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SGMC Health is a leading employer and provider of comprehensive healthcare services in South 
Georgia and North Florida. SGMC Health was founded in 1955 as a 
100-bed community hospital. Today, the South Georgia Health System operates four campuses, 
SGMC Health Main (285 beds) and the SGMC Health Smith Northview in Valdosta, GA, the SGMC 
Health Lanier Campus (25 beds) & SGMC Health Villa (62 beds) located in 
Lakeland, GA, and the SGMC Health Berrien Campus (63 beds) located in Nashville, GA. These facilities 
serve a diverse population with a wide variety of inpatient and outpatient needs. 

 
SGMC Health is committed to continuous growth and the improvement of services necessary to meet the 
healthcare needs of our region. In 2010, the Hospital Authority approved the construction of the region’s 
finest Outpatient Imaging Center on the first floor of the SGMC Health Professional Building. A 5-story 
parking deck opened in July, 2012 and a new 130,000 square foot, 5-story tower housing the Dasher 
Memorial Heart Center and 96 private patient rooms opened in fall, 2013. SGMC Health is also recognized 
for award winning Stroke care and Cardiothoracic and Endovascular expertise. 

 
As a not-for-profit hospital system, SGMC Health is owned by the citizens of this community. Our goal is 
to provide outstanding health care to all. With careful business management and planning, we are 
pleased to serve you with no local property tax support.  

 
Some quick facts about SGMC (FY22) 
Annual Inpatient Visits: 373,027 
Annual Outpatient Visits: 291,874 
FTE’s in the System: Approximately 2,900  
Medical Staff: 600+ (includes honorary, consulting & mid-levels) 
Annual ER visits: 90,544 

 
While SGMC provides comprehensive preventive, diagnostic, treatment and recuperative 
healthcare services, our primary service lines include: 

 
• Cancer – The Pearlman Cancer Center – ranked One of America’s Best by the Women’s 

o Choice Awards for three consecutive 
years 

• Cardiothoracic and Vascular/Endovascular Surgery – The Dasher Memorial Heart Center 
provides the full continuum of cardiac care from diagnostics to cardiothoracic, vascular and 
endovascular interventions and surgeries. 

• Emergency Services – Services include a 40-bed ER with twin Helipads at the Main 
o Campus. Ambulatory care clinics are located at SGMC Health Urgent Care and Health Care 

South 
• Neurology (including an award-winning Stroke Program with accredited Inpatient Rehab) 
• Radiology & other imaging services 
• Surgical Services (inpatient and outpatient) 
• Women & Children’s Services – Specialty mother/baby units at The Birthplace at 

o SGMC Health Main Campus 
 

Affiliates of SGMC Health: Langdale Place, Hospice of South Georgia and the Langdale Hospice 
House, the SGMC Health Villa Convalescent Center, SGMC Health Dogwood Senior Health Center 

 
For the latest in hospital news and developments, we invite you to explore our website, 
www.sgmc.org. For more information, contact Community Relations at 229-259-4022.   
 



 
 

 
 
Our Mission, Vision, and Values 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Hospital Board 
As a public hospital, an eight-member Hospital Board governs SGMC Health. Each group appoints 
four representatives who each serve a 5-year term. Board members are community leaders who 
serve the hospital voluntarily. It's a labor- intensive job for which no Board member receives any 
monetary compensation. In terms of governance, the Board has the ultimate decision-making ability 
when it comes to the hospital.  

 
 
 
 
 
 



Administration 
Senior Executive Team: 
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Emergency Codes 
 

 

To Initiate a Code:  
*All overhead codes begin with the words: “Now Hear This” * 

• SGMC Main Campus:  Call 0 and Operator will announce code 3 times  

• SGMC Berrien Campus: Dial 8799 and announce code 3 times  

• SGMC Lanier Campus: Dial 8858 and announce code 3 times 

 

Codes may be called for any of the following: 

 

Rapid Response Team 

A clinical response team can be summoned at any time by any hospital employee, patient or family 
member to assist in the care of a patient who appears to be deteriorating BEFORE the patient has a 
cardiac arrest or other adverse event. This team is made up of the Administrative Coordinator, 
Critical Respiratory Care Practitioners and Critical Care Nurses. The primary care physician is notified 
when a rapid response code is called on one of his/her patients. 
 

 
Code Blue 
 

This code is called when an adult patient needs CPR. The response team is made up of the Administrative 

Coordinator, a physician, a Critical Respiratory Care Practitioner, and a Critical Care Nurse, and the primary 

care nurse. 
 

 
Code Pink 
This code is called when a pediatric patient needs CPR. The response team is made up of the Administrative 
Coordinator, a physician, a Critical Respiratory Care Practitioner, a Nursery Nurse, and the primary care nurse. 
 

 
Code Red 
This code is called for a fire. If you discover a fire, do the following: 

• Rescue anyone in immediate danger 

• Alarm – pull the fire alarm AND call 5555 

• Confine the fire – close all doors and shut off all immediate electricity & gas in the room. (Note: do 

not shut off the main O2 valve in the hallway) 

• Evacuate/Extinguish the fire only if you have been trained to use a fire extinguisher or 

o Evacuate the area if you are in immediate danger or if you are directed to do so. 

o If you are in an area above or below the area that the code is called for, respond as if you were 

in the fire area. Otherwise, continue your routine activities but listen for further 

announcements.  LIP’s at the fire’s point of origin will respond as above/or as directed by 

supervisory staff.  LIP’s not at the fire’s point of origin will remain in their work area unless 

otherwise directed by supervisory personnel. 



 

Code Grey 
Whenever a situation arises where a patient, visitor, or other person is becoming aggressive or 
threatening, Security needs to be notified. This is done by calling 0 and one of the following Codes will be 
called: 

• Code Grey – Level 1 – used to request that Security respond STAT 

• Code Grey – Level 2 – used when Security is needed STAT because someone has a weapon 

• Code Grey – Level 3 – used when Security is needed STAT because of a hostage situation 
 

In both Level 2 and Level 3, Security will also notify the Valdosta Police Department to respond. 
 

 
Code Yellow 
This code is called when there is a bomb threat. If you are the person who receives a bomb threat: 

• Alert a staff member and follow their directions. 

• DO NOT HANG UP THE PHONE – even if the caller hangs up. We may be able to trace the call as 
long as the connection is not broken. 

If you are working in an area where a bomb search is started: 

• Do not turn ON or OFF any lights, cell phones, or electrical equipment of any type 

• Do not open or touch any boxes or bags. 

• You should not assist in the search – let a staff person know that you are leaving the area and then 
do so with only what you have on your person 

• Do not pick up anything to take with you. 
 

 
Code Triage 
 

This code means that a mass casualty event has occurred in the community and the hospital will be 
receiving a large influx of patients. 

• Code Triage – Level 1 – influx can be managed with current resources assigned to the ER 

• Code Triage – Level 2 – influx is too large to be managed by current ER resources and the Labor Pool is 
being opened in Classroom A for additional hospital staff who are currently working in other areas to 
report to. These resources will then be reallocated to where they are needed. 

• Code Triage – Level 3 – this is a full-blown mass casualty event and staff will be recalled from home 
and will report to the Labor Pool.  

o Physicians may also be called in to assist with this event. They should report to the Medical 
Affairs Office on the 1st floor. 

 
Code D (Decontamination Team Activated) 
 

This code is called when a biological, chemical, or radiological event has occurred in the community and 
patients will need to be decontaminated prior to being allowed into the hospital. A team of trained 
individuals will respond to the ER to set up a decontamination tent and decontaminate patients and the 
worried well as they arrive. 



 

 

 

Code Orange 
 

This is called when there is a hazardous chemical spill INSIDE the hospital. The spill team will respond to 
help assess whether or not the spill can safely be cleaned up by department staff. If it can, they will insure 
that the proper spill kit and PPEs are used. If it is too large to be safely cleaned up by the staff or there are 
fumes involved, the area will be evacuated and the County Fire Department Haz-Mat Team will be called in. 
 

 

Code Adam 
 

An infant or child is missing. It may be a patient or a visitor. In either case, all exits will be manned by staff 
and no one will be allowed to leave or enter the building. All bags, containers, or other places that a child 
could be hidden will be searched. 
 

 

Code MIA 
 

An adult is missing. Again, it may be a patient or a visitor. When this code is called, a description of the 
person will also be given if possible. Staff in areas located at or around exits and access points to the 
hospital will monitor these areas. 
 

 

Weather Watch 
 

Announced when conditions in the area are right for severe weather to develop. Staff will do 
the following— 
 

Implement Level 1 Check-list Precautions: 

• Secure extra blankets and pillows 

• Close blinds on all windows 

• Stay calm and assure patients and visitors that these are routine precautions that are always taken 
to prepare for any potential weather problems. 

• Gather flashlights and insure that they are working 

• Remove objects, such as plants and vases from windowsills; these might become projectiles if 
blown about in a high wind. Place objects in a safe place. 

• Keep staff and visitors from standing in front of windows 

• Identify which patients can be moved into the hallway or restroom if Level 2 checklist is 
implemented 

• Listen for further announcements 

 
Weather Warning (Level 1) 
Announced when severe weather has been sighted. Visitors will be advised to remain 
indoors.  Staff will implement Level 1 check-list precautions listed above.  

• Physicians & LLPs should remain in the hospital until the all clear is called. 



 

 

 

Weather Warning (Level 2) 
Level 2 Check-list Precautions: 

• Move all visitors and ambulatory patients to an interior hallway or in the restroom and have them 
sit and cover their heads with pillows, blankets, and arms 

• West Tower patients will be moved to restrooms 

• South Tower patients will be moved to hallways 
• If patients cannot be moved from their rooms, make sure blinds are closed, turn them 

• away from windows and lower the bed. 

• Cover them with extra blankets and additional pillows. 

• Close all nonessential doors. Unoccupied patient room doors should be closed. 

• Move staff to an interior hallway and get them down on floor with visitors; provide them with 
pillows and blankets to cover their heads 

• In non-patient care areas, move to an interior area away from all windows, get down, and cover 
your head; move to a lower level of the building if possible but do not use the elevator 

• Distribute flashlights to staff in the event there is a power failure due to the storm 

• Care should be taken not to block exits or fire equipment. 

• Each department will implement plans to ensure the safety and security of its respective 
personnel and functions/materials. 

• All personnel will be advised to stay indoors. 

• Listen for announcements 

• If you are in the building when a Level 2 code is called, please help to move patients to safety and 
get yourself into a safe position in an interior hallway away from windows & glass. 

 

 
 
 
 
 
 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

 

Accreditation: Det Norski Veritas (DNV) 
The NIAHO® accreditation program is more than just another way to validate Medicare compliance. It is a complete 

foundation for quality management. One that reverses the “gotcha” mentality of old -style surveys, and engages 

everyone—from top management to front-line staff—to contribute new ideas. Our accreditation programs directly 

address CMS requirements and our certification programs leverage the guidance and best practices of clinical 

specialty organizations across healthcare. 

 

Why is accreditation important? 

• Enhances community confidence and provides a report card for the public 

• Offers an objective evaluation of the organization’s performance 

• Stimulates the organization’s quality improvement efforts 

• Provides a staff education tool 

• May be used to meet certain Medicare certification requirements 

• Expedites third-party payment 

• Often fulfills state licensure requirements 

• May favorably influence liability insurance premiums and managed care contract decisions 

 

Who are the surveyors? 

The survey team consists of specially trained physicians, nurses, administrators, and facility engineers. 

 

What do the surveyors do? 

Surveyors evaluate each health care organization's compliance with DNV standards and identify the 

organization's strengths and weaknesses.  The surveyors' goal is not merely to find problems, but also to 

provide education and consultation so health care organizations can improve. 

 

What does a surveyor do during an individual tracer? 

During an individual tracer activity, the surveyor(s) will: 

• Follow the course of a patient's care, treatment, and service throughout the hospital to assess the 

relationships among disciplines and departments and important function in the care, treatment, and 

services provided 

• Evaluate the performance of processes relevant to the care, treatment, and coordination of distinct 

but related processes 

• Identify vulnerabilities in care processes 

 

What is an individual-based system tracer activity? 

Individual-based system tracers explore one specific system or process across the organization, focusing on 

the experiences of specific patients or activities relevant to specific topics such as medication management; 

procurement, use, storage, and waste. 

 

Coordination and communication among disciplines and departments will be evaluated. The point of contact at SGMC 

for DNV is the Accreditation and Regulatory Compliance System Director @ 229-259-4113. Any employee who feels 

they have unresolved issues about the safety or quality of care provided at SGMC has the right to contact the DNV. 

This is strictly confidential; no punitive or disciplinary action will be taken



 

Patient Safety 
 

Patient safety is a top concern for employees and medical staff at SGMC. 
 

Patient Safety includes health care issues from any department. Every department eventually 

has some impact on Patient Safety. Be proactive, now is the time to speak up about a safety 

issue that has been concerning you. Hopefully, we can really take a look at even the simplest 

tasks we do every day, and make our patient care even more safe and efficient. 
 

Please contact the SGMC Patient Safety Alert Line with your observations and 

suggestions to improve patient safety. Any safety issue identified will be directed 

confidentially to the appropriate person or department. Call (229) 333-1707 or submit 

a Patient Safety Concern on the HUB (below). 

 



 

Incident Reporting 
 

How to enter an incident online through RL Solutions: 
 

1. Click on the RL Solutions Icon located on any SGMC desktop as seen below: 

 
2. Login using your network username and password 

 

 
 
 

3. Choose the most appropriate category and complete all areas with a green asterisk 

 
  



 

HIPAA Information 
 

 
 

 



 

 

 



 

 
 

 
 
Security Officer: Chuck Marshburn (229-333-1153) 
Oversees safeguards designed to protect the confidentiality, integrity and availability of electronic health 
information. 
 
Privacy Officer: Susan Hurley (229-333-1191) 
Oversees what information should be protected, who is authorized to access, use or disclose information. 
Investigates complaints and assists with breach notification. 
 

Audits: 
The Hospital Authority routinely performs audits of electronic applications in order to monitor unauthorized 

access. The Department of Health and Human Services is also scheduling covered entities for on-site visits, 

evaluating privacy and security practices. 

 



 

Fair Warning - Currently Monitored HIPAA Violations at SGMC: 
 

• Coworker Snooping: Accessing Coworker’s medical records 

• Household Snooping: Accessing any family member’s records, including children, or 

anyone that lives at your address 

• Neighbor Snooping: Accessing medical records of patients that live close to your 

address 

• VIP/Patient of Interest: Patients that are listed as a “No Info” patient or are deemed as 

VIP 

• Self-Exam: Accessing your personal medical records with the use of your SGMC issued 

password. This is a policy violation regarding the use of facility assigned passwords 
 

HIPAA Sanctions: 
For Intentional Breaches: 

• 1st Offense: 5-day Suspension 

• 2nd Offense: Termination 

 

For Unintentional Breaches: 

• 1st Offense: Verbal coaching/Written warning 

• 2nd Offense: 3-day Suspension 

• 3rd Offense: Termination 

 



 

Infection Prevention and Control 
 

 

 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 

 
 



 

 



 

 



 

 
 
 
Standard Precautions 
Standard Precautions requires all health care workers (HCW) to routinely use appropriate barrier 
precautions to prevent skin and mucous membrane exposure when blood or other body fluids of any 
patient is anticipated. See SPP 2.045 on the HUB 
 
What are Standard Precautions designed to do? 
 

• To reduce the risk of body fluids exposure to the healthcare 
worker 

 
• To reduce the risk of transmission of micro-organisms from 

sources of infections in hospitals. 

 

 

 

 

 

 

 

 



 

PPE (Personal Protective Equipment) 

• Wear gloves. Gloves are encouraged with all patient contact and contact 

with the patient’s environment. 

• Never reuse disposable gloves 

• Perform hand hygiene before / after wearing gloves 

• Wear a mask and eye protection and/or face shield if fluids could splash 
into face 

• Wear a gown if fluids could splash onto clothes 

• Remove contaminated PPE slowly, and prior to leaving the patient care area 

• Wash hands after removing PPE 

• Use a resuscitation device when providing rescue breathing 

 

Respiratory Hygiene 
 
Healthcare personnel are advised to observe Droplet Precautions (i.e., wear a mask) and hand 
hygiene when examining and caring for patients with signs and symptoms of a respiratory infection.  
Healthcare personnel who have a respiratory infection are advised to avoid direct patient contact, 
especially with high risk patients.  If this is not possible, then a mask should be worn while providing 
patient care. 
 
The elements of Respiratory Hygiene/Cough Etiquette include:  

 

• Education of healthcare facility staff, patients, and visitors 

• Posted signs, in language(s) appropriate to the population served, with 
instructions to patients and accompanying family members or friends; 

• Source control measures (e.g., covering the mouth/nose with a tissue 
when coughing and prompt disposal of used tissues, using surgical masks 
on the coughing person when tolerated and appropriate); 

• Hand hygiene after contact with respiratory secretions; and 

• Spatial separation, ideally >6 feet, of persons with respiratory infections in 
common waiting areas when possible.  Covering sneezes and coughs and 
placing masks on coughing patients are proven means of source 
containment that prevent infected persons from dispersing respiratory 
secretions in the air. 

 
 
 

 

 

 

 

 

 



 

Safe Injection Practices 
 
Outbreaks of viral hepatitis can be prevented by adherence to basic principles of aseptic technique for the 
preparation and administration of parenteral medications. These include: 

• The use of a sterile, single-use, disposable needle and syringe for each 
injection given 

• Prevention of contamination of injection equipment and medication. 

• Whenever possible, use of single-dose vials is preferred over multiple- dose 
vials, especially when medications will be administered to multiple patients. 

 

Infection Prevention Practices for Special Lumbar Puncture Procedures: 
 
Face masks are effective in limiting the dispersal of oropharyngeal droplets. The Healthcare Infection Control 
Practices Advisory Committee (HICPAC) concludes that there is sufficient experience to warrant the 
additional protection of a face mask for the individual placing a catheter or injecting material into the spinal 
or epidural space. 
 

• Face masks are recommended for the placement of central venous catheters. 

• Face masks should be worn to prevent droplet spread of oral flora during spinal procedures (e.g., 
myelogram, lumbar puncture, spinal anesthesia). 

 
Transmission Based Precautions 

Transmission Based precautions include Standard Precautions with the addition of, or a combination of, 
Droplet, Contact, and Airborne Precautions. 
 
 

Droplet Precautions Require the Following: 
 

1. Private Room. When a private room is not available, cohort with patient(s) 
who has active infection with the same microorganism but with no other 
infection.  Maintain spatial separation of at least 3 feet from other patients and 
visitors if cohorting or private room is not available. 

2. Place droplet precaution instructions on the patients’ door. (Obtain permission to post sign from the 
patient or family member and document in focus notes “permission received”) 

3. Mask is required when entering the room. 

4. Limit the movement/transport of patients from room to essential purposes only.  During transport, 
minimize the spread of droplets by placing a surgical mask on the patient, if possible. 

 
 
Contact Precautions Require the Following: 
 

1. Private room. When a private room is not available, cohort with 
patient(s) who has active infections with the same microorganism but with 
no other infection. 

2. Notify Infection Prevention. 



 

3. Place contact precaution instructions on the patients’ door. (Obtain permission to post sign from the 
patient or family member and document in focus notes “permission received”) 

4. Wear gloves when entering the room.  Change gloves after contact with infective material. Remove 
gloves before leaving the patient’s room. 

5. WASH YOUR HANDS immediately with antimicrobial agent before leaving the patient’s room. After 
glove removal and handwashing, ensure that hands do not touch potentially contaminated 
environmental surfaces or items in the patient’s room to avoid transfer of microorganisms to other 
patients or environments. 

6. Wear a gown if you anticipate that your clothes will have contact with the surfaces, or items in the 
patient’s room or if the patient has any of the following: incontinence, diarrhea, colostomy, ileostomy, 
wound drainage not contained by a dressing. 

7. Remove gown before leaving the patient’s environment. 

8. Limit the movement/transport of patients from room to essential purposes.  During transport, ensure 
that all precautions are maintained at all times. 

9. When possible, dedicate the use of non-critical patient-care equipment for each patient. 
 
 
 
Airborne Precautions Require the Following: 

 
When a patient is suspected of, or known to have a disease transmitted by the 
airborne route, Nursing shall:  

 
1. Notify Infection Prevention. 
2. Place airborne precaution instructions on the patients’ door. (Obtain 

permission to post sign from the patient or family member and document 
in focus notes “permission received”) 

3. Keep doors closed at all times. 
4. Wear N95 or HEPA mask. Visitors should wear regular mask. (Tape regular mask on the door) 
5. Limit the transport of the patient from the room for essential purposes only. If transport is necessary, 

have the patient wear a regular mask. 
 



 

 
 

 
 

Due to COVID-19 Emphasis is on PPE Donning & Doffing 
  
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 

 
 
 
 

How to Take Off (Doff) PPE 
Gear 

How to Put On (Don) PPE 
Gear 



 

  Bloodborne Pathogens 
 
Pathogens including Hepatitis B, Hepatitis C, and HIV are spread by: 

• Hands 

• Needlestick Injuries 

• Cuts, scrapes, or other breaks in the skin 

• Splashes into the mouth, nose, or eyes 

• Using infected drug needles 

• Sexual transmissions 

• Pregnant women can pass pathogens to their babies 
 

 
Protect Yourself! 

• Use required equipment and labels for your job! 

• Practice Sharps Safety 
o Never bend, break, or recap needles! 

• Safety Sharps 

o Needles designed to prevent injuries 

• Sharps Disposal 

o Puncture proof containers for used sharps 

• Biohazard Waste 
o Regulated waste containers displaying the biohazard symbol 

• Keep food and beverages where they belong 
o Do not store in areas reserved for infectious materials 

• Don’t eat or drink in patient care areas 

• Don’t handle contact lenses or lip balm in potentially contaminated areas 

• Wipe up spilled blood or other body substances 
o Use paper towels and a solution of chlorine bleach and water 
o Call Housekeeping for large spills 
o Fingernails must be kept short (no more than 3mm from the nail bed) clean, and healthy.  

Artificial nails, acrylic overlays, and J nails are not to be worn. Polish can be worn if not chipped 
and not worn more than four days. Except in surgical services areas. See SPP 2.054 Fingernail 
Policy. 

Exposure Protocol Includes: 
• Sharps Injuries 

o Needles 
o Blades 
o Glass with blood and/or body fluids 

• Exposure to any blood or potentially infectious body fluid via mucous membranes 
or non-intact skin. 

 
 
 



 

Needlestick Protocol 
• Wash Area. 

• Notify Infection Prevention or Administrative Coordinator by calling the switchboard and a nurse 
will assist you with the Exposure Protocol. 

• Fill Out Hospital Employee Incident Report through RL Solution. 

• Initial and Follow-up Lab Testing. 

• Infection Prevention and Control will assist you with follow up. 

 
Employee Infection Prevention 

❖ Prevention of Occupational Illness 
o Influenza Vaccines 

❖ Important: In accordance with CMS mandated reporting requirements: All physicians must report 
vaccination status to the facility. MDs must report if they have taken a flu shot or sign a declination 
form for documentation. 

Remember- free benefit! Receive your annual flu shot through Employee Health. 

 

Patient Infection Prevention 
• Prevention of Health Care-Associated Infections Including: 

o Urinary Tract Infection 
o Bacteremia 
o Pneumonia 
o Surgical Site Infection 
o Clostridium Difficile 

 
• Consequences of Health Care-Associated Infections 

o Increased Length of Stay and cost 
o Decreased Patient Satisfaction 

 
Catheter-Associated UTIs 
We have taken steps toward decreasing catheter-associated urinary tract infections (CAUTIs), including 
general education to all staff who handle urinary catheters. Measures can be taken to reduce CAUTIs. 
Infection Prevention and Control staff and clinical nurse specialists are working with nursing to ensure 
these guidelines are followed. 

Measures to be taken: 

• Assess the need for the foley catheter frequently 

• When placing order for a foley, choose the Nurse Driven protocol for removal 

• Order removal of the indwelling catheter when no longer indicated 

• Do not write “Foley PRN.” Indicate why an indwelling catheter should be placed and write parameters 
for use of an indwelling catheter. 

 
 
 
 
 



 

Central Line Infections 
Studies show that hospital-acquired central line infections can be prevented by utilizing a set of guidelines 
developed by the Centers for Disease Control. An insertion checklist is provided in the standardized kit to be 
completed during insertion of the line.  

The central line insertion bundle has five components: 

• Hand hygiene, before catheter insertion or manipulation. Use of gloves does not obviate hand hygiene. 

• Use maximum barrier precautions with standardized approved kit for insertion 

• Use Chlorhexidine skin antisepsis in patients older than 2 months of age 

• Optimal catheter site selection (the subclavian vein is the preferred site for non- tunneled catheters in 
adults) 

• Daily review of line necessity with prompt removal of unnecessary lines. 

Reasons for catheterization in the femoral vein site should be documented in the provider's procedure 
note. 

 
Surgical Site Infections 
Prevention of Surgical Site Infection recommendations include: 

• Antimicrobial prophylaxis 

• When hair removal is necessary, use clippers. Use of razors is inappropriate.  Use the term clipped, 
never shaved for method of hair removal when documenting. 

• Control serum blood glucose levels and avoid hyperglycemia preoperatively. 

• Effective skin prep. 

• Surgical scrub and hand hygiene, surgical dress attire/draped. 

• Follow appropriate antibiotic administration protocols for selection, timing and discontinuation. 

• Make sure your patient understands your post-discharge instructions including prevention of SSI. 

 

Clostridium difficile Infection (CDI) Prevention Initiative 
Prevention of hospital acquired Clostridium difficile infections is a prevention strategy, which includes: 

• Use and select antibiotics judiciously. 
• Use Contact Precautions: for patients with known or suspected Clostridium difficile-associated 

disease. 
• Perform Hand Hygiene with soap and water, alcohol foam is not effective. 
• Use gloves and a gown when providing patient care. 



 

 

Hospital Quality Measures 
 
 

How can SGMC help you provide evidence-based quality care to patients? 
• Use appropriate computer entry orders sets 
• Call a Quality Improvement Specialist for any questions 259-4015 

 
Quality Measure Compliance 

The Centers for Medicare and Medicaid (CMS) release benchmarks for hospitals to use as guidance in 
determining compliance with Quality Measures (formerly known as Core Measures).  These benchmarks 
are updated regularly based on performance of hospitals nationally.  South Georgia Medical Center 
accepts these benchmarks as targets for Quality Measure compliance.  All patient charts which are found 
to be non-compliant with any measure are reviewed individually for opportunities to improve 
performance.  Non-compliance that can be attributed to Physician performance is reviewed through the 
Peer Review process. 

 
Comfort Measures Only 

In certain situations, at the physician’s discretion, it is appropriate to not aggressively treat a patient. In 
most of the Quality Measures, using one of the following phrases/words will exclude the case from the 
population. In these situations, documentation must clearly state the patient will receive: 
• Comfort Measures, Comfort Care, or Comfort Only 

• DNR-CC 

• End of Life Care, Terminal Care or Terminal Extubation 

• Hospice or Hospice Care 

• Documentation of Brain Death, Brain Dead, or Organ Harvest will also satisfy the 
documentation requirements 

o An order for No Code, DNR, DNI, Limited Code or Palliative Care does not satisfy the 
documentation requirements. 

 

Inpatient Measures 
 
IP Stroke 

• Thrombolytic therapy administered greater than 30 minutes after arrival, must have a documented 
reason for delay 

• If thrombolytic therapy is not given to patients who arrive within 4.5 hours of last know well, a 
reason must be documented 

• Assessment of LDL must be drawn within 48 hours of arrival 

• NIHSS within 12 hours of arrival 

• DAST completed and documented prior to anything oral 

• VTE prophylaxis mechanical or pharmacological or document reason why not 

• Discharge on statin medications: A reason must be documented for non-treatment if the statin daily 
dose does not meet the guideline recommended dose. Patients 75 y/o or younger should receive a 
high intensity dose unless contraindicated. Patients greater than 75 y/o should receive a moderate 
or high dose. 

• Discharge on antithrombotic therapy or document why not 

• Stroke education, includes accurate medication reconciliation at discharge 

• Assessed for rehabilitation 

• Stroke/TIA order sets are available to assist in meeting stroke core measures. 



 

 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

 



 

 



 

 



 

 



 

 



 

 



 

 

 

 

 



 

IP Sepsis 
Early Management Bundle, Severe Sepsis/Septic Shock - This measure includes the following components: 

• Contraindications to care 

• Initial lactate level, repeat lactate 

• Blood cultures drawn and appropriate antibiotics administered within the specified timeframe 

• Documentation of septic shock 

• Hypotension-fluid resuscitation, vasopressors and documentation of vital signs 

• Cardiopulmonary evaluation 

• Capillary refill examination 

• Peripheral pulse evaluation 

• Skin examination 

• Central venous pressure measurement 

• Cardiovascular ultrasound performed 

• Passive leg raise exam 

• Fluid challenge 
These measures have specific timeframes attached.  Please refer to the Sepsis Pocket Card Reference. 
 
 
IP Perinatal Care 

• Early Elective Delivery Prior to 39 weeks, either Vaginal or Operative, without a Medical Indication 
• Cesarean Section-Nulliparous Term Singleton Vertex only-rate based 

• Exclusive Breast Milk Feeding during Newborn’s Entire Hospitalization-rate based 

• Percentage of infants with unexpected newborn complications among full-term newborns with no 
pre-existing conditions. 

 
 
IP Emergency Department 

• Time from ED Arrival to ED Departure for Admitted Patients 
• Decision to Admit Time to ED Departure for Admitted Patients 

 
 
 
IP Immunization 

• Influenza Vaccination overall rate (March-October) 
 

 
 

 

Outpatient Measures 
 
OP Chest Pain/OP AMI 

• ASA on Arrival or document reason why not 
• Median Time to ECG 
 

OP ED Throughput 
• Median Time from ED Arrival to ED Departure for Discharged ED Patients 
• Door to Diagnostic Evaluation by Qualified Medical Personnel 
 

 
 



 

OP Stroke 
• Head CT or MRI Scan Interpretation within 45 Minutes of ED Arrival for Acute Ischemic 

Stroke/Hemorrhagic Stroke Patients 
• NIHSS within 12 hours of arrival 

 
Cardiology Measures 
AMI Metrics: 

• Door to balloon timer for STEMI <90 minutes 

• Aspirin within 24 hours of arrival 

• LVF documentation or plan for assessment after discharge 

• If EF <40%, prescribed ACEI/ARB or Entresto if appropriate, document any contraindications  

• Aspirin & Beta blocker prescribed at discharge 

• High intensity statin* prescribed at discharge if <= 75 years, and no contraindications 

• Moderate-intensity statin* if >75 with contraindication/intolerance to high-intensity statin 
documented 

• P2Y12 inhibitor prescribed at discharge, including medical treatment only NSTEMIs 

• Aldosterone antagonist for patients with EF < 40% with history of HF or Diabetes 

• Cardiac Rehab 
Cath PCI Metrics: 

• Door to balloon timer for STEMI < 90 minutes  

• Aspirin at discharge 

• High-intensity statin* prescribed at discharge if <=75 years and no contraindications 

• Moderate-intensity statin* if >75 with contraindication/intolerance to high-intensity statin 
documented 

• P2Y12 inhibitor prescribed at discharge 

• Pre and post procedure creatinine 

• Cardiac rehab 
 
*High-Intensity statins include: 

• Atorvastatin 40-80mg 

• Rosuvastatin 20-40mg 
*Moderate-Intensity statins include: 

• Atorvastatin 10-20mg 

• Rosuvastatin 5-10mg 

• Simvastatin 20-40mg 

• Pravastatin 40-8-mg 

• Pitavastatin 2-4mg 
 
Extra Information 
Ejection Fraction – Discharge diagnosis of STEMI or NSTEMI: 
Documentation of LVEF performed during this stay is required. If echo is planned for after discharge, please 
document as such. 
 
Heart Failure 
If you document any kind of acute heart failure, please document the NYHA classification. 
 
 
 



 

 
 
 
Cardiac Rehabilitation Referral is Indicated for: 

• STEMI/NSTEMI patients (with PCI and those with medical treatment only) 

• PCI only patients 
Must be referred to an outpatient Cardiac Rehabilitation program. Documentation of medical reason or 
patient-oriented reason for not providing a cardiac rehabilitation referral is required. 
 
Lab Values 

• Creatinine level reported is immediately prior to PCI, and the highest level within 5 days after 
intervention. 

• Hemoglobin level reported is immediately prior to PCI, and the lowest level within 3 days after 
intervention. 

For Procedure Providers 

• Document EF or best description of LV function – normal, fair, mildly reduced, moderately reduced, or 
severely reduced 

• Document TIMI flow pre and post intervention 

• Document lesion length 

• Document residual stenosis after treatment 
 
*Questions about the Cardiology Registries? 
Contact: Quality Department 
Laura Taylor x4155 
LaShaun Vetzel x4020 
 
 

 
 
eCQMs 
eCQMs (electronic Clinical Quality Measures) are Quality Measures in an electronic format. Quality 
Measures were previously exclusively manually abstracted-that is, abstractors read through the entire chart 
and gathered information to “meet the measures.”  As healthcare requirements change and technology 
improves, we will be transitioning into electronically extracting the needed information. This transition will 
take years to fully implement; however, we completed our first successful electronic submission in early 
2017. We have continued to submit the required eCQMs on a yearly basis since then. We will be submitting 
two quarters of data for the first time in 2021.  
 
 
 
 
 
 
 
 
 
 
 
 
 



 

 
 
 
 
 
 

 

 



 

 



 

         



 

                



 

 

 
 

 

  



 

 

 

  



 

 

 



 

 

 

 

 

 

 

  

 

 

 

 



 

 

 

 



 

 



 

 

 



 

 



 

 



 

 

 



 

 



 

 



 



 



 

 



 

 

 

 

 

 

 

 

 



 

 



 

 



 

 



 

 

 

 

 

 

 

 



 

 

Antimicrobial Stewardship 
 
Program designed to provide guidelines to develop institutional strategies for appropriate use, selection, 
dosing, and duration or antibiotic regimen. 
 
Primary Goal 

Optimize clinical outcome while minimizing unintended consequences of antibiotics use. 
Secondary Goal 

Improvement quality of care while possibly reducing cost. 
Effectiveness of Stewardship Programs 

Financially self-supported Improve patient care Reduce antibiotic use by 22-36 %. Annual saving on large 
community hospitals: $200,000 - 900,000 
 
CORE STRATEGIES 

• Prospective Audits/intervention feedback 

• Formulary Restriction/Preauthorization 

• Antibiotic Cycling ( no supported by clinical trials) Antibiotic Order 
Forms 

• Combination Therapy 

• Streaming/ De-escalation Therapy (based on culture report and elimination of redundant 
therapy). 

• Dose optimization: based on individual patient characteristics, micro-organism, site of infection, 
pharmacology-dynamics. 

• Parenteral/Oral conversion. (guidelines reduce LOS/Cost/ Improve patient safety 
 
Prospective Audits/Intervention Feedback. 

• Daily Culture and Sensitivity Review (SGMC Pharmacy Reviews Daily) Use of surveillance software 
(TheraDoc is used by the Pharmacy) 

• On antibiotics with no positive cultures Pathogen resistant to current antibiotics De-escalation 
opportunities 

• Duplicate beta-lactam coverage 
 
Formulary Restriction/Preauthorization 

• Restrict certain antibiotics to the Infectious Disease Physician 

• Consider preauthorization requirements for Clindamycin which may decrease the onset of Healthcare-
associated C. Diff 

 
Antibiotic Cycling 

• Scheduled removal and substitution of a specific antibiotic or class to prevent or reverse resistance 
(this is not supported by clinical trials)



 

Antibiotic Orders/ Forms 

• Studies indicate decrease antibiotic consumption 

• Automatic stop orders for duration of therapy 

• Discontinue antibiotics at 1-2 days for perioperative prophylaxis 
 
Combination Antibiotic Therapy 

• Insufficient data to recommend routine use of combination therapy 

• Does have a role in critically ill patients at risk for multidrug-resistant pathogens 
 
Parenteral/Oral Conversion 

• Clinical criteria for conversion established by SGMC Pharmacy and Therapeutics Committee 

• Pharmacy may convert if established criteria met 

• Programs decrease costs and improve patient safety 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

Pharmaceutical Services 
South Georgia Medical Center offers a wide range of pharmaceutical services that benefit both providers and 

patients.  There is at least one pharmacist available on-site 24 hours a day, 7 days a week at the main campus.  

Our professional staff welcomes any questions that you may have concerning medications or services we 

provide.  We invite you to stop by the pharmacy at any time to meet your pharmacy team and look forward to 

working with you. 

 

–Pharmacy Administration 

 

Department of Pharmacy 
 

Pharmacy Administration Team 

Administrative Director of Pharmacy Services:  Scott Smith—x4870 

Manager of Operational Services:  Mark Mulllis— x2873 

Manager of Clinical Services:  Todd Woodard— x4408 

Pharmacy Secretary:  Renee Broome— x4869 

Pharmacy Office Fax— 229-259-4872 

Administrative Hours of Operation:  8am-5pm; Monday-Friday 

 

Central Pharmacy 

Main Extension—4865 

IV Services (including Pharmacokinetic dosing, TPN/PPN, IV drug information)—2870 

Order Entry Services (including drug information, dosing adjustment)—2868/3277 

Narcotic or Dispensing Cabinet Issues—2869/4892 

Pharmacy Purchasing, Issuing and Receiving—4868/2866 

Central Pharmacy Fax—259-4867 

 

Locations 

The Department of Pharmacy has dispensing service locations in Central, Main Surgery, Medical Oncology, and 

in the Ambulatory Surgery Center off site.  We also provide pharmacy services at our off-site locations SGMC 

Berrien and Lanier campuses and SGMC Outpatient Plaza.   Retail Pharmacy services are located on the first 

floor of the Main hospital.  Clinical pharmacy services are available throughout all areas of the pharmacy 

department. 



 

 

Hours of Operation  

Central Pharmacy 24 Hours Ext 2865/2868/3277 

OR Pharmacy 6am—5pm (M-F) Ext 4786/4787 

Medical Oncology Pharmacy 7am—3:30pm (M-F) Ext 4632/5469 
Ambulatory Surgery Pharmacy 6am—2pm (M-F) Ext 1756 

Clinical Pharmacy Office 7am—3:30pm (M-F) Ext 4408/4409/4418 

Unit Based Pharmacist Services 7am—4pm 2T/3T—2342 
  4T/5T—2442 

  3W/5W—4563 
  4W/4S—3404 

SGMC Berrien Campus 7am—3:30pm Ext 8620 

SGMC Lanier Campus 7am—3:30pm Ext 8876 
SGMC Smith Northview 7am—3:30pm Ext 8390 

Medical Center Retail Pharmacy 

 

 

Services Provided 

9am-5pm (M-F) Phone 433-7150  

Fax 433-7169 

Pharmacokinetic Dosing/Monitoring                       Code Blue/Pink Response 

Anticoagulation Dosing/Monitoring                        Drug and Dosing Information 

Nutritional Support Services                                    Drug Interaction/Duplication Monitoring 

Unit Based Pharmacist Support 

 

Formulary 

SGMC operates under a managed formulary system.  Our current formulary can be viewed on “The HUB.” 

Specific formulary addition or deletion requests can be made to the P&T Committee.  Non-formulary drugs, 

drugs pending formulary approval and restricted drugs are not routinely stocked in the pharmacy; therefore, 

these medications may take up to 72 hours to obtain.  If a non-formulary or restricted drug is ordered, you will 

be contacted by a pharmacist with an alternative suggestion or a request for an alternate order. 

 

Therapeutic Substitutions 

Authorization is given to the Department of Pharmacy through P&T Committee to therapeutically substitute 

certain classes of medications to follow formulary compliance.  A complete listing of formulary substitutions 

can be found on SGMC intranet “The HUB” under the Pharmacy Department page. 

 

Stop Order Policy 

Narcotic and Antibiotic orders will stop after 10 days of therapy unless reordered.  Respiratory Medications 

(excluding long term therapy) will stop after 5 days of therapy unless reordered. 

 

Adverse Drug Reporting 

SGMC pharmacy monitors adverse drug reactions by use of the ADR hotline that can be reached at ext. 4873. 

More information can be obtained in hospital policy SPP 2.077 (PP19-00) Adverse Drug Reaction Reporting. 



 

South Georgia Medical Center 
 

Pharmacy & Therapeutics Update 
 

A Publication of the SGMC Pharmacy & Therapeutics Committee 
 

 
 
 
 
 
 
 
 

Increased Risk of Nephrotoxicity with Zosyn/Vancomycin Combination 
 
Current research indicates an increased risk of nephrotoxicity in patients treated with vancomycin & Zosyn 
(piperacillin/tazobactam). This combo is commonly used in hospitalized patients for broad spectrum 
therapy where there is a need for gram positive coverage and anti-pseudomonal activity. The proposed 
mechanism of kidney injury is via penicillin related acute interstitial nephritis, exacerbated by vancomycin- 
induced renal cellular necrosis. 

 
The studies reviewed showed the following: 
 

• Nephrotoxicity risk increased with steady state vancomycin concentrations >/= 15 μg/ml. 

• Concomitant use of pip/tazo + vancomycin increased rates of nephrotoxicity compared with vancomycin 

alone (16.3% vs 8.1%) 

• Diabetics with osteomyelitis treated with pip/tazo + vancomycin were also found to be at increased risk 

compared to the same population treated with cefepime + vancomycin 
 

Although more research is needed on this topic, increased monitoring in patients treated concomitantly with 
piperacillin/tazobactam + vancomycin seems prudent. Consideration of risk factors such as older age, existing 
renal failure, and the addition of any nephrotoxic agents should also be taken when determining antibiotic 
selection. 
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Medical Records Department 

Completion of Records Contacts 

Cynthia Webb – cynthia.webb@sgmc.org -  (229) 259-4984 or mobile 229-539-5809 

Karen Davis – karen.davis@sgmc.org -  (229) 259-4981 

SGMC Health 

Incomplete/Delinquent Health Record Notification Guide 

• 14 DAYS 
Providers and their practice managers will be notified by email and text message if they have incomplete records 

14 days or older. These records should be completed in the next 7 days. 

 

• 18 DAYS 
Providers will be notified with a telephone call if they have incomplete records 18 days or older to complete by 

the following week. 

 

• 21 DAYS 
Providers will be notified by the Chief Medical Officer of any records 21 days or older will must be completed 

within 4 days to avoid becoming delinquent. 

 

• 28 DAYS 
Providers will be notified by the Chief of Staff followed with a Certified Letter they will relinquish all clinical 

privileges if their delinquent records are not completed by the first working day of the following week. 

 

• 30 DAYS and OVER 
Providers will be locked out of Epic and relinquish all clinical privileges. They will need to request access to 

complete delinquent records. 

 

• 32 DAYS and OVER 
All staff membership and clinical privileges are permanently relinquished. Provider will have to reapply for staff 

membership and pay $100.00 for each delinquent record. 

 
Dictation – Dragon Medical One voice recognition is used for dictation. Voice qualification and set up of 

templates is completed through the Epic training sessions. Limited work types can be completed by 

traditional dictation – Ambulatory Notes, Operative Procedures and Significant Events (codes, etc.). 

Directions for traditional dictation are attached. 
 
 
Clinical Documentation Improvement – Clinical Documentation Improvement Nurses review admissions 

focusing on assuring the medical record documentation clearly and accurately reflects the acuity of the 

patients’ condition(s). The CDI staff will work with you and occasionally query you for clarification of 

conditions not clearly documented. This team is there to assist you in presenting the most accurate clinical 

picture in terms that a coder can use to accurately report all pertinent data. 

 

 

mailto:cynthia.webb@sgmc.org
mailto:karen.davis@sgmc.org


 

Coding – Teresa Farr, RHIT, CCS (229) 433-8060 (mornings), (229) 259-1788 (afternoons) In order to code 

records completely and accurately, please document the reason for evaluating, treating or monitoring the 

patient clearly and specifically. 

 

Document if conditions being treated are acute or chronic. This is an important consideration in 

determining the severity of illness of your patients, along with other documented complications and 

comorbid conditions (cc’s) which increase resource utilization and length of stay. These conditions also 

impact the DRG assigned. 

 

If records are not complete, or if there is unclear or conflicting information, the coders may send you a 

coding query.  Please respond as quickly as possible by completing/adding the documentation in the 

Discharge Summary. You will receive the query through your inbox messaging in Epic. 



 

Dictation Instructions 
 

DOCUMENT REVIEW INSTRUCTIONS – Listen to Completed Reports 

 
1. Dial 333-1122. 
2. Enter Provider ID and press # key. 
3. Interrupt prompted message and press *1, choose 3 to review. 
4. Enter work type and press # key. 
5. Enter account number and press # key. 

 
1 = play 
2 = stop 
3 = rewind 
5 = get next dictation 

6 = go to end of dictation 
7 = continuous forward 
8 = go to beginning of dictation 
9 = disconnect 

 
 

DICTATION INSTRUCTIONS: 

1. Lift handset and press speed dial button (if outside line, dial 333-1122). To interrupt 
message, begin next step. 

2. Enter provider ID and press # key. 
3. Enter valid work type and press # key. 
4. Enter 7-digit account number and press # key. 
5. Press 2 or use handset functions to begin dictation. 
6. Press 5 to end current report and start new dictation – OR – press 9 to disconnect from 

the system. Job ID will be given at the end of each dictation session. 
 

1 = play back 
2 = dictate 
3 = rewind & 
playback 
4 = pause 
5 = new dictation 
6 = fast forward 

8 = go to beginning of report 
9 = disconnect 
*6 = prioritize (use for 
legitimate STAT dictation 
ONLY before disconnecting) 

 
 
 

HOSPITAL WORK TYPES: 
10 – History and Physical 
20 – Discharge Summary 
25 – Significant Event 
30 – Operative Note 
33 – Ambulatory Note 
40 – Consults 
50 – Progress Note 
62 – Clinic Note 
71 – Letter 



 

EPIC Provider EHR Training 
 

 

South Georgia Medical Center went live on Epic November 1, 2017.  This change to the integrated electronic 
health system allows providers to have access to patient data in the hospital as well as their offices.  
Numerous modules are now available to streamline workflows.  For example, the Emergency Department 
utilizes Epic’s ASAP module when seeing patients in the ED.   With this EHR specialization, providers need to 
receive thorough training to ensure that they understand Epic and the proper workflow documentation. 
 

 
 
Initial Training.  Epic training for new providers is scheduled by the Medical Affairs office working with the 
Principal Trainers in the Epic Department.  Initial training requires 3-4 hours.  At the conclusion of this 
training, an assessment is given to ensure that an appropriate level of understanding has been achieved.  
Thus, a score of 80% is required. 

 
Personalization and Efficiency Training.  Providers should also receive personalization training which allows 
providers to develop custom order sets as well as other customizations to improve efficiency within the 
system. Providers are encouraged to attend Thrive sessions which provides continuing training, tips and 
tricks.  These sessions are offered the first Thursday of the month from 7am-7pm. 

Deficiencies can be signed off in Epic via the provider’s Inbox, a topic covered during provider training. 

Dragon Medical One is available for providers who request it.  Limited licenses are available; however, 
providers can be added to a wait list for additional license availability.  Training is provided by Epic Principal 
Trainers. 

 
• Providers should work with Medical Affairs for initial training.  Documentation of successful Epic 

assessment is held in Medical Affairs. 

• Personalization training can be scheduled by reaching out to the Epic Orders Team at 229.333.1340 or 
scheduled during initial training. 

Additional Epic Applications 
 

• EpicCare Link – Access to healthcare data for healthcare professionals:    link.sgmc.org 
• Epic My Chart – A fully functional patient portal:    mychart.sgmc.org 
• Epic Community Connect – An affordable healthcare electronic health record and practice management 

system for clinics desiring to partner with SGMC.  Connect allows clinics to replace their current EHR 
with Epic’s ambulatory EHR. 

https://link.sgmc.org/
https://mychart.sgmc.org/


 



 

 



 

 
 



 

 

 

 

 



 

 
 

 

 



 

 



 

 



 

 

 



 

 

 



 

 

 

 



 

 

 



 

 



 

 

 

 



 

 

 



 

 

 



 

 

 

 

 

 

 

 

 

 



 

 



 

 

 

 

 



 

 



 

 

 

 



 

 

 

 



 

 

 



 

 

 



 

 

 

 



 

Environment of Care/Life Safety Information 
 

Safety Management 

• Practice safe work habits and report any safety concerns to a department Director and/or the SGMC 
Safety Officer at x4043 

• Report all on-the-job injuries or job-related illnesses to a department Director and Employee Health. If 
Employee Health is not available report to the Emergency Department and/or House Supervisor 

• Each department has an Emergency/Safety Sub-Plan that contains information specific to the 
department.  The information can be reviewed by contacting the department Director 

• All Hospital Personnel should actively participate in all surveys and drills that are conducted in the 
facility to be prepared for any real-world incidents that may occur 

• Detailed information regarding the Emergency Operations Plan and Emergency Codes for each campus 
can be found by accessing the “Policies” section of the hospital intranet page “The HUB” 

• Detailed information regarding the elements of the Environment of Care for each campus can be found 
by accessing the “Policies” section of the hospital intranet page “The HUB” 

 

 



 

 
If evacuation is needed, it will be ordered by the House Supervisor, Administrator, or the Fire Department. 
Personnel at offsite facilities outside of the Hospital or at business occupancies should use the nearest exit at 
the facility if fire or smoke is discovered. 

 
 

 

 

 

 



 

In the Event of Fire: Choosing a Fire Extinguisher 
 

Remember to follow the specific policy given to you at your facility about whether you should 

use an extinguisher for small fires or leave all extinguishment to firefighters. 
 

There are six different types of fire extinguishers. Class A, B, C, and K fire extinguisher are the 

types normally found in health care facilities. Most organizations have a Class ABC 

extinguisher to address Class A, B, or C fires. Some areas such as a laboratory may also have a 

Class D fire extinguisher that is to be used on chemical fires. Special instructions on how to 

use a Class D fire extinguisher are required when attempting to put out a chemical fire. When 

using a Type K fire extinguisher on a cooking fire, always allow the hood suppression system 

to operate first. 
 

 
In the Event of Fire: PASS 

 

If you use a fire extinguisher on a small fire, remember to PASS in order to use the fire 

extinguisher properly: 
 

• Pull the pin. 

• Aim at the base of the flame. 

• Squeeze the handle. 

• Sweep from side to side. 
 

 
 

Fire Safety in the OR 
 

Fire safety must be addressed at timeout by all staff. 
 

Always have sterile saline or sterile water available in the event of an emergency. 
 

Routine Protocol:  
 
Fuel 

• When an alcohol based solution is used, use minimal amount of solution and allow 

sufficient time for fumes to dissipate before draping. Observe drying time, minimum 

of 3 minutes. Do not drape patient until flammable prep is fully dry. 

• Do not allow pooling of any prep solution, including under the patient. 

• Remove bowls of volatile solution from sterile field as soon as possible after use. 
 

Ignition Source 
 

• Protect all heat sources when not in use. 

• Activate heat source only when active tip is in line of sight. 

• De-activate heat sources before tip leaves surgical site. 



 

• Check all electrical equipment before use. 
 

 
 
 
 
 
 
 
 

High Risk Protocol: 
 

• Use appropriate draping techniques to minimize oxygen saturation. 

• Electrical Surgical Unit setting should be minimized. 

• Encourage use of wet sponges. 

• Basin of sterile saline and bulb syringe available for suppression purposes only. 
 

 
 

Anesthesia Care Provider Consideration: 
 

• A syringe full of saline will be available, in reach of the anesthesia care provider, 

for procedure within the oral cavity. 

• Documentation of oxygen concentration/flows. Use of “MAC Circuit” for 

oxygen administration. 
 

 

Response to Fire 
 

• Remove material on fire from patient and extinguish. 

• If extinguishing of floor, ensure staff surgical attire is protected. 

• Treat patient/protect surgical site. 

• May need to stop surgical procedure. 

• May need to remove patient from room/area. 

• May need to shut off low of oxygen and nitrous oxide. 

• May need to disconnect electrical power sources. 

• Many need to activate fire alarm system. 

• Shut off medical gas valve to operating room or zone valve to area. 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 

Summary 
 

As an employee of a health care facility, you must understand how to recognize fire hazards, 

how to prevent fire hazards, and how to respond to fire in the event that it occurs. Fire 

prevention actions, such as proper storage of cleaning 

  materials or chemicals and keeping halls free of blockages, can be taken every day     by all 

employees to prevent fire and/or allow rapid evacuation if a fire occurs. Since a fire or explosion 

can endanger the lives of both patients and employees, one of your most important job 

responsibilities is to maintain actions to prevent fire. 

 

 

 



 

  
 

 

 



 

 

 



 

 

 



 

 

 



 

 

 



 

 

 



 

 

 



 

 

 



 

 

 



 

 

 



 

 

 



 

 

 



 

 

 



 

 

 



 

 

 



 

Excerpt from the Emergency Operations Plan 
Policy # 4.017 effective 2/15/2023 

 
 

Regarding Medical Staff 
 
I. General Provisions 
 
A. This Emergency Operations Plan (EOP) is designed to establish guidance for controlling and 
coordinating the six (6) critical areas of emergency management in order to assess SGMC’s needs 
and prepare personnel to respond to an Incident/Emergency/Disaster. The six (6) critical areas are: 

1. Communication 
2. Resources and assets 
3. Safety and security 
4. Staff responsibilities 
5. Utilities management 
6. Patient clinical and support activities 

 
B. This EOP is coordinated with various county emergency management agencies and ensures that 
Incident Command is integrated into and consistent with each community. 
 
C. This EOP incorporates the Hospital Incident Command System (HICS) and an all hazards response. 
 
D. This EOP shall be in compliance with all state, federal, or other applicable laws and regulations. 
 
II. Covered Locations/ Occupancies Types 
 
A. This EOP covers healthcare occupancies and business occupancies, including: 

1. SGMC Main Campus Building (Healthcare occupancy) 
2. Administrative Services building (Business occupancy) 
3. Outpatient MRI (Business occupancy) 
4. Patient Financial Services (Business occupancy) 
5. SGMC Mobile Healthcare Services (Business occupancy) 
6. Family Practice – Greystone 1 & 2 (Business occupancy) 
7. South Georgia Medical Center Occupational & Industrial Medicine and Health Care South 

(Business occupancy) 
8. Surgery Center - Ambulatory Surgery Center (Ambulatory surgery occupancy) 
9. Wound Healing / Youth Care (Business occupancy) 
10. Professional Building (Business occupancy) 
11. Diabetes Management Center (Business occupancy) 
12. SGMC Outpatient Plaza (Healthcare occupancy) 
13. SGMC Family Medicine Hahira (Business occupancy) 
14. SGMC Family Medicine Lakeland (Business occupancy) 
15. SGMC General Surgery (Business occupancy) 
16. SGMC Valdosta Medical Clinic (Business occupancy) 
17. SGMC Family Medicine, Nashville (Business occupancy) 

 
Excerpt from the Emergency Operations Plan Policy # 4.017 effective 2/15/2023 Page 2-3 
Emergency Operations Plan Policy # 4.017 located on HUB: Policies/Environment of Care, Emergency 
Management, Life Safety/Emergency Operations Plan 

http://intranet.sgmc.org/policies/environment_of_care_emergency_management_life_safety/emergency_operations_plan.aspx


 

 
 
B. Business Occupancies 

1. The normal hours of operation for most business occupancies is Monday through Friday 
from 0800 to 1700. 

2. Not all business occupancies are designated as disaster receiving stations. 
3. Business occupancies have a specific department Incident/ Emergency/Disaster sub-plan. 

Business occupancies are considered during SGMC’s HVA and department specific sub-plans 
are drafted to identify their response to care for patients, staff and visitors in their area in an 
emergency. 

4. Business occupancies participate in one (1) EOP drill per year. 
 
C. Healthcare Occupancies 

1. This EOP is activated at the Surgery Center and the SGMC Outpatient Plaza during exercises or real-
world events when this EOP is activated by SGMC. 

 
2. The SGMC Outpatient Plaza Campus develops separate plans for utilities due to their differing 

provider. For all other EOP areas, the SGMC Outpatient Plaza Campus falls within the scope of 
this EOP and follows the designated codes listed in the plan. 
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XIII. Granting Disaster Volunteer Privileges 
 
A. Volunteer Licensed Independent Practitioners (EM.02.02.13 2015 EP: 1-9) 

1. During disasters, SGMC may grant disaster privileges to volunteer licensed independent 
practitioners. SGMC grants disaster privileges to volunteer licensed independent practitioners 
only when the Emergency Operations Plan has been activated in response to a disaster and 
SGMC is unable to meet immediate patient needs. 

2. The Administrator or his designee, the Chief of Staff or his designee or the Medical Director are 
authorized to grant disaster privileges to volunteer licensed independent practitioners. 

3. SGMC distinguishes volunteer licensed independent practitioners from other practitioners by 
providing volunteers with identification badges that says “volunteer” and are red at the 
bottom of the badge. 

4. The Medical Staff oversees the performance of volunteer licensed independent practitioners. 
a) The Service Chief and Department Chairman or their designee provide supervision for 

practitioners working in their department. 
b) The supervision may be by direct or indirect observation, monitoring and/or medical record 

review to the extent possible during and following the disaster. 
c) Before a volunteer is considered eligible to function as a volunteer licensed independent 

practitioner, SGMC obtains his or her valid government-issued photo identification (for example, 
a driver’s license or passport) and at least one (1) of the following: 

i. Current picture identification card from a health care organization that clearly 
identifies professional designation; 

ii. A current license to practice; 
iii. Primary source verification of licensure; 

iv. Identification indicating that the individual is a member of a Disaster Medical Assistance 

Team (DMAT), the Medical Reserve Corps (MRC), the Emergency System for Advance 

Registration of Volunteer Health Professionals (ESAR-VHP), Georgia's State Emergency 

Registry of Volunteers (SERVGA) or other recognized state or federal response 

organization or group; 

v. Identification indicating that the individual has been granted authority by a government 

entity to provide patient care, treatment, or services in disaster circumstances; or 

vi. Confirmation by a licensed independent practitioner currently privileged by the hospital 

or by a staff member with personal knowledge of the volunteer practitioner’s ability to 

act as a licensed independent practitioner during a disaster. 
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5. SGMC determines within seventy-two (72) hours of the practitioner’s arrival if granted disaster privileges 
should continue. 

a) Primary source verification of licensure occurs as soon as the immediate emergency situation is 
under control or within seventy-two (72) hours from the time the volunteer licensed independent 
practitioner presents him- or herself to SGMC, whichever comes first. 

b) If primary source verification of a volunteer licensed independent practitioner’s licensure cannot 
be completed within seventy-two (72) hours of the practitioner’s arrival due to extraordinary 
circumstances, SGMC will document all of the following: 

i. Reason(s) it could not be performed within 72 hours of the practitioner’s arrival; 
ii. Evidence of the licensed independent practitioner’s demonstrated ability to continue to 

provide adequate care, treatment, and services; and 
iii. Evidence of SGMC’s attempt to perform primary source verification as soon as possible. If, 

due to extraordinary circumstances, primary source verification of licensure of the 
volunteer licensed independent practitioner cannot be completed within seventy-two (72) 
hours of the practitioner’s arrival, it is performed as soon as possible. Primary source 
verification of licensure is not required if the volunteer licensed independent practitioner 
has not provided care, treatment, or services under the disaster privileges. 
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B. Volunteer Licensed, Certified or Registered Practitioners Who are Not Licensed 
 
Independent Practitioners (EM.02.02.15 2015 EP: 1-9) 

1. During Incident/Emergencies/Disasters, SGMC assigns disaster responsibilities to 
volunteer practitioners who are not licensed independent practitioners only when the 
Emergency Operations Plan has been activated in response to a disaster and SGMC is 
unable to meet immediate patient needs. Also see, SGMC policy, Assignment of Disaster 
Responsibilities to Volunteer Practitioners 

2. The Chief or Chief Elect of the Medical Staff or the Chief Medical Officer, the Assistant Administrator 
for Patient Care Services, the Assistant Administrator for Clinical Services, and the Assistant 
Administrator for Ancillary Services or the Administrator on Call are responsible for assigning disaster 
responsibilities and overseeing the professional performance of non-physician volunteer practitioners 
who are assigned disaster responsibilities. SGMC staff should directly observe volunteers’ 
performance. 

3. SGMC distinguishes volunteer practitioners who are not licensed independent practitioners from 
other practitioners by an identification badge along with the word “volunteer”. 

4. Before a volunteer practitioner who is not a licensed independent practitioner is considered eligible to 
function as a practitioner, the hospital obtains his or her valid government-issued photo identification 
(for example, a driver’s license or passport) and one (1) of the following: 

a) A current picture identification card from a health care organization that clearly identifies 
professional designation; 

b) A current license, certification, or registration; 
c) Primary source verification of licensure, certification, or registration (if required by law and 

regulation in order to practice); 
d) Identification indicating that the individual is a member of a Disaster Medical Assistance Team 

(DMAT), the Medical Reserve Corps (MRC), the Emergency System for Advance Registration of 
Volunteer Health Professionals (ESAR-VHP), Georgia's State Emergency Registry of Volunteers 
(SERVGA), or other recognized state or federal response organization or group; 

e)  Identification indicating that the individual has been granted authority by a government 
entity to provide patient care, treatment, or services in disaster circumstances; or 

f) Confirmation by hospital staff with personal knowledge of the volunteer practitioner’s ability 
to act as a qualified practitioner during a disaster. 
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5. Based on its oversight of each volunteer practitioner who is not a 
licensed independent practitioner, SGMC determines within seventy-
two (72) hours after the practitioner’s arrival whether assigned disaster 
responsibilities should continue. Primary source verification occurs as 
soon as the immediate Incident/Emergency/Disaster situation is under 
control or within seventy-two (72) hours from the time the volunteer 
practitioner presents him- or herself to the hospital, whichever comes 
first. If primary source verification cannot be completed within 72 hours 
due to extraordinary circumstances, SGMC will document all of the 
following: 

a. Reason(s) it could not be performed within seventy-two (72) 
hours of the practitioner's arrival; 
b. Evidence of the volunteer practitioner’s demonstrated ability to 
continue to provide adequate care, treatment, or services; and 
c. Evidence of the hospital’s attempt to perform primary source 
verification as soon as possible. 

 
6. If, due to extraordinary circumstances, primary source verification of 
licensure of the volunteer practitioner cannot be completed within seventy-
two (72) hours of the practitioner's arrival, it is performed as soon as 
possible. 
7. Primary source verification of licensure, certification, or registration is not 
required if the volunteer practitioner has not provided care, treatment, or 
services under his 
or her assigned disaster responsibilities. 
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Abuse and Neglect Education  
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LifeLink: Understanding Organ and Tissue Donation 



 

 



 

 



 



 

  

 

 

 

 

 



 

 

 



 

 

 



 

 

 



 

 

 



 

 

 



 

 

 



 

 

 



 

 

 



 

 

 



 

 

 



 

 

 



 

 

 

 



 

EMTALA 
EMTALA: It’s the law for those working on the frontline. 

 
What is EMTALA? 
The Emergency Medical Treatment and Labor Act (EMTALA) is a federal law that requires 

anyone coming to an emergency department to be stabilized and treated, regardless of their 

insurance status or ability to pay. The Act specifically addresses the following: 

• Medical Screening Exam 

• Stabilization Treatment 

• Transfers 
 
Who is protected by EMTALA? 

• Individuals who present to the ED and request care for a medical condition 

• Individuals presenting on hospital property (main campus and hospital-owned and-

operated ambulances) 

• Individuals presenting for medical treatment in the ED who are in non-hospital 

ambulances on hospital property 
 
So what does all of that mean to you? 
Simply put, it means that EMTALA is triggered when any patient presents to the Emergency 

Department or hospital property (including driveways, parking lots, sidewalks within 250 yards 

of the hospital; Labor & Delivery and Youth Care, etc.) requesting an exam or treatment for a 

possible emergency medical condition. At a minimum, they must receive an appropriate medical 

screen by “Qualified Medical Personnel” and, if needed, receive medical stabilization and an 

appropriate transfer if necessary. In other words… 

• If a person presents on hospital property other than the ED (i.e., they come in the wrong 

door) and requests treatment, or if no verbal request is made, a reasonably prudent 

person would conclude they need emergency treatment, care must be provided (go and 

assist the patient to the ED).  For example, if a patient pulls up to outpatient center with 

chest pain, we cannot tell them to drive to the ED entrance. We should put them in a 

wheelchair and escort them to the ED for evaluation and a medical screen. 

Who are Qualified Medical Personnel? 

• EMTALA allows for individual hospitals to identify, in their Board Approved Medical 
Bylaws, “qualified medical personnel” who may perform the medical screening exam. 

• South Georgia Medical Center SPP 2.002 also states that medical screenings may be done 

by: 

o Labor/Delivery: Obstetricians, nurse midwives, and RN’s, in conjunction with an 
Obstetrician or nurse midwife. 

o All other SGMC Dedicated Emergency Departments: Physicians, physician’s assistants, 
nurse practitioners and nurse midwifes. 

 
Caution: Triage & a Medical Screening Exam are not the same thing. 

 
 
 
 
 



 

What is an Emergency Medical Condition? 
A medical condition manifesting itself by acute symptoms severity (including pain, 

psychiatric condition, substance abuse) such that the absence of immediate medical 

attention could reasonably be expected to result in: 

• Serious jeopardy to health of individual or unborn child 

• Serious impairment 

• Serious dysfunction 
 
According to CMS (Center for Medicare Services) Interpretive Guidelines: Some intoxicated 

individuals may meet the definition of “emergency medical condition” because the absence of 

medical treatment may place their health in serious jeopardy or result in serious dysfunction of 

a bodily organ.  Further, it is not unusual for intoxicated individuals to have unrecognized 

trauma. Likewise, an individual expressing suicidal or homicidal thoughts or gestures, if 

determined dangerous to self or others, would be considered an “emergency medical 

condition.” 
 
What is an Acceptable Medical Screening? 
CMS Interpretive Guidelines state: 

• Individuals coming to the ED must be provided a medical screening beyond initial triage. 

• The medical screening must be the same medical screening that the hospital 

would perform on any other individual with those same signs & symptoms, 

regardless of diagnosis, financial status, race, color, national origin, or disability. 

• A “medical screening examination” is the process required to reach, with reasonable 

clinical confidence, the point at which it can be determined whether a medical 

emergency does or does not exist. 

• Depending upon the patient, this process will vary from only a brief H&P to a complex 

process involving ancillary studies and specialty consultations. 

 

EMTALA Stabilization 

To stabilize means: 

• No material deterioration is likely to result from or occur during transfer 

• Delivery of child and placenta 

• Psychiatric patients are protected and prevented from injuring or harming self or others 

• Care provided within the capabilities and capacity of the staff and facilities 

available 
 
Transferring Hospital’s Responsibilities: 
Appropriate Transfer: 

• There has been physician communication, receiving physician has accepted patient 

and receiving facility has agreed to accept. 

• Effected through qualified personnel, transportation and equipment. 

• All available medical records related to emergency medical condition are copied and 

sent with patient. 

• Services performed before transfer are documented. 

• Risks/Benefits of transfer have been explained and patient consented. 

• All transfer paperwork is thoroughly completed and accompanies patient. 



 

• Hospital with specialized capabilities and capacity to treat may not refuse a transfer who 
requires such capabilities. 

 
EMTALA Violations May Result in... 

• Patient harm 

• Medical termination by CMS (Center for Medicare/Medicaid Services) 

• Fines (up to $50,000 per violation) – hospital and physician 

• Civil suits 
o Failure to provide appropriate medical screen 
o Failure to stabilize – emergency medical condition must be resolved 
o Failure of on-call system – failure to timely provide on-call doctor 
o Failure to accept transfer 

 

The Simple Rules 
1. Never turn a patient who is requesting treatment away from the facility once they are on 

hospital property. 

2. Always perform a medical screening if the patient is requesting services. 
3. Log in every individual who “present” and document their complaint and disposition. 

(This includes those who do not complete the registration process (John Doe) and those 

who leave before the MSE is completed.) 

4. Triage patients per protocol. 
5. Provide medical screening exam in non-discriminatory manner by physician or authorized 

provider and document vital signs during stay and at time of discharge and transfers. 

6. Do not delay medical screening to discuss payment. 
7. Document the name of the facility, name of the physician and the hospital representative 

accepting the patient’s written consent or refusal. 
8. Provide medically appropriate transport, personnel, and equipment. 
9. Certify benefits outweigh risks of transfer. 
10. When transferring, provide medical records and complete transfer forms. 
11. Document all pertinent information; Document stability status at discharge (pain 

assessment, vital signs, tubes/drains, IVF, etc.) 

 
Items of Interest 

• New regulations do not pertain to inpatients; however, be cautious about refusing an 

inpatient transfer from another hospital that has recently developed an emergency 

condition that is beyond the resources of the referring hospital. 
 
 

  

 

 

 

 

 

 

 



 

 Practical Case Studies

Case 1 

The on-call cardiologist receives a call from a small rural hospital wanting to transport a 

50 y/o male with chest pain to your facility. The rural hospital has done an EKG and performed blood work. 

Your on-call physician denies the transport suggesting that the patient be admitted to the rural hospital for 

observation. The rural hospital does not have a cardiologist on staff. 
 
 
Is case #1 an EMTALA Violation? 

• YES!! 

• Why? 
o Under EMTALA, if a hospital does not have the staff or the resources to treat and stabilize a 

patient with an emergency medical condition, a tertiary care center (or any hospital) who does 

have the resources, has to accept the patient if requested. 

Case #2 
A local law enforcement agency presents to the ED with a subject whom they have arrested. They request 

a psychiatric evaluation on the subject. The hospital has no psychiatric beds available. The triage nurse 

advises the law officers of this and they voluntarily take the subject to another hospital. 

 
Is case #2 an EMTALA violation? 
YES!! 

• Why? 

• The patient was presented on hospital grounds and a request for services was made. At a minimum, 

the patient should have had a medical screening completed and documented. If the law officers 

voluntarily decide to leave without a medical screening, it should be documented with the appropriate 

details that the officers were encouraged to stay with the patient, that the risks of leaving without a 

medical screen were explained, and that the officers left without the patients being seen. 
 
Use caution when dealing with psych patients. ED physicians and staff should appropriately document any 

symptoms on which the determination that an emergency medical condition exists is based. Items to screen 

for: 
 

• Does the patient have a history of violence to himself or others? 

• Has the patient made a suicide attempt or voiced suicidal ideations? 

• Is the patient a potential danger to others through violent actions or threats? 

• Is substance abuse present that could impair their judgement or are they showing signs of confusion 

for which a reason cannot be determined 

Case #3 
A 23 y/o female presents to the ED requesting a suture removal. The wound appears to be healing 

appropriately and appears to be free from infection. The patient receives a medical 

screen and appears not to be suffering from any emergency medical condition. Due to the high volume of 

patients in the ED, the patient is referred to her primary care physician for suture removal. 
 
Is case #3 an EMTALA Violation? 

• NO! 

• Why? 
o Once the patient received a medical screening from qualified medical personnel and it was found 

that an emergency medical condition did not exist, EMTALA is no longer applicable. The medical 

screening, however be documented. 



 

 
Case #4 
You work with SGMC’s ambulance service and respond to a minor MVA. The patient is from out of town and 

requests to be taken to the closest hospital for evaluation. Your partner examines the patient and tells the 

patient that he doesn’t need to be transported by ambulance. You and your partner return to service. 
 
Is case #4 an EMTALA Violation? 

• YES!! 

• Why? 
o If this patient is later found to have an emergency medical condition, EMTALA has been 

violated. A hospital-based ambulance is an extension of the hospital. In addition, EMTs and 

Paramedics are not recognized in the hospital bylaws as “Qualified Medical Personnel” for 

purposes of the medical screening exam. 

Case #5 

A 21 y/o female is brought by an outside ambulance to the ED. The patient is complaining of intermittent 

back pain. The patient is 38 weeks gestation with her first child. No radio reports have been given and the 

patient arrives unexpectedly. The EMTs say the patient is to be admitted to OB. You direct the ambulance 

crew to another nearby hospital. 

Is case #5 an EMTALA Violation? 

• Yes!! 

• Why? 

o The patient may be in active labor. Without knowing any prior history, there is a 

potential danger of redirecting this patient without performing a medical screen. 

o Rule of thumb for active labor: It is active labor until observation for an acceptance 

period of time can prove otherwise (required to “certify false labor”). 

 

 

 

 

For addition information on EMTALA refer to HPP 105 or if suspected violation contact 

Administration at ext. 4126 or the Risk Management Office at ext. 1191. 

 
 

 

 

 

 

 

 

 

 

 

 

 



 

Section 1557 of the Affordable Care Act 
 

Training Objectives: 
 

During this training, participants will learn how the following will apply to SGMC 

employees: 

• Background on Section 1557 

• Section 1557’s nondiscrimination requirements 
• Federal enforcement of Section 1557 

 
What is Section 1557? 

• The nondiscrimination section of the Affordable Care Act (ACA). 
• Important to achieving the ACA’s goals of expanding access to health care and coverage, 

eliminating barriers, and reducing health disparities. 
• Prohibits discrimination on the basis of race, color, national origin, sex, age, or 

disability in certain health programs and activities. 
• Builds upon longstanding nondiscrimination laws and provides new civil rights 

protections. 
 
Who must comply with Section 1557 regulation? 

• All health programs and activities that receive Federal financial assistance from HHS 
(Health and Human Services). 

• Where an entity is principally engaged in health services or health coverage, ALL of the 
entity’s operations are considered part of the health program or activity, and must be in 
compliance with Section 1557 (e.g., a hospital’s medical departments, as well as its 
cafeteria and gift shop). 

 
Discrimination based on an individual’s race, color or national origin is prohibited 
Under Section 1557, SGMC may not: 

• Segregate, delay or deny services or benefits based on an individual’s race, color or 
national origin.  For example: 
o A covered entity may not assign patients to patient rooms based on race. 
o A covered entity may not require a mother to disclose her citizenship or immigration 

status when she applies for health services for her eligible child. 
• Delay or deny effective language assistance services to individuals with limited English 

proficiency (LEP). 
• The term “national origin” includes, but is not limited to, an individual’s, or his or her 

ancestor’s, place of origin (such as a country), or physical, cultural, or linguistic 
characteristics of a national origin group. 

• Section 1557 protects all individuals in the United States who experience discrimination 
based on any of Section 1557’s prohibited bases. 

Requirements for communication with LEP individuals 
SGMC must take reasonable steps to provide meaningful access to each individual with limited 
English proficiency (LEP). Reasonable steps may include the provision of language assistance 
services, such as oral language assistance or written translations. (See SPP 1.004 (HPP 004) 
Patient Communication Services) 

Discrimination based on an individual’s sex is prohibited.  
SGMC must: Provide equal access to health care, and other health programs without 
discrimination based on sex. 

Discrimination based on an individual’s age is prohibited.  
SGMC may not exclude, deny or limit benefits and services based on an individual’s age. 



 

Discrimination based on an individual’s disability is prohibited. 
An individual may not be excluded or denied benefits or services because of a disability. 
SGMC must provide auxiliary aids and services to individuals with disabilities free of charge and 
in a timely manner when necessary. Auxiliary aids and services include, but are not limited to: 

• Qualified sign language interpreters 
• Captioning 
• Large print materials 
• Screen reader software 
• Text telephones (TTYs) 
• Video remote interpreting services 

Federal Enforcement 

• The U.S. Department of Health and Human Services (HHS), Office for Civil Rights (OCR) 
enforces Section 1557 for programs that receive funding from HHS. 

• When OCR finds violations, a covered entity will be required to take corrective actions. 

• If a covered entity refuses to take corrective actions, OCR may suspend or terminate 
Federal financial assistance from HHS. OCR may also refer the matter to the U.S. 
Department of Justice for possible enforcement proceedings. 

• Section 1557 also provides individuals the right to sue covered entities in court for 
discrimination if the program or activity receives Federal financial assistance from HHS or 
is a State-based Marketplace℠. 

Policies and procedures related to Section 1557 
For additional information on SGMC facility-specific policies related to Section 1557, go to The 
HUB (Hospital Update Board); click on “Policies”; from the “SGMC Policies and Procedures” 
section, click on “Policies and Procedures (SPP formally known as HPP)”, and then locate the 
policies listed below for review: 

• SPP 1.006 (HPP 02) Patient Rights and Responsibilities  

• SPP 1.004 (HPP 004) Patient Communication Services  

• SPP 1.009 (HPP 19) Complaints and Grievances 

 

 

 

 

 

 

 

 

 

 

 



 

 

 



 

 



 

 

 

 



 

 

 

 



 

 

 

 

 



 

 



 

 

 



 

 

 

  



 

 

 

 

 

 



 

 

 



 

 

 



 

 

 



 

 

 



 

 

 



 

 

 



 

 

 

 

 



 

 

 



 

 

 



 

 

 



 

 

 



 

 

 



 

 

 



 

 

 



 

 

 



 

 

 

 

 

 

 



 

 

SGMC Health 
 

 

Acknowledgement of Receipt of Physician Education Self-Study 
 
 
 
By signing below, I signify that I have received the Physician Education Self-Study in its 

entirety and understand that I am responsible for knowing the content of these topics: 
 
 
 

Quick Facts 

Mission, Vision & Values 

Administration Team 

SGMC Main Campus Map 

SGMC Organizational Chart 

SGMC Berrien Organizational Chart 

SGMC Lanier Organizational Chart 

Clinical Key 

Emergency Codes 

Accreditation: Det Norske Veritas (DNV) 

Reporting Patient Safety Concern  

Reporting Incident Reports HIPAA 

National Patient Safety Goals 

Infection Prevention and Control  

Hospital Quality Measures (CMS)  

Stroke Admissions Protocol 

Guidelines for the Early Management of patients 

with Acute Ischemic Stroke; 2019 Update to the 

2018 Guidelines for the Early Management of  

Acute Ischemic Stroke 

Quality Measures Quick Study Pain  

Restraint and Seclusion Policy 

Clinical Alarm Policy 

Antimicrobial Stewardship 

Adverse Drug Reaction Reporting  

Pharmacy Department Orientation 

Medical Records Department Orientation 

Dictation Instructions 

EPIC Provider EHR Training 

EPIC Downtime Procedures Environment of 

Care/Life Safety Emergency Operations Plan 

Excerpt  

Abuse and Neglect Education 

Care of the Dying Patient Policy 

Violence in Workplace 

Safety & Security 

Biohazardous Waste 

Unusual occurrence reporting 

Abuse & Neglect 

Patient rights & responsibilities 

Fire/OR Fire Training 

Cultural Sensitivity & Diversity 

Life Link: Understanding Organ and  

Tissue Donation 

EMTALA 

Nondiscrimination Provision of the 

ACA Section 1557 

Impaired Staff Member

 
I understand that I may direct any questions regarding the content of this self-study to the Office 

of Medical Staff Services. The self-study contents are available at anytime on the SGMC Health 

website under Medical Staff Services. 
 
 
 

Printed Name:   
 

 

Physician Signature:   
 

 

Date: _   


