Annual Mandatory Education

Environment of Care

Environment of Care refers to key elements and issues that are significant in how Mercy
Hospital feels and operates related to patients, families, visitors and employees.

Mercy Hospital has a Safety Management Plan that addresses all JCAHO, OSHA and NYS
Department of Health requirements. The objective is to have a physical environment free of
hazards and work performed in a safe manner with the reduced risk of injuries and hazards. This
is accomplished through the EOC Committee whose purpose is to identify and reduce safety
risks at Mercy Hospital.

Seven Areas of EOC:

The Environment of Care is managed through seven key areas:
Safety (Patient Safety)

Security

Hazardous Materials and Waste Management
Emergency Management

Fire Prevention

Medical Equipment

Utility Systems

Safety:
Preventing Injuries is the focus of the Safety plan. If you are injured on the job, you should:

e Notify your manager and report to Employee Health Services (EHS) if the injury is not
serious and it is during the week (EHS is located on the lower level of St. Anne’s —
Human Resource)

e You must complete an Employee Incident Report form and return it to EHS

If the ihjury or accident involves a patient or visitor:
e You must document the incident on a MH incident report and the patient’s Medical
(Doctor should be notified)

Medical Emergency: '
For a Medical Emergency, call extension 4-4-4-4 and inform the operator of the situation.

MRI Safety:

It is important to understand the power of the Magnetic Resonance Imaging (MRI) equipment.
This diagnostic imaging equipment uses a strong magnet and radio waves to produce
pictures/images of internal organs and structures.

Page 1 of 8




The closer you get to an MRI machine, the stronger the magnetic pull. It is critical that you
know that the magnet is always on, so you have to take the appropriate safety measures. Never
enter the MRI Suite if you have a:

e Pacemaker

¢ Surgical Clips

e Prosthesis

e Metal Implants or any metal object in the body

The items listed below should NEVER be brought inside the MRI:
Credit Bank Cards

Key Cards

Watches, Coins, Pins

Pocket knives

Metal Objects (Ferrous) such as working tools, wrenches, clamps, screwdrivers, and nail/screws
are NOT allowed inside the MRI.

Security Emergency— Dial 4-4-4-4:

The Security Program addresses security issues related to staff, patients and visitors on the
grounds of MH and other MH buildings. The purpose is to minimize the risk of personal injury
and property loss because of criminal activity or workplace violence.

To minimize security risks:
e All MH staff are required to wear ID Badges at all times and the ID Badge must be
visible
o The Security staff is visible on the grounds and conduct routine patrols
e Locks are used on doors and video cameras record activity
e Always Log off your computer when leaving your work area

If there is a Security Emergency, Dial 4444, provide your name, location and define the
emergency.
e Individuals, who threaten to harm you, especially if they are armed, are considered a
Security Emergency.
e You should not put yourself in jeopardy and if the person wants money, jewelry, give it
to them
e Next, you should remove yourself and others from immediate harm, if it is possible
e Dial 4444 for an immediate MH Security response
e If you are not near a telephone, activate the fire alarm by pulling the alarm lever of the
closest box
Code Silver....Active Shooter:
Staff members have 3 options under Code Silver
1) Exit the area if safe to do so
2) Shelter in place
3) Take action against the active shooter
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If calling 9-1-1 from an in house phone dial 9 first then 9-1-1.

CODE ORANGE is a Bomb Threat:
If you receive a Bomb Threat, you should Dial 4-4-4-4.
Employees should try to obtain as much information as possible because very often the person
calling in the bomb threat wants to be identified. Attempt to get who, what, where, when.

CODE PINK is the Abduction of a Child — Dial 4-4-4-4:
The staff will cover all exits and report all suspicious persons and packages to Security.

Suspicious Activity: \

e If you observe a stranger in your area, you should ask them if they need help (if they are
lost, provide them with directions)

o Ifthey don’t need help, but still seem suspicious call Security at ext. 3638

e Weapons, such as guns, knives and items that could inflict harm, are NOT allowed on
MH property _‘

o Ifyou see someone with a weapon or &ou are aware that someone has a weapon,
Dial 4-4-4-4. MH Security will investigate the matter with the local police department

Personal Safety:

If you have an “Order of Protection” stalking concerns, domestic violence matters, etc., you
should notify the Director of Security or the Security Supervisor. The hospital and the Security
Department will assist you. :

Hazard Communication Program/Hazardous Materials & Waste Management:
MH has a written HAZMAT plan that includes:
e The selection, handling, storing, transport, using & disposing of Hazardous Materials
e How MH manages chemical, chemotherapeutic, radioactive, regulated medical or
infectious waste, including sharps and solid waste :
¢ How MH reports & investigates all Hazardous Materials and waste spills, exposures &
related incidents

Hazardous Waste Management is also known as Right-to-Know or Hazardous
Communication Program which is an ongoing program. As new products are introduced or
changed, additional training or information will be provided.

Chemical inventories are required for each department. At MH we store chemicals in an
environment that meets the manufacture’s requirements. When using chemicals, staff must wear
the appropriate Personal Protective Equipment and follow the established safe work practices.

If there is a chemical spill, you must:
e Identify the chemical — refer to the SDS (Safety Data Sheets) sheets. If you need a SDS
sheet, contact 3E Company at-1-800-451-8346. The SDS will be faxed to you within
5 minutes in an emergency and within 24 hours in a non-emergency.
e Contain and confine the spill
e Ventilate, if necessary, and secure the area
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e Notify your Supervisor, Environmental Services (x1826), Security (3637)

Chemical Exposure-There are two types of effects from chemical exposures:

Short-term exposure of acute effect: The effect occurs during or right after the exposure to the
hazard.

Long-term exposure of chronic effect: This exposure occurs over time. Daily skin contact
with a solvent will result in drying and cracking of skin.

The way the chemical enters or affects the body is called the route of exposure.

The four common routes of exposure are;

Eye Contact: Many chemicals can result in irritation or stinging of the eyes. To prevent blurred
vision or even loss of sight, goggles must be worn when working with chemicals.

Skin Contact: This is the most likely form of exposure for many chemicals.

Inhalation: Is the way that most chemicals enter the body. We easily breathe chemicals in the
air to the lungs; therefore, proper respiratory protection is required such as a mask or respirator.
Ingestion: This exposure is rare.

Emergency Management — Incident Command System (ICS):
An emergency Management plan exists that provides for the continuation of patient care during a
variety of emergencies. This is known as the Incident Command Center (ICS). It includes
processes designed to provide for medical needs of patients because of a hospital or community
based incident. The system allows individuals to coordinate the operation of facilities.
The goals of the Incident Command System are:
1. To conduct an annual Hazard Vulnerability Analysis (analysis of probability, impact to
human life, property, business function, internal & external resources)
2. To plan for all high risk items discovered in the Hazard Vulnerability
3. To test and maintain the job action sheets that provide a manuscript specific to MH
that must be followed during an incident
4. To participate in a community-wide response to a disaster
To communicate with outside organizations
6. To direct and control incident with minimal staffing to maintain services

w

Plan D — Common Disasters are either external or internal:

External Disaster:

External disasters are defined as disasters requiring the Mercy Hospital Emergency Room to
accept mass casualties that is the result of an external event within the commumty

Internal Disaster:

Internal disasters may include civil disturbances, weather events such as floods, hurricanes,
tornadoes, blizzards, and severe heat, transportation accidents, toxic external atmosphere, bomb
threats, utility outage, floods (broken pipes) and fires. Disaster drills, one internal and one
external are conducted at least annually for a minimum of 2 drills a year.

Emergency Management Disaster Plan:
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The plan responds to conditions such as severe weather, utility disruptions and mass casualties.
Staff should know the location of the disaster plan in work area since every department has a
copy of the Emergency Operation Disaster Plan.

Back up communication system to use during a disaster are:
e Emergency back-up phones

Walkie-talkies

Shortwave radio to communicate between local hospitals

Cellular '

Red phones located in each unit

Code White:
The MH Emergency Command Center is located in the Board Room on the 1% floor by the
Chapel.

The Decon Team (Bioterrorism) will report to the ER with the anticipation of receiving
contaminated patients. Code White is the color for Bioterrorism incident that initiates the
response from the Decon team.

Disaster supply cart and code cart are brought to the scene of the disaster by the Nursing Staff.
Pharmacy and Central Sterile will have additional medications and supplies.

Fire Prevention Plan Fundamentals:
The purpose is to protect the building occupants from fire and combustible materials. This
applies to all building locations. Three distinct elements:

e Design and destruction of building
e Preventive Maintenance of all fire equipment
e Fire response team

Code Red:
The MH phrase for fire is Code Red. MH performs fire drills every month on different shifts.
When you hear Code Red, you should know this is a fire drill.
Interim Life Safety Measures:
If any part of the building does not comply with the local fire and building codes and/or
regulations, such as a locked fire exit or changes to pedestrian walkways, the ILSM must be put
in place.
e Insure all exits are free of obstructions
¢ Training all staff in alternate or temporary exits
e Insure all fire alarm detection and suppression systems are working properly
e Conduct additional fire drills as necessary

1

Fire Plan Procedures:
The building fire life safety systems include Alarms, Containment, Suppression,
Egress/Evacuation, Training and Fire response. The staff must know:

e How the hospital performs fire drills
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e The location of the nearest fire alarm pull station
e The code for a fire
® The type of fire protection and devices that are in your area

R.A.C.E. The Fire Plan: :
R.A.C.E. is the acronym used to represent the general fire response and describes the proper
responses to fire, smoke or activation of the fire alarm.

R Rescue from danger — the first step in the fire response is to rescue individuals from the
immediate fire area.

A Alarm - Pull the fire alarm. The second step is to activate the alarm.

C Confine the fire. The third step in the fire response is to contain the
Fire/smoke by closing all doors in the area.

E Evacuate/Extinguish — Try to put out the fire, but only if it is small and you can do it safely.
Otherwise, Evacuate.

There are two types of fire evacuation routes:
1. Horizontal evacuation through fire/smoke doors
2. Vertical evacuation through the stairwells

You should NEVER use an elevator in a fire

Fire Alarm Announcement:
Your response when you hear the fire Alarm announcement
o Listen to the announcement overhead for the location of the Fire Alarm
e [fthe fire is in your location, follow the R A C E plan
o If the fire is one floor above or below, close all windows and doors and dispatch a
representative to the fire location

What is the equipment you use?

e Beds, wheelchairs, stretchers and sheet carry if necessary
Where is the equipment stored?

e All the equipment is located on the nursing units

How do you prepare to evacuate patients?
Patients should be prepared to evacuate, and the staff should decide the best alternative at the
time of the incident considering personal safety and the best escape route.

Class of Fires:

Class A: Fires are ordinary combustibles (wood, paper, plastic & rubber)
Class B: Fires are flammable liquids/chemicals (grease oil & petroleum)
Class C: Fires are electrical fires (TV, VCR, Computers, etc.)

Extinguishing a Fire:
How do you extinguish a fire?
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The fire extinguisher is your primary means of extinguishing a small fire, but first you have to
identify the type of fire.

Identify type of fire: A, B or C and identify the size. Extinguish only the small fires. Select
appropriate type of extinguisher. Be sure it is MRI compatible. Know how to use the
extinguisher:
P Pull the pin
The small metal pin located near the top of the extinguisher
A Aim nozzle at the base of the fire
Aim the extinguisher tightly, squeeze the handle of the extinguisher
S Squeeze the handle
Holding the extinguisher tightly, squeeze the handle of the extinguisher
S Sweep side to side at the base of the fire
Using a sweeping motion, move the extinguisher from side to side. Stand 6 to 8 feet
from the fire when you start spraying

Medical Equipment — Ext 1802
Medical Equipment Plan Fundamentals:
The Medical Equipment Management Program supports safe patient care environment by
managing risks associated with the use of clinical equipment. The program fundamentals for
equipment are: |
e Selection
e Acquisition
e Maintenance
e Training

The equipment must be maintained as required, which is a function of the BioMed Department.
How do you know that a piece of medical equipment has been tested and is ready to use?
e You should look at the inspection sticker and look at the date of the last inspection and
the expiration date.

What do I do if a piece of medical equipment does not work?
e You should conduct an operational check and if it is not operational, remove it from
service.

The Utility System Management Plan:

Plant Ops — ext. 1806:

The plan provides for a safe patient care environment at MH by managing the risks associated
with the operation of utility systems. These services may include: water/plumbing; electricity;
heat/ventilation; air conditioning, elevators and telephones. The plan fundamentals include:
Basic explanation of critical utility systems and preventive maintenance

Emergency back-up systems

Emergency Procedures

Emergency equipment
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Red Outlets:

These are used during a power failure (emergency power). Patient care and critical equipment

use red outlets

during an emergency.

Extension Cords:
These should only be used during a power outage or when you experience a problem with any

utility service.

Oxygen:

- o Oxygen will only be turned off when there is a real fire or medical gas incident/leak and

only after all patients have been placed on portable oxygen

¢ On nursing units, only the Nurse Manager of Designee may instruct staff to shut off the
oxygen valve after all patients requiring oxygen have been placed on portable units

e No one should shut off any medical gas unless the employee

N —

. ' Has knowledge about which area(s) will be affected
. Believes there is a risk of harm/injury to staff or patients as in the event of an

uncontrollable fire.

. Has been instructed to by nursing management on the effected unit

Summary of Codes/Special Extensions:

CODE TYPE

Code Orange Bomb Threat

Code Pink Abduction of a child

Code White Decon Hazmat Team (Bioterrorism)

Code Red ‘MH Code for a Fire Drill

Code Silver Active Shooter

Dial 4-4-4-4 Call this number for SECURITY EMERGENCIES
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BACKGROUND:

Catholic Health (“CH”) is committed to maintaining a workplace free from all forms of
harassment, including sexual harassment. CH is also committed to maintaining a workplace
free of retaliation against individuals for reporting harassment in good faith or for
participating in the investigation and resolution of reported harassment.

Sexual harassment is a form of sex discrimination and is unlawful under federal, New York
State and local law. Retaliation against a complainant, witness, or any other individual
participating in the reporting or investigation of sexual harassment is also unlawful under
federal, New York State and local law. The United States Equal Employment Opportunity
Commission (EEOC) enforces federal anti-discrimination laws, including Title VII of the
1964 federal Civil Rights Act (codified as 42 U.S.C. § 2000e et seq.) which prohibits
discrimination on the basis of certain protected characteristics. The Human Rights Law
(HRL), codified as N.Y. Executive Law, art. 15, § 290 et seq., which prohibits sexual
harassment, applies to all employers in New York State. Additionally, many localities
enforce laws protecting individuals from sexual harassment and discrimination.

This Policy, along with the attached complaint form are intended to comply with New York
State law.

POLICY:

CH prohibits all forms of harassment against employees on the basis of race, color, national
origin, religion, sex, age, disability and genetic information and other characteristics
protected by law.
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CH prohibits all forms of sexual harassment against employees, applicants for employment,
interns (paid or unpaid), contractors, and persons conducting business with CH or any CH
Entity. Examples of prohibited sexual harassment are attached hereto as Exhibit A.

CH prohibits retaliation against individuals who, in good faith, complain of any form of
harassment on the basis of a protected characteristic including sexual harassment. No person
covered by this policy shall be subject to adverse employment action including being
discharged, disciplined, or discriminated against for reporting an incident of harassment,
providing information, or otherwise assisting in any investigation of harassment, including
any investigation of a sexual harassment complaint.

CH will conduct a prompt, thorough investigation of all allegations of harassment and
retaliation. Any person who is found to have engaged in any form of harassment or
retaliation may be subject to corrective and/or disciplinary action, up to and including
termination. Additionally, any supervisory or managerial personnel who knowingly allowed
harassment or retaliation to occur may be subject to corrective and/or disciplinary action, up
to and including termination.

DEFINITIONS:

Age-based harassment: Age-based harassment is harassment of an individual because she or
he is 40 years old or older.

Color-based harassment: Color-based harassment is harassment based on an individual’s
skin tone.

Disability-based harassment. Disability-based harassment is harassment based on an
individual’s actual or perceived physical or mental disability. Disability-based harassment
also includes harassment because of a request for or receipt of a reasonable accommodation.

Genetic information harassment: Genetic information harassment includes, but is not limited
to, harassment based upon an individual’s (or the family member of an individual’s) genetic
test, family medical history, requests for receipt of genetic services by an individual or a
family member.

National origin harassment. National origin harassment is harassment based on an
individual’s (or her or his ancestor’s) actual or perceived place of origin, ethnic or cultural
characteristics, or linguistic characteristics.

Race-based harassment: Race-based harassment is harassment based on an individual’s
actual or perceived race and/or specific race-linked traits.

Religious harassment: Religious harassment is harassment based on an individual’s religion,
religious practices, or dress. Religious harassment also includes harassment because of a
request for or receipt of a religious accommodation.
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Sex-based harassment: Sex-based harassment is harassment based on an individual’s sex,
including an individual’s sexual orientation, sex stereotypes, and gender. Sex-based
harassment also includes harassment based on pregnancy, childbirth, lactation and related
medical conditions.

Sexual Harassment Definitions

Sexual harassment. Sexual harassment means unwelcome sexual advances, requests for
sexual favors, or other verbal or physical conduct of a sexual nature when: (1) submission to
such conduct is made either explicitly or implicitly a term or condition of an individual’s
employment; (2) submission to or rejection of such conduct by an individual is used as the
basis for employment decisions affecting such individual; or (3) such conduct has the
purpose or effect of interfering with an individual’s work performance or creating an
intimidating, hostile, or offensive work environment.

Quid pro quo Sexual Harassment.: Sexual harassment also occurs when a person of authority
tries to trade job benefits for sexual favors. This can include hiring, promotion, continued
employment or other terms, conditions or privileges of employment.

Protected Individual: For purposes of sexual harassment, “protected individual” shall include
any employee, applicant for employment, intern, fellow, volunteer, or other individual, paid
or unpaid, involved in the operation of CH, as well as contractors, vendors, or any employee
of a contractor or vendor, or any consultant.

PROCEDURE:
A. Instructions to File a Complaint of Harassment or Sexual Harassment

1. Protected Individuals who believe they have been subjected to any form of
harassment are encouraged to attempt to resolve the matter informally by discussing
the situation with the individual engaging in such conduct. The Protected Individual
should make it known that the conduct is offensive and unwelcome. If the Protected
Individual is in any way uncomfortable addressing the offender directly, or if the
offending conduct continues, the Protected Individual is encouraged to utilize the
following procedures.

2. In addition to addressing perceived harassment with the offender, complaints of any
type of harassment may be filed in writing or orally by any Protected Individual to
any supervisor, managerial employee, administrator, or Human Resources
representative.

3. Any supervisory, managerial, or other employee who becomes aware of conduct of a
sexually harassing nature must report such conduct to the CH entity’s Vice President
of Human Resources (or other Human Resources official at the relevant CH entity) so
that it can be fully investigated.



‘Complaints of sexual harassment may be made using the attached Complaint Form
(Exhibit B) or orally. If a Protected Individual makes an oral complaint of sexual
harassment, the individual who receives such a complaint shall encourage the
Employee to fill out the attached Complaint Form. If the Employee does not fill out
the complaint form, the person receiving the complaint shall fill out the Complaint
Form on the basis of the oral complaint. If the Complaint Form is completed by an
individual other than an HR Representative, the person completing the Complaint
Form shall forward to the CH entity’s Human Resources department.

Employees also have the right to file a complaint of harassment, including sexual
harassment, with the EEOC and the New York State Division of Human Rights. If the
harassment includes physical touching, coerced physical confinement, or coerced sex
acts, you may also contact the local Police Department.

. Investigation of a Complaint of Harassment

1.

Each CH Entity’s Vice President of Human Resources (“VP of Human Resources”)
or other Human Resources official (“HR Representative”) designated by the VP of
Human Resources shall be the individual designated to investigate complaints of
harassment for that CH Entity.

Upon receipt of a complaint of harassment, the individual receiving such complaint,
whether oral or written, shall immediately report the complaint to the CH entity’s
Human Resources department.

Upon receipt of the complaint, the VP of Human Resources or the HR Representative
shall review to determine whether she or he has a conflict of interest. If so, the HR
Representative shall notify the VP of Human Resources, or, if the VP of Human
Resources has the conflict, she or he shall notify the CH System Senior Vice
President and Chief Human Resources Officer. Either the VP of Human Resources or,
as applicable, the CH System Senior Vice President and Chief Human Resources
Officer will designate a new individual to investigate the complaint.

The VP of Human Resources, HR Representative or, as applicable, an individual
designated by the CH System Senior Vice President and Chief Human Resources
Officer, shall investigate the complaint. In most instances, such investigation shall be
completed within ninety (90) days of the filing of the complaint.

At the conclusion of the investigation, the VP of Human Resources, HR
Representative or, as applicable, an individual designated by the CH System Senior
Vice President and Chief Human Resources Officer, shall advise the complainant that
the investigation has concluded and inform the complainant of the findings of the
investigation and, if necessary, shall implement any remedial actions taken to address
the complaint.

Special Procedures for the Investigation of a Complaint of Sexual Harassment
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. The VP of Human Resources or HR Representative shall be the designated individual
for the investigation of complaints of sexual harassment.

. Upon receipt of a complaint of sexual harassment, the individual receiving such
complaint, whether oral or written, shall immediately report the complaint to the CH
entity’s Human Resources department.

Upon receipt of the complaint, the VP of Human Resources or the HR Representative
shall review to determine whether she or he has a conflict of interest. If so, the HR
Representative shall notify the VP of Human Resources, or, if the VP of Human
Resources has the conflict, she or he shall notify the CH System Senior Vice President
and Chief Human Resources Officer. Either the VP of Human Resources or, as
applicable, the CH System Senior Vice President and Chief Human Resources Officer
will designate a new individual to investigate the complaint.

. The VP of Human Resources, HR Representative or, as applicable, an individual
designated by the CH System Senior Vice President and Chief Human Resources
Officer, shall investigate the complaint. In most instances, such investigation shall be
completed within ninety (90) days of the filing of the complaint.

. During such investigation, the complaint of sexual harassment, including the
complainant’s identity, witnesses and the identity of the alleged harasser shall be kept
confidential to the extent practicable.

. The VP of Human Resources, HR Representative or, as applicable, an individual
designated by the CH System Senior Vice President and Chief Human Resources
Officer, shall develop a preliminary investigation plan which shall include, at a
minimum:

a. An examination of the circumstances surrounding the allegations; the
employment history of the parties; the place, date, location, time and duration of
the incident in question; and any prior relevant incidents or allegations, whether
reported or unreported.

b. Identification of the complainant, alleged harasser, and any relevant witnesses.

¢. Communication with the Office of General Counsel to determine whether a legal
hold request for any relevant documents, emails or phone records should be
distributed.

d. A determination of any necessary site visits.

e. An interview of the complainant, where necessary.

f.  An interview of the alleged harasser, where necessary, which shall conform to the
requirements of any applicable collective bargaining agreement or law.



10.

g. Any other relevant information relating to the allegations.

. The VP of Human Resources, HR Representative or, as applicable, an individual

designated by the CH System Senior Vice President and Chief Human Resources
Officer shall conduct the investigation in accordance with the investigation plan.

. Upon completion of the investigation, the VP of Human Resources, HR

Representative or, as applicable, an individual designated by the CH System Senior
Vice President and Chief Human Resources Officer, shall draft a report that contains
the below items. The report and the associated documentation may be retained by the
CH entity’s Human Resources Office in accordance with the CH Record Retention
and Destruction Policy.

a. A summary of the relevant documents.

b. A list of all individuals interviewed and a summary of their statements.

c. A timeline of events.

d. A summary of prior relevant incidents.

e. An analysis of the allegations and evidence.

. The VP of Human Resources, HR Representative or, as applicable, an individual

designated by the CH System Senior Vice President and Chief Human Resources
Officer shall notify the complainant of the final determination and, if necessary, shall
implement any corrective action.

Remedial steps may be taken to prevent intimidation, retaliation, or coercion of the
complainant, including, but not limited to, preventing the alleged harasser from
contacting the complainant or from discussing the substance of the complaint with the
complainant, or removing the alleged harasser from the workplace.



Exhibit A
EXAMPLES OF PROHIBITED SEXUAL HARASSMENT

The following describes some of the types of acts that may be unlawful sexual harassment and
are prohibited by this Policy:

1. Physical assaults of a sexual nature, such as:

a. Touching, pinching, patting, grabbing, brushing against another employee s body
or poking another employee’s body;

b. Rape, sexual battery, molestation or attempts to commit these assaults.
2. Unwanted sexual advances or propositions, such as:
a. Requests for sexual favors accompanied by implied or overt threats concerning
the victim’s job performance, evaluation, a promotion or other job beneﬁts or
detriments;

b. Subtle or obvious pressure for unwelcome sexual activities.

3. Sexually oriented gestures, noises, remarks, jokes or comments about a person’s sexuality
or sexual experience, which create a hostile work environment.

4. Sexual or discriminatory displays or publications anywhere in the workplace, such as:

a. Displaying pictures, posters, calendars, graffiti, objects, promotional material,
reading materials or other materials that are sexually demeaning or pornographic.
This includes such sexual displays on clothing, workplace computers or cell
phones sexual displays as visible body art, and/or sharing sexual displays while.
in the workplace.

5. Hostile actions taken against an individual because of that individual’s sex, sexual
orientation, or gender identity, such as:

a. Interfering with, destroying or damaging a person’s workstation, tools or
equipment, or otherwise interfering with the individual’s ability to perform the
job; |

b. Sabotaging an individual’s work;

¢. Bullying, yelling, name-calling.



Exhibit B
COMPLAINT FORM FOR REPORTING SEXUAL HARASSMENT

New York State law requires all employers to adopt a sexual harassment prevention policy that
includes a complaint form for employees to report alleged incidents of sexual harassment. If you
believe that you have been subjected to sexual harassment, you may complete this form and
submit it to the Vice President of Hurhan Resources or other Human Resources officials at your
CH entity. Once you submit this form, the Sexual Harassment procedures outlined above will be
followed. You may also make an oral report without submitting this form.

Complainant Information

Name:

Home Address:

Phone Number:

Email:

Employer:

Work Address:

Job Title and Shift:

Complaint Information

1. Your complaint of Sexual Harassment is made against:
Name:

Employer Name:

Work Address:

Job Title and Shift:

Relationship to you (Check): © Supervisor o Subordinate o Coworker o Other

2. Date Sexual Harassment Occurred:

Form continues on next page.



3. Describe the conduct or incident(s) that is the basis of this complaint and your reasons for
concluding that the conduct is sexual harassment. Use additional sheets of paper if necessary and
attach any necessary documents.

4. Is the conduct continuing? (Check) o Yes o No

5. List the name and contact information of any witnesses or individuals that may have
information related to your complaint.

Complainant Signature Date

If this form was completed by an individual other than the complainant, please sign below and
provide this form the Human Resources department.

Signature Date
Print Name
Title CH Entity
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~ mPost incident response is an important tool in preventing future incidents
“and allows the hospital to de3|gn measures to prevent or control hazards |n

- | f’the future :
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LENCE

Ty .f:;f_}Any physrcal or verbal assaultlve behavwr

-Harm to oneself or others E R o
w ifAny mcrdent in which people are abused threatened or

;?assaulted in crrcumstances ansmg out of or m the course ot the;y

: work undertaken. i R
o Healthcare vuolence rtsks 24 hour a day operatlon type ef
L -*f"patrents (mentally ill, drug or alcohol abuse) dlstraught patlents
(s fa‘m:hes visitors, stressed Workers perceptron of the avarlablllty
,_;,;of drugs and money s | gEaE o '




. WARNING SIGNS OF POTENTIALLY
VIOLENT PEOPLE

= History of violence

= Agitétion uptight, tense, anxious, look of anger
= Loud voice, shouting using profanity or makmg sexual comments
. Impatient |

e Drunk B GG e e i e e

a Pacing, staring, flushed face, rapid breathing
a Challenging staff authority |
= Psychiatric disorders (schizophrenic, paranoid)



. ASSAULT CYCLE

= Trigger event

- E‘scafl'ation Phase

e AttackPhase T e

» Recovery and post crisis phases



PROTECTING YOURSELF AND OTHERS

o CI’ISIS Management

S s Preventan escalation of beha\nors to crisis proportlon ; ,

= Help the person achleve self-control
~= Control the person:
Cm Verbal De-escalation
w  Letthe person express histher feellngs LlSTEN
= Speak dlrectly, use a low tone of voice, speak slowly and calmly

= Befirm, maintain eye contact, show interest, treat the person with respect sympathlze

:WHEN SOMEONE IS COMBATIVE:
- Never turn your back on the person
'. = Leave the door open and posmon yourself between the person and the egress
i Place supplles and equipment that could be used as a weapon out ef reach
-~ = Be aware of possibility of weapons (Drop and Cover) '
" w - Security Measures
% Workasateam

- - Do notwear anythmg that could be used to: choke you (le tles stethoscopes scarves non-‘il-‘ |
T breakaway lanyards). : : ~ '

. = Be aware of your surroundlngs
= Callfor help if needed

~'m Know your security hotllne nurhber: 4444

- Workplace V|olence helplme (Compllance Hotllne) 1-866-272 0004



. In an Actlve Shooter sntuatlon, there 3 optlons for persons to take
~Run, Hide or Fight. (Refer to policy for more detailed response)

CaII 911 and Smtchboard (ext. 4444) |f itis safe to do so.

' Run: Evacuate if you can. | -
- Hide: Secure yourself in a room, shut off the llghts and s:Ience |

~ phone, radios, pagers. If you can lock the door do so or block the =~

door with furniture, equipment, file cabinets etc. DO NOT OPEN THE

| '_ DOOR FOR ANYONE, INCLUDING PERSONS YOU KNOW. THEY MAY

BE A HOSTAGE OF THE SHOOTER AND IF YOU OPEN THE DOOR IT

~_ MAY GIVE ACCESS TO THE SHOOTER. IT IS A DIFFICULT DECISION
TO MAKE.DO NOT OPEN THE DOOR UNTIL THE ALL-CLEAR AND

" POLICE SHOW AN ID. If the fire alarm goes off, do not leave unless

~ fire/smoke is in your area. It could be a way to get you from your
- hiding place. -

B Flght Use anythlng you can to. neutrallze, |n]ure, slow down or even

- _kl|| the shooter
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Annual Mandatory Education

Infection Prevention

After Completion of this Section, You Should:

¢ Be knowledgeable of Mercy’s Two-Tier precautions: Standard and transmission based

» Be knowledgeable of the importance of the control and containment of multi-drug
resistant organisms (MDRO)

e Be knowledgeable of the importance of the control and containment of Clostridioides
difficile (C. diff. diarrhea)

e Be knowledgeable of MH’s TB Exposure Plan

e Be knowledgeable of the OSHA Blood Borne Pathogen Rule

Components of the Infectious Disease Process (Chain of Infection):

o Causative Agents: Bacteria, virus, fungi capable of causing disease

e Reservoir: (Place in which an infectious agent can survive) humans, animals,
environment

e Portal of Entry & Exit: (The path by which an infectious agent enters or leaves the
reservoir — escape from reservoir) respiratory tract, GI tract, GU tract, skin, etc.

e Mode of Transmission: Direct Contact (person-to-person spread) Indirect Contact
(Environment); Droplet (large particles that settle on horizontal surfaces and/or brief
passage through the air (Influenza “Flu”); Vehicle Route (Contaminated food (e.g.,
Salmonellosis, Contaminated water); Airborne (contained within droplet nuclei or dust
particles e.g., Pulmonary Tuberculosis); Vector borne (Mosquitoes-West Nile Virus,
Zika, etc.)

o Susceptible Host: (A person lacking effective resistance to a particular pathogenic agent)

I. Standard Precautions: Hand Hygiene

Practicing hand hygiene is a simple yet effective way to prevent infections. Cleaning your hands
can prevent the spread of germs, including those that are resistant to antibiotics and are becoming
difficult, if not impossible, to treat. On average, healthcare providers clean their hands less than
half of the times they should.

Hand Hygiene means cleaning your hands by using either handwashing (washing hands with

soap and water), antiseptic hand wash, antiseptic hand rub (i.e. alcohol-based hand sanitizer
including foam or gel), or surgical hand antisepsis. -

e Alcohol-based hand sanitizers are the most effective products for reducing the number of
germs on the hands of healthcare workers
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cleaning your hands in the healthcare setting

every time

When hands are not visibly dirty, alcohol-based hand sanitizers are the preferred method for

Soap and water are recommended for cleaning visibly dirty hands
During Routine Patient Care: Hand Hygiene is done on entry and exit of the patient room

Wash with soap and water

Use an Alcohol-Based Hand Sanitizer

When hands are visibly dirty
After touching blood, body fluids, secretions,

excretions, contaminated items
After known or suspected exposure to
Clostridioides difficile (C. diff. diarrhea)

After known or suspected exposure to patients
with infectious diarrhea during norovirus
outbreaks

If exposure to Bacillus anthracis is suspected or
proven

Before eating

After using a restroom

Immediately before and after glove use

Between patient contacts between tasks

When cleaning your hands with soap and water:

Wet your hands first with water, apply the amount

of product recommended by the manufacturer to

your hands, and rub your hands together vigorously

for at least 20 seconds, covering all surfaces of the
hands and fingers.

Rinse your hands with water and use disposable
towels to dry

Use towel to turn off the faucet

Avoid using hot water, to prevent drying of skin

For everything else, when using alcohol-based

hand sanitizer:

¢ Put product on hands and rub hands
together

e Cover all surfaces until hands feel dry

o This should take around 20 seconds
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Glove Use: Wash Hands Before and After Donning Gloves:
e Wearing gloves is not a substitute for hand hygiene. Dirty gloves can soil hands
e Always clean your hands after removing gloves

Steps for Glove Use:
1. Choose the right size and type of gloves for the task
2. Put on gloves before touching a patient’s non-intact skin, open wounds or mucous
membranes, such as the mouth, nose, and eyes
3. Change gloves during patient care if the hands will move from a contaminated body-site
(e.g., perineal area) to a clean body-site (e.g., face)
4. Remove gloves after contact with a patient and/or the surrounding environment
(including medical equipment) using proper technique to prevent hand contamination
Failure to remove gloves after caring for a patient may lead to the spread of potentially
deadly germs from one patient to another
5. Do not wear the same pair of gloves for the care of more than one patient

Fingernail Care and Jewelry:

e Germs can live under artificial fingernails both before and after using an alcohol-
based hand sanitizer and handwashing

» All healthcare providers are not to wear artificial fingernails, tips, overlays or
extensions when having direct contact with patients, their immediate environment, or
supplies used for patients

e Keep natural nail tips less than % inch long

¢ Some studies have shown that skin underneath rings contains more germs than
comparable areas of skin on fingers without rings

Respiratory Hygiene/Cough Etiquette:

The strategy is targeted at patients and accompanying family members and friends with
undiagnosed transmissible respiratory infections, and applies to any person with signs of illness
including cough, congestion, rhinorrhea, or increased production of respiratory secretions when
entering a healthcare facility.

Source control measures (e.g., covering the mouth/nose with a tissue when coughing and prompt

disposal of used tissues, using surgical masks on the coughing person when tolerated and
appropriate).
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Personal protective equipment (PPE)

Gloves For touching blood, body fluids, secretions, excretions, contaminated items;
for touching mucous membranes and non-intact skin.
Gown During procedures and patient-care activities when contact of

clothing/exposed skin with blood/body fluids, secretions, and excretions is
anticipated. On entry to Contact and Contact Plus patient room/area.

Mask, eye protection
(goggles), face shield

During procedures and patient-care activities likely to generate splashes or
sprays of blood, body fluids, secretions, especially suctioning, endotracheal
intubation.

External sources

Soiled patient-care equipment

Handle in a manner that prevents transfer of microorganisms to others and
to the environment; wear gloves if visibly contaminated; perform hand
hygiene.

Environmental control

Follow procedures for routine care, cleaning, and disinfection of surfaces,
especially frequently touched surfaces in patient-care areas.

Textiles and laundry

Handle in a manner that prevents transfer of microorganisms to others and
to the environment.

Needles and other sharps

Do not recap, bend, break, or hand-manipulate used needles; if recapping is
required, use a one-handed scoop technique only; use safety features when
available; place used sharps in puncture-resistant container. Use aseptic
technique to avoid contamination of sterile injection equipment

Patient resuscitation

Use mouthpiece, resuscitation bag, and other ventilation devices to prevent
contact with mouth and oral secretions.
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SEQUENCE FOR PUTTING ON

PERSONAL PROTECTIVE EQUIPMENT (PPE)

The type of PPE used will vary basad on tha laval of precautions raquired, such as standard and contact, droplat or

airborne infection isolation precautions. The procedure for puiting on and remeving PPE should ba tailorad to the specific
type of PPE.

1. GOWN

* [ully cover torso from neck to knees, arms
to end of wrists, and wrap around the back

» Fasten in back of neck and waist

2. MASK OR RESPIRATOR

» Secure ties or elastic bands at middle
of head and neck

e Fit flexible band to nose hridge
* Fit snug to face and below chin
» Fit-check respirator

3. GOGGLES OR FACE SHIELD

* Place over face and eyes and adjust to fit

4. GLOVES

» Extend to cover wrist of isolation gown

USE SAFE WORK PRACTICES TO PROTECT YOURSELF
AND LIMITTHE SPREAD OF CONTAMINATION

+ Keep hands away from face

« Limit surfaces touched
« Change gloves when torn or heavily cantaminated
¢ Porform hand hygiene
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HOWTO SAFELY REMOVE PERSONAL PROTECTIVE EQUIPMENT (PPE}

EXAMPLE 1

Thore ara 2 varaty of ways to safaly remove PPE without contaminating your clathing, skin, or mucous membranas with
potantially infectious materials. Hera is ona example. Remove all PPE hiefore exiting the patient room except @ raspirator, if
J worn. Remava tha mspirator after (aaving the pationt room and closing the door. Ramova PPE in the following sequanca:

1. GLOVES

* Quiside of gloves era conteminatadl

» [f your hands get conteminatad during glova ramoval, imme diataly
washyour hends or usa an alcohnl-based hend sanitizar

+ Using a glovad hand, grasp the pelm araa of tha other gioved hand
and pal uffﬁlstglmra
» Hold removed glova in giovad hand

» Slide fingers of ungloved hand uridar remaining plove atwrist end
paal off sacond glova owar first glove

» [Dizcard gloves in 8 wasta containar

2. GOGGLES OR FACE SHIELD

» Qutside of gopgies or face shield ara contamingtad|

» [f your hands get conteminatad during goggle or face shield ramoval,
immediateiy wash your hends oruss an alochol-bagad hand sanitizar

+ Hemova goggles or faca shield from the back by lifting haed band or
earpisces

» | tha itam iz reuseblg, place in designeted raceptacle for
raprocessing. Otharwise, discard in B wasta containar

3. GOWN

» Govm front and slaeves ara contamingtad]

= |f your hands get conteminated during gown emoval, immedistely
weaghyour hands or usa en slcohol-based hend sanitizar

+ Unfastan gown tiss, taking care that slecves don't contactyour body
whan raaching for ties

» Pull gown away from nack and shouldars, touching ingide of gown only
» Tum goven insida out
» Fold orroflinto & bundle and discard in 8 wegta containar

4. MASK OR RESPIRATOR

» Front of maskfrespirator is contaminatad — 00 NOT TOUEH]

» [f your hands get contaminated during mask/respimtor ramoval,
immadiataiy wash your hands oruss en gicohol-besad hand senitizer

+ Grasp bottom ties ar alastics of the mazk/raspiretor, then the ones st
tha top, and rampva without touching the front

» Dizcard in 5 wastn container

5. WASH HANDS OR USE AN
ALCOHOL-BASED HAND SANITIZER
IMMEDIATELY AFTER REMOVING
ALL PPE

PERFORM HAND HYGIENE BETWEEN STEPS IF HANDS
BECOME CONTAMINATED AND IMMEDIATELY AFTER

REMOVING ALL PPE
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HOWTO SAFELY REMOVE PERSONAL PROTECTIVE EQUIPMENT (PPE})

EXAMPLE 2

ttara iz srathar wayto safaly remove PPE without cantaminatiag your clothing, skin, or mucous mambranas with patantially
infactious matarials. Remove all PPE hefore exiting the patient room axcapt a caspirator, if worn. Remova tha raspiretor after
leaving tha patiant room and closing the door. Remova PPE in the foffowing sequance:

1. GOWN AND GLOVES

» Gown frant end sfeeves and the outside of gloves ar
contaminatad|

* if your hands get contaminatad during gown or glova removal,
immadiately wash yaur hands oruse an lcohol-basad hand
sanitizar

» @Grasp the gown In the front and pull ewsy fram yourhody so
}lhat;ha ties braak, touching outside of gown only with glovad

ands

» While emaving tha gowm, fofd or roll tha gown inside-out into
g bundle

* As you ara ramoving the gown, paal off your gloves attha
samatime, only touehing the ingida of the glovas and gown
with your bara ands. Place the gown and gloves into a wasta
cortainar

2. GOGGLES OR FACE SHIELD

* Qutside of goggles or face shield are contamineted]

» |f your hands get conteminated during goggla or face shiald remaval,
immediataly wash yaur hends oruse sn alcohol-besed hand sanitizer

* Ramove gogyles orfoce shiald from the back by [fting head band end
without touching thefront of the goggles or face shield

* |f tha itamn [z rauzable, placa in designated raceptacla for
raprocessing. Gtharwise, discard in 5 waste containar

3. MASK OR RESPIRATOR

» Front of meskfrespirator is contamineted — 00 NOT TOUCK]

» §f your hands pet contaminated during meskfraspirator ramoval,
immediataly wash your hends oruse an aicohol-besed hand sanitizer

* Gragp bottom ties or alastics of the mask/raspirator, then tha ones &t
tha top, and remova without touching thefront
» Discard in @ wasta cantainer

4. WASH HANDS OR USE AN
ALCOHOL-BASED HAND SANITIZER
IMMEDIATELY AFTER REMOVING
ALL PPE

PERFORM HAND HYGIENE BETWEEN STEPS IF HANDS
BECOME CONTAMINATED AND IMMEDIATELY AFTER

REMOVING ALL PPE
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The campaign aims to eradicate outbreaks resulting from unsafe injection practices. Medications
packaged as single-dose vials should not be used for more than one patient. Whenever possible,
assign medications packaged as multi-dose vials to a single patient.

ONE NEEDLE,
ONE SYRINGE,
ONLY ONE TIME.

= VT
- "

Safe Injection Practices Coalition
www.ONEandONLYcampaign.org

unsale medical injections, To learn more about safe injection

The One & Only Campaign is a public health effort to-eliminate [ J
practices, please visit OneandOnlyCampaign.org. | £

II. Transmission-Based Precautions
Used for patients known or suspected to be infected or colonized with an important

microorganism that can be transferred by airborne or droplet transmission or by contact with
skin or contaminated surfaces.

Infection Prevention Department must be notified whenever isolation precautions are
initiated. They are in addition to standard precautions:

Airborne Precautions

Droplet Precautions

Contact Precautions

Airborne + Contact Precautions

Contact Plus Precautions

They may be combined for diseases that have multiple routes of transmission.

BB
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AIRBORNE PRECAUTIONS:

HISETEI RS are REQU IRE-'D to WEAFE a MASK ar a RESPIRATOR
and are strongly encouraged to wazh their hands or to use hand
sanitizer upon entering and efore leaving the room

Private Room

Ak 0. " - b STAFF MUST PCRFORM
Keep Door Glesed Py \, i Hﬁ.uﬁfm‘mlmﬁ
NEEHH\"E ¥ 4 N e Lufery uod aller
, g | = " 3 dannlng ard
Fresure g : - romEwing

lll' STAFF MUST Don N 95
g Respirabor
te ENTER

! - - STAFF MUST USE
' STAFF MUST PLACE DN 0

a Masalk y . aqipmend, and
on Patisnt : disinfect
far Transport g ' wouiganeisl
v, Lzl wiill

Follonw Standard Precautions for the Care of All Patients
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For patients known or suspected to be infected with an airborne disease. (e.g.; Tuberculosis —
suspected or diagnosed, Meningitis suspected or diagnosed, disseminated Shingles in an
immunocompromised host)
I. Patient Placement:
* Private Room that is equipped with the ability to support negative pressure (HEPA
Filtration System) with at least 12 Air Exchanges per Hour (ACH)
e Door must be kept closed at all times
* Room must be checked for negative pressure by the Engineering immediately prior to a
patient being admitted to the room and DAILY thereafter
YOU MUST CALL THE ENGINEERING DEPARTMENT EVERY MORNING TO
CHECK THE ROOM FOR NEGATIVE PRESSURE.

Upon discharge of a patient on Airborne Precautions the negative pressure room with 12 air
exchanges per hour must remain vacant with the door closed and the HEPA filter on for 36
minutes before entry is allowed without an N -95 respirator mask. For all other non -negative
pressure rooms/ areas (6 ACH) keep the area vacant for 70 minutes.

II. PPE Requirements:
¢ In addition to standard precautions, a fit tested properly sized N-95 Mask is required by
all healthcare workers who enter the room
e Visitors and family are required to wear a surgical mask

III. Transporting the Patient:
o Notify the receiving area of the Airborne Precaution

e Wipe down the stretcher/ wheelchair high touch areas
e Place a surgical mask on the patient
e Upon exiting the room remove your N- 95 mask and perform Hand Hygiene
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DROPLET PRECAUTIONS:

VISITORS are REQUIRED to WEAR a MASK
and are strongly encouraged to wash their hands or to use hand
sanitizar upon entoring and bafore leaving the room

Droplet Precautions

STAFF uus::ri:‘:g;:“a';:ro HYQGIENE ‘ | STAFF MUST Don Mask

aonmnn‘ and upon entoring
removing
ol room
and '
in between

paticntz

4 STAFF MUST USE
STAFF MUST PLACE ‘ DEDICATED
equipment, and
a Mask disintect
on Patient ‘ . equipment

for Transport that will
. ~ bhere-used

Follow Standard Precautions for the Care of All Patients
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Use Droplet Precautions for patients who are coughing but the organism does not stay in the air.
For example: Influenza (“Flu” virus).

I. Patient’s Placement:

a) Private room is preferred '

b) Patients can be placed together in the same room if they have the same organism
(Influenza A)

c¢) Keep curtain /divider pulled shut and maintain a spatial separation of at least 3 feet
between patients

d) Inthe Emergency Department, when a private room is not available, place the patient in a
cubicle and the curtain is to be pulled around the bed

€) Special air ventilation is not necessary and the door may remain open

II. PPE Requirements:
In addition to Standard Precautions, wear a regular surgical mask for entry.

II. Transporting the patient:
a) Notify the receiving area of the droplet precautions

b) Wipe dowry/ clean the stretcher/ wheelchair high touch areas.
c) Place a surgical mask on the patient
d) Upon exiting the room remove your surgical mask and perform Hand Hygiene
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- CONTACT PRECAUTIONS:

Gatholic
Heall.h Servmﬁ
tLooag ks
Al L el u! Szl

STAFF MUET FERFORM
HAKHD HYSIEWE
Exlisrw wred ultar

desrwring amd
g
gluvax
ard
in batawan

STAFF MUST Con
Gown and Glowves
wpen sntry

- STAFF MUST COVER
Patient with 8 clean
sheeat for
~ tranaport

- BTAFF MUST USE DEDIGATED . §

& aquipmant, and dinlnfact
L sguipsianl that will be

. re-used;

Ful IuwStan ﬂa rd Precautfnns;fnr the CE requll Patlenl‘s A
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Contact Precautions for patients known or suspected to be infected or colonized with an
organism that can be transmitted by direct contact, e.g.; Multi drug resistant organisms (MDRO),
scabies, etc.

Types of MDROs:
ESBL = Extended Spectrum Beta Lactamase; CRE= Carbapenem-Resistant Enterobacteriaceae

KPC=

Klebsiella pneumoniae Carbapenemase, Resistant Klebsiella; Resistant Pseudomonas

I. Patient Placement:

a)
b)

©)

Private room

When a private room is not available, place the patient in a room with a patient(s) with the
same organism

Cohorting (putting together) patients colonized or infected with MDRO’s. Two patients
with the same exact resistant organism(s) may be placed in the same room together.
Discussion with the IP department should be done prior to cohorting. Care must be taken
to prevent cross contamination between the two patients.

II. PPE Requirement:
a) Perform Hand Hygiene
b) Gloves are to be worn prior to having any contact with the patient or her/his

environment

¢) During the course of providing care for a patient, change gloves after having contact

with fecal material, wound drainage, or any other exudates

d) Remove gloves before leaving the patient’s environment and wash hands immediately

with an antimicrobial agent or a waterless alcohol agent

III. Transporting the patient:

2)
b)
©)
d)
e)

Notify the receiving area of the contact precautions

Wipe down/ clean the stretcher/ wheelchair high touch areas

Place a clean new sheet over the patient to act as a barrier to prevent contamination
Upon exiting the room remove your PPE and perform Hand Hygiene

PPE is worn as per OSHA standards where there is an anticipated or expected risk of
exposure to blood or body fluids. During transport it is acceptable for a respiratory
therapist doing bag valve mask respiration via an artificial airway, to wear PPE while
transporting
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CONTACT PLUS:

et e it —

Please Use

Soap and Water

FFor
Hand Hygicene

For This Patient.

Thank You ! E .

W— Mercy Medical Center |
Cathaiic Heslth Services ;
] Athe beat of health

- bamiaet LU Pl OIS

ll
alt
A
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Contact PLUS Precautions are utilized immediately upon suspicion or diagnosis of Clostridioides
difficile (and acute diarrheal illnesses)

According to the CDC, there are six steps healthcare professionals can take to prevent C diff:
1. Prescribe and use antibiotics carefully. About 50% of all antibiotics given are not needed,
unnecessarily raising the risk of C. diff infections.

2. Test for C. diff when patients have diarrhea while on antibiotics or within several months of
taking them.

3. Isolate patients with known or suspected C. diff immediately.

4. Wear gloves and gowns when treating patients with C. diff; even during short visits, upon
entry into the room/area.

5. Perform vigorous hand hygiene using soap and water only.
6. Clean room surfaces with bleach after a patient with C. diff has been treated there.
7. When a patient transfers, notify the new facility if the patient has a C. diff infection.

Patient Care Equipment when on Transmission based precautions:

a) When possible, dedicate the use of patient-care equipment to a single patient to avoid
sharing between patients, or use disposable equipment or covers.

b) If use of common equipment or items is unavailable, then adequately clean and
disinfect equipment before use for another patient with an EPA registered Hospital
approved disinfectant e.g.; Sani-Wipe allowing for the appropriate manufacturer
recommended contact time. Bleach Sani wipe 4 minutes, Purple Sani wipe 2 minutes.

¢) Wheelchairs and Stretchers are to be properly cleaned and disinfected immediately
after use by the end user. Clean stretchers are stored with both side rails in the UP
position, the clean wheelchair is stored (collapsed) folded UP.

HEPATITIS:

Hepatitis A: Spread by fecal-oral route — In H20, food, milk, after floods, disasters. Incubation =
30 days

Hepatitis B: Blood borne pathogen. Incubation = 70 days. Major risk to Health Care Workers.
Hepatitis C: Blood borne pathogen. Incubation period = 9 weeks to 6 months.

Hepatitis D: Blood borne pathogen. High incidence in IV Drug Abusers, multiply transfused
and hemophiliacs.

Hepatitis E: Spread by fecal-oral route. Clinical course is similar to that of Hepatitis A. Case
fatality rate up to 20% in pregnant women infected in their third trimester of pregnancy.
Incubation: 26 — 42 days.

OCCUPATIONAL EXPOSURE CONTROL PLANS:
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What is an Occupational Exposure Plan?

There are two Occupational Exposure Plans. They both address the protective measures and
equipment that are available for MH employees, free of charge, for the prevention of the possible
acquisition of a Blood borne Pathogen or Pulmonary Tuberculosis.

Define an “Occupational Exposure to a Blood borne Pathogen”

Two criteria are used to determine whether an exposure provides a route for Blood borne disease
transmission: the body fluid involved and the type of injury or contact. Exposures requiring
medical management involve both of the following factors:

* Body fluid invelved: blood, semen, vaginal secretions, internal body fluids (e.g.
cerebrospinal, peritoneal, pleural, amniotic, synovial) or other body fluids visibly
contaminated with blood, AND

e Type of injury or contact: percutaneous (e.g. needle stick) or direct contact with a
mucous membrane (eyes, nose, mouth) or non-intact skin.

e Contact of intact skin with one of these body substances generally is not considered a
transmission risk. However, if the contact was prolonged, or covered an extensive area
of the skin, it may be prudent to treat the contact as an exposure.

There are various ways you can be exposed to body fluids in the work environment. These
are:

e A cut, slash, or puncture with a sharp instrument or needle

o Contact with blood or body fluids to non-intact skin

e Splash of blood or body fluid to the eyes, nose or mouth

All of the above are considered occupational exposures and must be reported.

What should you do if you have an Occupational Exposure to Blood or Bloody Fluid?

Wash the area off immediately, if applicable eye wash station flushing for 15 minutes. Report the
exposure to your Charge Nurse or Supervisor, and immediately contact Employee Health during
daytime working hours or go immediately to the Emergency Department. If the HBV, HCV
and/or HIV infection status of the source is unknown, the source person should be
informed of the incident and tested for serologic evidence of blood borne virus infection.
Procedures should be followed for testing source persons, including obtaining informed
verbal consent, in accordance with applicable state and local laws. You will need to fill out
an Occupational Exposure Incident Report, available on the intranet.

What information should you have when you go to the Emergency Department?
You should know what type of exposure you had. For example: was it a needle stick? If so:
what type of needle '
the size of the needle
was it a hollow bore or solid needle
was there blood in the syringe
e history of source patient, if available
IMPORTANT FACTS:
¢ In order to be effective, prophylaxis should be started within 1 hour after incident
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o The average risk of transmission of HIV after a needle stick injury is small, approximately

0.3%
The risk of HIV transmission after mucocutaneous exposure is even less

In the Emergency Department you will be seen by an M.D. /P.A. and the following will be
done:

Your hepatitis status will be determined

You will be offered baseline HIV testing (if you choose not to be tested, you will be offered
the opportunity to have a tube of blood saved for 90 days in case you change your mind-The
source patient will not be tested, if you refuse baseline testing)

You will have an opportunity to discuss the incident with an Infectious Disease Specialist
who will help you with questions regarding the incident and appropriate chemoprophylaxis/
Post Exposure Prophylaxis (PeP)

FOLLOW-UP AFTER THE EXPOSURE: All follow-up will take place through the
Employee Health Service Department.
What follow-up should I expect after an exposure?

You should be tested for HIV antibody as soon as possible after exposure (baseline), and
periodically for at least 6 months after the exposure (e.g., at 6 weeks, 12 weeks and 6
months)

If you take antiviral drugs for post-exposure treatment, you will require specific blood work
You should report any sudden or severe flu-like illness that occurs during the follow-up
period v

You should contact your health care provider if you have any questions or problems during
the follow-up period :

The OSHA standard covering Blood borne pathogens requires employers to offer the
three-injection vaccination for Hepatitis B series free to all employees who are exposed
to blood or other potentially infectious materials as part of their job duties

HIV TESTING:

e NYS public Health law requires the hospital provide HIV testing as part of routine
medical care to patients age 13 or older (younger with known risk) whenever they present
at a hospital emergency department, diagnostic facility, or for inpatient services

e Patients have the right to object or decline an HIV test
State law protects the confidentiality of the HIV test results and against discrimination
based on a person’s HIV status

TB — Pulmonary Tuberculosis Disease is caused by Mycobacterium complexes which include
M. Tuberculosis, M. Bovis, and M. Africanum. TB is highly contagious via the inhalation of TB
organisms which are released into the environment when a person with active disease either
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coughs sneezes or sings. Such an exposure may result in the development of active TB infection,

but more commonly, results in a skin conversion from negative to a positive tuberculin skin test.

* Traffic must be kept to a minimum and limited to entry only of those individuals required for
proper care of the patient and their visitors

* Visitors (close contacts/family) should receive counseling relating to their possible exposure

* They are requested to wear a surgical mask (tie mask) while visiting the patient

¢ The Nurse should instruct the visitor on how to appropriately place the mask over their nose
and mouth

How does Mercy Hospital’s TB Control Program affect me?

e All employees will be offered a PPD skin test annually

* Appropriate respirators must be available in all areas where patients with suspected or
documented infectious TB will be receiving care or undergoing high-risk invasive procedures

¢ Accommodations and guidance will be available for employees who cannot be appropriately
fitted with, or wear respirators due to reasons of a medical condition or facial structure. A
PAPR (Positive Air Pressure Apparatus) is available in the Nursing Office, Radiology and
Respiratory departments for employees who require a respirator but because of facial
configurations are unable to be properly fit tested for the N-95 Mask

e Respirator Fit testing is required annually _

¢ Employees are accountable to evaluate the N-95 Mask for proper fit and condition with each
use (User Seal Check)

* Anemployee may not enter an Airborne Isolation Room until they have been fit tested with
the appropriate respirator

Travel Screen:

Healthcare workers must be alert to the patient’s risk for communicable disease transmission,
based upon the patient’s travel history and symptoms. This is obtained by a travel screen which
is done on every encounter.

COVID-19 (SARS —CoV-2) Section: This virus is primarily spread by droplets from person to
person. These infectious droplets are transmitted most commonly during close interactions to a
person (within 6 feet) for more than 15 minutes within a 24 hour period. Transmission may also
occur through contact with contaminated surfaces with transfer to eyes, nose or mouth.

Decreasing the risk of transmission is imperative as described, but not limited to the
following below;

» Perform diligent Hand Hygiene and environmental cleaning and disinfection.
» Wear a facemask at all times while in the healthcare facility, including in breakrooms
or other spaces where they might encounter co-workers.
o Facemasks are recommended over cloth face coverings for healthcare personnel
(HCP) as facemasks offer both source control and protection for the wearer
against exposure to splashes and sprays of infectious material from others.
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o Reduce the number of times HCP must touch their face and potential risk for self-
contamination, HCP should continue to wear the same respirator or facemask
(extended use) throughout their entire work shift. Discard N95 once removed,
soiled, or ill fitting. Change PPE when exiting COVID isolation rooms or other
airborne or droplet isolation rooms to avoid cross contamination, unless covered
and protected with a re-usable cleanable face shield.

o For HCP, the potential for exposure to SARS-CoV-2 is not limited to direct
patient care interactions. Transmission can also occur through unprotected
exposures to asymptomatic or pre-symptomatic co-workers in breakrooms or co-
workers or visitors in other common areas.

Patients with suspected or confirmed COVID-19 are placed on transmission based precautions of
droplet and contact place in a private room as a priority when available. The COVID patient that
will be undergoing Aerosol generating procedures (AGPs) will be placed on Airborne and
contact isolation. Place in a private room with the door closed, if an AIIR is not available, place
the patient in a room with a HEPA filter recirculation unit.

Proper PPE for COVID patients is: Gown, gloves, N95 respirator mask and with eye protection
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Purpose: .
Pursuant to Health Insurance Portability and Accountability Act of 1996 (HIPAA) Regulation 45

CFR §164.530, covered entities must apply appropriate and consistent sanctions for workforce
members who fail to comply with the privacy and security policies of the covered entity or the
requirements of HIPAA. Sanctions shall be applied in a uniform, and non-discriminatory manner.
In addition, there may be potential civil and criminal penalties associated with violating HIPAA
laws.

Policy:

Catholic Health Services and its System Affiliates'! (collectively, CH) shall apply consistent and
appropriate disciplinary actions against workforce members who fail to comply with CH’s privacy .
and security policies and procedures. CH workforce members may access, use and disclose PHI
as permitted by law and as authorized by CH to perform their job responsibilities. Access, use
and/or disclosure outside the scope of the job without authorization, or to assist others to
improperly access, use or disclose PHI, is strictly prohibited. It is CH policy to take appropriate
disciplinary action against workforce members who violate HIPAA regulations or CH’s privacy
and security policies and procedures.

Types of Violations:

Listed below are the types of violations that require disciplinary action to be applied. When
appropriate, progressive discipline may be taken for repeated violations. The level of violation
will be determined by the HIPAA Executive Steering Committee following a full investigation of

! CH Entities include Good Samaritan Hospital, Mercy Hospital, St. Catherine of Siena Hospital, St. Francis Hospital
& Heart Center®, St. Charles Hospital, St. Joseph Hospital, St. Catherine of Siena Nursing & Rehabilitation, Our Lady
of Consolation Nursing & Rehabilitation, Good Samaritan Nursing & Rehabilitation, Catholic Health Home Care,
Good Shepherd Hospice, the Catholic Health Physician Partners entities (ACO, IPA) and CHS Services, Inc. as well
as any related organization that is included in the CH consolidated financial statements.



the incident. Depending on the severity of the violation, any single act may result in disciplinary
action up to and including termination of employment or contract with CH.

A. Level 1: Accidental or Inadvertent Violation:
Unintentional violation caused by carelessness, lack of judgement or knowledge or human
error. Examples include but are not limited to:

Fax, mail or email PHI to the wrong patient or phone number;

Giving PHI to the wrong patient (i.e. after visit summary);

Leaving paper medical records or confidential documents unsecured;
Workforce member leaves PHI unattended in an accessible area; or
Verbally discussing PHI in inappropriate places (i.e. cafeteria, elevator)

B. Level 2: Failure to Follow Established Privacy and Security Policies:

Examples include but are not limited to:

Releasing PHI without proper patient authorization;

Failure to log off of an IT application or computer;

Failure to safeguard portable devices;

Sharing user ID and/or passwords;

Transmitting PHI using an unsecured method;

Improper disposal of PHI;

Failure to report a suspected privacy or security violation;

Leaving detailed PHI on an answering machine;

Discussing PHI in a public area inside or outside of CH without legitimate business
reason.

C. Level 3: Deliberate or Purposeful Vielation Without Harmful Intent:
This level of violation occurs when a CH workforce member intentionally accesses, uses or
discloses PHI for purposes other than for treatment, payment or other business operations.
Examples include but are not limited to:

Accessing and reviewing a patient’s record out of curiosity or concern;

Reviewing a public personality’s record;

Using another person’s computer access codes (user name & password);

Accessing the record of a friend, relative or coworker without legitimate job related
reason;

Posting PHI on social media.

D. Level 4: Willful and Malicious Violation With Harmful Intent:

Willful unauthorized disclosure of and/or access to PHI with malicious or harmful intent.
Examples include but are not limited to:

Unauthorized disclosure of PHI for identity theft, fraud, or other intent to use or sell for
personal or financial gain;
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¢ Unauthorized access of PHI to use against the patient in a dispute, legal proceeding or to
otherwise extort, embarrass or humiliate a patient;
* Introducing viruses within CH’s information systems with malicious intent.

1V. Procedures:

A. Reporting:
All CH workforce members have an obligation to report any suspected privacy and security

concerns or suspected policy violations to a manager, director or the Entity Privacy Officers
and/or Information Security Officer. Anonymous complaints may also be made using the CH
Compliance Helpline.

B. Investigation:
The Entity Privacy Officers and/or Information Security Officer shall promptly investigate all

reported incidents to determine if an unauthorized use, access or disclosure of PHI occurred.
The investigations may include confidential interviews, inspection of audit logs, document
reviews and any other method(s) the Privacy Officer deems appropriate. All affected
departments and/or workforce members shall cooperate fully with the investigation. Entity
Privacy Officers shall work in conjunction with the employee’s manager, CH Chief or Deputy
Privacy Officer or Information Security Officer.

All security and privacy incidents shall be kept confidential to the extent possible as disclosure
will be limited to only those that need to know.

If it is determined that a breach has occurred, please refer to CH Breach Notification Policy.

C. Sanctions:
The Department of Human Resources (HR), in conjunction with the Privacy Officer and
specific manager/departmental director, is responsible for imposing sanctions (administering
disciplinary action) for violations of CH privacy and security policies in accordance with
applicable laws or other CH policies and procedures; including the CH Performance

Management Policy.

Sanctions may include but are not limited to:
e Counseling

Re-education

Verbal/Written Warning

Suspension

Termination

Sanctions as a result of a violation of CH privacy and security policies or HIPAA Regulations
shall be imposed consistently across the organization. Sanctions shall be appropriate to the
level of violation/severity of the infraction and may take into account aggravating and
mitigating factors, including but not limited to the following:

¢ Unintentional vs. deliberate violation
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e Good faith vs. harmful intent

e Workforce member promptly reported the breach or violation when detected/identified
and cooperated with the investigation
Number of individuals affected
Potential risk to the individuals affected and CH

e Repeated vs. first such violation by the workforce member

In addition to any sanctions imposed, the workforce member may be reported to the appropriate
licensing board, if required. Reports to law enforcement also may be warranted depending on

the nature of the violation.

If a member of the medical staff who is not a CH employee violates any CH privacy or security
policy, the Chief Medical Officer or his designee shall oversee and administer all disciplinary
action taken as a result of the violation. All actions must be taken in accordance with applicable
laws and be consistent, fair and just.

D. Documentation:
Documentation of disciplinary action and remediation taken in response to a violation of CH
policies and procedures, shall be maintained by Human Resources and the CH Chief Privacy

or Security Officer for a minimum of six (6) years.
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TITLE: 001 — Information Acceptable Use Policy

PURPOSE: _
Catholic Health and System Affiliates (collectively, CH) relies on its information and Information
Technology Resources (Resources) to support its business processes. To.ensure that its
Resources are used properly by its employees, independent contractors, agents, and other
Users, CH has implemented this Information Acceptable Use Policy (AUP).

POLICY:

1. Compliance

This Policy applies to all Users of CH’s Resources, wherever they may be located. It is every
User’s duty to use CH’s Resources responsibly, professionally, ethically, and lawfully.
Each User who is not specifically covered in this AUP (e.g., affiliates, vendors,
contractors, etc.) will also be required to sign, in order to obtain access to the
Environment, the Information Acceptable Use Policy Acknowledgment form verifying
that he or she has read, understands, and agrees to follow this Acceptable Use Policy.

Each User is responsible for the security of the Information Technology Environment. A User
should notify the CH IT Security Office if he or she feels that security may have been
compromised in any way. Users responsible for implementing new applications,
services or hardware should coordinate activities with the CH IT Security Office to
determine if the new application, service or hardware complies with the previously
defined CH security architecture.

Any violation of this Policy may lead to disciplinary action which will be based on the severity
and context of the violation and shall be in accordance with existing CH policies and/or
appropriate legal action. Disciplinary action may include without limitation, verbal or
written reprimand, suspension or termination of employment and/or appropriate legal
action. The CH Chief Information Security Officer (CISO) or any designee may deny or
revoke access privileges if there is a reasonable belief that a violation has occurred.
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Access privileges may be restored only after consultation between the CISO and CH
Management and/or CH Senior Management personnel.

The policies stated in this AUP are intended as directives only for CH Resource usage. The
language should not be construed as creating a contract of employment, express or
implied, between CH and any CH employee. Unless CH employees have a written
employment contract, either the employee or CH may terminate the employment
relationship at any time, for any reason, with or without cause. In addition, no provision
of this AUP shall create an employer-employee relationship between CH and any User
who is not a CH employee, such as an affiliate contractor, third party vendor, or other
User of CH Resources who is not a CH employee.

Guest/anonymous, shared/group, emergency and temporary accounts are specifically
authorized and use monitored.

CH reserves the right to add, delete, or revise any provision of the AUP at any time, or any
Information Security Policy without prior notice to Users.

Users shall adhere to CH retention and destruction schedules for all electronic files, including
emails, electronic documents and records, and other electronic files.

2, No Expectation of Privacy

No Expectation of Privacy. The CH Resources and User accounts are issued to Users to assist
them in the performance of their jobs, and as such, remain the property of CH. Users do
not have an expectation of privacy in anything Users create, store, send, or receive on
CH Resources. Resources belong to CH and are to be used solely for the purpose of CH
business, the User’s usual duties, and or other purposes authorized by management.

Waiver of Privacy Rights. Users expressly waive any right of privacy in anything Users create,
store, send, or receive on CH Resources, through the Internet or any other CH Network.
Users consent to allowing authorized CH IT Services personnel to access and review all
materials Users create, store, send, or receive on CH Resources. CH may, but is not
obligated to, use human or automated means to monitor use of its Resources. See
Intellectual Property Policy.

No Privacy in Communication. Users must never consider electronic communications to be
either private or secure. E-mail could potentially be stored indefinitely on any number
of CH Resources as well as non CH resources. Copies of your message may be
forwarded to others electronically or on paper. In addition, e-mail sent to nonexistent
or incorrect usernames may be delivered to the wrong person(s).
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3. Prohibited Activities

Inappropriate or Unlawful Material. Material that is fraudulent, harassing, embarrassing,
sexually explicit, profane, obscene, intimidating, defamatory, or otherwise unlawful or
inappropriate may not be sent by e-mail, electronic text messages or any other form of
electronic communication (such as bulletin board systems, newsgroups, chat groups) or
displayed on or stored in any CH Resource. Users encountering or receiving this kind of
material should immediately report the incident to the CISO.

Disclaimer of Liability for Internet Use. The Internet is a worldwide network of computers that
contains millions of pages of information, some of which may contain offensive or
inappropriate material. CH has implemented Internet blocking software to restrict
access to inappropriate Internet sites. In the event Users nonetheless encounter
inappropriate material on the Internet, Users should immediately disconnect from the
site and report the site to the CH Help Desk. CH is not responsible for material viewed
by Users on the Internet. In addition, posting your e-mail address on the internet may
lead to receipt of unsolicited e-mail containing offensive content. Users accessing the
Internet do so at their own risk.

Prohibited Uses. CH Resources may not be used for dissemination or storage of commercial or
personal advertisements, solicitations, promotions, destructive programs (viruses),
political material, or any other use prohibited by this Policy.

Waste of IT Resources. Users may not perform acts that waste CH Resources or unfairly
monopolize CH Resources to the exclusion of other Users. These acts include, but are
not limited to: sending non-business related mass distribution e-mails or chain letters;
subscribing to non-business related mailing lists; spending excessive amounts of time on
the Internet; social networking; playing non-business related computer games, music or
video; or otherwise creating unnecessary network traffic.

Communication of Confidential Information. All CHLI communications are prohibited from
personal email accounts. Unless expressly authorized by CH Senior Management,
sending, transmitting, or otherwise disseminating proprietary data, trade secrets or
other confidential information, including medical records and/or patient data is strictly
prohibited. Always keep in mind that e-mail and the Internet are public methods of
communication. When you send information via e-mail or make it available on the
Internet, there is always a possibility that the information will be viewed by
unauthorized individuals. This type of information is a valuable asset of the company
and each of us must make sure that it is protected from unauthorized disclosure.

Altering Identity (Spoofing). Users may not alter the “From:” line or other attribution-of-origin
information in e-mail, messages, or postings. Anonymous or pseudonymous electronic
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communication is forbidden. Users must identify themselves honestly and accurately
when sending e-mail.

Personal Use. Any use of CH Resources not approved by CH IT Management is prohibited. CH
management is aware that personal communications between CH coworkers and
external contacts does occur, as well as some limited personal use. Management
expects Users to limit such communications and personal use to a minimum. Excessive
or abusive volumes of personal communications, activities of a personal nature that tie
up resources or employees, or violate any other provision of this agreement are
expressly prohibited. Users are reminded that there are no expectations of privacy
when using CH Systems. At certain time CH Information Security may place temporary
or permanent moratoriums on ALL use of personal email on CH devices.

Software and Copyright Violations. The distribution, retrieval, or reproduction of any material
without the permission of the copyright holder is expressly prohibited. The import or
installation of any software which has not been properly authorized-and purchased by
CH IT management is expressly prohibited. No User may modify, revise, transform,
adapt, disassemble, decompile, or otherwise alter any software licensed to CH without
prior written authorization from CH.

No Forward Policy. Some information that is transmitted via electronic communications is
intended for specific individuals, and therefore, should not be shared with others. Users
should exercise caution when forwarding communications to other CH users. CH
information that is sensitive in nature may not be forwarded to external parties without
the expressed permission of senior management. CH email users are prohibited from
modifying the settings of their email account or otherwise causing email received by
them to be automatically forwarded to a non CHSLI.ORG email address.

4, Logins and Passwords

Login Accounts. A unique login account consisting of a User ID and password (see sections 4.b,
4.c, 4.d) is required for each User of the IT Environment. Users are responsible for all
transactions made using his or her User ID. No User may access CH Resources using
another User’s account. All Users are expected to logoff the workstation when they are
away from their work area for extended periods of time. All Users are required to logoff
at the end of each day before they leave. Users may not disguise their identity while
using any CH Resource.

Responsibility for Passwords. Users are responsible for safeguarding their passwords for access
to CH Resources. Individual passwords should not be printed, stored online, shared or
given to others. Users are prohibited from using or disclosing another User’s password.
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Password Maintenance. Passwords should be obscure and a minimum of eight characters in
length. Passwords must include at least one upper case letter, one lower case letter and
one number or special character (“@”,”1",”&",”%"). All passwords must be changed
every 365 days. Users who do not change their password within the time specified will
be locked out of the system. See Password Management Policy for further details.

Passwords do not Imply Privacy. Use of passwords to gain access to CH Resources does not
imply that Users have an expectation of privacy in the material they create or receive on
CH Resources. CH has the right to inspect and or read and or print without prior notice,
all material stored on CH Resources. See Information Acceptable Use Policy, Email
Policy, Intellectual Property Policy and Password Management Policy..

Disclosure of Information. All information accessed by Users of CH systems is to be kept
confidential, and only discussed or shared with another User who has been properly
authorized to view the information as part of his or her job responsibilities. Information
is stored with the expectation that it will only be used or accessed by authorized
persons.

Security

Physical Security. Users shall take all reasonable and prudent measures to physically secure all
CH Resources. Users shall not attempt to circumvent any system that secures CH
Resources or its components. Locking cables may be requested from CH’ IT Desktop if
needed to secure a computer or laptop.

Accessing Other Computers and Networks. A User’s ability to connect to other computers or
networks does not imply a right to connect to those systems or to make use of those
systems unless specifically authorized by the operators of those systems. Users should
not view any information without proper authorization.

Computer Security. Each User is responsible for ensuring that the use of external computers
and networks, such as the Internet, does not compromise the security of the CH
Environment. This duty includes preventing intruders from accessing the CH Network
without authorization and taking reasonable precautions to avoid the introduction and
spread of viruses, malware and other harmful software.

Information Technology Security. Users shall not connect to the CH Network by any means
other than by those specifically defined by the CH IT Security Office. Personally owned
computers should not be connected to the CH Network without prior approval of the CH
IT Security Office. Users shall not disable CH Resource functions (passwords, virus scan,
distribution software, audit trails) implemented by CH IT Services.

Monitoring. Monitoring is a right, but not a duty, of the CH IT Security Office. Monitoring
includes without limitation reviewing Internet sites visited, reviewing material
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downloaded/uploaded by Users to/from the Internet, and reviewing e-mail sent and
received by Users. This may be done at any time and without prior notice to Users.
Reasons for review include but are not limited to, preventing or investigating allegations
of abuse, assuring compliance with copyright laws, or complying with Iegal or regulatory
requests for information. See Intellectual Property Policy.

Circumventing Established Security. Users may not attempt to circumvent CH’ data protection
measures or attempt to uncover security loopholes. Users may not gain or attempt to
gain unauthorized access to restricted areas or files on CH Resources. Users should not
tamper with any software protections or restrictions placed on computer applications,
files or directories.

Encryption. Users sending email containing Protected Health Information (PHI) as defined by
HIPAA and HITECH or other confidential or sensitive information such as business plans
or budgets to non CH email addresses must encrypt the email message. Email
encryption is triggered by including “[secure]” anywhere in the Subject: line of an
outbound CHLI email. Additional details and instructions may be found on the CH
Intranet under the ‘Links’ — ‘Job Aids’ section.

Transmission of Files Containing Information of over 499 Patients. The transmission outside of
CH of files containing the information of over 499 patients must be done by the CH IT
Department. Requests for such transmissions may be submitted via the Exception
Request process as detailed on the CH Intranet under the ‘Links’ ‘Info Technology Forms’
section. Transmission of files containing information of less than 500 patients must be
encrypted utilizing an acceptable technology as established by CH regulations. Contact
the IT Info Security group for appropriate and approved transmission methods.

Sending Email to Verified Addresses. Any and all CH information must only be sent from a CHLI
Email account. You must verify that the email address to which you are sending CH
information is correct. Patient information should be sent only to verified business
addresses and not to personal addresses (e.g. @Hotmail.com, @gmail.com, @AOL.com)
unless otherwise authorized by CH Management. It is generally safer to ‘reply to’ an
address rather than typing the address yourself. Whenever possible the encryption
discussed in section 5.g should be employed.

6. Viruses

Virus Detection. Viruses can cause substantial damage to computer systems. Each User is
responsible for taking reasonable precautions to ensure he or she does not introduce
viruses into the CH Environment. To that end, Users should not disable virus protection
software installed on CH Resources. Users should comply with virus software update
announcements as required, and report suspected virus activity to the CH Help Desk as
soon as possible.
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10.

11.

Voicemail

[This section is only applicable if the User has been provided with a CHLI phone number
and voicemail account.]

Voicemail Setup. Once training is attended, each User should record an internal and external
greeting in accordance with the guidelines presented in training. Users should also
change the voicemail password from the system default.

Voicemail Usage. Users should be cautious when including confidential information in voicemail
messages. Users should take care not to play voicemail over speakerphones where
other employees might overhear inappropriate information.

Intellectual Property Rights

Any information developed or compiled by the User, including documents such as writings,
diagrams, spreadsheets, databases, regardless of form and any invention, discovery,
development, modification, system, program, or design that results from the use of CH
Environment by the User shall be the exclusive property of CH. Please reference the
Intellectual Property Policy.

Malicious Destruction of CH Software/Hardware

CH has considerable investments in software and hardware to provide the environment needed
by the employees. Users shall not maliciously destroy or otherwise damage/delete any
software licensed to or owned by, or any hardware owned, leased, or otherwise in the
possession of CH. Any such damage or destruction shall subject the User to disciplinary
action under this Policy. In addition, CH reserves the right to seek compensation
through legal action for any damages maliciously caused by the User.

Attorney-client Communications

Email sent to or from in-house counsel or an attorney representing CH should include this
warning: “ATTORNEY-CLIENT PRIVILEGED. DO NOT FORWARD WITHOUT PERMISSION.”
Users who receive communication from counsel should not forward such
communication without the permission of counsel. Users are reminded that E-Mail
should not be considered as a secure means of communication.

Incident Response

Users must immediately report to the CISO or his or her designee any suspected or confirmed
security incident. This would include, but not be limited to, a computer virus, breach of
security, or security weakness, loss or disclosure of data, or any unauthorized access or
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use of data. Users should not discuss the specifics of a security problem with anyone
else except the CISO or designate, unless specifically authorized to do so. Additionally,
Users must take no independent actions unless expressly authorized to do so and should
not attempt to remedy the situation.

POLICY AUTHORITY/ENFORCEMENT

1. The CH CISO has general responsibility for implementation of this policy. Members of our CH
staff and Medical Staff who violate this policy will be subject to disciplinary action in accordance
with the Information Security Disciplinary Action Policy, up to and including termination of
employment, contract or medical staff privileges with CH.

2. Anyone who knows or has reason to believe that another person has violated this policy should
report the matter promptly in accordance with applicable policy and procedure. All reported
matters will be investigated, and, where appropriate, steps will be taken to remedy the
situation. Where possible, CH will make every effort to handle the reported matter
confidentially. Any attempt to retaliate against a person for reporting a violation of this policy
will itself be considered a violation of this policy that may result in disciplinary action up to and
including termination of employment, contract or medical staff privileges with CH.

EXCEPTIONS

Exceptions to this policy can be made with written approval of the CH Chief Digital &
Information Officer (CDIO) and the Chief Information Security Officer (CISO).

TERMINATION
Upon termination of employment, or any other termination of access rights, all programs, files,
hardware or any other data defined as intellectual property, must be returned to CH, and any
further access to CH systems is strictly prohibited. See also Separation & Transfer Policy and
Intellectual Property Policy.

OTHER SUPPORTING DOCUMENTS
See also the CH Information Security Policies for more specific information.

REVIEW OF POLICY

In the event that a significant regulatory change occurs, the policy will be reviewed and updated
as needed. The policy will be reviewed periodically to determine its effectiveness in complying
with the HIPAA Security Regulations, as well as meeting business needs
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Approved By:

Michael Mainiero, SVP, Chief Digital & Information Officer
Tim Swope, Chief Information Security Officer
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Catholic Health of Long
Island, Inc.

Information Acceptable Use Policy Acknowledgment

All users of Catholic Health of Long Island, Inc. (CH) network and system resources are expected to adhere
to the security policies, procedures, and standards of CH that have been established to support its business
processes. A violation of any of the policies, procedures, and standards established pursuant to the CH
Information Acceptable Use Policy, or any policy referred to by this agreement, may result in disciplinary
action. Disciplinary action may include without limitation, verbal or written reprimand, termination of
employment and/or appropriate legal action.

| have read and understand the CH Information Acceptable Use Agreement, and agree to comply with the
policies set forth. | also consent to periodic monitoring of electronic communications including e-mail, as
well as any information stored by me on any CH system as CH management deems necessary.

Where the Signer of this Acknowledgement is a Third Party company or organizational representative under
contract or Agreement with CH, the Signer agrees that it is the responsibility of the Third Party company or
organization to provide appropriate training to all their employees and agents who will access CH resources.

Signed: Date:
Print Name: Facility:
Department: Job Title:
Employee #:

Please retain the attached policy for future reference. The signed acknowledgment for employees will be
retained by Human Resources and kept on file. Signed acknowledgements for Medical Staff will be retained
by the respective Medical Staff Affairs office and kept on file. Signed acknowledgements for Volunteers
will be retained by the respective Volunteer office and kept on file. Signed acknowledgements for Vendors
and will be retained by the CH Chief Information Security Officer and kept on file.
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Background:
Catholic Health Services of Long Island and its System Affiliates (collectively CHS) adopts this

CHS Whistleblower Protection and Non-Retaliation Policy (Policy) to support and implement our
stated values of integrity in all business dealings and justice for all who are encountered, to enhance
our commitment to compliance with all laws and regulations applicable to our organization,
including false claims laws and regulations, and to promote ethical and lawful conduct. CHS
requires compliance with this Policy as part of its continuing effort to encourage openness and
constructive criticism, and to promote integrity and honesty throughout the organization.

Employees play a vital role in protecting patients and the integrity of CHS and have an obligation
to raise concerns and issues to the appropriate parties. CHS understands that employees may not
report concerns if they feel that they will be subject to retaliation, retribution or harassment for
reporting their concern(s). This CHS Whistleblower Protection and Non-Retaliation Policy
enables individuals to report without fear of retaliation, to raise concerns regarding suspected
unethical and/or illegal conduct or practices on a confidential and, if desired, anonymous basis so
that CHS can investigate, address and correct inappropriate conduct and actions.

This Policy provides the mechanisms whereby employees, physicians, contractors, agents and
others can report any potential violation in good faith to those who can assist them, confidentially
and without fear of retaliation. In addition, CHS has instituted various policies and procedures, to
promote compliance with all applicable Federal and State laws and regulations and to assist in
preventing fraud, waste and abuse in government healthcare programs.

The reporting system described in this CHS Whistleblower Protection and Non-Retaliation Policy
summarizes and is intended to supplement and amplify the reporting responsibilities set out in the
CHS Compliance Policy Statement.

Definitions:

Corrective Action: The action taken or proposed to be taken by CHS in response to a potential
violation. Corrective action may include refunding of overpayments, development of new policies
or procedures, amendment of existing policies or procedures, employee discipline, physician




discipline, additional training or education and voluntary disclosure of the violation to government
or other authorities.

False Claims Act: A law that prohibits a person or entity, such as a healthcare provider, from
knowingly presenting or causing to be presented a false or fraudulent claim for payment or
approval to Federal, New York State or local governments, and from knowingly making, using or
causing to be made a false record or statement to get a false or fraudulent claim paid or approved
by Federal, New York State or local governments. See Section V for a detailed description of
Federal and New York State false claim, whistleblower protection and other relevant laws,
regulations and remedies.

Good Faith: A belief in the truth of an alleged potential violation that is based upon facts. Any
allegation made with reckless disregard or deliberate ignorance of factual matters is not made in
good faith.

Knowing and Knowingly: The terms knowing and knowingly mean that a person, with respect to
information (1) has actual knowledge of the information; (2) acts in deliberate ignorance of the
truth or falsity of the information; or (3) acts in reckless disregard of the truth or falsity of the
information, and no proof of specific intent to defraud is required.

Potential Violation: Reported conduct that, if true, may (i) result in a determination that CHS has
received an overpayment from a third party payor or payors; or (ii) constitute a violation of the
CHS Compliance Policy Statement, CHS policy or applicable laws, regulations or rules.

Material Potential Violation: A potential violation is a material potential violation if (i) over-
payments, in the aggregate, total more than $500,000, or (ii) in the opinion of the CHS Compliance
Officer or an Entity Compliance Officer, the reported conduct would constitute a significant
violation of the CHS Compliance Policy Statement, CHS policy or applicable laws, regulations or
rules.

Retaliatory Actions: Any action, performed directly or through others, that is aimed at deterring a
reasonable person from reporting any suspected wrongful or unlawful activity. This includes .
unfavorable employment actions taken as a payback or to penalize those who report a potential
violation in good faith or against those who participate in the investigation of or any proceeding
related to such reports. Retaliatory actions may include discharge, suspension, demotion,
penalization, harassment, discrimination or other adverse employment actions in the terms and
conditions of employment of the reporter or participant.

System Affiliate: The term System Affiliate includes Good Samaritan Hospital Medical Center,
Mercy Medical Center, St. Catherine of Siena Medical Center, St. Charles Hospital, St. Francis
Hospital, St. Joseph Hospital, St. Catherine of Siena Nursing Home, Good Samaritan Nursing
Home, Our Lady of Consolation Nursing & Rehabilitative Care Center, Maryhaven Center of
Hope, Catholic Home Care, Good Shepherd Hospice, CHS Physician Partners, CHS Services, Inc.
as well as any related organization that is included in the consolidated financial statements of the
entities listed herein.
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The Program Fraud Civil Remedies Act: This Federal law is similar to the Federal False Claims
Act and creates a penalty for submitting a false claim of up to $11,463 per claim or statement and
twice the amount of the claim. This law is violated when a false claim is submitted, not when it is
paid. Under this statute, investigations and recoveries are handled by Federal agencies, not the
courts. See Section V for a more detailed description.

Wrongdoing: Wrongful or unlawful activity that violates Federal or state law, CHS policy and/or
professional standards. '

Policy:

CHS prohibits retaliatory actions against an individual or group who, in good faith, reports any
actual or suspected wrongdoing that is illegal, fraudulent, in violation of any CHS policy,
professional standards or Federal, state, or local laws and regulations. All complaints reported will
be taken seriously and investigate thoroughly.

CHS will not retaliate or permit retaliation against employees, physicians, contractors, agents and
others for:

* Filing a complaint or reporting a concern to CHS (in keeping with the reporting procedures
outlined below) or to any regulatory agency or legal authority;

» Testifying, assisting or participating in an investigation, compliance review, proceeding or
hearing;

» Opposing, in good faith, any act or practice unlawful under Federal, state or local law,
regulation or CHS policy, provided that the manner of opposition is reasonable and does not
itself violate law; or

» Exercising any right under or participating in any process established by Federal, state or
local law, regulations or CHS policy.

CHS strictly prohibit retaliation, discrimination, harassment or any other adverse action by
management or any other person or group, either directly or indirectly, against any individual or
group who reports a potential violation in good faith under the reporting system described both in
this policy, other CHS policies and in the CHS Compliance Policy Statement. Anyone who
believes that he or she or an employee, physician, contractor, agent or other person has been
subjected to retaliation for reporting a potential violation in good faith should report such conduct
to anyone designated to receive reports under this CHS Whistleblower Protection and Non-
Retaliation Policy.

CHS also strictly prohibit retaliation, discrimination, harassment or other adverse action against
any person who participates, in any way, in the investigation of a potential violation.

Unless a judicial or other legal process compels otherwise, the identity of any person reporting a
potential violation in good faith or a retaliatory action against a reporter or a participant in an
investigation shall remain confidential and shall only be disclosed to those individuals with a need



Iv.

to know as determined by the reporting system described below. In addition, efforts to determine
the identity of an anonymous reporter may result in disciplinary action against those seeking
disclosure of the information.

The Reporting System:

It is the policy of CHS to encourage prompt reporting, at the earliest reasonable opportunity, of
any activity or conduct in violation of any CHS policy or any Federal, state or local laws or
regulations.

1. Reporting Responsibility:

Employees, contractors, physicians, agents and others have a duty to report any actual or
suspected violations or wrongdoing and to assist in investigation efforts. If you are aware of
actual or suspected misconduct and you fail to report it, you will be subject to disciplinary
action. However, any questions or reports made in good faith are protected activities, even if
it turns out that the reported misconduct was appropriate or did not violate any law, regulation
or CHS policy. If an employee reports a concern regarding his or her own inappropriate or
inadequate actions, reporting those concerns does not exempt him or her from the
consequences of those actions.

Examples of wrongdoing may include, but are not limited to:

financial wrongdoing, including fraud or suspected fraud;
internal corporate financial concerns, such as deliberate omissions or misstatements in
preparing, evaluating, reviewing or auditing of financial statements or violation of

generally accepted accounting principles;

Federal and state healthcare programs or other third-party payor concerns, such as
inaccuracies in Medicare cost reports or questionable billing or coding activities;

mistreatment, abuse, misappropriation of property or neglect of a patient, resident or
individual;

any form of harassment on the basis of a protected characteristic, including sexual, age,
color, disability, race, national origin, religion, genetic information and sex/gender
harassment;

HIPAA privacy and security violations;

falsification of records including but are not limited to medical records, employment
applications or time cards;

dangers to health and safety of an employee, patient, resident or client, including
environmental and worker safety issues;

criminal conduct of any kind related to patient, resident or individual's care;



favoritism or bias in contractual matters;
research misconduct;

any form of retaliation against employees, contractors, agents or others reportlng a
potential violation in good faith;

a cover-up involving any of the above; and

any other good faith concern.

2. Reporting Process:

a.

Questions, concerns or other reports of potential violations or wrongdoing may be oral or
written and may be delivered either:

e personally;

e through an anonymous reporting system set up by CHS, such as the CHS
Compliance Helpline;

e by anonymous letter; to the Entity Compliance Officer or CHS Compliance Officer;
or

e by any other practicable method.

When a report is made personally, it is suggested that the reporter discuss his or her concern
with an immediate supervisor. However, reports may be directed to administrative or
managerial personnel, the CHS Compliance Officer, an Entity Compliance Officer or to
any person or body in a position to address the reporter’s particular concern.

Non-compliance related matters pertaining to human resource and HIPAA issues should
be reported to the appropriate Human Resources or Entity/CHS Privacy or Security Officer,
administrative or managerial personnel. If non-compliance related matters are reported to
the CHS or Entity Compliance Officer, he/she shall direct the matter to the appropriate
personnel.

If the identity of the reporter is known, the reporter should be confidentially given the
option of receiving a written acknowledgment, which shall contain the assurance of a
timely and confidential investigation carried out in accordance with applicable policies and
procedures. In order to maintain the anonymity of the reporter, no such acknowledgment
shall be sent without his or her request.

Any report of a potential violation received by any manager, department head or other
supervisory personnel] is to be promptly reported to the CHS Compliance Officer or the
respective Entity Compliance Officer. The Compliance Officer shall take every report
seriously and consider it objectively, thoroughly and fairly, bearing in mind that the
reporter may have found it difficult to raise the issue. The Compliance Officer will enter



the report in a log, and the contents of the log, along with the results of any investigation
and any corrective action will be reported quarterly to the Entity Compliance and Audit
Committee and the CHS Compliance Officer, who will submit the quarterly report to the
CHS Board of Directors Compliance and Audit Committee.

Any report received by an Entity Compliance Officer shall be reported to the CHS
Compliance Officer, who will assist and advise in any investigation. The Entity
Compliance Officer shall contact the CHS Compliance Officer prior to contacting System
Legal Counsel.

All reports of potential violations or wrongdoing require the Compliance Officer to
commence an investigation as soon as possible, but in no event later than thirty days from
the date the Compliance Officer receives the report. If the report addresses improper
billing, the Entity Chief Administrative Office (CAO) shall determine whether billing
should be temporarily suspended.

. Investigation Process:

a.

Any compliance related investigations shall be conducted in an objective and thorough
manner and will proceed as set forth in the CHS Compliance Investigational Protocol
Policy provided however, that where there is any risk or any perception of unfairness or
partiality in the internal investigatory process, the investigation shall be turned over to
outside counsel. All information related to the investigation shall be held in strict
confidence and all interested persons, as defined in the CHS Conflict of Interest Policy,
shall sign confidentiality statements in the form shown in the CHS Compliance Policy
Statement. Every effort will be made to preserve the attorney-client and work product
privileges, in connection with any investigation conducted under the direction of System
Legal Counsel. Detailed cautions related to preserving these privileges can be found in the
CHS Compliance Policy Statement. For other noncompliance related incidents, personnel
will follow their department specific policies.

Whether involving CHS or a System Affiliate, if an investigation indicates that a material
potential violation has occurred, the recommended corrective action shall be reviewed by -
the Entity Compliance and Audit Committee and the CHS Compliance and Audit
Committee, and then shall be sent to the CHS Board of Directors for final approval at its
next regularly scheduled meeting.

. Supervisors/Managers:

Supervisors, managers and above should:

= Promote an “open —door” attitude about work related issues and concerns.
= Review all concerns and problems.

Violation Consequences:

Anyone found to have retaliated against any an individual will be subject to disciplinary action
up to and including termination.



Federal and New York State False Claim Laws, Regulations and Remedies:
The following is a summary of the Federal False Claims Act, the Program Fraud Civil Remedies

and certain relevant State laws.

L.

Federal and New York State False Claims Acts:

Federal and New York State False Claims Acts provide, in pertinent part, that any person who
(1) knowingly presents, or causes to be presented, to an officer or employee of the Federal, New
York State and local governments or a member of the Armed Forces of the United States a false
or fraudulent claim for payment or approval; (2) knowingly makes, uses, or causes to be made
or used, a false record or statement to get a false or fraudulent claim paid or approved by the
Federal, New York State or local governments; (3) conspires to defraud the Federal, New York
State or local governments by getting a false or fraudulent claim paid or approved by the Federal,
New York State or local governments; or (4) knowingly makes, uses, or causes to be made or
used, a false record or statement to conceal, avoid, or decrease an obligation to pay or transmit
money or property to the Federal, New York State or local governments, is liable to the Federal,
New York State or local governments for a civil penalty of:

Federal Government: not less than $11,463 and not more than $22,927, plus three times the
amount of damages the Federal government sustained because of the act of that person. These
amounts are adjusted annually for inflation.

New York State Government: not less than $6,000 and not more than $12,000, plus three times
the amount of damages which the New York State government sustained because of the act of
that person. In addition, the individual who filed the false claim may have to pay the
government’s legal fees.

Local Government: three times the amount of damages which the local government sustained
because of the act of that person.

While both the Federal and New York State False Claims Acts impose liability only when the
claimant acts knowingly, they do not require that the person submitting the claim have actual
knowledge that the claim is false. A person who acts in reckless disregard or in deliberate
ignorance of the truth or falsity of the information also can be found liable under these acts. An
example may be a physician who submits a bill to a government healthcare program for medical
services he/she knows have not been performed or provided.

The False Claims Act also imposes liability on an individual who knowingly submits a false
record in order to obtain payment from the government. An example of this includes a
government contractor who submits records that he knows (or should know) are false and that
indicate compliance with certain contractual or regulatory requirements.

The third area of liability includes those instances in which someone obtains money from the
government to which he may not be entitled, and then uses false statements or records in order
to retain the money. An example of this so-called “reverse false claim” includes a hospital that



obtains interim payrhents from Medicare throughout the year, and then knowingly files a false
cost report at the end of the year in order to avoid making a refund to the Medicare program.

In addition to its substantive provisions, the Federal and New York State False Claims Acts
provide that private parties may bring an action on behalf of the Federal, New York State or local
governments. These private parties, known as 'qui tam relators', may share in a percentage of
the proceeds from a False Claims Act action or settlement.

The Federal and New York State False Claims Act provide, with some exceptions, that when the
government has intervened in the lawsuit, a qui tam relator shall receive at least 15 percent but
not more than 25 percent of the proceeds of the False Claims Act action depending upon the
extent to which the relator substantially contributed to the prosecution of the action. When the
government does not intervene, the relator shall receive an amount that the court decides is
reasonable which shall be not less than 25 percent or more than 30 percent of such amount.

Both the Federal and New York State False Claims Acts provide protection to qui tam relators
who are discharged, demoted, suspended, threatened, harassed, or in any other manner
discriminated against in the terms and conditions of their employment as a result of their
furtherance of an action under the False Claims Act. Remedies include reinstatement with
comparable seniority as the qui tam relator would have had but for the discrimination, two times
the amount of any back pay, interest on any back pay, and compensation for any special damages
sustained as a result of the discrimination, including litigation costs and reasonable attorneys’
fees.

The Program Fraud Civil Remedies Act:

This Federal law makes it illegal for a person or entity to make, present or submit (or cause to be
made, presented or submitted) a claim (i.e., a request, demand or submission) for property,
services, or money to an authority (i.e., an executive department of the Federal Government such
as the U.S. Department of Health and Human Services, which oversees Medicare and Medicaid
programs) when the person or entity knows or has reason to know that the claim: (i) is false,
fictitious or fraudulent; or (ii) includes or is supported by any written statement which asserts a
material fact which is false, fictitious or fraudulent; or (iii) includes or is supported by any written
statement which omits a material fact, is false, fictitious or fraudulent because of the omission
and is a statement in which the person or entity has a duty to include such material fact; or (iv) is
for the provision of items or services which the person or entity has not provided as claimed.

In addition, it is illegal to make, present or submit (or cause to be made, presented, or submitted)
a written statement (i.e., a representation, certification, affirmation, document, record, or
accounting or bookkeeping entry made with respect to a claim or to obtain the approval or
payment of a claim) if the person or entity knows or has reason to know such statement: (i) asserts
a material fact which is false, fictitious or fraudulent or (ii) omits a material fact making the
statement false, fictitious or fraudulent because of the omission. Similar to the Federal False
Claims Act, The Program Fraud Civil Remedies Act broadly defines the terms knows or has
reason to know as (1) having actual knowledge that the claim or statement is false, fictitious, or
fraudulent; (2) acting in deliberate ignorance of the truth or falsity of the claim or statement; or
(3) acting in reckless disregard of the truth or falsity of the claim or statement. The law



specifically provides that a specific intent to defraud is not required in order to prove that the law
has been violated. The Program Fraud Civil Remedies Act provides for civil penalties of up to
$5,000 for each false claim paid by the government, and, in certain circumstances, an assessment
of twice the amount of each claim.

In addition, if a written statement omits a material fact and is false; fictitious or fraudulent because
of the omission and is a statement in which the person or entity has a duty to include such material
fact and the statement contains or is accompanied by an express certification or affirmation of the
truthfulness and accuracy of the contents of the statement, the law provides for a penalty of up to
$5,000 to be imposed for each such statement.

Other Relevant New York State Laws:

New York’s false claims laws fall into two categories: civil and administrative; and criminal laws.
Some apply to recipient false claims and some apply to provider false claims (both of which are
described above). While most are specific to healthcare or Medicaid, some of the common law
crimes apply to areas of interaction with the government. These are described below:

A. Social Services Laws:

1. §145-b - False Statements:

It is a violation to knowingly obtain or attempt to obtain payment for items or services
furnished under any Social Services program, including Medicaid, by use of a false
statement, deliberate concealment or other fraudulent scheme or device. The State or the
local Social Services district may recover three times the amount incorrectly paid. In
addition, the Department of Health may impose a civil penalty of up to $10,000 per
violation. If repeat violations occur within five (5) years, a penalty up to $30,000 per
violation may be imposed if they involve more serious violations of Medicaid rules,
billing for services not rendered or providing excessive services.

2. §145-c - Sanctions:
If any person applies for or receives public assistance, including Medicaid, by
intentionally making a false or misleading statement, or intending to do so, the person’s,
the person’s family’s needs are not taken into account for six (6) months if a first offense,
twelve (12) months if a second (or once if benefits received are between $1,000 and no
more than $3,900) eighteen (18) months if a third (or once if a benefits received are over
$3,900) and five years for four (4) or more offenses.

3. §145 - Penalties:
Any person, who submits false statements or deliberately conceals material information
in order to receive public assistance, including Medicaid, is guilty of a misdemeanor.

4. § 366-b - Penalties for Fraudulent Practices:
Any person who obtains or attempts to obtain, for himself or others, Medicaid, medical
assistance by means of a false statement, concealment of material facts, impersonation or
other fraudulent means is guilty of a Class A misdemeanor.




Any person who, with intent to defraud, presents for payment any false or fraudulent claim
for furnishing services, knowingly submits false information to obtain greater Medicaid
compensation or knowingly submits false information in order to obtain authorization to
provide items or services is guilty of a Class A misdemeanor.

B. Penal Laws:

1. Article 155 - Larceny:
The crime of larceny applies to a person who, with intent to deprive another of his
property, obtains, takes or withholds the property by means of trick, embezzlement, false
pretense, false promise, including a scheme to defraud, or other similar behavior. It has
been applied to Medicaid fraud cases.

* § 155.30 -Fourth degree grand larceny involves property valued over $1,000. Itisa
Class E felony.

» § 155.35 -Third degree grand larceny involves property valued over $3,000. Itis a
Class D felony.

*  §155.40 - Second degree grand larceny involves property valued over $50,000. It is
a Class C felony.

» § 155.42 - First degree grand larceny involves property valued over $1 million. It is
a Cass B felony.

2. Article 175 - False Written Statements:
Four crimes in this Article relate to filing false information or claims and have been
applied in Medicaid fraud prosecutions:

= §175.05 - Falsifying business records involves entering false information, omitting
material information, obliterating, deleting or altering an enterprise’s business
records with the intent to defraud. It is a Class A misdemeanor.

» §175.10 - Falsifying business records in the first degree includes the elements of the
§175.05 offense and includes the intent to commit another crime or conceal its
commission. It is a Class E felony.

= §175.30 - Offering a false instrument for filing in the second degree involves
presenting a written instrument (including a claim for payment) to a public office
knowing that it contains false information. It is a Class A misdemeanor.

= §175.35 - Offering a false instrument for filing in the first degree includes the

elements of the second degree offense and must include an intent to defraud the state
or a political subdivision. It is a Class E felony.
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3. Penal Law Article 176, Insurance Fraud:

Applies to claims for insurance payment, including Medicaid or other health insurance
and contains six crimes.

§ 176.10 - Insurance Fraud in the 5th degree involves intentionally filing a health
insurance claim knowing that it is false. It is a Class A misdemeanor.

§ 176.15 - Insurance fraud in the 4th degree is filing a false insurance claim for over
$1,000. It is a Class E felony.

§ 176.20 - Insurance fraud in the 3rd degree is filing a false insurance claim for over
$3,000. It is a Class D felony.

§ 176.25 - Insurance fraud in the 2nd degree is filing a false insurance claim for over
$50,000. Itis a Class C felony. ‘

§ 176.30 - Insurance fraud in the 1st degree is filing a false insurance claim for over
$1 million. It is a Class B felony.

§ 176.35 - Aggravated insurance fraud is committing insurance fraud more than
once. It is a Class D felony.

4. Article 177 - Healthcare Fraud:

Applies to claims for health insurance payment, including Medicaid, and contains five
crimes:

§ 177.05 - Healthcare fraud in the 5th degree is knowingly filing, with intent to
defraud, a claim for payment that intentionally has false information or omissions.
It is a Class A misdemeanor.

§ 177.10 - Healthcare fraud in the 4th degree is filing false claims and annually
receiving over $3,000 in aggregate. It is a Class E felony.

§ 177.15 - Healthcare fraud in the 3rd degree is filing false claims and annually
receiving over $10,000 in the aggregate. It is a Class D felony. :

§ 177.20 - Healthcare fraud in the 2nd degree is filing false claims and annually
receiving over $50,000 in the aggregate. It is a Class C felony.

§ 177.25 - Healthcare fraud in the 1st degree is filing false claims and annually
receiving over $1 million in the aggregate. It is a Class B felony.
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C. New York Labor Laws:

1. Section 740:

An employer may not take any retaliatory action against an employee if the employee
discloses information about the employer’s policies, practices or activities to a regulatory,
law enforcement or other similar agency or public official. Protected disclosures are those

- that assert that the employer is in violation of a law that creates a substantial and specific
danger to the public health and safety or which constitutes health care fraud under Penal
Law §177 (knowingly filing, with intent to defraud, a claim for payment that intentionally
has false information or omissions). The employee’s disclosure is protected only if the
employee first brought up the matter with a supervisor and gave the employer a reasonable
opportunity to correct the alleged violation. If an employer takes a retaliatory action
against the employee, the employee may sue in state court for reinstatement to the same,
or an equivalent position, any lost back wages and benefits and attorneys’ fees. If the
employer is a health provider and the court finds that the employer’s retaliatory action
was in bad faith, it may impose a civil penalty of $10,000 on the employer.

2. Section 741:

A healthcare employer may not take any retaliatory action against an employee if the
employee discloses certain information about the employer’s policies, practices or
activities to a regulatory, law enforcement or other similar agency or public official.
Protected disclosures are those that assert that, in good faith, the employee believes
constitute improper quality of patient care. The employee’s disclosure is protected only
if the employee first brought up the matter with a supervisor and gave the employer a
reasonable opportunity to correct the alleged violation, unless the danger is imminent to
the public or patient and the employee believes in good faith that reporting to a supervisor
would not result in corrective action. If an employer takes a retaliatory action against the
employee, the employee may sue in state court for reinstatement to the same, or an
equivalent position, any lost back wages and benefits and attorneys’ fees. If the employer
is a health provider and the court finds that the employer’s retaliatory action was in bad
faith, it may impose a civil penalty of $10,000 on the employer.

Whistleblower Protection Policy - Final 20190621.docx Approved: May 23, 2005
Revised: Sept 24, 2007

June 7, 2016
June 21, 2019
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Dedr Colleague:

Catholic Health is committed to providing the highest quality of healthcare to members of our -
community. In parallel with our tradition of clinical excellence, we have developed a Compliance

- Program in order to ensure that all of our business relatzonsths are conducted accordmg fo the
highest ethical and legal standards.

Catholic Health depends on each of its employees to abide by the standards set forth in the
Compliance Program. To assist employees in the fulfillment of this responsibility, the Compliance
Program Handbook has been created to inform employees and other persons acting as agents of
Catholic Health of the standards that they are expected to uphold. The Handbook does not
describe every law or regulation that must be followed to fill this gap.. Catholic Health will provide
a more detailed explanation of laws and regulations that apply to specific job functzons through
the training and education process .

At the same time that Catholic Health pledges to provide necessary education and training, it
remains the responsibility of employees or other persons acting as agents of Catholic Health to
learn, understand and obey the law. If you are uncertain about what the law requires of you in
_any particular situation, it is your responsibility to ask for guidance. Your supervisor, the director
of your department, and the compliance officer are available to answer questions. We have also
developed a helpline for those staff members who feel more comfortable making confidential
 inquiries or reports. I can assure you that individuals who make good-faith mquzrzes about legal '
" or ethical duties will receive a timely and substantive response

.The Compliance Program Handbook and other policies and procedures included in the Program .

- have been designed to preserve the integrity of Catholic Health and protect its employees and
agents. Thank you for your daily efforts on behalf of our patients and Catholic Health, and -~
appreciate your commitment to our Compliance Program. :

- Yours truly, -

. 3 {
ok Sl
Patrick M. O’Shaughnessy _
- President and Chief Executive Officer
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COMPLIANCE PROGRAM HANDBOOK AND CODE OF CONDUCT

VCathollc Health and its affiliated entities (collectlvely, Catholic Health and 1nd1v1dua11y, a Cathohc Health
Entity) relies on its employees, independent contractors and major suppliers to conduct the Catholic Health’s

business in the highest of legal and ethical standards.

This Compliance Program Handbook (Compliance

Handbook) has been developed to provide guidance to Catholic Health employees, independent contractors and
-major suppliers (collectively, recipients) about how Catholic Health 'does business'. If you have a question about -
this Compliance Handbook or any legal, ethical or compliance related matter, you should contact one of the

: followmg people:-

e your imimediate supervisor ,
o the Director or Vice President of your department
e the Catholic Health Compliance Officer, Pegeen E. McGowan who can be reached at
- (631) 465-4151 or at pegeen.mcgowan@chsli.org ,
- o Entity Compliance Officers who may be reached as follows:

Name
'ADeborah Sakkath

Entity
Catholic Health Home Care

" Good Shepherd Hospice
‘Nursing & Rehabilitation Entities

(Good Samaritan, Our Lady of

_* Consolation, St. Catherine of Siena)

Cathy Cahill
’ Avefie LeGrand-Rivera
-Mariz_ina Harris

Lisa Giglia

. Michele McGrath

Bernadette Catanzaro

*Catholic Health Medical Group

CHS Physician Partners (ACO/IPA)
Good Samaritan Hospital

Mercy Hospital
St. Joseph Hospital

St. Charles Hospital
St. Catherine of Siena Hospital

St. F_rancts Hospital & Heart Center

E-mail Phone #

- deborah.sakkatos@chsli.org  631-828-7413

cathy.cahill@chsli.org - 631-465-4232

averie.legrand-rivera@chsli.org - 516-838-8156
mariana harris@chsliorg ~ 631-376-3686

lisa.giglia@chsli.org 516-705-2372 .
- 516-520-2311:

michele. mcgrath@chsli.org 631-476—5524 o
631-784-7204

bemadette.catanzaro@chsii;org 51 '6-5762-6-5'8.0

We realize that there may be occasions where, Jor instance, a recipient would prefer to obtain advice or report

a compliance issue on a confidential or anonymous basis.

Catholic Health has instituted a confi dentlal

"helphne for thzs purpose T he toll-free Compliance Helpline can be reached by callmg

(866) 272-0004
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CATHOLIC HEALTH COMPLIANCE PROGRAM
AND THE
COMPLIANCE PROGRAM HANDBOOK

I. INTRODUCTION TO CATHOLIC HEALTH’S COMPLIANCE PROGRAM AND COMPLIANCE HANDBOOK

What is the Compliance Program?

The Catholic Health Compliance Program (the Program) is a means to ensure that all employees
and agents of Catholic Health are conducting their business activities in an ethical and legal
manner. The primary focus of the Program is to detect and prevent violations of law before they
occur. The Program is overseen by the Catholic Health Compliance Officer. The basic
components of the Program include:

» The Compliance Program Handbook, which sets forth the standards of conduct that
recipients are expected and required to follow. In addition, Catholic Health has adopted
various compliance policy and procedures to address various aspects of the Compliance
Program;

> Designation of a Compliance Officer with the responsibility for the day-to-day operations
of the Program. The Compliance Officer reports directly to the Catholic Health Board of
Directors through the Compliance and Audit Committee;

» Training and education programs to make sure recipients are conducting business in a legal
and ethical manner;

> Routine identification and evaluation of compliance risk areas; routine monitoring
procedures to make sure business activities such as coding, billing, purchasing, cost
reporting, etc. are being performed properly;

» Ways to report actual or suspected misconduct to the Compliance Officer, as well as ways
to get answers to compliance questions and problems, including a confidential Compliance
Helpline;

» Mechanisms for responding to compliance issues as they are raised (e.g. investigational
protocol);

» Disciplinary policies to make sure that everyone from the CEO and down is disciplined in
the same way for the same offense;

» Periodic reports to the Catholic Health and Entity Board of Directors, through the
Compliance and Audit Committee, regarding compliance activities and revisions to the
Program when necessary; and

» Policy of non-intimidation and non-retaliation for good faith participation in the
Compliance Program.
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Who is covered under the Catholic Health Compliance Program?

All board and board committee members, employees, volunteers, medical staff, vendors and ACO
participants (collectively, recipients) of Catholic Health and each entity affiliated with Catholic
Health! (collectively, Catholic Health and individually, a Catholic Health Entity) are covered
under Catholic Health's Compliance Program.

What is the Compliance Handbook?

The Compliance Handbook is an outline of the different components that make up the Catholic
Health Compliance Program. The Compliance Handbook has been designed to assist recipients
in comprehending what is expected of them when working on behalf of or providing services to
Catholic Health. Clearly, the Compliance Handbook cannot answer every question or concern a
person might have about whether something is ethically or legally appropriate. However, it can
and should be used as a reference when clarifying whether certain behaviors or activities are
appropriate. '

What if the Compliance Handbook does not answer my question?

The Compliance Handbook is a starting point for getting questions answered. Catholic Health also
has internal policies and procedures, both department specific and System-wide, that detail the
methods and means by which recipients should conduct their work activities. Recipients are
expected to be familiar with policies and procedures that apply to their job functions and should
consult these policies when questions arise. In addition to written policies and procedures,
management personnel are available for, and are expected to provide, guidance to individuals
under their supervision. As such, questions can be directed to an immediate supervisor, a director
or vice president of a department or the Compliance Officer.

Catholic Health strongly encourages recipients to use the above resources to get their questions
answered. However, as an additional resource, Catholic Health has instituted a confidential
Compliance Helpline, which serves two purposes. It functions as a confidential helpline for
employees and others who are required to report questionable conduct or activities. It also serves
as a resource for individuals to get answers to general questions about the Compliance Program or
specific questions about legal or regulatory requirements. Catholic Health is committed to
maintaining the confidentiality of all Compliance Helpline calls. Confidential information
received via the Catholic Health Compliance Helpline will be provided to a third party only in
extreme circumstances (for example, if Catholic Health is ordered to disclose such information by
a court of law). The Compliance Helpline toll-free number is (866) 272-0004.

! Catholic Health Entities include Good Samaritan Hospital, Mercy Hospital, St. Catherine of Siena Hospital, St.
Francis Hospital® & Heart Center, St. Charles Hospital, St. Joseph Hospital, St. Catherine of Siena Nursing &
Rehabilitation, Our Lady of Consolation Nursing & Rehabilitation, Good Samaritan Nursing & Rehabilitation,
Catholic Health Home Care, Good Shepherd Hospice, CHS Physician Partners entities (ACO, IPA) and CHS
Services, Inc., as well as any related organization that is included in the consolidated financial statements of the
entities listed herein.
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What if I know of or suspect that another employee is violating the Compliance Handbook and
Idon’t report it?

It is the duty of every recipient to report any actual or suspected violations of the Compliance
Program (or internal policies and procedures, federal and state laws, etc.). If you are aware of
actual or suspected misconduct and you fail to report it, you will be subject to disciplinary action,
up to and including termination. The Compliance Helpline can be used for confidential reporting.

Will I be punished for raising a question about the Compliance Handbook or for reporting what
I 'think is inappropriate behavior under the Compliance Program?

No. Retaliation against any recipient for reporting something that he or she sincerely believes may
be a violation of the Compliance Program (or internal policies and procedures, federal and state
laws, etc.), or for participating in good faith in an investigation of suspected misconduct, is strictly
prohibited. If you ask a good faith question or make a good faith report and thereafter you believe
you are being punished or retaliated against in some way, you should immediately report this to
the Compliance Officer.

Questions or reports made in good faith are protected activities, even if it turns out that the report
of misconduct was mistaken. However, deliberately making a false report is not a protected
activity and will result in disciplinary action. Also, self-reporting of your own inappropriate
conduct will not result in immunity but will be considered a factor in determining the appropriate
discipline.

I am uncomfortable with the idea of ‘squealing’ or telling on my co-workers or staff members -
- why does the Compliance Handbook require that I do this?

Catholic Health realizes that some recipients may be reluctant to question or report misconduct,
especially when they are not absolutely certain that the conduct is wrong. Catholic Health does
not consider such questioning or reporting 'squealing’. The simple truth is that U.S. government
officials have made fraud and abuse within the healthcare industry a top priority and, as a result,
the federal and state governments are actively pursuing enforcement activities against healthcare
facilities. Consequently, co-workers or others who do not conduct themselves appropriately
threaten Catholic Health’s core business. Without holding each and every employee responsible
for reporting actual or suspected misconduct, the Compliance Program would likely be ineffective
in its goal of detecting and preventing violations of law. At its heart, the reporting requirement is
the ‘right thing to do’ and that is why Catholic Health has included it in its Compliance Program.

I’m a manager. Are my responsibilities under the Compliance Handbook any different from a
person who is not a manager or supervisor?

Yes. Managerial personnel are responsible for helping to create and maintain a work environment
in which ethical concerns can be raised and openly discussed. They are also responsible for
discussing the Compliance Program and Compliance Handbook with their staff, emphasizing the
importance of the Compliance Program, taking appropriate action to detect and correct any
violations of the Compliance Program (or internal policies and procedures, federal and state laws,
etc.), imposing consistent and appropriate discipline when indicated, and not condoning or




ignoring misconduct that comes to their attention. If an individual that you supervise is found to
have violated the Compliance Program (or internal policies and procedures, federal and state laws,
etc.), and it is determined that such misconduct was reasonably foreseeable by you, you too will
be subject to disciplinary action, up to and including termination.

. STANDARDS OF CONDUCT

The general standards of conduct to which recipients will be held are outlined in this section. This
section does not explain every law or regulation a person must follow as part of his or her duties.
Catholic Health will provide its employees and others performing services on its behalf with more
detailed communications and training regarding the laws and regulations that apply to a person’s
specific job function. However, it is the responsibility of every individual to learn, understand,
and obey the law. Ifyou are unclear about the right thing to do, it is your responsibility to ask.

General Standards of Conduct:

Catholic Health maintains a reputation as reputable and upstanding members of the Long Island
healthcare community. As such, all recipients must:

» Obey the law when conducting business on Catholic Health’s behalf, including checking
with a supervisor or the Compliance Officer before undertaking any action that an
individual feels may not be lawful;

» Be honest and truthful in all of their dealings with one another and with people or
organizations that do business with Catholic Health; and

» Participate in Catholic Health’s Compliance Program, including reporting actual or
suspected misconduct and working to correct any improper practices that are identified.

Confflicts of Interest:

It is Catholic Health policy that all employees and others providing services to or on behalf of
Catholic Health act in the best interest of Catholic Health at all times. A conflict of interest may
exist whenever a recipient is in a situation in which his or her decision-making abilities on behalf
of Catholic Health may be impaired or compromised based on his or her relationship (or the
relationship of his or her family member) with another person, entity, or organization. All
recipients have a duty to report potential conflicts of interest to the applicable Catholic Health
Entity Compliance Officer. Many conflicts can be resolved in a way that is mutually acceptable
to Catholic Health and the individual involved.

To minimize the likelihood of a conflict of interest, recipients are required to:

» If required per the Catholic Health Conflict of Interest Policy, complete the Annual
Conflict of Interest Disclosure Statement and return it to the Compliance Officer within
the specified time period so that Catholic Health is made aware of conflicts in a timely
manner;

» Not use their positions, or the knowledge they gain from being in such positions, for
personal advantage;
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> Follow reasonable and customary business practices when it comes to giving or receiving
gifts. Gifts can never be given or received for the purpose of influencing the business
decision of the recipient. 'Reasonable and customary business practices' are generally
limited to providing gifts of nominal value on an occasional basis pursuant to the Catholic
Health Gift Policy. Giving or receiving cash or cash equivalent is never acceptable. An
appearance of impropriety or undue influence is created when such items are offered and
accepted with frequency or are of significant value;

> Not offer or receive kickbacks or improper inducements to influence decisions made by or
on behalf of Catholic Health, specifically:

e Catholic Health does not pay physicians, patients, home health agencies, nursing
homes, equipment suppliers or any other person or organization for referrals to Catholic
Health healthcare entities;

e Physicians directly employed by Catholic Health or who provide services to Catholic
Health under a contract, are paid based on the value of the services actually provided,
not the value of actual or potential referrals;

e Catholic Health does not ask for or accept payment from physicians or other healthcare
providers or facilities in return for referring patients to or from Catholic Health
healthcare entities. Rather, the sole criteria behind all purchasing decisions must be
only in the best interest of Catholic Health. All purchasing decisions must be made
with the purpose of obtaining the highest quality product or service at the most
reasonable price;

e Catholic Health does not ask for or accept anything of value, including free goods or
services, discounts, rebates or allowances unless permitted by and obtained in
accordance with law and internal policies and procedures (e.g., discounts or rebates on
supplies purchased through the Supply Chain are permitted if in compliance with
existing policies and procedures);

e Catholic Health does not provide gifts, cash, offers of employment or anything else of
value to government employees in connection with a business transaction, even if there
is no intent-to influence an official action (e.g., an employee may not buy lunch for a
New York State Department of Health surveyor); and

o Staff applying for grant monies obtain the appropriate internal approvals before
receiving and using such monies, use the monies solely for the purposes of the grant
activity, and do not accept grant monies from a company in return for promising to use
the company’s products.

In order to achieve Catholic Health’s compliance goals, it is imperative that our vendors,
contractors, ACO providers/suppliers and agents (collectively vendors) also agree to abide by
certain standards of conduct and comply with government regulations and requirements, as
outlined in the Catholic Health policies and procedures, including the Catholic Health Compliance
Vendor Policy. A vendor is any person or entity which or who, on behalf of Catholic Health,
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furnishes, or otherwise authorizes the furnishing of, healthcare items or services, performs billing
or coding functions, or is involved in monitoring of healthcare provided by Catholic Health.

General Business Practices:

It is Catholic Health's mission to provide high quality healthcare services, consistent with the
highest ethical, business and legal standards. Catholic Health is dedicated to delivering competent,
collaborative and professional services to all whom it serves. In continued pursuit of excellence,
Catholic Health expects and requires recipients to make the following standards part of their
everyday job activities:

>

Promoting integrity and honesty in its dealing with third-party payors, regulatory agencies,
employees, vendors, physicians and other healthcare professionals;

Ensuring justice for all who are encountered, including staff;

Submitting accurate claims for services and ensuring that all billing issues are resolved
according to applicable law, organizational policies and payor contracts;

Refusing gifts, monies or free business services from vendors who are seeking to influence
purchasing decisions;

Ensuring all providers providing services at Catholic Health are properly licensed pursuant
to applicable state requirements;

Ensuring all business records are accurate and truthful, with no material omissions.
Catholic Health assets and liabilities must be accounted for and in compliance with
financial reporting and tax requirements. Similarly, all reports submitted to governmental
agencies, insurance carriers or other entities must be accurate;

Ensuring business and medical records are maintained in accordance with Federal and state
regulation;

All marketing activities and advertising must be truthful and not misleading and must be
supported by evidence to substantiate any claims made. Recipients should disparage the
service or business of a competitor through the use of false or misleading representations.
All marketing activities and advertising must also be based on the merits of the services
provided and not on any promise, express or implied, of remuneration for referrals;

Ensuring that confidential medical information is appropriately safeguarded and shared
only with persons or entities that have a legal right to such information; and

Recipients are taught to incorporate these standards in various ways: by attending new hire and
annual orientation sessions, participating in monitoring and auditing activities, and being evaluated
against these standards on a daily basis and during annual performance reviews.
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Coding, Billing and Claims Development and Submission:

Catholic Health is committed to ensuring that all billings to Medicare, Medicaid and other third-
party payors are truthful, accurate and meet the requirements of applicable laws, regulations and
contractual requirements. To ensure that claims are coded and billed correctly, Catholic Health
relies on a multitude of individuals such as physicians, nurses, medical record coders, patient
accounts representatives, registrars, laboratory technicians, pharmacists, data entry clerks, etc.
Therefore, it is absolutely essential that clinical and coding/billing staff communicate with one
another effectively. Prior to submitting a claim for payment, recipients involved in the coding,
billing or development of claims are responsible for the following:

>  Ensuring that medical record documentation is accurate, legible, timely and supports the
services billed and that Catholic Health is billing only for services actually rendered;

> Ensuring that the medical necessity of any tests ordered is established in the medical record
prior to submitting a bill;

>  Ensuring that all coding is based on, and supported by, the medical record documentation
and is performed in accordance with the applicable coding conventions for the type of
coding being done (e.g., inpatient diagnosis coding is performed using the ICD-10-CM
coding guidelines; physician evaluation and management services are coded using the
AMA/HCFA E&M guidelines); o

»  Not engaging in coding techniques designed to ensure a higher reimbursement rate than
that to which Catholic Health is actually entitled, including but not limited to upcoding and
unbundling of services;

»  Not engaging in billing procedures designed to ensure that Catholic Health is paid more
than that to which it is entitled, including but not limited to duplicate billing, billing for
discharge in lieu of transfer, billing separately for outpatient services provided within the
applicable DRG window for inpatient admissions (a.k.a. the Medicare Three-Day Window
rule), etc.;

»  Ensuring overpayments to third party payors and individuals are identified and resolved
in a timely manner; and

»  Ensuring that cost reports are prepared in compliance with legal and third-party payor
. requirements.

Training and education, including written and/or electronic resources and supervisory support, will
be provided to all recipients involved with coding, billing and other claims activities so that they
can successfully perform their job functions. In addition, governmentally designated high-risk
activities shall be monitored and audited in a manner and with a frequency that will reasonably
ensure that such activities are being properly and accurately performed. Such high-risk activities
include proper primary diagnosis coding to ensure correct DRG grouping, proper bundling of
certain laboratory and radiology tests, proper billing of patients with certain DRGs who are
transferred to post-acute care facilities, compliance with the inpatient DRG Three-Day window,
and the like.
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Confidentiality:

It is imperative that we maintain the confidentiality of the patients’ medical information. There
are numerous ramifications for breaches in confidentiality, not the least of which is the potentially
negative impact on Catholic Health’s good reputation. Likewise, failure to maintain the
confidentiality of Catholic Health’s business practices and financial information and records can
also impact Catholic Health’s ability to remain competitive in an increasingly competitive
healthcare market.

There are a variety of ways that information, both confidential and otherwise, is maintained either
in paper or electronic form. Thus, confidential information can be disclosed through a number of
different sources.

Catholic Health maintains written policies and procedures to binds recipients regarding
confidentiality and other record-keeping issues so that confidential information is properly created,
retained, disclosed and disposed of. In addition, Catholic Health provides compliance training to
new employees and annually for existing employees; department/function-specific training; and
education necessary to ensure compliance with such policies. Formal and informal monitoring
and auditing is also performed.

All recipients are required to follow these general rules:

> Hold patient information in the strictest of confidence; confidential medical information
will not be disclosed to anyone unless authorized by the patient or otherwise permitted by
law and internal policies and procedures;

> Know the requirements of the documentation and/or record-keeping policies and
procedures that apply to your jobs (or to specific activities that are part of their jobs) and
Jfollow them;

> Consult with a supervisor or other knowledgeable resource (for example, the Privacy
Officer, Director of Health Information Management, Catholic Health General Counsel,
Risk Management or the Compliance Officer) if you have questions about releasing
confidential information;

» Do not share information, verbally, in writing or electronically, with anyone until you have
confirmed the individual’s legal right to receive it (This includes ensuring that confidential
patient information disclosed to other employees or agents is disclosed only on a need-to-
know basis.),

> Secure confidential information in an appropriate manner. This includes logging off a
computer in an appropriate manner;

» Safeguard any computer passwords; and
> Do not destroy documents other than in accordance with Catholic Health policy.

In addition to confidential patient information, confidential information acquired by personnel
about the business of Catholic Health must be held in confidence and may not be used as a basis
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for personal gain by personnel, their families, or others. Such confidential information includes,
but is not limited to, customer lists, development plans and information about pending or
contemplated business deals. If any recipient receives confidential information pertaining to
Catholic Health, they must not use the information for their own or their family’s benefit or
disclose it to others for their personal use.

Environmental Health and Safety:

Catholic Health is committed to ensuring the health and safety of its employees, agents, visitors
and others who conduct business at its facilities. Compliance with some basic standards will help
to ensure Catholic Health’s goal of a safe environment for all.

Catholic Health requires all recipients to:

>

>

>

>

Know the requirements of the safety policies and rules that apply to your jobs or to specific
activities that are part of your jobs and follow them;

Make sure you have received appropriate training or education prior to performing an
activity that has a health or safety risk;

Promptly report unsafe situations to your supervisor and/or the supervisor of the
department responsible for correcting the unsafe situation, including escalating the concern

up the chain of command if the unsafe situation is not satisfactorily resolved; and

Promptly report work-related injuries to your supervisor or the Employee Health Service.

Human Resources:

Catholic Health is dedicated to enhancing a work environment that continues to attract and retain
an exceptional workforce. Therefore, it is Catholic Health’s policy to:

>

Hire, promote and compensate employees based solely on their qualifications, work
performance and potential, without regard to race, color, religion, national origin, age, sex,
disability, sexual orientation or veteran status;

Maintain a work environment free of harassment of any type, including sexual, racial,
ethnic or religious harassment, as well as workplace violence;

Incorporate adherence to and enforcement of the Compliance Program as an element of an
employee’s annual performance appraisal and as a factor when making decisions regarding
promotion;

Provide training and education programs of sufficient quantity and quality so as to enable
employees to perform their jobs effectively, including training and education regarding
Catholic Health’s Compliance Program; and

Ensure that individuals who are excluded from participation in federal or state healthcare
programs are not hired or retained.
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Questions or concerns regarding workplace issues such as those listed above should be directed to
the Director of Human Resources, the Catholic Health General Counsel and/or the Compliance
Officer.

Safeguarding Property and Other Assets:

Catholic Health’s property and assets are intended to help recipients carry out Catholic Health-
related business. It is the responsibility of recipients to protect Catholic Health’s property and
assets and to prevent their misuse. Carelessness, theft, inefficient use or waste of Catholic Health
property and assets impacts Catholic Health’s ability to provide high quality services and can
jeopardize the reputation of Catholic Health, thus jeopardizing its ability to keep people employed.
Generally speaking, Catholic Health’s property and assets should not be used for personal purposes
without prior approval of a direct supervisor.

Responding to Government Inquiries:

In this era of weeding out healthcare fraud and abuse, it is not uncommon for an institution to be
the subject of a government investigation. It is Catholic Health policy to fully comply with the
law and to cooperate with any reasonable demand in the course of a government investigation.
However, Catholic Health also has an obligation to protect the legal rights of the organization as a
whole, as well as the rights of its employees. As such, recipients should abide by the following
guidelines:

> Except for departments that have established protocols or processes for the receipt of
document requests (e.g., risk management, HIM, appeals, etc.), upon receipt of a telephone
call, letter, subpoena, court order, etc., requesting the production of Catholic Health
documents, an employee must immediately notify (a) his or her supervisor and/or
department head, and (b) promptly contact both the Catholic Health Compliance Officer
and the Catholic Health Legal Department by telephone. If applicable, the employee must
also forward a copy of any document received to the Catholic Health Legal Department
via fax at (§16) 705-2760 or via email delivery. The appropriate email address will be
provided upon contacting the Catholic Health Legal Department.

> Absent a search warrant, do not permit or provide access to or a copy of any Catholic
Health documents to a government agency without the express permission of the
Compliance Officer and/or the Catholic Health Legal Department;

» If there is a search warrant, obtain the name and title of the lead agent and the name of the
government agency and a copy of the search warrant, and immediately (a) contact someone
in senior management such the Catholic Health Entity President/Chief Administrative
Office and (b) contact the Compliance Officer and the Catholic Health Legal Department;
and

» All employees must not alter or destroy records or other property other than in compliance

- with the Catholic Health policies and procedures (i.e. Catholic Health Record Retention

and Destruction Policy which can be found on the Catholic Health Intranet — System-wide
Policies).

With regard to requests for interviews, recipients should understand that they are under no
obligation to submit to an interview with a government investigator. A request for a voluntary
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III.

interview is very different from a subpoena or court order requiring someone to testify. The
decision whether to submit to an interview is up to the individual. However, prior to agreeing to
submit to an interview, Catholic Health asks that the individual contact the Compliance Officer
and/or Catholic Health General Counsel. Contacting the Compliance Officer and/or Catholic
Health General Counsel in advance of a voluntary interview ensures that individual’s requests for
legal assistance are addressed in a timely manner. It also provides Catholic Health with the
opportunity to make available information that may assist an individual in deciding whether to
submit to the interview.

ASKING QUESTIONS AND REPORTING PROBLEMS: COMPLIANCE PROCEDURES

As previously discussed, Catholic Health’s commitment to promoting ethical and legal behavior
requires that employees and agents who know of or suspect violations of the Compliance Program
(including violations of federal or state laws, internal policies and procedures, the Compliance
Handbook, etc.) have a duty to report such violations. Catholic Health also strongly encourages
recipients to ask questions if they are unsure about the legality or ethics of a particular situation.
It is always better to ask a question than to risk handling the issue inappropriately or incorrectly.

Where to Report:
A recipient should report actual or suspected violations of ethical or legal standards to the

Compliance Officer or to their supervisor or department head, who will report the violation to the
Compliance Officer. If the recipient has a concern about contacting the Compliance Officer,
supervisor or department head directly, the report can be made anonymously or confidentially
through the toll-free Compliance Helpline by calling (866) 272-0004. Upon receiving a report of
possible unethical or illegal conduct, the Compliance Officer will conduct an appropriate
investigation, consulting with the Catholic Health General Counsel and/or outside compliance
counsel if necessary.

What to Report:

A report can be made even if a recipient is not absolutely certain that a violation has occurred. A
recipient must only have a reasonable belief that a violation has occurred before filing a report.
Reporting enables Catholic Health to quickly investigate potential problems and to take prompt
action to deal with them. Recipients are required to report actual or suspected misconduct through
one of the internal reporting mechanisms discussed in this Compliance Handbook.

Consequences of Reporting:

Recipients will not be disciplined or retaliated against for reports made in good faith. The identity
of a recipient making a confidential report will be zealously guarded and will be protected to the
degree permitted by law. Anonymous reports will also be accepted and investigated.

Calling the Compliance Helpline:

In addition to being available to anonymously or confidentially report actual or suspected
misconduct, the toll-free Catholic Health Compliance Helpline — (866) 272-0004, can be used to
obtain answers or advice about whether certain activities or conduct are ethical or legal. The
Helpline is monitored by the Entity Compliance Officer or a Helpline coordinator, who will
forward the report directly to the Compliance Officer. The Compliance Officer will be responsible
for investigating and/or following up on inquiries or reports.




A caller who requests anonymity is asked to provide details regarding his or her concer so that
the Compliance Officer can investigate the matter. The caller will not be required to give his or
her name. In such a case, the caller will be assigned a number that can be used if the caller wants
to call back and provide additional information or receive follow-up information. Given the size
of Catholic Health, the more details the caller provides, the easier it will be for the Compliance
Officer to investigate the concern or answer the question.

Please Note: Anonymity is different from confidentiality. A caller who requests anonymity does
not give his or her name. A caller who requests confidentiality does provide his or her name;
however, the Compliance Officer does not disclose the caller’s name to anyone absent an extreme
circumstance, such as being ordered by a court of law to disclose the caller’s identity.

Corrective Action for Violations of Compliance Program Standards:
Violations of Compliance Program standards will result in corrective action designed to ensure
that the problem cannot occur again. Corrective action may include, among other things,
additional training and education for involved personnel, follow-up monitoring, progressive
discipline (up to and including termination), revision of policies and procedures and/or the
Compliance Program and voluntary disclosure to government agencies.
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Catholic Health Compliance Program Handbook Acknowledgment Form

I certify that:

0 Ihave received the Catholic Health Compliance Program Handbook and Code of Conduct;

O I understand that the Catholic Health Compliance Program Handbook and Code of Conduct
represents mandatory policies of Catholic Health; and

O I understand that non-compliance with the policies and standards referred to or contained in
the Compliance Program Handbook and Code of Conduct will result in disciplinary action, up
to and including termination if indicated.

Signature:

Printed Name;

Entity:

Position/Title:

Department:

Employee #:

Date:
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