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Subject:  Federal Tort Claims Act (FTCA) 
 
Department(s) Affected/Distribution:  All Departments 
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Origination Approval: Janet Canavese Date: 6/2013 
 
Approved By Board of Directors: Date(s): 6/2013, 1/2016, 1/2018 
 
 
Revision By:  Date:  
 
Revision By:  Date:  
 
 
POLICY: 

Katy Trail Community Health is deemed as a covered entity under the Federally Supported Health 
Centers Assistance Acts (FSHCAA) of 1992 (Pub. L. 102-501) and 1995 (Pub. L. 104-73). 

APPROVAL(S): 

 
 Chief Executive Officer 
 
PROCEDURE(S): 
 
A. FSHCAA provides that certain persons, referred to here as covered individuals (i.e., governing board 
members, officers, employees, and certain individual contractors) of FTCA covered entities (e.g., health 
centers that receive section 330 funds and have been approved for coverage or “deemed” as employees of 
the Public Health Service by the Secretary) be treated as PHS employees for purposes of medical 
malpractice liability coverage. Covered activities are acts or omissions in the performance of medical, 
surgical, dental, or related functions resulting in personal injury, including death, and occurring within the 
scope of employment. Further discussion of “scope of employment” is set forth below. Under FSHCAA, 
these covered individuals have medical malpractice protection for covered activities. Covered activities 
include those activities that:  

• Are approved within each individual’s scope deemed of employment (this term includes activities 
within an applicable individual contract for services with the health center);  

• Are within the scope of the approved Federal section 330 grant project of the deemed health center; 
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and  

• Take place during the provision of services to health center patients and, in certain circumstances, 
to non-health center patients.  

Under FTCA, parties claiming to be injured by medical malpractice must file administrative claims with 
the appropriate agency of the Federal government before filing suit. FTCA litigation must be filed in 
Federal district court. 
 
 
B. Covered Individuals  
 
FSHCAA extends FTCA liability protection for medical malpractice to any eligible officer, governing 
board member, employee, or qualified contractor of a covered entity, subject to the requirements of the 
PHS Act (including subsection 224(i)).[8] For the purposes of the FTCA Policy Manual, the term covered 
individuals applies to all such individuals. FTCA coverage is afforded to covered individuals by virtue of 
their working relationship with the covered entity. Covered individuals are ordinarily deemed to be Public 
Health Service (PHS) employees by operation of a deeming determination regarding the covered entity, 
combined with proof of satisfaction of the permissible relationship under FSHCAA, such as officer, 
governing board member, health center employee, or qualified contractor.  
 
B.1 Governing Board Members and Officers  
As is the case for all covered individuals, the covered entity’s governing board members and officers are 
covered under the FTCA only for medical malpractice, as described in this Manual. FTCA should not be 
considered by health centers as a substitute or replacement for directors’ and officers’ insurance.  
 
B.2 Employees  
Employees are covered for medical malpractice under FSHCA.A and the FTCA whether they work full-
time or part-time for the covered entity. HRSA/BPHC utilizes the Internal Revenue Service (IRS) 
definition to establish who is an employee. To be considered as an employee by the IRS, the individual 
must receive a salary from the covered entity on a regular basis with applicable taxes and benefits 
deducted along with coverage for unemployment compensation in most cases. The covered entity should 
issue a W-2 form for an employee to be a covered individual.  
 
B.3 Contractors  
Licensed or certified individual health care provider contractors working full-time (on average at least 
32.5 hours per week for the health center for the period of the contract) are covered under FSHCAA and 
the FTCA. These time requirements do not apply to individual contractor providers in the fields of family 
practice, general internal medicine, general pediatrics, obstetrics and gynecology, who therefore are 
covered under FSHCAA and the FTCA even if they provide services to the covered entity on a part-time 
basis. HRSA/BPHC utilizes IRS definitions to differentiate contractors and employees. Typically, a 
covered entity will issue a Form 1099 to an individual who is a contractor. To ensure FTCA coverage for 
contract providers, there should be a documented contractual relationship (i.e., a written contract for the 
provision of health services) between the covered entity and the individual provider. In addition, 
compensation that arises from this contract, such as contracted wages, should be paid by the covered 
entity directly to the individual contract provider. A contract between a covered entity and a provider's 
corporation does not confer FTCA coverage on the provider. Services provided strictly pursuant to a 
contract between a covered entity and any corporation, including eponymous professional corporations 
(defined as a professional corporation to which one has given one’s name, e.g., John Doe, LLC, and 
consisting of only one health care provider), are not covered under FSHCAA and the FTCA. 
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C. Covered Activities  

FTCA coverage is restricted to acts or omissions of a covered entity that are within the scope of 
employment of a covered individual. For otherwise qualified individual contractors, the term “scope of 
employment” includes performance under an applicable individual contract. For actions to be within the 
scope of employment, and therefore to be covered activities, they must:  
• Be within the approved scope of the project, including sites, services, and other activities and locations 
as defined in PIN 2008-01: Defining Scope of Project and Policy for Requesting Changes (relevant forms 
are 5-A, 5-B, and 5-C);  

 
• Be within the requirements of the job description, contract for services, and/or duties required by the 

covered entity; and  
• Occur during the provision of services to the covered entity’s patients and, in certain circumstances, 

to non-health center patients.  
 
It is the full responsibility of the covered entity to maintain current records for all covered individuals and 
any sites and schedules that may be relevant to their FTCA coverage.  In the case of a claim, a coverage 
determination depends upon verification that the individual was employed by or contracted with the 
covered entity at the time of the incident. It also depends upon verification that all statutory requirements 
of FSHCAA and the FTCA have been met and that the covered individuals and covered entity have 
complied with all FTCA requirements such as providing health care services within the approved scope of 
project and within the scope of deemed employment. It is important to note that FTCA may still cover the 
entity for claims arising from covered activities if the activity was carried out by a non-covered 
individual. Lack of individual coverage, by itself, will not necessarily negate the health center’s coverage 
as the covered entity.  
 
C.1 Scope of Project  
As noted above, FTCA coverage is limited to the performance of medical, surgical, dental, or related 
functions within the scope of the approved Federal section 330 grant project, which includes sites, 
services, and other activities or locations, as defined in the covered entity’s grant application and any 
subsequently approved change in scope requests. FTCA coverage for new services and sites is dependent 
on HRSA/BPHC approval of a change in the scope of the project.  

An accurate and detailed account of the scope should be clearly documented in the event of a claim to 
verify that the activity in question is within the scope of project and, therefore, where medical, surgical, 
dental, or related functions, is covered under FSHCAA and the FTCA.  

C.2 Scope of Employment  
For otherwise qualified individual contractors, the statutory phrase, “scope of employment,” as used 
throughout this document, includes performance under an applicable individual contract. All covered 
individuals, including employees, contractors, officers, and directors, should have current, written 
job/position descriptions that delineate the duties that each individual currently performs on behalf of the 
covered entity. Similarly, the content of the job/position description should comply with scope of 
employment, licensure, and certification requirements. Since FTCA matters may become the subject of 
litigation, these job descriptions may play a key role in demonstrating scope of employment and resultant 
FTCA coverage, as determined by the Department of Justice and the federal courts. For a covered 
individual, the job/position description should specify the type of services to be provided and the location 
where these services will be provided. Documentation of services and sites/locations in the job 
description, including cross-coverage agreements, should be of sufficient detail to provide clarity in 
determining if the individual in question was acting within the scope of his employment with the covered 
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entity. Duties as outlined in a job/position description should align with the type of services an individual 
provides and where he/she provides them, as reflected in employment agreements, contracts for services, 
and approved services and service sites. Consistency in these areas will assist in determining that 
activities are within the scope of employment and therefore covered under FSHCAA and the FTCA. 
Please note, moonlighting is defined as engaging in professional activities outside of covered entity 
employment responsibilities and is not within the covered entity’s approved scope of project. Therefore, 
neither the covered entity nor the moonlighting provider receives FTCA coverage for moonlighting 
activities.  
 
C.3 Provision of Services to Health Center Patients  
To meet the FTCA requirement of providing services to health center patients, a patient-provider 
relationship must be established. For the purposes of FSHCAA/FTCA coverage, the patient-provider 
relationship is established when:  
• Individuals access care for initial or follow-up visits at approved sites that are owned or operated by the 
covered entity;  
• Individuals access care at approved sites even if they are not permanent residents of the service area or 
may only be receiving care temporarily; or  

• Health center triage services are provided by telephone or in person, even when the patient is not yet 
registered with the covered entity but is intended to be registered.  

 
D. Overview of Claim Filings  
 
The requirements for filing of an FTCA claim are found in federal law, federal implementing regulations, 
and federal case law. The FTCA is found at 28 U.S.C. § 1346(b), 2401(b), 2671-80. To begin the process 
of filing an FTCA claim, a claimant must pursue the following:  
 
• Administrative Remedy: A claimant must first seek an administrative remedy by presenting his or her 
claim to the HHS Office of the General Counsel (OGC), General Law Division (GLD), Claims and 
Employment Law Branch (CELB). Under the FTCA, if the claim is denied or a settlement is not reached 
within six months of such presentment, the claimant can sue the United States in the appropriate Federal 
district court. Alternatively, a claimant may request reconsideration of the denial of an administrative tort 
claim within six months after issuance of the denial.  
• Litigation: Once an administrative claim has been denied by HHS, the claimant must file suit within six 
months in the appropriate Federal district court (or seek reconsideration by HHS/OGC) or the action will 
be time-barred. Cases are heard in Federal district court without a jury, and are defended by the 
Department of Justice (DOJ) with the assistance of HHS OGC.  
 
Occasionally, a claimant erroneously files a lawsuit in State court in lieu of filing an administrative claim 
with HHS or less than six months after filing an administrative claim with HHS. These lawsuits are 
termed premature lawsuits. In the event that a claimant erroneously files a claim or serves premature 
lawsuit documentation directly with the health center, a covered entity should fax or e-mail a copy of the 
documentation to OGC/GLD/CELB at the address below: U.S. Department of Health and Human 
Services Office of the General Counsel General Law Division 330 Independence Avenue, S.W. Mail Stop 
Capitol Place Washington, DC 20201  
gcgl@hhs.gov 202-233-0233 (phone)  202-233-0227 (fax) With regard to premature lawsuits in which a 
claimant files a lawsuit against a covered entity in State court, the health center or its private counsel are 
strongly encouraged to make arrangements to obtain at least a 60-day extension from the state court to 
answer the complaint.  
A covered entity representative should also immediately call or email OGC/GLD/CELB and ask to speak 
to any of the CELB FTCA attorneys for advice on how to proceed. 20  
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D.1 Federal Tort Claims Process for Deemed HRSA-Funded Health Center  
Flow Chart 21 K. Required Documentation for Claims Processing and Certification of Scope of 
Employment  
 
The applicability of FTCA to a particular claim or case will depend upon verification by HHS OGC 
and/or certification by the United States Attorney, as appropriate, that:  
1. The entity and individual are covered by the Act (see Section I: A. Covered Entities and B. Covered 
Individuals);  
2. The covered individual was acting within the scope of employment;  
3. The act or omission giving rise to the claim was within the approved scope of project of the covered 
entity; and  
4. The act or omission giving rise to the claim occurred during the provision of services to covered entity 
patients and certain, limited non-health center patients (see Section I: C. Covered Activities).  
 
Such certification or failure to certify is subject to judicial review. The documents identified below are 
used by OGC/GLD/CELB to verify a covered entity’s FTCA claim eligibility. The verification process 
confirms that the covered entity and the covered individuals were performing within the approved scope 
of project and scope of employment, contract for services, or duties as an officer or director of the 
covered entity pursuant to FTCA at the time of the incident in question. Upon HHS OGC request, the 
covered entity must provide to HHS OGC, as applicable, required documentation, with tabs matching 
each of the individual items below and retain copies for filing. A covered entity should ensure that the 
dates of the documents correspond to the dates of the incident.  
 
E. Required Documents for Premature Lawsuits and Claims Disposition  
 
1. Three copies of the summons and complaint.  

2. Three copies of the covered entity’s initial deeming letter and all subsequent redeeming documentation 
including Notices of Grant Award (NGAs) containing re-deeming language or re-deeming letters, as 
appropriate.  

3. Three copies of the covered entity’s Federal section 330 grant application and Forms 5-A, 5-B and 5-C 
setting forth the approved scope of project including delivery sites and services, for the period of time 
covered by the claim.  

4. Three copies of a statement, on covered entity letterhead, identifying which providers are involved or 
named in the claim and their dates of employment at the covered entity (if not already provided for a 
premature lawsuit relating to the same incident).  

5. Evidence that the named providers were licensed physicians or licensed or certified health care 
providers at the time of the incident, including documentation of the specialty of all named providers.  

6. In the event this alleged incident arises from acts or omissions that occurred outside of the covered 
entity’s approved service sites, the name and address of the outside facility and information as to the 
nature of the affiliation between the outside facility, health center and its personnel.  

7. Three copies of the Wage and Tax statements (W-2) for each individual involved in the alleged 
incident for the period of time covered by the claim.  

8. If the provider whose care is at issue was a licensed or certified health care provider contractor at the 
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time of the alleged incident, three copies of the 1099 form; an employment contract covering the period 
of the alleged incident; and evidence that the health care provider contractor was working full time, an 
average of 32.5 hours per week, or if employed part time, that the health care provider contractor was 
providing services only in the fields of family practice, obstetrics and gynecology, general internal 
medicine or general pediatrics.  

9. Three copies of a declaration verifying the employment of each individual involved in the alleged 
incident on the health center’s letterhead, signed by each provider whose care is at issue. The declaration 
should state that to the best of his/her knowledge, the named provider was not billing privately, or, if the 
named provider was billing privately, he/she complied with the alternate billing arrangement 
requirements (see Section I: E. Coverage under Alternate Billing Arrangements). (Note: The health 
center should attempt to obtain a declaration from each named provider involved in the alleged incident; 
if the named provider is not available, the health center should document attempts to obtain the 
statement. The Chief Executive Officer (CEO) may sign the declaration only if all reasonable attempts 
have been made to obtain the statement from the named provider and documentation of these attempts is 
included with the CEO’s declaration. The CEO’s declaration should state that to the best of her 
knowledge, the named provider was not billing privately, or, if the named provider was billing privately, 
she complied with the alternate billing arrangement requirements.)  
 

10. Three copies of any professional liability or gap insurance policy (see Section I: H. Insurance 
Considerations) that provides coverage to the health center and the named provider. The policies must 
cover the dates of the alleged incident. If neither the covered entity nor the named provider involved in 
the alleged incident has medical malpractice coverage other than that provided under FTCA, the covered 
entity should submit a statement on health center letterhead addressing that fact. However, if the named 
provider has purchased his/her own individual professional liability medical malpractice insurance 
coverage, which was in effect during the allegation time period, the covered entity must provide evidence 
of this coverage.  
 
11. All correspondence received from the claimant pertaining to the claim.  
 
12. The name and telephone number of a contact at the health center familiar with the certification 
information requested above.  
 
13. Three copies of all of the plaintiff’s medical records including x-rays, laboratory reports, and other 
results and treatments from the covered entity and any private facility that might be involved. (Note: The 
original medical records should be sequestered by the health center and retained until the conclusion of 
the case.)  
 
Note: If a claim or lawsuit involving covered activities is presented or filed, it is essential that the covered 
entity preserve all potentially relevant documents. Once a covered entity or covered individual reasonably 
anticipates litigation—and it is reasonable to anticipate litigation once a claim or lawsuit is filed, whether 
administratively or in state or federal district court—the entity or individual must suspend any routine 
destruction and hold any documents relating to the claimant or plaintiff so as to ensure their preservation.  
Additional and more detailed information regarding document retention will be provided after a claim or 
lawsuit is filed. However, covered entities should be aware of this requirement, act accordingly whenever 
a claim or lawsuit is filed, and seek further guidance from HHS OGC before destroying any potentially 
relevant documents.  
 
F. Statute of Limitations  
 
Under title 28, section 2401(b) of the FTCA, a claim must be presented within two years after the claim 
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accrues. Generally, accrual occurs on the date of the injury. However, Federal case law also incorporates 
a discovery rule for determining claim accrual or starting date for the statute of limitations. Under the 
discovery rule, the statute of limitations commences when a person discovers, or in the exercise of 
reasonable care should discover, injury due to another’s negligence. State statute of limitations periods do 
not apply to claims filed under the FTCA. 23  
 
 
G. Medical Claims Review Panel (MCRP)  
 
If a payment is made on an FTCA claim, the claim is then reviewed by the MCRP to identify the 
providers and to determine whether the standard of care was met for purposes of reporting to the National 
Practitioner Data Bank (NPDB). It should be noted that MCRP is administered by the Office of the 
Secretary.  
 
H. Other Considerations within the Litigation Process  
 

H.1 Litigation of FTCA Cases  
Malpractice claims filed against the Public Health Service under the FTCA are handled by HHS OGC 

and DOJ. The delegated authority for the HHS lies with the General Law Division’s CELB, 
whose FTCA attorneys are experienced in medical malpractice tort law. DOJ is responsible for 
the defense of all litigation arising from acts or omissions covered under the FTCA. Within DOJ, 
a case ordinarily is assigned to a U.S. Attorney’s Office where it is handled by an Assistant U.S. 
Attorney, with litigation support from HHS. In addition, DOJ Torts Branch attorneys may provide 
guidance to U.S. Attorney’s Offices in consultation with attorneys from HHS OGC.  

 
H.2 Health Centers Dissatisfied with their Representation  

Cases filed under the FTCA are brought against the United States, not the covered entity. The defense of 
these cases is handled by the Assistant U.S. Attorney for the particular district. If there are perceived 
problems with representation, the covered entity should contact HHS OGC.  
 

I. Subpoenas and Other Requests for Testimony  
 

This section provides information concerning the handling of subpoenas and other requests directed to 
covered entities and individuals to provide testimony in medical malpractice litigation in which neither 
the employee, the health center, nor the United States is a party.  
 
I.1 Background  
Physicians and other employees of covered entities may be requested to provide testimony in litigation in 
which neither they nor the U.S. is a party. This happens primarily in the following two situations:  
• The health center and/or the physician being subpoenaed was named as a defendant in a medical 
malpractice lawsuit. After the HHS OGC determined that FTCA applied and the suit was removed by the 
U.S. Attorney’s Office to Federal court, the health center or physician was dismissed from that suit 
because the plaintiff failed to exhaust the required administrative remedies under FTCA.  
• While the FTCA administrative claim is pending, the State lawsuit continues against other defendants, 
such as a local hospital and non-health center physicians. Neither the health center nor the physician 
being subpoenaed has been made a defendant in a medical malpractice suit to date. However, the 
physician likely will be asked to testify about health care that he/she provided to the injured plaintiff, who 
may then decide to include the physician and health center as new defendants.  
 
In either situation, the health center and subpoenaed employee should have legal representation, and the 
Federal Government may have a strong interest in participating in that representation.  
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I.2 Procedure  
The HHS Touhy regulation (45 CFR Part 2)(2008) prohibits Federal employees from giving testimony 
without prior approval by the appropriate Agency head, in this case the HRSA Administrator. The 
regulation applies to current and former employees and qualified contractors of covered entities with 
respect to testimony for medical malpractice tort litigation that relates to the performance of medical, 
surgical, dental, or related functions performed while the entity and its covered individuals were covered 
by FSHCAA. The Touhy regulations do not apply, in pertinent part, in the following situations: 24  
• Any civil or criminal proceedings where the United States, the Department of Health and Human 
Services, and any agency thereof, or any other Federal agency is a party.  
• Employees making appearances in their private capacity in legal or administrative proceedings that do 
not relate to the Department of Health and Human Services (such as cases arising out of traffic accidents, 
crimes, domestic relations, etc.) and not involving professional and consultative services.  
• Any civil or criminal proceedings in State court brought on behalf of the Department of Health and 
Human Services.  
 
In order to determine if the Touhy regulation applies to a specific health center provider and to facilitate 
representation by DOJ in appropriate medical malpractice cases, health centers should immediately fax 
subpoenas and any other requests for testimony of covered entities or individuals, including contractors 
who may qualify for FTCA coverage, to HHS OGC CELB. HHS OGC conducts an inquiry into the 
matter to determine whether the subpoenaed individual was a covered individual acting within the scope 
of employment and within the covered entity’s scope of project during the applicable time period. The 
OGC also determines if the act or omission giving rise to the claim occurred during the provision of 
services to the covered entity’s patients or, in certain, limited situations, non-health center patients. 
Accordingly, HHS OGC responds to the inquiry by asking the health center to provide supporting 
documentation for the determination, if not already done in the case. If HHS OGC determines that the 
subpoenaed individual has been acting in his/her capacity as a deemed federal employee, that individual is 
also covered by the Touhy regulation. HHS OGC will notify the health center or provider of its 
determination and will make a recommendation to the HRSA Administrator. If the Administrator 
determines that the request for testimony is proper and the testimony is authorized, HHS OGC contacts 
the appropriate U.S. Attorney to determine if representation by DOJ is necessary. If the HRSA 
Administrator denies approval for the health center provider to comply with a subpoena for testimony, or 
if the HRSA Administrator does not act by the deadline, the health center provider must:  
 

1. Appear at the stated time and place unless advised by OGC that responding to the subpoena 
would be inappropriate;  

 
2. Produce a copy of the Touhy regulations; and  

 
3.  Respectfully decline to testify or produce any documents on the basis of the regulations.  
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POLICY: 
 
Katy Trail Community Health (KTCH) is the primary healthcare home for people in our service area. 
KTCH provides either directly or through formal and informal agreements the following services: 
General Primary Care, diagnostic lab, diagnostic imaging, screenings that include, but are not limited to, 
cancer, communicable disease, cholesterol, elevated blood level, pediatric, vision, hearing and dental; 
emergency medical services, voluntary family planning, adult and pediatric immunizations, well child 
services, OB/GYN care, prenatal and perinatal services, dental services and referral to mental health and 
substance abuse providers, and referral to specialty care. KTCH also provides either directly or by referral 
non clinical services including case management, counseling/assessment, referral, discharge planning, 
eligibility assistance, health education, outreach, transportation, and translation services.  
 
 
Katy Trail Community Health will deliver oral health services so as to prevent and decrease the presence 
of  oral disease in our service area.  Services provided at Katy Trail Community Health Dental will be 
provided according to the observed needs of the community and in accordance with established federal 
program guidelines. It is the policy of the Katy Trail Community Health to provide as comprehensive a 
scope of services as possible to the populations we serve and to deliver those services in accordance with 
KTCH policy and procedures as well as its values and mission statement. 
 
 
APPROVAL(S): 
 
 Chief Medical/Dental Officers 
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PROCEDURE(S): 
 

A. Clinical Services- 
 

1) General Primary Medical Care is provided directly by KTCH providers.  

2) Diagnostic lab services are provided through a formal written agreement with LabCorp. 
KTCH also maintains an in-house laboratory that is CLIA waived at all clinical sites. 

3)       Diagnostic X-Ray services are provided through a formal written agreement with Lake 
Regional Health Systems and Bothwell Regional Health Care.  

4)    Screenings- 

a. Cancer screenings for cervical, breast, prostate, colon/rectal, skin, and oral cancer shall 
occur as appropriate as part of ongoing comprehensive primary care. Oral screenings are 
provided by the KTCH medical/dental providers. Other screenings are ordered by the 
KTCH providers and are offered through a formal written agreement with LabCorp, 
Bothwell Regional Health Center and Sedalia Surgical Services. KTCH also participates 
in a statewide initiative, “Show Me Healthy Women”. This program is provided through 
formal written agreement.  

b. Communicable disease screenings are provided through formal written agreements with 
LabCorp. 

c. Cholesterol screenings may be done in-house or provided through a formal written 
agreement with LabCorp. KTCH also participates in a statewide initiative, “Wise 
Women”. This program is provided through a formal written agreement.  

d. Lead screenings shall be performed as recommended by the Center for Disease Control 
(CDC) and required by Medicaid or other funding sources. Lead screenings are 
performed in-house and can be sent to LabCorp for confirmatory testing. 

e. Pediatric vision, hearing and dental screenings are performed in-house.  

5)  KTCH maintains same day appointments for all medical providers so that it can 
accommodate routine and urgent needs of its established patients. Should the urgent needs of 
the patient exceed the scope of practice of the KTCH providers, patients are referred to the 
closest emergency room through formal written agreement.  

6) Voluntary family planning is provided in-house by the KTCH providers. KTCH participates 
in the Title X program.  

7) Childhood immunizations are provided in-house through the Vaccines For Children (VFC) 
program or through the KTCH private inventory. Adult immunizations are provided through 
KTCH private inventory. 

8) Well child services may be provided by any or all of the KTCH medical providers including a 
board certified pediatrician and family practice providers. KTCH follows the requirements as 
set forth in the Healthy Children and Youth (HCY) program.  

9) Gynecology care is provided in-house and through formal written agreement with 
Bothwell OB/GYN and Community Health Center of Central Missouri.  

10) Obstetrical care is provided through formal written agreement with Bothwell OB/GYN 
and Community Health Center of Central Missouri.   
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11) Prenatal and Perinatal services are provided through formal written agreement with 
Bothwell OB/GYN and Community Health Center of Central Missouri. 

12) Dental screenings and treatment will be conducted in-house as recommended by the 
American Dental Association.  

13) KTCH provides psychiatry services by formal written agreement with Compass Health. 
KTCH also maintains in-house behavioral health consultants to serve the needs of its 
patients. KTCH provides referral to substance abuse services by formal written 
agreement with Pathways Community Behavioral Health.  

14) KTCH provides pharmacy services to its patients through a formal written agreement 
with Capture RX, who is the administrator for the 340B Program. KTCH also provides a 
PAPRx program to assist patients who do not have financial resources to purchase 
medications. KTCH also maintains samples in-house to offer patients initial dosages of 
their medications as prescribed by the provider.  

 

B. Non-Clinical Services 

1. KTCH employees full-time care coordinators/ case managers. 

a. KTCH contracts for behavioral health consultants to provide mental health and 
chronic disease counseling/assessments.  

b. KTCH employees a full time referral specialist who tracks all referrals through the 
EHR.  

c. KTCH works with area hospitals to obtain medical records regarding patients who 
were seen in the ED and/or hospitalized. Follow-up/discharge planning is completed 
within 72 hours of obtaining the discharge report by the KTCH care team members.  

d. KTCH employees full time care coordinators/ case managers to provide eligibility 
assistance for its patients.  

2. KTCH has developed health education materials for distribution to its patients.   

3. KTCH provides outreach services that include school physicals, health fairs, child dental 
screenings, WIC dental screenings for pregnant mothers, and homeless community projects.  

4. KTCH has a formal written agreement to provide transportation services to its patients.  

5. Interpretation-KTCH assesses the cultural and linguistic needs of its population in order to 
address those needs adequately. Language services are provided by multilingual staff, care 
coordinators, and through a formal agreement with Cyracom, a third party interpretation 
service. Materials such as registration forms, sliding fee scale, and other education documents 
are available in both English and Spanish in order to meet the needs of the KTCH patients.  
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Katy Trail Community Health 
Clinical Management Policy 

 
Policy/Procedure #:    2.8 
 
Subject:  Access and Communication 
 
Department(s) Affected/Distribution:  All Departments 
 
Effective Date:   6/2006 
 
Origination Approval: Linda Messenger Date: 6/2006 
 
Approved By Board of Directors: Date(s): 6/2006, 7/2011, 6/2013, 3/2014, 1/2016, 1/2018 
 

 
Revision By: Pam Hirshberg, COO Date: 6/2011 
 
Revision By: Pam Hirshberg, COO Date: 4/2013 
Revision By: Pam Hirshberg, COO Date: 3/2014 
Revision By: Pam Hirshberg, COO Date: 1/2016 
Revision By:  Date:  
 
 
POLICY: 
 
All Katy Trail Community Health (KTCH) patients will have the right to select a Primary Care Provider 
(PCP) in order to assure that the patient will receive continuity of care. Patient visits with multiple 
providers and/or diagnostic tests will be coordinated during one visit as appropriate. Twenty-five percent 
(25%) of all medical provider schedules will be reserved for same day patient visits for established 
patients only. If all same day slots are filled, the patient will be referred to their care team who will follow 
the triage protocol. If all dental same day slots are filled, patients will be triaged by the dental team in 
accordance to triage protocol. 
 
 APPROVAL(S): 
 
 Chief Medical/Dental Officers 
 Chief Operations Officer 
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PROCEDURE(S):         
                              
 Continuity of Care: 

1. All patients will be assigned to a primary care provider. Patients will be scheduled with 
their primary care provider whenever possible. Exceptions to this goal will include: 

a. Patient needs same day appointment and provider is not scheduled to be in the 
office on that day 

b. Patient needs same day appointment and provider has a full schedule 

c. Patient needs an appointment within a certain time frame and provider is on 
personal/medical leave during that time frame 

d. Patient requests an appointment with a different provider.  The scheduler 
completes the provider change request form and gives to the CMO or CDO for 
approval.  The patient should be instructed to call back 

e. Patient may be scheduled with a new provider if their primary care provider is no 
longer employed at Katy Trail Community Health 

 

2. If an established patient chooses to transfer their primary care outside of KTCH, this 
transfer should occur as soon as possible.  KTCH, upon receipt of a signed request for 
medical/dental records, will provide those medical records according to the process 
outlined in the Privacy Policies.  

3. The primary care provider (PCP) will be identified in the patient master in the 
EMR/patient information page and in the electronic dental record (EDR).  

4. To measure continuity of medical care, KTCH will run a monthly Performing Provider 
Report and provide this information to all care teams via the provider dashboard. The 
information on the dashboard is subsequently reviewed at all monthly care team meetings 
where action plans are developed as needed.  

 Coordinating Visits:  

1. Should a patient need to be seen by Medical, Dental, Behavioral Health, Case 
Management, all appointments will be scheduled on same day if appropriate.  

2. Should a patient need a lab visit, it will be scheduled the same day as a provider visit 
unless otherwise directed by the PCP or requested by the patient.  

3. Diagnostic testing should be coordinated with KTCH visits as appropriate.  

4. Specialty referral appointments should be coordinated with KTCH visits or other 
specialty referral visits as appropriate. 

5. To measure coordination of visits, Medical Chart Audit will include coordination of visits 
as review criteria.  

 Triage: 

1. Triage Guidelines have been established by the Chief Medical/Dental Officers. Should a 
patient call or present with a medical or dental need, the scheduler and/or PSR will refer 
to either the care team nurse or the Dental Triage Line. Refer to the Telephone Triage 
Policy for specific guidelines.  
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2. To measure whether patients are being scheduled per the scheduling guidelines, the 
patient satisfaction survey includes a list of questions under the heading, “Ease of Getting 
Care”. This survey is done every six months, and tabulated by an outside vendor. The 
results of the patient satisfaction survey are reviewed and acted upon by the Staff and 
Board Quality Improvement Committees. 

 

Same Day Scheduling: 

1. Twenty-five percent (25%) or 1/4 of all medical provider schedules will be reserved for 
same day routine and urgent care patient visits for established patients only. If all same 
day slots are filled, the patient will be referred to the care team nurse or triage nurse, who 
will follow the triage protocol. If all dental slots are filled, children or established adult 
patients will be referred to the dental triage line and the dental provider will make the 
determination if the patient will be seen that day. 

2. New patient/family requests for same day scheduling will be honored by KTCH as 
availability of appointments allow.  

3. To measure compliance with patient scheduling needs, the patient satisfaction survey 
includes a list of questions under the heading; “Ease of Getting Care”. This survey is 
done every six months, and tabulated by an outside vendor. The results of the patient 
satisfaction survey are reviewed and acted upon by the Staff and Board Quality 
Improvement Committees. 

 

Insurance resources for patients/families without insurance: 

1. No one shall be refused service because of their inability to pay.  A nominal fee as 
established by KTCH will be assessed for the office visit and collected at each visit for 
those who qualify for the Sliding Fee program. See Finance Scheduling Registration 
Policy. 
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KATY TRAIL COMMUNITY HEALTH 

Clinical Management Policy 
 

Policy/Procedure #:    2.10 
 
Subject:  After Hours Care Policy 
 
Department(s) Affected/Distribution:  All Departments 
 
Effective Date:   6/2006 
 
Origination Approval: Linda Messenger Date: 6/2006 
 
Approved By Board of Directors: Date(s): 6/2006, 7/2011, 6/2013, 1/2016, 1/2018 
 
 
Revision By: Pam Hirshberg, COO Date: 6/2011 
Revision By: Pam Hirshberg, COO Date: 4/2013 
 
Revision By: Pam Hirshberg, COO Date: 3/2014 
Revision By: Teresa Gatton, CMO Date:  1/2015 
Revision By:  Pam Hirshberg, COO Date:  1/2016 
Revision By: Teresa Gatton, CMO Date: 6/2017 
Revision By: Marjorie Hardey, LPN/QI Coordinator Date: 12/2017 
 
 
POLICY:   
 
Katy Trail Community Health will provide after-hours clinical advice when the office is not open per 
Federal Qualified Health Center (FQHC) & Patient Centered Health Home guidelines. 
 
APPROVAL(S):  

 
Chief Medical/Dental Officers 
 

PROCEDURE(S):  
 
 

1. The practice has regular extended hours at all four medical clinical locations.  
 
 

a. Versailles location:  
Monday- 8a.m.- 7p.m. 
Tuesday- 8a.m.- 7p.m. 
Wednesday- 8a.m.- 7p.m. 
Thursday- 8a.m.- 5p.m. 
Friday- 8a.m.- 5 p.m. 
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b. Warsaw location:  
Monday- 8a.m.- 5p.m. 
Tuesday- 8a.m.- 6p.m. 
Wednesday- 8a.m.- 5pm 
Thursday- 8a.m.- 5p.m. 
Friday- 8a.m.- 5p.m. 
 

c. Sedalia location:  
Monday- 8a.m.- 7p.m. 
Tuesday- 8a.m.- 7p.m. 
Wednesday- 8a.m.- 7p.m. 
Thursday- 8a.m.- 7p.m. 
Friday- 8a.m.- 5p.m. 
Saturday- 9 a.m.– 1 p.m. 
 

d. Marshall location  
Monday- 8a.m-7p.m. 
Tuesday- 8a.m.- 5p.m. 
Wednesday- 8a.m.- 5p.m. 
Thursday- 8a.m. -7p.m. 
Friday- 8a.m. -5p.m 
 

2. The practice has regular extended hours at both dental locations.  
 

a. Warsaw location:  
Monday- 8a.m.- 5p.m. 
Tuesday- 8a.m.- 6p.m. 
Wednesday- 8a.m.- 5pm 
Thursday- 8a.m.- 4p.m. 
Friday- 8a.m.- 5p.m. (Hygienist Only) 
 

b. Sedalia location:  
Monday- 8a.m.- 6p.m. 
Tuesday- 8a.m.- 6p.m. 
Wednesday- 8a.m.- 6p.m. 
Thursday- 8a.m.- 6p.m. 

                         Friday- 8a.m.- 5pm. 
 

3.  After hour calls, for medical and dental patients, will be assigned on a rotating basis, and 
will be considered as a contractual responsibility assignment. Schedule will be provided 
by the CMO/CDO at the beginning of each calendar year. “On Call” personnel will be 
responsible for any alternative arrangement due to personal reasons and will be 
responsible to let the on-call service know of the changes.  
 

4. After hour adult calls will be given to the pediatric providers on call.  They will have a book, 
Telephone Triage Protocols for Nurses, by Julie K. Briggs, 4th Edition, (Lippincott 
Williams & Wilkens; fourth edition, 2012) for reference as needed.  The CMO is back up 
for any further questions or concerns. 

 
5.  Once a patient calls Katy Trail Community Health, the number for the answering service 

will be provided to the patient via the automated phone system. The patient may call the 
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answering service at 660-851-9012. At that time, the answering service will page the 
physician/provider on call and provide them with the patient telephone number, name, date 
of birth, and chief complaint. The physician/provider will return the call to the patient within 
30 minutes. The physician/provider will record any phone consultation on the “On Call 
Note” within the EHR system and within the patient’s chart in the EDR. Within 48 business 
hours, all on-call information must be recorded in the EHR/EDR system.  All providers are 
provided with portable tablets that they utilize when on call. Thus, the provider will have 
access to any patient’s her/EDR when off site. The number for the answering service is also 
documented on all clinical medical visit summaries, correspondence, and marketing 
materials. The goal of KTCH is for patients to have the answering service number readily 
available so that they have easy access to it for after-hours services. 

 
6. A provider is to use Cyracom services for those who are not English speaking.  

 
 

7.   When a hospital/emergency department request medical records to treat a patient at their 
facility (continuation of care) when the practice is not open they may receive records in the 
following ways:  

a. They may refer to the most recent visit summary provided to the patient at their 
last appointment.  

b. They may refer to the patient’s personal health record which is provided to the 
patient by the practice.  

c. They may contact the provider on call through the answering service and obtain 
any and all patient information via telephone or eFax.  

 
 

If you need Client Service assistance, please dial 1-800-481-3289.  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

file://ktch-dc2/apps/Staff/Policy%20Hyperlinks/CyraCom%20Instructions%20for%20Conference.docx
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KATY TRAIL COMMUNITY HEALTH 
Clinical Management Policy 

 
Policy/Procedure #:    2.11 
 
Subject:  Telephone Prescribing Policy 
 
Department(s) Affected/Distribution:  All Departments 
 
Effective Date:   5/2008 
 
Origination Approval: Linda Messenger Date: 6/2008 
 
Approved By Board of Directors: Date(s): 6/2008, 7/2011, 6/2013, 1/2016, 1/2018 
 

 
Revision By: Pam Hirshberg, COO Date: 6/2008 

Revision By:  Teresa Gatton, DO Date: 1/2015 

Revision By: Pam Hirshberg, COO Date: 1/2016 
 

 
POLICY: 
 
Phone prescribing (including refills) is discouraged but will be left up to the individual provider. The goal 
of the practice is to limit telephone prescribing (including refills), to ensure appropriate follow up, 
continuity of care, and decrease medication error potential.  Phone prescribing, however, remains in the 
scope of practice of the Primary Care Provider (PCP). No pain medications or benzodiazepines should be 
refilled over the phone. Pharmacies are to electronically send us requests for refills if needed or call the 
provider line if urgent.  
 
APPROVAL(S):  

 
Chief Medical/Dental Officers 

 
 
PROCEDURE(S): 
 
Rx visit notes, phone consults, and On-call notes must document what medication is prescribed in order 
for current medication lists to reflect the update. 
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                                                                    Katy Trail Community Health 
Clinical Management Policy 

 
Policy/Procedure #:    2.12 
 
Subject:  Sentinel Events/ Other Reviewable Events 
 
Department(s) Affected/Distribution:  All Departments 
 
Effective Date:   6/2006 
 
Origination Approval: Linda Messenger Date: 6/2006 
 
Approved By Board of Directors: Date(s): 6/2008, 7/2011, 6/2013, 1/2016, 1/2018 
 

 
Revision By: Pam Hirshberg, COO Date: 6/2011 
 
Revision By:  Pam Hirshberg, COO Date:  4/2013 

Revision By:  Marjorie Hardey, LPN, QI Coordinator Date:  5/2015 
Revision By: Pam Hirshberg, COO Date: 1/2016 

 
 
POLICY: 
 

Sentinel Event means an unexpected occurrence involving death or serious physical or 
psychological injury not related to the natural course of the patient’s illness or underlying condition or 
risk thereof. 

Other reviewable events include (but are not limited to) quality of care issues, medications, 
equipment, falls, diagnostic, therapeutic adverse event, patient complaints, patient access and 
communication concerns. This should include near misses which are events or situations that could have 
resulted in harm to a patient but did not, either by chance or through timely intervention. The event was 
identified and resolved before reaching the patient. 
 
Event reporting is any confidential, internal electronic document used for early reporting of events for 
identification of patient safety issues and performance improvement initiatives.  Event reports are not a 
part of the health record. 
 
APPROVAL(S):  
 
 Chief Medical/Dental Officers (CMO) (CDO) 
 Chief Operating Officer (COO) 
 Chief Executive Officer (CEO)  
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PROCEDURE(S): 
 
Information to Provide in the Event Report: 
 
The event report shall be limited to factual statements (who, what, where, when and how) related to the 
Reportable Event and any interventions taken.  Provide a brief, objective, factual narrative description of 
the event, Minimize use of abbreviations. 
 
 
IDENTIFICATION OF REVIEWABLE EVENTS:  

1. All event reports will be sent directly to the Quality Improvement Coordinator (QIC) for 
investigation and remediation.  

2. The QIC will provide all Event Reports that have quality of care implications to the 
CMO/ CDO immediately upon receipt. The CMO/CDO will investigate the event and 
report back to the QIC within 7 business days. 

3. The QIC will provide a spreadsheet of all event reports to the Staff Quality Committee at 
each meeting. 

4. Each provider will submit the name of any patient who dies from a suicide or unexpected 
death immediately to the CEO, then to the CMO/CDO and the QIC. 

5. Medical records will submit the names of any patient who dies within 72 hours of being 
seen at any KTCH facility, or is reported to having committed suicide directly to the QIC.  

6. Any employee witnessing or being told by a patient of an unusual or unexpected event 
will submit within 24 hours a complete description of the event to the QIC.  No clinic 
staff member shall intimidate, threaten, coerce, discriminate against, or take other 
retaliatory action against any employee or other individual for reporting in good faith any 
reportable event. 
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Katy Trail Community Health 
Clinical Management Policy 

 
Policy/Procedure #:    2.13 
 

Subject:  Quality Improvement  
 

Department(s) Affected/Distribution:  All Departments 

 
Effective Date:   6/2006 
 

Origination Approval: Linda Messenger Date: 6/2006 
 

Approved By Board of Directors: Date(s): 6/2008, 7/2011, 7/2013, 3/2014, 1/2016,  1/2018 

 
 

Revision By: Pam Hirshberg, COO Date: 6/2011 

Revision By: Pam Hirshberg, COO Date: 4/2013 

Revision By: Pam Hirshberg, COO Date: 3/2014 

Revision By: Pam Hirshberg, COO Date: 1/2016 

Revision By: Pam Hirshberg, COO Date: 4/2017 

Revision By: Marjorie Hardey, LPN/QI Coordinator Date: 12/2017 

 
 
POLICY: 
Katy Trail Community Health (KTCH) is committed to a continuous quality improvement process for all 
services within its scope of practice. To achieve this goal KTCH has set forth a quality improvement plan.  
 
APPROVAL(S):  
Chief Operating Officer 
Chief Medical/Dental Officers 
 
Quality Improvement Plan: 

 
I. Purpose and Score of the Quality Improvement Management Program 

PURPOSE: 
 
The Purpose of the health center’s Quality Management (QM) program is to assure ongoing excellence in 
the quality and safety of the care and services of Katy Trail Community Health. Board and staff are 
committed to improving the health of patients and their community. The health center accomplishes this 
by continually monitoring (measuring) and improving the excellence of patient care and organizational 
operations. The ultimate goal is for each program to provide care that is safe, effective, patient oriented, 
timely, efficient, and equitable, and in so doing to both provide a true Patient Centered Medical Home and 
ensure that quality goals are consistent with the National Institute for Health Improvement’s Triple Aim 
initiative. 
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SCOPE: 
 
The scope of the QM program is comprehensive; quality and safety must extend to all facets of the 
organization—clinical, managerial, administrative, and facility-related. Accordingly, the Plan addresses 
each of the health center’s clinical programs; the precepts of the Patient Centered Medical Home model; 
national Meaningful Use criteria; and the National Committee for Quality Assurance (NCQA), the Bureau 
of Primary Health Care (BPHC), the Health Resources and Services Administration (HRSA), and the 
Federal Tort Claims Act (FTCA). It also addresses external services provided to patients through written 
agreements; high priority business process issues; and partnership opportunities within the broader 
community. 
The Quality Management program also ensures organizational compliance with appropriate policies 
regarding Health Insurance Portability and Accountability Act (HIPAA) requirements (see Privacy and 
Security Policies). 
 

II. Structure of the Quality Management Program 
 

1. Definition of Quality- Quality is the degree of excellence of the center’s processes, providers and 
support-staff performance, decision, and human interactions. Thus, through organization-wide 
Quality Management activities, the center will focus on monitoring and improving patient care 
(and related business) processes; provider and support staff performance; decisions having the 
potential to impact patient (and organizational) health; and ongoing human interactions, both 
with patients and among all center personnel 

2. Accountability-  
a. The Board of Directors is ultimately accountable for the level of quality and safety at 

KTCH. They approve the definition of quality and the quality management plan. This ac-
countability begins with the Board’s initial approval of the definition of quality and the 
Quality Management Plan, and progresses through re-approval of the QM Plan at least 
every two years (more often if substantial changes are made in the Quality Management 
program).  The Board receives and acts upon periodic reports developed through the QM 
program, and it ensures the availability of resources and systems necessary to support all 
QM activities. The Board holds KTCH’s CEO or his/her delegate accountable for 
organizational quality and safety. The CEO or his/her delegate reports to the Board on 
quality through the Board QI Committee.  

b. The Board Quality Improvement (QI) Committee The Board of Directors appoint a 
Board QM Committee charged with monitoring the ongoing effectiveness of the health 
center’s QM program and communicating QM results and issues to the Board. This 
Committee meets every other month and is staffed by the QI Coordinator, CNO, COO, 
and CMO/CDO or his/her designee. 

c. Quality Improvement (QI) Coordinator The KTCH QI Coordinator has operational 
responsibility for the Quality Management (QM) Program and reports to the COO. The 
QI Coordinator is responsible to develop, support, and operate the QM Program.  The QI 
Coordinator is also responsible for gathering, collecting, and prioritizing data from all 
sources and presenting it in a format for the (1) Staff QI Committee and (2) Board QI 
Committee. The QI Coordinator oversees the organization-wide QI activities and is 
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responsible for assuring the QM program is operational and the resolutions/improvements 
are implemented. 

i. Select and prioritize metrics to monitor, with a performance goal for each; 
ii. Determine acceptable performance thresholds (quality action points) for each 

metric; 
iii. Ensure that all necessary data are supplied to the appropriate QI Committee(s);  
iv. Summarize findings in the staff QI minutes, Event Report Spreadsheet, Patient 

and Staff Satisfaction Surveys, Chart Audits, Peer Review Audits, PCMH 
Quality Measurement and Improvement Worksheet, and any other appropriate 
measures; 

v. Manage ongoing improvement activity; 
vi. Document and monitor action plans in the staff QI Committee minutes; 

vii. Forward the recommendations of the QI Committee to the appropriate 
department or committee; 

viii. Report follow-up findings to the staff QI Committee; and 
ix. Summarize an aggregate review of QI activities to be reviewed at the Board QI 

meetings. 
d.   Staff Quality Improvement (QI) Committee reports directly to the quality 

improvement coordinator. The Staff QI Committee is a broad representation of the 
overall health center staff.  The Staff QI Committee will meet no less than eleven (11) 
times annually with the goal of meeting monthly.  

e. The Chief Dental/Medical Officer(s) or their designee who is a clinical provider (those 
professionals with independent authority to write prescriptions) will participate on the 
committee. The Staff QI Committee with support and assistance of the QI Coordinator 
ensures that: 

i. The chosen metrics are being monitored; 
ii. Necessary data is being collected; 

iii. Metrics not meeting goals are being moved into the quality improvement phase 
of activity; 

iv. Quality improvement is being actively carried out; and 
v. Insure quality-related problems are fully resolved.  

f. Clinical Providers participate in specific activities that are mandated by the FTCA 
deeming process. These include:  

i. Clinical Guidelines- Clinical Providers will collaboratively establish evidenced 
based clinical guidelines that are grounded in national standards.  The provider 
staff continually monitors the program for guideline effectiveness. 

ii. Peer Review and Clinical Guidelines Audits- The Chief Medical Officer (CMO), 
Chief Dental Officer (CDO) or his/her designee is responsible for ensuring that 
peer review audits and clinical guidelines audits are conducted as scheduled and 
that these audits periodically assess the appropriateness of utilization of services 
and the quality and safety of those services. Audits are based on evaluation of 
patient records and are conducted by licensed professionals under the supervision 
of the CMO and CDO. 

iii. Provider Performance Improvement Activity- The CMO and CDO appoint 
provider representatives to the Staff QI Committee. The CMO/CDO is ultimately 
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responsible for resolving identified clinical problems, as well as for performing 
ongoing quality improvement in the clinical arena. The CMO/ CDO will assume 
ultimate responsibility for resolving identified quality and safety problems, as 
well as taking advantage of any other opportunities to improve.  

iv. Integration with the Organization-Wide QM Program- Provider- specific 
assessment and improvement activities are integrated into the overall QM 
program via the CMO’s, CDO’s or his/her designee’s, active leadership. 
Provider-specific QM activities may be addressed at provider meetings, team 
meetings, and/or monthly peer review meetings. 
 

III. Fundamental Components for Managing Quality 
The QM plan addresses three fundamental components for management of quality. These include: Quality 
Assessment, Quality Improvement, Tracking Reporting Activity and Reporting on Program Effectiveness. 

 
1. Quality Assessment- the QI Committees are charged with monitoring predetermined metrics 

of quality and safety, as selected by KTCH leadership. A metric is a carefully defined 
program measure- either process or outcome- that is actively and continuously measured and 
monitored to determine the level of performance for that particular time period. Sources for 
metrics may include but are not limited to, NCQA, NQF, UDS, and/or Meaningful Use.   
The objective is to initially develop or adopt metrics that are meaningful to the organization 
and to gradually add others as the QM program matures. For each chosen metric, leadership 
establishes a goal and a related plan for performance measurement. Should the organization 
not be meeting the performance threshold an action plan will be developed for improvement 
activity.  
Data are collected, displayed, and reported routinely, using charts and graphs whenever 
helpful. Data are analyzed to identify trends, patterns, and performance levels that suggest 
opportunities for improvement. Analysis is based on predetermined benchmarks, quality 
action points, and statistical quality control techniques.  

2. Quality Improvement- KTCH will utilize three improvement methodologies to include 
process improvement, re-engineering, and root cause analysis.  

a. Process Improvement- For process improvement KTCH has adopted the classic 
PDSA (Plan, Do, Study, Act) cycle for planning and testing improvement options. 

b. Re-engineering- When major process improvement is called for, when certain 
processes are fundamentally dysfunctional, or when process improvement activity is 
otherwise unsuccessful, a re-engineering team is appointed and trained to create an 
all-new process. 

c. Root Cause Analysis- Root cause analysis is used primarily for in-depth analysis of 
an adverse incident (or “sentinel event”). However, it can also help in better 
understanding a process, as the first step in improvement of that process. 

3. Tracking Improvement Activity and Reporting QM Data- KTCH demonstrates 
continuous quality improvement through ongoing monitoring of the effectiveness of its 
improvement process by tracking results over time and assessing the effect of its actions. 
KTCH tracks and reports on progress until improvement have been fully realized and 
sustained. Reports of quality activity and its results are tracked on the PCMH Quality 
Measurement and Improvement Worksheets, Provider dashboards, Peer Review Audits, and 
Chart Audits.  
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The practice shares performance data within the practice both by individual clinician and 
across the practice as a whole. Quality activity is considered an organization wide mandate 
and reports of quality issues and related improvements are distributed organization wide. This 
may be accomplished by email and/or staff meetings. Staff financial incentives may be 
partially tied to quality activities. KTCH also shares performance data outside the 
organization to patient’s and/or the public. 
 

IV. Framework for Organizing Performance Metrics 
KTCH is committed to eight (8) broad categories for organizing metrics within the concept of the PCMH 
care model. The eight (8) categories include: 

1. Access and Cycle Time-  
Definition: Ease and timeliness with which health care services can be obtained, including 
the efficiency of the patient visit 
Methods:  

a. Measuring Through-Put Time; 
i. Appointment time to check out time 

ii. Check in time to check out time 
b. Maintaining Extended Hours of Operations  in all four clinical facilities; 
c. Reserving Time for Same Day Appointments for routine and urgent care 

appointments based on patient preference and/or triage; 
d. Responding to phone calls and/or secure electronic messages in accordance with the 

KTCH policy. 
e. Maintaining New Patient Appointment Access in accordance with KTCH policy 
f. Monitoring No Show Rates  

 
2. Comprehensive, Coordinated, and Integrated Care-  

Definition: A comprehensive, coordinated, continuous, and whole person plan of care for a 
particular patient, progressing without interruption; includes referrals, test results, and record 
transfer. Services are well integrated with other health care and community resources 
 
Methods: 

a. Measuring Continuity of Care defined as the percent of patients seen by their own 
primary care provider (PCP) 

b. Measuring Continuity of Care Defined as the percent of times a provider sees their 
own patients 

c. Tracking the Status of Referrals and Measuring  Timeliness for Receipt of a 
Specialists Report 

d. Monitoring the Time Frame for Contacting Patients for Appropriate Follow-up Care 
following a Hospital Admission or Emergency Room Visit 

e. Completing a Nurse chart audit to validate completion of a comprehensive health 
assessment for all patients at all visits including pre-visit planning 

f. Measuring the percentage of patients screened for depression and/or substance abuse  
g. Improving the health literacy of the KTCH patient population. Health literacy 

techniques, such as teach back, motivational interviewing, etc., will be included on 
all proficiency testing/ privileging for KTCH providers and staff. 
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3. Clinical Quality and Safety 
Definition: Treatment is consistent with predetermined performance and safety guidelines or 
generally accepted evidence-based standards. Health outcomes meet predetermined safety 
and  

a. Measuring process and outcome measures for KTCH’s identified patients for care 
management including: depression, high utilizers, diabetes, patients living in public 
housing, and patients in the Medicare Accountable Care Organization (ACO) 
Completing a Nurse Chart audit to validate completion of medication reconciliation 
and documentation of over the counter medications, herbal therapies and supplements 
for all patients at all visits; and second blood pressure if first taken if the blood 
pressure is equal to or greater than 140\90 and other required documentation. 

b. Monitoring the utilization of the electronic prescription module  
 
 
4. Prevention and Health Promotion 

Definition: Compliance with predetermined guidelines for prevention, early detection, and 
health / lifestyle / self-management education 
Methods: 

a. Measuring the percentage of females with appropriate cervical cancer screenings 
b. Measuring the percentage of patients who received appropriate colorectal cancer 

screenings 
c. Measuring the percent of patients who are queried for tobacco usage and measuring 

the percentage of patients who were given cessation counseling 
d. Measuring the number of children who receive appropriate immunizations 
e. Documenting BMI percentile for children and adolescents who received counseling 

on nutrition and physical activity 
f. Documenting BMI percentile for adults and follow-up plan if patients are over or 

underweight 
g. Measuring patients with asthma who have an acceptable pharmacological plan  
h. Measuring patients with CAD who are prescribed a lipid lowering therapy 
i. Measuring patients with IVD who are on aspirin therapy 
j. Measuring dental patients with sealants 
k. Measuring dental patients with treatment plans completed 
l. Measuring percent of dental patients seen in medical 

 
5. Patient and Community Relationships 

Definition: Care is patient centered, with a designated personal provider leading an 
interdisciplinary team. Care is given within the context of strong community linkages and 
partnerships 
Concepts: Patient centered care; trained interdisciplinary care teams with defined roles and 
responsibilities; an on-going healing relationship with a personal physician and care team; a 
physician and team collectively take responsibility for ongoing care; relationships with 
patient’s family, as appropriate; culturally and linguistically appropriate care; strong 
community linkages and partnerships 
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6. Health Improvement Technology 
Definition: Health information technology contributes to the quality, safety, and efficiency of 
care. 
Methods: 

a. Monitoring the utilization of the electronic prescription module 
b. Maintaining an active patient portal for enhanced electronic communication. 
c. Maintaining relationship with community hospitals to immediately obtain PHI 

electronically  
d. Connecting with other providers through HIT to provide improved patient continuity 

of care by utilizing a health information exchange (HIE) 
 

7. Patient Satisfaction and Loyalty 
Definition: The degree to which healthcare services and resulting health status meet patient 
expectations and create loyalty 
Methods: 

a. Evaluating patient experience by completing biannual patient satisfaction surveys 
that measure: access, communication, coordination, whole-person care/self-
management support and patient loyalty 

b. Examining patient feedback from the biannual patient satisfaction survey on the 
experiences of vulnerable patient populations  

c. Obtaining qualitative patient feedback through suggestion boxes that are strategically 
placed at all four clinical facilities  
 

8. Business Process Quality 
Definition: Effectiveness, efficiency, and results of the processes contributing to the 
successful business of the health center 
Methods: 

a. Encounter trend reports 
b. Encounters realized as compared to budget 
c. No show rates 
d. Average Charge Per Encounter 
e. Average Cost per patient 
f. Net patient revenue 
g. Current Ratio 
h. Days Cash on Hand 
i. Days in Net Pt. Acct. Receivables 
j. Payer mix 
k. Percent of grant used for sliding fee 
l. Quarterly incentives based on specific job performance metrics- Some examples 

include: 95% accuracy in completion of SFS applications; 95% accuracy for 
collecting co-payments and establishing payment plans; 80% employee retention 
rate; following up with patient with no shows within 24 hours of missed appointment; 
demographic and insurance recorded and updated 95% of the time; maintain medical 
and dental payer mix at budgeted levels; etc. 
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V. Implementing the Quality Management Plan 
The process for developing and implementing a quality improvement plan incorporates the following: 

1. A problem is identified through a variety of sources (e.g., member complaints, providers, 
over or under utilization, clinical quality or safety, or administrative quality indicators).  

2. The issues with the greatest impact on the enrolled population are identified based on 
demographics, utilization and cost of care. Quality indicators are then selected (i.e., it is 
determined what will be measured and how it will be measured). Through this step, it is 
determined what data is appropriate for measurement.  

3. Data is collected and reviewed for performance and/or outcomes.  
4. Targets for improvement are set.  
5. A specific work plan (PCMH Quality Measurement & Improvement Worksheet) is developed 

that will lead to improvement in performance and/or outcomes.  
6. The plan is approved or modified as necessary and implemented.  
7. After an appropriate time period, new data may be gathered to assess the success of the plan 

for improvement or data may be gathered at regular intervals on an ongoing basis for 
continuous assessment of performance.  

8. Through analysis of the data, barriers to improvement are identified.  
9. Based on the analysis, a decision is made regarding the next step:  

a. Continue the process as is with the same indicators/data monitoring  
b. Continue the process with modifications (i.e., implement additional interventions to 

remove identified barriers)  
c. Add new monitors/quality indicators  
d. Stop monitoring  

10. New thresholds are developed or current targets are maintained.  
11. A new work plan is developed.  

 
VI. Annual Evaluation 

The QI evaluation will include an annual evaluation of the prior year’s quality improvement activities, 
which includes recommendations for the next year. This process will include input from the CMO/CDO 
and the Staff QI Committee and will be presented to the Board QI Committee for review. The QI 
Management Plan will include specific actions and time frames for each individual quality improvement 
project. 
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Katy Trail Community Health 
Clinical Management Policy 

 
Policy/Procedure #:    2.14 
 
Subject:  Risk Management Plan 
 
Department(s) Affected/Distribution:  All Departments 
 
Effective Date:   5/2014 
 
Origination Approval: Mary Nell Strautman Date: 5/2014 
 
Approved By Board of Directors: Date(s): 1/2016, 1/2018 
 
 
Revision By: Pam Hirshberg, COO Date: 1/2016 
Revision By:  Pam Hirshberg, COO Date: 5/2017 
Revision By: Pam Hirshberg, COO Date: 12/2017 

 
POLICY:   
The Risk Management Plan is designed to support the mission and vision of Katy Trail Community 
Health (KTCH) as it pertains to clinical risk and patient safety as well as visitor, third party, volunteer, 
and employee safety and potential business, operational, and property risks. 
 
APPROVAL(S): 
Chief Executive Officer 
Corporate Compliance Officer/Risk Manager 
 
PROCEDURE: 
 

I. GUIDING PRINCIPLES 
The Risk Management Plan is an overarching, conceptual framework that guides the development of a 
program for risk management and patient safety initiatives and activities. The plan is operationalized 
through a formal, written risk management and patient safety program. 

The Patient Safety and Risk Management Program supports the KTCH philosophy that patient safety and 
risk management is everyone’s responsibility. Teamwork and participation among management, 
providers, volunteers, and staff are essential for an efficient and effective patient safety and risk 
management program. The program will be implemented through the coordination of multiple 
organizational functions and the activities of multiple teams.  

KTCH supports the establishment of a just culture that emphasizes implementing evidence-based best 
practices, learning from error analysis, and providing constructive feedback, rather than blame and 
punishment. In a just culture, unsafe conditions and hazards are readily and proactively identified, 
medical or patient care errors are reported and analyzed, mistakes are openly discussed, and suggestions 
for systemic improvements are welcomed. Individuals are still held accountable for compliance with 
patient safety and risk management practices. As such, if evaluation and investigation of an error or event 
reveal reckless behavior or willful violation of policies, disciplinary actions can be taken. 
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The KTCH Risk Management Plan stimulates the development, review, and revision of the organization’s 
practices and protocols in light of identified risks and chosen loss prevention and reduction strategies. 
Principles of the Plan provide the foundation for developing key policies and procedures for day-to-day 
risk management activities, including: 

• Claims management 
• Complaint resolution 
• HIPAA Compliance 
• Event investigation, root-cause analysis, and follow-up 
• Provider and staff education, proficiency testing, and credentialing requirements 
• Reporting and management of adverse events and near misses 
• Trend analysis of events, near misses, and claims 

 

II. Board of Directors 
The board of directors is committed to promoting the safety of all patients, visitors, employees, 
volunteers, and other individuals involved in organization operations. The Patient Safety and Risk 
Management Program is designed to reduce system-related errors and potentially unsafe conditions by 
implementing continuous improvement strategies to support an organizational culture of safety. The 
governing body empowers the organization leadership and management teams with the responsibility for 
implementing performance improvement and risk management strategies.  

III. DEFINITIONS  
• Adverse event or incident: An undesired outcome or occurrence, not expected within the normal 

course of care or treatment, disease process, condition of the patient, or delivery of services.  
• Claims management: Activities undertaken by the risk manager to exert control over potential 

or filed claims against the organization and/or its providers. These activities include identifying 
potential claims early, notifying the organization’s liability insurance carrier and/or defense 
counsel of potential claims and lawsuits, evaluating liability and associated costs, identifying and 
mitigating potential damages, assisting with the defense of claims by scheduling individuals for 
deposition, providing documents or answers to written interrogatories, implementing alternate 
dispute-resolution tactics, and investigating adverse events or incidents.  

• Loss control/loss reduction: The minimization of the severity of losses through methods such as 
claims investigation and administration, early identification and management of events, and 
minimization of potential loss of reputation.  

• Loss prevention: The minimization of the likelihood (probability) of a loss through proactive 
methods such as risk assessment and identification; staff and volunteer education, credentialing, 
and development; policy and procedure implementation, review, and revision; preventive 
maintenance; quality/performance review and improvement; root-cause analysis; and others.  

• Near miss: An event or situation that could have resulted in an accident, injury, or illness but did 
not, either by chance or through timely intervention (e.g., a procedure almost performed on the 
wrong patient due to lapse in verification of patient identification but caught at the last minute by 
chance). Near misses are opportunities for learning and afford the chance to develop preventive 
strategies and actions. Near misses receive the same level of scrutiny as adverse events that result 
in actual injury.  

• Risk analysis: Determination of the causes, potential probability, and potential harm of an 
identified risk and alternatives for dealing with the risk. Examples of risk analysis techniques 
include systems analysis, root-cause analysis, and tracking and trending of adverse events and 
near misses, among others.  
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• Risk assessment: Activities undertaken in order to identify potential risks and unsafe conditions 
inherent in the organization or within targeted systems or processes.  

• Risk avoidance: Avoidance of engaging in practices or of hazards that expose the organization to 
liability.  

• Risk control: Treatment of risk using methods aimed at eliminating or lowering the probability 
of an adverse event (i.e., loss prevention) and eliminating, reducing, or minimizing harm to 
individuals and the financial severity of losses when they occur (i.e., loss reduction).  

• Risk financing: Analysis of the cost associated with quantifying risk and funding for it. 
• Risk identification: The process used to identify situations, policies, or practices that could result 

in the risk of patient harm and/or financial loss. Sources of information include proactive risk 
assessments, closed claims data, adverse event reports, past accreditation or licensing surveys, 
medical records, clinical and risk management research, walk-through inspections, safety and 
quality improvement committee reports, insurance company claim reports, root-cause analysis, 
and informal communication with healthcare providers. 

• Risk management: Clinical and administrative activities undertaken to identify, evaluate, 
prevent, and control the risk of injury to patients, staff, visitors, volunteers, and others and to 
reduce the risk of loss to the organization itself. Activities include the process of making and 
carrying out decisions that will prevent or minimize clinical, business, and operational risks. 

• Risk transfer: Techniques involving the process of shifting the financial burden of losses to an 
external party or parties (e.g., insurance, contracts). 

• Root-cause analysis: A process for identifying the basic or causal factor(s) that underlie the 
occurrence or possible occurrence of an adverse event.  

• Sentinel event: Defined by the KTCH as reviewable events, including event reports, unexpected 
deaths or deaths occurring at KTCH and all procedural complications that lead to patient harm.  
See clinical policy “Sentinel Events”.  

• Unsafe and/or hazardous condition: Any set of circumstances (exclusive of a patient’s own 
disease process or condition) that significantly increases the likelihood of a serious adverse 
outcome for a patient or of a loss due to an accident or injury to a visitor, employee, volunteer, or 
other individual.  

IV. PROGRAM GOALS AND OBJECTIVES  
The Patient Safety and Risk Management Program goals and objectives are to:  

• Continuously improve patient safety and minimize and/or prevent the occurrence of 
errors, events, and system breakdowns leading to harm to patients, staff, volunteers, 
visitors, and others through proactive risk management and patient safety activities.  

• Minimize adverse effects of errors, events, and system breakdowns when they do occur. 
• Minimize losses to the organization overall by proactively identifying, analyzing, 

preventing, and controlling potential clinical, business, and operational risks.  
• Protect human and intangible resources (e.g., reputation).  

V. SCOPE AND FUNCTIONS OF THE PROGRAM  
The KTCH Patient Safety and Risk Management Program interfaces with many operational teams and 
services throughout the organization.  

VI. Functional Interfaces  
Functional interfaces with the patient safety and risk management program include the following:  

• Claims Management  
• Corporate/ Regulatory Compliance  
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• Credentialing of Providers 
• Emergency Preparation and Management  
• Event/Incident/Accident Reporting and Investigation  
• Facility Management 
• Finance/ Billing  
• Human Resources  

- Employee Health 
• Information Technology  

- Security Risk Analysis 
• Legal and Contracts  

- Business Associate Agreements 
- Memorandums of Understanding 
- Vendor Contracts 

• Marketing/ Advertising/ Public Relations  
• Patient and Family Education 
• Patient Satisfaction 
• Sample Medications and  In-House Formulary 
• Quality/ Performance Assessment and Improvement  
• Safety and Security  

- Infection Control 
• Staff Education 

VII. Risk Management Program Functions  
Risk management functional responsibilities include:  

a) Developing systems for and overseeing the reporting of adverse events, near misses, and potentially 
unsafe conditions. Reporting responsibilities may include internal reporting as well as external reporting 
to regulatory or governmental agencies. This includes the development and implementation of event-
reporting policies and procedures.  

b) Ensuring the collection and analysis of data to monitor the performance of processes that involve risk 
or that may result in serious adverse events (e.g., preventive screening, diagnostic testing, medication use 
processes). Proactive risk assessment can include the use of system analysis and other tools. 

c) Analyzing data collected on adverse events, event reports, near misses, and potentially unsafe 
conditions.  Root-cause analysis and systems analysis of such events can be used to identify causes and 
contributing factors. To reduce the risk of future potential events, this data will be used to provide 
feedback and education to providers and staff.  

d) Ensuring compliance with data collection and reporting requirements of governmental, regulatory, and 
accrediting agencies.  

e) Facilitating and ensuring the implementation of patient safety initiatives such as improved tracking 
systems for preventive screenings and diagnostic tests, medication safety systems, and falls prevention 
programs.  

f) Facilitating and ensuring provider and staff participation in educational programs on patient safety and 
risk management.  
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g) Facilitating a culture of safety in the organization that embodies an atmosphere of mutual trust in 
which all providers and staff members can talk freely about safety problems and potential solutions 
without fear of retribution. 

h) Proactively advising the organization on strategies to reduce unsafe situations and improve the overall 
environmental safety of patients, visitors, staff, and volunteers.  

i) Reducing the probability of events that may result in losses to the physical plant and equipment (e.g., 
biomedical equipment maintenance, fire prevention).  

j) Preventing and minimizing the risk of liability to the organization, and protecting the financial, human, 
and other tangible and intangible assets of the organization.  

k) Decreasing the likelihood of claims and lawsuits by developing a patient and family communication 
and education plan. This includes communicating and disclosing errors and events that occur in the course 
of patient care with a plan to manage any adverse effects or complications.  

l) Decreasing the likelihood of lawsuits through effective claims management, and investigating and 
assisting in claim resolution to minimize financial exposure in coordination with the liability insurer and 
its representatives.  

m) Reporting claims to FTCA and other insurers in accordance with the requirements of the insurance 
policy/contract.  

n) Supporting quality assessment and improvement programs throughout the organization.  

o) Implementing programs that fulfill regulatory, legal and accreditation requirements.  

p) Monitoring the effectiveness and performance of risk management and patient safety actions. 
Performance monitoring data may include:  

• Claims and claim trends 
• Event trending data 
• Ongoing risk assessment information 
• Patient’s and/or family’s perceptions of how well the organization meets their needs and 

expectations  
• Quality performance data  

q) Completing insurance and deeming applications. 

s) Implementing an education program for staff in order to minimize risks. Tracking and documentation 
will be done in ADP and the QI Coordinator/Risk Manager will monitor that all staff participate as 
needed. Subjects may include:  

• Team Work and Culture of Safety 
• Clinical Risk Management Basics 
• Infection Control (Blood Borne Pathogens training) 
• Medication Safety  
• Handwashing 
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t) Implementing an educational program in order to minimize risks.  Tracking and documentation will be 
done the QI Coordinator/Risk Manager will monitor that all staff participate as needed.  Subjects thatmay 
be addressed at least annually may include: 

• Health Literacy/ Patient Education 
• Proficiency Testing 
• HIPAA Privacy & Security 
• Internal Controls 
• Coding 
• Emergency Preparedness Training 
• OSHA training 
• Sexual Harassment & Hostile Work Environment Medical Malpractice 

 

VIII. ADMINISTRATIVE AND COMMITTEE STRUCTURE AND MECHANISMS FOR 
COORDINATION  

The Patient Safety and Risk Management Program is administered through the QI Coordinator, who 
reports to the chief -operating officer (COO)and the risk manager who reports to the Chief Executive 
Officer (CEO). The risk manager interfaces with administration, staff, medical providers, and other 
professionals and has the authority to cross operational lines in order to meet the goals of the program. 
The QI Coordinator chairs the activities of the Staff Quality Committee. The committee meets regularly 
and includes representatives from key clinical and non-clinical services. The composition of the Staff 
Quality Committee is designed to facilitate the sharing of risk management knowledge and practices 
across multiple disciplines and to optimize the use of key findings from risk management activities in 
making recommendations to reduce the overall likelihood of adverse events and improve patient safety. 
The Committee’s activities are an integral part of a patient safety and quality improvement and evaluation 
system. 

The QI Coordinator/Risk Manager is responsible for overseeing day-to-day monitoring of patient safety 
and risk management activities and for investigating and reporting to the insurance carrier actual or 
potential clinical, operational, or business claims or lawsuits arising out of the organization, according to 
requirements specified in the insurance policy and/or contract. Risk Manager/QI Coordinator 
communicates analysis and feedback of reported risk management and patient safety information to the 
organization for action.  

 

IX. MONITORING AND CONTINUOUS IMPROVEMENT  
Patient Safety/Risk Management will be a standing agenda item on both the staff and the board Quality 
committees to insure the regular review of risk management activities. The QI Coordinator reports 
activities and outcomes (e.g., claims activity, risk and safety assessment results, event report summaries 
and trends) regularly to the board of directors. This report informs the board of directors of efforts made 
to identify and reduce risks and the success of these activities and communicates outstanding issues that 
need input and/or support for action or resolution. Data reporting may include event trends, claims 
analysis, frequency and severity data, credentialing activity, relevant provider and staff education, and 
risk management/patient safety activities. Performance improvement goals are developed to remain 
consistent with the stated risk management goals and objectives.  
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X. CONFIDENTIALITY  

Any and all documents and records that are part of the patient safety and risk management process shall 
be privileged and confidential to the extent provided by state and federal law. Confidentiality protections 
can include attorney client privilege, attorney work product, and peer review protections. 
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Katy Trail Community Health 
Clinical Management Policy 

 
Policy/Procedure #:    2.15 
 
Subject:  Peer Review Policy 
 
Department(s) Affected/Distribution:   
 
Effective Date:   02/2014 
 
Origination Approval: Janet Canavese Date: 5/2014 
 
Approved By Board of Directors: Date(s): 5/2014, 1/2016, 1/2018  
 
 
Revision By: Pam Hirshberg, COO Date: 2/2014 
 
Revision By: Pam Hirshberg, COO Date: 1/2016 
 
 
 
POLICY:   
Katy Trail Community Health (KTCH) is committed to quality health care; including medical, dental, and 
mental/ behavioral health disciplines. Providers with similar training experience will participate in peer 
review on a monthly for full time staff and on a bi-monthly basis for part time staff.  PRN providers will 
not actively participate in Peer Review. Peer review is an evaluation, by practicing licensed independent 
practitioners (LIPs), of the quality and efficiency of care activities by other LIPs. Peer review may be 
performed on an individual case basis or on general areas of focus. KTCH peer review shall be an 
opportunity for quality improvement and shall be performed in a manner which encourages professional 
education opportunities and interactions.  
  
 Goals of Peer Review-  

 Provide evidence based quality health care and services to all patients.  
 Provide a systematic approach to quality management and delivery of quality healthcare 

and services.  
 Support the staff in meeting the health care needs of KTCH patients and the community.  
 Support the KTCH Coordinated Quality Improvement Program Plan and risk 

management efforts.  
 Appropriate documentation and coding of the encounter. 

 
APPROVAL(S): 
Chief Medical/Dental Officer(s) 
 
PROCEDURE: 
 

I. Peer Review 
A. Provider Orientation- 

1. New LIPs will be oriented to the peer review process within one month of their start date 
by the CMO/CDO. 



 
 

41 
 

2.  The CMO/CDO or designee will review peer review process at a provider/peer review 
meeting annually.  
 

B. Composition- 
1. Composition for Medical Peer Review will include:  

i. Quality Improvement Coordinator (QIC)  
ii. Chief Medical Officer (CMO) 

iii. Medical staff providers  
2. Composition for Dental Peer Review will include: 

i. Chief Dental Officer (CDO) 
ii. Dentists 

iii. Dental Hygienists 
 

3.  Composition for Mental/Behavioral Health Peer Review will include: 
i. Quality Improvement Coordinator (QIC) 

ii. Chief Medical Officer (CMO) 
iii. Psychiatrist(s) 
iv. Behavioral Health Consultant (BHC)/ Psychologist/ Licensed Clinical Social 

Worker (LCSW) 
 

C. Meeting Frequency- 
1. The Peer Review Committees for both medical and dental will meet no less than ten (10) 

times annually with the goal of meeting monthly.  
i. All meetings will have minutes recorded. The responsibility of the minutes will 

fall to the CMO/CDO or their designee. 
2. The Peer Review Committee for  behavioral health will collaborate no less than ten (10) 

times annually with the goal of collaborating monthly 
3. The Peer Review Committee for mental health will collaborate no less than six (6) times 

annually with the goal of collaborating bi-monthly 
 

D. Selection of Cases for Review- 
1. The CMO/CDO or their designee will determine cases and topics for peer review.  

i. Cases may be selected at random. If they are selected at random, KTCH will 
follow the Data Randomization Selection policy. 

ii. Cases may be selected because they resulted in an undesirable patient outcome.  
iii. Cases may be selected by being referred to the CMO/CDO.  
iv. Focus topics may be suggested to the CMO/CDO by other LIPs for consideration 

for peer review.  
v. Focus topics may be suggested by the QIC for consideration for peer review. 

vi. Focus topics may be suggested by member of leadership for consideration for 
peer review. 

vii. In the event a case, in which the CMO/CDO is the performing provider, is 
referred or otherwise identified for review, the next most senior LIP shall review 
the case for appropriateness for peer review process.  
 

E. Peer Review Process- 
1. Medical/Dental Peer Review Process- 

i. In the instance of individual case peer review the involved LIP(s) is notified a 
minimum of five business days prior to the process so that they may review the 
case in advance.  
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ii. In the instance of randomized case peer review the involved LIP(s) will be given 
the list of cases for their review a minimum of ten (10) business days prior to the 
peer review monthly meeting.  

iii. All review of charts will be done directly out of the EHR.  
iv. LIPs will be given a standardized peer review form to complete the peer review. 

The form must be returned to the CMO/CDO or their designee a minimum of two 
(2) days prior to the peer review monthly meeting. (See Link A for medical; See 
Link B for dental Link C for  dental hygienist) 

v. All LIPs will be given five (5) cases from a peer to review on a monthly basis. 
Each month an LIP will review a different peer than the month prior, so that all 
LIPs have an opportunity to review each other and provide feedback. 

vi. Aggregate results of the peer review will be presented at the monthly peer review 
meeting.  

vii. Individual peer review results will be shared with the CMO/CDO and 
corresponding providers. LIPs are encouraged to talk directly to their peers to 
provide feedback from their review. Their review should be discussed in a 
professional, non-adversarial manner.  

viii. The CMO/CDO will use peer review as an avenue to identify educational 
opportunities, policy revisions, or other applicable improvements.  

ix. Peer review shall not be discussed outside of the peer review process.  
x. Peer review documentation shall not be entered into the EHR.  

  
2. Mental/Behavioral Health Peer Review Process-  

i. In the instance of individual case peer review the involved LIP(s) is notified a 
minimum of five (5) business days prior to the date specified by the CMO or 
their designee.  

ii. In the instance of randomized case peer review the involved LIP(s) will be given 
the list of cases for their review a minimum of ten (10) business days prior to the 
date specified by the CMO or their designee.  

iii. All review of charts will be done directly out of the EHR. 
iv. LIPs will be given a standardized peer review form to complete the peer review. 

The form must be returned to the CMO/CDO or their designee a minimum of two 
(2) days prior to the peer review monthly meeting. (See Link D for psychiatry; 
See Link E for behavioral health). 

v. All LIPs will be given five cases from a peer to review on a monthly basis. Each 
month an LIP will review a different peer than the month prior, so that all LIPs 
have an opportunity to review each other and provide feedback.  

vi. Aggregate and individual results of the peer review will be presented monthly to 
the CMO for review.  

vii. Individual peer review results will be shared with their corresponding LIP. LIPs 
are encouraged to talk directly to their peers to provide feedback from their 
review. Their review should be discussed in a professional, non-adversarial 
manner. 

viii. The CMO will use peer review as an avenue to identify educational 
opportunities, policy revisions, or other applicable improvements.  

ix. Peer review shall not be discussed outside of the peer review process.  
x. Peer review documentation shall not be entered into the EHR. 
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II. Chart Review 
Chart Review will be a standard agenda item at all Medical/Dental Peer Review Monthly Meetings  
 

A. Provider Orientation- 
1. New LIPs will be oriented to the chart review process within one month of their start date 

by the CMO/CDO. 
2.  The CMO/CDO or designee will present chart review process at a provider meeting 

annually.  
 

B. Selection of Charts for Review- 
1. Cases may be selected at random following Data Randomization Selection policy.  
2. No less than five (5cases per LIP will be selected per month from the prior month.) 

 
C. Chart Review Process- 

1. All charts will be reviewed directly out of the EHR. 
2. The CMO/CDO or their designee will be given a standardized chart review form to 

complete the chart review. The standardized review form will include the documentation 
criterion that has been identified for that reporting period. Individual criteria will be 
updated at the beginning of a new quarter if the provider group maintains compliance at 
95% or greater for that criteria for a minimum of three consecutive months.  

i. Criterion is established based on the organizations strategic, quality, and/or 
financial goals.  

3. Aggregate results will presented at the peer review monthly meeting.  
4. Individual chart review results will be shared with the CMO/CDO and corresponding 

LIP.  
5. The CMO/CDO will use chart review as an avenue to identify educational opportunities, 

policy revisions, or other applicable improvements.  
6. Chart review shall not be discussed outside of the peer review process.  
7. Chart review documentation shall not be entered into the EHR  

 
Chart Review will be completed monthly for nursing and dental assistant staff.  
  

D. A. Nursing and Dental Assistant Orientation- 
1. New nursing and dental assistants will be oriented to the chart review process within one 

month of their start date by the site manager. 
2.  The site manager or designee will present chart review process at a nursing/ dental 

assistant meeting annually.  
 

E. Selection of Charts for Review- 
3. Cases may be selected at random following Data Randomization Selection policy.  
4. No less than five (5 cases per nursing/dental assistants will be selected per month from 

the prior month.) 
 

F. Chart Review Process- 
5. All charts will be reviewed directly out of the EHR. 
6. The site manager or their designee will be given a standardized chart review form to 

complete the chart review. The standardized review form will include the documentation 
criterion that has been identified for that reporting period. Individual criteria will be 
updated at the beginning of a new quarter if the provider group maintains compliance at 
95% or greater for that criteria for a minimum of three consecutive months.  
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i. Criterion is established based on the organizations strategic, quality, and/or 
financial goals.  

7. Aggregate results will presented at the nursing/dental assistants monthly meeting.  
8. Individual chart review results will be shared with the site manager and corresponding 

nurse/dental assistant.  
9. The site manager will use chart review as an avenue to identify educational opportunities, 

policy revisions, or other applicable improvements.  
10. Chart review shall not be discussed outside of the chart review process.  
11. Chart review documentation shall not be entered into the EHR  
12.  

 
Attachment A- Medical Peer Review Standardized Form 
  
Attachment B- Dental Peer Review Standardized Form 
 
Attachment C- Dental Hygienist Peer Review Standardized Form 
 
Attachment C- Psychiatry Peer Review Form 
 
Attachment D- Behavioral Health Peer Review Form 
 
Attachment E- Nursing Chart Review 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

file://ktch-dc2/apps/Staff/Policy%20Hyperlinks/MEDICAL%20PEER%20REVIEW%202017%20.xlsx
file://ktch-dc2/apps/Staff/Policy%20Hyperlinks/Peer%20Review%20Form%20Dental%20Update%202017.xlsx
file://ktch-dc2/apps/Staff/Policy%20Hyperlinks/Peer%20Review%20Form%20Hygiene.xlsx
file://ktch-dc2/apps/Staff/Policy%20Hyperlinks/Peer%20Review-Psychiatry%202017%20-%20.xlsx
file://ktch-dc2/apps/Staff/Policy%20Hyperlinks/Peer%20Review%20BH%20Template%202017.xlsx
file://ktch-dc2/apps/Staff/Policy%20Hyperlinks/nursing%20chart%20audit%20template.xlsx
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KATY TRAIL COMMUNITY HEALTH 
Clinical Management Policy 

 
Policy/Procedure #:    2.16 
 
Subject:  Management of Patients who are Suspected of Abusing Drugs 
 
Department(s) Affected/Distribution:  All Departments 
 
Effective Date:   6/2011 
 
Origination Approval: Janet Canavese Date: 7/2011 
 
Approved By Board of Directors: Date(s): 7/2011, 6/2013, 1/2016, 1/2018 
 
 
Revision By: Pam Hirshberg, COO Date: 5/2013 
Revision By: Pam Hirshberg, COO Date: 1/2016 
Revision By: Pam Hirshberg, COO Date: 12/2017 
Revision By:  Date:  
    
    
 
POLICY: 
 
KTCH seeks to provide quality health services consistently and efficiently. Patients who abuse drugs 
create conditions which foster inefficient use of staff time and talents. Patients’ medical/dental charts may 
possess a provider note in the EHR/EDR indicating that a patient may abuse drugs. A patient may be 
identified as a potential drug abuser by a KTCH provider, patients’ insurance carrier, another medical 
and/or dental facility, pharmacy, or other qualified health professional. 
 
APPROVAL(S): 
 

Chief Medical/Dental Officers 
 
PROCEDURE(S): 
 

1. If a patient is identified as a suspected drug abuser or demonstrates drug seeking 
behavior, an event report will be created by the KTCH staff receiving the information 
from a KTCH provider, patients’ insurance carrier, another medical and/or dental facility, 
pharmacy, Prescription Drug Monitoring Program (PDMP), or other qualified health 
professional. The event report will be submitted to the patient’s primary care provider.  

2. The primary care provider will review the drugs of abuse information and determine if 
they believe a restriction on medications should be placed on this patient’s chart.  

3. If they determine no restriction is needed, they will indicate such on the event report and 
pass it to the Quality Improvement Coordinator (QIC).  



 
 

46 
 

4. If they determine the concern regarding drugs of abuse is warranted, they will review the 
event with the CMO/CDO.  If two providers conclude that a restriction for medications 
be placed on a patient’s chart, they will indicate their conclusions on the event report and 
pass the report to the QIC. The QIC will in turn notify the Clinical Data Coordinator 
and/or The Dental Clinic Coordinator to add a note to the patient’s chart indicating that a 
restriction is placed on prescription medications. The exact wording in the note will be 
determined in conjunction with the primary care physician and subsequently noted on the 
event report.   
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KATY TRAIL COMMUNITY HEALTH 

Clinical Management Policy 
 
 

Policy/Procedure #:    2.17 
 
Subject:  Prescribing Controlled Substances for Chronic Problems 
 
Department(s) Affected/Distribution:  All Departments 

Effective Date:   6/2006 
 
Origination Approval: Linda Messenger Date: 6/2006 
 
Approved By Board of Directors: Date(s): 6/2006, 7/2011, 6/2013, 1/2016, 1/2018 
 

 
Revision By: Pam Hirshberg, COO & Dr. Randal 

Hamric, CMO 
Date: 6/2011 

Revision By: Pam Hirshberg, COO Date: 4/2013 

Revision By:    Pam Hirshberg, COO Date: 1/2016 

Revision By:  Pam Hirshberg, COO Date:  1/2017 

Revision By: Pam Hirshberg, COO Date: 2/2017 

 
POLICY: 
 
In order to comply with state and federal laws and guidelines, and to minimize the risk for abuse and 
diversion of these medications, as well as to reduce other adverse consequences associated with use of 
these medications, the following policies and procedures are to be adhered to by providers prescribing 
controlled substances (CS) at Katy Trail Community Health. 

 
APPROVAL(S): 
 
 Chief Medical Officer 
 
PROCEDURE(S): 

1. Evaluation of the patient 
A complete medical history and physical examination must be conducted and 
documented in the medical record. The medical record should document the symptoms 
and medical indications for which a CS is being prescribed. If the provider does not 
recommend a CS, the following script is suggested for saying “no” to a patient:  
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Sit Down 
Putting yourself on the same level with the patient creates a different experience for him 
or her. Instead of an authority figure, you are now a little closer to him or her, to his or 
her experience, and to being a genuine and caring friend siting at the bedside.  
 
Get the story from the patient 
If you haven’t listened to the pain story, you need to do so with empathy. Jot notes, ask 
questions, summarize the make sure that you’ve heard; this can also be used to move a 
patient through his or her story if it is extensive.  
 
“After examining you and thinking through everything we’ve talked about, I don’t feel 
that I could safely recommend a narcotic for your pain. I’d like to talk about the 
alternatives that could help and would like to review them with you.” 
If the patient is hostile and demands pain meds, draw on the emotional words that the 
patient uses to demonstrate that you’re listening: “The pain is killing me,” “I can’t stand 
the pain,” “I’m on the edge all the time.”  
 
“The pain is making you feel desperate and edgy and I hear that, but I can’t safely and in 
good conscience prescribe medication that could harm you or kill you.” 
 
Use the story to list the things that warrant this decision. 
“You’ve told me a lot about your pain. You’ve told me about what you’ve tried and what 
doesn’t work. You’ve told me about the stress in your life and the pressure you feel. 
You’ve told me about your attempts to destress with drinks after work and your use of 
marijuana. Stress is adding to your pain. All of those things tell me that adding a narcotic 
would be asking for trouble. It would be dangerous to you and maybe those around you, 
and a big part of my job is to make sure that the treatment we agree upon will keep you 
safe.” 
 
And as a necessary, talk about the organizational policy or legal ramifications that 
prevent you from prescribing.  
 
Use the teaching opportunity. 
Teach about compounding factors and opioids. Use drawings or brochures. Don’t ever 
assume that the patient knows and take the time again to explain, for example, how his or 
her apnea in combination with opioids would slow breathing down even more, to the 
point or stopping, or that opioids change the brain and its response to pain.  
 
Have strong ideas for an alternative plan. 
 
“We’ve talked about some of the things that may help you control you pain. Out of all 
those, what would you like to try?” 
 
 
 
Or  
 
“The complex needs you have really tell me that we need additional support for your 
pain. Would you be willing to talk to one of our pain specialists?” 
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Or 
 
“There are strong connections with feeling down and discouraged and pain, so would 
you be willing to schedule an appointment with our behavioral health specialist?” 
 
If at any time you feel threatened or need to diffuse the situation, you can excuse yourself 
to consult a colleague or get additional help.  

2. Treatment Plan 
 The written treatment plan should state objectives that will be used to determine 

treatment success, such as pain relief, improved physical and/or psychosocial function 
and improvement in overall quality of life. The plan should include further diagnostic 
evaluations or other treatments planned. Failure of the patient to keep appointments for 
alternative treatment strategies constitutes sufficient reason to cease prescribing CS 
medications. After treatment begins, the physician should adjust medication therapy to 
the individual medical needs of each patient. The goal of therapy is not to stop use of 
the CS as soon as possible, but to reduce symptoms such as pain and anxiety and to 
improve or maintain patient function and quality of life. The appropriate dosage of 
medication used is that dosage which sufficiently alleviates the patient's symptoms 
and does not cause unacceptable side effects. 

 

3. Informed Consent and Agreement for Treatment 
The provider should discuss the risks and benefits of the use of CS medications with the 
patient. If treatment with a CS is anticipated to be long term (longer than 30 days) 
prescribing CS will be at the discretion of the physician or patient will be referred to a 
pain management center.  The KTCH Medication Management Agreement must be used.  
(Referred to hereafter as “the Agreement". ) The provider will review the Agreement 
with the patient. Once the patient states his/her understanding of the contents of these 
documents, the patient and provider will sign the agreement.  The Agreement will be 
scanned into - the patient’s electronic chart.   

4. Periodic Review 
At reasonable intervals (every 6 months at a minimum) based on the individual 
circumstances of the patient, the provider should review the course of treatment and any 
new information about the etiology of the patient's symptoms. The provider should 
monitor patient compliance in medication usage and related treatment plans. The provider 
will be vigilant in looking for evidence of medication abuse. Such monitoring may 
include periodic pill counts, urine drug screens, and communication with pharmacies and 
other health care providers, as outlined in the Agreement. 

. 

5. Compliance with Controlled Substances Laws and Regulations 
To prescribe, dispense, or administer controlled substances, the provider must be 
licensed in Missouri and comply with applicable federal and state regulations. 
He/she must also possess a current federal DEA number and Missouri BNDD 
number.   Should a Nurse Practioner prescribe controlled substances, 100% of the 
charts will be forwarded to their collaborating physician for sign off. 
 
 

file://ktch-dc2/apps/Staff/Policy%20Hyperlinks/KATY%20TRAIL%20COMMUNITY%20HEALTH%20CENTER.docx
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6. Other 

a. Prescriptions reported as stolen cannot be refilled without a police report 
provided by the patient.  

b. Early requests for CS refills will not be filled without adequate 
justification documented in the medical record. 

c. CS prescriptions cannot be post-dated. The provider may write a 
prescription dated on the date written, with a notation stating that the 
prescription may not be filled until a specified future date. 

d. CS prescriptions should be done in the EHR and printed on security 
paper or electronically prescribed.  Written Rx should specify quantity to 
be dispensed both numerically and written out.  

e. CS prescriptions must include the patient’s physical address, providers 
DEA number, and quantity numerically written.  

 
7. PROCESS FOR REPLACING LOST WRITTEN (PAPER) PRESCRIPTIONS FOR 
CONTROLLED SUBSTANCES 
 
a.  Give the provider the information regarding the lost script 

• The patient name 
• Patient DOB 
• Patient’s current phone number 
• Name of medication on script 

b. Provider will either re-write the script or notify staff the script will not be replaced 
c. Staff will give patient or the designated person the script, if the patient or designee provides 

the staff a picture ID and signs for the script. This will be scanned into the patient’s EMR. 
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Katy Trail Community Health 
Clinical Management Policy 

 
Policy/Procedure #:    2.18 
 
Subject:  Behavioral Health Services 
 
Department(s) Affected/Distribution:  All Departments 

Effective Date:   1/2007 
 
Origination Approval: Linda Messenger Date: 5/2007 
 
Approved By Board of Directors: Date(s): 5/2007, 7/2011, 6/2013, 1/2016, 1/2018 

 
 
Revision By: Pam Hirshberg, COO Date: 6/2011 
Revision By:      Pam Hirshberg, COO Date:    4/2013 
Revision By: Pam Hirshberg, COO Date: 12/2017 

 
         
POLICY:    
 
Katy Trail Community Health (KTCH) believes that an essential part of providing comprehensive 
primary health care includes behavioral health services.    
 
 
APPROVAL(S):   
 
      Chief Medical/ Dental Officers 
  
 
PROCEDURE(S): 
 
Katy Trail Community Health providers will refer mental health patients to Behavioral Health 
Consultants (BHC) utilizing the electronic health record (EHR). KTCH Behavioral Health Consultants 
will only accept internal referrals from KTCH providers. If referring a patient outside the KTCH 
Behavioral Health Consultants, the referral coordinator receives this request through the EHR system 
from the provider.  

 
1. To make a referral for Behavioral Health Services, the referral will be made through the 

EHR system.   If there is an urgent need for a patient to be counseled (for example, 
suicidal, etc.) and there are no BHCs available, a call can be made to the local Pathways 
24-hour Crisis hotline for Benton county (1-800-833-3915) or Burrell 24-hour Crisis 
hotline for Pettis, Saline, or Morgan county (1-800-395-2132) for an appointment or to 
talk with the Crisis Hotline for them to assess the patient.  

 
2. Behavioral Health appointments are generally scheduled for 30 minutes.      
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3. Behavioral Health warm handoffs can be done at any time as needed by any member of 

the care team.   Behavioral Health warm handoffs may be done at any time as needed by 
any member of the dental team. 

 
4. Pre-SBIRT screenings are completed by a care team member at the time a patient is 

roomed. Responses to these screening questions are documented within the EHR. Should 
a patient respond affirmatively to any of these screening questions; a comprehensive 
screening will be completed by a care team member who has been specially trained to 
complete this assessment.  All counseling and patient refusals will be provided by BHC 
staff or a member of the care team who is trained to provide these services. Should 
additional substance abuse services be required, the patient will be referred to an outside 
organization.  
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KATY TRAIL COMMUNITY HEALTH 
Clinical Management Policy 

 
Policy/Procedure #:    2.19 
 
Subject:  Visitor Policy 
 
Department(s) Affected/Distribution:  All Departments 
 
Effective Date:   5/2007 
 
Origination Approval: Linda Messenger Date: 5/2007 
 
Approved By Board of Directors: Date(s): 5/2007, 7/2011, 6/2013, 1/2016, 1/2018 
 
 
Revision By: Pam Hirshberg, COO Date: 6/2011 

Revision By: Pam Hirshberg, COO Date: 4/2013 

 
 
POLICY: 
 
All persons who are not presenting at Katy Trail Community Health (KTCH) for the purpose of seeking 
health care will be asked to sign-in using our Visitor Logbook in Administration or at the medical or 
dental front desk. Upon signing in, they will be issued a Visitor’s name tag and will be asked to sign out 
when they leave the building.   
 
 
APPROVAL(S):   
 
Chief Medical/Dental Officers 
Chief Operations Officer 
 
 
PROCEDURE(S): 
 

1. Persons seeking entrance to Katy Trail Community Health must talk to a KTCH 
employee who will make an inquiry as to the nature of the visit. Visitors claiming to have 
an appointment with a staff member will be asked to wait in the lobby area while the 
KTCH employee notifies the staff member that they have arrived. 

2. Staff members who are expecting visitor(s) should submit a list to the front office at the 
start of each day. If the visitor needs to travel beyond the waiting area, a staff member 
should escort the visitor into KTCH.  
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KATY TRAIL COMMUNITY HEALTH 
Clinical Management Policy 

 
Policy/Procedure #:    2.20 
 
Subject:  Patient Complaint/Grievances 
 
Department(s) Affected/Distribution:  All Departments 
 
Effective Date:   5/2007 
 
Origination Approval: Linda Messenger Date: 5/2007 
 
Approved By Board of Directors: Date(s): 5/2007, 7/2011, 6/2013, 1/2016, 1/2018 
 
 
Revision By: Pam Hirshberg, COO Date: 6/2011 
Revision By: Pam Hirshberg, COO Date: 1/2016 
Revision By: Pam Hirshberg, COO Date:  12/2017 
 
 
POLICY: 
 
Katy Trail Community Health (KTCH) endeavors to provide the highest quality services in a manner 
which supports patient, provider, and staff satisfaction.  Patient complaints/grievances indicate a failure to 
meet the patient’s expectations.  Therefore, complaints/grievances and subsequent action taken by staff 
will be documented in an effort to eliminate the possibility of repetitive problems. 
 
 
APPROVAL(S):   
 
 Chief Medical /Dental Officer 
 Chief Executive Officer 
 
 
PROCEDURE(S): 
 

1. All patient (or family member) complaints/grievances will be documented by an Event 
Report. 

2. Complaints may be made in person or by phone or written. 
3. The patient has the option to complete an Event Report, by writing out a complete 

description of the event on a blank piece of paper or dictate the event to an employee who 
will type the event in email form. The patient may choose to give it verbally, in which 
case the staff member receiving the complaint will transcribe the complaint/grievance. 

4. If the staff member completes the Event Report, he/she shall make every effort to 
document the expressed concern of the patient in the patient’s own words. The staff 
member will use reflective listening techniques to verify the accuracy of their 
interpretation of the patient’s concern. 

5. After completion of the Event Report, it will be forwarded to the Quality Improvement 
Coordinator (QIC) for follow-up and remediation.  
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6. The QI Coordinator will take appropriate action for follow-up consistent with the nature 
and seriousness of the complaint. He/she may need to confer with a member of the 
Leadership Team to determine a plan of action. Medical/Dental providers will be 
informed by the Chief Medical/Dental Officers of all complaints/grievances which 
concern the provision of medical/dental care of their patient; a copy of the complaint and 
action taken may be used for this purpose. 

7. Complaints, which include references to potential litigation, will be referred to the Chief 
Executive Officer.   

8.   It is the goal of the QI coordinator to resolve all event reports in the month in which they 
are reported. 
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KATY TRAIL COMMUNITY HEALTH 
Clinical Management Policy 

 
Policy/Procedure #:    2.21 
 
Subject:  Management of Difficult Patients 
 
Department(s) Affected/Distribution:  All Departments 
 
Effective Date:   6/2006 
 
Origination Approval: Linda Messenger Date: 6/2006 
 
Approved By Board of Directors: Date(s): 5/2007, 7/2010, 7/2011, 6/2013, 1/2016, 1/2018 
 
 
Revision By: Pam Hirshberg, COO Date: 6/2011 
Revision By: Pat Rank Date: 1/2013 
Revision By: Pam Hirshberg, COO Date: 1/2016 
Revision By:   Marjorie Hardey, LPN/QI Coordinator Date: 12/2017 

 
 
POLICY: 
 
Katy Trail Community Health (KTCH) seeks to provide quality health services consistently and 
efficiently. Abusive and threatening patients create conditions which foster inefficient use of staff time 
and talents. Patients may be discharged from the practice (medical and dental) if they are deemed to be 
abusive or threatening to the staff. Patients who are perceived to be difficult, with respect to recurrent 
hostile behavior, inappropriate use of KTCH services, excessive non-compliance, inappropriate use of 
controlled substances, or other patterns of behavior that represent excessive lack of respect or 
responsibility on the part of the patient, may be referred to the Chief Medical/Dental Officers for review. 
 
 
APPROVAL(S): 
  

Chief Executive Officer 
Chief Medical/Dental Officers 

 
 
PROCEDURE(S): 
 

1.  Providers who are considering discharging a patient are encouraged to discuss the 
behavior with the patient, explain the impact of the behavior on providers and staff, and 
request that the patient change the previously described behavior. The behavior and 
discussion should be documented in the patient’s medical/dental record. Examples of 
reasons to discharge a patient may include:  
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 a. Over utilization of the practice either with inappropriate frequent 
provider visits or excessive use of phone or triage system or 
inappropriate use of non-provider part of the clinic. 

 b. Documented episodes of verbal abuse  

 c. Documented episodes of conniving, lying, or illegal behavior. 

 d.  Evidence of medication seeking behavior. 

 e. Chronic non-compliance with provider’s recommendations, risking the 
health and well-being of the patient. 

 f. Evidence of hopping from one provider to another, one emergency 
room or hospital to another, or one pharmacy to another. 

 g. Difficult/borderline patients who have had difficulty adhering to 
behavioral contracts and/or threatening to staff or providers. 

 h. Patient presents false identification. 

2.  

2.  Staff are required to complete an event report describing the behavior.  

3. The provider may refer the case to the Chief Medical/Dental Officers to seek 
recommendations regarding management of the patient, which may include discharge 
from the practice.  

4. The Staff QI Committee meets monthly and will review event reports, including difficult 
patient trends.  

5.  Staff and provider education/training will periodically be provided on how to manage 
problem behaviors.  

6.         In the event of discharge:  

a. All patients recommended for dismissal will go through the Chief   
Medical/Dental Officers and Chief Executive Officer Continuity of care is 
considered when reviewing all patient dismissals.  

b. All patients being discharged shall be sent a letter informing them of   
their discharge from the practice and the effective date. This letter shall be sent 
by certified mail and regular mail. A copy is to be kept in the patient’s record.  

c. When applicable, documentation of discharge of patient from the 
practice should contain:  

i. Minimum of 30 days written notice with a specific date of termination   
from the practice, allowing the patient to find a new physician. 

ii.   The provider must be available for emergent care in the interim period 
of time (30 days).  

iii. No cause of discharge from the practice need be identified in the 
discharge letter.  

d. The Chief Executive Officer (CEO) may forward the dismissal to 
KTCH’s legal counsel to keep on record in the event of future liability. The 
Chief Medical/Dental Officers may be notified of legal advice, when applicable.  
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Documentation in the Event of Discharge:  
1. Route a copy of the Discharge Letter to the Medical and Dental Records staff.  
2. The Medical and Dental Records staff will make notation of discharge in the EHR 

“notes” with the word “DISCHARGED on (date)”. 
 

In the event the patient calls after discharge (after interim period of 30 days) 
1. Tell the patient that they have been discharged from the practice and may no longer 

be scheduled to see a provider. 
2. If the patient persists, transfer the call to the Chief Operating Officer and/or the QI 

Coordinator.  
 
In the event the adverse behavior is from someone accompanying the patient and/or calling in the 
patient’s behalf  

1. If the person is in the room with the patient, the person may be asked to leave the room. 
The visit may be terminated if the person does not change their behavior. 

2. The information documenting the interaction and discussion held will be documented in 
the patient’s chart by the provider/staff and/or the QIC. 

3. The staff will complete an Event Report including a copy of the documentation entered 
by the staff in the patient’s chart. 

4. The provider may recommend the patient’s discharge due to difficulty with the person 
managing the patient.  

 
 
 
In the event that the patient being dismissed have family members that are patients at KTCH in 
either Medical or Dental 

1. The Chief Medical /Dental Officers and Chief Executive Officer will confer as to who 
will be included in the dismissal from the practice (family members). This information 
is to be documented on the Event Report and given to the QIC. 

2. This will be made on an individual basis after all circumstances have been reviewed. 
 
Dismissal Letter 

 
 

file://ktch-dc2/apps/Staff/Policy%20Hyperlinks/Dismissal%20Letter.docx
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 KATY TRAIL COMMUNITY HEALTH 
Clinical Management Policy 

 
 

Policy/Procedure #:    2.22 
 
Subject:  Did Not Keep Appointment (DNKA) Notification and Follow-Up 
 
Department(s) Affected/Distribution:  All Departments 
 
Effective Date:   6/2006 
 
Origination Approval: Linda Messenger Date: 6/2006 
 
Approved By Board of Directors: Date(s): 5/2007, 8/2009, 7/2011, 6/2013, 1/2016,  
1/2018 
 
Revision By: Pam Hirshberg, COO Date: 6/2011 
 
Revision By: Pam Hirshberg, COO Date:    4/2013 
Revision By: Pam Hirshberg, COO Date: 1/2016 
Revision By: Pam Hirshberg, COO Date: 1/2017 
Revision By: Pam Hirshberg, COO Date 3/2017 
Revised By: Marjorie Hardey, LPN QI Coordinator Date: 11/2017 

           
 
 
POLICY: 
 
Medical patients who did not keep their appointment (DNKA) are defined as those who are ≥ 30 
minutes late for their appointment, do not reschedule or cancel their appointment within four (4) hours of 
their appointment time, or do not show up at all. 
 
Dental patients who did not keep their appointment (DNKA) are defined as those who are ≥10 minutes 
late for their appointment, do not reschedule or cancel their appointment within twenty-four (24) 
business hours of their appointment time, or do not show up at all. These are called broken 
appointments.  
 
Behavioral health patients who do not keep their appointment (DNKA) are defined as those who are ≥ 
30 minutes late for their appointment, do not reschedule or cancel their appointment within four (4) 
hours of their appointment time, or do not show up at all. 
 
Psychiatry patients who do not keep their appointment (DNKA) are defined as those who are new and 
≥ 30 or established and ≥ 10 minutes late for their appointment, do not reschedule or cancel their 
appointment within four (4) hours of their appointment time, or do not show up at all. 
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APPROVAL(S): 
 
            Chief Medical/Dental Officers  
             
 
 
PROCEDURE(S): 
 

MEDICAL PATIENTS: 

1. Per policy, patients are seen if they are up to 30 minutes late arriving.  

2. When a patient arrives late (greater than 30 minutes past their appointment time) for 
their appointment, they will be triaged preferably by a member of their care team. If they 
meet emergency protocol, they will be seen.  If they do not meet emergency protocol, 
the provider will decide if the patient can be seen or will need to be rescheduled.   

3. Care Coordinators will review the provider schedules daily and call all missed 
appointments from the prior day. Care Coordinators will make two phone attempts to 
contact a patient and should these fail, a letter from IMS will be sent to the patient 
encouraging them to reschedule their appointment. The goal is to identify barriers to 
compliance and to assist patients to remove barriers.  

 
See Appendix: 1 

4. When a Care Coordinator identifies a patient who has three (3) consecutively missed 
appointments, a referral will be placed in IMS that generates a “reminder” to the triage 
nurse.   Care Coordination will also put in a pop up note indicating that the patient must 
be referred to the triage nurse for scheduling of future appointments.   

5. The triage nurse will send a letter out of IMS to the patient addressing the consequences 
of having missed three (3) or more appointments including the referral to the triage 
nurse for scheduling of all future appointments.  The triage nurse will then contact the 
patient by phone to discuss scheduling of all future appointments. 

 
See Appendix: 2 

6. A patient may be permitted to schedule through scheduling by writing a letter of 
explanation as to why they missed multiple appointments and identify ways they will 
ensure future appointments are not missed. Written letters will be approved by the Chief 
Medical Officer.  All letters will be addressed to Care Coordination and they will 
forward to the Chief Medical Officer. 

7. Once the patient shows for the appointment approved by the triage nurse, the PSR will 
inactivate the reminder and the patient will be on “good standing” until another three (3) 
consecutive appointments are missed.  

 

 

 

 

file://ktch-dc2/apps/Staff/Policy%20Hyperlinks/Missed%20appt%20appendix%201.docx
file://ktch-dc2/apps/Staff/Policy%20Hyperlinks/Missed%20appt%20appendix%202.docx
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DENTAL PATIENTS: 
1. All dental patients will receive the Late Policy at or before their first appointment to the clinic.  

They are requested to read, sign, and date the policy.  Patients will be notified of the policy over 
the phone when they call to schedule their first appointment. 
 

2. If a patient does not call to reschedule an appointment within 24 business hours of the 
appointment time, the appointment is a broken appointment.  The dental staff will, however, 
prompt the patient to reschedule if this is the patient’s first broken appointment. 
 

3. If a patient does not come to a scheduled appointment, the appointment is a broken appointment.  
The dental staff will send a letter to the patient prompting them to call us to reschedule the 
appointment if this is the patient’s first broken appointment. 
 

See Appendix: 3 
 

4. If a patient arrives at an appointment ≥10 minutes late, the appointment is a broken appointment.  
The patient may, however, still be seen if the provider determines that there is time in their 
schedule to see the late patient.  If the provider determines that there is not time in their schedule 
to see the late patient, the patient will be rescheduled.  
 

5. If the patient has 2 (two) broken appointments any time within a twelve (12 ) month period, they 
will be unable to reschedule the appointment unless they complete one of the following: 
 

A. Wait 6 (six) months to schedule the next appointment. 
B. Write a letter to their provider requesting the privilege to reschedule an appointment 

with them.  The care coordinator can help them with the letter. 
C. Meet with the care coordinator prior to scheduling the next appointment to discuss 

barriers to care to ensure that they are able to keep all future appointments.  
 
See Appendix:  4 
 

6. If the patient completes option A, B, or C and then has another broken appointment within the 
next twelve (12) months, the only option for the patient will be a six (6) month waiting period 
before the next scheduled appointment. 
 

7. Emergent care will be provided to existing patients, even during the six (6) month waiting 
period. 
 

BEHAVIORIAL HEALTH PATIENTS: 
1. Per policy, established patients are seen if they are up to 30 minutes late arriving and new 

patients are seen if they are up to 10 (ten) minutes late arriving. 

2. When a patient arrives late for their appointment, they will be triaged preferably by the BHC. 
The BHC will decide if they are to be seen on that day or rescheduled for another day. 

3. BHCs will review their schedules daily and call all missed appointments from the prior day. The 
goal is to identify barriers to compliance and to assist patients to remove barriers. 

  

file://ktch-dc2/apps/Staff/Policy%20Hyperlinks/Missed%20appt%20appendix%203.docx
file://ktch-dc2/apps/Staff/Policy%20Hyperlinks/Missed%20appt%20appendix%204.docx
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4. If a patient has not been seen by a behavioral health provider for more than six (6) months, they 
will need to schedule with their primary care provider in order to obtain a new referral for 
behavioral health services.  
 
 
 

PSYCHIATRY PATIENTS: 

1.   Per policy, established patients are seen if they are up to ten (10) minutes late arriving and 
patients are seen if they are up to 30 minutes late arriving. 
 
2. When a patient arrives late for their appointment, they will be triaged by the psychiatry nurse.  
The nurse will decide if they are to be seen on that day or rescheduled for another day. 

 
3. The psychiatry nurse will review the schedule daily and call all missed appointments from the 
prior day.  The goal is to identify barriers to compliance and to assist patients to remove barriers. 

 
4. If a patient has not been seen by a psychiatrist for more than six (6) months, they will need to 
schedule an appointment with their primary care provider in order to obtain a new referral for 
psychiatry services.  
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KATY TRAIL COMMUNITY HEALTH 

Clinical Management Policy 
 

Policy/Procedure #:    2.23 
 
Subject:  Complete Documentation in Medical/Dental Record 
 
Department(s) Affected/Distribution:  All Departments 
 
Effective Date:   6/2006 
 
Origination Approval: Linda Messenger Date: 6/2006 
 
Approved By Board of Directors: Date(s): 5/2007, 8/2009, 7/2010, 7/2011, 6/2013,  
1/2016, 1/2018 
 
Revision By: Pam Hirshberg, COO       Date: 6/2011 
Revision By: Pam Hirshberg, COO  Date:     1/2016 
Revision By: Morgan Lynch, Business Office Manager  Date:    12/2017 
 
 
 
POLICY: 
 
The medical/dental record is a legal document that indicates what transpires between the provider and 
the patient, and a record of communication between the provider/dentist and other members of the 
patient care team. It should reflect what services were actually provided to manage patient care, to 
substantiate billing, and to provide clinical data for quality improvement. In order to obtain this data 
from the medical record, it is imperative that the medical records are well maintained and documentation 
is completed in a timely manner. 
 
APPROVAL(S): 
 
 Chief Medical/Dental Officers  
 
 
PROCEDURE(S): 
 

1. Documentation for medical/dental records should be completed no later than 3 business 
days from the time services were rendered. Disciplinary action may be invoked if 
providers/dentists do not complete chart documentation within 3 business days.  

2. Documentation for triage notes, phone consults, and on-call notes should be completed 
as outlined on the Standards for Response Time to Patient and/or Patient Related 
Telephone Calls. Disciplinary action may be invoked if providers/dentists do not 
complete chart documentation within these standards. 

3. Chart reviews will be performed monthly to insure compliance.    
4. Corrections (addendums) made after the chart has been signed off should be made as a 

corrected note rather than deleting and correcting the original note. Any corrections, 
additions, or changes made in the recorded health information after the provider/dentist 
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and/or a member of the care team has signed off on the entry shall be clearly identified 
as such. The date, time, reason for the change and name of the person making the 
change shall be included. The original documentation is not to be altered in any way. 

5. In the event information is omitted from the medical/dental record it is considered 
acceptable to amend the record. The following procedure shall be followed for recording 
all “amendments” or “addendums” or “late entries” 
 
 
Dental 

a. Create an addendum on the original visit note for the additional 
information. 

b. Reference the original entry by indicating the original date of service. 
c. The addendum will automatically ask if the provider wants to “append 

note” and upon clicking “yes” will be signed off. 
 

          Medical 
a. The staff member will make the Addendum directly on the original visit 

note by    selecting “Addendum” at the top of the visit note.  This 
records the time and date the addendum was created.   

6. If a provider is going to be on extended leave or a planned vacation; all medical/dental 
records must be completed and signed off prior to leaving.   

7. Alternating provider/dentists will be assigned to a vacationing provider/dentists “task 
box” to review any pending labs, diagnostic tests, refill request, etc. and complete these 
items within 3 business days of the received date.  

 
AUTHORIZATION OF ENTRIES: 
Those authorized to make entries in the medical/dental record are members of the patient’s care team; 
including physicians, nurse practioners, dentists, dental hygienists, nurses/MA, dental assistants, 
psychiatrists, and interning providers, behavioral health consultants, and patient care coordinators.    
 

  
Dental Records  
KTCH dental staff will be using electronic practice management and dental software.  
 
The dental record must include: 

1. Health history: past and present 
2. Treatment plan 
3. Progress notes 
4. Radiographs or any other diagnostic aids 
5. All correspondence  
6. Patient demographic sheet 

 
The dental chart must include:  

1. Name, address, phone number (home, cell and/or work) 
2. Social Security Number, birth date, and insurance information 
3. Complete medical history with highlighted positive health questions.  Name of present 

physician and phone number. 
4. Complete dental history 
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The treatment notes must include: 
1. Clinical examination findings 
2. Treatment plan 
3. Treatment performed 
4. X-rays and photographs (if applicable) 
5. Alternatives that were discussed 
6. Progress notes and plans for next visit 
7. Laboratory used, including shades for  other lab fabricated prostheses All materials and 

medications used 
 

In the event that the electronic software is not available, paper charts will be utilized. The following is a 
guideline for dental paper charting. When paper charts are used, all entries must be written legibly.  
Write-outs or eraser marks are not allowed. If you wish to make a correction, draw a thin line through an 
entry, initial and date it.   
 
Procedure for paper charting 

1. Write the date and tooth number on the first line.   
2. Initial the doctor/hygienist’s name and your name on the last line of the entry.  
3. Progress notes should be written in paragraph form to the end of each line.  If you do not 

use a full line, draw a thin line through the unused space.   
4. Prescriptions should be noted with an Rx in the tooth # column.  Write notes in order of 

the treatment performed. Additional comments about patient behavior may be written 
after treatment. Make sure patient’s name and birth date is on each page of the record. 

5. If paper charts are used, the information should be transferred ASAP into the EDR. Hard 
copies of the paper charts should scanned into the electronic dental record. 

 
Health alerts 
Any health alerts (allergies to medications, patient’s requiring pre-medication, etc.) pertinent to dental 
treatment should be noted in the electronic dental record. Health alerts that affect dental treatment should 
be placed in the Patient Alerts tab. Both health alerts and allergies should also be noted in the visit note 
for the day the health history is updated. 
 
A new health history form should be filled out by each patient at least once a year.  Patients should be 
verbally asked at each appointment if there have been changes in their health since their last visit. If 
there have been changes, update them in the computer. If there have been no changes, note that patient 
was asked about changes.  
 
Progress notes 
Progress notes should be recorded the day of the appointment and include treatment performed, consent 
authorization, all materials and medications used, prescriptions written, laboratory information (if 
applicable), and plans for next visit. If the patient is scheduled for future appointments, the person who 
scheduled the appointment should note in the chart that they scheduled the appointment. Both the 
assistant and provider are also required to initial notes for each patient. Templates have been created to 
assist a dental provider in documenting all necessary information regarding a specific treatment(s). 
  
Frankl Ratings 
This office rates children’s behavior according to the Frankl Rating System.  

1. Definitely negative—cries and screams, lots of movement 
2. Negative—reluctant to accept treatment, sullen, withdrawn 
3. Positive—accepts treatment with caution, obeys directions 
4. Definitely positive—seems to enjoy the experience 
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X-rays  
KTCH will use electronic x-ray software. In the event that the computers are down, x-rays will be 
unavailable.  
 
 
Record of prescriptions/anesthesia 
Record of prescriptions and anesthesia will be entered into the dental record the day that they are 
prescribed. If prescriptions are hand written, they should be scanned into the chart and a note should be 
generated as to the reason the prescription was hand written. 

  
Medical/BH/Psychiatry Records  
KTCH medical staff will be using electronic practice management and medical software.  
 
The Medical/BH/Psychiatry record must include: 

1. Visit notes 
2. All correspondence  
3. Patient demographic sheet 

 
The Medical/BH/Psychiatry chart must include:  

1. Name, address, phone number (home, cell and/or work) 
2. Social Security Number, birth date, and insurance information 
3. Name of Primary Care Physician  
4. Name of parent/guardian, in the event of minors 
5. Emergency Contact 
6. Complete medical history 

 
The visit notes in the Medical/BH/Psychiatry record may include: 

1. Chief Complaint 
2. Current Medications that the patient is on when initiating the visit 
3. Allergies with associated adverse reactions and severity 
4. Social/Family/Medical/OBGYN histories 
5. Immunizations 
6. History of Present Illness(es)  
7. Review of Symptoms 
8. Examination 
9. Procedures completed at visit 
10. MMSE/PHQ/SBIRT/PRAPARE 
11. Developmental Milestones 
12. Diagnoses (Active, Inactive, and Resolved) 
13. Diagnostic/Lab orders 
14. Office Test results of in-house labs/diagnostics 
15. Prescriptions added or changed during visit 
16. Care Plan with educational materials provided and self-management goals 
17. Follow up intervals and instructions  
18. CPT Coding for specific visit 

 
 

In the event that the electronic software is not available, paper charts will be utilized. The following is a 
guideline for Medical/BH/Psychiatry paper charting. When paper charts are used, all entries must be 
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written legibly.  Write-outs or eraser marks are not allowed. If you wish to make a correction, draw a 
thin line through an entry, initial and date it.   
 
 
 
DOWNTIME PROCEDURES:  
 
The following are the steps to be taken when the Electronic Health Record (EHR) is down for 
scheduled or non-scheduled downtime. 
 
 Scheduled Downtime: 
For All Clinics – The day before Scheduled Downtime. 

1. (PSR Task) Print the Face sheet for all the patients that are on the appointment schedule for that 
day 

2. (PSR Task) Each clinic will be responsible for checking in, recording no-shows, or cancelling 
the patient ‘encounter when they system becomes available 
 

Additional Steps for EHR: 
1. (Nursing Task) Print the most recent Visit Note for each patient scheduled to be seen the day of 

downtime; past medical history, surgical history, social history, family history, and vital signs. 
2. (Nursing Task) Print the most recent laboratory results and diagnostic procedure results for the 

patient. 
 
 
Day of Scheduled Downtime: 

1. For future scheduling inform the patient the system is down.  Request the patient’s name, date 
of birth and a telephone number.  After the system is available the patient will be called back 
with the appointment information. 

2. Each clinic should have the following forms available 
a. Blank Demographic Sheets (new patient and established patient(s) packet) 
b. Established Patient Encounter Form  
c. New Patient Encounter Form Return to Work/School Letter  
d. Prescriptions Pads 

3. Payment will be collected and a handwritten receipt will be issued to the patient. 
 
When the System Becomes Available: 

1. PSR will enter/update ALL patient information in the EHR 
2. Post any payments received 
3. Cancel/No Show all appropriate patient encounters 
4. Call patients regarding the scheduling of future appointment times and dates. 
5. Scan in consent forms signed by patient(s).   
6. Scan Provider Orders into system 
7. Scan in copies of prescriptions 
8. Clinical staff will have 2 business days to complete the patient visit information in the EHR with 

all clinical information. Including updating current medication list and allergies 
 

NON-SCHEDULED DOWNTIME FOR ALL CLINICS: 
1. Have the following forms available and on hand. 

a. Established Patient  
b. New Patient 
c. Prescriptions Pads 

file://ktch-dc2/apps/Staff/Policy%20Hyperlinks/Est%20Patient%20Downtime%20Form.doc
file://ktch-dc2/apps/Staff/Policy%20Hyperlinks/New%20Patient%20Downtime%20Form.doc
file://ktch-dc2/apps/Staff/Policy%20Hyperlinks/Downtime%20Return%20to%20Work%20or%20School%20Note.doc
file://ktch-dc2/apps/Staff/Policy%20Hyperlinks/Est%20Patient%20Downtime%20Form.doc
file://ktch-dc2/apps/Staff/Policy%20Hyperlinks/New%20Patient%20Downtime%20Form.doc
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2. A patient packet will be completed by all new Patients and a copy of the insurance card will be 
attached.  For established patients, they will be queried as to where their insurance has 
changed and staff will obtain patient address and phone and write this information on the 
patient paper visit note.  All other check-in processes remain the same. 

3. Payment will be taken and a handwritten receipt will be issued to the patient. 
When the system become available: 

1. Follow steps as outlined under “Scheduled downtime-When system becomes Available” 
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KATY TRAIL COMMUNITY HEALTH 
Clinical Management Policy 

 
Policy/Procedure #:    2.26 
Subject:  Consent for Treatment 

Department(s) Affected/Distribution:  All Departments 
Effective Date:   6/2006 

Origination Approval: Linda Messenger Date: 6/2006 

Approved By Board of Directors: Date(s): 6/2006, 7/2011, 6/2013, 1/2016, 1/2018 
 
Revision By: Pam Hirshberg, COO Date: 6/2011 

Revision By: Pam Hirshberg, COO Date: 1/2016 
 
POLICY: 
 
Before patient evaluation and treatment is provided, consent for treatment must be obtained from the 
appropriate person. Consent is defined as an agreement to care (examination, treatment, procedures). 
Refer to Revised Missouri Statutes, Chapter 431, Section 431.061 
 
APPROVAL (S): 
 
 Chief Medical/Dental Officers 
 
PROCEDURE(S): 

 
1. All patients aged 18 and over, must sign the Consent to Treat which is located within the 

Patient Information Packet.  
2. Patients over the age of 18 years who do not possess the ability to understand and make 

necessary decisions regarding their health care needs, may be represented by a patient 
advocate, parent and/or guardian or other individual who has the power of attorney to 
represent them. In these instances, the patient representative should be asked to sign the 
consent for treatment.  

3. All patients turning 18 years of age need to complete a new Patient Information Packet 
and sign the Consent to Treat. 

4. In addition to such other persons as may be so authorized and empowered, any one of 
the following persons if otherwise competent to contract, is authorized and empowered 
to consent, to any medical, dental or other treatment or procedures not prohibited by 
law: 
a. Any parent for his/her minor child in his/her legal custody including 

stepchildren and adoptive children; 
b. Any minor who has been lawfully married; 
c. Any minor parent or legal custodian of a child for himself, his/her child and any 

child in his/her legal custody; 
d. Any minor who  is a member of the Armed Forces 
e. Any minor for himself in case of: 

i. Pregnancy, but excluding abortions; 
ii. Sexual Transmitted Diseases and/or HIV testing; 
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iii. Contraception (Provider has the right to refuse care to a minor but has 
the obligation to refer to another provider for care); 

iv.  Foreign substance abuse.  
f. Any minor who is homeless, 16 or older, living without the physical or financial 

support of a parent or guardian, and parent or guardian consent to independent 
living.. We will not require proof of homeless status but rather accept the 
minor’s declaration of homeless status. This should, however, be documented in 
the patient’s chart. 

g. Any minor who is a victim of domestic violence, 16 or older, living without the 
physical or financial support of a parent or guardian, and parent or guardian 
consent to independent living. We will not require proof of domestic violence 
but rather accept the minor’s declaration of such violence as occurring. This 
should, however, be documented in the patient’s chart. 

h. Any minor who is emancipated; or judicial bypass is obtained. We will not 
require proof of emancipation but rather accept the minor’s declaration of 
emancipation. This should, however, be documented in the patient’s chart. 

i     Any adult standing in loco parentis, whether serving formally or not, for his 
minor charge in case of emergency.  

j.  Any guardian of the person for his ward; 
k.  During the absence of a parent so authorized and empowered, any adult for his 

minor brother or sister; 
l.  During the absence of a parent so authorized and empowered, any grandparent 

for his minor grandchild; 
m.  When a minor presents for care without consent from their parent and/or 

guardian, verbal consent may be obtained and should be documented in the 
patient’s chart. If verbal consent is not readily available but is anticipated, the 
minor child may be seen without consent at the discretion of the provider. The 
provider should follow up with the parent and/or guardian when they become 
available to report the outcome of the care.  

n.  “Absence” as used in k. and l. above shall mean absent at the time when further 
delay occasioned by an attempt to obtain consent may jeopardize the life, health 
or limb of the person affected, or may result in disfigurement or impairment of 
faculties. 

   
6.  A consent by one person so authorized and empowered shall be sufficient 

notwithstanding that there are other  persons so authorized and empowered or that such 
other persons shall refuse or decline to consent or shall protest against the proposed 
surgical, medical, dental or other treatment or procedures.  

7.   The parent, parents, or conservator shall not be liable for payment for such care unless 
the parent, parents, or conservator has expressly agreed to pay for such care. 

8.  In addition to any other instances in which a lack of consent is excused or in which a 
consent is implied at law, a consent to, medical, or dental treatment or procedures shall 
be implied where an emergency exists if there has been no protest or refusal of consent 
by a person authorized and empowered to consent, or, if so, there has been a subsequent 
change in the condition of the person affected that is material and morbid, and there is 
no one immediately available who is authorized, empowered, willing and capacitated to 
consent. For the purposes hereof, an "emergency" is defined as a situation wherein, in 
competent medical judgment, the proposed, medical, or dental treatment or procedures 
are immediately or imminently necessary and any delay occasioned by an attempt to 
obtain a consent would reasonably jeopardize the life, health or limb of the person 
affected, or would reasonably result in disfigurement or impairment of faculties.  
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KATY TRAIL COMMUNITY HEALTH 
Clinical Management Policy 

 
Policy/Procedure #:    2.27 

Subject:  Patient Referral Tracking System  
Department(s) Affected/Distribution:  All Departments 

Effective Date:   6/2006 
Origination Approval: Linda Messenger Date: 6/2006 

Approved By Board of Directors: Date(s): 6/2006, 7/2011, 6/2013, 1/2016, 1/2018 
 
Revision By: Pam Hirshberg, COO Date: 6/2011 
Revision By:    Pam Hirshberg, COO Date:    5/2013 
Revision By: Pam Hirshberg, COO Date: 1/2016 
Revision By: Pam Hirshberg, COO Date: 12/2017 
 
 
POLICY: 
 
It is the goal of Katy Trail Community Health (KTCH) that all patients receive care consistent with their 
specific treatment plan(s). KTCH will track referrals made to other providers, laboratories, diagnostic 
centers, and/or specialty services to assure follow-up and continuity of care. The Referral Coordinator 
shall be responsible for coordinating medical referrals and sending referral information as needed. The 
Business Office Manager or his/her designees are responsible for follow up tracking to obtain referral 
reports. The Dental Clinic Coordinator shall be responsible for coordinating dental referrals and sending 
referral information as needed.  
 
 
APPROVAL(S): 
 
Chief Medical/Dental Officers 
 
 
PROCEDURE(S):  
 
Procedure for Lab Tracking: 
The practice systematically tracks all lab tests ordered or done within the practice until results are 
available to the provider. The provider orders the lab through the EHR. Once the lab is ordered, the 
system indicates that the lab has been ordered and it remains in that status until the lab results are 
received. Lab results are available through an electronic lab interface with our reference lab, LabCorp. 
Once lab results are electronically received, their status changes from ordered to received. They are then 
electronically transmitted to the providers Task Box-Lab, for review. The provider will then review the 
lab and mark it as reviewed. If further action is needed, the provider will forward the lab with 
instructions to respective clinical personnel.   
 
The process for “flagging” overdue results is the responsibility of the Phlebotomist. A Lab Manifest is 
run each day by the Phlebotomist from our EHR. The Phlebotomist maintains all manifests until all labs 
have been received. This will alert the Phlebotomist on a daily basis to verify that whatever labs were 
ordered was actually received in an appropriate period of time depending on the particular lab test (i.e.: 
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pathology, paps, may take longer than a regular CBC). The Phlebotomist prints this each day and checks 
off/highlights lab results received, and then reviews labs not received so that they can be acquired 
through LabCorp by calling the company and asking for the results to be re-sent.  
 
Procedure for Imaging Tracking: 
The practice systematically tracks all imaging tests ordered or done within the practice until results are 
available to the provider, flagging overdue results. Our EHR tracks imaging tests in two ways.  

1)  If a test has been ordered and not received/reviewed, it remains identified as “ordered” 
and the system counts the days since the date of order, indicating that this imaging result 
needs follow-up. When the task box is opened by a provider or their designee, the 
“since” column is automatically sorted from oldest to newest. This column may also be 
resorted by simply clicking on the header. This time serves as our “flag” for overdue 
results. If an imaging test was ordered, the provider can see this in their task box, along 
with all other diagnostics ordered, and they can view by “ordered”, “received”, and 
“reviewed”. It is the provider or their designee’s responsibility to verify that the testing 
has been scheduled/ completed, and that we received results. Providers are responsible 
to review this Task Box daily. If the diagnostic test has not been scheduled/ completed 
within 30 days, it is the responsibility of the provider to develop an alternative treatment 
plan.  

2)  In the Referral Tracking system, the Referral Coordinator manages all imaging tests 
ordered if they required assistance in scheduling, for example, a chest x-ray may not 
require going through the referral specialist. Tests are ordered in a High, Medium, and 
Low priority, and are to be scheduled within 24, 48, 72 hours accordingly. Once the 
appointment is made, it is designated as “appointment booked”. It is the responsibility of 
the business office manager and/or their designee to follow up on the results of testing, 
making sure the test results are acquired from the hospital, imaging center, etc.  

 
Procedure for Referral Tracking: 
The Referral Coordinator (RC) will complete referrals for specialty care, consultations, and diagnostic 
testing. Referrals are ordered in a High, Medium, and Low priority, and are to be scheduled within 24, 
48, 72 hours accordingly. The RC will receive orders for any patient requiring referral to a specialist, 
consultant, or diagnostic test. The RC will then arrange/ schedule referral or test, fax orders, and referral 
information, and inform the patient of the time/date/location of the appointment. Referral information 
will be transmitted to the specialist/hospital or clinic within 72 hours or sooner depending on the 
appointment date and time. RC will: 

1.    Verify the patient’s coverage, ie insurance, managed care, self- pay, etc. 
2.    Check the insurance coverage to see if the appointment or procedure needs to be 

preauthorized. If applicable, call the appropriate Regional Health Center admitting 
office for help in determining if pre-authorization is needed. If patient does not have 
insurance coverage and is self -pay, determine how much money the patient needs to 
pay on first office visit. Ask if they will set up payment arrangements with the patient. 

3.  Call for an appointment for the patient. Coordinate multiple visits on the same day if 
applicable. Attempt to schedule with local providers if appropriate and/or as requested 
by patient/family. 

4.  Call patient and verify appointment with them personally. In addition, send a 
confirmation letter if time allows. Verify with the patient the date, time, and location of 
their appointment (including directions).  

5.  Fax and/or electronically send the referral form and any corresponding medical records 
to the specialty provider 
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6.  Complete all appropriate information within the EHR Referral Tracking system, 
including location of referral, date, and time of appointment, and any other pertinent 
information. 

The Business Office Manager or his/her designees are responsible for follow up tracking to obtain 
referral reports. See attachment for the “Referral Tracking Process.”  
 
Referral Tracking Process-General Guidelines 
 
Procedure for Medical Emergency Care: 
When a patient’s condition warrants, the patient is transferred to the Regional Health Center for 
emergency care. All applicable patient records are printed and sent with the EMT to the Regional Health 
Center. 
 
 
Procedure for Dental Referrals: 
Dental Referrals are maintained according to dental referral protocols. Please reference the hyperlink for 
updated information. 
 
The lead dental assistant will track and monitor patients who have been referred for urgent needs or 
active dental disease and follow up with patients as needed. 
 
Attachment A- Dental Referral Procedures 
 

 
  

file://ktch-dc2/apps/Staff/Policy%20Hyperlinks/Referral%20Tracking%20Process.docx
file://ktch-dc2/apps/Management/Dental/Dental%20PROTOCOLS/Dental%20Referral%20Procedures%20(updated%20Jan%202018).doc


 
 

74 
 

  
KATY TRAIL COMMUNITY HEALTH 

Clinical Management Policy 
 

Policy/Procedure #:    2.28 
 
Subject:  Care Coordination 
 
Department(s) Affected/Distribution:  All Departments 
 
Effective Date:   6/2011 
 
Origination Approval: Janet Canavese Date: 7/2011 
 
Approved By Board of Directors: Date(s): 7/2011, 6/2013, 1/2016, 1/2018 
 
 
Revision By: Pam Hirshberg, COO Date: 1/2016 
 
Revision By: Pam Hirshberg, COO Date: 12/2017 
 
 
POLICY:   
 
Katy Trail Community Health (KTCH) is committed to providing patient care coordination and 
removing barriers for care for patients who receive care at KTCH.  
 
 
APPROVAL(S):  
 

Chief Operating Officer 
 Outreach and Enrollment Manager 
 
 
PROCEDURE(S): 
 

A.  Interpretation services are available for behavioral health visits, medical visits, dental 
visits, lab appointments, telehealth and phone calls. 

 
 

B.  KTCH employs patient care coordinators to provide the following services and 
assistance to our patients. 

 
1. Insurance Assistance for Children and Pregnant Women: A patient care 

coordinator visits with all uninsured patients under 19 years old and/or pregnant 
women prior to their initial provider visit. Their goal during this visit is to 
identify health insurance resources for patients/families without insurance. They 
assist them: 
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a. If the patient is a child less than 19 years of age then a Medicaid 
application may be completed. The care coordinator will assess their 
situation and enroll them in the correct program. 

b. If the patient is a pregnant woman then a Medicaid application may be 
completed.  

c. Parents will be screened for eligibility for MO Health Net for Families 
(MHF). When a date of service application (DOSA) is completed for 
children age 0-18, some parents may be eligible.  

d. Presumptive Assistance for qualifying uninsured children. 
  
2.       Insurance Assistance Adults (Aged, Blind and Disabled Application): A 

patient care coordinator visits with all uninsured adult patients who express a 
willingness to complete the application 

4. Affordable Care Act Assistance: A patient care coordinator visits with 
uninsured adult patients to assist with application, enrollment, and payment for 
health insurance. 

 
 

3. Community Resources & Referrals:  
a. Assist patients to access community resources for co-pay assistance, 

food, utilities, shelter, and parenting skills.  
b. Assist patients to understand the referral process, set up transportation 

for out of house visits, and interpretation for specialty office 
appointments. 

c. Call patients with lab results & medication changes if the patient is not 
English speaking. Assist patients to understand the refill policy and 
contact the pharmacy on the patient behalf if needed. 

d. Assists female patients over 35 years of age to access care through the 
Show me Healthy Women/Wise Woman program. This program 
provides a free pap, pelvic and clinical breast exam. At the age of 50, a 
patient may qualify for a free mammogram or sooner if there is a 
medical concern.  

e. The patient care coordinator may assist with PapRx orders for patients. 
They will help them to set up an account and complete the paperwork. 
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KATY TRAIL COMMUNITY HEALTH 
Clinical Management Policy 

 
Policy/Procedure #:    2.36 

Subject:  Interpretation Services 
 
Department(s) Affected/Distribution:  All Departments 
Effective Date:   6/2011 
Origination Approval: Janet Canavese Date: 7/2011 
 
Approved By Board of Directors: Date(s): 7/2011, 6/2013, 1/2016, 1/2018 
 
 
Revision By: Pam Hirshberg, COO Date: 3/28/13 

Revision By:  Pam Hirshberg, COO Date: 1/2016 
Revision By: Pam Hirshberg, COO Date: 12/2017 

 
 

POLICY: 
 
It is the goal of Katy Trail Community Health (KTCH) to provide language assistance for patients who 
do not speak or understand English, or who have a limited ability to understand English. KTCH will 
meet this need by staffing employees who have completed the “Bridging the Gap” interpretation 
program. The care coordinators whose job responsibilities include interpretation will be the first to 
respond when interpretation is needed. Other staff that has completed the “Bridging the Gap” program 
may also be called upon to interpret. KTCH will provide a CyraCom Interpretation phone service that 
provides language assistance for all languages, and KTCH will contract with Columbia Interpreting 
Services for sign language services 
 
APPROVAL(S): 
 
 Chief Operations Officer 
  
PROCEDURE(S) FOR ONSITE INTERPRETATION:   
If a patient does not appear to understand English, an attempt must be made to identify the language the 
patient speaks. Language identification will be marked on the patient’s chart in the patient master screen. 
If there is an interpreter on site, that interpreter will be utilized. Otherwise, follow instructions for use of 
the CyraCom Interpretation Service or if an appointment is scheduled for a hearing impaired patient, 
contact the Columbia Interpreting Services by phone to schedule an interpreter for that patient on the day 
of the scheduled appointment. 
 
Anywhere there is a telephone, the language line can be utilized. For patients going to an exam room, the 
patient will be brought to the appropriate exam room and CyraCom will be contacted with the language 
line phone (available 24 hours per day, seven days a week, in 150 languages). PLEASE remember that 
the interpreter is trained to repeat exactly what is said. Speak in short phrases or sentences so that the 
interpreter can repeat what is said verbatim. Please speak in the first person, for example, “Mrs. Jones, 
how are you feeling today? Where do you hurt?”  
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1. Pick up the left handset to get a dial tone.  
2. Press the access button or manually dial 1-800-481-3293. 
3. When prompted, press the account/pin# button.  
4. Follow the language prompts and hold for your interpreter.  
5. When the interpreter comes on the line, she will give you her interpreter ID. Record the ID 

in the chart at this time.  
6. When the interpreter comes on, hand the right handset to the Non-English speaker.  
7. If there are any problems, call Customer Service at 1-800-481-3289.  

When completed with your call, please remember to document the interpreter ID in the electronic 
medical record.  
 
PROCEDURE FOR OFF SITE INTERPRETATION USING CYRACOM: 
 

file://ktch-dc2/apps/Staff/Policy%20Hyperlinks/CyraCom%20Instructions%20for%20Conference.docx
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KATY TRAIL COMMUNITY HEALTH 
Clinical Management Policy 

 
 

Policy/Procedure #:    2.37 
 
Subject:  Standards for Response Times to Patient and/or Patient Related Telephone 

Calls 
 
Department(s) Affected/Distribution:  Clinical Departments 
 
Effective Date:   6/2011 
 
Origination Approval: Janet Canavese Date: 7/2011 
 
Approved By Board of Directors: Date(s): 7/2011, 6/2013, 1/2016, 1/2018 
 
 
Revision By: Pam Hirshberg, COO Date: 4/2013 
Revision By: Pam Hirshberg, COO Date: 1/2016 
Revision By: Pam Hirshberg, COO Date: 12/2017 

 

POLICY:  
 
Katy Trail Community Health (KTCH) is committed to providing timely responses to all patient and/or 
patient related telephone requests. 

 
 

APPROVALS(S): 
 

Chief Medical/Dental Officers 
 

PROCEDURE(S):  
 
TELEPHONE PROTOCOLS: 

 
A. Provider Care Team: 
 

1. Care team members are available all hours that the respective clinics are open.  

2. Care team members will respond to all patient calls within 4 business hours. 

3. Should a care team member determine that a phone call needs immediate attention, she 
will consult with a provider within 15 minutes on behalf of the patient. 

4. The EHR Phone Consultation will be used to document all patient calls for medical.  In 
dental, all phone calls will be documented in the patient journal in the EDR. 
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5. In medical care team members will respond to all secure electronic communication via 
patient portal within 2 business days. The patient portal is not monitored outside regular 
business hours. Documentation may be within the patient portal or within an EHR phone 
consultation. 

 
 

 
B. Provider: 
 
1. Providers are on call 24/7 and, per On-call policy, will respond to patient calls within 30 

minutes.   
2.  Providers will respond to all secure electronic communication via patient portal within 2 

business days. The patient portal is not monitored outside regular business hours. 
Documentation may be within the patient portal or within an EHR phone consultation.  

 
C. Medical Records Clerk: 
 
1.  When a patient sends a message to their care team via the patient portal it is received by 

the medical records staff. The medical records staff then forwards the message to the 
appropriate member of the care team within 4 business hours. The patient portal is not 
monitored outside regular business hours.   
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KATY TRAIL COMMUNITY HEALTH 
Clinical Management Policy 

Policy/Procedure #:    2.38 
 
Subject:  Triage 
 
Department(s) Affected/Distribution:  Clinical Department 
Effective Date:   6/2011 
 
Origination Approval: Janet Canavese Date: 7/2011 
 
Approved By Board of Directors: Date(s): 7/2011, 7/2013, 1/2016, 1/2018 
 
 
Revision By: Pam Hirshberg, COO Date: 6/2013 
 
Revision By: Pam Hirshberg, COO Date: 1/2016 
Revision By:  Date:  
    

 
 

POLICY:  
1. To collect information to determine the urgency of a medical/dental health problem and 

to determine whether immediate intervention is needed and how soon treatment should 
begin. Katy Trail Community Health (KTCH) provides urgent medical care and 
emergency dental services to its patients. 

2. Triage guidelines/protocols have been established to determine how soon a patient needs 
to be seen by a provider. 

3. After normal office hours all patient calls will be directed by the answering service to 
the KTCH medical/dental provider on call. 

 
APPROVAL(S): 
 
 Chief Medical/Dental Officers 
 
 
PROCEDURE(S): 

A. Medical Triage Protocols 
1. Triage Protocol/Guidelines- 
Triage protocols/guidelines are established to ensure that the advice given by the nurse is consistent 
and precise. The book, Julie K. Briggs, Telephone Triage Protocols for Nurses, 4th Edition, 
(Lippincott Williams & Wilkins; fourth edition, 2012) will be used as a reference to direct the 
appropriate medical intervention. 

a. The nurse gathers information to determine the severity of the illness or concern by 
asking appropriate questions. 
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b. The nurse must use effective communication and history taking skills to determine the 
true nature of the problem. 

i. Develop rapport with the patient; identify self by name and title at the beginning 
of the conversation. 

ii. The nurse should convey a caring and non-judgmental attitude or manner. 
c. The nurse will gather information as to the history of present illness, including what 

home treatment has been given. 
d. Based on the information received, the nurse will instruct the patient to do one of the 

following: 
i. Come in the clinic for immediate evaluation by provider. 

ii. Be given an appointment for the same day. 
iii. Be given an appointment within 24-72 hours to be seen by primary provider. 
iv. Management at home. 
v. Call 911 or go to the nearest emergency department. 

vi. When appropriate, call the clinic answering service if condition changes during 
the night so the on-call provider can be notified as to plan of care. 

e. The nurse must assess the patient’s understanding of information given and agreement 
with the plan of care. 

f. Documentation of telephone triage must be completed in the electronic health record 
(EHR) by using the visit type of “Triage Note”.  

g. Documentation of walk-in patients must be completed in the electronic medical record 
by using the visit type of “Triage Note”. 

 

2. General Documentation Requirements 

a. All visits, calls and messages will be documented. 
b. Properly identify the patient by confirming name and DOB. 
c. The EHR Triage Note will be used to document all patient communications.    
d. Indicate source of medical information, if it is not from the patient. 
e. Document the page number (from the book listed above) to identify the instructions 

given to the patient and to identify the evaluation criteria utilized.  
f. Document enough information to support the assessment and plan of action. 
g. Document the specifics of the communication: 

i. Date and time of incoming and returned calls.  
ii. Note severity of symptoms when possible (light, moderate, severe). 

iii. Note what the patient has already tried at home to manage problem and, if 
nothing, indicate that in the EHR note. 

iv. When related to problem, indicate medical and medication history. 
v. Indicate plan of action to manage the problem, including any instructions given 

to the patient or their representative (appointment, home care, etc.). 
h. Always instruct the patient to call back for any problems or questions. 
i. When appropriate, document that the patient has no other problems, as well as the 

patient’s understanding of instructions and recommendations. 
 
B. Dental Triage Protocols 

1. KTCH dental prioritizes established patients, pregnant women and children for dental triage. 
Please refer to the hyperlink for current dental triage protocols.  

 

file://ktch-dc2/apps/Management/Dental/Dental%20PROTOCOLS/Dental%20Triage%20Guidelines.docx
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KTCH recognizes the need for same day dental emergency appointments for adults in our 
community and has a limited number of same day adult emergency appointments per day that are 
reserved on a first call, first serve basis. 

KTCH maintains dental emergency appointments for KTCH medical patients. Adult medical 
patients can be referred for an emergency dental appointment by the medical care team using the 
EHR. 

 

C. Emergency Protocols for Medical and Dental 
Triage protocol guidelines.  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

file://ktch-dc2/apps/Staff/Policy%20Hyperlinks/EMERGENCY%20PROTOCOLS.docx
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KATY TRAIL COMMUNITY HEALTH 
Clinical Management Policy 

 
Policy/Procedure #:    2.39 
 
Subject:  Scheduling Patient Appointments 
 
Department(s) Affected/Distribution:  All Departments 
 
Effective Date:   6/2011 
 
Origination Approval: Janet Canavese Date: 7/2011 
 
Approved By Board of Directors: Date(s): 7/2011, 6/2013,  1/2016, 1/2018 
 
 
Revision By: Pam Hirshberg, COO Date: 1/2016 
Revision By:  Date:  

 
 
POLICY:   
 
It is the responsibility of non-physician staff to remind patients of appointments and collect information 
prior to the patient seeing the provider. 

 
 

APPROVAL(S): 
 
Chief Operations Officer 

 
 
PROCEDURE(S): 

 
Procedure to Schedule Medical Patient Appointments:  

 
1. New Patient Appointment 

A.  All staff scheduling appointments will collect the following information for new patients 
requesting an appointment.  
1) Date of Birth 
2) Last Name 
3) First Name 
4) Specify which site the patient wants to be seen (Sedalia, Warsaw, Versailles, 

Marshall, Stover, or RV) 
5) Type of service (dental vs medical) 
6) Chief Complaint (reason for needing seen) 
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7) Ask the new patient if they have a preference in providers or would they like to 
be scheduled with the provider who has the next available appointment.  

8) Whether the individual needs to be seen for a work related injury. If so, inform 
the individual that KTCH does not inquire as to handle workers’ compensation 
injuries/cases and recommend they consult their employer to identify a worker’s 
compensation provider in the area.  

9) Social security number  
10) Gender 
11) Current address including zip code 
12) Home phone number 
13) Work phone number 
14) Cell phone number 
15) Preferred phone  
16) Email address 
17) Preferred method of communication 
18) Mailing address 
19) Race 
20) Ethnicity  
21) Language 
22) Need for interpreter 
23) Marital status 
24) Insurance information 
25) Inquire as to whether individual needs to be seen for an injury related to an 

automobile accident. That information must be typed into the appointment 
description and request the applicable guarantor/payor information to enter in 
the system as well.   

26) Inquire as to whether the individual, if a minor, is requesting to be seen as an 
adult in a confidential minor. That information must be typed into the 
appointment description and update the IVR notification. 
 

C. If the new patient under 19 years is uninsured; staff will notify of the option of care 
coordination to apply for Medicaid in addition to the sliding fee scale. The new patient 
will be asked to bring their most current proof of income documents as defined by the 
sliding fee scale application. 
 

1. If the patient is interested in applying for Medicaid, care coordinator who will 
then provide a brief orientation about KTCH, services and applicable programs they may be 
interested in, and assist them in applying for Medicaid. Individuals not eligible for Medicaid 
will be assisted by the care coordinator in applying for the SFS program. The patient will be 
asked to bring their most current proof of income documents as defined on the sliding fee 
scale application.  

 
D.  Verification of all fields in the electronic medical/dental record system will be done by 

the Patient Service Representative (PSR) at patient check in. 
 
E.  New patient will be asked to arrive 30 minutes prior to their appointment time and 

informed of their appointment time. In addition, individuals will be asked to bring the 
following information with them to the appointment:  
1) Current insurance card  
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2) Copay due at check in 
3) Photo I.D. (driver license, State ID, or Veterans ID) 
4) Social security card 
5) Medication bottles 
6) Proof of income (if applicable) 

 
F.  New patients will be asked if they need assistance with directions to the clinical facility. 

Should they need directions, we will offer to email /fax/mail directions to them in 
advance of their appointment. We will also offer to give verbal directions. Any new 
patients needing transportation assistance will be referred to a care coordinator.  

 
G.  New patients that are scheduled 3 or more business days in advance will be sent a New 

Patient Welcome Letter that reminds them of their appointment date and time, along 
with the required information needed at their appointment, as listed above.  

 
2. Established Patient Appointment  

A.  All staff scheduling appointments will collect the following information for an 
established patient requesting an appointment. 
1) Date of Birth 
2) Last Name 
3) First Name 
4) Specify which site the patient wants to be seen (Sedalia, Warsaw, Versailles, 

Marshall, Stover, or RV) 
5) Purpose for office visit (dental vs medical vs behavioral health) 
6) Chief Complaint (reason for needing seen) 
7) Verify the patient’s primary care provider (PCP).  
8) Inquire as to whether the individual needs to be seen for a work related injury. If 

so, inform the individual that KTCH does not handle workers’ compensation 
injuries/cases and recommend they consult their employer to identify a worker’s 
compensation provider in the area.  

9) Verify the following information and update the patient master as indicated at 
every office visit. 

a. Current address including zip code 
b. Home phone number 
c. Work phone number 
d. Cell phone number 

 
e. Mailing address 
f. Preferred pharmacy  
g. If the appointment has any relation to automobile or workman’s 

compensation claims. 
h. Insurance information 
i. Additionally, an established patient packet will be collected annually to 

update routine annual data, including homelessness status, poverty 
level, gender identify and sexual orientation. 

j. Inquire as to whether the individual, if a minor, is requesting to be seen 
as an adult in a confidential minor. That information must be typed into 
the appointment description and update the IVR notification. 

k. Collection of copayment 
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3. Reminder Calls 

A.  All patients will be called by the IVR (Inter voice system) or by the 
PSRs/Schedulers/Dental Assistants within 48 hours prior to their appointment. Patients 
who have a cell phone listed within the EMR will receive a text reminder. They have the 
option to decline any future text messages directly through the text messaging service. 

 
1. Individual will be reminded to arrive 15 minutes prior to their appointment time 

and what their appointment time is. In addition, the individual will be asked to 
bring the following information with them to the appointment:  
 
a. Current insurance card  
b. Copay due at check in 
c. Photo ID (examples: driver license, State ID, or Veterans ID) 
d. Medication bottles 
e. Social security card 
f. Proof of Income, if applicable  

 
 

 
Standards for Scheduling Medical Appointments 
Scheduling Standards will be measured monthly by individual providers and a combined group 
aggregate on the provider dashboard. 
Same Day Availability—0 days availability 
New Patient Appointment—3 day availability 
Third Next Available Appointment—3 day availability 
 
 
Procedure to Schedule Dental Patient Appointments:  
 
The Dental Clinic Site Manager and/or the Dental Clinic Coordinator is responsible for the scheduling 
template. Appointments may be made at KTCH by the dental scheduler, dental assistants, dental clinic 
coordinator, dental case manager, and dental PSR.  Appointments will be scheduled according to current 
scheduling guidelines. 
 
 
 
 

 

 

 

 

 

 

 

 

file://ktch-dc2/apps/Management/Dental/Dental%20PROTOCOLS/Scheduling%20guidelines.docx
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KATY TRAIL COMMUNITY HEALTH 
Clinical Management Policy 

 
Policy/Procedure #:    2.40 
 
Subject:  Code of Conduct 
 
Department(s) Affected/Distribution:  All Departments 
 
Effective Date:   6/2011 
 
Origination Approval: Janet Canavese Date: 7/2011 
 
Approved By Board of Directors: Date(s): 7/2011, 6/2013, 1/2016, 1/2018 
 
 
Revision By: Pam Hirshberg, COO Date: 1/2016 
Revision By:  Date:  
 
 
POLICY: 
 
It is the policy of Katy Trail Community Health (KTCH) that every provider who is granted the privilege 
to perform patient care services at KTCH must continuously demonstrate a willingness and capability to 
work with and relate to other staff members which includes other physicians, allied health providers, 
employee staff, visitors, and the community in general.  Our expectations that in treating everyone with 
the respect due them and behaving with courtesy and according them dignity, that there is a furthering of 
clinical excellence and quality outcomes as we should all desire. 
 
Disruptive behavior occurring in non-clinical settings may also be considered relevant in so far as it 
impacts upon the provider’s ability to provide quality patient care, considerations of general good 
character and applicable standards of professional behavior and ethical standards.   
 
This code of conduct is entered into in the spirit of providing a safe, equitable and just work place free of 
abusive influences.  As such, this Code will attempt to outline the expected behavior and consequences 
of deviating from said expected conduct, with rights of the provider in said process. 
 
 
APPROVAL(S):  
 
Chief Medical/Dental Officers 
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PROCEDURE(S):  
 
 
 

Medical Staff Code of Conduct 
 

1. Behave in a manner that would be understood by all to be worthy of emulation rather than 
condemnation. 

2. Be a good citizen 
Of course, there are many aspects which come to mind when this phrase is evoked, but for 
matters pertaining to staff at KTCH, we expect you to: 

a. Present yourself to the clinical facility in good physical and mental health, 
unimpaired by any substances or emotional concerns 

b. Assist without delay when called for an emergency 
c. Provide your patients with care at the generally recognized standard of care for your 

specialty 
d. Follow clinical protocols approved by the appropriate committees when such 

protocols have been determined by the Chief Medical & Dental Officers to promote 
quality care and appropriate use of resources 

e. Receive data on quality and outcomes, and use it in a positive fashion to maintain 
and further personal quality of practice 

f. Act in a cooperative manner with medical staff and administrative leadership 
g. Treat other colleagues including providers, allied health providers, staff, volunteers 

and clinic employees with all due courtesy, respect and dignity.   
h. Maintain confidentiality on all aspects of patient care and peer interactions/peer 

review.  It is the policy of  KTCH to protect the privacy of individually identifiable 
health information in compliance with federal and state laws governing the use and 
disclosure of protected health information 

i. Bring matters of safety, competence, facilities or other matters relating to the safe 
and effective care and the environment of care to the attention of the appropriate 
leadership staff.  Refrain from discussing these issues with those who are not in line 
to effect changes. 

j. Avoid disruptive behavior, and other matters as listed below: 
 
DISRUPTIVE BEHAVIOR 
 
It would be impossible to specifically enumerate all the different forms of disruptive or inappropriate 
conduct that would be below the normal standard of conduct expected of providers.  Therefore, for 
purposes of this policy, “disruptive behavior” shall generally mean behavior which violates accepted 
rules of civil behavior and professional etiquette, violates legal standards of conduct or professional 
ethics, disrupts the efficient and orderly operation of the hospital and its staff, or otherwise interferes 
with patient care  (Please see Disruptive Behavior Policy for detailed information). There are also 
statements made by the American Medical Association and the American Osteopathic Association 
regarding proper conduct that may also apply but may not necessarily be cited herein.   
 
In addition to disruptive and inappropriate behavior, we specifically mention and state that inappropriate 
sexual conduct/intimidation has lower limits of tolerance as well as specific Federal laws and our ability 
to offer intervention may be precluded by matters of litigation pending appropriate investigations. 
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Subject to the context and unique facts and circumstances of each case, the following are some examples 
of disruptive conduct: 
 

1. Repeated use of vile, loud, intemperate, offensive or abusive language 
2. Repeatedly acting in a rude, insolent, demeaning or disrespectful manner 
3. Verbal or physical threats, intimidation or coercion 
4. Actual physical abuse or unwanted touching 
5. Illegal discrimination against person or refusal to provide patient care services based 

upon unlawful criteria 
6. Lack of cooperation or unavailability to other providers for exchange of pertinent patient 

care information or resolution of patient care issues 
7. Deliberate destruction or damage to property 
8. Criminal conviction of an offense which impacts the providers qualification for 

continued service at KTCH, including their capacity to provide quality patient care 
services, adherence to applicable standards of professional ethics and good character. 

9. Sexual or other forms of harassment, including unwelcome sexual advances, request for 
sexual favors, or other verbal or physical conduct of a sexual nature which has the 
purpose or effect of substantially interfering with the individuals work performance or 
creating an intimidating, hostile or offensive work environment. 

10. Intentional disruption of KTCH Board, Provider Staff, or general staff meetings or 
activities 

11. Breach of confidentiality 
12. Inappropriate entries in patient medical records which have the primary purpose or 

effect of attacking or belittling other providers, imputing stupidity or incompetence of 
other providers or impugning the quality of care of other providers. 

13. Repeated, willful failure to abide by KTCH medical staff policies and procedures 
including refusals to comply with required duties or assignments. 

 
Except as otherwise required by their legal or ethical duties, providers are requested to first express their 
concerns or constructive criticism through the appropriate chain of command and seek internal resolution 
prior to publicly expressing their concerns or constructive criticisms.   
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KATY TRAIL COMMUNITY HEALTH 
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Policy/Procedure #:    2.41 
Subject:  Impaired or Dysfunctional Physician 
Department(s) Affected/Distribution:  All Departments 
Effective Date:   6/2011 
 
Origination Approval: Janet Canavese Date: 7/2011 
Approved By Board of Directors: Date(s): 7/2011, 6/2013, 1/2016, 1/2018 
 
Revision By:  Date:  
Revision By:  Date:  
  
 
   
 
POLICY:  
It is the policy of Katy Trail Community Health (KTCH) to address problems dealing with impaired 
professional performance among providers.  
 
 
APPROVAL(S): 
 
Chief Medical/Dental Officers 
 
 
PROCEDURE(S): 

 
Report and Investigate 

If any individual working in the clinical facility has a reasonable suspicion that a provider is 
impaired, the following steps should be taken:  

 
1. The individual who suspects the provider of being impaired must give an oral or, 

preferably, written report to the CEO. The report must be factual and shall include a 
description of the incident(s) that led to the belief that the provider might be impaired.  
The individual making the report does not need to have proof of the impairment, but 
must state the facts that led to the suspicions. 

2. The report shall be reviewed by the CEO and an outside consultant.  If the finding is that 
the provider is impaired, a report shall be submitted to the Chief Medical/Dental 
Officers. 

3. There will be a meeting with the provider in question, the Chief Medical/Dental Officer, 
and the CEO, and the provider shall be told that the results of an investigation indicate 
that the physician suffers from an impairment that affects their practice.  

4. Depending upon the severity of the problem and the nature of the impairment, KTCH 
has the following options: 
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(a) require the physician to complete a rehabilitation program as a condition of 

continued appointment and clinical privileges; 
(b) impose appropriate restrictions on the physician’s practice; or 
(c) Immediately suspend the physician’s privileges until rehabilitation has been 

accomplished if the provider does not agree to discontinue practice voluntarily. 
 

5. KTCH shall seek the advice of legal counsel of KTCH to determine whether any 
conduct  must be reported to law enforcement authorities or other government agencies 
and what further steps must be taken. 

6. The original report and a description of the actions taken by the CEO and/or the Chief 
Medical/Dental Officers should be included in the provider’s file.  If the investigation 
reveals that there is no merit to the report, the report shall be destroyed.  If the 
investigation reveals that there may be some merit to the report, but not enough to 
warrant immediate action, the report shall be included in a confidential portion of the 
provider’s personnel file and the provider’s activities and practice shall be monitored 
until it can be established whether there is an impairment problem.   

7. The CEO shall inform the individual who filed the report that follow-up action was 
taken. 

8. Throughout this process, all parties shall avoid speculation, conclusions, gossip, and any 
discussions of this matter with anyone outside those described in this policy.  At no time 
will the identity of the provider or their impairment be known to anyone other than the 
CEO, the Chief Medical/Dental Officers, the Missouri Physicians’ Health Program, the 
Missouri Association of Osteopathic Physicians and Surgeons Health Program or 
Impaired Dentist Committee, and persons involved in the intervention process, except as 
limited by applicable law, ethical obligation or when the health and safety of the patient 
is threatened.   

 
Rehabilitation 
 

1. Leadership shall assist the provider in locating a suitable rehabilitation program.  KTCH 
shall not reinstate a provider until it is established, to the clinic’s satisfaction, that the 
provider has successfully completed a rehabilitation program in which KTCH has 
confidence. 

 
Reinstatement 
 

1. Upon sufficient proof that a provider who has been found to be suffering impairment has 
successfully completed a rehabilitation program, KTCH may consider reinstating the 
provider. 

2. When considering an impaired physician for reinstatement, KTCH and its medical staff 
leadership must consider patient care interest to be paramount. 

3. KTCH must first obtain a letter from the physician director of the rehabilitation program 
where the provider was treated.  The provider must authorize the release of his 
information.  The letter from the director of the rehabilitation program shall state: 

 
(a) whether the provider is participating in the program; 
(b) whether the provider is in compliance with all the terms of the program; 
(c) whether the provider attends program meetings regularly (if appropriate); 
(d) to what extent the provider’s behavior and conduct are monitored: 
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(e) whether in the opinion of the rehabilitation program physicians, the provider is 
rehabilitated; 

(f) whether an after-care program has been recommended to the provider and, if so, 
a description of the after-care program; and 

(g) whether, in the program directors opinion, the provider is capable of resuming 
medical practice and providing continuous, competent care to patients. 

 
4. The provider must inform KTCH of the name and address of his or her primary care 

physician, and must authorize the physician to provide KTCH with information 
regarding his or her condition and treatment.  KTCH has the right to require an opinion 
from other physician consultants of its choice. 

5. KTCH shall request the primary care physician to provide information regarding the 
precise nature of the provider’s condition, the course of treatment, and the answers to 
the questions posed above in 12 (e) and (g). 

6. The Chief Medical/Dental Officers shall monitor the provider’s exercise of clinical 
privileges. 

7.  The provider must agree to submit to an alcohol or drug screening test (as appropriate 
to the impairment) at any time at the request of the CEO and/or Chief Medical/Dental 
Officers. 

8. All requests for information concerning the impaired physician shall be forwarded to the 
CEO for response. 
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KATY TRAIL COMMUNITY HEALTH 
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Policy/Procedure #:    2.42 
 

Subject:  Clinical Operations 
 

Department(s) Affected/Distribution:  All Departments 
 
Effective Date:   6/2011 
 

Origination Approval: Janet Canavese Date: 7/2011 
 

Approved By Board of Directors: Date(s): 7/2011, 6/2013, 1/2016, 1/2018 
 
 

Revision By: Pam Hirshberg, COO Date: 4/2013 
 

Revision By: Pam Hirshberg, COO Date: 1/2016 
 
 
POLICY:  
 

The Mission of Katy Trail Community Health is Mission:  
Quality Care + Meaningful Partnerships = Healthy Communities   

 
 
APPROVAL(S): 
 
 Chief Medical/Dental Officers 
 Chief Operations Officer 
 
PROCEDURE(S): 
 
Hours of Operation 
 
Hours of Operation for Dental Services in Sedalia are: 
 Monday  7:00 a.m.-6:00 p.m. 
 Tuesday 7:00 a.m.-6:00 p.m. 
 Wednesday 7:00 a.m.-6:00 p.m. 
 Thursday 7:00 a.m.-6:00 p.m. 
 Friday  7:00 a.m.-5:00 p.m. 
 
Hours of Operation for Medical Services in Sedalia are: 
 Monday  8:00 a.m.-7:00 p.m. 
 Tuesday 8:00 a.m.-7:00 p.m. 
 Wednesday 8:00 a.m.-7:00 p.m. 
 Thursday 8:00 a.m.-7:00 p.m. 
 Friday  8:00 a.m.-5:00 p.m. 
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Hours of Operation  for Dental Services in Warsaw are: 
 Monday  8:00 a.m. -5:00 p.m. 
 Tuesday 8:00 a.m. -6:00 p.m. 
 Wednesday 8:00 a.m. -5:00 p.m. 
 Thursday 8:00 a.m.-4:00 p.m.   
             Friday   8:00 a.m.-5:00 p.m. (hygienist only  
 
Hours of Operation  for Medical Services in Warsaw are: 
 Monday  8:00 a.m.-5:00 p.m. 
 Tuesday 8:00 a.m.-6:00 p.m. 
 Wednesday 8:00 a.m.-5:00 p.m. 
 Thursday 8:00 a.m.-5:00 p.m. 
 Friday  8:00 a.m.-5:00 p.m. 
 
Hours of Operation for Dental Services in Stover are: 
 Scheduled as needed.  
 
Hours of Operation  for Medical Services in Versailles are: 
 Monday  8:00 a.m.-7:00 p.m. 
 Tuesday 8:00 a.m.-7:00 p.m. 
 Wednesday 8:00 a.m.7:00 p.m. 
 Thursday 8:00 a.m.-7:00 p.m. 
 Friday  8:00 a.m.-5:00 p.m. 
 
Hours of Operation for Medical Services in Marshall are:  
             Monday  8:00am -7:00pm 
 Tuesday 8:00am-5:00pm 
 Wednesday 8:00am-5:00pm 
 Thursday 8:00am-7:00pm 
 Friday  8:00am-5:00pm 
 
Opening and Closing Procedures 
The clinic doors will be opened 15-30 minutes prior to the first appointment each morning to allow 
check-in time for appointments.  The clinic must be locked each evening at close.  All computers must 
be logged off to protect patient information. 
 
 
Medical Services Offered 

Primary Care: A Primary Care Provider (PCP) is a health care provider who sees people that have 
common medical problems. This person is usually a doctor, but may be a physician assistant or a nurse 
practitioner. A PCP is the main health care provider in non-emergency situations. The PCP's role is to: 

• Provide preventive care and teach healthy lifestyle choices 
• Identify and treat common medical conditions 
• Assess the urgency of your medical problems and direct you to the best place for that care 
• Make referrals to medical specialists when necessary 
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Pediatrics: A pediatrician is a health care provider who has completed a pediatric residency and is board 
certified, or board eligible, in this specialty. The scope of their practice includes the care of newborns, 
infants, children, and adolescents. 

Care Coordination: It is the role of the Care Coordinator to provide an assessment of individual/family 
needs and strengths and develop and monitor a plan for assistance interventions. The Care Coordinator 
will provide direction, support, guidance, education, and training for the recipient of services.  The Care 
Coordinator will also provide advocacy, information, referral, and follow-up services to verify the 
promotion of the welfare of the patient. 
 
Dental Services Offered 
 
Level 1 –Emergency and Preventative Services. These services will be provided to all qualified patients 
in accordance with the policy guidelines for each individual procedure. KTCH will routinely have on 
hand all supplies and equipment necessary to complete these procedures.: 
   
 
Level 2 – Basic Dental Services. These services will be provided to all qualified patients unless any 
exceptions or exclusions are indicated under the policy guidelines for each individual procedure. KTCH 
will routinely have on hand all supplies and equipment necessary to complete these procedures. These 
services will include: restorative, oral surgery, routine endodontics, scaling, and root planing. 
 
 
Level 3 – Expanded Dental Services. These services will not routinely be provided to patients. The Chief 
Dental Officer will determine the appropriateness of these services on a case-by-case basis taking into 
account the excess clinical time and expense needed to provide these services.  KTCH may have on hand 
all supplies and equipment necessary to complete these procedures, but some supplies may need to be 
ordered on an as-needed basis. These services may include: fixed prosthodontics, removable 
prosthodontics, occlusal guards, and interceptive orthodontics.  
 
 
 

Sedation Services – These services may be provided to patients as determined by the Primary Dental 
Provider after all resources have been exhausted. Prior authorization from an insurance carrier may be 

required for sedation services.
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KATY TRAIL COMMUNITY HEALTH 
Clinical Management Policy 

 
Policy/Procedure #:    2.43 
 
Subject:  Child Care 
 
Department(s) Affected/Distribution:  All Departments 
Effective Date:   6/2011 
 
Origination Approval: Janet Canavese Date: 7/2011 
 
Approved By Board of Directors: Date(s): 7/2011, 6/2013, 1/2016, 1/2018 
 
 
Revision By:  Date:  
Revision By:  Date:  
 
 
POLICY: 
 
KTCH is not responsible for babysitting children that are not being seen 
 
 
APPROVAL(S):  
 
Chief Medical/Dental Officer 
 
 
PROCEDURE(S):  
 
Dental Child Care: 
Purpose:  To assure continued quality and safe of care provided to pediatric dental patients 
 
Guideline:   
 

1. In order for the doctor and the staff to focus on the child’s needs during their dental treatment, 
it is necessary to ask that only one adult accompany the child to the treatment area except for 
a new patient visit for infant or toddler where both parents are encouraged to participate. 
 

2. All siblings of patients not scheduled to been seen by the doctor should remain in the waiting 
area with an accompanying adult. Siblings may not be left in the waiting room without adult 
supervision, if they are under 10 years of age 
 
3. If a child needs to return to the office for further treatment, only one adult may accompany 
them to the treatment room.  
 
4.  Any adult presenting for a personal appointment with the dentist or hygienist, should arrange 
for an accompanying adult remain in the waiting room and watch any children coming with them 
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5. Dental staff will inform patients about this guideline when scheduling appointments and Dental 
Assistants are responsible for reinforcing the guideline if/when a patient attends a visit with more 
than one child. 

 
 
 
KTCH is not responsible for babysitting children that are not being seen.  Children crying in the clinical 
area are very disruptive to others.  It is not in the best interest of a patient’s child or a patient’s sibling to 
be in the clinical area.  Reception areas are available for this purpose with adult supervision only. No 
sibling is allowed in the treatment area with the exception of a lap baby. No child under the age of 10 
may be left alone in the reception area.  
 
 
Medical Child Care: 
 

1. Family members are welcome in the clinic (exam room) at the discretion of the provider. 
2. If family members become disruptive to the care of the patient they may be asked to wait in the 

waiting room area. 
 
KTCH is not responsible for babysitting children that are not being seen. Reception areas are available 
for this purpose with adult supervision only. No child under the age of 10 may be left alone in the 
reception area.  Children may be brought back with the patient to the medical area but patients should be 
cautioned that children crying in the clinical area may be disruptive to others.   
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KATY TRAIL COMMUNITY HEALTH 
Clinical Management Policy 

 
 

Policy/Procedure #:    2.44 

Subject:  Prescription Procedures for Dental Patients 
Department(s) Affected/Distribution:  Dental Department 

Effective Date:   6/2011 
Origination Approval: Janet Canavese Date: 7/2011 

Approved By Board of Directors: Date(s): 7/2011, 6/2013, 1/2016, 1/2018 
 
Revision By:  Date:  

Revision By:  Date:  
 
 
POLICY:  
 
Katy Trail Community Health (KTCH) dental providers will prescribe appropriate medications to active 
patients of the health center. In order for a prescription to be written, the patient must have seen a KTCH 
dentist and be actively seeking dental treatment. In order to prescribe controlled substances, clinical 
policy 2.11 will be followed and the appropriate patient contract will be signed if necessary. 
 
 
APPROVAL(S):  
 
Chief Dental Officer 
 
 
PROCEDURE(S): 
 
KTCH Dentist will log on to a secure computer to write prescriptions. The prescriptions will be written 
in the electronic practice management software. If a prescription needs to be hand written, it will be 
scanned into the practice management software and a note will be made regarding the reason the 
prescription was hand written.  
 
Narcotics Policy 
Due to the addictive nature of narcotic pain medications, we reserve the right to give prescriptions for 
controlled substances for acute pain at the discretion of the treating dentist.  Most dental procedures 
require only over-the-counter non-steroidal anti-inflammatory pain medications or mild narcotics.  If 
patient requests follow-up treatment, patient will be required to come to the dental clinic before any 
prescriptions will be given. The dental opioid prescribing policy can be referenced at:   
 
 
 
 

file://ktch-dc2/apps/Management/Dental/Dental%20PROTOCOLS/Opioid%20Prescribing.docx
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Guidelines for information to be included on written scripts 
Prescriptions should contain the prescribing doctor’s name, signature, and DEA number; the clinic’s 
address and phone number; drug name, quantity, instructions, and refills if necessary; the patient’s name, 
address, and date the prescription is written.  
 
 
Identification of employees authorized to call in scripts 
Dental hygienists and the dental assistants with direction from a Dentist are permitted to call in 
prescriptions to the pharmacy. Per KTCH prescription policy, this is not to be done except in emergency 
or other extenuating circumstance.   
 
Management of anesthetics 
Anesthetic carpules are stored in the sterilization room. Nitrous oxide gas units are stored in the storage 
room. 
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KATY TRAIL COMMUNITY HEALTH 
Clinical Management Policy 

 
Policy/Procedure #:    2.45 
 
Subject:  Medical Referral for Dental Services 
 
Department(s) Affected/Distribution:  Dental Department 
 
Effective Date:   6/2011 
 
Origination Approval: Janet Canavese Date: 7/2011 
 
Approved By Board of Directors: Date(s): 7/2011, 6/2013, 1/2016, 1/2018 
 
 
Revision By: Pam Hirshberg, COO Date: 1/2016 
 
Revision By: Mendy Hohenfeldt, Dental Site Manager Date: 12/2017 
 
 
POLICY:  
 
Katy Trail Community Health (KTCH) dental providers will see medical patients with diabetes, 
coronary artery disease or a medical necessity and are referred by KTCH medical providers. . KTCH 
will also be a dental home to medical patients aged 0-18 
 
APPROVAL(S): 
 
Chief Dental Officer 
 
PROCEDURE(S):  
 
A. Medical Necessity 

1. Patients seen by KTCH medical providers may be seen for dental services if such services 
are considered medically necessary for their care and treatment. The KTCH medical 
provider must contact the Chief Dental Officer via referral to dental clinic coordinator to 
determine if patients’ needs qualify as medical necessity.  The medical provider should 
submit a letter and all supporting documents for review. If patient qualifies for medical 
necessity, their treatment may be covered by their dental insurance and/or the KTCH sliding 
fee scale (SFS). If a patient receives a comprehensive examination, they will become a 
patient of KTCH dental. If the patient receives a limited examination, they will not become a 
patient of KTCH dental.  

B. Diabetic/Coronary Artery Disease Referrals 
1. Established medical patients with a diagnosis of diabetes or coronary artery disease, may be 

referred for KTCH dental services under the following condition: 
• Must have hemoglobin A1c (HgbA1c) less than 10.0 (if at or above 10.0, treat 

infection until HgbA1c is less than 10.0) 
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2. To refer to the KTCH dental clinic, the referral must be completed within IMS, via the 
electronic reminders.  
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KATY TRAIL COMMUNITY HEALTH 
Clinical Management Policy 

 
 

Policy/Procedure #:    2.46 

Subject:  Clinical Assistant Responsibilities for Patient Visit 

Department(s) Affected/Distribution:  Clinical Department 

Effective Date:   6/2006 
 
Origination Approval: Linda Messenger Date: 6/2006 
Approved By Board of Directors: Date(s): 6/2006, 7/2011, 6/2013. 1/2016, 1/2018 
 
Revision By: Pam Hirshberg, COO Date: 7/2011 
Revision By:    Pam Hirshberg, COO Date:      4/2013 
Revision By: Pam Hirshberg, COO Date: 1/2016 
Revision By: Marjorie Hardey, LPN/QI Coordinator Date: 12/2017 
 
 
POLICY: 
 
The nurse shall provide an initial assessment of the patient in preparation for the provider’s visit. In 
addition, the nurse will provide supportive services as ordered by the provider. 
 
 
APPROVAL(S): 
 
 Chief Medical/Dental Officers 
 
 
PROCEDURE(S): 
 
MEDICAL PRE-VISIT PLANNING FOR VISIT: 

1. When a patient is being roomed by the RMA/LPN, the RMA/LPN will look at the 
“flowsheet” in the visit note or the Pre-Visit planning document generated out of Data 
Reporting and Visualization System (DRVS) to identify what items of care, such as 
preventative diagnostics, the patient is due for. This is considered pre-visit planning. The 
RMA/LPN will address the items that the patient is due for with the patient along with 
the provider if an order is needed.   

 
MEDICALVISIT: 
 

1. Greet patient in the waiting room. 
2. Identify yourself. 
3. Escort the patient to vital station and subsequently to the exam room.  
4. Verify the patient’s name and Date of Birth before proceeding with the visit.  
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5. Document the RMA/LPN name in the visit note for the specific appointment as assisting 
the patient for that visit.  

6. Obtain and document vitals. 
7. Document all appropriate information in the EMR, including patients’ chief complaint, 

current medications, allergies, immunizations, family, medical, OBGYN, and social 
history, and any other pertinent patient information and history.  

8. Annually complete the PRAPARE tool. 
9. Ask the patient the Personal Health Questionnaire- 2 (PHQ-2) and document in the 

chart. Determine based on results whether a PHQ-9 is needed and document the results 
of that in the chart.  

10. Annually, complete the Screening, Brief, Intervention, Referral to Treatment (SBIRT) 
questionnaire with the patient. 

11. Ask the Readiness for Change questions regarding diet, smoking, and physical activity. 
Educate the patient based on the readiness for change stage.  

12. Complete any necessary items such as labs, diabetic foot exam, etc, as identified in the 
standing orders and document appropriately in the visit note.  

13. Document any and all refusals during the office visit. 
14. Request any records needed to go into the patient’s chart for continuity of care.  
15. Mark the patient ready for the provider by turning the status green in the EMR.  
16. Follow up on orders/instructions from the provider. 
17. Documents nursing treatments/follow-up provided. 
18. Clarify questions for patients and give education when needed. 
19. Follow any specific provider instructions as listed.  

 
 

 
FOR PATIENTS SEEING A DENTIST FOR A HYGIENE APPOINTMENT 
 
 

1. Greet patient in the waiting room. 
2. Identify yourself. 
3. Escort the patient to vital station and subsequently to the operatory set up for their visit.  
4. Verify the patient’s name and Date of Birth before proceeding with the visit.  
5. Document the dental assistant’s name in the visit note for the specific appointment, as 

assisting the patient for that visit.  
6. Obtain Primary Care Provider’s (PCP) name and document in the family file within the 

electronic dental system (EDR) along with the date of most recent visit with their PCP. 
7. Obtain and document vitals. 
8. Review patient’s health history, note any major medical conditions in the patients notes, 

including tobacco use, current medications, allergies, and recent hospitalizations.  
9. Take the appropriate radiographs. Children with only primary teeth take two (2) bwx and 

two (2) occlusal radiographs. Children 6-13 years of age, 2 bwx and pano. Adults ages 
13 and up, 4bwx and pano. Also take PA’s of teeth that are hurting. 

10. Complete the polish and flossing of the patients teeth. 
11. Complete the patient’s notes and charge out for the services completed. 
12. Before bringing the dentist into the room make sure you have the radiographs open in the 

patients chart. 
13. Update the Dentist about any medical conditions or changes in the health history. 
14. After the dentist is done with their exam, give the appropriate home care instructions, 

schedule the patient back for any treatment needed and answer any questions they may 
have. 
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15. Escort patient back out to the waiting room and show them where to pick up their next 
appointment reminder card. 

 
 

 
FOR PATIENTS SEEING A DENTIST FOR TREATMENT 

 
1. Greet patient in the waiting room. 
2. Identify yourself. 
3. Escort the patient to vital station and subsequently to the operatory set up for their visit.  
4. Verify the patient’s name and Date of Birth before proceeding with the visit.  
5. Document the dental assistant’s name in the visit note for the specific appointment, as 

assisting the patient for that visit.  
6. Obtain Primary Care Provider’s (PCP) name and document in the family file within the 

electronic dental system (EDR) along with the date of most recent visit with their PCP. 
7. Obtain and document vitals. 
8. Review patient’s health history, note any major medical conditions in the patients notes, 

including tobacco use, current medications, allergies, and recent hospitalizations.  
9. Have the patient/parent sign any consent forms needed for that appointment, i.e. 

consent for nitrous, extractions, etc. 
10. Make sure the appropriate radiographs are open in the patients chart before going to get 

the provider. Check previous notes for any extra instructions the provider may have 
written for this appointment.  

11. After the procedure is complete give the appropriate home care instructions verbally 
and in paper form. 

12. Schedule patient for any additional appointments needed.  
13. Escort patient back out to the waiting room and show them where to pick up their next 

appointment reminder card. 
14. Complete patient notes and charges for that visit. 
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KATY TRAIL COMMUNITY HEALTH 
Clinical Management Policy 

 
 

Policy/Procedure #:    2.47 
 
Subject:  Orientation/ Proficiency Testing 
 
Department(s) Affected/Distribution:  Clinical Department 
Effective Date:   5/2007 
 
Origination Approval: Linda Messenger Date: 5/2007 
Approved By Board of Directors: Date(s): 5/2007, 7/2010, 7/2011, 6/2013, 1/2016, 1/2018 
 
 
Revision By: Linda Canavese Date: 7/2011 
Revision By:      Pam Hirshberg, COO Date: 4/2013 
Revision By: Pam Hirshberg, COO Date: 1/2016 
 
 
POLICY: 
 
New non-provider clinical staff shall participate in a period of orientation to learn organizational 
procedures and verify skill levels prior to being assigned independent responsibilities. Proficiency testing 
will be completed at 90 days for new nurses/medical assistants/phlebotomists/dental assistants. 
Proficiency testing will be completed no less than every two years for all nurses/medical 
assistants/phlebotomists/dental assistants.  
 
 
APROVAL(S): 
 
 Chief Medical/Dental Officers 
  
 
PROCEDURE(S): 
 
1. Orientation 
 

a. Supervisors, or their designee, will review job descriptions and proficiency checklist 
with all new employees. 

b. New employees will need to demonstrate proficiency in all areas on the checklist. 
c. Supervisors, or their designee, will verify that the employee is competent to perform the 

duty by initialing the competency skill checklist. 
d. It is the responsibility of the employee to identify areas where they believe additional 

orientation and training is needed if they do not feel competent performing specific 
skills. The length of orientation to job duties will vary from employee to employee, 
depending on employment background, skills and ability to apply background and skill 
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in this setting. Employee should be proficient on skills within their 90 day probation or 
their probation period may be extended.  

 
2. Proficiency Testing 

a. Skill proficiency will be updated no less than every two years and/or as required by 
Federal Tort Claims Act (FTCA).  

b. It is the responsibility of the employee to make their supervisor aware if at any time they 
do not feel proficient performing a specific skill(s). Additional training/orientation will 
be provided until such time that the employee demonstrates proficiency in the area(s) 
they had identified as a weakness. 

 
3. Skills Training 
 

a. Additional skills training /proficiency testing may occur at any time throughout the year 
if the practice purchases and/or obtains new equipment and/or adds new services and/or 
as policies are updated. 

 
 
 
 
Phlebotomy Link: 

 
 
Competency Checklist Link:  

 
 

DENTAL ASSISTANT STAFF PRIVILEGING REQUEST/RENEWAL 
 
DENTAL EFDA STAFF PRIVILEGING REQUEST/RENEWAL: 
 
Clarification on Dental Assistant (DA)/Expanded Function Dental Assistant (EFDA) 
Responsibilities 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

file://ktch-dc2/apps/Management/Quality%20Improvement/Proficiency%20Testing-%20Clinical/90%20Day%20Competencies/Phlebotomy%20Checklist%20for%20New%20Hires.docx
file://ktch-dc2/apps/Management/Quality%20Improvement/Proficiency%20Testing-%20Clinical/Master%20Competency%20Revised%20Jan%202017.xls
file://ktch-dc2/apps/Management/policy%20hyperlinks%20-management/DENTAL%20ASSISTANT%20STAFF%20PRIVILEGING%20REQUEST.docx
file://ktch-dc2/apps/Management/policy%20hyperlinks%20-management/DENTAL%20EFDA%20STAFF%20PRIVILEGING%20REQUEST.docx
file://ktch-dc2/apps/Management/policy%20hyperlinks%20-management/Clarification%20on%20Dental%20Assistant.docx
file://ktch-dc2/apps/Management/policy%20hyperlinks%20-management/Clarification%20on%20Dental%20Assistant.docx
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 KATY TRAIL COMMUNITY HEALTH 
Clinical Management Policy 

 
 

Policy/Procedure #:    2.48 
Subject:  AED 
Department(s) Affected/Distribution:  Clinical Department 
Effective Date:   5/2008 
 
Origination Approval: Linda Messenger Date: 6/2008 
 
Approved By Board of Directors: Date(s): 6/2008, 7/2011, 1/2016, 1/2018 
 
 
Revision By: Pam Hirshberg, COO Date: 7/2011 
Revision By: Pam Hirshberg, COO Date: 1/2016 
Revision By: Marjorie Hardey, LPN/QI Coordinator Date: 12/2017 
 
 
POLICY:    
 
It is the policy of Katy Trail Community Health(KTCH) to provide emergency resuscitative services 
including CPR and the use of Automatic Extern al Defibrillator (AED ) while awaiting transport to the 
nearest appropriate facility. AEDs are available at each KTCH site in the clinical areas, making early 
defibrillation accessible to patients, visitors, and staff who experience sudden cardiac arrest.  
 
 
APPROVAL(S):  
 
          Chief Medical/Dental Officers 
 
 
PROCEDURE(S) TO PERFORM A RESCUE:  

 
Step 1: Assess and Prepare the Patient 

 
◆ Unresponsive 
◆ Not breathing 
 

Open the AED lid and wait until the LED LIGHTS are lit. The AED will prompt “Stay Calm”. 
Follow these voice instructions. Make sure 911 is called now. The AED will prompt “Begin by 
Exposing the Patient’s Bare Chest and Torso. Remove or Cut Clothing if Needed.”   Remove 
clothing from the patient’s chest. Ensure the skin site is clean and dry. Dry the patient’s chest 
and shave excessive hair if necessary. 
 
. 
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Step 2: Place Pads 
 

Step 3: Shock Delivery 
 
Step 4: Administer CPR 
 
Step 5: Post Rescue 
 
Step 6:  After transferring the patient to ALS personnel, prepare the AED for the next rescue Connect a 
new pair of pads to the AED.  Close the lid.  Verify that the Status Indicator on the handle is on.  

 
 Step 7: Document all actions in the EMR.  
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KATY TRAIL COMMUNITY HEALTH 
Clinical Management Policy 

 
Policy/Procedure #:    2.50 
 
Subject:  Autoclave, Ritter M9/M11 Ultraclave Steam Sterilizer, Statim 2000 
 
Department(s) Affected/Distribution:  Clinical Department 
 
Effective Date:   6/2006 
 
Origination Approval: Linda Messenger Date: 6/2006 
 
Approved By Board of Directors: Date(s): 6/2006, 7/2011, 6/2013, 1/2016, 1/2018 
 
 
Revision By: Pam Hirshberg, COO Date: 7/2011 
Revision By: Pam Hirshberg, COO Date: 4/2013 
Revision By: Pam Hirshberg, COO Date: 1/2016 
Revision By: Mendy Hohenfeldt, Dental Site Manager Date: 12/2017 
 
 
POLICY:  
 
Katy Trail Community Health (KTCH) will provide instruction and training to medical and dental staff 
for safe operation and proper sterilization of instruments.  Instruction for safe operation of the autoclaves 
shall be included as a part of orientation for nursing & dental staff.  

 
 

APPROVAL(S): 
 
 Chief Dental/Medical Officers 
 
 
PROCEDURE(S): 
 
Pre sterilization steps: 

1. Soak instruments in the Ultrasonic Cleaner for at least 5 minutes.  In clinics without an 
Ultrasonic Cleaner, soak the instruments for at least 5 minutes but not more than 1 hour 
(60 minutes) 

2. Rinse and scrub, if necessary, the instruments thoroughly and dry thoroughly. Can be 
allowed to air dry by placing clean instruments on a dry cloth. 

3. Package clean and dry instruments, using sterilization pouches. Place a sterilization 
indicator strip in each pouch. Joined instruments must be sterilized in an open position. 
Take caution NOT to wrap instruments too tightly as this may cause inadequate 
sterilization. Wrapped cassettes must be wrapped with two sheets of sterilization wrap.  

4. Medical staff must document the date of sterilization on the pouch. Sedalia medical staff 
transports pouches to the dental sterilization dirty area. 
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Loading/Operating Steps: 
 
The following seven steps are required to start a sterilization program cycle after the load has been 
placed into the chamber and the door has been closed and latched. 

1. When loading trays, set sterilization pouches, blue side down, to maximize steam 
circulation. Do not overload trays. 

2. A biological spore test indicator will be run weekly in a representative load for 
sterilization assurance.  

3.    Display shows “select cycle”. 
4.    Close and latch the door to autoclave. 
5.  Select program to be used (unwrapped pouches, packs, or hand pieces.)The display will 

show the program parameters.  
6.    Press the “start” pad switch. 
7.   Do not remove until drying cycle has completed. 

 
 
Shutdown: 
 

The sterilizer will go into an automatic shutdown sequence if the “STOP” or “ON/STANDBY” pad 
switch is pressed anytime during a program cycle, with the exception of the drying phase. The 
shutdown sequence vents the chamber until the pressure reaches zero and the door can be opened. 

If a power failure occurs during a cycle, the shutdown sequence may still exist in the chamber. 

DO NOT force the door handle at any time. Chamber pressure may cause door to open with extreme 
force and personal injury may result. If the door handle does not move freely, allow to cool and 
depressurize 40 minutes before opening door. 

Reprocess goods to achieve sterility when the sterilization cycle has been terminated prematurely. 
Failure to do so may result in non-sterile goods. 

 

Detailed Operation: 

Refer to appropriate equipment Operator Manual.  

 

Spore Testing: 

Must be done weekly at all sites and documented in log book. 
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KATY TRAIL COMMUNITY HEALTH 
Clinical Management Policy 

Policy/Procedure #:    2.51 
Subject:  Blood Pressure, Measuring 
Department(s) Affected/Distribution:  Clinical Department 
Effective Date:   6/2006 
Origination Approval: Linda Messenger Date: 6/2006 
Approved By Board of Directors: Date(s): 6/2006, 7/2011, 6/2013, 1/2016, 1/2018 
 
Revision By: Pam Hirshberg, COO Date: 7/2011 
Revision By: Pam Hirshberg, COO Date:  4/2013 
Revision By: Pam Hirshberg, COO Date: 1/2016 
 
 
POLICY: 

 
Blood pressures (BP) will be performed on each patient over the age of three (3) years who are 
scheduled to see a medical provider and/or as needed. Patients with elevated blood pressures will have 
their BP taken again in the opposite arm during their visit. Providers will be notified of all elevated BPs. 
 
Blood pressures (BP) will be performed on each patient over the age of three (3)years and older who are 
scheduled to see a dental provider. . Please refer to Hypertension protocols for patients with hypertension 
in the dental setting.  
 
 
 
APPROVAL(S): 
 
 Chief Medical/Dental Officers 
  
 
PROCEDURE(S): 
 
1. Follow the instructions with the digital blood pressure cuff.  
 

  2. Gather equipment (sphygmomanometer and stethoscope). 
 
3.  Upper extremity best site for blood pressure assessment. 
 
UPPER EXTREMITY BP 

a. Determine the best site for BP assessment. Avoid applying cuff to extremity when 
intravenous fluids are being infused; when an arteriovenous shunt or fistula is present; 
when breast or axillary surgery has been performed on that side; or when extremity has 
been traumatized, diseased, burned, or requires a cast or bulky bandage. The lower 
extremities (popliteal artery) may be used when the brachial arteries are inaccessible. 

b. Select appropriate cuff size. Cuff width should be 20% more than upper arm diameter, 
or 40% of the circumference and two-thirds of the arm length. 

c. Expose upper arm by removing restrictive clothing. 
d. With patient sitting or lying, position patient’s forearm, supported if needed, with palm 

turned up at level of the heart. 

file://ktch-dc2/apps/Management/Dental/Dental%20PROTOCOLS/Hypertension%20and%20Dental%20Appointment%20Management%20Recommendations.docx
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e. Palpate brachial artery. Position cuff 2.5 cm (1 inch) above site of brachial pulsation 
(antecubital space). Center bladder of cuff above artery. With cuff fully deflated, wrap 
cuff evenly and snugly around upper arm. 

f. If using a mercury manometer, position mercury manometers at eye level. The needle of 
aneroid manometers should move freely when the cuff pressure is released. Observer 
should be no farther than 1 m (approximately 1 yard) from the gauge. 

g. If you do not know patient’s baseline BP, estimate systolic pressure by palpating the 
brachial or radial artery with fingertips of one hand while inflating cuff rapidly to 
pressure 30 mm Hg above the point at which the pulse disappears. Slowly deflate the 
cuff and note point when pulse reappears. 

h. Deflate cuff fully and wait 30 seconds. 
i. Place stethoscope earpieces in ears. 
j. Relocate brachial artery and place bell or diaphragm chest piece of stethoscope lightly 

over it. Do not allow chest piece to touch cuff or clothing. 
k. Close valve of pressure bulb clockwise until tight. 
l. Rapidly inflate cuff to 30 mm Hg above palpated systolic pressure. 
m. Slowly release pressure bulb and allow mercury (or needle of aneroid manometer gauge) 

to fall at rate of 2 to 3 mm Hg/sec. Make sure there are no extraneous sounds at this 
point. 

n. Note point on manometer when first clear sound is heard (first Korotkoff sound reflects 
systolic BP). The sounds will slowly increase in intensity. 

o. Continue to deflate cuff gradually, noting point at which sound disappears in adults. 
Note pressure to nearest 2 mm Hg. Listen for 10 to 20 mm Hg after the last sound, and 
then allow remaining air to escape quickly. 

p. Remove cuff from patient’s arm unless measurement must be repeated. 
q. Inform patient of the BP. If possible, discuss risk factors for high BP. If BP is elevated, 

inquire as to any factors that may have affected BP, including general health, life stress 
or diet changes. If patient takes blood pressure medication, determine compliance and if 
anything has interfered with prescribed regimen. 

r. Document BP in EMR. 
 

ORTHOSTATIC TESTING 
a. Have patient lie in supine position for 2 minutes and then measure pulse and blood 

pressure. 
b. Next, have patient stand and remain standing for 1 minute, then measure pulse and 

blood pressure. 
c. Pulse should be measured by counting the pulse for 30 seconds and then doubling the 

result (this is more accurate than counting for 15 seconds and multiplying by 4.) 
d. If the patient is unable to stand, there is no reason to measure the pulse and blood 

pressure in the sitting position. Simply document that the patient was unable to stand. 
e.  Document BP in EMR.  
 

 
 



 
 

113 
 

  



 
 

114 
 

KATY TRAIL COMMUNITY HEALTH 
Clinical Management Policy 

 
Policy/Procedure #:    2.56 

Subject:  Oxygen/Nitrous- Safety, Maintenance, and Use 

Department(s) Affected/Distribution:  All Departments 

Effective Date:   6/06 

Origination Approval: Linda Messenger Date: 6/2006 

Approved By Board of Directors: Date(s): 6/2006, 7/2011, 1/2016, 1/2018 

 

Revision By: Pam Hirshberg, COO Date: 7/2011 

Revision By: Pam Hirshberg, COO Date: 1/2016 

Revision By:  Date:  

 
 
POLICY: 
 
All oxygen/nitrous tanks should be kept in a secured, upright position at all times. Staff should take care 
when transporting tanks from room to room to avoid tipping. Oxygen/nitrous use must be administered 
carefully and documented completely in the EMR. All dentist staff performing or assisting in the 
administering and monitor of nitrous oxide in the dental treatment area will be certified according to 
state board rules and statutes. 
 
 
APPROVAL(S): 
 
 Chief Medical/Dental Officers 
  
 
PROCEDURE(S): 
 
1.   Clinical staff will be responsible for checking the tanks weekly if the vendor is not exchanging 

tanks on a regular basis. Checks should include: 
a) Observe general repair. 
b) Check to assure that gauge, flow meter, and regulator are attached. 
c) Key should be present to open and close valve. 
d) Check amount in tank. If below 200, report to the Clinic Site Manager for ordering of 

refill tank.  
For the Medical and Dental Clinics, document on their respective Procedure Room 
Checklists.  
Dental Procedure Room Checklist   
Medical Procedure Room Checklist 
 

2.   Using an Oxygen and/or Nitrous Cylinder: 
a)    Place cylinder in a secure, upright position (in the stand provided, if available). 

file://ktch-dc2/apps/Staff/Policy%20Hyperlinks/Dental%20Checklists%20for%20procedure%20room.xlsx
file://ktch-dc2/apps/Staff/Policy%20Hyperlinks/Checklists%20for%20procedure%20room.xls
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b)    Check meter to determine amount of gas in the tank.    
 c)    Slowly turn hand knob on cylinder clockwise to crack tank open for a brief second to 

clear opening of tank; then close. 
d) If tank does not have a regulator attached, attach regulator to value outlet.  Rationale:  

Regulate gas flow in liters per minute. 
e) Slowly open hand-wheel and adjust flow meter to prescribed rate in liters per minute. 

 
3.  Using Nasal Cannula (Medical only): 

a) Explain the purpose of 02 use to patient. 
b) Place tips of cannula into patient’s nares. 
c) Adjust flow of 02 amount determined by provider. 
d) Check patient’s response to 02 therapy regularly. 

Document 02 treatment/therapy, including patient’s response in EMR under vitals.  
Sample documentation: 02 via nasal cannula at 3L/minute.  
Patient tolerating 02 administration.  Pulse 0x reads 99%.  

Using mask: same as with Using Nasal Cannula, but adjust oxygen 5-10L/minute or as the provider 
orders. 
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KATY TRAIL COMMUNITY HEALTH 
Clinical Management Policy 

Policy/Procedure #:    2.58 
Subject:  Scales, Weighing Patients 
Department(s) Affected/Distribution:  Clinical Department 
Effective Date:   5/2007 
Origination Approval: Linda Messenger Date: 5/2007 
Approved By Board of Directors: Date(s): 5/2007, 7/2011, 6/2013, 1/2016, 1/2018 
 
Revision By: Pam Hirshberg, COO Date: 7/2011 
Revision By: Pam Hirshberg, COO Date: 4/2013 
Revision By:  Pam Hirshberg, COO Date: 1/2016 
Revision By:  Date:  
 
POLICY: 
 
Katy Trail Community Health (KTCH) will obtain weight measurements on all medical patients at every 
provider visit and as needed or when prescribing medication on dental patients. KTCH is committed to 
having the proper equipment for bariatric patients. 
 
 
APPROVAL(S): 
 
           Chief Medical/Dental Officers 
            
            
PROCEDURE(S): 
 
Adults 
 

1. Nursing staff greets patients. 
2. Identify yourself. 
3. Escort patient to vital station .Ambulatory patients step on scale and are weighed. If 

patient is unable to stand on scale, document this in the EMR. 
4. Record weight in EMR under vitals.  
5. Zero out scale after each patient to recalibrate.  

 
Infants 

1. Turn on scale and reset to zero.  
2. Press desired option of kg or lb.  
3. Remove infants clothing down to dry diaper and weigh. 

a) Never leave infant unattended on scale 
4. Record weight in EMR under vitals.  

 
 
 
 



 
 

117 
 

KATY TRAIL COMMUNITY HEALTH 
Clinical Management Policy 

 
 

Policy/Procedure #:    2.67 
 
Subject:  Tuberculosis Skin Test (TST) Screening, New Employee, Annual and Post-

Exposure  
 
Department(s) Affected/Distribution:  All Departments 
Effective Date:   6/2006 
 
Origination Approval: Linda Messenger Date: 6/2006 
 
Approved By Board of Directors: Date(s): 6/2006, 7/2011, 6/2013, 1/2016, 2018 
 
 
Revision By: Pat Rank, RN Date: 7/2011 
 
Revision By: Marjorie Hardey, LPN/QI Coordinator Date: 1/2016 

 
 
 
POLICY:   
 
Katy Trail Community Health will provide tuberculosis (TB) testing (PPD) to staff and patients as part 
of a screening and/or to aid in diagnosis and treatment. Testing may be performed by physicians/ 
providers, RNs, LPNs, or RMAs.   

The purpose of the TB screening program is to:  
1. Identify staff and patients with TB disease to prevent transmission and  
2.  Identify TB infection in staffs and patients to prevent progression to TB disease,  and  
3.  Evaluate the effectiveness of TB exposure control measures in order to identify the need 

for corrective action, and  
 4. Comply with federal, state, and local regulations and guidelines 
 

APPROVAL(S): 
 

Chief Medical/Dental Officers 
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PROCEDURE(S): 
 
 
COMPLIANCE WITH THE TB SCREENING PROGRAM 
 
A. Compliance with the TB screening policy is mandatory for all staffs, providers and volunteers.  

B. Staff who fails to comply with the requirements of TB screening will be notified in writing. 
Further non-compliance will result in disciplinary action up to, and including, removal from 
the work schedule until compliance is achieved.  

C. Physicians and physician groups that fail to comply with TB screening will result in 
disciplinary action up to, and including, removal from the work schedule until compliance is 
achieved.  

PRE-EMPLOYMENT TB SCREENING  
 
A.   New employees who have been made a conditional offer of employment shall be screened for 

presence of infection with M. tuberculosis using the Mantoux skin test (TST).   
a.   TST skin testing will employ the two-step procedure.  (If the reaction to the first test is 

less than 10 mm indurations, a second test will be given 1-3 weeks later).  A positive 
second test is indicative of a boosted reaction and NOT a new infection. If the second 
test remains negative, the person is classified as uninfected. 

b.    Individuals with no documented history of a TST skin test within the last 12 months 
will undergo the two-step procedure.  If the 2nd test remains negative, no further action 
is necessary.  If the second test is positive, the individual will be referred to their PCP 
for evaluation and treatment. If treatment is recommended by the individual’s PCP and 
the individual chooses not to comply with recommended treatment or complete 
treatment, the conditional offer of employment will be rescinded.  

c.    Individuals with documented history of a negative TST performed within the last 12 
months need not receive any injections until they have reached the 12 month period. At 
that time they are to receive only one (1) intradermal injection of TST tuberculin. (Note: 
In this instance, the prior skin test serves as the 1st step of a two-step procedure). If the 
2nd test remains negative, the person is classified as uninfected and no further action is 
necessary.  If the second test is positive, the individual will be referred to their PCP for 
evaluation and treatment. If treatment is recommended by the individual’s PCP and the 
individual chooses not to comply with recommended treatment or complete treatment, 
the conditional offer of employment will be rescinded.   

d.   Individuals who report a history of positive TST reactions do not have to have the skin 
test repeated if there is written documentation of a previously positive reaction, or of 
completion of adequate preventive therapy, or of completion of adequate therapy for 
active disease.   

e. Individuals who are found to be TST positive upon initial screening will be referred to 
their primary care provider (PCP) for evaluation. KTCH will not provide treatment for       
positive reactors. If treatment is recommended by the individual’s PCP and the 
individual chooses not to comply with recommended treatment or complete treatment, 
the conditional offer of employment will be rescinded.   

f. If an individual is diagnosed as having active TB, they become ineligible for 
employment. They will be counseled to obtain the necessary medical treatment and 
complete the proscribed treatment. Once they have completed the course of treatment 
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and no longer have active TB, they can reapply for employment.  
   

B.  Individuals with a history of BCG vaccination are not exempt from skin testing and will also be 
screened with Mantoux skin test. 

 
C.  Hepatitis B vaccination is not a contraindication for Mantoux skin testing.  
 
D.  Individuals may have TB skin testing done by an appropriate health care professional other than 

the facility staff (e.g. a personal Physician or another health care employer) as long as the skin 
testing results and any necessary follow up evaluation are documented and shared with KTCH. 

 

ANNUAL EMPLOYMENT SCREENING  
 
A. Employees with a negative skin test history will have an annual TST skin test and, depending 

on the test results, will be followed as above. The two-step procedure need not be used.   
B. TST skin test converters and employees that are symptomatic will be referred to their PCP 

for evaluation and treatment. If treatment is recommended by the employee’s PCP and the 
employee chooses not to comply with recommended treatment or complete treatment, we will 
discuss the health risks of not complying/completing treatment but it is KTCH’s policy to not 
“force” an employee to complete treatment if they choose not to. We will follow-up with the 
employee every 6 months by having the employee complete our “Annual TB Questionnaire” to 
evaluate the development of a cough. The employee’s return to work will be contingent upon the 
receipt of documentation attesting to lack of infectivity. 

C. In the event that an employee refuses a skin test, chest x-ray or recommended treatment when 
indicated, their continued employment will be evaluated. 

D. Employees, with previously known positive skin reactions followed by a documented chest x-
ray that is negative do not need repeat chest x-rays regardless of the time elapsed since their 
negative chest x-ray. Repeat chest x-rays will be indicated only when an employee has 
symptoms suggestive of TB. An annual TB Questionnaire is to be completed by the employee. 
Under these circumstances, KTCH will not be financially responsible for the cost of these chest 
x-rays. If an employee exhibits positive signs of TB, they will be referred to their PCP for 
evaluation and treatment. If treatment is recommended by the employee’s PCP and the employee 
chooses not to comply with recommended treatment or complete treatment, we will discuss the 
health risks of not complying/completing treatment but it is KTCH’s policy to not “force” an 
employee to complete treatment against their will if they choose not to. We will follow-up with 
the employee every 6 months by having the employee complete our “Annual TB Questionnaire” 
to evaluate the development of a cough. The employee’s return to work will be contingent upon 
the receipt of documentation attesting to lack of infectivity. 

E. Employees with active TB will have their work assignments re-evaluated. Employees who 
discontinue treatment before the recommended course of therapy has been completed we will 
discuss the health risks of not complying/completing treatment but it is KTCH’s policy to not 
“force” an employee to complete treatment. We will follow-up with the employee every 6 
months by having the employee complete our “Annual TB Questionnaire” to evaluate the 
development of a cough. The employee’s return to work will be contingent upon the receipt of 
documentation attesting to lack of infectivity. 

F.   Pregnant Health Care Workers: It is recommended that pregnant staff, who meets the criteria 
for TST testing, receive the TST during their pregnancy. If the test is deferred for medical 
reasons, the employee is expected to provide physician documentation of need to postpone TST 
and comply with the TST once they return from pregnancy leave. 

 

file://ktch-dc2/apps/Staff/Policy%20Hyperlinks/AnnualStatement%20%20TB%202016.pdf
file://ktch-dc2/apps/Staff/Policy%20Hyperlinks/AnnualStatement%20%20TB%202016.pdf
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EXPOSURE INCIDENTS  
 
A.  Exposure may result from contact with a patient, caregiver, family member or co-workers. In the 

event of documented occupational exposure to a diagnosed case of infectious pulmonary 
tuberculosis, all employees having occupational exposure will undergo the following:  

a. TST skin test, if previously TST negative.  
b. Follow-up TST skin test in 10-12 weeks. If employee develops a positive skin test, a   

chest x-ray will be obtained.  
c. All TST converters, regardless of chest x-ray results, will be referred to their PCP for 

follow-up.  
d. If symptomatic, employment may be resumed contingent upon the receipt of 

documentation attesting to the lack of infectivity.  
 

PROCEDURE – ADMINISTRATION, READING, INTERPRETATION 

 
If a child under the age of 4 years of age is exposed to an active case of TB and presents for 
testing, call Pettis County Health Department prior to testing.   

 
 
ADMINISTRATION OF THE MANTOUX TUBERCULIN SKIN TEST 
 
I.  Preparation  

A. Seat the person comfortably.  
B. Use the inner aspect of the forearm, about four inches below the elbow.  
C. Avoid areas with abrasions, swelling, visible veins, or lesions.  
D. Cleanse the area to be injected with an alcohol swab and let the area dry.  

II.  Injection process  
A. The injection is made using a quarter- to half-inch, 26- or 27-gauge needle on a 

disposable plastic tuberculin syringe.  
B. The bevel of the needle opens facing upwards.  
C. The tuberculin skin test is administered by the slow intradermal injection of 0.1 ml of 

5TU (tuberculin units) of purified protein derivative (PPD) just under the skin.  
D. Holding the skin of the forearm tautly, the needle is inserted at a 10 to 15 

degree angle without aspirating.  
E. A discrete, pale elevation of the skin (a wheal) 6 to 10 mm in diameter should appear. If 

a wheal is not visible, the test needs to be repeated in the opposite arm.  
F. The needle should be quickly withdrawn, and the site should not be massaged after 

the needle is withdrawn.  
G. No leakage of solution should occur.  
H. The site should not be covered with a bandage.  
I. If this procedure is not followed accurately, the test will be repeated immediately using 

the opposite forearm. 
 

III.  Disposal of needles and syringes  
A. Disposable needles and syringes will be placed in appropriate puncture 

resistant containers immediately after use.  
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IV.  Tuberculin solution 
    

A. Tuberculin solution should be removed from the vial under aseptic conditions.  
 
B. The solution should not be transferred from one container to another or left in pre-filled 

syringes. If this occurs, the potency of the tuberculin solution may be diminished. 
  
C. The solution should be kept refrigerated and, if the antigen is accidentally frozen, the 

solution should be discarded. 
  
D. If the antigen is subjected to light for an extended or undetermined amount of time, the 

potency of the solution may be diminished and the solution should be discarded.  
 

E. The solution should be used within one month after opening.  
 
V.  Contraindications  

A. To date, no contraindications are known.  

B. A test should not be given within a three-month period following administration of a 
live virus vaccine (MMR, Varicella, Rotavirus, and ACTHIB).  

Note: Live virus vaccines may be given at the time of the initial test.  

VI.  Adverse reactions to PPD  

A. PPD should not be administered to Staff with a documented severe reaction (e.g., 
vesiculation, ulceration, and necrosis) that may occur at the test site in highly 
sensitive persons. Aplisol, contains a latex-free bottle stopper and may be used for 
the administration of PPD for sensitive individuals. 

B. If PPD is injected subcutaneously, no local reaction will develop, but a general 
febrile reaction and/or acute inflammation around old TB lesions may occur with 
highly sensitive individuals.  

C. Epinephrine Hydrochloride solution (1:1000) should be readily available in case 
anaphylactic or acute hypersensitivity reactions occur.  

D. Adverse reactions, including apparent false-positive or false-negative test reactions, 
should be reported to the Food and Drug Administration Medical Products 
Reporting Program (see the Physicians’ Desk Reference for a copy of the reporting 
form).  

VII. Charting will include, but is not limited to:  

A.  Date test was applied  

B.  Manufacturer and lot number of the injected antigen  

C.  Expiration date of solution  
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D.  Dose administered  

E.  Injection site  

F.  Signature or initials of the person who administered the test  
 
 
 
 
READING OF THE MANTOUX TUBERCULIN SKIN TEST  
 
I.  Time frames for reading the tuberculin skin test   

A. The test site should be read 48 to 72 hours after administration, when the majority 
of reactions are maximal. The nurse/RMA will instruct the patient with a specific 
time of when to return to the clinic to have the test read. 

B. For some individuals in whom hypersensitivity to purified protein derivative (PPD) has 
waned, the full development of induration (swelling) may take up to one week or may 
need to be boosted.  

 
II.  Reading the test result  

A. Reading of the test result should be done in a good light with the forearm 
supported on a firm surface and slightly flexed at the elbow.  

B. First determine the presence or absence of palpable induration.  

1. In reading of the test, disregard erythema or redness.  

C. The induration may be located visually (from a side view against the light or by direct 
light) and then by direct palpation.  

D. The borders of induration can also be marked with a ballpoint pen by moving the pen 
laterally toward the induration and stopping at one border and then repeating the 
process on the opposite side.  

E. Using a flexible millimeter ruler or caliper measure, measure the diameter of induration 
at its widest diameter transversely (side-to-side) to the long axis of the forearm. (See 
illustration titled Reading the Tuberculin Skin Test at the end of this procedure.) 

If Not our patient :(ie, Boys and Girls Club Employee Physicals), refer to patient family  
physician, KTCH needs documentation for this referral. If no physician, establish care with 
KTCH in a separate office visit, full history, etc. or refer to Pettis County Health Center.   

Our patient: Follow plan of treatment *  
• *If positive TB skin test (10mm or higher unless they are immune-compromised, then 

5mm). A second nurse and/or provider should verify site.  
• Document interview of patient to see if they have known exposure to TB (unexplained  

cough or known active case of TB)  
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•   Order chest x-ray.  
 

-- If negative CXR:  
• Fax chest x-ray results with TCB4 form to the County Health Department. 

Individuals have the option to pursue medication for the treatment of latent TB. 
If the individual chooses treatment, the INH prescription, as listed below, will 
be sent to the County Health Department by KTCH.  

• Adults: INH 300 mg 1 po daily x 1 month, with 8 refills), and B6 50 mg 1 po 
daily x 1 month with 8 refills for adults.   

• Children: INH 10 mg per kg per day, not to exceed 300 mg per day. No B6 for 
children.   

-- If positive CXR:  
•                   Fax chest x-ray with TCB-4 form to County Health Department.  Call County 

Health Department and notify them of the positive chest x-ray so they can begin the process 
of isolating the patient and collecting sputum specimens. Pettis County- 660-287-3524 or 
660-287-7270, leave message if not answered.  They will call us back as soon as possible. 

• Benton County- 660-438-2876, leave message if not answered.  They will call us back as 
soon as possible. 

• Morgan County-573-378-5438, leave message if not answered.  They will call us back as 
soon as possible. 

• Saline County-660-886-3434, leave message if not answered.  They will call us back as soon 
as possible. 
 
Original B & G’s Club form and TB form copy is to be given to patient to return to B & G’s 
club. Keep a copy of both forms for KTCH.    

Baseline and routine laboratory monitoring during treatment of LTB1 are indicated only 
when there is a history of liver disease, HIV infection, pregnancy (or within 3 months post-
delivery), or regular alcohol use. Baseline hepatic measurements of serum AST, ATL, hep. 
panel, and bilirubin are used in the situations mentioned above and to evaluate symptoms of 
hepatotoxicity. Clinical monitoring, including a brief physical exam, should occur at monthly 
visits to assess adherence and identify signs or symptoms of adverse drug reactions. This is 
done at the County Health Department.  

III.  Recording the results  

A. Test results will be noted in millimeters (mm) of induration.  

B. When there is no induration, the record will indicate 0 mm.  

C. Words such as “positive,” “negative,” “significant or “insignificant” will not be used in 
noting results.  

 
D.  The following information will be recorded in the chart:  

1 Size of reaction in mm  
2 Date and time the test was read  
3 Reader’s signature or initial  
4 Adverse reactions, if noted  

 

file://ktch-dc2/apps/Staff/Policy%20Hyperlinks/TCB.docx
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INTERPRETATION OF TUBERCULIN SKIN TEST RESULTS  
 
I.  Positive test result  

A.  An induration of 5 mm or greater is considered positive in the following:  

1.    Persons with contact to an infectious TB case  
2.     Persons with HIV infection or at risk for HIV infection, but who decline HIV 

testing  
3.     Persons who use intravenous drugs (if HIV status is unknown)  
4.     Persons with an abnormal chest x-ray, but no evidence of current TB disease  

 
B. An induration of 10 mm or greater is considered positive in all persons who do not meet 

any of the above criteria, but who belong to one or more of the following high-risk 
groups:  

1. Employees of high-risk congregate settings such as health-care facilities, prisons 
and jails, nursing homes, mental health facilities, homeless shelters, and HIV 
congregate sites  

2. Persons with medical conditions that increase the risk of progression from TB 
infection to TB disease   

3. Persons who use IV drugs and are known to be HIV negative  
4. Foreign-born persons from countries with a high prevalence of TB  
5. Certain medically under-served and low income populations 
6. All individuals living in Pettis County  

 
PROCEDURE FOR TWO-STEP TUBERCULIN SKIN TEST  
 
I. A two-step tuberculin skin test (TST) will be utilized to establish baseline TSTs on new hires 

who:  

A. Have never had a TST, or  

B. Have no written documentation of prior testing, or  

C. Have not had a TST within the last 12 months.  

D.  Two-step testing should be used only for baseline screening, not in contact 
investigations.   

 If the first test was negative, the second step of the two-step baseline testing should be 
repeated in 1-3 weeks.  If the second test is positive, evaluate the person for active 
disease.  If active disease is ruled out then the person should be considered to have 
Latent Tuberculosis Infection (LTBI) and evaluate the person accordingly.  However if 
both steps are negative, consider the person to be uninfected and classify the TST as a 
negative baseline.  (See Figure 1). 
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Figure 1:  Two-Step Tuberculin Skin Test (TST) Method      
 
1st TST  

If negative → 
Repeat TST in 1-3 weeks (2nd TST) 

 
If positive → 

Refer to medical provider for evaluation 

2nd TST  
If negative → 

Person probably does not have an infection 

 
If positive → 

Boosted reaction due to infection in the past 
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KATY TRAIL COMMUNITY HEALTH 
Clinical Management Policy 

 
 

Policy/Procedure #:    2.70 

Subject:  Patient Emergency Protocol 

Department(s) Affected/Distribution:  All Departments 

Effective Date:   6/2006 

 

Origination Approval: Linda Messenger Date: 6/2006 

Approved By Board of Directors: Date(s): 6/2006, 7/2011, 6/2013, 1/2016, 1/2018 

 

Revision By: Pam Hirshberg, COO Date: 7/2011 

Revision By: Pam Hirshberg, COO Date: 4/2013 

Revision By: Marjorie Hardey, LPN/QI Coordinator Date: 1/2016 

 
 
POLICY: 
 
Katy Trail Community Health (KTCH) will provide consistent, quality care in emergency situations by 
following a standardized procedure to CALL 911 (EMERGENCY MEDICAL SERVICES), KEEP 
CALM AND START TREATMENT PROMPTLY. All clinical employees will remain current on their 
CPR certification.  All medical emergencies will be paged either through the emergency page button on 
some phone or at the following extensions: 
 
Sedalia-167  
Marshall- 555 
Warsaw- 222 
Versailles-750 
 
Medical staff is expected to respond to dental emergencies. For times when medical staff may be present 
dental staff will call 911. 
 
 
 
APPROVAL(S): 
 
 Chief Medical/Dental Officers  
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PROCEDURE(S): 
 
When someone is found unresponsive, first call 911 and then initiate CPR.  Continue until help arrives or 
you become exhausted.  

For oxygen therapy, follow these protocols:  

1. Administer Oxygen at 2.5 L/M (Liters per minute) via nasal cannula    

ALTERED MENTAL STATE 
 

1. Perform vital signs including blood pressure, temperature, and pulse ox. 
2. Glucose stick. 
3. Oxygen therapy. 
4. Assess acute or chronic progressive or stable.  
5. Assess focal neurologic deficits, ie, speech, weakness, etc. 

CARDIAC EMERGENCIES 
 
Basic cardiovascular life support techniques will be used for cardiac emergencies. 
 

1. Assess the patient’s unresponsiveness by shaking the patient and shouting, “Are you 
OK?” 

2. Call for help and instruct someone call 911 to activate the Emergency Medical System 
(EMS) and to bring the AED. 

3. Begin CPR 
4. As help arrives, add oxygen, and establish an IV with normal saline as ordered by the 

provider. 
5. Transfer care to EMS staff upon their arrival.  
6. Transport to hospital Emergency Department. 

 
 
CHEST PAIN 
 

1. Assess vital signs 
2. Have another nurse obtain, oxygen, EKG machine and Backboard. 
3. Get the provider immediately.  
4. Have a nurse in the room documenting times that events occur 
5. Decision to process within clinic or call 911 

 
  
RESPIRATORY DISTRESS 
 

1. Assess vital signs including Pulse Oximetry. 
2. Have another nurse get, Oxygen, and Backboard. Have nurse stay with you to document 

times that events occur.  
3. Get the provider immediately.  

a. If acute, call 911 immediately. 
b. Administer oxygen according to the patient’s status. Infants and children often 

tolerate “blow by” oxygen better than an oxygen mask.  
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c. Allow patients to seek position of comfort. Infants normally prefer being held 
by patient or guardian. Adults often prefer an upright position.  

d. Obtain and document vital signs and bilateral breath sounds ever 5-10 minutes.  
 
RESPIRATORY ARREST 
  

1. Call 911 immediately.  
2. Perform CPR. 
3. Ensure/maintain airway, provide oxygen and ventilatory support. 
4. Perform and document blood pressure, pulse ox, and bilateral breath sounds every 5-10 

minutes. 
5. Copy any records needed for transport. 

   
SEIZURES 
 

1. Protect patient from injury during seizure activity. 
2. CPR, if needed 
3. Maintain an open airway. Ventilate as needed with 100% oxygen, high flow if seizing, low 

flow if following seizure activity.  
4. Ventilate and suction as needed. 
5. Call 911, if appropriate 

 
  
SEVERE ABDOMINAL PAIN 

 
1. CPR, if needed. 
2. Ensure patient airway. 
3. Oxygen therapy. 
4. Position of Comfort. 
5. Call 911, if appropriate 

 
 
 
POISONING 
 

     1. Call Poison Control at 1-800-222-1222 
 
 
CHILD ABUSE 

     
    1. Call 1-800-392-3738 
  2. Refer to Clinical policy # 2.77 “Child Abuse” 

 
ELDERLY AND DISABLED PERSONS ABUSE 
 
          1. Call 1-800-392-0210 
          2.  Refer to clinical policy # 2.79 “Elderly & Disabled Abuse”  
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KATY TRAIL COMMUNITY HEALTH 
Clinical Management Policy 

 
 

Policy/Procedure #:    2.71 
Subject:  Empanelment & Population Management 
Department(s) Affected/Distribution:  All Departments 
Effective Date:   7/2011 
Origination Approval: Janet Canavese Date: 7/2011 
Approved By Board of Directors: Date(s): 7/2011, 6/2013, 1/2016, 1/2018 
 
Revision By: Pam Hirshberg, COO Date: 4/2013 
Revision By: Pam Hirshberg, COO Date: 1/2016 
 
 
POLICY: 
   
Katy Trail Community Health (KTCH) is committed to empanelment which is a leadership-driven 
process that supports the paradigm shift from acute responsive care to proactive and planned care for a 
population of patients. Empanelment involves the act of assigning each patient to a primary care 
provider who assumes responsibility for the coordination of comprehensive services for his/her panel of 
patients. It is a methodology to ensure continuity of care for a practice’s patient population as described 
in Patient Centered Medical Home philosophy.  A patient’s primary care provider (PCP) will be listed on 
the patient master in the EMR. 
 
 
APPROVAL(S):  
 
Chief Medical/Dental Officers 
 
 
PROCEDURE(S): 
 
I.  Provider panels and related continuity of care can produce improved clinical outcomes.  

• Continuity increases efficiency.  
• Continuity increases the quality of care including enhanced communication between the patient 

and his/her healthcare team.  
• Continuity decreases errors, promotes safety.  
• Continuity decreases rework.  
• Continuity increases patient, staff, and provider satisfaction.  
• Continuity enables patient-centered care and patient self-management support.  
• Continuity is a basic premise of population management.  
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II.  Principles of Empanelment  
 

A.  The basic tenet of empanelment is that a provider/care team is responsible for all of the 
care that his/her patients need. Each provider is responsible for all of the patients listed 
on his/her panel roster, whether or not those patients come into the practice for care. 
Proactive outreach is enabled by panel and/or population management processes to 
ensure that patients receive the care they need. Examples are noted below:  
• Patients who have been seen in the Emergency Department (ED) or hospital   receive 

follow-up communication from the practice and are advised to seek follow-up care 
with the primary care provider if necessary.  

• Patients with chronic disease are managed through evidence-based guidelines and are 
engaged in continuous health management activities to optimize their health outcomes  

• Patients who fail to keep their appointments receive a follow-up call to review the 
reason for failing the appointment, provide telephone advice, and redirect the patient 
into the practice for care as appropriate.  

 
B.  Patient’s should be informed that they have a right to request re-assignment if they do 

not like the provider to whom they are assigned. See Policy titled “PCP Change”  
 
C.   Continuity of care reports will be run monthly to review the frequency with which the 

patients are seen by their assigned primary care providers. Trends will be evaluated at 
the provider and practice levels, and interventions applied as appropriate to ensure a 
high degree of continuity.  

 
D.  KTCH will use its EMR for population management. Specifically, we will use electronic 

information to generate lists of patients and take action to remind patients or clinicians 
proactively of services needed, as follows:  
• Patients needing pre-visit planning (obtaining tests prior to visit, etc.) 
• Patients needing clinical review or action 
• Patients on a particular medication 
• Patients needing reminders for preventive care 
• Patients needing reminders for specific tests 
• Patients needing reminders for follow-up visits such as chronic condition 
• Patients who might benefit from care coordination services 
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KATY TRAIL COMMUNITY HEALTH 
Clinical Management Policy 

 
 

Policy/Procedure #:    2.72 
Subject:  Assignment of PCP  
Department(s) Affected/Distribution:  All Departments 
Effective Date:   12/2012 
Origination Approval: Janet Canavese Date: 6/2013 
Approved By Board of Directors: Date(s): 6/2013, 1/2016, 1/2018 
 
Revision By: Pam Hirshberg, COO Date: 1/2016 
Revision By:  Date:  
 
 
POLICY:  
 
Katy Trail Community Health has established a mechanism to provide a systematic way to allow patients 
to select and see their own PCP, distribute workload and manage supply and demand. 
 
PROCEDURE(S): 
 
Assignment Roles/Responsibilities  
 
Scheduling: 

• Assigns new unassigned patients to provider schedule for first appointment.  
• Confirms PCP assignment when making appointments.   

Patient Service Representative (PSR) 
• Confirms PCP assignment at check-in. 
• Resolves discrepancies between patient’s stated PCP and the electronic health record (EHR), 

reassigns PCP if indicated.  
Care Team 

• Confirms PCP assignment for all patients.  
• Resolves discrepancies with provider assignment for established patients.  

Dental Clinic Data Coordinator/Business Office Manager: 
• Reviews PCP assignments for providers monthly.  
• Addresses discrepancies in PCP assignment.  
• Tracks visits with PCP vs. other providers.  
• When provider transfers or terminates, evaluates patient needs in collaboration with team and 

reassigns to other clinic providers according to panel capacity and notifies affected patients.  
 
1. New Patients  

Scheduling  
• Schedules new patient in available appointment slots per patient’s requests and approved 

parameters. 
• Assigns patient to PCP.  

 PSR  
• Verifies PCP for new patient appointment at check-in.  



 
 

132 
 

 
2. PCP Assignment Change –See Policy: PCP Change #2.73 
 

 
 
.  
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KATY TRAIL COMMUNITY HEALTH 
Clinical Management Policy 

 
 

Policy/Procedure #:    2.73 
Subject:  PCP Change 
 
Department(s) Affected/Distribution:  Clinical Department 
Effective Date:   8/2012 
Origination Approval: Janet Canavese Date: 6/2013 
Approved By Board of Directors: Date(s): 6/2013, 1/2016, 1/2018 
 
Revision By: Pam Hirshberg, COO Date: 1/2016 
Revision By:  Date:  
 
POLICY:  
 

To ensure that KTCH patients are assisted in selecting or changing primary care providers (PCP) 
on an as needed basis to provide quality access to care. 

 
It is the goal of KTCH to have a designated PCP for every patient to improve the continuity of 
care for our patients. 

 

APPROVAL(S): 
Chief Medical/Dental Officers 
 
PROCEDURE: 
I. KTCH will assist patients in selecting a PCP, or in changing their PCP upon request, with 

the objective of meeting the needs of the patients/families. 
II. KTCH takes into consideration which PCP can best provide the services within the scope of 

practice that meets the cultural and special needs of the patient, when assigning a PCP. 
III.  If KTCH terminates the patient/provider relationship, the policy “Terminating a Patient” 

will be followed and KTCH will notify the patient in writing. 
IV. PCP changes may be initiated as follows: 

 
1. PCP Initiated: 
A PCP may request a change o f  a  pa t i e n t ’ s  assignment if the patient’s continued care and 
treatment is beyond the scope of practice of the provider.  
 
2. Patient/Family Initiated: 
Patients may request to change their PCP selection at any time. Requests to change PCPs will 
be reviewed and completed within 2 business days by the Chief Medical Officer (CMO) and/or 
Chief Dental Officer (CDO). The patient will be notified that their request has been 
approved/not approved in writing by the QI Coordinator. 
 
3.  Organization Initiated – PCP Termination: 
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If a PCP moves, transfers or terminates services at KTCH, the PCP’s panel of patients will be 
assigned to another PCP. If the assigned PCP is not the PCP the patient would like, then the 
patient is given the opportunity to change the PCP.   
 
PCP Change   form 

. 
 
. 
 

 
  

file://ktch-dc2/apps/Staff/Policy%20Hyperlinks/PCP%20Assignment%20change%20request%20form%20(3).docx
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KATY TRAIL COMMUNITY HEALTH 

Clinical Management Policy 
 

Policy/Procedure #:    2.77 
 

Subject:  Child Abuse Policy 
 

Department(s) Affected/Distribution:  All Departments 
Effective Date:   6/7/2012 
 

Origination Approval: Janet Canavese Date: 6/2013 
 

Approved By Board of Directors: Date(s): 6/2013, 1/2016, 1/2018 
 
 

Revision By: Pam Hirshberg, COO Date: 6/7/2012 
Revision By: Pam Hirshberg, COO Date: 2/2014 
Revision By: Pam Hirshberg, COO Date: 1/2016 
 
 
POLICY:  Katy Trail Community Health (KTCH) is committed to mandatory reporting when any 
member of any care team, in his or her official capacity, suspects or has reasons to believe that a child 
has been abused or neglected and/or has knowledge of, or observes a child being subjected to, conditions 
that would reasonably result in harm to the child.  
  
Abuse is any physical injury, sexual abuse, or emotional abuse inflicted on a child other than by 

accidental means by those responsible for the child’s care, custody, and control. 
*Except, discipline including spanking, administered in a reasonable manner, shall not be 

construed to be abuse 
 

Neglect is failure to provide, by those responsible for the care, custody, and control of the child, the 
proper or necessary support, education as required by law, nutrition or medical, surgical, or 
any other care as necessary for the child’s well-being. 

 
 
APPROVAL(S): 
 
Chief Medical/Dental Officers 
 
PROCEDURE(S): 
If you suspect abuse and/or neglect:  

1. Stay calm. Pay attention to how you react. 
2. Offer support. 

a. Listen calmly and openly 
b. Give attention, compassion and belief 
c. Ask open ended questions, like “Tell me more.” Or “What happened next?” 
d. Tell the child, “I believe you. It is not your fault.” 

3. Be mindful to avoid asking leading questions or investigating further into their story. 
4. Document everything the child says and everything you say to the child. 
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 5. Make a direct and immediate report to the child abuse and neglect hotline. 
 6. No internal investigation should be initiated until a report has been made. 

7. No KTCH employee supervisor or administrator may impede or inhibit any reports. 
8. The person making the report will not be subject to any sanction, penalty or adverse 
employment action. 
9. The reporter will be temporarily relieved of other work duties while they are making a report. 
10. Reporters should still make a report even if Children’s Division is already involved with the 
family. 
11. Reporters should make a report even if they received information about child abuse from a 
third party.  
12. Reporters should still handle a report in the same manner if the allegations involved a 
colleague/coworker. 
13. If two or more members of a care team have knowledge of a known or suspected instance of 
child abuse/neglect, a single report may be made by a designated member of that care team. 
14. Any member who has knowledge that the member designated to report has failed to do so 
shall thereafter immediately make the report. 

 
To whom do we report in Missouri? 
 
Call the Missouri Department of Social Services, Children’s Division Hotline at: 1-800-392-3738.  
Persons calling from outside Missouri should dial 573-751-3448.  
Text phone number is 1-800-669-8689. It is staffed 24 hours a day/seven days a week.  
The operator will require: 

1. The name, address, present whereabouts, sex, race, and birthdate or estimated age of child or 
children, any other children in the house. 
2. The name(s), address(es), and telephone number of the child’s parent(s), or other person(s) 

  a. responsible for the child’s care 
  b. alleged to be responsible for the abuse or neglect, if different from the parent(s) 
 3. Directions to the home, if available. Other means of locating the family. 
 4. Parents’ or alleged perpetrator’s’ place of employment and work hours  if known 
 
What information do we provide? 

1. The full nature and extent of the child’s injuries, abuse, or neglect, and any indication of 
prior injuries, including the reason for suspecting the child may be subject to conditions 
resulting in abuse or neglect 

2. Any event leading up to the report. 
3. Any adverse reaction to the child(ren) 
4. Is there a risk of further harm, if yes, is it imminent? 
5. Information provided by a third party, or if there were witnesses, the identity of the 

person(s) 
6. Present location of the child, whether other children are in the home 
7. Whether the subjects of the report are aware a report is being made 
8. The name, address, work, and home telephone numbers, profession, and relationship of the 

child to the reporter. 
9. The circumstances under which the reporter first became aware of the child’s injuries, abuse, 

or neglect. 
10. The action taken, if any, to treat, shelter, or assist the child. 
11. When was the child last seen by the reporter. 
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Documentation 
The report and/or persons involved with the report need to document as much information as they can in 
the alleged victim’s chart, as medical records may be requested as part of the investigation.  
General guidelines recommended for documenting injuries:  

• Any comments made by the injured person regarding the injury, how it occurred, the 
name of the person who caused the injury and any past domestic violence. 
(Whenever possible, use direct quotes). 

• A “map” of the injured person’s body identifying the injuries and bruises, 
photographs of the injuries, and clinical documentation to indicate whether injuries 
are consistent with trauma reported or suspected. 

• A copy of the law enforcement reporting form, if applicable 
 

 
Other phone numbers you should have: 
Parental Stress Helpline 1-800-367-2543 
Missouri School Violence Hotline 1-800-748-7047 
Food Stamp Hunger-Line 1-800-392-1261 (8-5, M-F) 
State Ombudsman Program 1-800309-3282 
 
Dental neglect is serious and must be reported. Dental providers will complete mandated reporter 
training every 2 years. Please see protocol for documenting and reporting dental neglect. 
 
 

file://ktch-dc2/apps/Management/Dental/Dental%20PROTOCOLS/Dental%20Neglect.docx
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KATY TRAIL COMMUNITY HEALTH 
Clinical Management Policy 

 
Policy/Procedure #:    2.78 
Subject:  Domestic Violence  
Department(s) Affected/Distribution:  All Departments 
Effective Date:   6/2012 
Origination Approval: Janet Canavese Date: 6/2013 
Approved By Board of Directors: Date(s): 6/2013, 1/2016, 1/2018 
 
Revision By: Pam Hirshberg, COO Date: 8/2012 
Revision By: Pam Hirshberg, COO Date: 10/2014 
Revision By: Pam Hirshberg, COO Date: 1/2016 
 
POLICY:   
 
KTCH is committed to mandatory reporting when any member of any care team, in his or her official 
capacity, observes physical injury during the provision of medical services for a physical condition to a 
patient whom he or she knows or reasonably suspects is:  

1. Suffering from any wound or other injury inflicted by his or her own act or inflicted by another 
where the injury is by means of a firearm.  

2. Threatening to cause physical harm or injury to their selves or others. 
 
APPROVAL(S): 
 
Chief Operating Officer 
Chief Medical Director 
 
PROCEDURE: 
Reporting:  
It is the ethical responsibility of the care team member to inform the patient about their legal 
responsibility to report to local law enforcement agencies of any physical injuries they know or have 
reasonable suspect were caused either of the conditions or suspicions listed above.  
The report must be made to local law enforcement agencies who have jurisdiction over the location in 
which the injury took place immediately or as soon as is practically possible.  
 
Sedalia Police Department- 660-827-7823              Pettis County Sheriff- 660-827-6233 
Warsaw Police Department- 660-438-5262             Benton County Sheriff- 660-438-5252 
Versailles Police Department- 573-378-4631          Morgan County Sheriff- 573-378-4631 
Marshall Police Department -660-886-7411     Saline County Sheriff- 660-886-5511  
 
If the care team member reasonably suspects domestic abuse to any patient aged 19-64, in the form of 
murder, manslaughter, torture, battery, sexual battery, incest, assault with a deadly weapon (other than 
firearm), rape, spousal rape, and abuse of spouse or cohabitant, the patient must give their written 
consent before any reporting can be done. Education of community resources and options should be 
given. For patients under 19 refer to the “Child Abuse Policy” or for patients over 64 refer to the 
“Elderly and/or disabled adult abuse and/or neglect policy”. 
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Documentation in the Medical Record:  
The report and/or persons involved with the report need to document as much information as they can in 
the alleged victim’s chart, as medical records may be requested as part of the investigation.  
General guidelines recommended for documenting injuries:  

• Name of the injured person. 
• Any comments made by the injured person regarding the injury, when the injury 

occurred, how it occurred, the name of the person who caused the injury and any 
past domestic violence. (Whenever possible, use direct quotes). 

• A “map” of the injured person’s body identifying the injuries and bruises, 
photographs of the injuries, and clinical documentation to indicate whether injuries 
are consistent with trauma reported or suspected. 

• Injured person’s whereabouts or living situation.  
• Person who allegedly inflicted the injuries whereabouts.  
• A copy of the law enforcement reporting form.  

 
Shelter: 
If the victim does not feel safe to return to their home and seek shelter then a member of the care team 
can help the patient contact:  

1. CASA- located in Sedalia, MO and provides quality safety and shelter to battered women and 
their children through crisis intervention and short term crisis therapeutics and to reduce the 
occurrence of violence. They provide a variety of support services, including a shelter for 
women, counseling, advocacy, education, referrals and a 24-hour hotline for woman affected by 
domestic violence. 24 hour crisis line is 843-448-6206. 

2. TEL-LINK- is the Missouri Department of Health and Senior Services toll-free information and 
referral line for maternal and child health care. The purpose of TEL-LINK is to confidentially 
provide information and referrals to Missouri residents concerning a wide range of health 
services offered by the state. The operators can immediately connect you with community 
services that are available for you and your family. TEL-LINK is answered weekdays from 8 
a.m. to 5 p.m. CT. Recorded messages are taken after 5 p.m. on weekdays and throughout the 
day and night on weekends and state holidays. Your call will be returned during normal business 
hours. 1-800-835-5465 

3. Anne Molini Fitch Domestic Violence Shelter- located in Clinton, MO this shelter is for 
children, women, and men who are all victims of domestic abuse and need crisis intervention, 
hospital or law enforcement advocacy, support groups, and transportation. The hotline number is 
800-801-7883 and the office number is 660-885-6067. 

4. The Place At The Lake Shelter- located in Lincoln, MO this shelter provides services for women 
including crisis intervention, motel placement, shelter, support groups, clothing, transportation, 
and victim compensation assistance. Hotline: 866-374-9044 Office: 660-547-2611. 

5. WAFB Sexual Assualt and Prevention Response Program- located in Whiteman AFB, MO this 
program provides crisis intervention, law enforcement and hospital advocacy, primary 
prevention, and motel placement. As well as provides language services for various foreign 
languages. Hotline: 660-687-7272 Office: 660-687-2324.   

6.  ParentLink – is the Missouri Department of Health and Senior Services toll-free information 
and referral line for parenting information and support. They effectively engage families in 
reducing adverse childhood experiences and to promote optimal development. Parentlink is 
answered weekdays from 8 a.m. to 5 p.m. CT. Recorded messages are taken after 5 p.m. on 
weekdays and throughout the day and night on weekends and state holidays. Your call will be 
returned during normal business hours. 1-800-552-8522 
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KATY TRAIL COMMUNITY HEALTH 
Clinical Management Policy 

 
Policy/Procedure #:    2.79 
Subject:  Elderly and/or disabled adult abuse and/or neglect 
Department(s) Affected/Distribution:  All Departments 
Effective Date:   6/2012 
Origination Approval: Janet Canavese Date: 6/2013 
Approved By Board of Directors: Date(s): 6/2013, 1/2016, 1/2018 
 
Revision By: Pam Hirshberg, COO Date: 6/2012 
Revision By: Pam Hirshberg, COO Date: 1/2016 
 
 
POLICY:   KTCH is committed to mandatory reporting when any member of any care team, in his or 
her official capacity, suspects or has reasons to believe that a elder or disabled adult 18 to 59 has been 
abused or neglected and/or has knowledge of, or observes a person being subjected to, conditions that 
would reasonably result in harm to that person.   
 
Abuse – the infliction of physical, sexual, or emotional injury or harm including financial exploitation 
by any person, firm, or corporation (660.250, RSMo).  
 
Neglect – the failure to provide services to an eligible adult by any person, firm or corporation with a 
legal or contractual duty to do so, when such failure presents either an imminent danger to the health, 
safety, or welfare of the client or a substantial probability that death or serious physical harm would 
result (660.250, RSMo).  
 
Financial Exploitation - A person commits the crime of financial exploitation of an elderly or disabled 
person if such person knowingly and by deception, intimidation, or force obtains control over the elderly 
or disabled person's property with the intent to permanently deprive the elderly or disabled person of the 
use, benefit or possession of his or her property thereby benefiting such person or detrimentally affecting 
the elderly or disabled person (570.145, RSMo).  
 
 
APPROVAL(S): 
 
Chief Operating Officer 
Chief Medical/Dental Officer 
 
PROCEDURE(S): 
 
The Missouri Department of Health and Senior Services (DHSS) investigates abuse, neglect, and 
exploitation of vulnerable individuals 60 and older and people with disabilities between 18 and 59. 
These individuals may live in the community or in long-term care facilities. Either way, they are unable 
to protect their own interests or adequately perform or obtain services necessary to meet their essential 
human needs  

http://www.moga.mo.gov/statutes/c600-699/6600000250.htm
http://www.moga.mo.gov/statutes/c500-599/5700000145.htm
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Missouri’s Elder Abuse and Neglect Hotline responds to reports of abuse, neglect, or financial 
exploitation. If you suspect someone is being abused, neglected or exploited, call the hotline at 800-392-
0210. The hotline operates 365 days per year from 8 a.m. to 8 p.m. Hearing-impaired persons may call 
the Telecommunications Device for the Deaf (TDD), at 800-669-8819 or 800-676-3777 to utilize Relay 
Missouri.  

Reporting: 
The reporter should be prepared to answer the following questions to the best of his or her ability:  

• The alleged victim’s name, address, telephone number, sex, age and general condition. 
• The alleged abuser’s name, address, sex, age, relationship to victim and condition. 
• The circumstances which lead the reporter to believe that the person is being abused, neglected 

or financially exploited, with as much specificity as possible. 
• Whether the alleged victim is in immediate danger, the best time to contact the alleged victim, if 

he or she knows of the report, and if there is any danger to the worker going out to investigate. 
• The name, daytime telephone number, and relationship of the report to the alleged victim 
• The names of others with information about the situation 
• If the report is not a required reporter, whether he or she is willing to be contacted again. 
• Any other relevant information 

 
Documentation 
The report and/or persons involved with the report need to document as much information as they can in 
the alleged victim’s chart, as medical records may be requested as part of the investigation.  
General guidelines recommended for documenting injuries:  

• Any comments made by the injured person regarding the injury, how it occurred, the 
name of the person who caused the injury and any past domestic violence. 
(Whenever possible, use direct quotes). 

• A “map” of the injured person’s body identifying the injuries and bruises, 
photographs of the injuries, and clinical documentation to indicate whether injuries 
are consistent with trauma reported or suspected. 

• A copy of the law enforcement reporting form 
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KATY TRAIL COMMUNITY HEALTH 
Clinical Management Policy 

 
Policy/Procedure #:    2.81 

Subject:  Data Randomization Selection 

Department(s) Affected/Distribution:   
Effective Date:   6/2013 

Origination Approval: Janet Canavese Date: 6/2013 
Approved By Board of Directors: Date(s): 7/2013, 1/2016, 1/2018 
 
Revision By: Pam Hirshberg, COO Date: 1/2016 

Revision By:  Date:  
 
POLICY:   
Katy Trail Community Health (KTCH) will complete random, monthly, quarterly or yearly quality 
reporting/audits. If the EHR or automated system is unable to pull a verified report from the system 
automatically a random sample may be used. A random sample is a part of the universe of patients where 
each member of the universe has the exact same chance of being selected as every other patient in the 
universe.  

 

APPROVAL(S): 
 
Chief Medical/Dental Officers 
Chief Operating Officer 
 
PROCEDURE: 
 
When the EHR or automated system is unable to directly pull a report from all patients in the system an 
alternative random sampling method may be used. 

Use a random sample only when:  
 The EHR or automated system does not have the data necessary to report on the 

universe. 
 The EHR or automated system is not adequately programmed to pull the data to fit the 

measure/ report definition. 
 
“Random Sampling” is used for measuring performance and does not replace identification of the 
universe of patients. Therefore the sample must be generated from the entire universe of patients who 
meet the selection criteria/definition. 
 

To determine the “universe”, your data source must: 
 Include all patients who meet the selection criteria 
 Report services at all sites within the scope or report guidelines 
 Cover the time period to be reviewed 
 Be able to exclude records that do not meet criteria  
 Be searchable to permit extraction of clinical data as required (e.g., HbA1c results) 
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Sampling Methods: 
 
There are two different random sampling methods that may be used: 
 

A) Interval Sampling: 
1. Identify the patient population to be sampled (the universe)  

 Number each patient in the population starting with “1” 
2. Calculate a sampling interval 

 Divide number of patients in the universe by the total number of patients or 
percentage that you need to audit/review.  

3. Select every nth patient based on the sampling interval until the desired percentage or 
number of patients is reached.  

4. Substitute replacement records (exclusions) with the next patient in the list. 
5. Highlight the patients selected and used (using a separate color if a replacement was 

used from the replacement set and creating a color code key) and save the listing on the 
p-drive. 

 
Example for interval sampling:  

Total patients in the universe: 50 
Total patients needed to audit: 5 
Universe total (50) divided by patients needed (5) = every 10th patient 
 
 

B) Random Number List  
1. Identify the patient population to be sampled (the universe)  

 Number each patient in the population starting with “1” 
2. Generate random numbers by utilizing the website: 

http://www.randomizer.org/form.htm 
 Random numbers correspond with the charts identified in the numbered list of 

patients.  
3. Identify a second set as a replacement set- for exclusions  
4. Print the listings of random numbers provided by the website and scan and save on the 

p-drive near the universal data spreadsheet.  
5. Highlight the patients selected and used (using a separate color if a replacement was 

used from the replacement set and creating a color code key) and save the listing on the 
p-drive.   

 
 
 

 
 
 
 
 
 
 
 

http://www.randomizer.org/form.htm
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Katy Trail Community Health 
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Policy/Procedure #:    2.82 
 
Subject:  Restraint Use 
 
Department(s) Affected/Distribution:  Clinical Staff 
 
Effective Date:   10/2016 
 
Origination Approval:   Date:  
 
Approved By Board of Directors: Date(s): 1/2018 
 
 
Revision By:  Date:  
 
Revision By:  Date:  
 
 
 
 
POLICY:   
The philosophy of Katy Trail Community Health (KTCH) is to reduce/limit the use of physical restraint 
while maintaining and preserving the dignity, rights, and well-being of patients. KTCH respects the 
patient’s right to be free of restraints of any form that are not medically necessary. Functional mobility 
will be promoted by utilizing restraint as a last resort following the failure of alternative interventions. 
Care teams will work in conjunction with the patient/family to ensure this care decision is based on the 
assessed needs of the patient. 

• Restraint may only be imposed to ensure the immediate physical safety of the patient, staff, or 
others and must be discontinued as soon as safely possible. 

• Restraint may only be used when alternative or less restrictive interventions are ineffective. 
• KTCH staff will use the least restrictive form of restraint that protects the physical safety of the 

patient. 
• Restraint used on patients because of violent or self-destructive behavior is limited to 

emergencies in which there is imminent risk of a patient harming himself, staff or others, and 
non-physical interventions would not be effective. 

 

 
APPROVAL(S): 
Chief Medical Officer (CMO) 
Chief Dental Officer (CDO) 
Chief Nursing Office (CNO) 
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PROCEDURE(S): 
 
1. All providers/clinical staff will be trained on the Restraint Use Policy. 
2. Only providers who are trained on the Restraint Use Policy may order restraint interventions. 
3. The use of restraint will be determined by the treating provider. The criteria for use of restraint are: 

a. Patient’s behavior exhibits danger to self or others 
b. Alternative measures are ineffective. 
c. Patient’s behavior is a significant deterrent to needed treatment  
d. Patient or the patient’s representative agrees to use of restraint. The provider 

must explain the benefits and risks of protective stabilization, as well as 
alternative behavior guidance techniques (i.e. treatment deferral, sedation, 
general anesthesia), and assist the parent in determining the most appropriate 
approach to treat his/her child.  

 
4. Parental presence in the operatory or exam room may help both the parent and child during a 

difficult experience. Providers should consult with the parent to see if they want to be present. If 
parents choose not to be present, they should be encouraged to provide positive nurturing support 
for the child both before and after the procedure. Ultimately, a parent has the right to terminate use 
of restraint. If termination is requested, the provider should complete the necessary steps to bring 
the procedure to a safe conclusion.  

5. Alternative approaches to restricting patient movement during necessary medical and/or dental care 
should be explored before immobilizing a patient. Protective stabilization should be used only when 
less restrictive interventions are not effective. Active immobilization involves restraint by another 
person, such as a parent, provider, and care team member. Examples of immobilization include 
head holding, hand guarding, and therapeutic holding. It is most commonly used during dental 
work, venipuncture, and other medical procedures. 

6. Patients who are restrained must be monitored throughout and reassessed at regular 15 minute 
intervals. 

7. Documentation of the need for restraint, the consent of the patient or patient representative and the 
type of restraint must be documented in the Electronic Health Record. At a minimum the patient’s 
record should include: 

a. Order for stabilization 
b. Type of stabilization 
c. Informed consent for protective stabilization 
d. Reason for parental exclusion during protective stabilization (when applicable) 
e. The duration of application of stabilization 
f. Behavior evaluation during stabilization 
g. Any untoward outcomes, such as skin markings resulting from protective 

stabilization 
h. Post observation note indicating how patient tolerated restraint 
i. Management implications for future appointments 

 
Consent for Restraint 

 
 
 
 
 
 
 
 
 

file://ktch-dc2/apps/Staff/Policy%20Hyperlinks/Consent%20for%20Restraint%202017.docx
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Policy/Procedure #:    5.12 
Subject:  Glucometer  

Department(s) Affected/Distribution:  Clinical Department 

Effective Date:   5/2007 
Origination Approval: Linda Messenger Date: 5/2007 
 
Approved By Board of Directors: Date(s): 5/2007, 7/2011, 6/2013, 1/2016, 1/2018 
 
Revision By: Pam Hirshberg, COO Date: 7/2011 
Revision By: Pam Hirshberg, COO Date: 4/2013 
Revision By: Pam Hirshberg, COO Date: 1/2016 
Revision By:  Date:  
 
 
POLICY: 
 
Clinical staff shall check the blood glucose level on all patients known to have diabetes or a related 
disease or disorder, as part of the nurse/dental assistant check-in process, or any patients showing signs 
or symptoms of hyperglycemia or hypoglycemia. 
 
APPROVAL(S): 
 
 Lab Director 

 

 
 

Procedure for Quality Controls: 
 
Prior to performing blood glucose monitoring, the nurse or designee, shall verify accuracy of the 
testing meter by using control solutions. These control checks should be performed: 

• Before you use the meter for the first time 
• When opening a new vial of test strips 
• If you drop the meter 
• If the result doesn’t agree with your patient assessment 
• If you have repeated a test and the blood glucose result is still lower or 

higher than expected 
 
Results of the control testing shall be recorded in the Quality Control Testing (QC) binder. 
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GLUCOMETER TESTING: 
 
 
Quality Controls: 
 

1. Gather glucometer, test strips and control solution.  
2.  Write the date on the label when you open a new bottle of glucose control 

solution. The control solution is good for 3 months after opening, or until the 
expiration date, whichever comes first. 

3. Using the low control, apply one drop of solution to the pad of the strip. Use the 
same method you use to check a blood sample. 

4.  Open test strip vial and remove test strip. Be sure to tightly replace the cap after 
removing the strip. 

5.  Insert the strip into test strip slot of the glucometer. 
6.  Hold the control bottle horizontally with the tip pointed directly at the right edge 

of the strip. 
7. Gently squeeze the bottle to form one small drop. 
8.  Bring the edge of the comfort curve strip to automatically draw the solution into 

the yellow window until it is completely covered. 
9.  Tightly replace cap of control solution. 
10.  Control result will appear in 30 seconds. 
11.  The test strip symbol stops flashing. The flashing blood drop symbol appears. 
12.   A box rotates the display until the measurement is complete. 

 a. To determine if the result is within the acceptable range, see the glucose 
control range printed on the control vial label. 
b. If the result is within the acceptable range printed on the test strip vial,   
“OK” will alternate on the display. You can feel confident that your test 
strips and meter are working correctly.  

             c. Continue with step, date and mark OK on test strip bottle. 
        d. Remove the test strip from the meter and discard. 
        e. Turn off the meter by pressing 1 button. 
        f. If the result is outside the acceptable range: 

i. Check the expiration date of the test strips and control solutions. If the 
strips or control solution is expired, dispose of them promptly. 

ii. Make sure the cap was placed tightly on the vial of the test strips and 
control solutions can be damaged when they are not capped and stored 
properly. 
iii. Check if the code in the meter matches the code on the test strip vial 
label. 

        iv. Make sure you followed the testing steps exactly. 
   v.  Repeat the glucose control test with a new test strip. If the result is 

still not within the acceptable range, your blood glucose results may not 
be reliable. 

 vi. Call the manufacturer for problem solving. Do not use the 
glucometer until control test passes. 
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PROCEDURES For Testing Patient: 
 

1. Identify patient’s name and date of birth 
2. Gather Equipment 

• Alcohol pads 
• Gloves 
• Cotton balls 
• Penlet/lancet 
• Blood Glucose machine & test strip 

3. Explain procedure to patient 
4. Wash hands 
5. Put on gloves 
6. Wipe patient’s fingertip with alcohol pad.  Let air dry. 
7. Gently manipulate finger or heel to determine if good blood supply is available 
8. Place lancet in automatic lancet, push and twist in place, and replace cover. Cock automatic 

lancet to pull lancet back into automatic lancet. 
9. Place tip of sampling pen against side of finger or heel. Activate to force the lancet downward 

by pressing gently on the activating button. The lancet punctures skin immediately. Discard 
lancet in sharps container.  

10. Gently massage the base of the finger, stroking toward the puncture site. DO NOT squeeze or 
apply pressure to site. Rationale:  Massaging increases blood flow to fingertips. 

11. Wait a few seconds to allow blood to collect at puncture site. 
12. Wipe away first drop of blood with cotton ball. Use the second drop of blood for testing. 
13. Place a large drop of blood onto both zones of the reagent area on Chem-strip. May use capillary 

suction bulb to obtain blood specimen. Place tip of capillary bulb at base of blood drop.  
14. Wipe puncture site with cotton ball to seal. 
15. Discard used equipment in appropriate receptacle (sharps container, biohazard container, and 

trash). 
16. Remove gloves, appropriately dispose, and wash hands. 
17. Document results in the patient’s EMR.  
18. The test must be repeated if the glucose reading is ≤40 mg/dL or ≥400 mg/dL. 
19. Notify provider is the glucose level is out of the normal range of 80 mg/dL to 120 mg/dL. 
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