evaluate occlusion. 

· Unfilled resins will wear down naturally and do not require occlusal adjustment.

M.
Step 13: Inform the parent/legal custodian/guardian of procedures that have been completed and the referral status.

EVALUATION: 

The policy will be reviewed annually by program director to ensure that policy guidelines are still in place and are being implemented properly. 

REFERENCES/LEGAL AUTHORITY: 

· American Dental Association Council on Access, Prevention and Interprofessional Relations: ADA Council on Scientific Affairs. 1997. Dental Sealants, Journal of the American Dental Association 128 (4):485-488.

· Association of State and Territorial Dental Directors, Basic Screening Survey.

· Balistreri, Thomas J.,  Assistant Attorney General, December 9, 2004 Letter to Steven M. Gloe, General Legal Counsel, Department of Regulation and Licensing.

· Casamassimo P, ed. 1996. Bright Futures in Practice: Oral Health. Arlington, VA: National Center for Education in Maternal Health and Child Health.

· Seal-a-Smile A Dental Sealant Portfolio for Dental Hygiene Programs and Wisconsin Communities, Children’s Health Alliance of Wisconsin, 1999, revised 2000, and revised 2004.

· United States Centers for Disease Control and Prevention, 2003.  Guidelines for Recommended Infection Control Practices in Dentistry, MMWR, December 19, 2003:52(RR-17).

· United States Department of Health and Human Services (DHHS). Oral Health in America: A Report of the Surgeon General. Rockville, MD: U.S. DHHS, National Institute of Dental Craniofacial Research, National Institutes of Health, 2000.

· Wisconsin Statutes and Administrative Code Relating to the Practice of Dentistry and Dental Hygiene.
· Workshop on Guidelines for Sealant Use: Recommendations. Journal of Public Health Dentistry. 1995; 55 (5 Spec. No.): 263-73.)

· Wisconsin Statutes and Administrative Code Relating to the Practice of Dentistry and Dental Hygiene.

· Thomas J. Balistreri, Assistant Attorney General, December 9, 2004 Letter to Steven M. Gloe, General Legal Counsel, Department of Regulation and Licensing.
POLICY TITLE:    

Fluoride Supplement Program 
EFFECTIVE DATE:   

5/29/07 
DATE REVIEWED/REVISED:   6/21/12 
AUTHORIZED BY:   

Heidi Stewart, BSN, Health Officer / Director                                                                                                                                   

PURPOSE STATEMENT:  


To improve oral health of children in Pepin County by providing fluoride supplementation to children with inadequate fluoride intake.
POLICY:


Pepin County Health Department receives funding from the Wisconsin Division of Public Health to purchase and distribute fluoride supplements to children age 6 months to 16 years who do not have fluorinated home water supplies.

PROCEDURE: 

Introduction:

Sodium fluoride tablets (1.0 mg and .5 mg) and sodium fluoride drops (0.25 mg) are purchased by the Pepin County Health Department using grant funds.  Supplements are available for all children living in Pepin County who are between the ages of 6 months and 16 years and who do not have fluoridated home water supplies.  The tablets or drops are distributed free of charge.

Initiating Fluoride Supplementation:

1. When a family is interested in fluoride supplementation, they must complete the Application Form for Dietary Fluoride Supplement Program (attached).  Clerical will create a note card for the file using the information provided.

2. The dosage is determined by the age of the child and the fluoride concentration of the water supply.

3. Arrange water test if indicated (see below).

4. Upon receipt of application materials and a completed water test result, fluoride may be distributed according to the dosage schedule (see below).

5. Reorder and general instructions are provided on the General Instructions for Use of Dietary Fluoride Supplements handout.

Water Testing:

Fluoride supplementation is dependent on the age of the child and the fluoride concentration in the home water supply.  Well water must be tested for fluoride concentration prior to receiving fluoride supplements.  All water must be tested with the exception of that in the City of Pepin and Whispering Pines Trailer Court.  

The Wisconsin State Laboratory of Hygiene tests the fluoride concentration free of charge if the health department fee exempt number (569) is documented on the water test request form.  It is the client’s responsibility to collect and submit the water test to the state lab.  

Children getting their water supply from the City of Durand should NOT take fluoride supplements since the city water is fluoridated.  

Prescription:

An annual standing prescription/order is provided by Dr. Warren LeMay, in accordance with the recommendations of the American Dental Association and the American Academy of Pediatrics.  The prescription is kept on file in the health department office.

Supplemental Fluoride Dosage Schedule

	Age
	Concentration of Fluoride in Drinking Water (ppm)

	
	Less then 0.3
	0.3-0.6
	Greater than 0.6

	6 mo. To 3 years

3 to 6 years

6 to 16 years
	0.25 mg F

0.50 mg F

1.0 mg F
	0

0.25 mg F

0.50 mg F
	0

0

0


* mg of fluoride/day – a 2.2 mg tablet of sodium fluoride contains 1 mg of fluoride.

Medication bottles are labeled appropriately and filled with 100 fluoride tablets of the correct dosage.  Gloves will be worn and a towel will be placed on the desk when filling fluoride medication bottles.  The 1 mg plastic vials can be filled 5/8’’ from the top (white).  The 0.5 mg vials can be filled 7/8” from the top (pink).  Bottles are capped tightly when stored and are kept in the locked cupboard.

Distributing Supplements:

When a family returns for supplements, assure the appropriate dosage is being distributed.  Review the instruction form and reorder information.  Record on the client’s card the date, dose, and number of supplements picked up.

EVALUATION: 

REFERENCES/LEGAL AUTHORITY:   
 

POLICY TITLE:    

Fluoride Varnish Program  

EFFECTIVE DATE:   

5/29/07

DATE REVIEWED/REVISED:    7/13/12

AUTHORIZED BY:   

Heidi Stewart, BSN, Health Officer / Director                                                                                                                                   

PURPOSE STATEMENT:

The goal of the fluoride varnish program is to reduce the proportion of children who have dental caries experience in the primary and permanent teeth. This is one primary prevention component of the local health department’s oral health program.

POLICY: 

1. The  Pepin County Health Department  Varnish Program will serve infants and children with signed parental/legal custodian/guardian consent that will represent an on-going agreement between the two parties.

2. The administration of the fluoride varnish program is the responsibility of Pepin County Health Department under the direction of the Pepin County Health Department Director/Health Officer or his/her designee and the medical advisor.

3. Pepin County Health Department authorized registered nurses may apply fluoride varnishes for  Pepin County Health Department. Registered nurse practices consistent with Chapter 441, Wisconsin Statutes, and HFS 139 if applicable. 
4. It is the responsibility of Pepin County Health Department Designee, to assess the need for, plan, implement, and evaluate the fluoride varnish application program.

5. The Agency Director/Health Officer will assign support staff as necessary.

PROCEDURE: 


TARGET POPULATION 

1. The Pepin County Health Department will serve high risk infants and toddlers (under the age of six) during well baby examinations or during other health department sponsored events such as WIC Clinics, Healthchecks, Head Start screening, or well-child screening. 

2. Populations believed to be at increased risk for dental caries are those with low socioeconomic status or low levels of parental education, those who do not seek regular dental care, and those without dental insurance or access to dental services. Individual factors that possibly increase risk include active dental caries; a history of high caries experience in older siblings or caregivers; root surfaces exposed by gingival recession; high levels of infection with cariogenic bacteria; impaired ability to maintain oral hygiene; malformed enamel or dentin; reduced salivary flow because of medications; radiation treatment, or disease; low salivary buffering capacity (i.e., decreased ability of saliva to neutralize acids); and the wearing of space maintainers, orthodontic appliances, or dental prostheses. Risk can increase if any of these factors are combined with dietary practices conducive to dental caries (i.e., frequent consumption of refined carbohydrates). Risk decreases with adequate exposure to fluoride. (CDC, MMWR, 2001)

FLUORIDE VARNISH STANDARDS

1.
Record Keeping:

  A signed copy of parent/legal custodian/guardian informed consent, medical history and screening form must be kept in the individual’s health record. 

Name, date, birth date, grade, special health care needs status, Medicaid/BadgerCare status.

Using the medical history, prior to varnish placement, a caries risk assessment and oral screening is conducted by the registered nurse.

i. Caries experience, untreated caries, early childhood caries or presence of sealants, treatment urgency (urgent, early or no treatment needs)

ii. Indication for fluoride varnish application 

iii. Application dates and provider initials

iv. Name of licensed individual conducting screening

v. Comments and indication of referral

      D. The need for fluoride varnish placement will be determined consistent with United States Centers for Disease Control and Prevention, 2001, Recommendations for Using Fluoride to Prevent and Control Dental Caries in the United States, MMWR.

      E.  All applicable federal and state occupational safety and health records will be maintained at the Pepin County Health Department.

All applicable confidentiality requirements will be met.

2.
Fluoride Varnish Placement Standards 

A.  DHFS Publications: Integrating Preventive Oral Health Measures Into Healthcare Practice: Training Program for Healthcare Settings or Healthy Teeth for Mom and Me 
3.
Occupational Safety and Health

A. The Pepin County Health Department  follows CDC Guidelines For Recommended Infection Control Practices in Dentistry
4.  Adverse Event Protocol

A. Edematous swellings have been reported in rare instances, especially after application to extensive surfaces. Dyspnea, although extremely rare, has occurred in asthmatic people. Nausea has been reported when extensive applications have been made to patients with sensitive stomachs.

B. If required, varnish is easily removed with thorough tooth brushing and rinsing.

A. Safety temporarily discolored, as fluoride varnish has an orange-brown tint.

B. Explain the discoloration will be brushed off the following day.

6.  Contraindications

A.  Avoid applying varnish on large open carious lesions. Referral to a licensed dentist is indicated in this instance. 

B.
  Gingival stomatitis

C.
  Ulcerative gingivitis

D.
  Intra oral inflammation

E.
  Known sensitivity to colophony or colophonium or other product ingredients which include: Ethyl Alcohol Anhydrous USP 38.58%, Shellac powder 16.92%, Rosin USP 29.61%, Copal, Sodium Fluoride 4.23%, Sodium Saccharin USP 0.04%, Flavorings, Cetostearyl Alcohol

5. Fluoride Varnish Materials: USDA approved Fluoride Varnish, 2x2 gauze, applicator, disposable mouth mirror, toothbrush, lap barrier and a cold glass of water.Precautions

C. Remind the parent/legal custodian/guardian to give the child something to eat or drink before their appointment to receive fluoride varnish application.

6. Advise the parent/legal custodian/guardian that the child’s teeth may become 

Schedule and Dosages
1.
Apply fluoride varnish no less than two times per year and up to three times per year for a child with high risk, by a registered nurse.  (See target populations.)

The goal is to apply a thin layer of 5% sodium fluoride varnish to all surfaces of erupted primary or permanent teeth on eligible children participating in the Women, Infants and Children (WIC), HealthCheck, Head Start.

ASSESSMENT
1.
Consistent with the DHFS Integrating Preventive Oral Health Measures Into HealthcarePractice: Training Program for Healthcare Settings or Healthy Teeth for Mom and Me 
A. Oral health screening and risk assessment will initially be conducted by the Pepin County Health Department registered nurse. 

B. Obtain medical history and consent.

C. Do not apply varnish if there is a known allergy to colophony components

D. Conduct risk assessment of the individual 

i. Caries experience

ii. Dental care utilization pattern

iii. Use of preventive services

iv. Medical history (e.g. xerostomia)

E. Do not apply varnish to surfaces with overt (frank) tooth decay or gingival stomatitis

PLANNING

1. Based on assessment, determine application schedule and prepare for varnish 

application in accordance with the dosage schedule:

A. Verify written parent/legal custodian/guardian consent.

B. Explain procedure to parent/legal custodian/guardian. 

IMPLEMENTATION

1.  Apply fluoride varnish 

A. Gather supplies: varnish, 2x2 gauze, applicator, container to hold varnish, disposable mouth mirror, toothbrush, dental bib or lap barrier and cold glass of water.

B. Don personal protective equipment: protective. Mix varnish.

C. The parent may hold the child or use a dental chair.

D. Lift the upper lip and screen for contraindications, conduct oral screening and provide instruction to parent/legal custodian/guardian of infants and toddlers.

E. Dry the upper front teeth with gauze.

F. Apply or “paint” the varnish on the front and back of the upper front teeth.

G. Dry the remaining teeth. 

H. Apply the varnish on the remaining teeth including the occlusal (biting) surfaces.

I. Sit the child up and offer glass of water.

2. Follow-up.

      A. Instruct the guardian to have the child refrain from eating or drinking for 4 hours. If the child must eat, offer only soft food and water.

       B. Instruct the guardian not to brush until the following morning. Inform the guardian that the teeth may remain an amber color. This will come off when the teeth are brushed.

C. Review child’s age appropriate anticipatory guidance schedule with parent/legal custodian/guardian.

D. Complete referrals.

Make plan with parent for subsequent visit. Ideally, fluoride varnishes will be placed at an initial appointment with two additional applications within a one-year period (a total of three applications). 

EVALUATION:

Inform parent/legal custodian/ guardian of procedures, provide post application instructions and communicate referral status.

REFERENCES/LEGAL AUTHORITY: 
· Balistreri, Thomas J., Assistant Attorney General, December 9, 2004 Letter to Steven M. Gloe, General Legal Counsel, Department of Regulation and Licensing.

· Casamassimo P, ed. 1996. Bright Futures in Practice: Oral Health. Arlington, VA: National center for Education in Maternal Health and Child Health.

· University of Iowa Center for Leadership Training in Pediatric Dentistry, Oral Management of Pediatric Patients for Non-Dental Professionals, http://www.iowapediatricdentistry.com/, Retrieved 3/11/05.

· United States Centers for Disease Control and Prevention, 2001, Recommendations for Using Fluoride to Prevent and Control Dental Caries in the United States, Morbidity and Mortality Weekly Report.  50.  RR-14.

· United States Centers for Disease Control and Prevention, 2003. Guidelines for Recommended Infection Control Practices in Dentistry, M MWR, December 19, 2003:52(RR- 17).

· United States Department of Health and Human Services (DHHS). Oral Health in America: A Report of the Surgeon General. Rockville, MD: U.S. DHHS, National Institute of Dental Craniofacial Research, National Institutes of Health, 2000.

· Wisconsin Statutes and Administrative Code Relating to the Practice of Dentistry and Dental Hygiene.

· Wisconsin Statutes and Administrative Code Relating to the Practice of Nursing

· Balistreri, Thomas J., Assistant Attorney General, December 9, 2004 Letter to Steven M. Gloe, General Legal Counsel, Department of Regulation and Licensing.

· Wisconsin Administrative Code, Chapter HFS 139, Qualifications of Public Health Professionals Employed by Local Health Departments.

· Wisconsin Statutes and Administrative Code Relating to the Practice of Dentistry and Dental Hygiene.

· Wisconsin Statutes and Administrative Code Relating to the Practice of Nursing.

PROCEDURE TITLE:    
Urine Screening: Chlamydia and Gonorrhea
EFFECTIVE DATE: 

 6/15/12 

DATE REVIEWED/REVISED:     6/15/12 

AUTHORIZED BY: 

Heidi Stewart, BSN, Health Officer / Director  

PURPOSE STATEMENT: 


Asymptomatic women and men at risk for sexually transmitted infection will be provided with screening tests so that early infection can be detected and treated promptly before more severe damage is allowed to develop. Additionally, since a majority of sexually transmitted diseases are transmitted by asymptomatic persons, detection and treatment of asymptomatic carriers is a mainstay of sexually transmitted disease control.  
POLICY: 




The Pepin County Reproductive Health Program will provide assessment, testing, treatment, education and partner follow-up services to men and women to prevent the transmission of 

sexually transmitted diseases. Screening will be provided for individuals at risk of STDs, including asymptomatic individuals, contacts of STD patients, and individuals with multiple sex partners. 

PROCEDURE: 




1. Screening may be provided for all reproductive health and family planning clients. Clients who present with sexually transmitted infection symptoms will be referred to their primary physician or the program nurse practitioner.

2. The Chlamydia-Gonorrhea Combination Nucleic Acid 
Amplification Test (NAAT) kit, as supplied by the Wisconsin State Lab of Hygiene, will be used.





3. Male and female patients should not urinate for at least one hour prior to the urine specimen collection. Mucus and exudates should be removed prior to collecting swab specimens.



4. Collect 15-20 mL of first void urine (NOT mid-stream) into a sterile plastic preservative-free container.

5. Aseptically transfer up to 10 mL of urine to the “DNA Protect” preservative tube, to the red fill line.

6. Label the transport container with the client identification information and the date collected.

7. Swab specimens and urine specimens placed in “GENELOCK” transport kits may be transported to the laboratory at ambient temperatures. Use pressure-resistant bags as inner packaging for liquid (urine and swab) specimens. Avoid temperature extremes. Urine specimens in preservative tube as described may be stored and transported at ambient temperatures for up to 6 days. Do not freeze urine or swab specimens. Specimens must be tested within six days of collection.

8. The CDD Requisition Form A must be completed to include the minimum information. Laboratory regulations require the following minimum information to be provided on the requisition form for a specimen to be accepted for testing: Patient name or unique identifier; date and time of collection, patient date of birth and sex, specimen type/site of collection, test request(s), clinician name and UPIN, and address for reporting results. Please be certain that name/identifier on the form matches that on the specimen label. 

EVALUATION:

REFERENCES/LEGAL AUTHORITY: N/A 
POLICY TITLE:    

Completing a Urinalysis 
EFFECTIVE DATE:   

8/27/03 
DATE REVIEWED/REVISED:    7/23/12

AUTHORIZED BY:   

Heidi Stewart, BSN, Health Officer / Director                                                                                                                               

PURPOSE STATEMENT:  


To assure consistent and appropriate care is provided to family planning clients.

POLICY:


The Pepin County Health Department completes the urinalysis (UA) for family planning clients.

PROCEDURE: 




1.  The UA can be done to new or established clients giving history to possible UTI symptoms.

2. After completing appropriate paperwork (see above listed policies/procedures), explain the UA to the client.

3. Show the client to the bathroom and have her urinate in a urine specimen cup.  Have her leave the cup in the bathroom on small table.

4. Remove one test strip from the DiaScreen bottle, and replace the cap immediately.

5. Apply gloves.

6. Test the urine immediately by immersing a reagent test strip into urine.

7. When removing the test strip from the urine cup, run the edge of the strip against the rim of the urine container to remove excess urine.  

8. Hold the strip horizontally, close to the color strips on the outside of the test strip bottle.

9. Read the test results at the appropriate time interval, as marked on the bottle.  All tests are read at 60 seconds, except Leukocytes, which is read at 120 seconds.

10. Document the results on the Exam Form.

11. Discard excess urine from the urine cup into the toilet.

12. Recap the urine cup and throw it in the garbage.

13. Remove gloves and wash hands.

EVALUATION: 

REFERENCES/LEGAL AUTHORITY:   


PROCEDURE TITLE:    
Family Planning Only Services Program
EFFECTIVE DATE: 

6/14/12 

DATE REVIEWED/REVISED:    6/14/12 

AUTHORIZED BY: 

Heidi Stewart, BSN, Health Officer / Director  
PURPOSE STATEMENT: 


To offer the Family Planning Only Services benefit to eligible residents of Pepin County.  
POLICY:  


The Pepin County Health Department offers family planning services to residents of Pepin County. As part of this program, 
the Wisconsin Medical Assistance Family Planning Only Services Program has been implemented to assist the State of Wisconsin in meeting its goal of reducing the number of unintended pregnancies. This program provides limited benefits for family planning services and supplies. 

Non-Financial Eligibility Requirements:

In order to qualify for the Family Planning Only Services Program, the person must (all requirements must be met):

· Be age 15 or older;

· Be a Wisconsin resident (is 30 days);

· Be a United States citizen;

· Not be enrolled in full coverage Medical Assistance;

· Provide a Social Security Number.

Note: If the individual does not know their social security number, a pseudo-number can be obtained by calling provider services at 800-947-9627 (608-221-5720).

Financial Eligibility Requirements:

In addition to the non-financial requirements, the client must also be at or below 300% of the federal poverty level for their group size.

Income included in determining eligibility:

· Wages and salary

· Child support received

· Unemployment compensation

· Tribal payments

Income not included in determining eligibility:

· Social Security Income

· Student loans or grants

· Foster Care payments

· W-2 payments

· Income of full-time students

· Income of part time students working under 30 hours per week

· If the applicant is a minor, do not count the parents’ income. 

· Allowable deductions from income: child support paid out

Note: When determining group size, count the applicant, their spouse (live-in boyfriends do not count), natural or adoptive children, and fetuses of any group member. For applicants who are minors, the group size will be 1 plus fetus(es) and/or children of the minor (parents of minors are not counted). 

PROCEUDRE:




All new family planning patients will be screened for Family Planning Only Services eligibility at their first visit. All current family planning patients will be screened for Family Planning Only Services eligibility at their next regularly 
scheduled office visit.

Temporary Enrollment (TE):

· Local health department family planning staff can assist patients with completion of the temporary enrollment application

· The same staff can make a preliminary determination of eligibility for the Family Planning Only Services Program and provide coverage for services immediately.

· See attached Temporary Enrollment for the Family Planning Only Services Application Instructions for Instructions.

· After assisting the patient with completion of the application and determination that the patient is temporarily eligible for the program, the patient can receive covered family planning services and supplies.

· The TE application can be faxed to (608)221-2742. This fax number is devoted to Family Planning Only Services Temporary Enrollment applications.

· Eligibility extends from the date the client is found eligible until the end of the next month.

· The client must then apply for full Medical Assistance or the Family Planning Only Services to continue eligibility for covered services and supplies.

· The health department staff will assist all clients determined to be temporarily eligible for the Family Planning Only Services in completion of the full family planning waiver application.

· Temporary enrollment can only be received one time in a 12-month period.

· Once health department staff has determined that a client is temporarily eligible for family planning services, medical assistance will be billed for services provided. The public health nurse will complete a Pepin County Health Department Family Planning billing form for each clinic visit for eligible clients (see attached). 

Application Process:

· Those clients’ determined to be temporarily eligible for the Family Planning Only Services program must also complete the 2-page application to continue eligibility beyond the first two months by phone, online at Access, or the 2-page paper application.

· Anyone can assist the client with this application, but in order to assure the completion and submission of the form and avoid providing services to a client whose TE has expired and is no longer covered, the family planning staff will assist temporarily eligible women in completion of the 2-page form the same day they are determined to be temporarily eligible.

· See the attached Wisconsin Family Medicaid, Badgercare, and Family Planning Only Services Application and Review and Instructions attached for instructions in completing the application.

· Inform client need to document citizenship, identity, and income (if applicable). See WI MA Fact Sheet on Citizenship and Identity Documentation.

· Once the application is complete, family planning staff will fax the client’s verification to the enrollment services center (if the client has the verification with them) or instruct the client to mail the verification information to the enrollment services center. Enrollment services must receive any needed verification to process the application. 

· Final eligibility is determined by the State Medicaid Enrollment Services Center.

· The patient will receive a notice of the decision and a Forward Card after the information is entered by the Enrollment Services and they are determined to be eligible for the program.

· All mailing information can be sent to the health department instead of the individual’s home if she prefers. This must be indicated on the application. 

Covered Services:

See attachment for a list of services that are covered by the Family Planning Only Services Program. There is no co-payment for covered services or supplies.

Confidentiality:

Some minors may be concerned that applying for this program may result in mail being sent to their home. Both Temporary Enrollment and the regular Medical Assistance applications have a space where they can write that they wish for all correspondence to be sent to the local health department. Parents of minors will not be contacted for any reason. All clients are notified in writing of their privacy and confidentiality rights. 

Family Planning Only Services Program and the Wisconsin Well Woman Program (WWWP)

Please refer women between the ages of 35-44 who need contraceptive management and are not currently enrolled in the WWWP to the Family Planning Only Services Program. The FPOS Program covers the CBE, Pap, and pelvic exam. However, because the FPOS Program does not provide coverage for mammography, we will offer limited mammography services to women aged 35-44 enrolled in the FPOS Program who are in need of a mammogram as a result of an abnormal CBE. However, the client must suspend their active involvement in the FPOS Program and contact their local coordinating agency for WWWP enrollment and referral for mammography services. For more information on the FPOS Program please see:

http://dhfs.wisconsin.gov/medicaid1/recpubs/factsheets/phc10068.htm 

Women eligible for both programs should consider first applying for the WWWP to receive cervical and breast cancer screening. If these screenings are normal, she could then apply for the Family Planning Only Services Program for contraceptive uses.

EVALUATION: 

REFERENCES/LEGAL AUTHORITY: N/A

POLICY TITLE:    

Hemoglobin Testing 
EFFECTIVE DATE:   

8/27/03

DATE REVIEWED/REVISED:    7/23/12

AUTHORIZED BY:   

Heidi Stewart, BSN, Health Officer / Director                                                                                                                               

PURPOSE STATEMENT:  

To assure that completion of the Hgb testing is done per provider discretion. To assure consistent and appropriate care is provided to family planning clients.

POLICY:


The Pepin County Health Department completes the hemoglobin (Hgb) test for family planning clients.  

PROCEDURE: 




1. The Hgb is done at the health department for family planning patients using the reproductive health grant with a voucher for family planning services, and for patients going to Castleberg Clinic under the Family Planning Waiver program.  Hemoglobin testing will be done at clinicians discretion based on discussion with client and reviewing medical history. 

2. After completing the appropriate paperwork (see above listed policies/procedures), explain the Hgb test to the patient.

3. Prior to procedure, the Code Key that matches the test cards must be inserted in the meter. Test Cards expire 90 days after the bottle is opened.

4. Seat the patient comfortably and ensure that the patient’s hand is warm so the blood circulates freely before sampling.  The patient’s fingers should be straight, but relaxed to avoid the stasis effect, which occurs when fingers are bent.

5. Firmly insert the Test Card that matches the Code number. When the display shows HGB and a flashing drop symbol, apply the sample.

6. Wearing gloves, clean the tip of the middle or ring finger with alcohol and allow it to dry. 

7. Lightly press the finger from the top knuckle towards the tip.  This stimulates the flow of blood towards the sampling area.

8. Using a retractable lancet, prick the side of the selected finger, towards the tip.  Place the used lancet in a red biohazard sharps container.

9.  Using a dry absorbent pad, wipe away the first drop of blood.  

10.  Position the next large hanging drop of blood directly over the center of the test card and carefully touch it to the center hole. The countdown will automatically begin. If preferred, transfer pipettes may be used.

11.  Do not touch or reposition the test card while the meter is reading. Results will be displayed in the window and the meter will automatically turn off after two minutes. Discard test card in red biohazard sharps container.   

12.  Remove gloves and wash hands.

13.  Document the result on the back of the pink Initial History and Physical form or the green Annual History and Physical form.

14.  Remember to give the patient the pink or green form, along with a voucher, to take to the exam with her.

Controls: Controls should be run with each new box of Test Cards and at the beginning of each month.

1. Keep controls in the refrigerator. Bring to room temperature for 20 minutes, roll in palm, and invert but do not shake, to suspend all particles.

2. Place one drop on center of Test Card. Expected Range is specific to the lot number and is on the Control insert.

3. Controls are good for 12-18 months unopened, and 60 days once opened.

4. If Control is not within range, pull up the Test Card platform and remove.

Clean the optic window with a damp q-tip, followed by a dry q-tip. Replace the platform and repeat Control test. 

EVALUATION: 

REFERENCES/LEGAL AUTHORITY:   


PROCEDURE TITLE:    
Emergency Contraception Response Line Lock Box
EFFECTIVE DATE: 

6/14/12 

DATE REVIEWED/REVISED:    6/14/12 

AUTHORIZED BY: 

Heidi Stewart, BSN, Health Officer / Director  

PURPOSE STATEMENT: 


To make Plan B (emergency contraceptive pills) widely and readily available to Family Planning Health Services clients 24 hours a day, 7 days a week. 
POLICY: 




Pepin County Health Department will provide a lockbox stocked with one emergency contraception kit for participants in the Family Planning Health Services Program. 

PROCEDURE: 


Set the code for the lock box (don’t forget to write it down!). Stock the box with one emergency contraception response line kit. Each kit should include the following: Plan B, instructions on 

how to use Plan B, 2 response line wallet cards, condoms (10 male latex condoms, 3 non-latex female condom), a brochure titled, “Get it Before You Need It”. When the kit has been used, 

staff from the Emergency Contraception 
Response Line will email the designated contact at the Pepin County Health Department. After use, restock the lock box and change the code. Write down the code used on the lockbox tracking form. Email the new lock box code to Frances at irwinf@fphs.org 

There is no preset combination on the TouchPointLock. Select your own combination. For best results, select between four and seven numbers in your combination. Each number can only be used one at a time. Do not use a number combination that can be easily guessed. 

Setting the combination:

NOTE: Open knob must be in LOCKED position before the code can be changed!



1. Press down on clear. Then turn the open lever to open the cabinet. Remove the plastic card from the back of the lock by lifting from the center of the edges.

2. Remove the plastic card from the back of the lock by lifting from the center of the edges.

  


You will see ten numbered buttons with arrows. These numbers correspond to the 


numbered buttons on the front of the lock. All arrows on the screws point up because there is no preset combination. 

3. Use the screwdriver tip on the plastic card or a small screwdriver to rotate the arrows. For each number in your combination, apply light pressure and rotate a half turn so that the arrows point down and snap up. 

4. Check to make sure that the arrow of any number that is not in the combination is pointing up.

Caution: Arrows must point either up or down. An arrow pointing up is not a number in the combination. An arrow pointing down is a number in the combination. If any arrow is pointing left, right or has not snapped up, the combination will not work. Test the combination before locking the cabinet.

5. Replace the plastic card on the back of the lock.

Testing your combination:

1.   Make sure the OPEN lever is in home position. If not, turn OPEN lever counterclockwise   until it is in the home position. On the front of the lock, push only the numbered buttons on your combination. If a mistake is made, pull down on the CLEAR button and re-enter the combination.

2. Turn the OPEN lever clockwise to open. If the combination is set correctly, the OPEN lever will cam and turn fully at the same time. If not, pull down on the CLEAR button and reset combination.

Opening and using the lockbox:

1. Push in the buttons that correspond to the combination you have set. Buttons may be


pushed in any order.   

2. Turn the lever clockwise to unlock the box. If you have entered an incorrect combination, you can return the buttons to the original setting by sliding down the clear button. 

3. When you turn the lever, the combination will clear.

4. To relock the lock, close the cabinet or enclosure and turn the OPEN lever counter-clockwise. When you release the lever, the cabinet will be locked. 

EVALUATION:

REFERENCES/LEGAL AUTHORITY: Family Planning Health Services 

PROCEDURE TITLE:    
Packaging and Transport of Laboratory Specimens 
EFFECTIVE DATE: 

6/14/12 

DATE REVIEWED/REVISED: 
6/14/12 

AUTHORIZED BY: 

Heidi Stewart, BSN, Health Officer / Director  

PURPOSE STATEMENT: 
 

To offer proper packaging and transport of laboratory specimens 
POLICY: 




 The Pepin County Health Department will comply with directions from the WSLH for the packaging and transport of laboratory specimens. 

PROCEDURE: 

 


1. For screw on cap vials – make sure the lids are on TIGHT before shipping. Because of the “o” ring features of the vials no need to tape or parafilm. The WSLH is specifically requesting 

   that you do not tape or parafilm the lids. 

2. Make sure to use the appropriate biohazard bag and that there is absorbent material in each bag. The bags are absorbent material and available through the WSLH. Do NOT tape or otherwise attaché the absorbent material to the tubes. Liquid specimens need the special pressure biohazard bags. However, liquid base pap specimens and cervical biopsy specimens are exempt from the pressure bag requirement. When using the “pressure bag” for urine and cervical Chlamydia specimens it is requested that you insert more than one specimen per pressure bag. Make sure you securely close the biohazard bag. Lab requisitions go in the separate pouch on the outside of the biohazard bag.

3. Ship your specimens in Styrofoam containers supplied by the WSLH. All of the shipping containers from the WSLH meet the transport requirements.

4. Your return shipping label must include: agency name, agency address, agency phone number, and name of agency contact person.

5. Use the shipping label provided by WSLH. - Be sure to affix the UN3373 label supplied by the WSLH on the outside of the Styrofoam container.

6. Make sure your specimen labels have 2 identifiers (ie. name and date of birth)

7. Make sure the names of the specimen label and on the lab requisition are identical matches. If you are sending information for insurance billing then all 3 must match. It would be preferred that the specimen labels be printed labels if at all possible. 

8. Tape shut, postage, and mail. 

EVALUATION: 

REFERENCES/LEGAL AUTHORITY: 

· Wisconsin State Laboratory of Hygiene 

POLICY TITLE:    

STI Follow-Up

EFFECTIVE DATE:   

7/16/12 
DATE REVIEWED/REVISED:    7/16/12 
AUTHORIZED BY:   

Heidi Stewart, BSN, Health Officer / Director                                                                                                                               

PURPOSE STATEMENT:  


1. To assure early detection of, and effective response to, sexually transmitted infections.

2. To reduce incidence of sexually transmitted infections.

3. To provide epidemiological follow-up on all reportable sexually transmitted infections.

4. To provide education on disease prevention to individuals and the community.

5. To observe and report trends in sexually transmitted infection rates

POLICY:


In collaboration with the Communicable Disease Section of the Wisconsin Division of Public Health, Pepin County Health Department executes the requirements described in Chapter 252 Wisconsin Statutes regarding the reporting, surveillance, and control of communicable diseases, including sexually transmitted infections.  These responsibilities are accomplished through the cooperative efforts of hospital infection control personnel, health care providers, local health departments, and the Wisconsin State Laboratory of Hygiene.


PROCEDURE: 




      Pepin County Health Department encompasses both passive disease surveillance (from provider reports) and active disease surveillance (initiating contact to search for possible cases).  Pepin County Health Department maintains a surveillance system that is compatible with the statewide system, including:

· Maintaining a supply of current communicable disease report forms (DOH 44151/4243);

· Supporting training of staff to accurately and efficiently use the Wisconsin Electronic Disease Surveillance System (WEDSS).

· Receiving, evaluating, and transmitting completed reports to the state epidemiologist.

· Investigating each sexually transmitted infection reported to gather epidemiologic and laboratory data for local, state, and national surveillance.

· Conducting a detailed follow-up as noted in the Control of Communicable Diseases Manual (current edition) to prevent future cases, identify contacts, and prevent further transmission.

· Consulting with the state epidemiologist or other Division of Public Health staff whenever any unusual circumstances occur or to help answer questions.

· Implementing control measures for specific diseases consistent with measures recommended by the state epidemiologist.

1. Upon diagnosis of a sexually transmitted infection, the clinic/lab/provider will complete the DOH 4243 and send it to Pepin County Health Department or complete the information in WEDSS and submit it electronically to the Pepin County Health Department.

2. The DOH 4243 will be given to the Health Officer for review.  Case follow-up will be delegated to a public health nurse (PHN).  If received electronically, the local WEDSS system administrator will assign the case to a PHN.

3. If the lab/clinic/provider calls with a report and does not send a DOH 4243, health department staff will complete the form and enter the data into WEDSS.

4. Using the EPINET and Control of Communicable Diseases Manual, the nurse will read the information available about the particular disease and complete any additional required forms.  If additional forms are required, they will be found in the EPINET.

5. After gathering this information, the nurse will call the MD or facility that performed the testing in order to obtain treatment information and pregnancy status.  Any information still needed to complete required forms will be obtained at this time.

6. The nurse will contact the individual as soon as possible following receipt of the report of the sexually transmitted infection.  The individual will be instructed regarding treatment, prevention and the potential source of the infection.  Any questions the individual may have will be addressed.  It is often helpful to send the client a copy of the Wisconsin DHS communicable disease fact sheet for the specific disease.

7. If the nurse is unable to reach the client by phone, contact will be initiated via mail.  If the client does not respond after three written letters, all paperwork will be submitted to the Division of Public Health Communicable Disease section and the case will be closed.  Several attempts will also be made via phone calls at different times of the day.

8. If unable to submit data electronically via the WEDSS Reporter, completed paperwork will be submitted to (“CONFIDENTIAL” will be typed on the envelope):

a. Wisconsin Division of Public Health

b. Communicable Disease Section

c. 1 West Wilson Street, Room 318

d. Madison, WI 53702

e. Or, the report can be faxed to 1-800-269-9300

9. If Pepin County Health Department receives a higher than usual number of reports for a given disease, enhanced surveillance will be initiated to determine if the cases are related.  

CONFIDENTIALITY

· Reports, examinations, and all records concerning sexually transmitted infections are confidential and not open to public inspection (Wisconsin Statute 143.07). 

· No contacts will be provided any information regarding the source case.

MINORS

· Reporting requirements for minors are covered under the child sexual abuse reporting statutes.  Minors who have been interviewed will not be referred to social services as sexual assault cases without first consulting with the referring clinician.

· Keep in mind that the child may have been the victim of a crime.  If a crime against a minor is suspected, this will be reported to the Pepin County Sheriff’s Department immediately.

FAILURE OF CLINICIANS TO REPORT DISEASES

· In accordance with Wisconsin Statute 252.05(11), any violation of communicable disease reporting by physicians or other health care providers will be reported to the Pepin County District Attorney’s Office.

INTERVIEW PROCEDURE

Chlamydia Trachomatis and Gonorrhea Case Investigation

· All reported cases will be interviewed in order to provide appropriate health counseling, assure compliance with treatment, and obtain information regarding sexual partners.

· The interview period is 60 days from onset of symptoms, or for asymptomatic cases, 60 days from date of treatment.  The case will be advised that the information is confidential and contacts will not be told who provided the nurse with their names.

· It is the health department’s responsibility to assure that all sex partners within the 60-day window are tested and treated.  The public health nurse will use professional judgment as to the most appropriate approach to use in contacting clients.  As a general guideline, clients will be contacted either by telephone or with a nondescript letter as soon as possible after the report is received.  When contact is made by phone, the interviewer will request the client to provide identifying information (i.e. birth date) in order to assure the correct person is being spoken with.

· If the nurse is not successful in making phone contact with the case after several attempts at different times of the day, a letter will be mailed to the case.  

· If there is no response after one week, a second letter will be mailed.

· If there is no response to Letter #2, a certified letter will then be mailed.

· A field visit may be done if the public health nurse believes this may be a successful contact strategy.

· Once the case is interviewed and sex partners are established, those contacts listed by the case will be notified and referred for testing and treatment.  Education will be provided as to the nature of the infection, transmission, risk factors, etc.

· Clients unable to be contacted via telephone, letter, or field visit may be closed out as “unable to locate.”

· As directed in DHS 145.14 Administrative Code, the Health Officer will be notified of delinquent cases by health care providers whenever their patients do not comply with the treatment plan for sexually transmitted infections.

· If unable to submit information via WEDSS, complete paper documentation.
Syphilis

· Reported cases of Syphilis will be phoned to the Division of Public Health for follow up as soon as possible.  The Division of Public Health will do a complete investigation of the case.  Health department staff may assist with information regarding locating factors and treatment as requested by Division of Public Health staff.

Other

· Refer to the Epinet and Control of Communicable Diseases Manual for procedures on less commonly reported sexually transmitted infections.

EVALUATION: 

Quarterly and annual statistics of reported diseases will be reviewed, analyzed, and provided to the Health and Human Services Committee.  Program will be assessed annually for necessary procedural changes.

REFERENCES/LEGAL AUTHORITY:   


· Control of Communicable Diseases Manual (current edition)

· Red Book (current edition)

· EpiNet Manual, State of Wisconsin, Department of Health Services, Communicable Disease Section: http://hanplus.wisc.edu/epinet/ 

· DHS 145 Wisconsin Administrative Code 

· Wisconsin Statutes Chapter 252

· Patient Health Care Records / Wisconsin Statute 146.82

· Wisconsin Statute 146.83(1)  


· Suspected Child Abuse and Neglect / Wisconsin Statute 48.981

· Wisconsin Statute 948.025
· Wisconsin Statute 940.225

· Wisconsin Statute 948.02
· Wisconsin Statute 253.07(1)(b)]
POLICY TITLE:  Blood Lead Screening for Children  


EFFECTIVE DATE: 07/05/2006  

 
DATE REVIEWED/REVISED: 01/17/2007, 07/23/2012  
AUTHORIZED BY: Jen Rombalski, Health Officer
PURPOSE STATEMENT:  


To assure availability and accessibility of blood lead screening for children ages 1-6 years at risk for lead poisoning according to the Wisconsin Childhood Lead Poisoning Prevention Program (WCLPPP).

RESPONSIBLE STAFF:

Public Health Nurse

WIC Technician

Support Staff


PROCEDURE: 

1. The analyzer will be calibrated per the manufacturer’s directions prior to being used.  See the User’s Guide for calibration instructions.  Record the results on the Lead Care II Data Sheet.  The analyzer must be calibrated in the following circumstances:

a. The first time it’s used

b. Each time screeners start a new lot of test kits

c. Any time the analyzer displays a recalibration message

d. Each time a new shipment is received.

2. Blood lead proficiency testing will be conducted bimonthly in the odd months following the procedures outlined by the Wisconsin State Laboratory of Hygiene.  

3. Lead screening will be offered free of charge to all families with 1 and 2 year old children and those that are less than 5 years old and have never been tested.  BadgerCare will be billed for those that are eligible.  Those clients that are not on BadgerCare will be tested under the Childhood Lead Prevention grant. 

4. Upon the request of a parent or guardian for lead screening have the accompanying adult complete the consent form. 

5. Collecting the blood:
a) Place all collection materials on top of a disposable pad.  Open the retractable lancet, alcohol pad, gauze, Band-Aid, etc and have all needed supplies ready to perform the test.

b) Wash child’s hand with soap.  

c) Put on powder free gloves.

d) Massage the child’s hand & the lower part of the finger you’ll use for sampling.  Turn the hand palm down.  Clean the child’s finger with an alcohol pad.  

e) Hold the child’s finger in a downward position and using a retractable lancet, poke the palm side surface of the finger.

f) Apply slight pressure to the finger to start the blood flow.  Blot away the first drop of blood with a gauze pad.

g) To collect the child’s blood sample, hold the heparinized capillary tube almost horizontal with the green band on top, filling to the black line.  Avoid over filling

h) Using a downward motion remove excess blood from the outside of the tube with a clean gauze pad.  Be careful to not drain blood from the end of the capillary tube.

i) Inspect the tube for proper filling.  Make sure there are no gaps or bubbles or excess blood on the outside of the tube.

6. Preparing the sample for analysis:
a. Remove the cap from the treatment reagent tube & place it face side up on a clean gauze pad.  Do not allow the inside of the cap to touch anything as this can contaminate the sample.

b. Place the full capillary tube in the reagent tube.  Insert the plunger into the top of the capillary tube and dispense the blood sample completely into the treatment reagent.

c. Replace the cap on the reagent tube.  Invert it 8-10 times to mix the sample completely.

d. The test sample is ready to analyze when the mixture turns brown.

Storage:  Once the sample has been prepared it can be stored for 48 hours at room temperature or up to 7 days refrigerated.  If refrigerated, bring to room temperature before analyzing.  If the sample is not tested immediately or more than one sample is collected before analyzing, label the tube with the client’s name.

7. Analyzing the Sample:
a. Remove a sensor from the sensor container, closing the container immediately.  Grasp the sensor at the end without the black bars.

b. Insert the sensor with the black bars facing up completely into the analyzer.  When the sensor is correctly inserted the analyzer beeps & the following message is displayed, “Add 1 Drop of Sample to X on Sensor, Sensor Lot XXXX”

c. Make sure the sensor lot number matches the lot number on the display.  If the number doesn’t match, recalibrate the analyzer & test controls that are in the new test kit.

d. Make sure the sample is at room temperature and uniformly mixed before testing.

e. Remove the cap from the tube.  Remove a transfer dropper from its container.  Squeeze the walls of the dropper and insert the tip into the sample.  Release the pressure to draw the sample into the dropper.

f. BEFORE ADDING THE SAMPLE, MAKE SURE THE FOLLOWING MESSAGE IS DISPLAYED: “Add 1 Drop of Sample to X on Sensor, Sensor Lot #xxxxx”

g. Touch the dropper tip to the X on the sensor and squeeze the walls to release the sample.  

h. The analyzer will beep & display the following message, “Testing, XXX Seconds to Go, Sensor Lot #XXXX”

i. After 3 minutes, the analyzer will beep again to indicate the test is done.

j. Record the test results on the lead lab log.

k. Remove the used sensor and discard in a biohazard container. 

l. The analyzer is ready for the next sample when the following message appears: “Last Test Result, x.x mg/dl Pb, Insert sensor, Sensor lot #xxxx”

8. Test Results:
a. Display reads, “Low” if it detects blood lead levels below 3.3 mg/dl.  Record this result as <3.3 mg/dl

b. Display reads, “High” if the test result is greater than 65 mg/dl.  Record this result as >65 mg/dl

9. Reporting:
a. Enter the results in ROSIE.

b. Record the result on the lead reporting form and give to parents along with the “Look out for Lead” pamphlet.

c. Consult with Environmental Health Specialist regarding levels of concern.

10. Perform quality control measures to assure accurate results

· Run Lead Care II quality controls per manufacturer’s directions 

· Run blood lead proficiency samples from the State Lab of Hygiene.  

REFERENCES/LEGAL AUTHORITY:   


Wisconsin State Lab of Hygiene at http://www.slh.wisc.edu/ehd/toxicology/reports/longstick.pdf
Wisconsin Statutes Ch. 254

Center of Disease Control and Prevention 

Wisconsin Childhood Lead Poisoning Prevention Program
Wisconsin WIC Operations Manual 

POLICY TITLE: Buffalo County/Pepin County WIC   


EFFECTIVE DATE:  07/23/2012

 
DATE REVIEWED/REVISED: 07/23/2012

AUTHORIZED BY: Jen Rombalski, Health Officer   
PURPOSE STATEMENT:  


To promote and maintain the health and well-being of nutritionally at-risk pregnant, breastfeeding and postpartum women, infants and children residing in Buffalo County.

RESPONSIBLE STAFF:

PROCEDURE: 

1. Reference Wisconsin WIC Operations Manual.

REFERENCES/LEGAL AUTHORITY:   

Wisconsin WIC Operations Manual located at Wisconsin Department of Health Services website

POLICY TITLE:    

Child Abuse or Neglect Reporting

EFFECTIVE DATE:   

7/16/12

DATE REVIEWED/REVISED:   7/16/12 
AUTHORIZED BY:   

Heidi Stewart, BSN, Health Officer / Director                                                                                                                               

PURPOSE STATEMENT:  


1. To assure Health Department staff designated as mandatory reporters of child abuse or neglect comply with appropriate regulations.

2.  To guide staff in making a referral for child abuse or neglect.

3.  To assist staff in serving as advocates for vulnerable children.

4.  To prevent unnecessary injury and death associated with child abuse or neglect.

POLICY:


It is the legal responsibility of the Pepin County Health Department to report suspected cases of child abuse or neglect.  These mandates are derived from Wisconsin Statute 48.981(2), which stipulates the following:

Any of the following persons who has reasonable cause to suspect that a child seen by the person in the course of professional duties has been abused or neglected or who has reason to believe that a child seen by the person in the course of professional duties has been threatened with abuse or neglect and that abuse or neglect of the child will occur shall report the suspected abuse or neglect and/or threatened abuse or neglect.  

Anyone intentionally violating this statute by failing to file a report as required may be fined or imprisoned or both.

Any person participating in good faith in the making of a report shall have immunity from any liability, civil or criminal, that results by reason of the action.  No person making a report may be discharged from employment for doing so.

Employees of the Pepin County Health Department covered by this statute include:

· Nurses

· Dietitians

· Dental Hygienists

· Health Educators

· Environmental Health Inspectors

· Public Health Aides

· WIC Ancillary Staff

· Any medical or mental health professional not otherwise specified

Health Department personnel who are mandatory reporters will be available to work actively with the Human Services Department following child abuse or neglect referrals.  While the laws of confidentiality apply in all child abuse or neglect cases, they shall not be allowed to interfere with the legal obligation to refer such cases to Pepin County Human Services.

PROCEDURE: 




   Any Health Department staff member who either suspects a child has been abused or neglected, or has received a report of suspected abuse or neglect, shall proceed as follows:

1. The employee has the responsibility to report a suspected case of child abuse or neglect to Social Services as soon as possible on the same day the information becomes available.

2. The employee shall inform the Director either before the report is made or as soon as possible after making the report with Human Services.

3. If any doubt exists as to whether or not to report, such doubt should be resolved in favor of reporting.

4. If the child is in imminent danger, call law enforcement or 911. 

5. If the child is not in imminent danger, contact Pepin County Human Services and ask for Access.

6. Provide the specific referral information to the Access Social Worker.  

7. Work collaboratively with Human Services on any follow up reports, documentation, or other information requested.  Anything that the employee feels is relevant to the abuse or neglect report is releasable to Human Services.  HIPAA rules do not apply in child abuse/neglect investigations. 

8. If the Health Department employee feels it would benefit the child to discuss the abuse or neglect issue with school personnel, it is allowable to discuss the issue with a school nurse or counselor (as long as the counselor is a certified counselor under chapter 457 Wisconsin Statutes).  


Per Section 146.82 of Wisconsin Statutes:

(2) Access without informed consent. (a) Notwithstanding sub. (1), patient health care records shall be released upon request without informed consent in the following circumstances….:

2. To the extent that performance of their duties requires access to the records, to a health care provider or any person acting under the supervision of a health care provider or to a person licensed under s. 146.50, including medical staff members, employees or persons serving in training programs or participating in volunteer programs and affiliated with the health care provider, if any of the following is applicable:

a. The person is rendering assistance to the patient.

b. The person is being consulted regarding the health of the patient.

c. The life or health of the patient appears to be in danger and the information contained in the patient health care records may aid the person in rendering assistance.

d. The person prepares or stores the records, for purposes of the preparation or storage of those records.

EVALUATION: 

All cases of suspected child abuse and neglect will be appropriately reported and documented.  Methods of evaluation include chart review and review of reports filed with Pepin County Human Services. 

REFERENCES/LEGAL AUTHORITY:   


· HIPAA privacy practices

· Wisconsin State Statute 48.981
· Wisconsin State Statute 48.981
POLICY TITLE:    

Childhood Lead Poisoning Prevention 
EFFECTIVE DATE:   

11/12/03

DATE REVIEWED/REVISED:    7/19/12 
AUTHORIZED BY:   

Heidi Stewart, BSN, Health Officer / Director                                                                                                                               

PURPOSE STATEMENT:  


To assure access to blood lead screening for all children under the age of six who are at risk for lead poisoning.  Childhood lead poisoning interferes with the normal development of a child’s brain and can result in lower IQ, learning disabilities, behavior problems like aggression and hyperactivity. 

In Pepin County, blood lead screening is performed by WIC, private providers and Health Department staff.   

POLICY:


To prevent and control lead poisoning in children by following the guidance and information from the Wisconsin Childhood Lead Poisoning Prevention Program. The health department will assure blood lead screening, and case management services as appropriate, for all children under the age of six.
PROCEDURE: 




1.       All children under the age of six shall have a verbal screening for blood lead risk (WCLPP Handbook, Chapter 7, Wisconsin Blood Lead Screening Recommendations, “4 Easy Questions”). 

	Enrolled in Medicaid or WIC?

	Live in a building built before 1950?

	Live in a building with remodeling built before 1978?

	Have a sibling with lead poisoning?


a. If answers to the questions indicate the child is not at high risk for lead poisoning, blood screening shall be done at 12 and 24 months.

b. If answers indicate the child is at high risk, blood screening shall be done, beginning at 6 months or at the age risk is identified.

c. Children shall be reassess at least annually for risk of exposure.

2. Trained staff will provide the blood lead testing according to Wisconsin State Laboratory of Hygiene: Recommended Procedure for the Collection of Blood Lead Specimens by Fingerstick (attached).

3. The Health Department will maintain a registry of all blood lead results. 
	Name
	DOB
	Address
	Result
	Sample Type
	Provider Name
	Follow Up Date
	Services Provided
	Referrals


a. Private providers are required to report all blood lead screening of children under the age of six. Lab reporting is done directly to the State of Wisconsin Childhood Lead Program. 

CASE MANAGEMENT SERVICES

1. All children screened with blood lead levels (BLLs) >10 mcg shall receive case management services according to standards described in the Wisconsin Childhood Lead Poisoning Prevention Program (WCLPPP) Handbook for Local Health Departments. Activities shall be documented on the “Nursing Case Management Report: Children with Elevated Blood Lead Levels” (DPH 4771A). The services shall include, but not be limited to, the following: 
· Educational interventions for the parent/caregiver to include:

· Potential sources of lead exposure

· Remediation strategies

· Review schedule and plan for follow-up testing 

· Monitoring of timeliness and levels of follow-up testing
· Identify and refer for needed services
· Advocate for the child in settings where necessary
· Communicate assessments and interventions to the health care provider
2. For lead results 10-19 mcg/dL:

a. A public health nurse will advise the parent and health care provider that a follow-up confirmatory venous blood lead test shall be done within 3 months.  

b. If the child has two results of 15-19 mcg/dL three months apart, an environmental investigation shall be completed. 

3. For lead results 20-44 mcg/dL:

a. A PHN will advise the parent and health care provider that a follow-up confirmatory venous lead test shall be done within 1-4 weeks.

b. An environmental investigation shall be completed.

4. For lead results 45-69 mcg/dL:

a. A PHN will advise the parent and health care provider that a follow-up confirmatory venous lead test shall be done within 24-48 hours.

b. An environmental investigation shall be completed.

5. For lead levels >70 mcg/dL:

a. A PHN will advise the parent and health care provider that a case management confirmatory venous lead test shall be done immediately as an emergency lab test.

b. An environmental investigation shall be completed. 

6. Close the case with the BLL has remained <15ug/dl for six months AND lead hazards have been controlled or eliminated AND there are no new exposure. A copy of the “Nursing Case Closure Report:Children with Elevated Blood Lead Levels” (DPH4771B) shall be submitted to WCLPPP. 

a. Agency may complete “Medicaid Targeted Case Management” for reimbursement.(DPH 4771AB) 

ENVIRONMENTAL INVESTIGATIONS

Pepin County Health Department will contract with a certified lead inspector/risk assessor to provide environmental investigations in homes where lead-poisoned children reside.  These investigations may also include locations where a child visits, such as relatives’ homes, daycares, etc.  Environmental investigations will be conducted in accordance with the Wisconsin Childhood Lead Poisoning Prevention Program (WCLPPP) quality criteria, using guidelines indicated in the WCLPPP Handbook, 2002.

BLOOD LEAD RESCREENING TIMELINES

General blood lead screening is recommended at ages 1 and 2 years.  If those results are under 10 mcg/dL, no further screening is needed unless risk factors change.

Recommended Schedule for Obtaining a Confirmatory Venous Sample
	Screening Test Result
	Perform a Venous Test Within:

	10-19
	3 months

	20-44
	1-4 weeks

	45-59
	48 hours

	60-69
	24 hours

	>70
	Immediately as an emergency lab test


Recommended Frequency for Case management Blood Lead Testing

	Venous Blood Lead Level (mcg/dL)
	Early Case management

(First 2-4 tests after identification)
	Late Case management

(After level begins to decline)

	10-14
	Every 3 months
	Every 6-9 months

	15-19
	Every 1-3 months
	Every 3-6 months

	20-24
	Every 1-3 months
	Every 1-3 months

	25-44
	Every 2-4 weeks
	Every month

	>45
	Ongoing
	Chelation with F/U


Timeframes for Environmental Investigation and Other Case Management Activities

	Venous Blood Level
	Actions
	Timeframe

	10-14
	· Provide caregiver lead education.

· Assure case management testing.

· Refer to other services as needed.
	Within 30 days

	15-19
	Above actions, plus:

· If BLLs persist (2 venous in this range at least 3 months apart) or increase, proceed according to actions for BLLs 20-44.
	Within 2 weeks

	20-44
	Above actions, plus:

· Provide coordination of care.

· Assure medical care is provided.

· Provide an environmental investigation and control current lead hazards.
	Within 1 week

	45-70
	Above actions.
	Within 48 hours

	>70
	Above actions, plus:

· Hospitalize child for chelation therapy immediately.
	Within 24 hours


EVALUATION: 

Statistics as to the number of one and two-year-olds on WIC screened and tested, and the number of one and two-year-olds not tested is tabulated quarterly and Health and Human Services Committee annually and are included in the agency annual report.

REFERENCES/LEGAL AUTHORITY:   
· Wisconsin State Statute, Chapter 254 and related Administrative Rules

· HUD Guidelines - Chapter 7

· HFS 163 - Certification Requirements

· Centers for Disease Control (CDC).  Preventing Lead Poisoning in Young Children:  A Statement by the Centers for Disease Control. 

·     Wisconsin Division of Health (2002).  Wisconsin Childhood Lead Poisoning Prevention and Control Handbook for Local Health Departments

· Lead Paint Safety Field Guide-PPH45035 www.dhs.wisconsin.gov/lead 
POLICY TITLE:    

Children and Youth with Special Health Care Needs (SCYHCN)

EFFECTIVE DATE:   

2/8/05 
DATE REVIEWED/REVISED:   6/20/12 
AUTHORIZED BY:   

Heidi Stewart, BSN, Health Officer / Director                                                                                                                  

PURPOSE STATEMENT:  


To assure adequate services and support are available to families of children and youth with special health care needs. 

POLICY:


 Pepin County Health Department will provide referral and follow-up services to families with children and youth with special health care needs, as well as case management services when needed. 

PROCEDURE:

1. Referrals to this program are obtained from WIC, the local school districts, Birth-3 Program, the Regional CSHCN Office, and other health care providers.

2. Staff will contact CSHCN families in order to assess current level of services, need for additional services and provide confidential emotional support.

3. Information will be provided and appropriate referrals will be made as needed to the following services:

Primary providers and specialists, health benefits counselors, Birth –Three, Headstart, Child care/respite services, Mental Health Services, Dental Care , Nutrition Services, Transportation, Recreational Opportunities, Vocation/Transition counseling, Legal Services, Housing assistance, Support Groups, School special education programs, Healthy Start, SSI, Katie Beckett, WIC 

4. A database of current resources will be maintained and made available                           

through the Pepin County Health Department.

5. After referral, families will be contacted to assess level of satisfaction with referral and need for further services.

6. When appropriate, families will be offered Case Management: more personalized assistance in obtaining the needed health care services.

7. Data concerning the CSHCN clients, and the CSHCN Objectives will be entered in SPHERE. An annual report summarizing objectives and deliverables will be submitted to the Regional CSHCN Office.

8. Pepin County Health Department will maintain a County Parent Liaison to provide parent referrals and support. 

9. PCHD staff will attend trainings and updates provided by the CSHCN regional office.

Children and Youth with Special Healthcare Needs enrollment form: 

S:\PUBLIC HEALTH\CSHCN\9-01-11CYSHCN form..doc
S:\PUBLIC HEALTH\CSHCN\9-1-11 CYSHCN form back.doc
Children’s Miracle Network Grant Application for Individual Support: S:\PUBLIC HEALTH\Updated Policies and Procedures 2012\Parent and Child Health\CYSHCN Forms\CYSHCN Children's Grant Application.doc
EVALUATION: 
REFERENCES/LEGAL AUTHORITY:  
POLICY TITLE:    

Child Passenger Safety

EFFECTIVE DATE:   

1/15/10 
DATE REVIEWED/REVISED:    6/15/12 
AUTHORIZED BY:   

Heidi Stewart, BSN, Health Officer / Director                                                                                                   

PURPOSE STATEMENT:  


To ensure that correct child passenger safety seats (hereafter referred to safety seats) are  properly installed in vehicles and that correct CPS educational information is disseminated. 

POLICY:


A certified CPS Technician shall perform CPS safety seat inspections for any individual that 

provides written consent. CPS Techs shall follow the National Highway Traffic Safety    Administration’s (NHTSA) Standardized Child Passenger Safety Technician Training Guidelines for evaluating safety seats for proper use and installation.
PROCEDURE: 


1. Client shall complete Pepin County Public Health’s Child Passenger Safety Seat checklist  form, and sign the consent for inspection

2. The CPS Tech shall weigh and measure the child, if present

3. The CPS Tech shall review all features of the safety seat, and make any necessary adjustments prior to proceeding to the client’s vehicle, if utilizing a new safety seat.

4. The CPS Tech shall accompany the client to the client’s vehicle, observe current installation (if appropriate), and document findings on the checklist form.

5. The CPS Tech shall remove the safety seat, if installed, from the vehicle.

6. The CPS Tech shall read the labels on the safety seat, and record the brand, date of manufacture, and model number. If the safety seat is older than six years, a new safety seat shall be provided.

7. The CPS Tech shall compare the brand and model number against the most current recall list. If the safety seat is found to be recalled, the CPS Tech shall either complete a recall form and give the client recall details and company contact information and instruct client to call manufacturer and resolve the recall situation, OR provide a new safety seat.

8. The CPS Tech shall ask the client if they are the original owners of the safety seat, and ask about the crash history of the seat. The answers shall be documented on the checklist. NHTSA guidelines for reuse of a safety seat involved in a crash shall be explained. If the crash history is unknown, a new safety seat shall be provided.

9. The CPS Tech shall read the labels on the safety seat that provide information on the height and weight parameters appropriate for using the seat. The CPS Tech shall compare these parameters to the height and weight of the child using the seat. Wisconsin State Statues shall be referenced and enforced.

10. The CPS Tech shall inspect the harness system on the safety seat, and instruct the client in the correct use of the harness for the child.

11. The CPS Tech shall review the seat belt or LATCH system in the vehicle, and discuss the placement of the safety seat with the client. The CPS Tech shall advocate for placing the safety seat in the middle of the back seat of the vehicle, whenever possible. The client shall, after receiving education regarding the placement, make the final decision regarding the seating position used. 

12. The CPS Tech shall review the evidence regarding rear-vs. forward-facing with the client, compare the child’s weight parameters listed on the seat for the rear-vs. forward-facing, and make a recommendation regarding rear-vs. forward-facing based on the available information. The client shall, after receiving education regarding rear-vs. forward-facing, make the final decision regarding the position used.

13. The CPS Tech shall provide information to the client on the proper installation technique, including the type of locking device within the seat belt system, tightness of the seat belt or LATCH, use of tether, and appropriate recline angle for the safety seat.

14. The CPS Tech shall discuss the dangers of unused seat belts, and projectiles

15. The CPS Tech shall request that the client demonstrate their understanding of the installation by properly installing the safety seat in the vehicle.

16. The CPS Tech shall request that the client sign the inspection form acknowledging the understanding of the recommendations made by the CPS Tech, and validating that the client was the last person to install the safety seat and secure the child in the seat.

17. The CPS Tech shall request that the client surrender any safety seat that has expired, has any major safety recalls, or for which the crash history is unknown. The CPS Tech shall cut the straps on the surrendered seat prior to disposal.

18. The CPS Tech shall review the checklist form for completeness, record any adjustments or items used for the safety seat installation, and sign and date the checklist form.

19. If it is determined that a new safety seat is needed, the CPS tech shall provide the owner with an appropriate seat for the child. Safety seats shall be provided based on eligibility and availability. Children must be present at the time of inspection for a new CPS to be distributed.

20. (CPS Techs must follow specific CPS grant guidelines when distributing free seats.)

21. Equipment needed: Pepin County Public Health Child Passenger Safety Checklist, clipboard, pen, locking clip, roll of shelf liner, pool noodle, scissors, duct tape, current recall list (www.hsrc.unc.edu/safety_info/child_passenger_safety/child_restraint_recalls_pdf.cfm), educational materials, car seat, as appropriate, vehicle manual, if available 

EVALUATION: 

REFERENCES/LEGAL AUTHORITY:  

· National Highway Traffic Safety  Administration’s (NHTSA) Standardized Child Passenger Safety Technician Training Guidelines

POLICY TITLE:    

Head Lice Prevention and Control 

EFFECTIVE DATE:   

1/27/11

DATE REVIEWED/REVISED:    7/16/12 

AUTHORIZED BY:   

Heidi Stewart, BSN, Health Officer /Director                                                                                                                                   
PURPOSE STATEMENT:  


1. To assure identified individuals are properly treating head lice using current recommended public health methods to control further spread within their households and other settings such as childcare and school.

2. To serve as a consultant to schools, child care centers or other institutions for head lice control.

3. To make accessible free head lice shampoo if available to the department in order to lessen the burden of cost associated with the treatment of head lice.

4. To increase the public’s knowledge on the control and prevention of head lice. 

POLICY:


The Head Lice Prevention and Control Policy is implemented by Pepin County Health Department personnel to prevent and control the spread of head lice.

PROCEDURE: 

1. Public Health Nurses may be contacted by families or other health professionals in consultation for head lice control.

2. Families may come to the office for assessment and education. The professional may do home or school visits when barriers exist that prevent the family from coming into the office. Consultation and education may also occur in group settings such as child care centers or schools.

3. Assessment will be completed for the presence of an active head lice infestation. The assessment tool can be found here: S:\PUBLIC HEALTH\Updated Policies and Procedures 2012\Parent and Child Health\Head Lice Forms\head lice assessment tool.doc
4. Hygienic practices will be used when nursing staff are conducting head lice checks. Adults will be instructed on how to conduct a head lice check.

5. Health education will be done with the family on lice identification, incubation period, method of spread, nit removal, treatment, environmental steps to control further spread and prevention.

6. Control recommendations will be offered following the current test practice.

7. The family may be assisted in contacting their primary physician for prescription strength shampoos/treatments.

8. Parents will be encouraged to report infestation to the child care center, school and close relatives/friends to assist in eliminating possible re-exposure after treatment.

EVALUATION:

REFERENCES/LEGAL AUTHORITY:   
 

· Wisconsin Department of Health and Family Services Pediculosis Fact Sheet

· American Academy of Pediatrics 2003 Red Book

· Report of the Committee on Infectious Diseases 26th Edition 
POLICY TITLE:    

Health Check Screenings and Referrals

EFFECTIVE DATE:   

1/2/04 
DATE REVIEWED/REVISED:   6/26/12 

AUTHORIZED BY:   

Heidi Stewart, BSN, Health Officer / Director                                                                                                                                   
PURPOSE STATEMENT:  

To encourage preventive care and assure access to HealthCheck screenings and referrals to children with Medical Assistance.

POLICY:


Pepin County Health Department will offer HealthCheck screenings and referrals to children who have Medical Assistance (MA) and are not enrolled in a Health Maintenance Organization (HMO).

PROCEDURE:

1. A public health nurse will provide a comprehensive physical exam to non-HMO Medical Assistance eligible children through the HealthCheck Program.  This will be done by appointment, or in conjunction with WIC, immunizations or PNCC visits.

2. The HealthCheck screening will include a comprehensive history, physical examination, developmental assessment, physical measurements, dental screening, hearing screening, vision screening, selected laboratory tests and age-appropriate immunizations.

3. If the HealthCheck screening reveals the need for any follow up examination by a physician, dentist, vision specialist, or other services, the public health nurse will make the appropriate referral(s).

4. HealthCheck screenings and referrals are covered through the Medical Assistance program, therefore Medical Assistance will be billed for the service(s).

5. The public health nurse will follow up on all referrals made to assure appropriate services were received.

6. Documentation will be completed by the public health nurse on the HealthCheck Services form (attached) and other age-appropriate HealthCheck forms.

Referral Guidelines for HealthCheck Screenings

Schedule referral appointments within 60 days.  Services must be provided within 6 months for HealthCheck referrals.

Vision

Age 3-5 years: 20/50 or less or a one line difference between eyes.

Age 6+ years: 20/40 or less or a two line difference between eyes.

Blood Pressure

MD Referral: > 95% systolic or diastolic

PHN Follow Up: Between 90-95% (with weight control information if needed).

Hearing

Puretone: Failure to hear one or more frequencies at 20 decibels (at 1000 and 2000), 25 decibels (at 4000), one or both ears.

Tympanogram: Flat, rounded, humped or obscured peak; peak more negative than –250mmH20.  Refer to PHN for recheck in 4-6 weeks.  If fails puretone and clinical symptoms, refer to MD.

Recheck Failure: Medical referral.

Hemoglobin

6 months to 10 years of age: > 12.0 – provide positive reinforcement.

                                          11.0-12.0 – provide nutrition counseling.

                                          < 11.0 – provide nutrition counseling and referral.

10-14 years of age: > 12.5 – provide positive reinforcement.

                             11.5-12.5 – provide nutrition counseling.

                             < 11.5 – provide nutrition counseling and referral.

Males14 years of age and up: 12.0-13.0 – provide nutrition counseling.

                                           < 12.0 – provide nutrition counseling and referral.

Females 14 years of age and up: 11.5-12.5 – provide nutrition counseling.

                                            < 11.5 – provide nutrition counseling and referral.

Lead

Test children at ages 1 and 2 years, or test one time if between ages 2 and 6 years and the child has never been tested.  Follow up is provided if the test is greater than or equal to 10mcg/dL.  See the lead follow up policies and procedures for details.

Urinalysis

Protein:  Trace to negative = normal.

             1+ = recheck by public health nurse

             2+ or more = referral to MD

Glucose:  Refer any positive findings to MD

Behavioral/Emotional Health

Follow guidelines for referral on page 3 of Health History form.

Dental

Age 0-3 years – Dietary fluoride supplements;

                       Oral hygiene appears inadequate;

                       Dietary practices are abnormal (baby bottle tooth decay);

                       Eruption of teeth is abnormal (delayed or crowned);

                       Dental disease is present.

Age 3 years and up – Refer ALL children if due for exam.

HealthCheck Outreach

The following methods will be used to outreach to families for HealthCheck:

1. Provide information about HealthCheck in newborn packets.

2. Ask about MA at immunization clinics.  If a child needs a HealthCheck and has MA the screening may be scheduled or done immediately (see exclusions below).  Follow up HealthCheck appointments will be scheduled after the exam is completed.

3. HealthChecks will be coordinated with WIC, PNCC or other agency appointments to allow increased convenience to families.

4. HealthCheck information brochures will be provided to Human Services and they will be distributed by Human Services at Income Maintenance appointments and in other instances when appropriate.

5. Children who are on MA and are enrolled in HMOs will receive HealthChecks through the HMOs.  Mayo, Marshfield, Wabasha, and Interstate clinics all do their own HealthChecks as well. This office will not conduct outreach for this population.

EVALUATION: 

REFERENCES/LEGAL AUTHORITY: 
POLICY TITLE:    

Home Births – Third Party Corroboration of Birth Facts

EFFECTIVE DATE:   

12/27/07 
DATE REVIEWED/REVISED:    7/16/12 

AUTHORIZED BY:   

Heidi Stewart, BSN, Health Officer / Director                                                                                                                                   

PURPOSE STATEMENT:  

1. To provide guidance to Pepin County Health Department public health nurses who are responsible for completing the third-party corroboration of non-hospital births.

2. To ensure completion of correct paperwork with families in need and SVRO.

3. To teach parents having unattended home births how to obtain birth certificate paperwork through the SVRO.

POLICY:


Pepin County Health Department will assure Public Health Nurses (PHNs) have the necessary nursing skills and equipment to interview the parent, as well as examine the infant to complete the mandatory activities as outlined in this procedure.  The mandatory activities include:

1. Verify the identification of the mother.

2. Interview the mother in person concerning various aspects of her pregnancy to identify possibly suspicious or inconsistent information.

3. Examine the child to verify sex and approximate age.

4. Assess mother’s healing and possible postpartum needs. 

5. Complete and compare the Non-Hospital Delivery Birth Certificate Worksheet (DPH F-05108) for consistency with agency findings and/or records.

6. Complete and compare the information on the Third-Party Corroboration of Birth Facts Form (DPH F-05112) with the child’s Non-Hospital Delivery Birth Certificate Worksheet.

7. Ensure completion of the Attendant’s Birth Certificate Worksheet –Non-Hospital (DPH F-05109NH).

8. Assure that the Third-Party Corroboration of Birth Facts Form, Non-Hospital Delivery Birth Certificate Worksheet, and Attendant’s Birth Certificate Worksheet-Non-Hospital  are filed together with the State Vital Records Office (SVRO) within 10 days of the family’s receipt of the Home Delivery Birth Certificate Worksheet (DPH 5103AH) from the SVRO.

Wisconsin births can only be registered by hospital designees, a Home Delivery Birth Certificate Designee (HDBCD) who is registered with the SVRO, legal husbands/fathers, and mothers.  Mothers who deliver at home, without the presence of a HDBCD must file their children’s worksheet with third-party corroboration.  Corroboration can only be given by healthcare providers with experience caring for children, or pregnant or postpartum women.  These healthcare providers include: physicians, hospital staff, clinic staff, HDBCDs, and public health nurses.

PROCEDURE:

This procedure is to be carried out by Public Health Nurses for mothers with infants who appear to be under one year of age and who are born at home or elsewhere without being attended by a registered Birth Certificate Designee who is registered with the State Vital Records Office (SVRO) to file births.

1. The parents call the WI Vital Records Department, (608) 266-1373, and request the third-Party Corroboration of Birth Part I of the Third-Party Corroboration of Birth Facts.  (Attachment 3 – DHFS Letter: Information re: fees, birth certificate, etc.).

2. PHN to assure the (DPH 5112) form is complete.

3. View and/or copy mother’s identification:

· One photo ID (Wisconsin Driver’s License or Wisconsin picture ID)


OR

· Two non-photo documents (property tax bill, Social Security card, check or bank book, recent lease, or bills with current address). 

4.
Ask the mother where and when the baby was born.

· The birth must have occurred in Wisconsin.

· The birth must have occurred in the past 12 months.  Infants/toddlers presenting after 12 months of stated birth should be referred to Vital Records at 608-267-0914 for information regarding how to proceed with delayed registration of birth.

5.  Ask the mother about specific aspects of her pregnancy to identify possibly suspicious or inconsistent information.  Document her responses.  The questions might include:

· How is your baby doing?  How are you doing?

· Did you obtain prenatal care?  If so, where?

· Did you have any physical or emotional difficulties during your pregnancy?

· Was this a good time for you to be pregnant?

· How did the delivery go?  Did you have any difficulties?

· Was the baby born on time?  Early?  Late?

· What do family members think about the new baby?  Father?  Siblings?

· Are you concerned that your baby might inherit any diseases or other characteristics that run in the family?

· Do you have any questions about the care of your baby?

6.  Observe the mother’s behavior and the interaction between the infant and mother and document (e.g., soothing behaviors, responds to infant cues, smiles and vocalizes with infant, infant smiles and vocalizes with mother).

7.  Examine the infant to verify sex and approximate age.  Assessment should include:

a. Head to toe undressed visual inspection to verify sex.

b. Assess gestational or approximate age based on physical and neurological findings and/or developmental milestones.

I. For all infants, measure length, weight, and head circumference and plot on a CDC growth chart or on an intrauterine growth chart for infants who are premature.  The chart will give an approximate age based on the measurements.  The CDD charts are located at http://www.cdc.gov/nchs/about/major/nhanes/growthcharts/charts.htm#Set%201.

II. For infants who are one month of age or younger (factor in prematurity if known), estimate gestational age utilizing The New Ballard Score (Ballard, J.L., et al, New Ballard score.  The Journal of Pediatrics 1991;119:417-422, (Attachment 4), a maturity rating tool.

III. For infants who are older than one month (factor in prematurity if known), assess neurologic reflexes along with developmental milestones to compare stated age.  The neurological reflexes and

developmental milestones are found in Whaley and Wong, (1991), Nursing Care of Infants and Children (4th edition).  In addition, the milestones are found in Bright Futures: Guidelines for Health Supervision of Infants, Children and Adolescents (2nd edition, 2002).
8.  Complete Part II of the Third-Party Corroboration of Birth Facts.  Compare the information with the Home Delivery Birth Certificate Worksheet (DPH 5103 AH).  Compare the Home Delivery Birth Certificate Worksheet (DPH 5103AH) Attachment 2) for consistency with agency findings and/or records.

· If the information is compatible, sign the Third-Party Corroboration of Birth Facts Form, make a copy of the form for the agency, and return the original completed form to the mother.

· If the information is questionable or not compatible, do not complete the form and contact the SVRO for further direction.  Inform immediate supervisor and determine if a referral should be made to the county’s social services department.

· Information for only one infant per form.

· The corroborator must be the person who performs the interview and the exam.

9.  Discuss with the mother the importance of well child exams, immunizations, public health services, and other community resources as appropriate.

10.  Instruct the mother to mail both forms, Third-Party Corroboration of Birth Facts Form   (DPH 5112) and the Home Delivery Birth Certificate Worksheet (DPH 5103AH) to the WI Vital Records Office within five days.

11.  Document the exam per agency protocol for documentation.

EVALUATION: 

REFERENCES/LEGAL AUTHORITY:   


· Ballard, J.L., et al, New Ballard score.  The Journal of Pediatrics 1991;119:417-422.

· Bright Futures: Guidelines for Health Supervision of Infants, Children, and Adolescents, Second Edition Revised.  HRSA. 2002.

· Information About and Instructions for Third-Party Corroboration of Birth Facts (DPH 5112).

· Wisconsin Vital Records Numbered Memo, Corroboration of Birth Facts: General Information, revisions to Form (DPH 

· 5112) dated 02/04/05.

· Whaley, Lucille, F., and Wong, Donna L. (1991).  Nursing Care of Infants and Children  (4th Edition).  Mosby Year Book: St. Louis.

· s.69.14(2)(a), Wis. Stats.

POLICY TITLE:    

Lazy Eye Screening

EFFECTIVE DATE:   

5/26/06 

DATE REVIEWED/REVISED:    6/20/12 
AUTHORIZED BY:   

Heidi Stewart, BSN, Health Officer / Director                                                                                                                                   

PURPOSE STATEMENT:  


To facilitate early diagnosis of lazy eye and early intervention to prevent vision loss. 

POLICY:


Pepin County Health Department will facilitate lazy eye screening by providing home screening kits and instructions to parents of three or four year old children.

PROCEDURE: 

Pepin County Health Department will send lazy eye screening kits to parents of preschool-age children.  This kit will include an introductory letter, the Precision Vision chart, and the following instructions for parents:

Step I

Have your child identify the pictures close up: apple, house, square (box), ball (circle). The link to the screening chart is found here: S:\PUBLIC HEALTH\Updated Policies and Procedures 2012\Parent and Child Health\Lazy Eye Forms\lazy eye screening chart.pdf
Step II

Check your child’s eyes.  You will need: the prescription vision chart, adhesive tape, a paper cup, a ruler or tape measure 

1. Hang the Precision Vision chart at your child’s eye level on a bare wall with no windows in a well-lighted room.

2. Measure 10 feet from the chart and put a piece of tape down.  Your child’s heels should be on the line of tape.

3. Show your child how to hold the cup over his or her LEFT eye, keeping both eyes open.  Your child should not peek.  Sometimes it helps to have someone else cover the child’s eye with the cup.

4. Sit next to the Precision Vision chart and point to each of the pictures.  Start at the top.  Ask your child to identify the picture.  Praise your child each time he/she responds.

5. If your child can identify the picture, move down to the smaller picture.

6. Now have your child hold the cup over his or her RIGHT eye and follow the same steps.

*If your child is tired or bored, try another day.

Step III – Screening Results

Children ages 3-5 years should see the 40-foot E line easily with each eye.

Children ages 6 and older should see the 30-foot E line easily with each eye.

When screening is completed, parents call or email Pepin County Health Department with the results. Follow-up will be done for all children who are unable to see the middle line, or the 20/40 line.

EVALUATION: 
REFERENCES/LEGAL AUTHORITY:  N/A
POLICY TITLE:    

Maternal and Child Health Services (MCH)

EFFECTIVE DATE:   

1/2/04 

DATE REVIEWED/REVISED:    7/25/12 
AUTHORIZED BY:   

Heidi Stewart, BSN, Health Officer / Director                                                                                                                                   

PURPOSE STATEMENT:  


1. To promote the health of families in Pepin County.

2. To educate staff and community on the Life Course Model and Early Childhood Theory
POLICY:


The Pepin County Health Department will provide resource and referral information and limited direct services to parents. Visits include but are not limited to:

· Pregnant women in need of information or referral to community support programs

· Families following the birth of a child

· Families with children and youth with special health needs

· Families and older children in need of community resources

· Families and children under their legal guardianship such as foster care or grandparents raising grandchildren

PROCEDURE:

Procedure for Parent/Child Visits: 

1. Provide a basic level of services to families identified by the hospital or other community professionals as being in need of follow-up.  The intensity and length of service is based on need.  A PHN will:

· Assess the family’s strengths and resources needed to meet parent/child needs.

· Assist with appropriate resources and referrals. 

· Provide nursing care and case management until immediate needs are met.

· Provide health teaching, anticipatory guidance as needed.  

2. Home visits are not required.  All families have the right to refuse a home visit or any other public health service.  Some families may prefer asking questions and getting information over the telephone.  This is up to the client and assistance can be provided in person at the home, in the office, in a neutral community site or over the phone. Printed material may be sent in the mail.

3. The PHN will provide follow up services and referrals as indicated. Ongoing services are based on the needs of the family and plan for medical follow up. 

4. PHN will attempt to contact the family within 10 working days of receipt of the referral. The purpose of the contact is to offer public health services. 

5. The PHN will document the visit on departmental flow sheets, written narrative notes or printed, signed and dated Word Document, SPHERE charting or Nightengale Notes. 

6. If a home visit appears threatening on the referral or through prior nursing experience with the client, staff should seek assistance from a second member of the parent child team and conduct the visit jointly, or the visit should not be conducted. The Home and Worksite Visitation Safety Policy will be followed for threatening situations. 

7. Family needs that are identified and indicate a gap in services that are unavailable in the county will be discussed with the supervisor.  The parent/child team may discuss apparent gaps in services to investigate ways to bring community partners together for resolution. 

Procedure Specific to Pregnant Women:

The PHN may offer pregnancy health promotion/disease prevention and do limited physical health assessments to women requesting assistance during pregnancy. Assistance to locate and apply for community resources will be offered per client need.  

· This service will be billed to PNCC for eligible women when the client’s needs require monthly visitation.  See separate PNCC policy and procedure. 

· Intermittent pregnancy assistance will be offered to meet the client’s resource needs and provide timely health education through each trimester of pregnancy. 

· Care will assure access to and not replace regular medical care.

Procedure Specific to Newborn Follow-up:
1. Pepin County Health Department will engage in the following functions related to postpartum/newborn follow-up:

· Review all birth records for high-risk newborns or for potential postpartum needs.  This includes reviewing birth weight, medical conditions, and psychosocial factors that would suggest the family would benefit from services. 

· Using the birth records, the families of all newborns will be placed on a mailing list to receive information on services available to Pepin County families 

· Accept written/verbal referrals from hospitals, clinics, community agencies and family.

· Work collaboratively with the Women, Infants, and Children (WIC) program.

2. Some clients may not be directly referred by a health care provider, but may appear high-risk when reviewing the birth records. These families will also be contacted to offer a PHN home visit.

3.  Home visit components may include but are not limited to:

· Well Child Exam/Health Check information, need for primary medical home and payer source for follow up care.  

· Health and developmental history.

· Environmental assessment and teaching.  This includes but is not limited to well water testing, human health hazards, indoor air quality, lead poisoning, pets and housing, and performing a home safety assessment (see home safety assessment policy).

· Psychosocial assessment including: sources of social support, adjustment to newborn or child’s changing needs, ability to communicate, ability to arrange for community resources, coping and/or grief response to child’s medical condition/diagnosis, family relationships, and caretaking/parenting skills.

· Health teaching and guidance.  This includes but is not limited to: nutrition and elimination, growth and development, sleep and awake states, child/infant stimulation and social needs, parenting skills, child care, medications and other treatment procedures, safety, primary care follow up appointments, immunizations, and parent’s understanding and comfort with monitoring equipment.

· Assessment of resources needed and assure service needs are met.

· Postpartum assessment includes but is not limited to: psychosocial factors (feelings about delivery, adjustment to baby, support systems, postpartum depression, stress, and interaction with the infant), physiological factors (integument, pain, circulation, bowel and genitor-urinary function), and health related behaviors (nutrition, sleep and rest patterns, activity, family planning, substance use, and postpartum check-up)
EVALUATION: 
REFERENCES/LEGAL AUTHORITY:   


· Essentials of Maternal and Neonatal Nursing. Carole Ann Kenner RN, C, DNS and Aileen MacLaren RN, MSN, CNM. Springhouse Corporation, 1993.  

· Child Health Nursing: Partnering with Children and Families. Jane W. Ball RN, CPNP,

· DrPH and Ruth Bindler RNC, PhD, Pearson/Prentice Hall 2006.

· Caring For Your Baby and Young Child.  Steven Shelov MD, FAAP, American Academy of Pediatrics. Bantam Books, 1998.

· Caring for Your School-Age Child. Edwards Scholr MD, FAAP, American Academy of Pediatrics. Bantam Books, 1999.

· Caring for Your Adolescent. Donald Greydanus MD, FAAP, and American Academy of Pediatrics. Bantam Books, 1991. 

· Maternal and Child Health Nursing. Adele Pillitteri RN, PNP, PhD. Lippincott Williams and Wilkins, 2003.

· Patient Teaching Guides.  Jane W. Ball RN, CPNP, DrPH. Mosby-Year Book, Inc 1998.

· MCH/CSHCH Update, Wisconsin Department of Health and Human Services. Printed quarterly, and located on the HAN @ www.han.wisc.edu.

· WI State Statue, Board of Nursing, Nurse Practice Act Chapter 441-441.01 (4) (a). 
· Board of Nursing, Rules of Conduct Chapter N7-N7.04 (60).
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PURPOSE STATEMENT:  


To assure women enrolled in the PNCC program receive adequate and appropriate services to improve the birth outcomes.

POLICY:


PNCC will help a recipient and, when appropriate, the recipient’s family gain access to medical, social, educational, and other services related to the recipient’s pregnancy.  Wisconsin Medical Assistance (MA) PNCC services are available to MA eligible pregnant women with a high risk for adverse pregnancy outcomes during pregnancy through the first 60 days following delivery of the infant.  PNCC services may be available through the Maternal and Child Health grant to women who are not eligible to receive the services under MA.  PNCC services include all of the following:

· Outreach

· Initial assessment

· Care plan development

· Ongoing care coordination and monitoring

· Health education and nutrition counseling 

PROCEDURE: 

Outreach/Marketing Plan

1. Pregnant women enrolled in the Women, Infants and Children (WIC) program will be referred to PNCC.

2. Badgercare clients who are pregnant will be referred to PNCC.

3. Reproductive health clients with a positive pregnancy test will be referred to PNCC.

4. PNCC information will be sent to school nurses, counselors, and health care providers annually. 

Guidelines outlined in the Prenatal Care Coordination Services Handbook provided by Medicaid will be used when providing PNCC services.

1. Referrals are received from various sources.  A public health nurse (PHN) will contact the individual within 10 working days of receipt of a referral for PNCC services.

2. The PHN will verify whether the individual has MA, is eligible for and can apply for MA, or if the individual should receive PNCC services under the Maternal and Child Health grant.

3. The PHN will assist the individual as needed to complete the Pregnancy Questionnaire.  The questionnaire is then scored by the PHN.  Clients with a score of 4 or more risk factors will be admitted to the PNCC program.  If the client scores under 4 risk factors , the service cannot be paid for my MA.  However, if an individual with MA scores under 4 risk factors and has PNCC related needs, the individual may be admitted to PNCC and provided PNCC services under the Maternal and Child Health grant.

4. The PHN will complete the PNCC Client Form.

5. The PHN will complete an individualized care plan with the client using the Prenatal Nursing Care Plan form.  Clients are expected to participate in the development of the care plans.  The care plan will include:

· Identification and prioritization of all risks found during the assessment;

· Identification and prioritization of all services to be arranged for the client;

· A description of the recipient’s informal support system, including collaterals and any activities planned to strengthen it;

· Identification of individuals who participated in the development of the care plan;

· Arrangements for, referrals for, and frequency of various services available to 
the recipient and the expected outcome for each service component;

· Documentation of unmet needs and gaps in service (for example, indicate that the service needed is not available in the area); and

· The recipient’s responsibilities in the plan’s implementation.

6. Once the care plan is developed, the client will sign and date it.

7. The client will be asked to sign a release of information form for the health care provider.  This form is combined with a letter to the health care provider to notify him or her that the client will be receiving PNCC services from the health department.

8. Client contact visits (face-to-face or collateral) will be made no less than every 30 days.  Documentation of all visits will be made on the PNCC Flow Sheet, PNCC Progress Notes, and the PNCC Time Log.  Such visits include:

· Face-to-face and telephone contacts with the client;

· Face-to-face and telephone contacts with collaterals;

· Record keeping (documenting the pregnancy statement from a physician or 
family planning clinic; updating care plans; documenting care management 
activities; documenting all contacts with the recipient and collaterals).

9. During the initial client visit, a full assessment will be completed.  Abbreviated risk assessments will be done at each subsequent visit.

10. The care plan will be reviewed and updated with the client at a minimum of every 60 days.  This will be documented on the care plan.

11. Missed or canceled visits will be documented in the progress notes.  The reason for the missed appointment will be documented, along with the date of the next scheduled appointment.

12. Health education may be provided to the client to overcome her individual risk factors by strengthening her knowledge for ex: Smoking cessation, Alcohol consumption, Use of elicit or street drugs, Safer sexual practices, Use of over-the-counter and prescription medications, Environmental/occupational hazards related to pregnancy, Lifestyle management, Reproductive health, Parenting skills.

13. Nutrition counseling may be provided if the medical need for it is identified in the risk assessment and the strategies and goals for it are part of the care plan.  Nutrition counseling can be provided on an individual or group basis.  The counseling is intended to assist a pregnant woman to overcome her individual nutrition-related risk factors by strengthening her knowledge and helping her change her behavior.

14. Reproductive Health Services will be provided as follows:

a. Reproductive life plan discussions will be initiated in the third trimester or prior.

b. Post-partum contraceptive plans will be developed in the third trimester or prior.

c. Contraceptive supplies, including a standard dual protection kit, or arrangements for contraceptive supplies will be in place prior to delivery. 

d. On-site pregnancy testing will be available. 

15. All referrals and follow up on all referrals will be documented.  A written release of information will be signed as indicated.

16. PNCC services will continue during the first 60 days postpartum.  The delivery date and follow up visits will be documented by the PHN.

17. At least one contact with the client will be made during the 60-day postpartum period.

18. HealthCheck and reproductive health services will be explained and offered to the client prior to discharge from the PNCC program.

19. The PHN will submit the PNCC Time Logs to the health department secretary for billing purposes.

EVALUATION: 

1. Agency will perform randomly chosen chart audits to monitor for completeness of Pregnancy Questionnaire/Care Plan and case management for quality assurance.

2. Standardized Prenatal Care Coordination Quality Assurance Checklist provided by the state will be used for creating chart audits.

3. Audits will be performed by the PNCC R.N.s at least three times a year.

4. Written audit reports will be submitted to management on completion.

5. Documentation of record audits will be filed in the PNCC Coordinator’s office.

REFERENCES/LEGAL AUTHORITY:   
 

· Wisconsin Medicaid and Badger Care Information for Provider Handbook, Prenatal Care Coordination Services. (2001).

· WMAP Provider Certification Handbook

· WMAP Provider Covered and Noncovered Handbook

· WMAP Provider Authorization Handbook

· WMAP Provider Coordination of Benefits Handbook

· WMAP Provider Claims Submission Handbook

· WMAP Provider Rights and Responsibilities Handbook

· WMAP Provider Recipient Rights and Responsibilities Handbook

· WMAP Provider Resources Handbook 
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PURPOSE STATEMENT:  


This is a general postpartum/newborn follow up policy summarizing the principles and standards of this department.

POLICY:

Pepin County Health Department provides numerous services to the maternal and child health population. This agency will assist this population with health-related needs through dissemination of information, making referrals, and providing services directly.  
PROCEDURE: 

Pepin County Health Department will engage in the following functions related to postpartum/newborn follow up:

1. Review all birth certificates for high-risk newborns or for potential postpartum needs.  This includes reviewing birthweight, medical conditions, and psychosocial factors that would suggest the family would benefit from services.

2. Send an infant packet to all families of newborns in Pepin County to provide information about public health services, child health, and other resources.

3. Contact referral source discharge planners as needed to discuss direct referrals received.

4. Provide prenatal care coordination (PNCC) services to MA eligible families to help ensure healthy birth outcomes.

5. Work collaboratively with the Women, Infants, and Children (WIC) program.

6. Provide MCH-related services, such as CYSHCN, fluoride supplements, HealthCheck, immunizations, and blood lead screening to facilitate optimal health.

The following list includes examples of high-risk criteria for public health intervention.  The list is not intended to be all-inclusive.

	Infant Risk Factors
	Maternal/Family Risk Factors

	· Inpatient NICU

· Low birthweight (<2500g) or small for gestational age (<10 percentile)

· Newborn medical conditions

· Hospital referral (medical, social, or other)

· Preterm (<37 weeks gestation)

· Multiple births
	· Maternal age <20 and >2 other pregnancies (high parity)

· Maternal drug/alcohol use

· Parental mental retardation, developmental delay, mental illness

· Maternal age <17

· Family abuse (spouse, child)

· Maternal medical disorder

· Inadequate prenatal care

· Family economic status (homeless, migrant, <12th grade education)


A basic level of services is offered to families in need of follow up after delivery of a baby.  The intensity and length of services is based on need.  A PHN will assess the family’s needs, strengths, and resources; provide nursing care and case management as appropriate; and provide health teaching, anticipatory guidance, and care coordination as needed.  The following guidelines will be followed:

1. If a direct referral is received from a health care provider, a PHN will contact the family within 5 working days of receipt of the referral.  The purpose of the contact is to offer and arrange a home visit.  

2. Some clients may not be directly referred by a health care provider, but may appear high-risk when reviewing the birth certificate information.  These families will also be contacted to offer a PHN home visit.

3. All families have the right to refuse a home visit or any other public health service.

4. The PHN may cover any of the following components during one or more home visits with the family:

· Well Child Exam/HealthCheck information. 

· Health and developmental history, including prenatal, neonatal, and family history.

· Environmental assessment and teaching.  This includes things like well water testing, indoor air quality, lead poisoning, general safety, pets, housing, and income/financial status of the family.

· Psychosocial assessment including: sources of social support, adjustment to having a newborn, ability to communicate, ability to arrange for community resources, coping and/or grief response to newborn’s medical condition/diagnosis, family relationships, and caretaking/parenting skills.

· Health teaching and guidance.  This includes nutrition and elimination, growth and development, sleep and awake states, infant stimulation and parenting, child care, medications and other treatment procedures, safety, primary care follow up appointments, immunizations, and parent’s understanding and comfort with monitoring equipment.

· Care coordination to assure service needs are met.

· Postpartum assessment (if applicable), including psychosocial factors (feelings about delivery, adjustment to baby, support systems, postpartum depression, stress, and interaction with the infant), physiological factors (integument, pain, circulation, bowel and genitor-urinary function), and health related behaviors (nutrition, sleep and rest patterns, activity, family planning, substance use, and postpartum check-up).

5. Home visits are not required.  Some families may prefer asking questions and getting information over the telephone.  This is up to the client and assistance can be provided in person or over the phone.

6. The PHN will provide follow up services and referrals as indicated. 

7. Ongoing services are based on the needs of the family.

EVALUATION:

REFERENCES/LEGAL AUTHORITY:   
 

Sputum specimens for TB control and surveillance authorized by the Wisconsin TB Program are tested at the WI State Lab of Hygiene under the authority of the Division of Public Health 


Chief Medical Officer and State Epidemiologist for Communicable Diseases.





“Unsupervised patients are seldom successful in providing an adequate specimen, especially the first time.  The amount of coaching required on later visits will depend on individual patient needs.”  Core Curriculum on Tuberculosis, 4th Edition, 2000, p. 42





Complaint Received





Obtain one sample at 12 inches and one sample at 24 inches and submit to Wisconsin State Lab of Hygiene for analysis of E. coli and fecal coliform.





Upon receipt of lab results:





Close Beach If:


Total fecal coliform > 200 colonies/100ml


E. coli > 235 colonies/100ml





Leave Beach Open If:





Total fecal coliform < 200 colonies/100mlE. coli < 235 colonies/100ml





Retest beach water immediately upon receipt of results.





No further testing required.





Keep closed until 2 samples 24 hours apart are WNL.








1 Remember that systolic and diastolic blood pressures are independent of each other.  One pressure may be normal and the other elevated; if so, this is considered an elevated reading.  





2 For individuals on blood pressure treatment, blood pressures should be checked at least every three months, even if it is optimal, normal, or high normal.





3 When possible, re-checks should be scheduled within 3-7 days.











