TRI-CITY HEALTHCARE DISTRICT
AGENDA FOR A REGULAR MEETING
April 26, 2018 — 1:30 o’clock p.m.
Assembly Room 1 - Eugene L. Geil Pavilion
Open Session — Assembly Rooms 2&3
4002 Vista Way, Oceanside, CA 92056

The Board may take action on any of the items listed
below, unless the item is specifically labeled
*“Informational Only”

Time
Agenda ltem Allotted Requestor
Call to Order 3 min. Standard
2 | Approval of agenda
3 | Public Comments — Announcement 3 min. Standard
Members of the public may address the Board regarding any item listed on
the Closed Session portion of the Agenda. Per Board Policy 14-018,
members of the public may have three minutes, individually, to address the
Board of Direclors.
4 | Oral Announcement of ltems to be Discussed During Closed Session
{Authority: Government Code, Section 54957.7)
5 | Motion to go into Closed Session
6 | Closed Session 2 Hours

a. Conference with Legal Counsel - Existing Litigation
(Authority Government Code Section 54956.9(d)1, (d)4
1} RoseMarie Reno vs. Tri-City Healthcare District
Superior Court Case No. 37-2017-00040507-CU-CR

b. Hearings on Reports of the Hospital Medical Audit or
Quality Assurance Committees
(Authority: Health & Safety Code, Section 32155)

c. Approval of prior Closed Session Minutes

d. Conference with Legal Counsel — Potential Litigation
{Authority: Government Code, Section 54956.9(d) 1 Matter)

Motion to go into Open Session

00~

Open Session

Open Session — Assembly Room 3 — Eugene L. Geil Pavilion {(Lower
Level) and Facilities Conference Room - 3:30 p.m.

9 | Report from Chairperson on any action taken in Closed Session
(Authority: Government Code, Section 54957.1)

Note: Any writings or documents provided to a majorily of the members of Tri-City Healthcare District regarding any item on this
Agenda will be made available for public inspection in the Adminisiration Department located at 4002 Vista Way,
Oceanside, CA 92056 during normal business hours.

Note: If you have a disability, please notify us at 760-940-3347 at least 48 hours prior to the meeting
so that we may provide reasonable accommodalions.



Time

Agenda Item Allotted | Requestor
10 | Roll Call / Pledge of Allegiance 3 min. Standard
11 | Public Comments — Announcement 2 min. Standard
Members of the public may address the Board regarding any item listed on
the Board Agenda at the time the item is being considered by the Board of
Directors. Per Board Policy 14-018, members of the public may have three
minutes, individually, o address the Board of Directors.
NOTE: Members of the public may speak on any item not listed on the
Board Agenda, which falls within the jurisdiction of the Board of Directors,
immediately prior to Board Communications.
12 | Introduction:
Colin Coffey, Archer Norris — Board Counsel 3 min. Chair
13 | Educational Session
California Special District's Association (CSDA) — Chris Palmer 20 min. Chair
14 | Compliance Update 10 min. CCO
15 | Report from TCHD Auxiliary — Mary Gleisberg, President 10 min. Standard
16 | Report from Chief Executive Officer 10 min. Standard
17 | Report from Chief Financial Officer 10 min. Standard
18 | New Business
a) PUBLIC HEARING ON PROPOSED ESTABLISHMENT OF ZONES 10 min. A. Ochoa/D.
PURSUANT TO HEALTH AND SAFETY CODE 32100.1 Johnson
b) Consideration and seleclion/approval of a map for zone-based District 15 min. A. Ochoa/D.
elections, and a sequence of elections for zone-based District Elections Johnson
c) Consideration to approve Resolution No. 791, a Resolution of the Tri-City| 15 min. A. Ochoa/D.
Healthcare District Board of Directors to Divide the District into Zones and Johnson
Transition from At Large to Zone Based Elections Pursuant to Elections
Code 10010 and Health and Safety Code 32100.1.
d) Consideration to approve Resclution No. 792, a Resolution of the Tri-City 5 min. cO0
Healthcare District Board of Directors to Change the Mailing Address for
Retail Pharmacy and Main Hospital Pharmacy
19 | Old Business - none
20 | Chief of Staff 5 min. Standard
. Consideration of March Credentialing Actions and Reappointments
Involving the Medical Staff and Allied Health Professionals as
recommended by the Medical Executive Committee on March 26, 2018
b. Consideration of Medical Staff Standardized Procedures:
1) NP Standardized Procedure — Gastroenterology & Privilege List
2) NP Standardized Procedure — Neurology & Updated Privilege List
3) NP Standardized Procedure — Psychiatry CSU & Privilege List
4) PA - Emergency Medicine Privilege Card Revision
c]-Consideration-of CME Mission-Statement—|
TCHD Regular Board of Directors Meeting Agenda -2- April 26, 2018




Agenda ltem

Time
Allotted

Requestor

21

Consideration of Consent Calendar
(1) Board Committees

(1) All Committee Chairs will make an oral report to the
Board regarding items being recommended if listed as New
Business or pulled from Consent Calendar.

(2) All items listed were recommended by the Committee.
(3) Requested items to be pulled require a second.

A. Human Resources Committee
Director Kellett, Committee Chair
Open Community Seats — 0

a) Approval of Gwen Sanders to serve an additional two-year
term on the Human Resources Committee

b) Approval of Administrative Policies & Procedures:
1) 8610-403 — Discrimination, Harassment & Retaliation

Prevention Policy
2) 8610-455 — Confidentiality

B. Employee Fiduciary Retirement Subcommittee
Director Kellett, Subcommittee Chair
Open Community Seats — 0

C. Community Healthcare Alliance Committee
Director Nygaard, Committee Chair
{Committee minutes included in Board Agenda packets for
informational purposes)

D. Finance, Operations & Planning Committee
Director Nygaard, Committee Chair
Open Community Seats — 0
(Committee minutes inciuded in Board Agenda packets for
informational purposes)

a) Approval of Mr. Jack Cumming to serve a two-year term on
the Finance, Operations & Planning Committee.

b) Approval of an agreement with Dr. Dennis Ordas for the Co-
Medical Directorship for a term of 26 months, beginning May
1, 2018 and ending June 30, 2020, for an hourly rate of $140,
an annual cost of $86,640 and a total cost for the term of
$187,720.

¢} Approval of an agreement with Becton, Dickinson and
Company for Blood Culture Bottle Consumables for a term of
36 months, beginning May 1, 2018 and ending April 30, 2021,
for an annual cost of $90,300 and a total cost for the term of
$270,900.

d) Approval of an agreement with West-Com & TV, Inc. for
$593,000 and the total project budget of $835,463 for
replacement of the Nurse Call system in the [CU.
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Standard

HR Comm.
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Subcomm,

CHAC Comm.

FO&P Comm.
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“Time
Agenda ltem Allotted | Requestor

e) Approval of an agreement with Drs. Christopher Deveraux,
Thomas Krol, Javaid Shad, Michael Shim and Matthew
Viernes as the Gastroenterology General & ERCP ED-Call
Coverage Physicians for a term of 12 months, beginning July
1, 2018 through June 30, 2019, at a daily rate of $700 for Gl
for an annual cost of $255,500 and ERCP at a daily rate of
$500 for an annual cost of $182,500 and a total cost for the
term of $438,000.

f) Approval of an agreement with Drs. David Amory, Eric Stark,
David Daugherty, Andrew Hartman, Harish Hosalkar and
Grant Seiden as the Orthopedic ED-Call Coverage Physicians
for a term of 24 months, beginning July 1, 2018 through June
30, 2020, at a daily rate of $1,500 Monday-Friday and $1,650
for Saturday and Sunday and TCMC recognized holidays that
are not on the weekend, for a total cost of $1,129,950.

g) Approval of an agreement with Drs. Caroline Vilchis, Bradigy
Frasier, Michael Guerena, Jason Phillips, Arthur Warshaws
and Aaron Boonjindasup as the Urology ED-Call Coverage
Physicians for a term of 12 months, beginning July 1, 2018
through June 30, 2019 at a daily rate of $600, for an annual
and term cost of $219,000.

h) Approval to add Drs. Lisa Leonard and Maria Quan to the
currently existing ED On-Call Coverage Panel for OB/GYN for
a term of two months, beginning May 1, 2018 and ending June
30, 2018.

i) Approval of an agreement with Team Physicians of Southerr
California Medical Group for Emergency Medicine Physician
and Allied Health Coverage for a term of 24 months,
beginning June 1, 2018 and ending May 31, 2020.

E. Professional Affairs Committee PAC
Director Grass, Committee Chair

{Committee minutes included in Board Agenda packels for
informational purposes)

T) Patient Care Policies and Procedures
a) Abbreviations, Use of
b) Automatic Stop Orders Policy
¢) Continuous Ambulatory Peritoneal Dialysis Procedure
d) Emergency Department Standardized Procedure
e) Fall Risk Procedure and Score Tool Procedure
f) Infusion Pump Syringe or PCA Module System with
Guardrails Procedure
g) Infusion Pumps, Intravenous Therapy Policy
h) Paint of Care Testing Competency Assessment
Procedure
i) Power Injection with Peripherally Inserted Central
Catheter (PICC) Procedure

2) Administrative

[—a)l_Non-Benelicial Treaimenf 399 |

3} Unit Specific Behavioral Health Services

TCHD Regular Board of Directors Meeting Agenda -4- April 26, 2018




Time
Agenda [tem Allotted Requestor

a) AMA Discharges

b} Managing the Medical Record for ED visits
¢) Notification of MediCal Beneficiary of Denial of Benefitg
Notification of Responsible Persons

d) One to One Observation of Patients

£) One to One Patient Supervision

f) Orientation of New Patients

g) Pastoral Care

h) Patient Belongings

i} Patient Discharge Types

j) Patient Responsibilities

k) Patient Satisfaction Surveys

I} Psychiatric Advanced Directive

m) Release of Information

n) Role of Medical Staff Leadership in Behavioral Health
Services

o) Scabies Lice Fleas in the BHU

p) Scope of Service - Behavioral Health Unit

q) Smoking Guidelines for Behavioral Health Unit

r) Solicitation of Patients/Referrals to Self

s} Telephone Use

t} Treatment of Patients

u) Unit Staff Meetings

v} Utilization Management

w) Visiting in Behavioral Health Unit

x) Vital Signs

y) Washer Dryer Use

4) Unit Specific Infection Control

a) Department Specific Infection Control Behavioral Health
Services - IC 7

5) Unit Specific Women & Newborn Services

a) Breast Milk, Pumping, Handling and Storage of
b) Formuia Feeding Procedure
¢) Infant Feedings

6) Formulary Requests

a) Albuterolfipratropium inhaler
b} Bupropion

c) Combivir

d} Darunavir

e} Droperidol

f) Exparel

g} Fluticasone inhaler

h) Fluticasone/Salmeterol inhaler
i} Genvoya

i) Ipratropium inhaler

k} Lansoprazole solu-tabs

. I} Medium chain triglycerides

m) Mepivacaine

n) Nitroglycerin 0.3 mg and 0.6 mg sublingual tablets
o) Nitroglycerin 0.4 mg spray

p} Raltegravir
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Agenda ltem

Time
Allotted

Requestor

s) Tivicay
t) Verapamil SR

. Governance & Legislative Committee

{No meeting held in April. 2018)

G. Audit, Compliance & Ethics Committee

Director Dagostino, Committee Chair
Open Community Seats -0

irector Schallock, Committee Chair

pen Community Seats - 0
{Committee minutes included in Board Agenda packels for
informational purposes)

a) Approval of FY2018 Financial Statement Audit Proposal

Il) Approval of Administrative Policies & Procedures:

1) Fraud Recognition Response #395

2) Hospital Issued Notice of Non-coverage of Medicare-
Covered Services (HINN) #398

3) Important Message from Medicare & Notification of
Hospital Discharge Appeal Rights - #392

4) Medical Directorships - #572

5) Monitoring Compliance — Auditing & Reporting — Annual
Compliance Work Plan - #5652

6) Monitoring Compliance Auditing & Reporting —
Compliance Reviews and Audits - #553 (DELETE)

7) Physician & Allied Health Professional Service Contracts
- #580

8} Sales of ltems or Services to Physicians and Other

Potential Referral Sources - #575

{2} Minutes — Approval of:

a) Regular Board of Directors Meeting — March 29, 2018
b} Special Board of Directors Meeting — March 22, 2018
c) Special Board of Directors Meeting — March 27, 2018

{3) Meetings and Conferences — None

(4) Dues and Memberships - None

Audit, Comp.
& Ethics
Comm.

Standard

22

Discussion of ltems Pulled from Consent Agenda

10 min.

Standard

23

Reports (Discussion by exception only)

{a) Dashboard

(b) Construction Report — Included

(c) Lease Report - (March, 2018)

(d) Reimbursement Disclosure Report — (March, 2018)
(e) Seminar/Conference Reports - None

0-5 min.

Standard

24

Legislative Update

5 min.

Standard

TCHD Regular Board of Directors Meeting Agenda -6-
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Time

Agenda Item Allotted | Requestor
25 | Comments by Members of the Public 5-10 Standard
NOTE: Per Board Policy 14-018, members of the public may have three (3) minutes
minutes, individually, to address the Board
26 | Additional Comments by Chief Executive Officer S5 min. | Standard
27 | Board Communications (three minutes per Board member) 18 min. | Standard
28 | Report from Chairperson 3 min. Standard
Total Time Budgeted for Open Session 2 hours/
45 min.
29 | Oral Announcement of Items to be Discussed During Closed Session
30 | Motion to Return to Closed Session (if needed)
31 | Open Session
32 | Report from Chairperson on any action taken in Closed Session
{Authority: Government Code, Section 54957.1) - (If Needed)
33 | Adjournment
TCHD Regular Board of Directors Meeting Agenda -7- April 26, 2018
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RESOLUTION NO. 791

RESOLUTION OF THE BOARD OF DIRECTORS OF TRI-
CITY HEALTHCARE DISTRICT ESTABLISHING AND
IMPLEMENTING ZONE-BASED ELECTIONS PURSUANT
TO ELECTIONS CODE 10010(e)(3)(A)

WHEREAS, TRI-CITY HEALTHCARE DISTRICT (the “District”) is a California
healthcare district duly organized and existing under the laws of the State of California,
particularly the Local Health Care District Law, constituting Division 23 of the Health and
Safety Code of the State of California, and more particularly, Health and Safety Code §§ 32000
et seq.; and

WHEREAS, the governing board is currently composed of seven Directors who are voted
into office by an “at-large” election method, meaning one in which the voters of the entire
jurisdiction elect the members to the governing body; and

WHEREAS, on May 25, 2017, the District Board of Directors approved Resolution No.
785, Resolution of the Board of Directors of Tri-City Healthcare District Qutlining Intention to
Transition from At-Large to District-Based Elections Pursuant to Elections Code
10010(e)(3)(A); and

WHEREAS, as reflected in Resolution No. 783, the Board of Directors wishes to
effectuate this transition from at-large to zone-based elections in order to ensure the District
maintains an election method that does not impair the ability of any protected class to elect
candidates of its choice or its ability to influence the outcome of an election, as a result of the
dilution or the abridgement of the rights of voters who are members of a protected class, as
defined by Elections Code section 14026; and

WHEREAS, as also reflected in Resolution No. 785, the San Diego Local Agency
Formation Commission (“LAFCO™) identified, as part of a five-year sphere of influence and
service review report on San Diego County healthcare services published on May 4, 2015,
certain areas for potential boundary changes that LAFCO recommended that the District annex
into the District’s boundaries including areas within Vista and Carlsbad which would, if
annexed, increase the District’s population by at least an estimated 60,000 residents aged 18 and
over; and

WHEREAS, as also reflected in Resclution No. 785, the District Board of Directors
found it is in the best interest of the District, in order to ensure the most effective expenditure of
the District’s resources and avoid a waste of public funds, to consider potential annexations as
part of transitioning to the district-based election method; and

WHEREAS, on July 27, 2017, the District Board of Directors approved Resolution No.
787, Resolution of Application to San Diego Local Agency Formation Commission from the
Board of Directors of Tri-City Healthcare District for the Annexation of Territory & Amendment
of Tri-City Healthcare District’s Sphere of Influence (“LAFCO Resolution of Application™), and
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WHEREAS, the LAFCO Resolution of Application proposes a number of annexations
and detachments to change TCHD’s current boundaries to be generally more coterminous with
the District’s three cities’ boundaries; and

WHEREAS, the District Board of Directors resolved to move forward with the LAFCO
annexations and the CVRA districting process concurrently so that both can be compieted in a
timely and efficient manner, believing it is prudent to process the annexations first in order to
avoid having to go through the process of drawing election districts twice — saving time, money,
and confusion; and

WHEREAS, in an abundance of caution, the District proceeded with drawing proposed
maps for both scenarios — one contemplating the District’s current boundaries, and one
contemplating the District’s projected boundaries after the reorganization is approved; that way,
the District could assure the public that it will have zone-based elections for the November 2018
elections, irrespective of whether or not the LAFCO reorganization was finalized before the next
election cycle; and

WHEREAS, on August 31, 2017, at a regular meeting of the Board of Directors, the
District held a public hearing in accordance with Elections Code section 10010(a)(1} at which
the public was invited to provide input regarding the composition of the Zones before any map or
maps of proposed boundaries were drawn, and the Board of Directors considered and discussed
the same; and

WHEREAS, on September 28, 2017, at a regular meeting of the Board of Directors, the
District held a second public hearing in accordance with Elections Code section 10010(a)(1) at
which the public was invited to provide input regarding the composition of the Zones before any
map or maps of proposed boundaries were drawn, and the Board of Directors considered and
discussed the same; and

WHEREAS, on October 19, 2017, the District first published and made available for the
public four versions of draft maps (two for the District’s current boundaries, two for the
proposed new boundaries), all four of which divided the District into seven (7) single-member
zones, and proposed corresponding sequences of elections; and

WHEREAS, on October 26, 2017, at a regular meeting of the Board of Directors, the
District held the first of five public hearings at which the public was invited to provide input
regarding the content of the draft maps and the proposed sequence of elections, and the Board of
Directors considered and discussed the same; and

WHEREAS, on November 28, 2017, as a result of public input on the first four maps, the
District published and made available two additional maps (one for the District’s current
boundaries, one for the proposed new boundaries), both of which divided the District into seven
(7) single-member zeones; and

WHEREAS, on November 29, 2017, at 5:00 p.m., at a special meeting of the Board of
Directors, the District held the second of five duly noticed public hearings at the El Corazon
Senior Center located at 302 Senior Center Drive, Oceanside, CA 92054, at which meeting the

-2-
DOCS 3272446 |
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public was invited to provide input regarding the content of the draft maps and the proposed
sequence of elections, and the Board of Directors considered and discussed the same; and

WHEREAS, on November 29, 2017, at 7:00 p.m., at a special meeting of the Board of
Directors, the District held the third of five duly noticed public hearings at the Carlsbad City
Library located at1775 Dove Lane, Carlsbad, CA 92001, at which meeting the public was invited
to provide input regarding the content of the draft maps and the proposed sequence of elections,
and the Board of Directors considered and discussed the same; and

WHEREAS, on November 30, 2017, at 5:30 p.m., at a special meeting of the Board of
Directors, the District held the fourth of five duly noticed public hearings at the Morris B. Vance
Community Room located at 200 Civic Center Drive, Vista, CA 92084, at which meeting the
public was invited to provide input regarding the content of the draft maps and the proposed
sequence of elections, and the Board of Directors considered and discussed the same; and

WHEREAS, on December 7, 2017, at 3:00 p.m., at a special meeting of the Board of
Directors, the District held the fifth of five duly noticed public hearings at the District assembly
room, at which meeting the public was invited to provide input regarding the content of the draft
maps and the proposed sequence of elections, and the Board of Directors considered and
discussed the same; and

WHEREAS, on March 5, 2018, LAFCO unanimously approved the District’s LAFCO
Resolution of Application for reorganization, which approval modifies the jurisdictional
boundaries of the District; and

WHEREAS, on April 26, 2018, at 3:30 p.m., at a regular meeting of the Board of
Directors, the District held a public hearing on the proposed establishment of Zones pursuant to
Health and Safety Code section 32100.1, and at that hearing, any elector of the District was
permitted to present his or her views and plans in relation to the proposed zoning; and also at that
hearing, the Board selected one of the proposed draft maps previously published and made
available for public comment and consumption for the new jurisdictional boundaries of the
District, and determined a sequence of elections by assigning consecutive numbers to specific
Zones; and

WHEREAS, the purpose of this Resolution is to enact, pursuant to Health and Safety
Code section 32100.1 and Elections Code section 10010, a resolution providing for the division
of the District into seven (7) zones as reflected in Exhibit A to this Resolution, and for the
election of members of the Board of Directors by-zone in the seven single-member zones
reflected in Exhibit A to this Resolution, in furtherance of the California Voting Rights Act of
2001 and in the best interests of the District; and

WHEREAS, in establishing these Zones, the Board of Directors intends to and does
provide for representation in accordance with demographic, including population, and
geographic factors of the entire area of the local hospital district in accordance with Health and
Safety Code section 32100.1; and

WHEREAS, in determining the final sequence of the District elections, the District Board
of Directors gives special consideration to the purposes of the California Voting Rights Act of

23
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2001, and it takes into account the preferences expressed by members of the seven proposed
zones; and

NOW, THEREFORE, this Board of Directors of Tri-City Healthcare District does hereby
resolve:

Section 1. The foregoing recitals are true and correct.

Section 2. The Tri-City Healthcare District is hereby divided into seven (7)
consecutively numbered Zones and the boundaries of the Zones are more particularly described
in Exhibit A, which is attached hereto and incorporated by this reference. Exhibit A also shows
the Zone numbers assigned to each Zone, from one (1) through seven (7).

Section 3. At the November 2018 General Election, three members of the Tri-City
Healthcare District Board of Directors shall be elected on a by-zone basis from the three even-
numbered single-member Zones (specifically, Zones 2, 4, and 6, as such Zones may be
amended), and every four years thereafter. At the General Election in November 2020, four
members of the Tri-City Healthcare District Board of Directors shall be elected from the four
odd-numbered single-member Zones (specifically, Zones 1, 3, 5, and 7, as such Zones may be
amended), and every four years thereafter.

Section 4. Upon implementation of this Resolution and beginning with the
November 2018 General Election, the member of the Board of Directors elected to represent a
Zone must be a resident of the zone from which he or she is elected for 30 days preceding the
date of the election and must be a registered voter in that Zone, and any candidate for the Tri-
City Board of Directors must reside in, and be a registered voter in, the Zone in which he or she
seeks election at the time nomination papers are issued pursuant to Health and Safety Code
section 32100.1 and Elections Code section 201.

Section 5. Termination of residency in a Zone by a member of the Board of Directors
shall create an immediate vacancy for that Zone unless a substitute residence with the Zone is
established within thirty (30) days after the termination of residency.

Section 6. Any vacancy upon the Board shall be filled by appointment by a majority
of the remaining members of the Board of Directors consistent with Health and Safety Code
section 32100.1. The person appointed to fill the vacancy must reside within the Zone left
unrepresented on the Board of Directors. Any person appointed to fill the vacancy shall hold
office for the duration of the unexpired term.

Section 7. Notwithstanding any other provision of this Section, and consistent with
the requirements of Government Code section 36512, the members of the Board of Directors in
office at the time this Resolution takes effect shall continue in office until the expiration of the
full term to which he or she was elected and until his or her successor is elected or appointed,
and sworn in. At the end of the term each member of the Board of Directors, that Board
Director’s successor shall be elected on a by-zone basis in the Zones established in this
Resolution.

DOCS 32724461
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Section 8. The Tri-City Healthcare Board of Directors Board Secretary or designee
shall maintain a map of the District showing the current boundaries and Zone numbers of each
District Zone as may be established and amended from time to time by resolution of the Board of
Directors.

Section 9. If necessary to facilitate the implementation of this Resolution, the Chief
Executive Officer is authorized to make technical adjustments to the District boundaries that do
not substantively affect the populations in the Zones, the demographics in the Zones, eligibility
of candidates, the residence of elected officials within any Zone, and that do not contradict the
intent or terms of the California Voting Rights Act of 2001. The Chief Executive Officer shall
consult with the Board Chair and the District General Counsel concerning any technical
adjustments deemed necessary and shall advise the Board of Directors of any such adjustments
required in the implementation of the Zones.

Section 10. To the extent the terms and provisions of this Resolution may be
inconsistent or in conflict with the terms or conditions of any prior District resolution, motion,
rule, regulation, or bylaw governing the same subject, the terms of this Resolution shall prevail
with respect to the subject matter thereof.

Section 11.  In interpreting this Resolution or resolving any ambiguity, this Resolution
shall be interpreted in a manner that effectively accomplishes its stated purpose.

Section 12, This Resolution shall take effect immediately upon its adoption.

ADOPTED, PASSED AND APPROVED this 26th day of April, 2018, at a regular
meeting of the Board of Directors, at which a quorum was present and acting throughout, at
Oceanside, California, by the following vote:

AYES:
NOES:
ABSTAIN/ABSENT:

By:

Chairperson, Board of Directors
ATTEST:
By:

Secretary, Board of Directors

DOCS 3272446 1

16



RESOLUTION NO. 792

A RESOLUTION OF THE BOARD OF DIRECTORS
OF TRI-CITY HEALTHCARE DISTRICT
CHANGING THE MAILING ADDRESS FOR THE MAIN HOSPITAL PHARMACY
WHEREAS, TRI-CITY HEALTHCARE DISTRICT is a California healthcare district duly organized
and existing under the laws of the State of California, particularly the Local Health Care District Law,
constituting Division 23 of the Health and Safety Code of the State of California, and more particularly,

Health and Safety Code§§ 32000 ef seq.;

WHEREAS, Tri-City Healthcare District, a California local healthcare district, on behalf of Tri-City
Medical Center currently operates an inpatient pharmacy in the basement of Tri-City Medical Center
licensed under the name “Tri-City Hospital" and desires to open and operate an outpatient, retail pharmacy

on the first floor of Tri-City Medical Center;

WHEREAS, the California State Board of Pharmacy (State Board) requires a completed Change of
Permit Application, indicating a change of address for the main hospital pharmacy before the State Board
can process Tri-City's application to license the outpatient retaii pharmacy (License type & numbers: LSE
100104 and HPE 15524) on the main floor of Tri-City Medical Center;

NOW THEREFORE, BE IT RESOLVED:
The Tri-City Healthcare District Board of Directors authorizes the change in the mailing address for

the Main Hospital Pharmacy to:
Tri-City Hospital, Main Pharmacy; 4002 Vista Way, Basement; Oceanside California, 92056

ADOPTED, PASSED AND APPROVED this 26th day of April, 2018, at a regular meeting of the
Board of Directors, at which a quorum was present and acting throughout, at Oceanside, California, by the
following vote:

AYES: Directors:

NOES: Directors:
ABSTAIN/ABSENT: Directors:

James J. Dagostino
Chairperson
ATTEST:

Leigh Anne Grass
Secretary
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Tri-City

L
‘ Medlcal Center
TRI-CITY MEDICAL CENTER

MEDICAL STAFF INITIAL CREDENTIALS REPORT
April 11,2018

Attachment A

INITIAL APPOINTMENTS (Effective Dates: 4/27/2018 - 3/31/2020)

Any items of concern will be “red” flagged in this report. Verification of licensure, specific training, patient
care experience, interpersonal and communication skills, professionalism, current competence relating to
medical knowledge, has been verified and evaluated on all applicants recommended for initial appointment to
the medical staff. Based upon this information, the following physicians have met the basic requirements of
staff and are therefore recommended for appointment effective 4/27/2018 through 3/31/2020:

o HENDERSON, Patrick MD/Teleradiology (StatRad)
° i 1 ] i R
° i leradiol R

ROZENFELD, Michael MD/Teleradiology (StatRad)
» THOMAS, Steven MD/Perinatology (UCSD)

e W RS, Dougla D/Perinatol D

YUH, Theresa MD/Teleradiplogy (StatRad)
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(‘3,)Tr|-C|
Medical Center
TRI-CITY MEDICAL CENTER
MEDICAL STAFF CREDENTIALS REPORT - Part 2 of 3

April 11,2018

Attachment B

The following practitioners were given 6 months from the last reappointment date to complete their
outstanding proctoring. These practitioners failed to meet the proposed deadline and therefore the
listed privileges will automatically expire as of April 30, 2018.

+ EBRAHIMIADIB. Tannaz MD  OB/GYN

REQUEST FOR EXTENSION OF PROCTORING REQUIREMENT

The following practitioners were given 6 months from the last reappointment date to complete their
outstanding proctoring. These practitioners failed to meet the proposed deadline and are approved for
an additional 6 months to complete their proctoring for the privileges listed below. Failure to meet the
proctoring requirement by October 31, 2018 would result in these privileges automatically
relinquishing.

» PASHMFOROQUSH, Mohammad MD Cardjology
e SHAHIDI-ASL, Mahnaz MD Pathology
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(ﬁ Tri-City
Medlcal Center

MEDICAL STAFF

TRI-CITY MEDICAL CENTER
MEDICAL STAFF CREDENTIALS REPORT -1 of 3
April 11, 2018
Attachment B

BIENNIAL REAPPOINTMENTS: (Effective Dates 5/01/2018 -4/30/2020)

Any items of concern will be “red” flagged in this report. The following application was recommended for
reappointment to the medical staff office effective 05/01/2018 through 4/30/2020, based upon
practitioner specific and comparative data profiles and reports demonstrating ongeing menitoring and
evaluation, activities reflecting level of professionalism, delivery of compassionate patient care, medical
knowledge based upon outcomes, interpersonal and communications skills, use of system resources,
participation in activities to improve care, blood utilization, medical records review, department specific
monitoring activities, health status and relevant results of clinical performance:

. ROUD ici iv

o BISHAY d/Internal dicine /Activ

. rvi D rnal
. AD ren 1 ici d Foll
. n I icine /Refer and Fol

» DEVEREAUX, Christopher MD/Gastroenterol Active

o i i ive Affili

* GOMEZ, Denise MD/Internal Medicine /Refer and Follow
® ING, Justin MD/Radiol Activ

o A, Karen MD/General Sur Active

. INS, Meli i ) ivi

. D iol Activ

+ [YENGAR, Radha MD/Pediatrics/Active

« KROENERIohn MD/General and Vascular Surgery/Active
o ELL i ctiv

+ PONEC, Donald MD /Radiol Active
. T I trici raci visi

Page1of2
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‘C‘)) Medlcal Center

TRI-CITY MEDICAL CENTER

MEDICAL STAFF CREDENTIALS REPORT -1 of 3

i

April 11,2018

Attachment B

RESIGNATIONS: (Effective date 4/30/2018 unless otherwise noted)

Automatic Resignation

« PARKER, Sherine MD/Pediatrics

Voluntary:

« KRISHNA, Sheila MD/Dermatology

» RAO, Sanjay MD/Psychiatry

e SALTZ Steven MD/Anesthesiology

e SMITH, Ryan A DO/Cardiology

e TRULLENDER, Brett MD/Emergency Medicine

° m icine

Page 2 0f2
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PR

Medlcal Center
TRI-CITY MEDICAL CENTER

CREDENTIALS COMMITTEE REPORT - Part 3 of 3

TORING RECOMMENDATION

April 11,2018

ffective 4/30/18, unless otherwi

HOKE, Eileen MD Neonatology
LEONARD, Lisa MD OB/GYN

Release from Proctoring:

Attachment C
ifi
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Medlcal Center

TRI-CITY MEDICAL CENTER
INTERDISCIPLINARY PRACTICE COMMITTEE REPORT

April 18, 2018

— — s
o o

Attachment A

INITIAL APPOINTMENTS (Effective Dates: 4/27/2018 - 1/31/2020)

Any items of concern will be “red” flagged in this report. Verification of licensure, specific training, patient
care experience, interpersonal and communication skills, professionalism, current competence relating to
medical knowledge, has been verified and evaluated on all applicants recommended for initial appointment to
the medical staff. Based upon this information, the following physicians have met the basic requirements of
staff and are therefore recommended for appointment effective 4/27/2018 through 1/31/2020:

. REE n
. RE, Brett NP/Psvchia
¢ RE rittany AUD /Audiol
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c’a Tri-City

Medlcal Center
TRI-CITY MEDICAL CENTER

INTERDISCIPLINARY PRACTICE COMMITTEE REPORT - Part 2 of 3
April 18,2018

Attachment B
DDITI PRIV iv 2 1 herwj ifi
The following practitioners requested the following privilege(s) and met the initial criteria for the
privilege(s)

¢ ALLEN, Matthew PA-C Allied Health Professional
¢ BUCKLEY, Alicia OT Allied Health Professional

REQUEST FOR EXTENSION OF PROCTORING REQUIREMENT

The following practitioners were given 6 months from the last reappointment date to complete their
outstanding proctoring. These practitioners failed to meet the proposed deadline and are approved for an
additional 6 months to complete their proctoring for the privileges listed below. Failure to meet the proctoring
requirement by October 31, 2018 would result in these privileges automatically relinquishing.

s KAUR, Manpreet PA-C llied Health Professional
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Tri-City
@P Medlcal Center

TRI-CITY MEDICAL CENTER

INTERDISCIPLINARY PRACTICE REAPPOINTMENT CREDENTIALS REPORT - 1 of 3
April 18,2018

Attachment B
BIENNIAL REAPPRAISALS: (Effective Dates 5/1/2018 - 4/30/2020)

Any items of concern will be "red” flagged in this report. The following application was recommended for
reappointment to the medical staff office effective 5/1/2018 through 4/30/2020, based upon practitioner
specific and comparative data profiles and reports demonstrating ongoing monitoring and evaluation,
activities reflecting level of professionalism, delivery of compassionate patient care, medical knowledge
based upon outcomes, interpersonal and communications skills, use of system resources, participation in
activities to improve care, blood utilization, medical records review, department specific monitoring
activities, health status and relevant results of clinical performance:

. AR Vivi -C/Alli Ith P

. THRI i Au li 1th Prof

s LAFORT 11 P /Allied Health Professional

. { lied Health Professional

. li P i Ith Professional

RESIGNATIONS:

Automatic

® FORD TT /Allied Health Pr ion
Page1lofl
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Medlcal Center

INTERDISCIPLINARY PRACTICE COMMITTEE REPORT - Part 3 of 3

l TRI-CITY MEDICAL CENTER

April 18,2018

Attachment C

PR TORING RECOMMENDATION ffective 4 18, unless otherwise specified

e  HUNT., Chris Teena AuD Allied Health Professigonal

26



Tri-City Medical Center

Allied Health Professional

Nurse Practitioner — Gastroenterology
Standardized Procedures

Approvals

' e
Gastroenterology Division (Signature):<—____ -+~ 4 /q/ 18

Medicine Department (Signature); (\AMM 4/'0., [%

interdisciplinary Practice Committee {Date):

Medical Executive Committee (Date):

Board of Directors (Date):

NP-Gastroenterology
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NURSE PRACTITIONER STANDARDIZED PROCEDURES

TABLE OF CONTENTS

.
V.

V.

Vi

Development, Review and Approval of Nurse Practitioner (NP) Standardized Procedures
Setting and Scope of NP Practice (Functions)

Management of Controlled Substances by the NP

Supervision of the NP by Physician

NP Qualifications — Education and Licensing

Quality Improvement

DEVELOPMENT, REVIEW AND APPROVAL OF NP STANDARDIZED PROCEDURES

Standardized procedures for the NP are developed through colfaboration among physicians,

administration, and nursing, and in compliance with applicable sections of the California Code of

Regulations and the California Business and Professions (B&P) Code.

Standardized procedures are the legal mechanism for the NP to perform functions which
otherwise would be considered the practice of medicine.

Standardized procedures are maintained in the allied professional’s file in the medical staff
office.
a) All standardized procedures will be reviewed every two years, or as needed, and revised
as indicated,

b) Changes made to the standardized procedures are reviewed by and approved by the
Medical Director, the medical Department/Division and applicable Tri-City Medical
Center (TCMC) Medical Staff committees and the Board of Directors.

SETTING AND SCOPE OF NP PRACTICE (FUNCTIONS)

SETTING

The NP may function within any locations operated through Tri-City Medical Center (TCMC)
designated specialty privileges as delineated on the privilege card. The NP is not permitted to
order medications or place orders on a medical record unless they are physically present in
TCMC locations.

SCOPE OF NP PRACTICE (FUNCTIONS)

The Gastroenterology NP will:

a) Assume responsibility for the Gastroenterology care of patients, under written standardized
procedures and under the supervision of the TCMC medical staff member (physician) as
outlined in the TCMC Allied Health Professionals Rules and Regulations.

i) Patients may be seen for the initial medication assessment by the NP with the
agreement and under the supervision of the physician. The NP must consuit the
supervising physician if assessing a medication outside of the NP defined scope of
practice as defined in the standardized procedure. The supervising physician may
choose to perform the initial medication assessment and then assign the NP

NP-Gastroenterology
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responsibility for impiementation and follow through of the plan of care for the
patient, subject to the supervision reguirements of the TCMC medical staff.

b) Admit and discharge patients only with physician order and consultation. Patients are
admitted to, and discharged from, inpatient and outpatient services, with the order of the
supervising physician. Telephone/verbal orders for admission and discharge can be
obtained from the physician and entered by the NP. Telephone orders are systems directed
for physician signature which is required within 48 hours.

¢) Order medications as included in the Medicine Department Cerner Power Plans.

i) The NP will provide an explanation of the nature of the iliness and of the proposed
treatment; a description of any reasonable foreseeable risks, side effects,
interactions with other medications, or discomforts; a description of anticipated
benefits; a disclosure of appropriate alternative procedures or courses of treatment, if
any; and special instructions regarding food, drink, or fifestyles to the patient.

ii) The NP orders the medication and documents the information into the chart and in
the clinical notes.

iii) If a medication needed is not listed on a Power Plan the NP must consult the
supervising physician, document the consultation in the medical record, and place
the order via telephone order communication type for supervising physician co-
signature.

c) Administer medications (including an injectable) as necessary for patient needs. Medication
administration by an NP does not require a standardized procedure.

d) Obtain psychiatric and medical histories and perform overall health assessment for any
presenting problem.

e) Order and interpret specific laboratory studies for the patient as included in the Neurology
Power Plans.

f) Provide or ensure case management and coordination of treatment.

a) Make referrals to outpatient primary care practitioners, and/or Mental Health Physicians for
consultation or to specialized health resources for treatment, as well as any subsequent
modifications to the patient's care as needed and appropriate. Inpatient consultations must
be physician to physician as stipulated in the medical staff bylaws.

h) Document in the patient's medical record, goals, interventions clinical outcomes and the
effectiveness of medication in sufficient detail so that any Practitioner can review and
evaluate the effectiveness of the care being provided.

i) Identify aspects of NP care important for quality monitoring, such as symptom management
and control, health behaviors and practices, safety, patient satisfaction and quality of life.

j) Utilize existing quality indicators or develop new indicators to monitor the effectiveness of
the care provided to the patient.

k) Formulate recommendations to improve mental health care and patient outcomes.

[) Provide patient health education related to medications, psychiatric conditions and health
issues.

m) The PowerPlans for the Gastroenterology are as follows:
e Gl Bleed

NP-Gastroenterology
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¢ Gl Diverticulitis

e Gl H pylori Eradication

e Gl Liver Diagnosis Workup

* Gl Pancreatitis

o Gl Post Endoscopy Inpatient
s Gl Pre Endoscopy Inpatient
* Gl Prophylaxis

MANAGEMENT OF CONTROLLED SUBSTANCES

The NP may furnish non-controlied substances and devises included in the Standardized
Procedure under the supervision of a designated supervising physician.

Definition: controlled substances are defined as those scheduled drugs that have a high

potential for dependency and abuse.

a) Schedule Il through V drugs require successful completion of an Advanced Pharmacology
continuing education course that includes Schedule Il controlled substances based on
standards developed by the California Board of Registered Nursing.

i) This course must be successfully completed prior to the application to the United
States Drug Enforcement Administration (DEA) for a Schedule |1 registration number.

b) When Schedule 1l through V drugs are furnished or ordered by a NP, the controlled
substances shall be furnished or ordered in accordance with a patient-specific Power Plans
approved by the treating or supervising physician and the Department of Medicine.

SUPERVISION BY A PHYSICIAN PURSUANT TO CA BUSINESS AND PROFESSIONS
CODE

Supervision for purposes of this standardized policy is defined as supervision by an MD or DO
for the performance of standardized procedure functions and for the furnishing or ordering of
drugs by a NP pursuant to California (CA) Business & Professions Code.

Each NP will at all times have a supervisory relationship with a specifically identified TCMC
physician member.

No physician shall provide concurrent supervision for more than four NPs.

The Supervisor is not required to be present at the time of the patient assessment/fexamination,
but must be available for collaboration/consultation by telephone.

Ongoing case specific Supervision occurs as needed, with frequency determined by the NP
and/or the Supervisor. The consultation, including recommendations, is documented as
considered necessary by the Supervisor in the clinical record.

a) Additional Supervision occurs as described below under “Quality Improvement.”

Supervisor notification and consultation is obtained under the following circumstances:

4

NP-Gastroenterology
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a)

b)
c)

d)

€)
f)
g)

Emergent conditions requiring prompt medical intervention after stabilizing care has been
started.

Acute exacerbation of a patient's situation,;

History, physical or lab findings that is inconsistent with the clinical formulation or diagnostic
or treatment uncertainty.

Patient refusal to undergo a medical examination or psychiatric evaluation and/or
appropriate medical monitoring.

Upon request of the patient, another clinician or Supervisor.
Upon request of the NP,

The supervising physician will examine the patient on the same day as care is provided by
the NP for non-scheduled patient admissions.

QUALIFICATIONS - EDUCATION AND LICENSING

Education and training:

a)
b)

Master's degree in Nursing from an accredited coliege or university; AND
Completion of an approved Adult, Child, or Family Nurse Practitioner program.

Licenses and Ceriification:

a)

b)
c)
d)

e)

f)

Currently licensed by the State of California Board of Registered Nursing as a Registered
Nurse;

Currently certified by the State of California as a Nurse Practitioner,
Possession of a California State-issued medication Furnishing Number;

Possession of a DEA Number: Issued by the Drug Enforcement Administration the DEA
number is required to prescribe controlled drugs. Drugs and/or devices furnished by the NP
may include Schedule |l through Schedule V controlled substances.

BLS or ACLS in accordance with the specialty requirement.
CNOR Certification, if assisting in surgery.

QUALITY IMPROVEMENT

NPs participate in the identification of problems that may pose harm for patients to facilitate
change and improvement in patient care.

a)
b)
c)
d)

e)

The NP will complete clinical quality review reports when necessary and inform appropriate
personnel.

The NP will note errors or inconsistencies in patient records and intervene to correct and
resolve these.

NP cases referred for peer review shall be evaluated by the Supervisor in conjunction with
the medical staff peer review processes.

The Supervisor conducts an annual review of the NP’s performance, and gives input into the
Annual Performance Evaluation,

The NP will be subject to existing methods of monitoring and quality improvement will be
utilized where appropriate. These methods include, but are not limited to supervision,
medication monitoring and the medical staff peer review process.

5
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2. The NP will maintain and upgrade clinical skills as required to meet professional standards.
a) Documentation of participation in relevant continuing education activities.

VIl.  Practice Prerogatives
1. As determined by the NP — Gastroenterology Privilege Card.

Acknowledgement Statements:

| cerlify as my signature represents below, as a Nurse Practitioner requesting AHP status and clinical
privileges at TCMC that in making this request, | understand and | am bound by these standardized
procedures, the clinical privileges granted, the Medical Staff Bylaws, Medical Staff Rules and
Regulations, and Department Rules and Regulations, and policies of the Medical Staff and TCMC.

As the sponsoring physician, | agree as my signature represents below to accept and provide ongoing
assessment and continuous overview of the Nurse Practitioner's clinical activities described in these
practice prerogatives while in the hospital.

Nurse Practitioner Signature Date

Sponsoring Physician Signature Date

Sponsoring Physician Signature Date

Sponsoring Physician Signature Date

Sponsoring Physician Signature Date

Sponsoring Physician Signature Date
]

NP-Gastroenterology

32



Tri-City Medical Center

Delineation of Privileges
NP - Gastroenterology

Provider Name:

Request

Privliege

Action

S0 Use
On!

Page 1

Initial Criteria:
The nurse practitioners must have the following:
1. Valld, Californla Registered Nurse license;
2. Certlfication by the State of Cailfornia, Board of Registered Nursing as a Nurse Practitioner;
3. Successful completion of a Board of Registered Nursing approved Nurse Practitioner program;
4, Successful completion of the Family, Geriatrlc, or Adult nurse practitioner Credentialing Examination or
equivalent national specialty certification;
5. Furnishing number from the State of California Board of Registered Nursing;
6. Valid, current DEA number and BRN approved 3 hour continuing education course

Proctoring:
First ten (10) cases from this privilege card must be proctored.

The following privileges may be performed by the Nurse Practitioner at Tri-City Medical Center, Including TCMC
outpatient settlngs, in accordance with standardized procedures and protocols.

Initiate admissions {(Note: Patients may only be admitted on the order of a physician)
Perform history and physical examination
Make daily rounds with or without the physician

Manage and treat acute/episodic illnesses, trauma, chronic conditions, infectious disease contacts, routine
gynecological problems, health promation exams and order durable medicat equipment

Common nursing functions of health promotion

General evaluation of health status, including but not limited to ordering laboratory procedures, x-rays,
respiratory therapy, rehabliitation therapies (physical therapy, occupational therapy, and speech therapy)

Order or transmit an order for lab, x-ray, or other studies as appropriate
Furnish medications following the Drugs and Devices protocol as described in the standardized procedures
Recommend therapeutic diets and exercise as indicated by disease process and patient condition

Refer to Specialty Clinics and appropriate health facilltles, agencies, and resources In the community when
indicated

Provide patient education and counseling appropriate to the disease process, patient condition, and procedure
recommended

APPLICANT:

1 agree to exercise only those privileges specifically granted to me. I understand that 1 may not perform any
functions within Tri-City Medical Center that are not specifically approved by the appropriate
Department/Division and the Interdisciplinary Practice Committee.

Print Applicant Name

Applicant Signature

Date

*Note - Applicant is responsible for obtaining Sponsoring Physician’s Signature and completion of below:

Printed on Thursday, April 05, 2018
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Tri-City Medical Center

Delineation of Privileges
NP - Gastroenterology

Provider Name:

Request Prlvilege Action
MS0 Use
On
SPONSORING PHYSICIAN:
As sponsoring physician of this Allied Heaith Professional, I have reviewed the requested privileges and agree
they are appropriate to the capacity in which this Allled Health Professlonal will function. I further agree to be
held responsible for hisfher performance while providing services at Tri-City Medical Center
Print Name of Sponsoring Physician
Sponsoring Physliclan Signature
Date
1 certify that 1 have reviewed and evaluated the applicant's request for clinical privileges and other supporting
infarrnation, and that the recommendations as noted below have been made with alt pertinent factors
considered.
Approval:
Division/Department Signature
Date
Page 2 Printed on Thursday, April 05, 2018
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Tri-City Medical Center

Allied Health Professional

Nurse Practitioner — Neurology
Standardized Procedures

Approvals

Medicine Department (Signature): ‘Mﬁ

Interdisciplinary Practice Committee (Date):

Medical Executive Committee (Date}:

Board of Directors (Date):

NP-Neurology
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NURSE PRACTITIONER STANDARDIZED PROCEDURES

TABLE OF CONTENTS

.
V.

V.

VI.

I

Development, Review and Approval of Nurse Practitioner (NP) Standardized Procedures
Setting and Scope of NP Practice (Functions)

Management of Controlled Substances by the NP

Supervision of the NP by Physician

NP Qualifications — Education and Licensing

Quality Improvement

DEVELOPMENT, REVIEW AND APPROVAL OF NP STANDARDIZED PROCEDURES

Standardized procedures for the NP are developed through collaboration among physicians,
administration, and nursing, and in compliance with applicable sections of the California Code of
Regulations and the California Business and Professions (B&P) Code.

Standardized procedures are the legal mechanism for the NP to perform functions which
otherwise would be considered the practice of medicine.

Standardized procedures are maintained in the allied professional’s file in the medical staff
office.
a) All standardized procedures will be reviewed every two years, or as needed, and revised
as indicated.

b) Changes made to the standardized procedures are reviewed by and approved by the
Medical Director, the medical Department/Division and applicable Tri-City Medical
Center (TCMC) Medical Staff committees and the Board of Directors.

SETTING AND SCOPE OF NP PRACTICE (FUNCTIONS)

SETTING

The NP may function within any locations operated through Tri-City Medical Center (TCMC)
designated specialty privileges as delineated on the privilege card. The NP is not permitted to
order medications or place orders on a medical record unless they are physically present in
TCMC locations.

SCOPE OF NP PRACTICE (FUNCTIONS)

The Neurology NP will:

a) Assume responsibility for the Neurology care of patients, under written standardized
procedures and under the supervision of the TCMC medical staff member (physician) as
outlined in the TCMC Allied Health Professionals Rules and Regulations.

i) Patients may be seen for the initial medication assessment by the NP with the
agreement and under the supervision of the physician. The NP must consult the
supervising physician if assessing a medication outside of the NP defined scope of
practice as defined in the standardized procedure. The supervising physician may
choose to perform the initial medication assessment and then assign the NP
responsibility for implementation and follow through of the plan of care for the
patient, subject to the supervision requirements of the TCMC medical staff.

NP-Neurology
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b)

¢)

g)

h)

)

k)
)

Admit and discharge patients only with physician order and consuitation. Patients are
admitted to, and discharged from, inpatient and outpatient services, with the order of the
supervising physician. Telephonefverbal orders for admission and discharge can be
obtained from the physician and entered by the NP. Telephone orders are systems directed
for physician signature which is required within 48 hours.

Order medications as included in the Medicine Department Cerner Power Plans.

i) The NP will provide an explanation of the nature of the iliness and of the proposed
treatment; a description of any reasonable foreseeable risks, side effects,
interactions with other medications, or discomforts; a description of anticipated
benefits; a disclosure of appropriate alternative procedures or courses of treatment, if
any; and special instructions regarding food, drink, or lifestyles to the patient.

ii) The NP orders the medication and documents the information into the chart and in
the clinical notes.

i) If a medication needed is not listed on a Power Plan the NP must consult the
supervising physician, document the consultation in the medical record, and place
the order via telephone order communication type for supervising physician co-
signature.

Administer medications (including an injectable) as necessary for patient needs. Medication
administration by an NP does not require a standardized procedure.

Obtain psychiatric and medical histories and perform overall health assessment for any
presenting probiem.

Order and interpret specific |laboratory studies for the patient as included in the Neurology
Power Plans.

Provide or ensure case management and coordination of treatment.

Make referrals to outpatient primary care practitioners, andfor Mental Health Physicians for
consultation or to specialized health resources for treaiment, as well as any subsequent
modifications to the patient's care as needed and appropriate. Inpatient consultations must
be physician to physician as stipulated in the medical staff bylaws.

Document in the patient's medical record, goals, interventions clinical outcomes and the
effectiveness of medication in sufficient detail so that any Practitioner can review and
evaluate the effectiveness of the care being provided.

Identify aspects of NP care important for quality monitoring, such as symptom management
and control, health behaviors and practices, safety, patient satisfaction and quality of life.

Utilize existing quality indicators or develop new indicators to monitor the effectiveness of
the care provided to the patient.

Formulate recommendations to improve mental health care and patient outcomes.

Provide patient health education related to medications, psychiatric conditions and health
issues.

m) The PowerPlans for the Neurology are as follows:

¢ Neuro Heparin (Stroke)
o Neuro Intrathecal Medication Trial
¢ Neuro Post Operative Multi Phase

NP-Neurology
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s Neuro Stroke — Hemorrhagic
» Neuro Stroke — Ischemic
¢ Neuro Ventriculostomy (ICP) Management
o Neuro Video EEG Monitoring
MANAGEMENT OF CONTROLLED SUBSTANCES

The NP may furnish non-controlled substances and devises included in the Standardized
Procedure under the supervision of a designated supervising physician.

Definition; controlled substances are defined as those scheduled drugs that have a high

potential for dependency and abuse.

a) Schedule Il through V drugs require successful completion of an Advanced Pharmacology
continuing education course that includes Schedule Il controlled substances based on
standards developed by the California Board of Registered Nursing.

i) This course must be successfully completed prior to the application to the United
States Drug Enforcement Administration (DEA) for a Schedule i registration number.

b) When Schedule |l through V drugs are furished or ordered by a NP, the controlled
substances shall be furnished or ordered in accordance with a patient-specific Power Plans
approved by the treating or supervising physician and the Department of Medicine.

SUPERVISION BY A PHYSICIAN PURSUANT TO CA BUSINESS AND PROFESSIONS
CODE

Supervision for purposes of this standardized policy is defined as supervision by an MD or DO
for the performance of standardized procedure functions and for the furnishing or ordering of
drugs by a NP pursuant to California (CA) Business & Professions Code.

Each NP will at all times have a supervisory relationship with a specifically identified TCMC
physician member.

No physician shall provide concurrent supervision for more than four NPs.

The Supervisor is not required to be present at the time of the patient assessment/examination,
but must be available for collaboration/consultation by telephone.

Ongoing case specific Supervision occurs as needed, with frequency determined by the NP
and/or the Supervisor. The consultation, including recommendations, is documented as
considered necessary by the Supervisor in the clinical record.

a) Additional Supervision occurs as described below under "Quality Improvement.”

Supervisor notification and consultation is obtained under the following circumstances:
a) Emergent conditions requiring prompt medical intervention after stabilizing care has been
started.

b) Acute exacerbation of a patient's situation;

c) History, physical or lab findings that is inconsistent with the clinical formulation or diagnostic
or treatment uncenrtainty.

NP-Neurclogy
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d) Patient refusal to undergo a medical examination or psychiatric evaluation and/or
appropriate medical monitoring.

e) Upon request of the patient, another clinician or Supervisor.

f) Upon request of the NP.

g) The supervising physician will examine the patient on the same day as care is provided by
the NP for non-scheduled patient admissions.

QUALIFICATIONS - EDUCATION AND LICENSING

Education and training:

a) Master's degree in Nursing from an accredited college or university; AND

b) Completion of an approved Adult, Child, or Family Nurse Practitioner program.

Licenses and Certification:
a) Currently licensed by the State of California Board of Registered Nursing as a Registered
Nurse;

b) Currently certified by the State of California as a Nurse Practitioner,
c) Possession of a California State-issued medication Furnishing Number,

d) Possession of a DEA Number: Issued by the Drug Enforcement Administration the DEA
number is required to prescribe controlled drugs. Drugs and/for devices furnished by the NP
may include Schedule li through Schedule V controlled substances.

e) BLS or ACLS in accordance with the specialty requirement.
f) CNOR Certification, if assisting in surgery.

QUALITY IMPROVEMENT

NPs participate in the identification of problems that may pose harm for patients to facilitate

change and improvement in patient care.

a) The NP will complete clinical quality review reports when necessary and inform appropriate
personnel.

b) The NP will note errors or inconsistencies in patient records and intervene to correct and
resolve these.

c) NP cases referred for peer review shall be evaiuated by the Supervisor in conjunction with
the medical staff peer review processes.

d) The Supervisor conducts an annual review of the NP's performance, and gives input into the
Annual Performance Evaluation.

e) The NP will be subject to existing methods of monitoring and quality improvement will be
utilized where appropriate. These methods include, but are not limited to supervision,
medication monitoring and the medical staff peer review process.

The NP will maintain and upgrade clinical skills as required to meet professional standards.
a) Documentation of participation in relevant continuing education activities.

NP-Neurology
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Vil.  Practice Prerogatives
1. As determined by the NP - Neurology Card.

Acknowledgement Statements:

| certify as my signature represents below, as a Nurse Practitioner requesting AHP status and clinical
privileges at TCMC that in making this request, | understand and ) am bound by these standardized
procedures, the clinical privileges granted, the Medical Staff Bylaws, Medical Staff Rules and
Regulations, and Department Rules and Regulations, and policies of the Medical Staff and TCMC.

As the sponsoring physician, | agree as my signature represents below to accept and provide ongoing
assessment and continuous overview of the Nurse Practitioner’s clinical activities described in these
practice prerogatives while in the hospital.

Nurse Practitioner Signature Date

Sponsoring Physician Signature Date

Sponsoring Physician Signature Date

Sponsoring Physician Signature Date

Sponsoring Physician Signature Date

Sponsoring Physiclan Signature Date
7
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Tri-City Medical Center
Delineation of Privileges
NP - Neurology

Provider Name:

Request

Privilege

Action

MSO Use
Only

Page 1

Initial Criteria:

The nurse practitioners must have the following:

1. valid, California Registered Nurse license;

2. Certification by the State of California, Board of Registered Nursing as a Murse Practitioner;

3. Successful completion of a Board of Registered Nursing approved Nurse Practitioner pregram;

4, Successful completion of the Family, Geriatric, or Adult nurse practitioner Credentialing Examination or
equivalent national specialty certification;

5. Furnishing number from the State of California Board of Registered Nursing;

6. Valid, current DEA number and BRN approved 3 hour continuing education course

Proctoring:
First ten (10) cases from this privilege card must be proctored.

The following privileges may be performed by the Nurse Practitioner at Tri-City Medical Center, including TCMC
outpatient settings, in accordance with standardized procedures and protocols.

Facilitate a comprehensive History and Physical exam on elective admissions.
Record and document daily on progress notes

Diagnose and manage Primary Care conditions (e.g., vertigo, shingles, otitis media, chronic conditions, and
health care maintenance)

Evaluate and treat secondary care conditions (e.g., acute onset of seizures, unremitting headache with other
neurological symptoms, TIAs) in conjunction with supervising physician

Evaluate Tertiary Care conditions (e.qg., acute, life-threatening conditions such as CVA, status epilepticus, head
trauma, Myasthenic crises, acute Guillain-Barre) with concomitant notification of and immediate management
by a physician
Trigger point injections
Epley's maneuver
Electromyogram (EMG)

Occiptal nerve block
Lumbar puncture
Botox injections
Vagal Nerve Stimulation (VNS) and baclofen pump programming
Order, or transmit order for, and collect laboratory tests (e.g., CBC, chem panel, urinalysis, basic imaging
studies, MRI, MRA, CAT scans, ESR, VDRL, thyroid studies, B12 levels, coagutation studies, EEG, BAER, VER,
SSEP) as appropriate to Healthcare Management standardized procedures and protocols.

Order or transmit order for diagnostic studies (e.g., EEG telemetry, MRI, spectroscopy, catheter angliography,
and biopstes) in conjunction with the sponsoring physician.

Order or transmit order for therapy (e.g., occupational, speech-language pathology, and physical) and
psychological counseling as part of a treatment plan implemented per Health Care Management standardized
procedures and protocols.

Order, or transmit order for, initiate, and discontinue medications.
Initial: Nurse Practitioner must have a furnishing number and DEA number,

Printed on Wednesday, April 18, 2018
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Order, or transmit order for, initiate, and discontinue medical devices.

APPLICANT;

1 agree to exercise only those services granted to me. I understand that I may not perforr any functions within
Tri-City Medical Center that are not specifically approved by the appropriate Department/Division and the

Interdisciplinary Practice Committee.

Print Applicant Name

Applicant Signature

Date

*Note - Applicant is responsible for obtaining Sponsoring Physician's Signature and completion of below:

SPONSORING PHYSICIAN:

As sponsoring physician of this Allied Heaith Professional, I agree to be held responsible for his/her performance

while providing services at Tri-City Medical Center

Print Name of Sponsoring Physician

Sponsoring Physician Signature

Date

1 certify that I have reviewed and evaluated the applicant’s request for clinical privileges and other supporting
information, and that the recommendations as noted below have been made with all pertinent factors

considered.

Approval:

Division/Department Signature

Date

Printed on Wednesday, April 18, 2018
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Tri-City Medical Center

Allied Health Professional

Nurse Practitioner — Psychiatry Divisionf/CSU
Standardized Procedures

App |
Psy;g;?t; Division (Signature): B‘O . n %] 2?'/ ' %
Medicine Department (Signature): : ’”/2 M: V') QMZA A/O - Z%D/)E

interdisciplinary Practice Committee {Date):

Medical Executive Commiittee (Date):

Board of Directors (Date):

NP-Psychlatry Division/CSU - 03/18
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NURSE PRACTITIONER STANDARDIZED PROCEDURES

TABLE OF CONTENTS
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Development, Review and Approval of Nurse Practitioner (NP) Standardized Procedures
Setting and Scope of NP Practice {Functions)

Management of Controlled Substances by the NP

Supervision of the NP by Physician

NP Qualifications — Education and Licensing

Quality Improvement

DEVELOPMENT, REVIEW AND APPROVAL OF NP STANDARDIZED PROCEDURES

Standardized procedures for the NP are developed through collaboration among physicians,
administration, and nursing, and in compliance with applicable sections of the California Code of
Regulations and the California Business and Professions (B&P) Code.

Standardized procedures are the legal mechanism for the NP to perform functions which
otherwise would be considered the practice of medicine.

Standardized procedures are maintained in the allied professional's file in the medical staff
office.
a) All standardized procedures will be reviewed every two years, or as needed, and revised
as indicated.

b) Changes made to the standardized procedures are reviewed by and approved by the
Medical Director, the medical Department/Division and applicable Tri-City Medical
Center (TCMC) Medical Staff committees and the Board of Directors.

SETTING AND SCOPE OF NP PRACTICE (FUNCTIONS)

SETTING

The NP may function within any locations operated through Tri-City Medical Center (TCMC)
designated specialty privileges as delineated on the privilege card. The NP is not permitted to
order medications or place orders on a medical record unless they are physically present in
TCMC locations.

SCOPE OF NP PRACTICE (FUNCTIONS)

The Psychiatry Division NP will:

a) Assume responsibility for the Psychiatry care of patients, under written standardized
procedures and under the supervision of the TCMC medical staff member {physician) as
outlined in the TCMC Allied Health Professionals Rules and Regulations.

i) Patients may be seen for the initial medication assessment by the NP with the
agreement and under the supervision of the physician. The NP must consult the
supervising physician if assessing a medication outside of the NP defined scope of
practice as defined in the standardized procedure. The supervising physician may
choose to perform the initial medication assessment and then assign the NP
responsibliiity for implementation and follow through of the plan of care for the
patient, subject to the supervision requirements of the TCMC medicat staff.

NP-Psychiatry Oivision/CSU - 03/18
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b) Admit and discharge patients only with physician arder and consultation. Patients are
admitted to, and discharged from, inpatient and outpatient services, with the order of the
supervising physician. Telephone/verbal orders for admission and discharge can be
obtained from the physician and entered by the NP. Telephone orders are systems directed
for physician signature which is required within 48 hours,

¢) Order medications as included in the Psychiatry division Cerner Power Plans.

i) The NP will provide an explanation of the nature of the illness and of the proposed
treatment; a description of any reasonable foreseeable risks, side effects,
interactions with other medications, or discomforts; a description of anticipated
benefits; a disclosure of appropriate alternative procedures or courses of treatment, if
any; and special instructions regarding food, drink, or lifestyles to the patient.

ii) The NP orders the medication and documents the information into the chart and in
the clinical notes.

iii) If a medication needed is not listed on a Power Plan the NP must consult the
supervising physician, document the consultation in the medical record, and place
the order via telephone order communication type for supervising physician co-
signature.

d) Administer medications (including an injectable) as necessary for patient needs. Medication
administration by an NP does not require a standardized procedure.

e) Obtain psychiatric and medical histories and perform averall health assessment for any
presenting probliem.

f) Order and interpret specific laboratory studies for the patient as included in the Psychiatry
division Power Plans.

g) Provide or ensure case management and coordination of treatment.

h} Make referrals to outpatient primary care practitioners, and/or Mental Health Physicians for
consultation or to specialized health resources for treatment, as well as any subsequent
modifications to the patient’s care as needed and appropriate. Inpatient consultations must
be physician to physician as stipulated in the medical staff bylaws.

iy Document in the patient's medical record, goals, interventions clinical outcomes and the
effectiveness of medication in sufficient detail so that any Practitioner can review and
evaluate the effectiveness of the care being provided.

j) Identify aspects of NP care important for quality monitering, such as symptom management
and control, health behaviors and practices, safety, patient satisfaction and quality of life.

k) Utilize existing quality indicators or develop new indicators to monitor the effectiveness of
the care provided to the patient.

I) Formulate recommendations to improve mental health care and patient outcomes.

m) Provide patient heaith education related to medications, psychiatric conditions and health
issues.

n) The PowerPlans for the Psychiatry Division are as follows:
a) CSU Admit Orders by Psychiatry
b) Discharge CSU
¢} ED CSU Emergency Medications

NP-Psychiatry Division/CSU — 03/18



MANAGEMENT OF CONTROLLED SUBSTANCES

The NP may furnish non-controlled substances and devises included in the Standardized
Procedure under the supervision of a designated supervising physician.

Definition: controlled substances are defined as those scheduled drugs that have a high

potential for dependency and abuse.

a) Scheduie ) through V drugs require successful completion of an Advanced Pharmacology
continuing education course that includes Schedule |l controlled substances based on
standards developed by the California Board of Registered Nursing.

i) This course must be successfully completed prior to the application to the United
States Drug Enforcement Administration (DEA) for a Schedule I registration number.

b) When Schedule Il through V drugs are furnished or ordered by a NP, the controlled
substances shall be furnished or ordered in accordance with a patient-specific Power Plans
approved by the treating or supervising physician and the division of Psychiatry.

SUPERVISION BY A PHYSICIAN PURSUANT TO CA BUSINESS AND PROFESSIONS
CODE

Supervision for purposes of this standardized policy is defined as supervision by and MD or DO
for the perfoarmance of standardized procedure functions and for the furnishing or ordering of
drugs by a NP pursuant to California (CA) Business & Professions Code.

Each NP will at all times have a supervisory relationship with a specifically identified TCMC
physician member.

No physician shall provide concurrent supervision for more than four NPs.

The Supervisor is not required to be present at the time of the patient assessment/examination,
but must be available for collaboration/consultation by telephone.

Ongoing case specific Supervision occurs as needed, with frequency determined by the NP
and/or the Supervisor. The consultation, including recommendations, is documented as
considered necessary by the Supervisor in the clinical record.

a) Additional Supervision occurs as described below under “Quality Improvement.”

Supervisor notification and consultation is obtained under the following circumstances:
a) Emergent conditions requiring prompt medical intervention afier stabilizing care has been
started.

b) Acute exacerbation of a patient’s situation;

¢) History, physical or lab findings that is inconsistent with the clinical formulation or diagnostic
or treatment uncertainty.

d} Patient refusal to undergo a medical examination or psychiatric evaluation and/or
appropriate medical monitoring.

e) Upon request of the patient, another clinician or Supervisor.
f) Upon request of the NP.

NP-Psychiatry Division/CSU - 03/18
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g) The supervising physician will examine the patient on the same day as care is provided by
the NP for non-scheduled patient admissions.

QUALIFICATIONS - EDUCATION AND LICENSING

Education and training:
a) Master's degree in Nursing from an accredited college or university; AND

b) Completion of an approved Adult, Child, or Family Nurse Practitioner program.

Licenses and Certification:
a) Currently licensed by the State of California Board of Registerad Nursing as a Registered

Nurse,
b) Currently certified by the State of California as a Nurse Practitioner;
¢) Possession of a California State-issued medication Furnishing Number;

d) Possession of a DEA Number: Issued by the Drug Enforcement Administration the DEA
number is required to preseribe controlled drugs. Drugs and/or devices furnished by the NP
may include Schedule Il through Schedule V controlled substances.

e) BLS or ACLS in accordance with the specialty requirement.
f) CNOR Certification if assisting in surgery.

QUALITY IMPROVEMENT

NPs participate in the identification of problems that may pose harm for patients to facilitate

change and improvement in patient care.

a) The NP will complete clinical quality review reports when necessary and inform appropriate
personnel.

b) The NP will note errors or inconsistencies in patient records and intervene to correct and
resolve these.

¢} NP cases referred for peer review shall be evaluated by the Supervisor in conjunction with
the medical staff peer review processes.

d) The Supervisor conducts an annual review of the NP's performance, and gives input into the
Annual Performance Evaluation.

e} The NP will be subject to existing methods of monitoring and quality improvement will be
utilized where appropriate. These methods include, but are not limited to supervision,
medication monitoring and the medical staff peer review process.

The NP will maintain and upgrade clinical skills as required to meet professional standards.

a) Documentation of participation in relevant continuing education activities.

Practice Prerogatives

1. As determined by the NP — Psychiatry Division Card.

NP-Psychiatry Division/CSU —03/18
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Acknowledgement Statements:

| certify as my signature represents below, as a Nurse Practitioner requesting AHP status and clinical
privileges at TCMC that in making this request, | understand and | am bound by these standardized
procedures, the clinical privileges granted, the Medical Staff Bylaws, Medical Staff Rules and
Regulations, and Department Rules and Regulations, and policies of the Medical Staff and TCMC.

As the sponsoring physician, | agree as my signature represents below to accept and provide ongoing
assessment and continuous overview of the Nurse Practitioner's clinical activities described in these
practice prerogatives while in the hospital.

Nurse Practitioner Signature Date

Sponsoring Physician Signature Date

Sponsoring Physician Signature Date

Sponsoring Physician Signature Date

Sponsoring Physician Signature Date

Sponsoring Physician Signature Date
6
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Tri-City Medical Center

Delineation of Privileges
NP - Psychlatry Division 04/12

Provider Name:
Request Privilege Action

MSO Usa
Only

CRITERIA FOR OBTAINING PRIVILEGES:

The nurse practitioner must have the followling:

1. Masters degree in Nursing from an accredited cotlege or university;

2. Completed an approved Adult, Child, or Family Nurse Practitioner program; OR completed an approved
Master’s level Psychiatric Mental Health Nurse Practitioner Program issued by an accredited college or

unlversity;

3. valid California Registerad Nurse (RN) license;

4. Certification by the State of California, Board of Registered Nursing as a Nurse Practitioner;

5. A Furnishing Number from the State of Californla Board of Registered Nursing;

6. A DEA number fromn the US Department of Justice, Drug Enforcement Agency that Includes Schedule I1

through Schedule V.

Proctoring: Six (6) cases

The following privileges may be performed by the Nurse Practitioner in accordance with standardized
procedures and protocols under supervision of sponsoring physician:

INPATIENT - By selecting this privilege, you are requesting the core privileges listed immediately below. If —_
you do not want any of the core privileges below, strikethrough and initial the privilege(s) you do not want.

Parform a comprehensive psychiatric history and assessment.
Perform a comprehensive medical history and health assessment.

Assume principal responsibility for the psychlatric services required by the patient subject to TCMC
medical staff supervision requirements.

Docurment in patient’s chart (e.g. goals, interventions, clinlcal outcomes}.
MEDICATION MANAGEMENT

Provide the inltial medication assessment with the agreement and under the supervision of the
psychlatrist.

Furnish and administer medications. Documented consult with Furnishing Supervisor and initiation of a
patlent-specific furnishing protocol required when furnishing outside of Parameters for the Use of
Psychoactive Medications.

Document in patient’s chart effectiveness of psychiatric medication.
GENERAL PRIVILEGES
Order and interpret laboratory studies.
Oversee case management and coordination of treatment.
Make referrals as needed (e.g. primary care provider or for specialized consultation).
Provide patient health education.
APPLICANT:
1 agree to exercise only those services granted to me. I understand that I may not perform any functions within

Tri-City Medical Center that are not specifically approved by the appropriate Department/Division and the
Interdisciplinary Practice Committee.

Print Appticant Name

Page 1 *  Printed on Thursday, April 05, 2018
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NP - Psychiatry Division 04/12

Provider Name:

Request

Privilege

Action

MSO Use
Only

Page 2

Applicant Signature

Date

*Nate - Applicant is responsible for obtaining Sponsoring Physiclan's Signature and completion of below:

SPONSORING PHYSICIAN:

As sponsoring physiclan of this Allied Health Professional, 1 agree to be held responsible for his/her performance

while providing services at Tri-City Medlcal Center

Print Name of Sponsoring Physlician

Sponsoring Physlcian Signature

Date

I certify that 1 have reviewed and evaluated the applicant's request for clinicas privileges and other supporting
information, and that the recommendations as noted below have been made with all pertinent factors

considered.

Approval:

Division/Department Signature

Date

Printed on Thursday, Aprll 05, 2018
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Delineation of Privileges
PA - Emergency Medicine 02.2018

Provider Name:

Request

Privilege

Action

MS0 Use
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Page 1

CRITERIA FOR OBTAINING PRIVILEGES:

PAs must:

1. be certified by the National Commission on Certification of Physician Assistants (NCCPA) or be board eligible
and actively pursuing Board Certification as Physician Assistants through the NCCPA. Board certification is
required within two (2) years of appointment and must be maintained at all times.

2. hold a current valid California PA license issued by the Physician Assistant Examination Committee of the
State of California.

GENERAL PATIENT CARE PRIVILEGES (Includes all privileges below through Assist Only
Procedures)
As part of General Patient Care Privileges, all physician assistants are authorized to:
1. Perform occult blood testing
2. Order x-ray, other studies, therapeutic diets, physical/rehab, occupational/speech, and respiratory therapies,
and nursing services unless otherwise indicated,
Initial:
PA may be authorized to perform these privileges when competency is established by the Department of
Emergency Medicine, taking into account training and experience.

Proctoring:
Twenty-five (25) cases of General Patient Care privileges.

Reappointment:
Two-hundred (200) typical General Patient Care cases (100 must be performed at TCMC) per two-year
reappointment cycle.

Take a focused or complete medical history, which will include the Medical Screening Exam, including past
medical, family, social history, review of systems, and performing focused or complete physical exam.

Evaluation, emergency management and triage of neonatal, infants, pediatric, adolescents, adults, and
geriatric patients.

Ordering and/or administration of medicine by all routes (orally, IM, IV, PR, aerosolized, inhaler, other) in the
Department, and by prescription.

ANESTHESTIA CATEGORY (Choose from the procedures below):
Dental nerve block

Nerve blocks

Subcutaneous local anesthetic

CARDIOVASCULAR CATEGORY (Choose from the procedures below):
Taking of EKG and recognition of gross abnormalities

DERMATOLOGY CATEGORY (Choose from the procedures below):
Digital nail removal

Subungual hematoma drainage

Treatment of minor 1st and 2nd degree burns

GASTROENTEROLOGY CATEGORY (Choose from the procedures below):

Printed on Wednesday, April 11, 2018
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Collection of specimen: stool

Digital rectal exam

Hernia reduction

Nasogastric intubtion and gastric lavage

Performance of anoscopy

Removal of foreign bodies from rectum, and other

Thrombosed external hemorrhoids

GENERAL SURGERY CATEGORY (Choose from the procedures below):

Arrest of hemorrhage

Debridement, suture, and care of superficial wounds/lacerations {including facial lacerations)

Incision and Drainage of superficial skin infections, abscess, Bartholin's abscess
Removal of foreign bodies from skin and soft tissue, and other

Removal of sutures

Soft tissue aspiration

IMAGING CATEGORY (Choose from the procedures below})

Taking of EKG and recognition of gross abnormalities

Preliminary interpretation of X-rays

NEUROLOGY / NEUROSURGERY CATEGORY (Choose from the procedures below):
Neurologic examination

Spinal immobilization

ORTHOPEDIC CATEGORY (Choose from the procedures below):

Dislocation management

Emergency fracture management

Measurement of compartment pressures

Splinting/Casting

Strapping and immobilizing of sprains/fractures

OBSTETRICS / GYNECOLOGY CATEGORY (Choose from the procedures below):
Gyn exam

Removal of forelgn bodies from vagina, and other

Printed on Wednesday, April 11, 2018

52



Tri-City Medical Center

Delineation of Privileges
PA - Emergency Medicine 02.2018

Provider Name:

Reguest Privilege Action
MS0 Use
Only
— Incision and drainage of Bartholin’s abscess ==
—_ Performance of pelvic exam and pap smear =
OPHTHALMOLOGY CATEGORY (Choose from the procedures below):
N Measure intraocular pressure (Tonometry) ot
— Ocular irrigation picr i
—_ Ophthalmic, visualization of fundus -
- Removal of foreign bodies from eyes, and other D
I Slit lamp examination e
OTOLARYNGOLOGY CATEGORY (Choose from the procedures below):
N Removal of impacted cerumen —
—_— Collection of specimens: nasopharyngeal and throat Pl
— Removal of foreign bodies from ear, nose, throat, other e
- Nasal cautery —
— Anterior nasal packing for epistaxis o
e Performance of otoscopy and nasoscopy =
ok Peritonsillar abscess drainage —
RESPIRATORY CATEGORY {Choose from the procedures below):
_— Drawing ABGs and interpretation rE i
R Bronchodilatar treatment —
A BVM ventilation o
UROLOGY CATEGORY (Choose from the procedures below)
— Catheterization and routine urinalysis T
—_— Management of urinary retention s
i Suprapubic cystotomy placement —_—
VASCULAR ACCESS CATEGORY (Choose from the procedures below)
A Arterial puncture s
Ll Drawing of venous blood from peripheral site and peripheral IV placement 32
ASSIST ONLY PRIVILEGES (Choose from the procedures below):
S Blood transfusion, assist o
Page 3 Printed on Wednesday, April 11, 2018

53



Tri-City Medical Center

Delineation of Privileges
PA - Emergency Medicine 02.2018

Provider Name:

Request

Privilege

Action

M5S0 Use
Only

Page 4

Cardioversion/defibrillation, assist

Emergency childbirth, assist

Emergency C-section, assist

Open thoracotomy, assist

Pericardiocentesis, assist

Performing CPR, assist

Starting thrombolytic medication, assist

Surgical airway placement, assist

Transthoracic and transcutaneous pacing, assist
PROCEDURAL PRIVILEGES - PROCTORING REQUIRED:
Initial: PA may be authorized to perform these procedures when competency Is established by the Department

of Emergency Medicine, taking into account training and experience. See additional privilege-specific criteria
below.

Proctoring: Three (3) cases of g_a;h DrOCEdeE‘—MHFEFHiEEﬂHﬁfHF—EHBFBEEﬂEEEEﬂﬁE—ﬂ&FEEEH%EﬁHhEFE
Ay LRI OR-oF R

versa}. Thereafter, supervising physician must be physlcally present in the Emergency Department before the
procedural privileges can be carried out.

Reappointment: Included in the above required two-hundred (200) typical General Patient Care cases (100
must be performed at TCMC)

Arterial line access

Arthrocentesis

Central IV access, includes midline catheters

Initial: Emergency Uitrasound privileges must be held by the PA in order to be eligible for Central 1V access
privileges in a non-"assist only” role,

Endotracheal intubations

intraossecus line placement, in adults and infants/children

Lumbar puncture

Reduction of major joints

Repair of complex lacerations

Paracentesis

Initial: Emergency tltrasound prlwleges must be held by the PA in order to be eligible for Thoracentesus or

Paracentesis privileges in @ non-"assist only” role.

Thoracentesis-and-paracentess

Initial: Emergency Ultrasound privileges must be held by the PA in order to be eligible for Thoracentesis or
Paracentesis privileges in a non-"assist only” role.
Tube/needle thoracostormy

EMERGENCY ULTRASONOGRAPHY (Per Medical Staff Policy B710-522)

Printed on Wednesday, April 11, 2018
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Limited abdominal ultrasonography

Ultrasound guidance for approved procedures

Limited obstetrical ultrasonography

APPLICANT:

1 agree to exercise only those services granted to me. [ understand that [ may not perfarm any functions within

Tri-City Medical Center that are not specifically approved by the appropriate Department/Division and the
Interdisciplinary Practice Committee.

Print Applicant Name

rppllcant Signature

Date
*Note - Applicant is responsible for obtaining Sponsoring Physician's Signature and completion of below:
SPONSORING PHYSICIAN:

As sponsoring physician of this Allied Health Professional, I agree to be held responsible for his/her performance
while providing services at Tri-City Medical Center

Print Name of Sponsoring PhysEi;rT

Sponsoring Physician Signature

Date

I certify that I have reviewed and evaluated the applicant's request for clinical privileges and other supporting
information, and that the recommendations as noted below have been made with all pertinent factors
considered.

Approval:

Division/Department Signature

Date

Printed on Wednesday, April 11, 2018
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‘ Tri-City

Medlcal Center
CONTINUING MEDICAL EDUCATION
MISSION STATEMENT
2045-20162018-2019

Tri-City Medical-GentersHealthcare District's purpose is to support, foster, and direct
comprehensive, cost-effective, high quality patient care.

As an accredited provider of Continuing Medical Education (CME), we provide quality
educational opportunities that increase clinical awareness of illness and disease among
potentially high-risk populations and enhance the knowledge base and clinical competency of
physicians affiliated with Tri-City Medisal-CenterHealthcare District. At F&METCTD, we enable
our physicians to practice more effectively and efficiently in our community.

The expected resulis of Tri-City Medieal CentersHealthcare District's CME Program are
improved physician performance and competence with the goal of producing better patient
outcomes. A variety of outcomes assessments willmay be used to collect and analyze data.
Assessment tools include a post-knowledge assessment through evaluation as-well-as-and may
include follow up surveys as to specific changes in practice. In some activities, a pre-post
assessment or patient outcome data may be utilized. The results of the findings from multiple
methodologies will be used as an educational needs assessment for future CME activities and
overall CME Program improvement.

The CME mission is congruent to the mission statement of Tri-City Medical-GenterHealthcare
District in its commitment to promote an organization-wide commitment to quality of care, on-
going performance improvement, education, and the evaluation of outcomes that enhance our
patient care.

CME Committee Approval 12/06, 4/08, 10/09; 07/12; 5/13; 8/14; 10/15_1/2018
Medical Executive Approval 11/09; 8/12; 6/13; 9/14;
Board Approval 12/09; 8/12; 6/13; 914

s.\medstaffimedical executive committee\2018 mec agendas & minutes'4.23.2018\apenimission statement - cme_2018-2013 draft.doc
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TRI-CITY MEDICAL CENTER
HUMAN RESOURCES COMMITTEE
OF THE BOARD OF DIRECTORS

April 10, 2018
Voting Members Present: Chair Cyril Kellett, Director Rosemarie Reng, Director Leigh Anne Grass, Gwen Sanders, Joe Quince
Non-Voting Members Present: Steve Dietlin, CEQ; Scott Livingstone, COO; Sharon Schultz, CNE; Esther Beverly, VP of HR; Susan Bond,
General Council
Others Present: Director Laura Mitchell
Members Absent: Dr. Gene Ma; Dr. Hamid Movahhedian; Dr. Victor Souza; Carios Cruz, COO
. ' . Action Person(s)
jopic e Follow-up Responsible
1. Call To Order/Opening Chair Kellett called the meeting to order at 12:32 p.m. Chair Kellett
Remarks
2. Approval of Agenda Chair Kellett called for a motion to approve the Chair Kellett
agenda of April 10, 2018. Director Reno moved to
approve and Director Grass seconded the motion.
The motion was carried unanimously.
3. Public Comments — Chair Kellett read the paragraph regarding comments Chair Kellett
Announcement from members of the public.
4. Ratification of Minutes Chair Keliett called for a motion to approve the Chair Kellett
minutes of the October 10, 2017 meeling. Director
Reno moved to approve and Director Grass
seconded the motion. The motion was carried
unanimously.
Old Business None
6. New Business
a. B.O.D Dashboard- Informational review of HCAHPS Stakeholder Chair Kellett
Human Resources Committee 1 April 10, 2018



Administrative Policies
403- Discrimination,

Harassment & Retzliation
Prevention Policy

455- Confidentiality

The Committee reviewed Policy 8610-403. Director
Reno called for a motion to send Policies 8610-403 to
the Board of Directors for approval. Director Grass
moved and Director Kellet seconded the motion. The
motion was carried with majority vote, Gwen Sanders
opposing.

The Committee reviewed Policy 8610-455. Director
Reno called for a motion to send Policies 8610-455 to
the Board of Directors for approval. Director Grass
moved and Director Kellet seconded the motion. The
motion was carried with majority vote, Gwen Sanders
opposing.

Policy 8610-403 to be sent
to Board of Directors for
approval.

Policy 8610-455 to be sent
to Board of Directors for
approval.

. e i Action Person(s)
RSpic HEEEETE Follow-up Responsible
“Stakeholder Experience” | Experience. Tri-City currently utilizes Press Ganey for _
HCAHPS, contract ending in June. Administration is
reviewing companies and may switch back to
National Research Health (NRC).
. Consideration to appoint | Chair Kellett called for a motion to approve Gwen Chair Kellett
Gwen Sanders to a Sanders to a second term on the Employee Fiduciary
second term on the Retirement Subcommittee. Director Grass moved to
Employee Fiduciary approve and Director Reno seconded the motion. The
Retirement Subcommittee | motion was carried unanimously.
Review HR Metrics- Quinn Abler, Director of Compensation and Benefits Esther Beverly
Quinn Abler, Director of presented the HR Metrics and reviewed employment
Compensation and year to date data and turnovers.
Benefits
Key Grievance/ER-LR Esther Beverly, VP of HR presented the Employee Esther Beverly
Data Relations Grievances for 2017 Q2 and 2018 Q3
broken out by SEIU, CNA, and Fair Treatment and
clarification of the grievance process.
Review and Discussion of Esther Beverly

Human Resources Committee

April 10, 2018
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. < = Action Person(s)
Toplc BT Follow-up Responsible
485- Hiring and The Committee reviewed Policy 8610-485. Director Policy 8610-485 to be
Employment; Screening Reno called for a motion to send Policies 8610-485 to | reviewed by Susan Bond
Current Employees the Board of Directors for approval. Director Grass and sent to Board of
moved and Director Kellet seconded the motion. The | Directors for approval if no
motion was carried with majority vote, Gwen Sanders | changes.
opposing.
Review policy changes vs.
no-changes at next
committee meeting under
Old Business.
7. Work Plan The current 2018 Work Plan was reviewed and Chair Kellett
discussed.
8. Committee Communications | Director Reno gave a positive summary of Fiduciary Chair Kellett
Plan and discussion on California moving towards
regulating all registration fees for hospitals.
9. Date of Next Meeting July 10, 2018 Chair Kellett
10. Adjournment Chair Kellett adjourned the meeting at 12:59 p.m. Chair Kellett
Human Resources Commitiee 3 April 10, 2018
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A. POLICY:

1.

2.

Equal Employment Opportunity

a.

Tri-City Healthcare District (“TCHD”) is committed to equal employment
opportunity and to compliance with federal antidiscrimination laws. We also
comply with California law, which prohibits discrimination and harassment
against employees, applicants for employment, individuals providing services in
the workplace pursuant to a contract, unpaid interns and volunteers based on
their actual or perceived: race, religious creed, color, national origin, ancestry,
physical or mental disability, medical condition, genetic information, marital
status (including registered domestic partnership status), sex and gender
(including pregnancy, childbirth, lactation and related medical conditions), gender
identity and gender expression (including transgender individuals who are
transitioning, have transitioned, or are perceived to be transitioning to the gender
with which they identify), age (40 and over), sexual orientation, Civil Air Patrol
status, military personnel and veteran status and any other consideration
protected by federal, state or local law (collectively referred to as “protected
characteristics”).

For purposes of this policy, discrimination on the basis of "national origin" also
includes discrimination against an individual because that person holds or
presents the California driver's license issued to those who cannot document
their lawful presence in the United States. An employee's or applicant for
employment's immigration status will not be considered for any employment
purpose except as necessary to comply with federal, state or local law. Our
commitment to equal opportunity employment applies to all persons involved in
our operations and prohibits unlawful discrimination and harassment by any
employee, including supervisors and co-workers.

TCHD will not tolerate discrimination or harassment based upon these protected
characteristics or any other characteristic protected by applicable federal, state or
local law. TCHD also does not retaliate or otherwise discriminate against
applicants or employees who request a reasonable accommodation for reasons
related to disability or religion.

Prohibited Harassment

TCHD is committed to providing a work environment that is free of illicit
harassment based on any protected characteristics. As a result, TCHD maintains a
strict policy prohibiting sexual harassment and harassment against employees,
applicants for employment, individuals providing services in the workplace
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pursuant to a contract, unpaid interns or volunteers based on any legally-
recognized basis, including, but not limited to, their actual or perceived race,
religious creed, color, national origin, ancestry, physical or mental disability,
medical condition, genetic information, marital status (including registered
domestic partnership status), sex and gender (including pregnancy, childbirth,
lactation and related medical conditions), gender identity and gender expression
(including transgender individuals who are transitioning, have transitioned, or are
perceived to be transitioning to the gender with which they identify), age (40 or
over), sexual orientation, Civil Air Patrol status, military and veteran status,
immigration status or any other consideration protected by federal, state or local
law. For purposes of this policy, discrimination on the basis of "national origin"
also includes harassment against an individual because that person holds or
presents the California driver's license issued to those who cannot document
their lawful presence in the United States. All such harassment is prohibited.
This policy applies to all persons involved in our operations, including coworkers,
supervisors, managers, temporary or seasonal workers, agents, clients, vendors,
customers, or any other third party interacting with TCHD (“third parties™) and
prohibits proscribed harassing conduct by any employee or third party of TCHD,
including nonsupervisory employees, supervisors and managers. If such
harassment occurs on TCHD’s premises or is directed toward an employee or a
third party interacting with TCHD, the procedures in this policy should be
followed.
i Sexual Harassment Defined

1) Sexual harassment includes unwanted sexual advances, requests

for sexual favors or visual, verbal or physical conduct of a sexual
nature when:

a) Submission to such conduct is made a term or condition of
employment; or

b) Submission to, or rejection of, such conduct is used as a
basis for employment decisions affecting the individual; or

c) Such conduct has the purpose or effect of unreasonably

interfering with an employee's work performance or creating
an intimidating, hostile or offensive working environment.
2) Sexual harassment also includes various forms of offensive
behavior based on sex and includes gender-based harassment of a
person of the same sex as the harasser. The following is a partial

list:

a) Unwanted sexual advances.

b) Offering employment benefits in exchange for sexual favors.
c) Making or threatening reprisals after a negative response to

sexual advances.

d) Visual conduct: leering; making sexual gestures; displaying
sexually suggestive objects or pictures, cartoons, posters,
websites, emails or text messages.

e) Verbal conduct: making or using derogatory comments,
epithets, slurs, sexually explicit jokes, or comments about an
employee's body or dress.

f) Verbal sexual advances or propositions.

g) Verbal abuse of a sexual nature; graphic verbal commentary
about an individual's body; sexually degrading words to
describe an individual; suggestive or obscene letters, notes
or invitations.

h) Physical conduct: touching, assault, impeding or blocking
movements.
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i) Retaliation for reporting harassment or threatening to report
sexual harassment.

3) An employee may be liable for harassment based on sex even if the
alleged harassing conduct was not motivated by sexual desire. An
employee who engages in unlawful harassment will be personally
liable for harassment even if TCHD had no knowledge of such
conduct. TCHD cannot be liable for harassment complaints if it has
not been brought to the attention of the employee’s supervisor,
Human Resources Department (HR) and/or the Compliance
Department. Any harassing conduct must be reported through the
appropnate channels mmmumge&dahag—m-t#te-we;kplase-
proper-channels: TCHD discourages romantic or sexual
relationships between co-workers because such relationships tend
to create compromising conflicts of interest or the appearance of
such conflicts. In addition, such a relationship may give rise to the
perception by others that there is favoritism or bias in employment
decisions affecting the staff employee which is prohibited. If a
relationship exist that creates harassment or a conflict of interest, it
must be reported to the supervisor, HR or the Compliance
Department.

iii. Other Types of Harassment

1) Harassment on the basis of any legally protected characteristic, as
identified above, is prohibited. Prohibited harassment may include
behavior similar to the illustrations above pertaining to sexual
harassment. This includes conduct such as:

a) Verbal conduct including threats, epithets, derogatory
comments or slurs based on an individual’s protected
characteristic;

b) Visual conduct, including derogatory posters, photographs,
cartoons, drawings or gestures based on protected
characteristic; and

c) Physical conduct, including assault, unwanted touching or
blocking normal movement because of an individual's
protected characteristic.

3. Abusive Conduct Prevention
a. It is expected that TCHD and persons in the workplace perform their jobs
productively as assigned, and in a manner that meets all of managements’
expectations, during working times, and that they and refrain from any malicious,
patently offensive or abusive conduct including but not limited to conduct that a
reasonable person would find offensive based on any of the protected
characteristics described above. Examples of abusive conduct include repeated
infliction of verbal abuse, such as the use of malicious, derogatory remarks,
insults, and epithets, verbal or physical conduct that a reasonable person would
find threatening, intimidating, or humiliating, or the intentional sabotage or
undermining of a person's work performance.
4. Protection against Retaliation
a. Retaliation is prohibited against any person by another employee or by TCHD for

using TCHD'’s complaint procedure, reporting proscribed discrimination or
harassment or filing, testifying, assisting or participating in any manner in any
investigation, proceeding or hearing conducted by a governmental enforcement
agency. Prohibited retaliation includes, but is not limited to, termination,
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demotion, suspension, failure to hire or consider for hire, failure to give equal
consideration in making employment decisions, failure to make employment
recommendations impartially, adversely affecting working conditions or otherwise
denying any employment benefit.

5. Discrimination, Harassment, Retaliation and Abusive Conduct Complaint Procedure

Any employee who believes that he or she has been harassed, discriminated
against, or subjected to retaliation or abusive conduct by a co-worker, supervisor,
agent, client, vendor, customer, or any other third party interacting with TCHD in
violation of the foregoing policies, or who is aware of such behavior against
others, should immediately provide a written or verbal report to his or her
supervisor, any other member of management, HR or the Compliance Department
either directly, or through the Compliance Hotline. Employees are not required to
make a complaint directly to their immediate supervisor, but they must report any
conduct to the HR or Compliance Department. Supervisors and managers who
receive complaints of misconduct must immediately report such complaints to the
HR and/or the Compliance Department, who will attempt to resolve issues
internally. When a report is received, TCHD will conduct a fair, timely, thorough
and objective investigation that provides all parties appropriate due process and
reaches reasonable conclusions based on the evidence collected. TCHD expects
all employees to fully cooperate with any investigation conducted by TCHD into a
complaint of proscribed harassment, discrimination or retaliation, or regarding the
alleged violation of any other TCHD policies. TCHD will maintain confidentiality
surrounding the investigation to the extent possible and to the extent permitted
under applicable federal and state law.

Upon completion of the investigation, TCHD will communicate its conclusion as
soon as practical. If TCHD determines that this policy has been violated, remedial
action will be taken, commensurate with the severity of the offense, up to and
including termination of employment. Appropriate action will also be taken to
deter any such conduct in the future,

- =1

All employees, regardless of their positions, are covered by and are expected to
comply with this policy and to take appropriate measures to ensure that
prohibited conduct does not occur. Appropriate disciplinary action will be taken
against any employee who violates this policy. Based on the seriousness of the
offense, disciplinary action may include verbal or written reprimand, suspension
or termination of employment.

TCHD mandates that if any employee feels they are being harassed in any way,
the employee must make a formal written complaint with HR and/or the
Compliance Department. If an alleged victim does not report timely, TCHD cannot
be held responsible for any alleged bad conduct. TCHD will courteously treat any
person who invokes the complaint procedure, and will handle all complaints
swiftly and confidentially to the extent possible in light of the need to take
appropriate corrective action. Lodging a complaint will in no way be used against
the employee or have an adverse impact on the individual’s employment status.
Because of the damaging nature of harassment to the victims and the alleged
violator, and to the entire workforce, aggrieved employees are strongly urged to
report immediately so that an immediate investigation can take place. However,
filing groundless or malicious complaints is an abuse of this policy and will be
treated as a violation. No formal action will be taken against any person under this
policy unless HR and or the Compliance Department has received a written and
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signed complaint containing sufficient details to determine if the policy may have

been violated.

B. EXTERNAL LINK(S):
1. Equal Employment Opportunity Commission https://iwww.eeoc.qov/
2, California Department of Fair Employment and Housing https://www.dfeh.ca.qov/

C. REFERENCE(S):

1. California Fair Employment and Housing Act, FEHA §§ 12900 - 12996 (1959).
2, Title VII of the Civil Rights Act, Pub L. §§ 88 - 352 (1964).
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A PURPOSE:
1. To ensure confidential patient and employee information is protected in accordance with Tri-City

Healthcare District’s (TCHD) legal and ethical responsibilities.

B. SCOPE:
A-1.  This policy applies to all of TCHD’s Workforce Members to whom TCHD Confidential
Information is disclosed and whose conduct in the performance of work for TCHD is under

the direct control of TCHD or its employees, whether or not they are paid by TCHD.

?.C. DEFINITION{S):

1. Business Associate: Non-employee relationships where a person or entity performs duties,
functions or any other activity on behalf of TCHD, that will or may involve the access and use
of any Confidential Information. This agreement will provide for protection of Confidential
Information in accordance with State and Federal law.

+2. Confidential Patient Information: Any information about a patient including medical treatment, medical
condition, and diagnoses, any demographic information, collected from an individual that (a) is
created or received by a health care provider, health plan, employer or health care clearinghouse;
and (b) relates to the past, present, or future physical or mental health or condition of an individual,
the provision of health care to an individual, or the past, present, or future payment for the provision
of health care to an individual and that identifies the individual or with respect to which there is a
reasonable basis to believe that the information can be used to identify the individual. Confidential
Patient Information includes patient identifiable information.

2:3.  Confidential Personnel Information: Any information related to an employee, including social security
number, home address, telephone numbers, emergency contacts, life insurance coverage and
beneficiaries, benefits, salary or wages, resumes and applications for employment, reviews,
warnings, and/or disciplinary action, and any other form or document found in an employee’s
personnel file.

34. Confidential Employee Medical Information: Any medical information relating to an employee
including health insurance application form, life insurance application form, requests for medical
leave, personal accident reports, worker's compensation reports, OSHA injury or illness reports, and
any other form or document which contains private medical information related to a specific
employee, and any other form or document found in an employee’s personnel file.

4.5. TCHD Proprietary and Confidential Information: Information and physical material not generally
known or available outside TCHD and information and physical material entrusted to TCHD in
confidence by third parties. Examples includes, but are not limited to Confidential Patient Information,
Confidential Employee Information, Confidential Employee Medical Information, TCHD’s financial
information, company competitive information, TCHD-developed intellectual property, business e-
mail messages, and information about TCHD's affiliates, vendors and suppliers.
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cD.

&:6.

&-7.

Confidential Information: Confidential Patient Information, Confidential Personnel Information,
Confidential Employee Medical Information, and TCHD Proprietary and Confidential Information shall
be collectively referred to as “Confidential Information” for the purposes of this policy.

Workforce Members: Includes employees, non-employees (volunteers, contractors, students, and
vendors), physicians (including residents and physician assistants), and physician’s employees
providing services at TCHD.

POLICY:

1.

4-5.

5-6.

Workforce Member Responsibility: TCHD’s Workforce Members shall be responsible for

maintaining the confidentiality of all Confidential Information entrusted to it and for reporting

known or suspected unauthorized use, access or disclosure of Confidential Information.

Minimum responsibilities include:

a. Understanding and following policies and department specific procedures appropriate to
individual role and responsibilities.:

b Protecting information from unauthorized access, use, disclosure and transmission.;

c. Maintaining safeguards for protection of information.;

+d. Reporting and/or securing Confidential Information found unattended or unsecured.;

d-e. Reporting individuals who share passwords or who use other’s passwords and/or access
codes.

Confi dentrallty Statement Access to TCHD s lnformatlon systems and any Conf dentaal Informatlon
is contingent upon execution of a Confidentiality Acknowledgement Agreement Form (*“CAAFZ)
upon hire, appointment or initiation of service. The CAAF, which may be amended at TCHD's
discretion, is available on the shared drive and its terms are fully incorporated as if set forth
separately herein.

Minimum Disclosures Necessary: When using, disclosing or requesting Confidential Information,
reasonable efforts must be made to limit the amount of protected health information (PHI)
disclosed to be the minimum amount of information necessary to accomplish the requestor's
intended purpose. This restriction does not apply to disclosing medical records for treatment. This
requirement will be incorporated into all policies and processes that are established for access, use
and/or disclosure of Confidential Information.

Business Associate Agreements: A Business Associate Agreement is required in non-employee
relationships where a person or entity performs duties, functions or any other activity on behalf
of TCHD, that will or may involve the access and use of any Confidential Information. This
agreement will provide for protection of Confidential Information in accordance with State and
Federal law. The TCHD leader (for purposes of this policy, defined as manager or higher)
that oversees the work of the Business Associate must ensure that a Business Associate
Agreement has been executed.

Safeguarding of Information: Confidential Information collected, generated, and/or stored by
TCHD shall be maintained in such a manner as to prevent its unauthorized disclosure.
Disclosure of Confidential Information shall be restricted to those who possess a need to know
those who have been authonzed to know or as rnay be requured by State and/or Federal Law
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6-7. Prohlblted UsesIDlsclosures of Conf' dentlal Infonnatlon
a. Not Meeting Minimum Use Necessary Standard: Viewing or obtaining information not
needed for job completion (regardless of the medium of storage) constitutes
unauthorized disclosure of that information and a violation of this policy.
b. Examples of Prohibited Uses/Disclosures: TCHD characterizes as unacceptable any

aclivity
i.

vi.

vil.

viil.

through which an individual:

Allows or participates in access, use or disclosure of Confidential Information not

needed for his or her job.

Removes Confidential Information, including medical records.

Without authorization, deletes, shreds, destroys, alters, dismantles, disfigures,

prevents rightful access to or otherwise interferes with the integrity of Confidential

Information and/or information resources.

Obtains information outside of approved channels without obtaining documented

authorization to access such information.

Accesses one’s own medical record in the electronic medical record. Use of the

patient portal is the acceptable way to review one's medical record; other access

i considered a breach.

1) The individual may visit the Registration or Medical Records department
to sign up for the patient portal.

Discloses Confidentia! Information, regardless of intent, in any form, including

verbal, written or electronic, to:

1) Individuals not involved in the care or treatment of TCHD patients;

2) Individuals who are involved or know the patient but have no need to
know the information; or

Discloses Confidential Information in a setting where that information could be

overheard by individuals who have no need to know, for example in elevators,

lobbies, waiting rooms, hallways, dining rooms, etc.

Discloses Confidential Personnel and/or Employee Medical Information to any

third party, whether or not a TCHD employee, who does not have a legitimate

need to know such information.

1) A legitimate need to know such information may arise in connection with,
and including but not limited to disciplinary actions to be taken against an
employee, an employee's own emergency, and/or efforts to obtain
treatment or care for an employee.

Allows the use or disclosure of Confidential Information in a setting where

information can be read or transferred from an unattended computer monitor or

in violation with TCHD's Acceptable Use of Information and Computlng

Resources Policy-

8. Termination of Employment: Individuals whose relationship with TCHD terminates (whether
voluntarily or involuntarily) will continue to be obligated to maintain confidentiality as defined in

this policy and

as provided for in the CAAF. Individuals must surrender all of the following in
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their custody or control no later than the last day of employment or other affiliation with

TCHD:

a. Access keys;

b. Access codes—and

+c. returrary-Originals or copies of documents containing Confidential Information in-their

E. PROGESSPROCEDURE:
8-1. Supervisor Responsibility:

b-a. Determine appropriate levels of access to Confidential Information for all of TCHD’s
Workforce to ensure adequate performance of duties while ensuring the minimum
disclosures necessary to achieve this objective.

&h. Establish safeguards to protect privacy and security of information.

d-c. Evaluate the need for Business Associate Agreements as appropriate.

e-d. Know and follow procedures to report unauthorized disclosures of Confidential
Information and other violations.

-e.  Adhere to Human Resource policies for disciplinary action.

gf.  Establish consistent procedures for appropriate disposal of documents or items
containing Confidential Information.

h-g. Periodic monitoring of compliance with TCHD policies pertaining to confidentiality,
privacy and security.

i-h.  Provide on-going education and training on privacy and security policies and procedures.

Fi. Notify the appropriate departments of the termination of employment or relationship of
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any Workforce member.

8:2. Workforce Member Responsibility:

a. Completion of CAAF: Each member of TCHD's Workforce shall execute the CAAF as
follows:
48:i.  Upon hire/credentialingfinitiation of service (volunteers and contracted).
H-ii. With each employee performance evaluation or credentialing renewal.
B:b. CAAF Document Retention: Executed CAAFs shall be maintained in files in either Human
Resources Department or Medical Staff Services as appropriate.
+i. CAAFs for students shall be maintained in the Education Department.
Zii.  CAAFs for volunteers shall be maintained in the Auxiliary Department.
b.c. Reporting of Suspected Violations: All members of TCHD's Workforce must report
suspected violations of confidentiality through the existing compliance reporting channels:
&i. Supervisor;
d-ii. Quality Review (QRR) Report;
e-ii. Patient Representative;
fiv. TCHD Values Line;
3v.  TCHD Privacy Officer; and/or
4wvi. Human Resources
E-d. Application of Standard Safeguards: All members of TCHD's Workforce must apply
standard safeguards to work processes, including:
| 4. Limiting unauthorized persons from viewing, accessing or having access to
Confidential information whether in hard copy, electronic form or in any other
format.;
l 2ii.  Limiting the display of patient names to first and last initials or first name and last
initials on white boards used for patient tracking, in public view.,
3-iii.  Limiting exposure of patient’'s name and other Confidential Information to public
view,
‘ 4:iv. Preventing Confidential information from being left unattended in public areas.:
8:v. Limiting viewing of computer screens containing patient identifiable information to
the public.
| 6:vi. Preventing disposal of documents or other items containing Confidential
Information in the regular trash and disposing of such items in accordance with
TCHD policy (i.e. shred or medical waste systems.)
| Fvii. Limiting discussions of Confidential Information to those necessary to the
performance of one’s duties or in order to provide patient care and ensuring that
such discussions take place in private areas. Discussing any Confidential
Information in public areas, hallways, elevators, cafeterias, restrooms etc. is
strictly prohibited.
8wiii. Maintaining strict confidentiality of passwords/access codes.
G:ix. Establishing and/or maintaining the physical security of Confidential Information,
utilizing access controls, and locking storage cabinets.
| 40:x. Confidential Information may not be transmitted or removed from the premises,
either physically or electronically, without authorization from Department
Director/Designee.
F. VIOLATIONS OF POLICY:

G-1. Violators of this Policy shall be subject to disciplinary action by TCHD and reporting to the
Licensing Board up to, and including, loss of privileges and/or termination. Individuals, who
access, use or disclose Confidential Information without proper authorization, will be
subject to disciplinary action by TCHD and may, under certain circumstances, incur
personal liability in connection with such unauthorized conduct.

| E-G. FORM(S)-REFERENCED WHICH-CAN-BE LOCATED-ON-THEINTRANET:
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| G:H.

‘ H,

1.

Confidentiality Acknowledgement/Agreement Form

RELATED POLICIES:

1. Administrative Policy: 237 Hospital Records Retention

2. Administrative Policy: 427 Fair Treatment for Supervisory and Management Employees

3. Administrative Policy: 428 Fair Treatment for Non-Management

4, Administrative Policy: 511 Business Associate Agreement

5. Administrative Policy: 513 Disclosure of Protected Health Information

8. Administrative Policy: 515 Use and Disclosure of Rrotected-Health-InfermationPHI:—Ratient
Records

7. Administrative Policy: 518 Notice of Privacy Practices

8. Administrative Policy: 522 Faxing efProtected Health Information

9. Administrative Policy: 524 Disclosure of Information to Public and Media

10.  Administrative Policy: 528 Accounting for Disclosures of Protected Health Information {(PHI)

11.  Administrative Policy: 602 Network Access

12. Administrative Policy: 603 Internet Access

13.  Administrative Policy: 604 Email Access

14.  Administrative Policy. 609 Disciplinary Action for Breaches of Confidentiality-ef-Restricted

15. Code of Conduct

REFERENCE(S):

1. 1974 Federal Privacy Act

2. California Code of Regulations, Title 22, Section 70707(b)(8)

3. California State Confidentiality of Medical Information Act (CMIA)

4. Health & Safety Code 199,20

5. Health Insurance Portability and Accountability Act of 1996 (HIPAA)

6. JCAHO - Asccreditation-MarualJoint Commission
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“onfidentiality Acknowiedgement/Agreement Form

TRI-CITY HEALTHCARE DISTRICT
CONFIDENTIALITY ACKNOWLEDGEMENT & AGREEMENT FORM

PRINT NAME:

DEPARTMENT: EXTENSIONPOSITION:

During the course of your activity at Tri-City Healthcare District (TCHD) and its affiliales, you may
have access to inforration which is confidential and may notl be disclosed except as permitied or
required by law and in accord with TCHD's policies and procedures. in order for TCHD to property
care for patients and engage in successful business planning, cerlain information must remain
confidential. Improper disclosure of confidential information can cause ireparable damage to TCHD.
Confidential information includes, but is not limited to:

Medical and certain other personal information about palients.
Medical and certain other personal information aboul employees.
Medical Staff records and commitiee proceedings.

Personnel recards and employee informalion.

Work Place Invesligations
Reports, policies and procedures, marketing or financial information, and other

information relaled to the business of services of TCHD and ils affiliates which has not
previously been released to the public al large by a duly authorized representalive of
TCHD.

P bW -

If you have any questions al any time conceming the confidentiality or disclosure of informalion, you
should contact the Values Line al 1-800-273-8452.

By reviewing each seclion and signing this Confidentiality Acknowledgment, | acknowledge and agree

that:

1. | will only access business information for which | have a legitimate business purpose. | will not
disclose TCHD proprietary, operational, or employee informalion except when expressly
authorized to do so by TCHD.

2. Medical Information is confidential and my access is restricted to my legilimale medical need
lo know for diagnosis, treatment and care of a particular patient.

3. | am obligated to hold confidential information in the strictest confidence and not to disclose the
information to any person or in any manner which is inconsistent with applicable policies and
procedures of TCHD.

4, I will print Information from any hospital information system only when necessary for a

legitimale business purpose. | undersiand that patienl medical information may only be stored
in authorized localions such as the hard copy medical record jacket located in the Health
Information Depariment. Exceptions may be incorporated into departmental policy when the
exceplion is approved in writing by Tri-City Healthcare District’s Director of Legal Services.

Tri-Cley Healtheare District
4002 Vista Way, Occanside, California 92056
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10.

11.

12,

| will shred or dispose of all patient or employee identifiable information in a designated focked,
confidential disposal bin.

Patient medical information available from any hospital information system may not be in fnal
form. Therefore, | will not refease printed hard copy to third parties, including
parenis/guardians, but will refer them 1o the Medical Records/Health Information Department
for assistance. Exceplions may be incorporated into departmental policy so long as the
exception is approved in writing by Tri-City Healthcare District’'s Director of Legal Services.
Third parties or employees requesting copies of personnel and employee records will be
referred to Human Resources.

My access and use of any hospital information system information is subject 1o routine,
randam, and undisclosed surveillance by the hospital.

Failure 1o comply with my confidentiality obligation may result in disciplinary action or
terminstion of my employment/educational affiliation by Tri-City Healthcare District and iis
affiliales, or comrective action in conformance with current medical staff bylaws, rules and
regulations.

Impemissible disclosure of confidentia! information about a person may result in legal action
being taken against me by or on behalf of that person.

I understand that licensed health care providers are subject to sanctions for impemnissible
disclosure under numerous statutes and regulations including revocation, suspension,
probation, public reprimand, and arrest.

If | am issued a unique password, it is my responsibility to maintain this code in a confidential
manner. This password is my signature for accessing authorized on line computer systems.
My password will ensure that the data for which | am responsible will not be available to
anyone else; lherefore, it is mandatory that my password and access dala be kepl slrictiy
confidential.

My confidentiality obligation shall continue indefinitely, including at all imes after my
associalion with Tri-City Healthcare District and ils affiliales, such as lermination of my
employment or affiliation with Tri-City Healthcare Districl and its affiliates.

| HAVE READ AND UNDERSTAND THIS CONFIDENTIALITY AGREEMENT, HAVE HAD MY
QUESTIONS FULLY ADDRESSED, AND HAVE RECEIVED A COPY FOR MY PERMANENT
PERSONAL RECORDS.

| Employee Signature DatefTime

Print Name

| Eom Updated Q05 MR s i OUY8
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TRI-CITY MEDICAL CENTER
EMPLOYEE FIDUCIARY RETIREMENT PLAN SUB COMMITTEE
OF THE BOARD OF DIRECTORS
April 10, 2018

DRAFT

Voting Members Present:
Non-Voting Members Present:
Others Present:

Members Absent:

Chair Dr. Cyril Kellett, Director Rosemarie Reno, Gwen Sanders

Steve Dietlin, CEO; Scott Livingstone, COQ; Esther Beverly, VP of HR

Director Leigh Anne Grass; Carlos Cruz, COO; Susan Bond, General Counse!

. L . Action Person(s)
L2Bic B Follow-up Responsibie
1. Call To Order/Opening Chair Kellett called the meeting to order at 11:04 a.m. Chair Kellett
Remarks
2. Approval of Agenda Chair Kellett called for a motion to approve the Chair Kellett
agenda of April 10, 2018. Director Reno moved to
approve and Gwen Sanders seconded the motion.
The motion was carried unanimously.
3. Public Comments — Chair Kellett read the paragraph regarding comments Chair Kellett
Announcement from members of the public.
4. Ratification of Minutes Chair Kellett called for a motion to approve the Chair Kellett
minutes of the January 9, 2018 meeting. Director
Reno moved to approve and Gwen Sanders
seconded the motion. The motion was carried
unanimously.
5. Old Business None
6. New Business
a. Lincoln Quarterly Update | Maureen Peer, Lincoln Financial Advisor presented Esther Beverly
an executive summary including an annual review of
Employee Fiduciary Retirement Plan Subcommitiee 1 April 10, 2018




Action Person(s)
Follow-up Responsible

s

Topic Discussion

2017 Lincoln Alliance program as of 12/31/2017.
Discussion included an increase in Deferred
Compensation Plan, Money Accumulation Pension
Plan, National Security and Retirement Program, plan
activity summary, plan asset trend and allocation,
participation, deferral, account balance, fund
utilization, and portfolio utilization.

Maureen introduced Michelle Wood, Lincoln
Relationship Manager who will be taking over Tri-
City's account for Maureen Peer.

b. Prudent Quarterly Update | Dena Baker, Prudent Investment Advisor presented a Esther Beverly
2017 end of the year review with discussions of 2017
surprises and lessons, controlling costs efforts, and
increases in participation and contribution rates.

Scoit Simon, Prudent Investor Advisor presented the
Broad and Deep Diversification Portfolio and PIA
Dimensions Portfolio.

7. Committee Communications None Chair Kellett

8. Date of Next Meeting July 10, 2018 Chair Kellett

9. Adjournment Chair Kellett adjourned the meeting at 12:04 p.m. Chair Kellett

~y Employee Fiduciary Retirement Plan Subcommittee 2 April 10, 2018
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MEMBERS PRESENT:

MEMBERS ABSENT:

NON-VOTING MEMBERS PRESENT:

NON-VOTING MEMBERS ABSENT:

Tri-City Heaithcare District
Community Healthcare Alliance Committee (CHAC)

MEETING MINUTES
April 19, 2018

Chair Julie Nygaard, Director Jim Dagostino, Director Laura Mitchell, Dr. Victor Souza, Bret Schanzenbach,
Carol Herrera, Dung M. Ngo, Gigi Gleason, Guy Roney, Linda Ledesma, Jan OReilly, Marilou de la Rosa
Hruby, Mary Donovan, Mary Lou Clift, Rick Robinson, Scott Ashton, Ted Owen

Barbara Perez, Danielle Pearson, Darren Brent, Jack Nelson, Mary Murphy, Roma Ferriter, Rosemary
Eshelman, Sandy Tucker, Xiomara Arroyo.

Steve Dietlin, CEQ; Scott Livingstone, COO; Audrey Lopez

Susan Bond, Legal Counsel; Fernando Sanudo

OTHERS PRESENT: Brian Greenwald, Gwen Sanders, Diane Bagby, Mike Bagby, Karen Godfrey, Liz Kruidenier, Kathie
Chan
' PERSON(S)
TOPIC DISCUSSION ACTION FOLLOW UP RESPONSIBLE
Call To Order
The April 19, 2018 Community Healthcare Alliance Committee meeting was
called to order at 12:31pm by Chair Julie Nygaard.
1|Page
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Tri-City Heaithcare District

Community Healthcare Alliance Committee (CHAC)

MEETING MINUTES
April 19, 2018

PERSON(S)
TOPIC DISCUSSION ACTION FOLLOW UP RESPONSIBLE
Approval Of Director Laura Mitchell motioned to approve the April 19, 2018 meeting
Meeting Agenda | agenda. The motion was seconded by Director Jim Dagostino and
unanimously approved.
Public No public comments or announcements were made.
Comments &
Announcements
Ratification Of Gigi Gleason motioned to approve the March 15, 2018 CHAC meeting minutes.
Minutes The motion was seconded by Director Jim Dagostino and unanimously
approved,
Chair Julie Nygaard abstained from the vote.
Presentation: Karen Godfrey addressed the group about NAMI - North Coastal San Diego
Karen Godfrey County, and the organization’s work in the North County area. Karen
introduced NAMI Board Members Michael and Diane Bagby, and President
NAMI — North Emeritus, Liz Kruidenier. Karen presented the following:
Coastal San
Diego County 1. NAMI is dedicated to building better lives for people suffering from
mental health issues, their families and friends.
2. NAMI was established in 1979 and has grown into a national
organization.
3. NAMI relies on gifts, charitable giving and grants to fund their
programs.
4. NAMI annually provides education, support and advocacy to 100,000+
people and family members in the United States.
2|Page
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Tri-City Heaithcare District

Community Healthcare Alliance Committee (CHAC)

MEETING MINUTES
April 19, 2018

TOPIC DISCUSSION ACTION FOLLOW UP PERSON(S)
RESPONSIBLE
Presentation: NAMI supports the following services:
Karen Godfrey
1. National support hotline.
NAMI — North 2. Fundraising walks.
Coastal San 3. Family to Family: A 12-week program providing education and
Diego County evidence-based help through support and shared experiences.
(Cont) 4. In Our Own Voice: A program where individuals living with mental
iliness are provided the opportunity to address the public and share
their personal experiences with others. This program has been very
effective in helping to erase the stigma associated with mental illness.
5. Peer to Peer: A 10 session program connecting those experiencing
mental illness with others experiencing similar issues.
6. NAMI Connection Groups: Peer led for adults living with mental
illness.
7. Interfaith Resource Network "Faitf-Net”.
8. Friends in the Lobby: This program is used at TCMC in the BHU. The
program welcomes family and friends of patients in the BHU, answers
questions, and generally helps them feel less anxious.
Following this, Karen shared her personal story of her journey through mental
illness and addiction.
Karen noted that individuals can get involved with NAMI in the following ways:
1. Become a member
2. Donate
3|Page
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Tri-City Heaithcare District
Community Healthcare Alliance Committee (CHAC)

MEETING MINUTES
April 19, 2018
TOPIC DISCUSSION ACTION FOLLOW UP PERSON(S)
RESPONSIBLE
Presentation: 3. Share your story
Karen Godfrey 4. Attend a National Convention
5. Participate in the NAMI walks
NAMI — North
Coastal San
Diego County
(Cont)
CEO Update CEO Steve Dietlin addressed the committee as follows:
Steve Dietlin
» Steve thanked Karen for her presentation, acknowledging that this
issue is a crisis across the Nation.
* Some area residents are still being affected by the fiu. San Diego
experienced in excess of 20,000 reported cases of the flu.
» Campus redevelopment continues. RFP’s are now out for Phase 2.
+ Applications are currently being accepted for the Chief Government &
External Affairs Officer positon. It is anticipated that this position will
be filled in the near future.
4|Page
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Tri-City Heaichcare District

Community Healthcare Alliance Committee (CHAC)

MEETING MINUTES
April 19, 2018

TOPIC

DISCUSSION

ACTION FOLLOW UP

PERSON(S)
RESPONSIBLE

COO Update
Scott Livingstone

Scott Livingstone, COO, addressed the committee as follows.

TCMC's retail pharmacy construction is close to completion. TCMC is
now pursuing licensing with the State,

Many people have been addressing the issue of recycling. Scott
noted that while San Diego as a whole is one of the worst areas for
recycling, Encinitas and Oceanside are among the best. Scott noted
that TCMC is currently looking at ways to make the hospital more
proactive in this area.

Scott also thanked Karen for her NAMI presentation, noting that
concerns raised by meeting guests about the appearance of the
Crisis Stabilization Unit, are being addressed within the guidelines
and regulations governing the hospital.

Chief Of Staff
Update

Dr. Victor Souza
MD

Dr. Victor Souza addressed the committee as follows:

Dr. Souza spoke briefly about his recent medical assistance leave
noting that he would like to encourage other TCMC physicians to get
involved in these types of programs that help bring medical
assistance to those in need.

TCMC is leading the charge to find additional methods to minimize
hospital stays, falls and infections.

Tri-City Medical Center
ADVANCED saate cane smY@U
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Tri-City Heaithcare District

Community Healthcare Alliance Committee (CHAC)

18

MEETING MINUTES
April 19, 2018
PERSON(S)
TOPIC DISCUSSION ACTION FOLLOW UP RESPONSIBLE
Committee Chair Julie Nygaard introduced Kathie Chan, a candidate for the Oceanside
Vacancies — District Resident opening.
Oceanside District
Resident Kathie spoke briefly about her history and desire to serve on the committee.
Upon motion made by Director Dagostino, and seconded by Director Laura
Mitchell, Kathie Chan was approved to serve as the Oceanside District
Resident representative for the CHAC committee.
There were no objections fo this appointment.
Public No public communications. _ )
Communications
Committee Scott Ashton reported that the Oceanside Business Expo is being held on - o
Communications | April 19", and the Chamber is looking forward to hosting a 76™ District
Candidate Forum on May 2™,
Gigi Gleason noted that the Oceanside Boys & Girls Club has had yet
another student success story with a member of their Club. Gigi also noted
that Oceanside is being considered for a State designation as a Cultural &
Arts Center, A presentation on this proposal will be held on May 5%.
Carol Herrera noted that studies show that social and emotional problems
are increasing in area schools. .
Gl|Page
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Tri-City Heaithcare District

Community Healthcare Alliance Committee (CHAC)
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G’) Tri-City Medical Center
ADVANCED manicant 'MYQU

nity Healthcare All
April 19, 2018

MEETING MINUTES
April 19, 2018
[ PERSON(S)
TOPIC DISCUSSION ACTION FOLLOW UP RESPONSIBLE
Committee Bret Schanzenbach thanked TCMC for sponsoring the recent successful
Communications | Heroes of Vista event. Bret also noted that preparations are underway for
(Cont) the upcoming Vista Strawberry Festival on May 271,
Ted Owen reported that the Carisbad Street Fair is happening the first
Sunday in May. Ted also noted that a new, highly anticipated hotel has
been approved to open in the Legoland area. Ted thanked Director
Dagostino for his leadership while filling in as CHAC Chair during Julie
Nygaard's vacation.
Director Dagostino stated that local schools should encourage their students
to get involved in the Auxiliary Scholarship programs at TCMC.
Next Meeting The next CHAC meeting is scheduled for Thursday, May 17, 2018 at 12:30
pm.
Adjournment The April 19, 2018 CHAC meeting was adjourned at 1:52pm.
7|Page
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Tri-City Madical Center

Finance, Operations and

nning Committee Minutes
April 17, 2018

[Members Present

Non-Voting Members
Present:

Others:

Members Absent:

Carlos Cruz, CCO

Director Julie Nygaard, Director Cyril Kellett, Director Leigh Anne Grass, Dr. Marcus Contardo, Dr. Gene
Ma, Dr. Mark Yamanaka, Dr. Jeffrey Ferber, Wayne Lingenfelter

Steve Dietlin, CEO, Ray Rivas, CFO, Scott Livingston, COO, Sharon Schultz, CNE, Susan Bond, General
Counsel

Director Jim Dagostino, Director Laura Mitchell, Robert Knezek, Jeremy Raimo, Tom Moore, Jane
Dunmeyer, Glen Newhart, Charlene Carty, Cristina Barrera, Jack Cumming, Maria Carapia, Esther Beverly,

Kristy Larkin, Sarah Jayyousi, Sherry Miller, Candice Parras, Tara Eagle, Debra Feller, Chris Miechowski,
Barbara Hainsworth

Topic

Discussions, Conclusions
Recommendations

Action
Recommendations/
Conclusions

Person(s)
Responsible

1. Call to order

Director Nygaard called the meeting to
order at 12:34 p.m.

2. Approval of Agenda

MOTION

It was moved by Director Kellett,
Director Grass seconded, and it was
unanimously approved to accept the
agenda of April 17, 2018.

Members:

AYES: Nygaard, Kellett, Grass,
Contardo, Ma, Yamanaka, Ferber,
Lingenfelter

NOES: None

ABSTAIN: None

ABSENT: None

3. Comments by members of the
public on any item of interest
to the public before
committee’s consideration of
the item.

Director Nygaard read the paragraph
regarding comments from members of
the public.

Director Nygaard




Topic

Discussions, Conclusi
Recommendations

Action
Recommendations/
Conclusions

srson(s)
Responsible

4. Ratification of minutes of

March 20, 2018

Minutes were ratified.

Minutes were ratified.

MOTION

It was moved by Director Kellett, Dr.
Contardo seconded, that the minutes
of March 20, 2018 are to be
unanimously approved, with Director
Grass abstaining from the vote.

5. Old Business

6. New Business

a. New Community Member
Interviews / Appointment

Mr. Jack Cumming
Mr. Robert Knezek

Both community member applicants,
Mr. Jack Cumming, Mr. Robert Knezek
remained outside the assembly room,
and were brought in individually for their
respective interviews.

Each candidate was given an
opportunity to present a brief opening
statement regarding their resumes, and
committee members were permitted to
ask questions.

Upon conclusion of the interviews the
candidates were asked to remain
outside the assembly room while the
voie was undertaken.

Mr. Jack Cumming was the candidate
receiving the majority vote to become
the incoming community member and
he was subsequentily informed of the
voting results. He was then invited to
join the meeting as a participating
member.

As Mr. Knezek had departed following
his interview, he would be receiving a
letter conveying the outcome of the
vote.

Chair

ca
RN
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Topic

Discussions, Conclusi
Recommendations

Action
Recommendations/
Conclusions

irson(s)
Responsible

7. Consideration of Consent
Calendar;

MOTION

It was moved by Director Grass to
approve the Consent Calendar, Dr.
Contardo seconded the motion.
Members:

AYES: Nygaard, Kellett,, Grass,
Contardo, Yamanaka, Ferber,
Lingenfelter, Cumming

NOES: None

ABSTAIN: Dr. Ma

ABSENT: None

Chair

. Physician Agreement

Proposal for Outpatient
Behavioral Health —
Evening Program

* Dennis Ordas, M.D.

. Blood Culture Bottle

Consumables
e Becton, Dickinson &
Company

Approved via Consent Calendar

Sarah Jayyousi

. Nurse Call System

Replacement - ICU
o West-Com & TV, Inc.

Approved via Consent Calendar

Tara Eagle

. Physician Agreement for

ED On-Call Coverage —
Gastroenterology, General
& ERCP

. Physician Agreement for

ED On-Call Coverage -
Orthopedics

Approved via Consent Calendar

Chris Miechowski

Approved via Consent Calendar

Sherry Miller

Approved via Consent Calendar

Sherry Miller

Physician Agreement for
ED On-Call Coverage -
Urology

Approved via Consent Calendar

Sherry Miller

. Physician Agreement for

ED On-Call Coverage —
OB/GYN

Approved via Consent Calendar

Sherry Miller

(==
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. . . Action
. Discussions, Conclusi . irson(s)
LT = Recommendations Recgg:::& r;c::::nsl Responsible
¢ Lisa Leonard, M.D. &
Maria Quan, M.D.
h. Emergency Medicine Approved via Consent Calendar Sharon Schultz
Coverage
o Team Physicians of
Southern California
Medical Group
8. Financials: Ray Rivas presented the financials Ray Rivas
ending March 31, 2018 (dollars in
thousands)
TCHD - Financial Summary
Fiscal Year to Date
Operating Revenue $ 270,422
Operating Expense $ 280,969
EBITDA $ 5414
EROE $ (6,294)
TCMC — Key Indicators
Fiscal Year to Date
Avg. Daily Census 178
Adjusted Patient Days 86,159
Surgery Cases 4,837
Deliveries 1,746
ED Visits 46,450
TCHD — Financial Summary
Current Month
Operating Revenue $ 30,818
Operating Expense $ 31,844
EBITDA $ 963
EROE $ (337)
TCMC — Key Indicators
Current Month
Avg. Daily Census 186
Adjusted Patient Days 10,278
Surgery Cases 548
Deliveries 186
e S ED Visits 5,171 - -
Finance, Operations and Planning Committee Meetings 4 April 17, 2018



Topic

Discussions, Conclusi
Recommendations

Action
Recommendations/
Conclusions

2rson(s)
Responsible

TCMC - Net Patient A/R & Days in
Net A/R By Fiscal Year
Net Patient A/R Avg.
(in millions) $ 456
Days in Net A/R Avg. 48.7
Graphs:
¢ TCMC-Net Days in Patient
Accounts Receivable
« TCMC-Average Daily Census,
Total Hospital-Excluding
Newborns
TCMC-Adjusted Patient Days
TCMC-Acute Average Length of
Stay

9. Work Plan:

a. Construction Report

(quarterly)

Chris Miechowski gave a brief overview
of the construction report, and
responded to a few questions. Minor
discussion ensued.

Co
=J

b. E.D. Throughput

(quarterly)

Candice Parras gave a brief PowerPoint
presentation detailing the continuing
efforts to improve patient flow in the
Emergency Department, and also
outlined some of the enhancements
made toward overall patient
satisfaction:

« Waiting area/Triage
announcements every 2 hours in
both English & Spanish

* Keeping patients informed of any
delays

o |Implementation of the ED Travel
Guide, which discloses potential
procedure wait times, as well as

Chris Miechowski

Finance, Operations and Planning Committee Meetings 5
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Topic

Discussions, Conclusi
Recommendations

Action
Recommendations/
Conclusions

Asrson(s)

Responsible

general guidelines in both

English & Spanish
Candice detailed the objective
continues to be a reduction in the left
without being seen (LWBS) patient
population. The goal for 2018 is 3%,
and YTD is currently 2.34%. She cited
some of the measures being taken
toward this goal are PA’s providing
medical screen exams (MSE) on all
patients presenting to Triage from 8:00
am to 2:00 am, and beginning 5/1/18,
MD triage hours will be extended to
2:00 am, as well.
She also updated the “No Wall Time"
project for paramedic patients. The
goal continues to be getting those
patients brought in by paramedics into a
bed within 20 minutes, thus enabling
the ambulance and staff to get back in
the field.

oo
oo

‘¢. Medical Director - Surgery
(semi-annual)

Debra Feller gave a comprehensive
PowerPoint presentation detailing the
following items:
e Process Improvements
* Per-Cperative Surgical Home
(PSH)
Total Block Utilization by Month
Robotic Block Utilization
Robotic Block Volume
Surgical Volume Overall: OR
Activity Analysis-Total Cases —
All Specialties
¢ |npatient: OR Activity Analysis —
Inpatients

Debra Feller

Finance, Operations and Planning Committee Meetings 6
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Topic

Discussions, Conclusi
Recommendations

Action
Recommendations/
Conclusions

__2rson(s)
Responsible

e Qutpatients: OR Activity
Analysis —Outpatients

¢ Qutcomes

o Cost Savings
She provided specific details regarding
the above noted topics that are
projected to enhance the patient’s
surgical experience, as well as those
enhancements being implemented to
heighten the satisfaction of the
surgeons.

d. Dashboard No discussion Ray Rivas
10. Comments by committee Mr. Lingenfelter welcomed incoming
members community member, Mr. Jack Cumming
to the Finance, Operations and Planning
committee.
11. Date of next meeting Tuesday, May 22, 2018 Chair

12. Community Openings (0)

13. Adjournment

Meeting adjourned 1:35 p.m.

[==]
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FINANCE, OPERATIONS & PLANNING COMMITTEE
DATE OF MEETING: April 17, 2017
Physician Agreement Proposal for Outpatient Behavioral Health - New Evening Program

e L e I e B A ey
Status of Agreement New Agreement :ZC::::(; gz::swal ~Same
Physician Name: Dennis Ordas, M.D.
Area of Service: Outpatient Behavioral Health - New Evening Program
Term of Agreement: 26 months, Beginning, May 1, 2018 ~ Ending, June 30, 2020
Maximum Totals:
Hourly Cost Monthly Cost Annual Cost Total Term Cost
$140 56,720 580,640 $174,720
StALTE Vacatic:sn5 cC)gveralgez Vacatii?‘n’?::c\,lerage Vacat?:: ’gggerage
Totals $7,220 $86,640 $187,720

This agreement increases hours from 32 to 48 per month for the startup of an Evening Program.
;cription of Services/Supplies:
¢ Additional 4 hours per week for evening program

* Provide professional guidance and oversight for the Qutpatient Behavioral Health department, including,
Intensive Outpatient Program, and start-up of an evening program.

* Provide supervision for the clinical operation of the department and programs.

* Provide patient and staff education and educate providers and community members on availability of
efficacy of Intensive outpatient Program services.

¢ Respond to insurance authorization calls and complete reports requested by patients
e Facilitate weekly treatment team meetings and evaluate appropriateness for continued stay.

Document Submitted to Legal for Review: X | Yes No
Approved by Chief Compliance Officer: Yes | N/A No
Is Agreement a Regulatory Requirement: X Yes No
Budgeted Item: Yes X No

**To be included in the proposed FY Budget

Person responsible for oversight of agreement: Sarah Jayyousi, Operations Manager, Qutpatient Behavioral
Health / Sharon Schultz, Chief Nurse Executive

ion:
I move that Finance Operations and Planning Commitiee recommend that TCHD Board of Directors authorize the
agreement with Dr. Dennis Ordas for the Co-Medical Directorship for a term of 26 months, beginning May 1, 2018
and ending June 30, 2020 far an hourly rate of $140, an annual cost of $86,640, and a total cost for the term of

$187,720.
90



FINANCE, OPERATIONS & PLANNING COMMITTEE
DATE OF MEETING: April 17, 2018
Blood Culture Bottle Consumables Proposal

Type of Agreement Medical Directors Panel X 8;:::mables

Status of Agreement New Agreement X :Zr\‘:::tle_s Eg::swal ~Same
Vendor’s Name: Becton, Dickinson and Company
Area of Service: Laboratory
Term of Agreement: 36 months, Beginning, May 1, 2018 - Ending, April 30, 2021
Maximum Totals:

Monthly Cost Annual Cost Total Term Cost
$7,525 [ $90,300 $ 270,900

Description of Services/Supplies:
e Blood cultures are drawn on patients to diagnose bacteremia and septicemia, and are a core
laboratory service.

¢ The BD bottles are part of our BD Bactec FX Blood Culture System and no cther manufacturer’s
bottles are usable. Becton, Dickinson and Company supplies the bottles into which the blood is
drawn.

s Pricing is negotiated per Vizient GPO, and is not further negotiable.

» Agreement renewal offers $5,300 annual cost savings ($15,900 cost savings over the 3-year
agreement term).

Document Submitted to Legal for Review: X Yes No
Approved by Chief Compliance Officer: Yes | N/A No
Is Agreement a Regulatory Requirement: Yes X No
Budgeted ltem: X Yes No

**To be included in the proposed FY Budget
Person responsible for oversight of agreement: Tara Eagle, Operations Manager, Clinical Laboratory /
Scott Livingstone, Chief Operating Officer

Motion:

I move that Finance Operations and Planning Committee recommend that TCHD Board of Directors
authorize the agreement with Becton, Dickinson and Company for Blood Culture Bottle Consumables for
a term of 36 months, beginning May 1, 2018 and ending April 30, 2021 for an annual cost of $90,300,
and a total cost for the term of $270,900.
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FINANCE, OPERATIONS & PLANNING COMMITTEE
DATE OF MEETING: April 17, 2018
Nurse Call System Replacement - ICU

Type of Agreement Medical Directors Panel X | Other: Replacement
Renewal ~ Renewal = Same
S t X | New Agree t
tatus of Agreemen greemen New Rates Rates
Vendor’'s Name: West-Com & TV, Inc.
Area of Service: Intensive Care Unit (ICU)
Term of Agreement: Completion of Work
Maximum Totals:
Project Proposal: Total Expected Cost:
West-Com & TV, Inc. {equipment & installation) $593,000
Design, Permits, Inspections, Construction Management, Contingency $242,463
Total Expected Project Cost $835,463
Description of Services/Supplies:
. This request is to replace the existing nurse call system.
. There are no repair parts available for the existing nurse call system in the South Tower.
. The Nurse Managers interviewed the top 3 nurse call vendors and West-Com received the best score.

. We negotiated West-Com to the lowest price of the RFP.

Document Submitted to Legal for Review: X Yes No
Approved by Chief Compliance Officer: Yes | N/A No
Is Agreement a Regulatory Requirement: Yes X No
Budgeted Item: X Yes No

Person responsible for oversight of agreement: Chris Miechowski, Director of Facilities / Scott Livingstone,
Chief Operating Officer
Motion:

| move that Finance Operations and Planning Committee recommend that TCHD Board of Directors authorize
an agreement with West-Com & TV, Inc. for $593,000 and the total project budget of $835,463 for replacement
of the nurse call system in the ICU.
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FINANCE, OPERATIONS & PLANNING COMMITTEE
DATE OF MEETING: April 17,2018
PHYSICIAN AGREEMENT for ED ON-CALL COVERAGE - Gastroenterology — General & ERCP

Type of Agreement Medical Directors X | Panel Other:
Status of Agreement New Agreement :Z::‘I::tle—s X Ezr:swal ~Same
Physician’s Name: Christopher Devereaux, M.D., Thomas Krol, M.D., Javaid Shad, M.D.,
Michael Shim, M.D., Matthew Viernes, M.D.
Area of Service: Emergency Department On-Call: Gastroenterclogy — General & ERCP
Term of Agreement: 12 months, Beginning, July 1, 2018 — Ending, }une 30, 2019
Maximum Totals: Within Hourly and/or Annualized Fair Market Value: YES

For entire Current ED On-Call Area of Service Coverage: Gastroenterology

Panel Days per Annual Panel!
Hate/Day Year Cost
G1-5700 365 $255,500
ERCP-$500 $182,500
Total Term Cost: $438,000

Position Responsibilities:

s Provide 24/7 patient coverage for all Gastroenterology specialty services in accordance with
Medical Staff Policy #8710-520 (Emergency Room Call: Duties of the On-Call Physician)

e Complete related medical records in accordance with all Medical Staff, accreditation, and
regulatory requirements.

Document Submitted to Legal for Review: X Yes No
Approved by Chief Compliance Officer: Yes | N/A No
Is Agreement a Regulatory Requirement: X Yes No
Budgeted Item: X Yes No

**To be included in the proposed FY Budget

Person responsible for oversight of agreement: Sherry Miller, Manager, Medical Staff Services /
Scott Livingstone, Chief Operating Officer

Motion:

I move that Finance Operations and Planning Committee recommend that TCHD Board of Directors
authorize physicians Christopher Devereaux, M.D.; Thomas Krol, M.D.; Javaid Shad, M.D.; Michael Shim,
M.D.; Matthew Viernes, M.D. as the Gastroenterology General & ERCP ED-Call Coverage Physicians for a
term of 12 months, beginning July 1, 2018 and ending June 30, 2019 at a daily rate of $700 for G|, for an
annua! cost of $255,500, and ERCP at a daily rate of $500 for an annual cost of $182,500, and a total cost
for the term of $438,000.
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FINANCE, OPERATIONS & PLANNING COMMITTEE
DATE OF MEETING: April 17, 2018
PHYSICIAN AGREEMENT for ED ON-CALL COVERAGE - Orthopedics

Type of Agreement Medical Directors | X | Panel Other:

Status of Agreement New Agreement ::Z:f:’::e; X 2::eeswal - Same
Physician’s Name: David Amory, M.D.; Eric Stark, M.D.; David Daugherty, M.D.; Andrew Hartman,
M.D.; Harish Hosalkar, M.D.; Grant Seiden, M.D.

Area of Service: Emergency Department On-Call: Orthopedics
Term of Agreement: 24 months, Beginning, July 1, 2018 — Ending, June 30, 2020
Maximum Totals: Within Hourly and/or Annualized Fair Market Value: YES

For entire Current ED On-Call Area of Service Coverage: Orthopedics

Rate/Da Annual Panel | Annual Panel | Panel Term
Y Days Cost Cost
: 253 $379,500
Mon-Fri / $1,500 - 382,500 $762,000
Sat-Sun / TCMC Recognized 112 $184,800
Holidays: $1,650 111 183,150 $367,950
Total Term Cost: $1,129,950

Position Responsibilities:
» Provide 24/7 patient coverage for all Urology specialty services in accordance with Medical Staff Policy
#8710-520 (Emergency Room Call: Duties of the On-Cal! Physician)

o Complete related medical records in accordance with all Medical Staff, accreditation, and regulatory
requirements.

Document Submitted to Legal for Review: X Yes No
Approved by Chief Compliance Officer: Yes | N/A No
Is Agreement a Regulatory Requirement: X Yes No
Budgeted Item: X Yes No

**To be included in the proposed FY Budget

Person responsible for oversight of agreement: Sherry Miller, Manager, Medical Staff Services / Scott
Livingstone, Chief Operating Officer
Motion: | move that Finance Operations and Planning Committee recommend that TCHD Board of Directors
authorize Orthopedic physicians David Amory, M.D.; Eric Stark, M.D.; David Daugherty, M.D.; Andrew

artman, M.D.; Harish Hosalkar, M.D.; Grant Seiden, M.D., as the Orthopedic ED-Call Coverage Physicians for
a term of 24 months, beginning July 1, 2018 and ending June 30, 2020 at a daily rate of $1,500 Monday-Friday
and $1,650 for Saturday-Sunday and TCMC recognized holidays that are not on the weekend, for a total cost
of $1,129,950.
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FINANCE, OPERATIONS & PLANNING COMMITTEE
DATE OF MEETING: April 17, 2018
PHYSICIAN AGREEMENT for ED ON-CALL COVERAGE - Urology

Type of Agreement Medical Directors | X | Panel Other:
Renewal — Renewal — Same
Status of Agreement New Agreement X New Rates Rates
Physician’s Name: Caroline J. Vilchis, M.D, Bradley Frasier M.D., Michael Guerena, M.D., Jason

Phillips, M.D., Arthur Warshawsky, M.D. and Aaron Boonjindasup, M.D.

Area of Service: Emergency Department On-Call: Urology
Term of Agreement: 12 months, Beginning, July 1, 2018 — Ending, June 30, 2019
Maximum Totals: Within Hourly and/or Annualized Fair Market Value: YES

For entire Current ED On-Call Area of Service Coverage: Urology
Increase of $250 Hourly rate; annual increase of $91,250.

Rate/Day Panel Days per Year | Panel Annual Cost
$600 365 $219,000
Total: $219,000

Position Responsibilities:

e Provide 24/7 patient coverage for all Urology specialty services in accordance with Medical Staff Policy
#8710-520 (Emergency Room Call: Duties of the On-Call Physician)

e Complete related medical records in accordance with all Medical Staff, accreditation, and regulatory
requirements.

Document Submitted to Legal for Review: X Yes No
Approved by Chief Compliance Officer: Yes | N/A No
Is Agreement a Regulatory Requirement: X Yes No
Budgeted Item: X Yes No

**To be included in the proposed FY Budget

Person responsible for oversight of agreement: Sherry Miller, Manager, Medical Staff Services / Scott
Livingstone, Chief Operating Officer

Motion: | move that Finance Operations and Planning Committee recommend that TCHD Board of Directors
authorize urology physicians Caroline J. Vilchis, M.D., Bradley Frasier, M.D., Michael Guerena, M.D., Jason
Phillips, M.D., Arthur Warshawsky, M.D. and Aaron Boonjindasup, M.D. as the Urology ED-Call coverage

aysicians for a term of 12 months, beginning July 1, 2018 and ending June 30, 2019 at a daily rate of $600,
for an annual and term cost of $219,000.
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FINANCE, OPERATIONS & PLANNING COMMITTEE
DATE OF MEETING: April 17, 2018
PHYSICIAN AGREEMENT for ED ON-CALL COVERAGE - OB/GYN

Type of Agreement Medical Directors X | Panel Other:
Status of Agreement New Agreement zee:?;v:tl‘; ::;\eeswal peclul
Physician’s Names: Lisa Leonard, M.D.; Maria Quan, M.D.
Area of Service: Emergency Department On-Call: OB/GYN
Term of Agreement: 2 months, Beginning, May 1, 2018 - Ending, June 30, 2018
Maximum Totals: Within Hourly and/or Annualized Fair Market Value: YES

For entire Current ED On-Call Area of Service Coverage:
Adding new physicians to existing panel, no increase in expense

OB-GYN - Rate/Day kane) AT YT Term Cost
- Days per Year Cost
. 256 $204,800
Mon-Fri / $800 553 4202,400 5407,200
Sat-Sun / TCMC Recognized 109 $109,000
Holidays: $1,000 112 $112,000 5221,000
Total Term Cost: $628,200

Position Responsibilities:
* Provide 24/7 patient coverage for all OB/GYN specialty services in accordance with Medical Staff Policy
#8710-520 (Emergency Room Call: Duties of the On-Call Physician)
e Complete related medical records in accordance with all Medical Staff, accreditation, and regulatory
requirements.

Document Submitted to Legal Review: X Yes No
Approved by Chief Compliance Officer: Yes | N/A No
Is Agreement a Regulatory Requirement: X Yes No
Budgeted Item: X Yes No

Person responsible for oversight of agreement: Sherry Miller, Manager, Medical Staff Services / Scott
Livingstone, Chief Operating Officer

Motion: | move that Finance Operations and Planning Committee recommend that TCHD Board of Directors
add Lisa Leonard, M.D. and Maria Quan, M.D. to the currently existing ED On-Call Coverage Panel for OB/GYN
ir a term of 2 months, beginning May 1, 2018 and ending June 30, 2018.
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FINANCE, OPERATIONS & PLANNING COMMITTEE
DATE OF MEETING: April 17, 2018
Emergency Medicine Coverage

Type of Agreement Medical Directors Panel Other:

Status of Agreement New Agreement :th::tl;s X Ezrn?;v::s;:zn .
Vendor’'s Name: Team Physicians of Southern California Medical Group
Area of Service: Emergency Department
Term of Agreement: 24 months, Beginning, June 1, 2018 ~ Ending, May 31, 2020
Maximum Totals:

Monthly Cost Annual Cost Total Term Cost
N/A N/A N/A

Description of Services/Supplies:

s Provide 24/7 medical care, intervention and treatment to all who present to the ED
e LWBS: 3% (median) {was 3.5%)

» M.D. assigned to Decision to Admit: 160 Minutes (median}

e  M.D. assigned to Discharge Order: 120 Minutes {median)

s Patient satisfaction for “Doctors Overall”: Goal 50% of Top Box Score

Document Submitted to Legal for Review: X Yes No
Approved by Chief Compliance Officer: Yes | N/A No
Is Agreement a Regulatory Requirement: X Yes No
Budgeted Item: Yes | N/A No

Person responsible for oversight of agreement: Sharon Schultz, Chief Nurse Executive
Motion:

| move that Finance Operations and Planning Committee recommend that TCHD Board of Directors
authorize the agreement with Team Physicians of Southern California Medical Group for Emergency
Medicine Physician and Allied Health Coverage for a term of 24 months, beginning June 1, 2018 and ending
May 31, 2020.
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DRAFT

Tri-City Medical Center

Professional Affairs Committee Meeting

Open Session Minutes
April 12, 2018

Members Present: Director Leigh Anne Grass, Director Laura Mitchell, Director Larry Schallock, Dr. Contardo, Dr. Souza, Dr. Johnson and Dr. Ma.

Non-Voting Members Present: Steve Dietlin, CEO, Scott Livingstone, COO , Sharon Schultz, CNE/ Sr. VP, Susan Bond, general legal Counsel
and Marcia Cavanaugh, Sr. Director for Risk Management.

Others Present: Oska Lawrence, Merebeth Richins, Candice Parras, Eva Froyd, Joy Melhado, Lisa Mattia, Patricia Guerra and Karren Hertz.

Members Absent: Carlos Cruz, Chief Compliance Officer.

Topic

Discussion

Follow-Up Action/
Recommendations

Person(s)
Responsible

1. Call To Order

Director Grass calied the meeting to order at
12:07 PM in Assembly Room 1.

Director Grass

The committee reviewed the agenda; there
were no additions or modifications.

Motion to approve the agenda
was made by Director Schallock
and seconded by Dr. Souza

Director Grass

3. Comments by members of the
public on any item of interest
to the public before
committee’s consideration of
the item.

Director Grass read the paragraph regarding
comments from members of the public.

Director Grass




Topic Discussion Follow-Up Action/ Person(s)

Recommendations Responsible
4. Ratification of minutes of Director Grass called for a motion to Director Schallock approved and | Karren Heriz
March 2018. approve the minutes from March 8, 2018. Dr. Souza seconded the motion
to approve the minutes from
March 2018.
5. New Business
a. Consideration and
Possible Approval of
Policies and Procedures
Patient Care Services
1. Abbreviations, Use of There was a question on the use of ACTION: The Patient Care Patricia Guerra
abbereviation “qhs”. Patricia Guerra will policies and procedures were
check and review into how this word is being | approved. Dr. Souza moved and
used in CERNER. Director Schallock seconded the
motion to approve the policies
2. Automatic Stop Orders Dr. Johnson made a small clarification on moving forward for Board
Policy the automatic stop orders policy; it was approval.

noted that this policy provide the guidelines
for discontinuing narcotics, antibiotics,
chemotherapeutic agents and all other
agents.

3. Continucus Ambulatory There was no discussion on this policy.
Peritoneal Dialysis
Procedure — tracked
changes
Continuous Ambulatory
Peritoneal Dialysis
Procedure — clean copy

4. Emergency Department There was no discussion on this policy.
Standardized
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Topic Discussion Follow-Up Action/ Person(s)
Recommendations Responsible
5. Fall Risk Procedure and There was no discussion on this policy.
Score Tool Procedure
6. Infusion Pump Syringe or | There was no discussion on this policy.
PCA Module System
with Guardrails
Procedure
7. Infusion Pumps, There was no discussion on this policy.
Intravenous Therapy
Policy
8. Point of Care Testing There was no discussion on this policy.
Competency
Assessment Procedure
9. Power Injection with it was noted that the power injection is still
Peripherally inserted being in use mostly in IR in conjunction with
Central Catheter (PICC) | a special PICC line.
Procedure
Administrative
1. Non-Beneficial Treatment | Director Schallock asked the committee if ACTION: The Administrative Patricia Guerra
399 the situation of providing non-beneficial policy was approved. Director
treatment happens frequently in the hospital. | Schallock moved and Director
Currently, Tri-City still deals with this kind of | Mitchell seconded the motion to
scenario. Unrepresented seeks hospital approve this policy moving
treatment; some cases are brought out for forward for Board approval.
discussion and review in the Bioethics
Committee . And then, the Interdisciplinary
areas meet to make sure that patient is
discharged with a sustainable treatment
plan.
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Topic Discussion Follow-Up Action/ Person(s}

Recommendations Responsible
Unit Specific
Behaviorai Health Services
1. AMA Discharges There was no discussion on this policy. ACTION: The Behavioral Health | Patricia Guerra
policies were approved. Director
2. Managing the Medical There was no discussion on this policy. Mitchell moved and Dr. Souza
Record for ED visits seconded the motion to approve
the policy moving forward for
3. Notification of MediCal This policy is being pulled out as it needs Board approval.
Beneficiary of Denial of | further review and clarification.
Benefits

4. Notification of Responsible | There was no discussion on this policy.
Persons

9. One to One Observation of | There was no discussion on this policy.
Patients

6. One to One Patient There was no discussion on this policy.
Supervision

7. Orientation of New Patients | There was no discusson on this policy.

8. Pastoral Care There was a brief discussion the volunteer
chaplains. Since BHU is a special unit with
a specific population, chaplains needs to be
oriented thoroughly giving spcial attention to
safety issues.

9. Patient Belongings There was no discussion on this policy.
10. Patient Discharge Types This policy addresses patients who want to

leave the hospital without having completed
their treatment.

S PAC Minutes 030818 4



Topic Discussion Follow-Up Action/ Person(s)
Recommendations Responsible

11. Patient Responsibilities Joy stated that for the most part, BHU
patients comply with the rules in the unit
such as participating in groups and other
activities requiring patient participation.

12. Patient Satisfaction There was no discussion on this policy.
Surveys

13. Psychiatric Advanced There was no discussion on this policy.
Directive

14. Release of Information There was no discussion on this policy.

15.Role of Medical Staff There was no discussion on this policy.

Leadership in
Behavioral Health
Services

16.Scabies Lice Fleas in the There was no discussion on this policy.
BHU

17.Scope of Service - There was no discussion on this policy.
Behavioral Health Unit

18. Smoking Guidelines for There was no discussion on this policy.
Behavioral Health Unit

19. Solicitation of

Patients/Referrals to There was na discussion on this policy.
Self
20.Telephone Use It was noted that there are no cell phones

allowed in the Behavioral Health unit.

— 21.Treatment of Patients There was no discussion on this policy.
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Topic Discussion Follow-Up Action/ Person(s)
Recommendations Responsible
22.Unit Staff Meetings The minutes for the staff meetings are
distributed to the people who were not able
to attend to make sure they are all aware of
the changes and other important things
pertaining to the department.
23. Utilization Management There was no discussion on this policy.
24 Visiting in Behavioral Joy stated that BHU patients get mail and
Health Unit they do have the ability to write somebody if
they want to.
25.Vital Signs There is no discussion on this policy.
26.Washer Dryer Use This poliy is being pulled out for futher
review and clarification.
Infection Control
1. Department Specific There is no discussicn on this policy. ACTION: The Infection Control Patricia Guerra
Infection Control policy was approved. Director
Behavioral Health Mitchell moved and Director
Services - IC 7 Schallock seconded the motion
to approve the policy moving
forward for Board approval.
Women & Newborn Services
1. Breast Milk, Pumping, ACTION: The WNS policies were | Patricia Guerra
Handling and Storage approved. Director Mitchell
of moved and Director Schallock
2. Formula Feeding seconded the motion to approve
Procedure the policy moving forward for
3. Infant Feedings — tracked It was clarified to the committee that the Board approval.
— changes hospital continues to participate in the
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Topic

Discussion

Follow-Up Action/
Recommendations

Person(s)
Responsible

Infant Feedings — clean
copy

Formulary Requests

» Albuterol/lpratropium
inhaler

Bupropion

Combivir

Darunavir

Droperidol

Exparel

Fluticasone inhaler
Fluticasone/Salmeterol
inhaler

Genvoya

Ipratropium inhaler
Lansoprazole solu-tabs
Medium chain triglycerides
Mepivacaine
Nitroglycerin 0.3 mg and
0.6 mg sublingual tablets
Nitroglycerin 0.4 mg spray
Raitegravir

Salmeterol inhale
Tivicay

Verapamil SR

program to have exclusive breastfeeding for
newborns. Currently, we are at 54.5 %
percentile for infant feedings and in Path 2
Category for being baby-friendly hospital in
the county.

*It was noted that patients can bring in their
Albuterol from home. In addition, the inhaler
and nebulizer are placed in the patient's
bedside because the RT/ RP are the ones
taling care of these medications thus
reducing the inventory for the Pharmacy.

*Droperidol manufacturer has no plans to
resume production in the future.

*The drug Exparel is the medication that is
given to Peri-op patients at the beginning of
the case.

*Fluticasone is being changed to Symbicort
while admitted as inpatient at the hospital
since it does the same job.

*Oska had reported that there is a fair
amount of HIV patients that come to the
hospital so the drug Tivicay has been added
to the formulary.

ACTION: The formulary rquests
changes were approved.
Director Mitchell moved and
Director Schallock seconded the
motion to approve the policy
moving forward for Board
approval.

Patricia Guerra

7. Closed Session

Director Mitchell asked for a motion to go
into Closed Session.

Director Schallock moved, Dr.
Souza seconded and it was

Director Grass

PAC Minutes 030818




Topic Discussion Follow-Up Action/ Person(s)
Recommendations Responsible

unanimously approved to go into
closed session at 12:40 PM.

8. Return to Open Session The Committee return to Open Session at Director Grass
1,45 PM.

9. Reports of the Chairperson of | There were no actions taken. ' Director Grass
Any Action Taken in Closed
Session

10. Comments from Members of | No comments. o B Director Grass

the Committee
11. Adjournment Meeting adjourned at 1:48PM. o Director Grass

—
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PROFESSIONAL AFFAIRS COMMITTEE
April 12'", 2018

CONTACT: Sharon Schultz, CNE

Policies and Procedures

Reason

Recommendations

Patient Care Services

1. Abbreviations, Use of

3 Year Review

Forward To BOD For Approval

Automatic Stop Orders Policy

3 Year Review, Practice
Change

Forward To BOD For Approval

Continuous Ambulatory Peritoneal
Dialysis Procedure - tracked changes
Continuous Ambulatory Peritoneal
Dialysis Procedure — clean copy

3 Year Review, Practice
Change

Forward To BOD For Approval

Emergency Department Standardized
Procedure

Practice Change

Forward To BOD For Approval
with Revisions

Fall Risk Procedure and Score Tool
Procedure

Practice Change

Forward To BOD For Approval

Infusion Pump Syringe or PCA Module
System with Guardrails Procedure

3 Year Review

Forward To BOD For Approval

Infusion Pumps, Intravenous Therapy
Policy

3 Year Review, Practice
Change

Forward To BOD For Approval

O 9 N o o A~ 0N

Point of Care Testing Competency
Assessment Procedure

3 Year Review

Forward To BOD For Approval

10. Power Injection with Peripherally Inserted

3 Year Review, Practice

Forward To BOD For Approval

Central Catheter (PICC) Procedure Change
_Administrative
1. Non-Beneficial Treatment 399 NEW Forward To BOD For Approval
Unit Specific
Behavioral Health Services
1. AMA Discharges DELETE Forward To BOD For Approval
2. Managing the Medical Record for ED 3 Year Review, Practice | Forward To BOD For Approval
visits Change

3. Notification of MediCal Beneficiary of
Denial of Benefits

3 Year Review

Pulled for Further Review

4. Notification of Responsible Persons

3 Year Review, Practice

Forward To BOD For Approval

Change
5. One to One Observation of Patients 3 Year Review, Practice | Forward 'I_'o BOQ Eor Approval
Change with Revisions
6. One to One Patient Supervision DELETE Forward To BOD For Approval
7 Orientation of New Patients 3 Year Rgr\];;env;éPractlce Forward To BOD For Approval
8. Pastoral Care 3 Year Féer\]/;v;frachce Forward To BOD For Approval
9. Patient Belongings 3 Year I?:;v;:’ractlce Forward To BOD For Approval

10. Patient Discharge Types

3 Year Review

Forward To BOD For Approval

1. Patient Responsibilities

3 Year Review

Forward To BOD For Approval

12. Patient Satisfaction Surveys

3 Year Review, Practice
Change

Forward To BOD For Approval

Page 1 of 3
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PROFESSIONAL AFFAIRS COMMITTEE

April 12", 2018

CONTACT: Sharon Schultz, CNE

Policies and Procedures

Reason

Recommendations

13. Psychiatric Advanced Directive

3 Year Review

Forward To BOD For Approval

14. Release of Information

3 Year Review

Forward To BOD For Approval

15. Role of Medical Staff Leadership in

3 Year Review, Practice

Forward To BOD For Approval

Behavioral Health Services Change
16. Scabies Lice Fleas in the BHU DELETE Forward To BOD For Approval
17. Scope of Service - Behavioral Health Unit Rl F\(’;f;\géPractlce R LRI el
18. Smoking Guidelines for Behavioral Health | 3 Year Review, Practice | Forward To BOD For Approval
Unit Change

19. Solicitation of Patients Referrals to self

3 Year Review

Forward To BOD For Approval

20. Telephone Use

3 Year Review

Forward To BOD For Approval

21. Treatment of Patients

3 Year Review, Practice

Forward To BOD For Approval

Change
22. Unit Staff Meetings 3 Year Rgr\lr:]v;,ePractlce Forward To BOD For Approval
23, Utilization Management 3 Year Izer;/;\ngléPractlce Forward To BOD For Approval
24, Visiting in Behavioral Health Unit 3 Year I%a:;ivgfractlce Forward To BOD For Approval
. 3 Year Review, Practice | Forward To BOD For Approval

25. Vital Signs Change

3 Year Review, Practice .
. 26. Washer Dryer Use Change Pulled for Further Review

Infection Control

1. Department Specific Infection Control

3 Year Review, Practice

Forward To BOD For Approval

Behavioral Health Services - IC 7 Change

Women & Newborn Services

1. Breast Milk, Pumping, Handling and Forward To BOD For Approval
Storage of DELETE

2. Formula Feeding Procedure DELETE Forward To BOD For Approval

3. Infant Feedings ~ tracked changes 3 Year Review, Practice | Forward To BOD For Approval
Infant Feedings — clean copy Change

Formulary Requests

Albuterol/lpratropium inhaler

Modification to Formulary
Status

Forward To BOD For Approval

Bupropion

Remove from Formulary

Forward To BOD For Approval
with Revisions

Combivir

Remove from Formulary

Forward To BOD For Approval

Darunavir

Addition to Formulary

Forward To BOD For Approval

Droperidol

Remove from Formulary

Forward To BOD For Approval

xparel

Modification to Formulary
Status

Forward To BOD For Approval

Fluticasone inhaler

Remove from Formulary

Forward To BOD For Approval

Fluticasone/Salmeterol inhaler

Remove from Formulary

Forward To BOD For Approval

Page 2 of 3
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PROFESSIONAL AFFAIRS COMMITTEE

April 12™, 2018
CONTACT: Sharon Schultz, CNE

Policies and Procedures Reason Recommendations

Genvoya Addition to Formulary Forward To BOD For Approval
Ipratropium inhaler gﬂt:ct!gcatlon to Formulary | Forward To BOD For Approval
Lansoprazole solu-tabs Remove from Formulary | Forward To BOD For Approval
Medium chain triglycerides Remove from Formulary | Forward To BOD For Approval
Mepivacaine Remove from Formulary Forward To BOD For Approval
galtjl}:?slycenn 0.3 mg and 0.6 mg sublingual Remove from Formulary Forward To BOD For Approval
Nitroglycerin 0.4 mg spray Remove from Formulary | Forward To BOD For Approval
Raltegravir Remove from Formulary | Forward To BOD For Approval
Salmeterol inhale gﬂtc;?l:flcatlon to Formulary | Forward To BOD For Approval
Tivicay Addition to Formulary Forward To BOD For Approval
Verapamil SR Remove from Formulary Forward To BOD For Approval

Page 3 of 3
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(@»Tri-City Health Care District
Oceanside, California

PATIENT CARE SERVICES

| ISSUE DATE: 03/97 SUBJECT: Use-ef-Abbreviations, Use of

REVISION DATE: 5/02, 12/02, 5/03, 12/03, 3/04, 4/06,
08/06, 07/09

Department Approval: 02/18
Clinical Policies & Procedures Committee Approval: 04/4503/18
Nurse Executive Committee Approval: 04/46503/18
Pharmacy and Therapeutics Committee Approval: n/a
Medical Executive Committee Approval: 0541503118
Professional Affairs Committee Approval: 06/4504/18
Board of Directors Approval: 06/15
A. PURPOSE:
1. To provide optimal safety for patients and clear understanding of written medical communication

by eliminating the use of potentially dangerous abbreviations and dose designations.

POLICY:
1. Tri-City Medical Center (TCMC) has adopted the Neil-Davis Med Abbreviations (Neil-Bavis-Med
\bbreviations for abbroviat

a. In addition, Pharmacy has adopted the Institute for Safe Medication Practices (ISMP)'s
Error-Prone Abbreviations, Symbols, and Dose Designations for medication orders.

2. Abbreviations identified as “Do Not Use Abbreviations” by the Joint Commission are prohibited
for use in all orders and medication-related documentation that is handwritten (including free-
text computer entry) or on pre-printed orders.

3. Medication orders
a. If an unapproved abbreviation is used on a medication order or other written

communication for patient care, the ordering physician shall be contacted by the nurse
or pharmacist for clarification. The clarified order shall be documented in the medical
record.

b. Medication orders containing unapproved abbreviations shall not be dispensed by
pharmacy or administered by the nurse until clarified and the medication order re-
entered.

4, Changes to abbreviation references will be approved by the Pharmacy and Therapeutics
Committee (P&T), the Medical Executive Committee and the Board of Directors.

RELATED DOCUMENTS:
1. ISMP’s List of Error-Prone Abbreviations, Symbols, and Dose Designations (20152043)
2, Joint Commission "Do Not Use” List (20172844)

EXTERNAL LINK(S):
1. Neil-Davis Medical Abbreviation - MedAbbrev-com http://www.medabbrev.com/

REFERENCES:

1. The Joint Commission (June 20172044). Facts about the Official "Do Not Use" List. Retrieved
from www.jcintcommission.org on March 7%, 2018Ap#i-6;

2015, https://www.jointcommission.org/facts about do_not use list/ hitp:Awww-icintce
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Patient Care Services
Use of Abbreviations
Page 2 of 8§

ISMP’s List of Error-Prone Abbreviations, Symbols, and Dose Designations (20152013)

he abbreviations, symbols, and dose designations found in

this table have been reporied to ISMP through the 1SMP
National Medication Ervors Reporting Program (JSMP MERF) as
belng frequently misinterpreted and involved in harmful
medication errors. They should NEVER be used when commu-

Institute for Safe Med:paunn Practices

ISMP's List of Ermr-Prone Abbreviations, Symbols, and Dose Designations

entry screens.

nicating medical information. This includes internal communica-
tions, telephene/verbal prescriptions, computer-generated
labels, labels for drug storage bins, medication administration
records, as well as pharmacy end prescriber computer order
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_ o e T Wl belime T Ridaken ac he” o every bow ey
[ Nighlly 1 &t bedlime Mictaken s "gh” {every hour) | Lee “nightly” or “at bedlime”
q.od. or QOD* Every olher day Mnti'lel &= g (daily) or "gLd. (four fimes dail) T be 0" & I e "every oihier doy”
e ——— T e ——— PO e e —
| L1 ______"!11]1_ P e Mmleusu,l.d.(lmnlnsdﬂj) |ll:u'|luiv: =0 s
[ M. [Peyevmingd 6PH | Mitakea s every Ghows Use *daly o & PU" or 'S PH daiy”
= TR | ST misteken as St (subfingeal); SO mistalen & 5 tvery?” the ° - o ]
SB, 50, sub [ ] Subcttamenus in "sth q- has bﬂeﬂ(m'ﬁ!*m L lml (an.’ 2 lﬂpﬂ".:l‘llm .q tke “subcat” ar %Umﬂm
ondeied “suh g 2 bows before surgery” misnderstond o every 2
Euuc: idllluﬂlﬂy) |
= Sldiala seale {insolin) or ¢ | Misiaken as "55" Spel oul “shding scake?” use “one-hal” or
S | {onethézan) . Bt D e e e
[ SSAl " Siifing scale requbar insuln | Misiaben s seleclive serolonin reuplake inhbiler Spell oul "skding scale (insulin)”
sl Stiding sale el Mistaken 5 Strong Solulion of fodine (Luga's)
il (e daily : I“l_is!almn s " lise “1 dodly”
TWorliw | Stmzmawek | Misenas "3limes a day” of “twice in a weel” Lkse ™) times weekly”
Una™ | Ua | Mistakex as 1he number 0 or 4, causing a #0-feld averdase or Lise "unit®
grealer 2.0, AU seen & “40° or du saen &= "M"); mislaken a5
“ec” 5o doze given i volume instead of units (.., u seen a5 doc} i
Histaken a5 undl doze (eq. ditiazem 175 mp IV infusion “U0° misin- | Hee " diecled” '
vo " dieeted ("o “'"".} terpreled 2 meanig I(u give the entire h!u:?m & aund Jholss] dose) S |

" Teadling zere afiar

cirral | rni Histalen as 10 my ¥ the decimal poinl & not seen Do nol 12 Inéing zernc for deces .
[‘:'__ 10 :::)'.'. expressid in wholz pumbers
“Naked” dacimml nul i5mg Mistaken 25 5 mg if the decmal poinl & not seen Uisa zern belare a decimal poiol when the
(a.l.. 5 e ik dose & 1= than a whole upil
| | Ablwaviations suth as . | mg Tha period i unneceszary and could be mistaken as the number 1 § | Uee mp, mL, ele. wRliout & tenmina
| or mL. with u pariod wrilen po perind
{ollowing the abbrevintion | ml |
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"\ Institute for Safe Medmahon Practices

ISMP’s I.|st of Ermr-Pmne Abbreviations, Smbala' and Dose Designations (onouec)

[hnse: Destgriations T B bl
ami ll!!m Imnilnuh:m

i : m wierel 40 mp istaken as hideral 140 mg lec2 adequale space batwean (he drog
lonihu ( name, dose, and und of memsure
prehlemplic lor im Tegretol 300 mg Mistaken as Tegreld 1300 mg

names lhal ead in ¥

sach = hdenli my;

Teprel e300 mg) |
Nunmrieal dese snd wail | 1D mp The *m" & somelimes mistaken as & zerm or twn zems, reking a | Place adenuale space helween the dese and |
of messare un logether 10- tu 100-fold overdose und of memure |

(ep, WOmg, 00m) | |00 ;L 5
Large dosas witheul 100,000 ynks 100000 has been misiaken as Y0,00G or 1,000,000; 1000000 kas | Use cammas Jor desing uniks al or sbove |
properdy placed commes been mistaken as 100,000 1,00, o use words stch & 100 |
tii fumo wis; 1,@00,000 ynits "Illllllﬁlild" or | "milizn” 1o improve |

: Benmiig P peedating I
To avold confiesion, do nui abbreviale dnig names | when communicaling medical infomation. Examples of drup name sbbreviations involved in medication ertors inclode:

APAP | acctominophen | et recognized 25 acetamiuphen Use complele dhug name
ARA A | vidanding "istaken a5 cytarabine (ARA ©) lls2 complee drug name
ATl " didovudine (Relrovie) Mistaken a5 azathioprine or &zireanam ___ tha mmgld_n_ g gl;n_e RREINATRT
£ez | Compaie (prockirperniine) | Motoken a5 chiopromazie lis2 complele drug same 5
oeT | Demerl-Phenergm Thorazne | Mictaen as dghthesia- pertussi-lelanus (vaccine) lise complele dug name
oTa Diluted linciure of opium, or | Kiisiaken as tinclure of apium ke complele drug name
deodarized linclure of oprum
{Paregoric)
S 1~ S A e Py e S
HCT Tydmenriizane | Mitaken a< hydrchioraihiazide Tse complete drug name
Hewz Iiydrochiorethiazide Witaken 25 bydmeortisne (seen s HCTZ50 m) lize complete drup name
' M504~ mognesium sullate Wistaken ss morphine suffate lke complete drug pame
M§, MS04* morphine sulate Mztaen as magnesivm sufiate | llse complete dug name
M mellolrede | Wikiaken as moxsnirone | lise complele dreg name
HoAC novel’'new oral snlicaagulsnl | Ho anlicoagnbsnt lkse complele drug name
PEA prucainanide | Mistaken as patient conirolled anakesia llse complele drug name
m | propylbicuacd T mercaplopurine lise complede drug name
n Tylenol with codeine Iln J Mistaken ac Eathyronine lise complele diug name
I S "'Iﬂu_ngimhuu ST Msteken s tetrmcaine, Adrenalin, cocaine ke complele drug name
T T S| IThkme | Velken s TR lse camplele dug name |
I | et g o R e | 5 e dw e
In504 tine sulale Mistaken as momhine sufate Use camplete drug Rame
Slenmnal Doy e TN Blizdide ryredtim 1

L tHitre” di nitroglycerin infision Al _I:iighd:m as sodum nimprussale infusion (e complele drug Rame
“Norflox” noiflaxach Kitaken as Horflox Uise complele drug name
Iz Witaken s Invanz lse complele &g pame

¥ Yane” inkayenozs mclmyun
gk i

5 Dram s Symbal for dram midlaken 2 : lize the melric system
) Minim Symbol for mipim mistaken 25 "md"
X3 For three days Mistaben as *3 doses” Lise Yor thres days”
>ai< | Miare than and ke then “Wistaen a5 oppecite of inlended; misiakenly e feoecl | e "more than® or “les Them”

| =ywbol; "< 10" mistaken as 40"
T [slash ek} Seomales two doses or ‘Mistaken 25 the number i (e.g, 25 unit/10 unds” misreadas | Use “per” mather than a sk mark fo

icales “pes” “25 unils and 119° units) oo | separle dxes
@ A Mistaken 25 2" it !l "al”
Fs gL And Hislaken s 2" ! lse "and®
[ s ot NG ool Hitaken 25 1" Tise mad”
R ] Hnul 5 Mistaken as a zer (e, q2° seen &s q 20} lise "W,” 'I|, or hour”
ST . lkse 0 or 2o
Do 00T, nnllsinn Viistaken as numerak 4, 6, 8,and 9 Y hlent Kaing Whok Wik
“*These shirevitions are inchuded an The Jaind Commissor’s “mirimura Bst™ of dangerous abbreviations, acromms, and symbok that must be inhaded on an organizatiar’s
Do o g™ fs, effective Jamsary 1, 2004, Visi b comeszan s or mare idcrmation abowt this Joit Commizsta requiresren VISM !
© ISHP B15. Pesmbsin is ganted i repreduce material with prapes Aibutiss far inlernal use within heatthcare onganizatiors. Other reprscuction & prahibited TIN R R antn AT

vithoul wiitien permissin from ISHP Repert actal and patential maication eners to the ISMP Hatienal Medficatian Ervers Reporting Program (ISMP KERP) via the

Web &1 wrawzmn g o by ealing 1-800- FAIL-SARE). wyew ismpLorg
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m’. Institute for Safe Meditation Practices

ISMP’s List of Errar-Prone Abbreviations, Symbals, and Dese Designations

he abhbreviations, sywibels, and dose designations found in

this table have been reported to ISMP through the ISMP
National Medication Errors Reporting Program (ISMP MERP) as
being frequently misinterpreted and involved in harmful
medication errors, They should NEVER be used when commu-

entry screens.

Merilet peetation

nicating medical informatlon. This includes internal communica-
tions, telephone/verbal prescriptions, computer-generated
lehels, |abels for drug storage bins, medication administration
records, as well as pharmacy and prescriber computer order

Gujeerdion

¥ Micregrom Llistaken = “mg* _ ll_s: ‘meg” i
AD, AS, AU Right ear, left ear, each ear | Hislaken ss G, 0S, OU (right eye, et eye, each eye) Use “vight ear,” "left eor" o “ench ea™
01, 05, 00 Right eye, lft eye, each eye | Hilaken a5 AD, AS, A1 (bt ear, b ear, sach ea} Use right eye,” %Rl eye,” o "each eye”
i peat el BT Tl [_ledllme Py Eidahnns'ﬂll]" (twice dady} lls hedtime”
| @ Cubic contimelers | Mlislaken os “” (unils) liee “ml”
o/t Discharge er deconlinue Premature discontiouation of medications £ D/C {intended to mean | lksa "dischaspe® and *discontinue”
“discharge”) has been misinleprded a5 “dicantmued” when
folowed by a k! of dicharge medications
1] | Injeclion Wistaken 2 "IV or "ntmjugular” | Ike Tneclinn” e |
] [ Histalen = *IN" or "V | e otrnasal” or WAS”
HS Ha¥-srengh | Mistaken & bedtime e ha¥-steenglh® or “bed(ime”
hs At bedime, hours of sheep _l.'l-istam = haf-sirength R S |
= nlematiomalunil | Wislakea 25 IV (travenaus) or 1 {len} [tk unlte R R T
od o 0T e dady 5 d TGN
0 =
Per os DELETE y mouth,” ov “oialy”
i o QD™
! : [T T & MEEUEsTOT S BT
gy Higlily at bedtane Hislaken a5 *ghr” or every hour Ie “nighlly”
] | llinll!y_u g?lllnlline Mistaken s 'uhl(wuy hour} Use "nighlly” or "ot bedtame”
" gad o000 | Deiyoberdy | Mislaken & "qd” {daib) or "gid {fow times dai) # the 0" & lice “every other day*
i youry wrllen {0 Rl
eld Ty | Mistalen & qdd {four times dab) e My A e
" @PM [ BeyemmdGP | Beden s owy S e by A o Pl
§C, 51, 3ch q Subcutmenus ac.awghf;(;ﬂwgimﬁﬁ E&?ﬁk! L) lise “subcut® or “subcylancously”™
ordered “sub q 2 howrs before surgery™ misunderstond as every 2
haurs belove surgery)
Sliding seale (nsyln) o Y Mistaken & "55” Sped ot "skiding scale;” use “one-Jaf” or
RIS | (myelbecky) STRERETS 79 7
SSH Slifing seale regubar insulin Mistaken 2 seleclive-sernlonm reuptake inhibitor | Spel uut Siiding seale (insulin}”
854 Sliling sedejesulin | Mistaken & Strong Salulion of lodine (Lugal's)
, i One daly Yistafen &5 1 Lo ®) dty”
f TIW o tiw Ytmzaweek | Histalen & "J1imes & day” o "twice in 2 weel” T ThkeTdimes wely®
U or 0** linit \ Mistaken & the number O or 4, causing a {0-fuid overdose or ke “unil
| greater (2., 4U seen &5 107 or 4u seen &5 “44”); mistaken &5
"ez” <o dose given in volume instead of unds (e, 4u seen as 4cc)
| ey gt Mistaken &5 und dose {eg., Wtazem 125 mg [V nfusios “U0° misin- | Lka " direcled”
ua f s diected £ Eckun’} {epreled a5 meaning |El give Ihe enlire ilhsgm & & unk [bolus] dose)
Dnse Desiginstions Rl Lty
aned Diker dabarmetion
T'f:-.";l";ﬂ‘n:" 1mp Mistaken & 16 mp & the decimal point &5 nol seen Do ne wse teiliag zerme Jor doces
(eq. 10 ma)*™ expressed in whol numbars
[ “Haked” decimsl point | D5 ;g Pistaken a5 5 mg if the decimal point & nct seen (kce zero before a decimal pont when the
(_l'.!..sllll_]“v B} T ! dese s lezs than & whle unit
Abbrzviaiiong such 25 mg. | my The perid is unnecessary and could be mistaken & the number 1 & | llsa mp, mL, e1e. wilhaul ateriminal
or .. wilh 3 piod wilen po pesiod
| foliowing tha'abbraviation | ml STt e e R B |
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. ,a*“‘ * Insutute for Safe Medllg'ntibﬁ Practices

ISMF's List of Error-Prone Abbreviations, Symbals, and Dose Desinations oo

D Rlezimng Melid o Lalien

Drug name and Inderal 40 mg Mistaken a Indaral 130 mp Piace adequate space belwesn (he drug
logelher lTleth ame, dae, and und of mesure
milelrd dlu Teqrelol 3M mp Mistaken as Tegretol 1300 mg

| Nometical dese and ok | 0mg The “m" & somelimes mislaken 2 o zer0 or two zeros, fisking 8 | Phice dequale space belween the dose and
of measure ron {egether 10- 10 100-fold overdose ank of memure
(o4, 0mg, 0mi) | 100 rol,
Large L 0] wnils 100000 bt Deen mistakien e HJCE] or 1 000N TN hes | ke commas irdwinu unis o or atove
pieperly placed comenas | heen milakes 2 100,000 U“ﬁ or use words suth o 1D "thousand™

‘million” to improve readabilily

¢.q.. 100000 uails; 1,000,100 mnils
00000 wits)

Pizitemet i

T mid :mhmu. lln nn1 abbrrmla dru) names vdlau commusicaling medical information. Examples of drug rame abbrevistions ivolved in melfulml el include:
APAP [“acelamingphen Hel recopnized a acelamingghen bsecampiele dg mame. |
ARAL | vidorabine | Mistaken = cytarabine (ARA C) lise complets drug rame

| Blovudine (Relrv) Hisiaken & azathiopriee or aztreonam Use complete drug e~ |
[{}] Gompasine (prochlaperazine} | Hislaken m: chiorpromazine Ike complete ditg mme
oPE Demerol-Phenesgan-Thorizine | Mistaken s diphiheris-perussis-letoaus {wacrine) lkse complele drug Rame
oo | Dinded linclure of opium, ey | Mistaken = Sinclure of opiom Ose complele dreg name
denlwized tinctore of opiem
{Paregoric) = e IS e |
HC1 Trydrochloric ackl or Mistaken & polassium chionde lice camplele drug mme unless expressed |
hydmehloiide (The "H* & misinterpreted as *K") = o5 ol & dg ]
HCT |
WCTZ byi]
Mas04™ -1 DELETE
MS, MSo4™ ma
[B m Md_ -'__..___ — — . v
PCA procainamide Mistaken 25 patient controled analgesia | lise complele drug mme
PTU proptthiowaci | Misaken &5 mercaplopurine lice complels drup mme
A L e Tlenal with cadeine Mo, 3 Mislaken a¢ liothyronine | lse ulnplela drug mme
TC | umchokme Wistalen as \etracaine, Adrenalin, cocaine 1 e complele diug rame
K Mhee | sldlen s TRX ) Ikse complete dnug mame
In504 e sullale ~ | Mistaken 2 morphine sullate lse complets drug rame

mirghcein infusion I Histaken & sodiom nilmprusside infusion lise complele drug rame

aorfleracin Histaken 5 Horflex ke complele dig reme
lmvenows vancomycin Misiaken 25 lvanz lise complels drug mme
| Symbol for dram mistaken a5 *3° lise the melric syslem
m Hinim | Symbol for minim misaken a *ml”
p<"} fortkree days Histaken & *3 doses” o Iise *for thsee days® i
Sai< | Grealer thn and lecs than | Wistaken 25 oppuste of intended; mistakenly use incomeed (e "peder thar” or ess thn™
symbal; "< 10" mﬂalmn = '4I]'
| [stash mark) Sepamles two deze of Mislalen as The number 1 (e, “25 unis/10 unite” meresd = lise "per” rather than & skech mark lo
ndicales “per” *25 units and HO" unils) separple does
@l A Kistaken & “7° Lise “a
& - fhd Histaken & “2° lee “and”
+ Pt or and Mistaken & *4* Tl st
. I:luqt 3 Histaken & a zem (&0, q7° seenas g 10) tse b’ _‘|h."vnr "luln"
Daia Ierm, mll sign i Mistalken = nomeraks §, 6, 0, and 9 5i£:§fmm using while wmrk |

“*These abbreviations are inckaded en Bhe Juim Commissior's *minimem list™ ol dangerous abbweviatioes, acromyms, and symbrols (hat must be included o
an organizatiors “Bo Hot Use™ ksy, effective January 1, Z04. Visid wiwnt pefooommiszaon o fov more sndezmation about tfes Jond Commissian fequrement

€ ISKP 2012, Permizsian i3 gaanted tr reprecuce matesial with praper attributien far ierma) use within heakheare srganizations. vlmp ;
Orher reprocictian is prahibiled withat wiltien permission fram ISUP. Repart actusl and petential medicalisn erers 3 the ISHP TR W BT A
liatisnal Merfition Brars Reparting Fragram {ISHIP MERF) via the Web at e bsmpes o by calling 1-000-FAIL-SAF(E). wew Luguong
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Facts about the Official “Do Not Use” List of Abbreviations
June 9, 2017

The Joint Commission’s “Do Not Use” List is part of the Information Management standards. This
requirement does not apply to preprogrammed health information technology systems (for example,
electronic medical records or CPOE systems), but this application remains under consideration for the
future. Organizations contemplating introduction or upgrade of such systems should strive to
eliminate the use of dangerous abbreviations, acronyms, symbols and dose designations from the

software.
Official *Do Not Use” List’

Do Not Use Potential Problem Use Instead
U, u (unit) Mistaken for “0" (zero), the Write "unit”
number “4"” (four) or “cc”
IU {International Unit) Mistaken for IV (intravenous) or| Write "International Unit"
the number 10 (ten)
Q.D., QD, q.d., qd (daily) . Write "daily"
Q.0.D., QOD, q.o0.d, qod(every Peringlls;a;lt(::t;zrgarz:’s?atl?eer: for Write "every other day"
other day) "I" and the "O" mistaken for "I"
Trailing zero {X.0 mg)* 2L LML Write X mg
Lack of leading zero (.X mg) Write 0.X mg
MS Can mean morphine sulfate or | Write "morphine sulfate”
magnesium sulfate
MSO, and MgSO, Confused for one another Write "magnesium sulfate”

! Applies to all orders and all medication-related documentation that is handwritten {(including free-text
computer entry) or on pre-printed forms.

*Exception: A “trailing zero” may be used only where required to demonstrate the level of precision of
the value being reported, such as for laboratory results, imaging studies that report size of lesions, or
catheter/tube sizes. it may not be used in medication orders or other medication-related
documentation.

Development of the “Do Not Use” List
In 2001, The Joint Commission issued a Sentinel Event Alert on the subject of medical abbreviations. A

year later, its Board of Commissioners approved a National Patient Safety Goal requiring accredited
organizations to develop and implement a list of abbreviations not to use. In 2004, The Joint
Commission created its “Do Not Use” List to meet that goal. In 2010, NPSG.02.02.01 was integrated
into the Information Management standards as elements of performance 2 and 3 under IM.02.02.01.
For more information, contact the Standards Interpretation Group at 630-792-5900 or complete the

Standards Online Question Submission Form.
https:/fwww.jointcommission.org/facts about do not use list/

Retrieved March 7, 2018
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The Joint Commission

Facts about the Official “Do Not Use” List

In 2001, The Joint Comimiission issued a Sertinel Event Alert on the subject of medical abbreviations, and
just one year later, its Board of Commissioners approved a National Patlent Safety Goal requiring
accredited organizations lo develap and implement a list of abbreviations not to use. In 2004, The Joirt
Commission created its “do not use” list of abbreviations (see below) as part of the requirements for
meeting that goal. In 2010, NPSG.02.02 01 was irfegrated into the Information Management standards
as elements of perforrnance 2 and 3 under IM.02.02.01.

Currenlly, this requirement does not apply to prepragrammed health information technology systems {for
example, electronic medical records or CPOE systems), but this application remains under consideration
for the future. Organizations contemplating introduction or upgrade of such systems should strive to
eliminate the use of dangerous abbreviations, acronyms, symbols, and dose designations from the
software.

Official “Do Not Use" List'

Do Not Use Polential Problem Use Instend

U, u (unit) Mistaken for "0" (zero), the Write "unit"

U (intemational

DELETE

Qp, QDb qd, qd

QoD,QdD, qo
{every other day] “T" and the "I mistaken for 1

Trailing zero (X.0 mg)* Decimal point is missed Wirite X mg
Lack of leading zero { X mg) Write 0.X mg
MS Can mean morphine sulfate or Write "morphine sulfate”
magnesium sulfale Write "magnesium sulfate”

MSO, and MpSO, Confused for one another

! Applies 1o all orders and all medication.related documentation that is handwritten (including free-text
compduter entry) or on pre-printed forms.

*Exception: A "trailing zero® may be used enly where required to demonstrate the level of precision of the
value being reported, such as for laboratory results, imaging studies that report size of lesions, or
catheterftube sizes. it may not be used in medication orders or other medication-related documentation.

The National Summit on Medical Abbreviations

Participants at the November 2004 National Summit on Medical Abbreviations supported the *do not use”
list. Summit conclusions were posted on the Joint Commission website for public comment. During the
four-week comment period, the Joint Commission received 5,227 responses, including 15,485 comments.
Mare than 80 percent of the respondents supported the creation and adoption of a *do not use® list. This
spectal one-day Summit brought together representatives of more than 70 professional socleties and
associations and special inlerest groups o discuss medical errors related to the misuse and
misinterpretation of abbreviations, acronyms, and symbols. The objective of the Summit was to reach
consensus on the scope and implications of this serfous and compiex problem and to find reasonable
solutions using all of the evidence at hand and in the most dispassionate way possible.

The National Summit on Medical Abtreviations was hosted by The Joint Commission with its co-
caonveners American College of Physicians, American College of Surgeons, Amernican Dental Association,
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American Hospital Assoclation, American Medical Association, American Society of Health-System
Pharmagists, Institute for Safe Medication Practices, and United States Pharmacopeia. Approximately 50
professional socleties and assocfations and selected interest groups participated in the Summit
reprasenting every perspective.

For more information
Contact the Standards Interpretation Group at (630) 792-5900, or complete the Standards Online
Cuestion Submission Form at hitp/fwww. joinlcommission ora/Standards/CnlineQuestionForm/.

6/14

DELETE
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Tri-City Medical Center
Oceanside, California

PATIENT CARE SERVICES

ISSUE DATE: 01/03 SUBJECT: Automatic Stop Orders
REVISION DATE: 06/03, 07/09, 03/14 POLIGY-NUMBER: L5
Department ReviewApproval: 01/18
Clinical Policies & Procedures Committee Approval: 041402/18
Nurse Executive Council Approval: 044403/18
Pharmacy and Therapeutic Committee 044403/18
Medical Executive Committee Approval: 02{1403/18
Professional Affairs Committee Approval: 0314404/18
Board of Directors Approval: 03/14
A, PURPOSE:

1. To provide guidelines for discontinuing narcotics, antibiotics, chemotherapeutic agents, and all

other drugs.

B. POLICY:

1. In the absence of a specific physician/Allied Healthcare Professional {AHP)'s order indicating

the desired duration of therapy, automatic medication expiration is as follows:
a. Narsotiss-Opioids and benzodiazepines — seven (7) days
b. Antibiotics — seven (7) days

-------

....... ala ata =ta ~ ¥ r - at= aYTa ada

é&c. Intravenous {IV) acetaminop.hén- 24 hours (not to exceed 72 hours)
a:d. Ketorolac- five (5) days

g-e. Paralytic agents (i.e. cisatracurium, rocuronium, pancuronium, vecuronium)- 48 hours

f. Albumin- 24 hours (exceptions: status post Gardias-Coronary Artery Bypass Graft,
hypotension during dialysis, hepatorenal syndrome, spontaneous bacterial peritonitis;
not to exceed 14 continuous days)

9. Mannitol - seven (7) days

h. Phytonadione (Vitamin K) — seven (7) days

i lron sucrose — maximum cumulative dose 1,000 mg within 14 day period

kj.  All other medications — 30 days

kk.  All medication written to be given for “duration of stay” shall be interpreted as the
physician requesting therapy for the entire inpatient stay unless otherwise stated.

2. The expiration date(s) of these medications shall be monitored via the Pharmnet Pharmacy
System.
3. The ordering physician/AHP will receive a renewal notice in their inbox to renew the medication

electronically via

ata el

computerized physician order entry (CPOE).

= o ~Yals AEL AT Batem i hatarn Pao reaasisnotise e oteameme s B8 s A
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Patient Care Services Policy-Manaal
Automatic Stop Orders—R:6

Page 2 of 2

Medications that are not renewed shall not be given after the renewal date noted on the renewal
form for each medication.

Any medications put on “hold” by the physician/AHP shall automatically be discontinued by the
nurse or pharmacist and must be reordered by the physician/AHP if and when the medication is
resumed.
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@) Tri-City Medical Center

Tracked Changes

Patient Care Services

PROCEDURE: CONTINUOUS AMBULATORY PERITONEAL. DIALYSIS (CAPD) EXCHANGE;
CONTINUOUS CYCLERGYGLIC PERITONEAL DIALYSIS (CCPD) EXCHANGE
Purpose: To outline nursing responsibilities in, trouble shooting and disconnecting a patient that

has a Liberty # Cycler (CCPD), and responsibilities in CAPD exchanges,
trouble shooting and dlsconnectlng a patlent that has a Fresemus Stay Safe CAPD
exChange exchange Ee 2 z

Supportive Data:

To maintain aseptic technique when disconnecting patients from a CAPD or CCPD
device in addition to maintaining the CAPD and CCPD treatment for the patient when
San Diego Dialysis, Inc nurses are not available within the facility.

Equipment:

Mask, Gloves, Del Clamps™, IV Pole (CAPD)}, Spring Scale (CAPD), Chux Pad, Blue
plastic hemostats

A POLICY:

1. Tn-Clty MedisalCenterHealthcare District (TCHD) has contracted San Diego Dialysis
Services, Inc. to administer peritoneal dialysishemeodialysis-on-4-Ravilion-in-room 476

including set up and support for inpatients receiving peritoneal dialysis as needed-in-ourmain

2. The resbonsibility of the San Diego Dialysis Services, Inc., per their contract, will be to:

a.

b.

Prep, connect, monitor and disconnect patients requiring hemedialysis-and-peritoneal
dialysis.

Administer medications as ordered by privileged TCMGHD physicians during
continuous ambulatory peritoneal dialysis (CAPD) and automated peritoneal
dialysis (APD} treatments.

3. The CAPD and continuous cycler peritoneal dialysis (CCPD) trained nurses-whe-are
tFamed-m—GAPD-a-GGP-Dane—AF!D- wm be responsnble for trouble shootlng alarmsaed—elam-plng

net on the leerty cycler sste—
4, Nurses-whe-are-traired-in-CAPD or CCPD trained nurses; may also be requured o d:sconnect

pentoneal dlaly3|s patlents from the leerty Cycler® Stay Safe ®ARD

mth—Del—GkampJM-and-Snap-(-Qne-HmeAFlD-e*ehange)- when the San Dlego D|a|y5|s Sennces -

Inc.’s dialysis nurses are unable to disconnect patients due to immediate proceduresstaffing

e—her-tages or time constralnts related to in house hemodialysis patients. Nurses-woerking-n-3

5. Emergency equipment shall be readily available at patient’s bedside in-ease-effor emergency
disconnection for both CAPDARD and CCPD patients includes:

a. 2 Masks (nurse and patient)
b. Gloves
(of Chux
d. 1 Stay Safe® Cap
e. 1 Stay Safe® Organlzer
af. Blue plastic hemostats (|f patlent S catheter does not have a clamp)
B. PROCEDURE:
1. CCPDARD for the Liberty Cycler®:
Pharmacy and Madical Professional
Depariment Clinical Polici Nurse Executl Board of
Roview | AProcedures |  Commies | Thorapautics | Exocullve o dairs Directors
o A 07112, 02118 08/42, 03/18 nia 08/12, 03118 08/12, 04118 0912
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a. Trouble-Shooting:
i. Refer to the Peritoneal Dialysis Manual lesated-in-3-Ravilien-to trouble shoot any
alarms on Libertythe-NewtordQ® Cycler.
ii. If unable to trouble shoot alarms on the APD for the Liberty Cycler®: by using the
Peritoneal Dialysis Manual, contact the on call Dialysis nurse at 1-855-726-
9720858-627-3506-

orto-disch .
b. Disconnecting with the Liberty CyclerNewton1Q-4-Lead Set with Stay Safe® Patient
Connectors:
i. Place a new Stay Safe® Cap in the notch on the Organizer.
i. Turn the blue end of the Patient Connector clockwise until it stops.
iii. Push in the blue end of the Patient connector until it stops.

iv. Close the clamp on the Extension Set.

V. Insert the Patient Connector into the Organizer.

vi. Remove the protective cover from the new Stay Safe® Cap.

vii. Unscrew the Extension Set from the Patient Connector.

vii.  Connect the Extension Set to the new Stay Safe® Cap and remove from
Organizer.

ix. Connect the protective cover on the used Patient Connector=.

X. Document the CCPD output,{lecated-in-the-right-hand-cormerof-the-NewtoplQ®
Eysler-sereen); color, and clarity of fluid using the I1&0 form in Cerner. All CCPD
patients must have the CCPD output recorded after every completed CCPD
exchange.

Xi. If patient is to be discharged after CCPD is completed, an assessment shall be
completed by the San Diego Dialysis Services, Inc.’s nurse prior to discharge.

“.C.  PROCEDURE:
2-1. CAPD Stay Safe single exchange
a. The following supplies are needed to perform the Fresenius Stay Safe CAPD
Exchange Procedure;
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Bag of Stay Safe Delflex solution with appropriate dextrose percent (%), as
ordered by the physician

Stay Safe® Organizer

Stay Safe® Cap(s)

Masks for everyone in the room

Personal protective equipment (PPE) for {Sstaff}, {(Rpatient/Ccaregiver as
instructed by dialysisH¥ Nnurse}

Liquid antimicrobial soap and/or alcohol based hand sanitizergel
Intravenous (IV) pole

Spring scale {optional)

Organizer holder (optional)

b. Apply masks to all persons in the room; staff applies remaining PPE except
gloves.
c. Wash hands with liquid antimicrobial soap and water per Infection Control

Procedure: Hand Hygiene - IC 8;-FMS-CS-IG-H-155-080C.
d. Apply non-sterile gloves (staff).

i

Place a new Stay Safe® Cap in the notch on the Organlzer

Unelamp-paﬂent-s-eaﬂaetar—andTurn the blue end of the Patlent Connector

clockwise until it stops.
Push in the blue end of the Patient connector until it stops.
Close the clamp on the Extension Set.

Insert the Patient ConnectorRremieriubing-and-any-otherclamps-that-drain
direstly into the Organizerdrainage-bag.
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the—seﬂ—peFt—ef—the—tubmg-)—thaHs—the—mest—daetaJRemove the protectlve cover
from the new Stay Safe® Cap.patient-Ltho-Snap-disconnect-exensionsethas

tra-Enap-disconhacic).
vii. UnscrewEnsure-that the Extension Set fromtubing-is-corractiy-pesitioned-in the

Patient Connector.

jiviii. ConnectBel-Clamp™ closure-by-pressing the Extension Set totubing-fiemly-inte
the new Stay Safe® Cap and remove from OrganizerBel-Glamp-tubing

ameuat—ef—doalysate—ﬂaat—was—dumg—the—APD—ﬁu—Connect the protectlve cover

on used Patient Connector.

=000 s taa-ARR-auloul:

w:X. Document the CCPDARD output, color, and clarity of fluid using-thet&O-ferm in
Cerperthe medical record. All CCPDARD patients mustshall have the
CCPDARD output recorded after every completed CCPDARD exchange,

xi. If patient is to be discharged after CCPD is completed, an assessment shall be

completed by the San Dlego Dlaly3|s Serwces. Inc.’ s nurse pnor fo dlscharge

D. RELATED DOCUMENT(S):
1. Infection Control Procedure: Hand Hygiene - IC 8

cE. REFERENC E(S):

Fresenius Liberty Cycler Termination of TreatmentSafe-Lock-RremierRlus ARD-Exchange
Procedure FMS-CS-iiH-1-530-110C4 18-DEC-2013245-045A-June-1-2007

2. Fresenius Stay Safe CAPD Exchange Procedure FMS-I1S-IIGS-HI-1-530-082C 18 DEC-
2013245-040A June-—4-2007

3. Fresenlus Pentoneal Dlaly5|s Procedure Manual- Cllnlcal Services 1-200-0001- SD

122



, _ Clean Copy
£
(C-:-J) Tri-City Medical Center Patient Care Services
PROCEDURE: CONTINUOUS AMBULATORY PERITONEAL DIALYSIS (CAPD) EXCHANGE;
N\ CONTINUOUS CYCLER PERITONEAL DIALYSIS (CCPD) EXCHANGE
Purpose: To outline nursing responsibilities in, trouble shooting and disconnecting a patient that

has a Liberty ® Cycler (CCPD)}, and responsibilities in CAPD exchanges, trouble
shooting and disconnecting a patient that has a Fresenius Stay Safe CAPD exChange
exchange

Supportive Data: To maintain aseptic technique when disconnecting patients from a CAPD or CCPD
device in addition to maintaining the CAPD and CCPD treatment for the patient when
San Diego Dialysis, Inc nurses are not available within the facility.

Equipment: Mask, Gloves, Del Clamps™, 1V Pole (CAPD), Spring Scale (CAPD), Chux Pad, Blue
plastic hemostats

A. POLICY:

1. Tri-City Healthcare District (TCHD) has contracted San Diego Dialysis Services, Inc. to
administer peritoneal dialysis including set up and support for inpatients receiving peritoneal
dialysis as needed.

2. The responsibility of the San Diego Dialysis Services, Inc., per their contract, will be to:

a. Prep, connect, monitor and disconnect patients requiring peritoneal dialysis.

b. Administer medications as ordered by privileged TCHD physicians during continuous
ambulatory peritoneal dialysis (CAPD) and automated peritoneal dialysis (APD)
treatments.

3. The CAPD and continuous cycler peritoneal dialysis (CCPD) trained nurses will be responsible
for trouble shooting alarms on the Liberty cycler.

4, CAPD or CCPD frained nurses may also be required to disconnect peritoneal dialysis patients
from the Liberty Cycler® Stay Safe ® when the San Diego Dialysis Services, Inc.’s dialysis
nurses are unable to disconnect patients due to immediate procedures or time constraints
related to in house hemodialysis patients.

83 Emergency equipment shall be readily available at patient's bedside for emergency
disconnection for both CAPD and CCPD patients includes:

2 Masks (nurse and patient)

Gloves

Chux

1 Stay Safe® Cap

1 Stay Safe® Organizer

Blue plastic hemostats (if patient’s catheter does not have a clamp)

~pooUTw

B. PROCEDURE:
1. CCPD for the Liberty Cycler®:
a. Trouble-Shooting:
i. Refer to the Peritoneal Dialysis Manual to trouble shoot any alarms on Liberty®
Cycler.
ii. If unable to trouble shoot alarms on the APD for the Liberty Cycler®: by using the
Peritoneal Dialysis Manual, contact the on call Dialysis nurse at 1-855-726-9720
b. Disconnecting with the Liberty Cycler with Stay Safe® Patient Connectors:
i. Place a new Stay Safe® Cap in the notch on the Organizer.
ii. Turn the blue end of the Patient Connector clockwise until it stops.
ii. Push in the blue end of the Patient connector until it stops.

v, Close the clamp on the Extension Set.
V. Insert the Patient Connector into the Organizer.
Vi, Remove the protective cover from the new Stay Safe® Cap.
vii. Unscrew the Extension Set from the Patient Connector.
vii. ~ Connect the Extension Set to the new Stay Safe® Cap and remove from
Phamacy and Madical Professional
Dopariment | Chiemroles | NipeRxculve | Twpeuics | Bcuve | A o
Committes Committes Committee
04/08, 06112, 07/42. 02/18 08/12. 03/18 nia 08/12, 03/18 09/12. 04118 09/12
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Organizer.
ix. Connect the protective cover on the used Patient Connector.
X. Document the CCPD output, color, and clarity of fluid using the 1&O form in
Cerner. All CCPD patients must have the CCPD output recorded after every
completed CCPD exchange.
Xi. If patient is to be discharged after CCPD is completed, an assessment shall be
completed by the San Diego Dialysis Services, Inc.’s nurse prior to discharge.
C. PROCEDURE:
1. CAPD Stay Safe single exchange
a. The following supplies are needed to perform the Fresenius Stay Safe CAPD Exchange
Procedure:
i Bag of Stay Safe Delflex solution with appropriate dextrose percent (%), as
ordered by the physician
i Stay Safe® Organizer
ii. Stay Safe® Cap(s)
iv. Masks for everyone in the room
V. Personal protective equipment (PPE) for staff, patient/caregiver as instructed by
dialysis nurse
vi. Liquid antimicrobial soap and/or alcohol based hand sanitizer
vii. intravenous (V) pole
viii. Spring scale (optional)
ix. Organizer holder (optional)
b. Apply masks to all persons in the room; staff applies remaining PPE except gloves.
c. Wash hands with liquid antimicrobial soap and water per Infection Control Procedure:
Hand Hygiene.
d. Apply non-sterile gloves (staff).
i, Place a new Stay Safe® Cap in the notch on the Organizer.
il Turn the blue end of the Patient Connector clockwise until it stops.
iii. Push in the blue end of the Patient connector until it stops.
iv. Close the clamp on the Extension Set.
V. Insert the Patient Connector into the Organizer.
vi. Remove the protective cover from the new Stay Safe® Cap.
vii. Unscrew the Extension Set from the Patient Connector.
viii.  Connect the Extension Set to the new Stay Safe® Cap and remove from
Organizer.
iX. Connect the protective cover on used Patient Connector.
X. Document the CCPD output, color, and clarity of fluid in the medical record. All
CCPD patients must have the CCPD output recorded after every completed
CCPD exchange.
Xi. If patient is to be discharged after CCPD is completed, an assessment shall be
completed by the San Diego Dialysis Services, Inc.'s nurse prior to discharge.
D. RELATED DOCUMENT(S):
1. Infection Control Procedure: Hand Hygiene - IC 8
E. REFERENCE(S):
1. Fresenius Liberty Cycler Termination of Treatment Procedure FMS-CS-ii-1-530-110C4 18-DEC-
2013
2, Fresenius Stay Safe CAPD Exchange Procedure FMS-IS-II-I-530-082C 18 DEC-2013
3. Fresenius Peritoneal Dialysis Procedure Manual-Clinical Services 1-200-0001-SD
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Tri-City Medical Center
Oceanside, California

PATIENT CARE SERVICESSTANDARDIZED PROCEDURES-MANUAL

STANDARDIZED PROCEDURE: EMERGENCY DEPARTMENT

I POLICY:

A.

Function: To define appropriate utilization of specific orders and order sets, otherwise referred
to as standardized procedures.

B. Circumstances:

1. Setting: Tri-City Medical Center, Emergency Department (ED)

2. Supervision: An Emergency Services Physician will be available for consultation,
Registered Nurses will immediately contact the physician for any patient who is critical in
nature or unstable. Physician contact will not be delayed in order to initiate or complete
Standardized Procedures.

3. Patient contraindications: None

C. Documentation:

1. The Registered Nurse (RN) will document all interventions performed into the electronic
health record (EHR).

2. The RN will enter all orders performed per the standardized procedure in the EHR.

Il PROCEDURE:
A. Abdominal Pain between the ages of 10 -25:
1. In patients who present to the ED with abdominal pain, the RN shall order the following:
a. Labs:
i. CBCD
ii. Metabolic Panel, Comprehensive
iii. Jic Blue
iv. Serum HCG in females

b. Nurse Orders:
i. Routine urinalysis with reflex culture

c. Medications:
i. Ondansetron {Zofran) 8 mg oral disintegrating tablet (ODT) times one (1),

prn for nausea in patients 16 years of age and older.
B. Abdominal Pain, ages 26 and older ;
1. In patients who present to the ED with abdominal pain, the RN shall order the following:
a. Labs:
i. CBCD
ii. Metabolic Panel, Comprehensive
ii. Jic Blue
iv. Serum HCG in females aged 26 to 55
b. Nurse Orders:
i Routine urinalysis with reflex culture
c. Medications:
i. Ondansetron {Zofran) 8mg ODT times one (1), PRN for nausea, in
patients 16 years or older.
d. Additional orders if patient presents with upper abdominal pain (above umbilicus
or abdominal pain of unknown location) to rule out cardiac conditions:
i, Cardiology:
1) EKG STAT
_ a) Print old EKG if available )
mior | poim | orits | Dppeaeeol | Py~ TR ST M | Pt | oot
Procedures Commities Madicing Therapeutics Committee Committes Committea
06/04, 03106, | 0111, 1113, | 0/11, 1113,
omos o7og, | oot | v oans, | O | QUL | GEIL GRS | Cans oang | dosoane | 0N Ln4
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b) STAT ED EKG's will be completed with a goal of 10
minutes of being ordered and delivered directly to ED
physician to rule out ST-elevation Myocardizl Infarction

(STEM)
i. Labs:
1) Creatine Kinase (CPK)
2) CK, Mb Fraction (CKMB) if CK elevated
3) Cardiac Troponin (Troponin I)
4) Lipase level

C. Asthma with Wheezing:

1. In patients who present to ED with wheezing and a stated history of asthma, the RN
shall order the following:

a.

b.

Nursing Orders:

i. Pulse oximetry monitoring

Medications:

i. Albuterol 5 mg nebulized times one (1) with lpratropium 0.5 mg nebulized
times one (1) per Respiratory Therapy, in patients who are greater than
11 years of age.

D. Chest Discomfort in Patients over 30 years of age:
1. In patients who present to the ED with chest pain, pressure, squeezing, shortness of

breath, pain or discomfort in other parts of the body including one or both arms or
shoulders, upper back, neck, jaw, abdomen, or female, elderly or diabetic patients with
atypical symptom suspicious for acute coronary syndrome (ACS) such as diaphoresis,
nausea, dizziness, altered level of consciousness the Registered Nurse (RN) shal! order

the following:
a. Cardiology:
i. EKG STAT
1) Print old EKG if available
2) STAT ED EKG's will be completed with the goal of 10 minutes of
being ordered and delivered directly to an ED physician to rule out
STEMI,
b. Labs:
i. CBCD

ii. Metabolic Panel, Comprehensive

iii. Creatine Kinase (CPK)

iv. CK, Mb Fraction (CKMB} if CRK elevatedabeve-nermal
v. Cardiac Troponin (Troponin 1)

Nurse Orders:

C.
i. Bring patient to first available bed
i. Initiate at least one peripheral intravenous (IV) saline lock
ifi. Initiate cardiac monitor
iv. Initiate oxygen 2 liters per minute (LPM) per nasal cannula (NC) to
maintain oxygen saturation by pulse oximetry (SPO2) greater than 92%
d. Medications:
i. Aspirin 325 mg one (1) tablet by mouth (PO} chewed times one (1) if not
already administered
i Nitroglycerin (NTG) 0.4 mg sublingually, every five (5) minutes times
three (3) doses for ongoing chest pain
€. Radiology:
i X-Ray Chest 2 View
1) If patient is female and under 55, shield pelvis
E. Dysuria:
1. In patients who present to the ED with dysuria, hematuria, urgency, or frequency, the RN
shall order:
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1.
2.

3.

a. Nurse Orders:

i. Routine urinalysis with reflex culture
ii. Urine HCG for females age 10-55

F. Extremity Trauma:

Notify physician STAT for open fractures, dislocations, or neurological or vascular

compromise.

Consult physician for x-ray orders for back, skuli, facial bones, chest, pelvis, hips, and

ribs.

In patients who present to ED with injuries that are suspicious for fracture, the RN shall

order the following:
a. Medications:

i. Acetaminophen

1)

2)

b. Radioclogy:

For ages 3 months-11 years, acetaminophen 15mg/kg PO or PR

times one (1), round to nearest 5mg

a) Maximum 2600mg/day

b) Hold if the patient has received Acetaminophen or
Acetaminophen containing products in the past 4 hours.

For 12 years and older, acetaminophen 650mg PO or PR times

one

a) Maximum 3000mg/day

b) Hold if the patient has received Acetaminophen or
Acetaminophen containing products in the past 4 hours.

i. Acromioclavicular Joints

ii. Ankle complete 4 views left
iii. Ankle complete 4 views right
iv. Heel left CS Calcis

V. Heel right OS Calcis

vi. Clavicle left

vii. Clavicle right

viii.  Elbow left

ix. Elbow right

X. Femur left
Xi. Femur right
Xii. Finger left

xiii.  Finger right

xiv.  Foot 4 views left

XV, Foot 4 views right

xvi,  Forearm left

xvii.  Forearm right

xviii. Hand 4 views left

xix.  Hand 4 views right

XX. Hip Left, with AP Pelvis
xxi.  Hip Right with AP Pelvis
xxii.  Humerus left

xxiii. Humerus right

xxiv.  Knee left

xxv. Knee right

xxvi.  Shoulder left

xxvii. Shoulder right

xxviii. Tibia/Fibula left

xxix.  Tibia/Fibula right

xxx.  Wrist 4 views left

xxxi.  Wrist 4 views right
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xxxii. X-ray extremity wound site if suspect foreign body

G. Fever in children under 3 months of age:

1. In patients who are under 3 months of age and who present to ED with rectal
temperature of 38°C (100.4°F) or greater, assign an emergency severity index (ESI) level
2 and arrange for immediate placement in the treatment area. The RN shall order the

following:
a, Labs:
i. CBCD
ii. Metabolic Panel, Basic
iii. C-Reactive Protein (CRP)
iv. Blood Culture (only one required for less than 3 months of age)
b. Nurse Orders:
i. Routine urinalysis, catheter specimen
ii. Urine culture
ii. Pulse oximetry monitcring
iv. Initiate intravenous (V) saline lock
c. Medications:

i. Acetaminophen 15 mg/kg PO or PR times one (1)

1)
2)

d. Radiology:

Maximum 2600mg/day
Hold if the patient has received Acetaminophen or Acetaminophen
containing products in the past 4 hours.

i. X-Ray: Chest 2 View PA and LAT
H. Fever in patients older than 3 months of age:
1. In patients who present to the ED with fever, the RN shall order:
a. Medications:

i. Acetaminophen

1)

2)

For ages 3 months - 11 years, acetaminophen 15mg/kg PO or PR

times one (1), round to nearest 5mg

a) Maximum 2600mg/day

b) Hold if the patient has received Acetaminophen or
Acetaminophen containing products in the past 4 hours.

For 12 years and older, acetaminophen 325mg PO or PR times

one (1)

a) Maximum 3000mg/day

b) Hold if the patient has received Acetaminophen or
Acetaminophen containing products in the past 4 hours.

i Ibuprofen

1)

2)

For ages 6 months to 11 years, ibuprofen 10mg/kg PO times one

(1), round to nearest 5mg

a) Maximum 40mg/kg/day

b) Hold if the patient has received ibuprofen or ibuprofen
containing products in the past 6 hours.

For 12 years and older, ibuprofen 400mg PO times one (1)

a) Maximum 3200mg/day

b) Hold if the patient has received ibuprofen or ibuprofen
containing products in the past 6 hours.

. Generalized Weakness, Syncope, Dizziness or Aitered Mental Status
1. In patients who present to ED with generalized weakness, syncope, or dizziness, the RN
shall order the following:

a. Cardiology:

i. STAT EKG

1)

Print old EKG if available
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b.

2) STAT ED EKG's will be completed with a goal of 10 minutes of
being ordered and delivered directly to an ED physician to rule out
STEMI.
Labs:
i CBCD
fi. Metabolic Panel, Comprehensive
iii. Creatine Kinase (CPK)
iv. CK, Mb Fraction (CKMB) if CK elevated
A Cardiac Troponin (Troponin [)
Nurse Orders:
i. Routine urinalysis, clean catch
ii. Urine culture, clean catch
iif. Serum Urine-HCG if female and 10 — 55 years of age
Radiclogy:
i Chest X-ray 2 View PA and LAT
1) If patient female and under 50 years of age, shield pelvis

J, (Gastro Intestinal (Gl) Bleed

1. In patients who present to ED with the complaint of blood in the stool, vomiting of blood
or coffee ground emesis, and a systolic blood pressure (SBP) less than or equal to 90
mmHg, the RN shall order the following:

a. Nurse Orders:
i, Initiate two 16 gauge (if possible) peripheral IVs

b. Medications:
i Administer 500 ml 0.9 NaCl IV fluid bolus times one (1), infuse over 30

minutes

c. Labs:
i. Type and Screen
i Check capillary bloodBedside glucose
iii. CBCD
iv. Metabolic Panel, Comprehensive

K. Psychiatric Evaluation
1. Patients who present to the ED with suicidal ideation, hallucinations, delusions, or who

are an immediate safety risk to self or others will be assigned an Emergency Severity
Index (ESI} Level 2 and moved to the treatment area as soon as possible. If immediate
bed placement is not possible for psychiatric patients at risk, security should be notified
for direct observation while bed placement is arranged.

2. In patients who present to the ED with the above complaints the RN shall order the
following:

a.

Labs:

i. CBCD

ii. Metabolic Panel, Comprehensive

iii. Ethanol, Serum (Blood Alcohol Level)

iv. Urine toxicology screen
v, Cannabinoid leve|
vi. TSH level

vii. Serum HCG if female age 10 to 55

b. Nurse Orders:
i. Urinalysis, routine with refiex culture
L. Sepsis
1. If patient presents to triage with signs/symptoms of SEPSIS including:
a. Temperature >38.3 or <36 (or history of recent fever/ infection)
b. Plus heart rate above 90 and/or respiratory rate above 20 and or Systolic
Blood Pressure Below 90
2. The Nurse shall order the following:
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EM.

M:N.

a. Laboratory:
i CBCD
ii. Metabolic Panel, Comprehensive
iii. Blood Cultures times 2
iv, Lactate with repeat lactate
V. JIC Blood Bank
vi. Urinalysis with reflex to culture
vii. Serum HCG if female and 10 to 55 years of age
b. Radiology: Chest Xray
Cardiology: Stat EKG
Nursing:
i. Start 18 gauge IV
Acii.  Fluid Bolus 500 mL Normal Saline
Vaginal Bleeding, Known_Pregnancy:

ao

1. In patients who present to the ED with vaginal bleeding, and who are pregnant the RN
shall order the following:
a. Labs:
i CBCD
ii. ABORh Type
i Beta HCG, Quantitative
b. Nurse Orders:
i. If heart rate is greater than 120 BPM or the systolic blood pressure is less
than 80 mmHg:
1) Immediately notify physician of patient’s condition
2) Initiate two 16 gauge (if possible) peripheral IV's
3) Set up for pelvic exam and notify physician
4) Routine urinalysis with reflux culture, catheter specimen
(o Medications:
i. Administer 500 ml 0.9 NaCl IV fluid bolus times one, infuse over 30
minutes
Vomiting, Diarrhea, Dehydration:
1. In patients who present to the ED with vomiting, diarrhea and or dehydration the RN
shall order the following:
a. Nurse orders:
i. Initiate peripheral IV for severe vomiting
b. Medications:
i. Adults (16 years of age and older):
1) Ondansetron 8 mg ODT times one (1)
2} Ondansetron 4 mg IVP times one (1) for severe vomiting.
il Pediatrics (0 to 15 years of age):
1) Ondansetron 2 mg ODT times one {1) in patients less than 15 kg
2) Ondansetron 4 mg ODT times one (1) in patients greater than 15
kg

REQUIREMENTS FOR RN :

A.
B.
C.
D.

Excellent customer service communication

Education: Successful completion of Standardized Procedure training
initial Evaluation: Demonstrated competency

Ongoing Evaluation: Annual skills lab.

DEVELOPMENT AND APPROVAL OF THE STANDARDIZED PROCEDURE:

A,

Method: This Standardized Procedure was developed through collaboration with Nursing,
Medicine, and Administration. New standardized procedures or additions to existing
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standardized procedures will be approved by the Department of Emergency Medicine,
Pharmacy and Therapeutics (if medications are involved) and the TCMC Board of Directors.
B. Review: Every two (2) years

V. CLINICIANS AUTHORIZED TO PERFORM THIS STANDARDIZED PROCEDURE:
A, All Registered Nurses who have successfully completed requirements as outlined above are
authorized to direct and perform the Emergency Department Standardized Procedure.
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(ev) Tri-City Medical Center

Patient Care Services

PROCEDURE:

FALL RISK PROCEDURE AND SCORE TOOL

Purpose:

To provide a comprehensive fall risk assessment on all patients each shift and implement
approprlate faII risk :nterventlons based upon the patient’s identified fall risk factors.

Supportive Data:

Requires a Registered Nurse (RN) to evaluate and
identify risk factors for falls, develop an appropriate plan of care for prevention, perform a
comprehensive evaluation of falls that occur, and revise the plan of care as appropriate
for fall prevention.

Equipment: Fall Risk Score Tool
A PROCEDURE:

1. The registered nurse (RN) completes the Morse Fall Risk Assessment on every patient,
including visually assessing and interviewing the patient, to determine the patient's fall risk
score and secondary risk factors:

a. Upon admission to the hospital

b. Upon admission or transfer to another level of care-area

C Once a shift

d After any fall occurs

e. When there is a change in the patient’s status (physiological, functional, or cognitive)

2. Review the patient's medications for any that may alter the patient's ambulatory stability (see
Medication Fall Alert Reference Text).

3. All patients receive the following Universal Fall Precautions as appropriate:

a. Adequate lighting

b. Assistive devices within easy reach

(o} Bed in low position

d. Bed wheels and wheelchair brakes locked

e. Assure call light and possessions are within easy reach

f. Clean and dry surfaces

9. Hand rails and grab bars accessible

h. Hourly rounding

i. Non-skid slippers or footwear are worn during ambulation

j- Orient patients to their bed area, unit facilities, and how to get assistance

k. Patient/family fall prevention education (uses the Patient and Family Guide and review
Fall Prevention section)-

L Review Partnering for Fall Prevention- My Safety Plan, with patient and their
family. This is not a permanent part of the chart and shall remain at bedside in
discharge folders.

i. Excluding patients in Behavioral Health Services, Progressive Care Unit
and Women and Newborn Services

lm. Rooms free of clutter

#=n. Side rails up times two (2)

4, The patient's primary RN shall implement an individual Interdisciplinary Plan of Care (IPOC) for
fall risks identified. Appropriate interventions based on the patient’s fall risk score shall be

selected and documented on the IPOClnterdissiplinare-Rlan-of-Care. These include but are not
limited to:

a.

Low Risk Patients (equals = { - 35 total score):

i. Reinforce use of grab bars near toilets.

ii. Reinforce possible medication side effects that could increase risk of falling.

ii. Limit administration of combinations of medications that may increase fall risk
when possible.

Pharmacy & Medical Professional

Department Clinical Policies Nursa Executive Board of
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iv. Select suitable chairs with armrests that are an appropriate height for rising and
sitting.

v. Encourage patient to move/change position slowly.

vi, Place patients with urgency near toilets or use commodes.

vii. Instruct male patients prone to dizziness to sit while voiding.

b. Moderate Risk Patients (equals =36 - 44 total score):
i Implement Universal and Low Risk interventions.
ii. Ambulate patients with assistance.
iii. Re-crient confused patients.

iv. Move confused patients close to nurse's station.

V. Encourage family members to sit with confused patients.

vi. Use bed exit alarms.

vii. Use chair alarms.

viii.  Teach activity limits to patient and family.

ix. Large fall risk sign shall be placed at the head of the bed for moderate risk
patients.

X. A fall risk magnet shall be placed on the patient's doorframe with the designated

bed mducated on the magnet

c. High Risk Patients (equals= 45 or more+ total score) require:
i. Implement Universal, Low, and Moderate Risk interventions,
ii. Place fall risk wristband on patient.

a. High Risk Rounding: strongly encourage patient to use the bathroom or
Bedside Commode at least every four (4) to- six (6) hours while awake if
they have not gone when offered during hourly rounding (does not include
patients with indwelling urinary catheter such as Foleys).

iii. Remain with patient while toileting or showering-i-appropriate.
b:a. Document if patient refuses.

iikiv. Ensure commode is available at bedside if patient is unable to ambulate to the
bathroom with assistance.

d. Responsmllmes

i, Fall Risk Armbands:
a. The RN or Bdesignee is responsible for placing the armbands on the
wrist of patients identified as high risk (45 or more+).
b. The RN or Bdesignee is responsible for removing the armband upon
change in Efall Rrisk 8score or upon discharge.
ii. Large Fall Risk Laminates:
a. The RN or Bdesignee is responsible for placing, updating, and/or
reroving the large Fall Risk laminates over the head of the patient’s bed.
ii. Fall risk magnets:
a. The RN or Designee is responsible for placing, updating, and/or removing
the fall risk magnet on the patient’s doorframe with the designated bed
indicated on the magnet.

iv. The Assistant Nurse Manager (ANM)/charge nurse shall check for
appropriateness of signage during rounds.
e. The primary RN shall reassess the patient every shift for needs and change in status.

i. When patient is reassessed and has a change in risk level, interventions are
added or discontinued as indicated.

f. The primary RN shall note and document the availability of family/friends to stay with the

patient. The care plan shall be revised with any patient status change or the absence of
family,
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g. The patient's fall risk status and family presence shall be reported during semmunication
| hand-offs communication.
h. If a patient falls, the ANM or designee shall conduct an immediate educational debriefing
for all staff involved.
i. An incident report-Quality-Review-Reper{QRR} and Post Fall Huddle shall be
completed by the Assistant-Nursing-ManagerANM or designee.
ii. The QRR-incident report and Post Fall Huddle shall be reviewed by the
Director/Manager and Risk Management.
i Each outpatient care area and Emergency Department will assess the risk for falls
based on their own unit specific guidelines, and intervene as appropriate.

B. SPECIAL CONSIDERATIONS:
| 1. Intensive Care Unit (ICU) Specific Fall Precautions:
a. Appropriate interventions shall be used based on the Patient Care Services Fall Risk
Procedure with the exception of the following:
i. Stoplight magnets and overhead laminates are not required.
ii. Due to patient and RN ratios for ICU, observation is ongoing and High Risk
Rounding is not required.
b. Moderate and/or high-risk patients require RN, Physical Therapist, or Lift Team
Technician assistance with getting out of bed (requires physician order).
2. Peri-Anesthesia Nursing Services (PANS) SpesificFali-Rrecautions-and Labor and Delivery
Unit specific fall precautions:

a. All patients in PANS area and Labor and Delivery Unit are considered high fali risk due
to post anesthesia-/-sedation status.

b. Appropriate interventions shall be used based on the Patient Care Services Fall Risk
Procedure.

i. Placelnsluding call light within reach of bedside.

i. Patients-shall-be-aAssisted patients to bathroom and ambulated wearing shoes
or non-slip socks.

iii. RN, Advance Care Tech, Peri-Operative Aide or family member must be in
attendance behind curtain to assist out-patient while dressing prior to discharge.

C. Fall Risk magnets and overhead laminates are not required.
| 3. Emergency Department (ED) Sspecific Ffall Pprecautions:
a. Patients seen in the ED are scored for falls using KINDER1 Falls Scale, which is an
| evidenced based best practice tool developed specifically for Emergensy
PepadmentsED.
b. Fall risk assessment is performed by an RN upon initial assessment.

i. The patient is deemed not at risk.
ii. The patient is deemed at risk if there is a yes answer to any question.

c. Reassessments are performed with any change of condition.
d. If a patient falls in the ED the patient automatically becomes an at risk for falls patient.
e. The following interventions are instituted based on the patient's risk value:
| i. Universal Falls precautions are initiated on all patients in the Emergeney
BepartmentED.
ii. At risk for falls precautions (include but not limited to):
a. Encourage family to remain with patient
b. Encourage patient to change position slowly
c. Increase intervals of nursing observation
d. Patients shall be assisted to bathroom and with ambulation
e Fall Risk armband placed on patient
4, Imaging Services:
a. See Imaging Services: General Safety Management 128 Policy for Unit Specific
Interventions
C. FORM(S):
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| €D.

&1. Morse Fall Scale - Sample
6-2. Partnering for Fall Prevention- My Safety Plan—Sample
+3. Post Fall Huddle - Sample

RELATED DOCUMENT(S):

1. Administrative Policy: Incident Report — Quality Review Report (QRR) RL Solutions
2. Fall Risk Algorithm

3. Medication Fall Alert Reference Text
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Morse Fall Scale - Sample

Item Item Score Patient Score
1. History of falling (immediate or previous) No 0
Yes 25
2. Secondary diagnosis (> 2 medical diagnoses in chart) No 0
Yes i5
3. Ambulatory aid
None/bedrest/nurse assist Crutches/cane/walker 0
Furniture 15
30
4. Intravenous therapy/heparin lock No ¢
Yes 20
5. Gait
Normal/bedrest/wheelchair 0
Weak* 10
Impairt:dT 20

6. Mental status
Oriented to own ability
Overestimates/forgets limitations 15

Total Score’: Tally the patient score and record.
<25: Low risk

25-45: Moderate risk

>45: High risk

* Weak gait: Short steps (may shuffle), stooped but able to lift head while walking, may seek support from furniture while walking,
but with light touch (for reassurance).

U Impaired gait: Short steps with shuffle; may have difficulty arising from chair; head down; significantly impaired balance, requiring
furniture, support person, or walking aid to walk.

. Suggested scoring based on Morse JM, Black C, Oberle K, et al. A prospective study to identify the fall-prone patient. Soc Sci Med
1989; 28(1):81-6. However, note that Morse herself said that the appropriate cut-points to distinguish risk should be determined by
each institution based on the risk profile of its patients. For details, see Morse JM, , Morse RM, Tylko SJ. Development of a scale to
identify the fall-prone patient. Can J Aging 1989;8;366-7.
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% Partnering for Fall Prevention- My Safety Plan—Sample

Partnering for Fall Prevention — My Safety Plan

safe.

Directions: This is o tool to pariner with the patient and family for education of the
patient's fall risk factors and strategies to reduce risk of falls and keep the patient

Partnering for Fall Prevention - OurMy Safety Plan for You

We care about you and your safety. We want to partner with you and your
family to prevent falls. Your medical assessment shows you {omay be at risk
for falls.

You are considered at risk for falls or injury for one or more of the
following itemsreasons because:

a

O00oo.cano

()

Patient Initials/Date/Time:
RN Signature/Date/Time:

You are unsteady when you walk.

You may bleed easily if you fall.

You are taking medications that may make you fali more easily.

Your medical history shows an increased risk for broken bones, due to:

Recent surgeries or procedures put you at risk for falling, such as:

Medical equipment (sequential devices, foot pumps, efc.)

Other:

You and your family can de-te-help us keep you safe by doing the following:

Show | know how to use my call light
0 RN: Patient demonstrated correct use of call light to notify nursing staff

| will always use the call light to contact the nurse. | promise to stay in bed and call my nurse for help.
o Whenever | need to get up
o Whenever | need help reaching something that is out of my reach
o Whenever | am feeling dizzy or sleepy from medications

I will always call the nurse and not ask family for help getting out of bed
I will wear my skid-proof slipper socks and yellow wrist band

| have a bed alarm that is active at all times. It will alert nursing staff when | am out of bed. | will not turn
off the alarm.

| will not use the over-bed table to help me stand; it is on rollers and may cause me to fall if | lean on it.
O RN: Reviewed falls prevention plan with patient and family
0O Patient unable to sign the form

O Patient refuses to sign the form
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Post Fall Huddle — Sample

Date:__/_/ Time:;
Setting; FIN #: Entered By

Reason for Audit To involve front line sislf in identifying problems and solutions, and in crealing change in their work environmenl. To prorola trust
and leam building among leam members. To promole a positive Cufiure of Safely withoul individusl tame.

Instrustions:

1. Hold the Huddle es soon as possible and after evary fall
2. involve the patient, stalf involved in the care of patient or fall, and assistant nurse manager or manager.
3. Meeting is organized by primary RN and is bried.

* Indicales that an answer is required.
2013 Post Fall Huddle/ After Action Review

2013 Post Fali Huddle Answer Comments
1.* What was the lastest Fall Risk Score for the patient?

2. How did you find out that this patient fell?

| saw the patient fall| []

Alarmwent off| []

Patient'witness called| [1

Heard naiseffound patient on floor| []
Other| []

3.* What was the patient doing at the time of the fall?

1 don't know| []

Rolled cut of bed| []

Getting infout of bed o go to BR/commode/urinal] [ §
Trying to reach/pick up something} [ ]

Trying to get infout of bed for another reason| []
Trying to get onfoff toilet/bedside commode| [ ]
Trying to use the sink/shower| [ ]

Other|[]
4.* Prior to the patient fall, what was the activity level?

Upadlib][]
| Ambulate with assistancs| []
| Bedrest} [ ]

Up in chair with assistance] [ )
Other| [1
&.* Prior to the fall, was the patient assisted by staff to the mechanism that led to | Yes | No
| the fall?
(Example-Did staff assist the patient to the toilet and then left the patient
alone?)
Page 1 of 2
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6.* Why do you think the patient fell?

I do not know| [}

Confusion| []

Catasirophic event (stroke, arrhythmia)| []
Arms or legs got weak| []

Became lightheadeded, dizzy, or blacked out| []
Tried to sit but missed| []

Secondary gain {seeking attention)| []
Got tangled in equipment| []

Low blood sugar| (]

Slipped or tripped (not in equipment}| {1
Lost balance| []

Medication| []

Other|[1]

7.* Prior to the fall, identify the ancillary walking aid the patient had available in the
room

None|[]
Cane|{]
Walker| [1
Wheelchair| []
Cther| []
NA|[)
8.* Did you do hourly rounding? Yes | No

9. The last time you did heurly reunding, did you ask any questions pertaining to:

Pain| {]

Potty| [)
Position| []
Possessions| [ ]

10.* What could you have done to prevent this fali?

11.* What will you do differently in the future?

12.* Post Fall Checidist

RL Completed| {]

IPOC Post Fall Initiated| [}

Physician Notified| []

Documentation in the Medical Record (event, phys exam, intervention) | []
Morse Fall Risk Score Updated | []

13.* RN : Patient Ratio (1: __)

Please fill in the number of patients the RN was assigned to.
14.” Did you feet as though your patient assignment was appropriate? Yes | No

Page 2 of 2
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Fall Risk Procedure Algorithm

RN Assessment Using Morse Fall Risk Assessment

i

Is the patient:

Low Risk (0-35)
Moderate Risk (36-44) or
High Risk (4544+)

r_/i_'_'_'_._'_. —-_—‘__—‘_—‘_'——\_
Low Risk Moderate Risk High Risk

Universal Precautions
Follow Plan of Care

Universal Precautions and Low
Risk Interventions

Universal Precautions,
Low and Moderate Risk

Interventions in the Fall Follow Plan of Care Interventions Interventions
Risk Procedure in the Fall Risk Procedure Follow Plan of Care
Interventions in the Fall
\L \L Risk Procedure
Review-Parnering for Fall-Rravention Place Fall Risk Magnet on
My Safetv Rl ith-Pationt and the Patient's Door Frame |
TheleEamily s Place Fall Risk
N Wristband on Patient
Place LARGE Fall O G SGEE G
Risk Sign at the |
Head of the Bed l,
Remain with Patient
| While Toileting or
Review-Rartneringfor EallP g Showering
TheirFamily 3\

Place Fall Risk Magnet on
the Patient's Door Frame

|

Place LARGE Fall
Risk Sign at the
Head of the Bed

%
Radten Rartnering for Fall
P b My Safetv-Pl it

141



Patient Care Services
Fall Risk Procedure & Scoring Took
Page 11 of 10

Medication Fall Alert Reference Text

Medication Fall Alert
Below are Medications That May Affect Patients’ Fall Risk Level

*Denotes individual drugs associated with highest risk of dizziness or falls in each category
Category One
Antihistamines
Chlortrimeton {Chlorpheniramine Maleate)
*Benadryl (Diphenhydramine Hydrochloride)
Dramamine {Dimenhydrinate)
Vistaril {Hydroxyzine)
Antivert (Meclizine)
ardiac Drugs
Tenormin (Atenolol)
Capoten (Captopril)
Cardizem (Diltiazem)
Vasotec (Enalapril)
Zestril (Lisinopril)
Lopressor (Metoprolol)
*Procardia (Nifedipine)
Inderal (Propranolol)
ypotenswe Agents
Catapres (Clonidine)
Apresoline (Hydralazine)
Trandate (Labetalol)
*Minipress (Prazosin) (Especially first dose syncope)
*Hytrin (Terazosin)
*Cardura (Doxazosin)

Neap oo

"mPACTNITOSMOQ0 O

Category Two

1. Neurotoxic Chemotherapeutic Drugs
Ifex {Ifosfamide)

b Vincasar (Vincristine)

c Platinol (Cisplatin)

d. Methotrexate

e. Cytosar-U (Cytarabine)

f

9

V

)

Adrucil {5-fluorouracil)
. Taxol {Paclitaxel)
asodilating Agents
a. Isordil {Isosorbide Dinitrate)
b. *Nitrostat (Nitroglycerin)
Opiate Agonists
a Codeine (Includes cough syrups and Tylenol #3)
b Vicodin (Hydrocodone)
c *Morphine
d Percocet (Oxycodone)
4. Anticonvulsants
a Phenobarbital
b *Valium (Diazepam)
c Dilantin (Phenytoin)
d. Tegretol (Carbamazepine)
Category Three
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1.

Psychotherapeutic Agents

*Anafranil (Clomipramine)

* Elavil (Amitriptyline)

*Sinequan (Doxepin)

Zoloft (Sertraline)

Desyrel (Trazodone)

*Tofranil (Imipramine)

. *Surmontil (Trimipramine)

ntipsychotic Agents

*Serentil (Mesoridazine)

*Thorazine {Chlorpromazine)

*Clozaril (Clozapine)

*Mellaril (Thioridazine)

enzodiazepines

Xanax (Alprazolam)

*Librium (Chlordiazepoxide)

*Dalmane (Flurazepam)

Ativan (l.orazepam)

Restoril (Temazepam)

Halcion (Triazolam)

iuretics

Lasix Furosemide-(Lasix Furosemide)
Bumex Bumetanide{Bumex Bumetanide)
Demadex Torsemide-(Demadex Torsemide)
Miscellaneous Anxiolytics, Sedatives & Hypnotics
a. Equanil {Meprobamate)

oM QgTOAN T AN TN PO RO OTH
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Patient Care Services

PROCEDURE; INFUSION PUMP - SYRINGE OR PATIENT CONTROLLED ANALGESIC (PCA)
MODULE INFUSION SYSTEM WITH GUARDRAILS
Purpose: To regulate intravenous {IV) infusion using an electronic control device.
Supportive Data:  The Alaris Intravenous Infusion Pump with Guardrails System provides medication error
prevention software to protect patients at the point of infusion delivery.
Equipment: 1. Alaris administration set
2. Primary IV solution
3. Pump programmer paint of care (POC)
4. Pump Syringe Module or Patient Controlled Analgesic (PCA) Module
A PROCEDURE:
1. Syringe Module:
a. Prior to the start of an infusion program, confirm syringe type and size. The system will
provide a prompt for the programmer to select both the syringe type and size.
i. Selecting the incorrect syringe type and size may cause under-infusion or over-
infusion of solutions or medications to patient.
b. Priming the Alaris Syringe Module:
i. Prime tubing prior to attaching system to patient with normal saline.
i. Attach administration set to syringe and prime tubing with the medication that is
ordered.
ii. Once set is primed, close slide clamp.
c. Loadlng the Alaris Syringe Module:
i. Prior to loading syringe, close roller tubing clamp to prevent uncontrolled fiow.
ii. Open syringe barrel clamp until it clears syringe chamber.
iii. Twist gripper control clockwise and raise device head to fully extended position.
iv. Insert syringe barrel flange between barrel flange grippers.
v. Lock syringe in place by closing barrel clamp.
vi. Twist gripper control clockwise then lower drive head.
vii. Lock plunger in place with plunger grippers.
d. Programming Guardrails:
&i. -6See Patient Care Services Procedure: Infusion Pump=— Infusion System with
Guardrails-Rrecedure
e Removing the Alaris Syringe Module:
i Silence alarm.
il. Close roller tubing clamp.
iil. Open plunger grippers and syringe barrel clamp.
iv. Remove syringe by applying downward pressure to remove disc.
f. Near End of Infusion:

i. The system will alternate between Near End and remaining volume to be infused
(vral).

. The audio prompt requires being silenced just once and will not reoccur following
initial silencing.

2. PCA Syringe Module:

a.
b.

Select syringe type and size.
Prime tubing prior to attaching tubing to patient:
I. Option One: Manually express air from the administration tubing set by:
1) Prime tubing prior to attaching system to patient with normal saline.
2) Attach administration set to syringe and prime tubing with the medication
that is ordered.

Nursing Pharmacy & Medical ~ Professional

Clinical Policles Board of
Revision Dates Exacutive Therapautics Executive Affairs
LT Council Committee Committee Committes Diractors
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c.

3) Once set is primed, close slide clamp.
ii. Option Two: Prime tubing using Alaris PCA Module.
ifi. The tubing may be primed from the Infusion Mode Screen prior to programming
the PCA Module:
1) Select Options key.
2) Press Prime Set with Syringe.
3) Press and hold Prime key to prime tubing.
4) Press Exit when prime is complete.
After priming tubing, close slide clamp.

3. Initial Set-Up:

a.

e NN

"evosgzTET

Label syringe per the Patient Care Services Policy: Patient Controlled Analgesia

(PCA)-Relicy.

Load syringe with administration set attached.

Press System On key.

Select Yes or No to New Patient.

Select appropriate profile.

Press Channel Select key.

Set key to Program position.

Press Confirm time setiing.

Choose correct syringe type and size.

i. Selecting the incorrect syringe type and size may cause under-infusion or over-
infusion of solutions or medications to patient.

Select correct medication and concentration.

Enter the dose and time limits.

Enter the total dosage patient may receive as ordered.

Responds to appropriate clinical advisory.

Close and lock door.

Attach administration set tubing set to patient.

Verify entered prescription with a second Registered Nurse (RN).

Press Start to begin PCA Module.

Document in the medical record per the Patient Care Services Policy: Patient

Controlled Analgesia (PCA)Ralicy.

4, Changlng Syringe:

d

" OATDPIITRT T SQNOA0TH

Press Pause.

Close roller tubing clamp.

Unlock door and remove old syringe.

Press Silence.

Date and time new syringe and attach to tubing.
Load new syringe.

Set key to Program position, close door.

Press Channel Select.

Select correct syringe type and size.

Press Confirm.

Press Restore.

Verify entered drug, concentration, and settings.
Lock door and open roller tubing clamp.

Press Start.

ministering a Bolus:

Press Channel Select.

Set key to Program position and enter authorization code.
Enter bolus dose amount and lock door.

Press Confirm.

Confirm settings and press Start.

Document bolus in the medical record.
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6. Reviewing History:
Review patient history at the beginning of the shift and every four hours.
Press Channel Select Key.
Press Options.
Press Patient History.
Review drug totals.
Press Zoom key to review time intervals.
Press Detail to collect average dose per hour.
Press Main History.
To clear patient history, press Clear History and select Yes.
i. Clear patient history every four hours and prior to transferring a patient to another
nursing unit.
To view 24 hours totals, select 24 h Totals.
Press Exit after viewing history.
Press Start to return to program.
Document patient history every four (4) hours in the patient's electronic medical record
(EMR).
7. Documentation:
a. Document the start and change of syringes in the medisal-recerd EMR.
b. A second RN must verify for accuracy the initiation, change in dosage or any boluses
and document it in the electronic medication administration record (eMAR).

B. RELATED DOCUMENT(S):
1. Patient Care Services Policy: Patient Controlled Analgesia (PCA}

2, Patient Care Services Procedure: Infusion Pump- Infusion System with Guardrails

, B:C. REFERENCE(S):
1. Cardinal Health. (2010-2014). Alaris syringe module v8: Quick reference guide. Retrieved

from http://www.cardinal.com/alaris/brochure/spodfuAlarisSystemv8DFU. pdf
2. Cardinal Health. (2010-2014). Alaris pca module v8: Quick reference guide. Retrieved
from http:/fwww.cardinal.com/alaris/brochure/spodfuAlarisSystemv8DFU.pdf
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‘EO) Tri-City Medical Center

Oceanside, California

PATIENT CARE SERVICES
ISSUE DATE: 06/05 SUBJECT: Infusion Pumps, Intravenous {IV)
Therapy
| REVISION DATE: 04/07, 03/11 POLIGY-NUMBER: - NV.EE
Department Approval: 01/18
Clinical Policies & Procedures Committee Approval: 03/4502/18
Nursing Executive Committee Approval: 0344503/18
Pharmacy & Therapeutics Committee Approval: 06/14503/18
Medical Executive Committee Approval: 06/1503/18
Professional Affairs Committee Approval: 07/1504/18
Board of Directors Approval: 07115
A. PURPOSE:

1. To establish standards at Tri-City Medical-GenterHealthcare District {TCHD) for the
management of intravenous (IV) administration sets, solutions, and medications in order to
decrease the incidence of infections, complications, and errors.

| B.  DEFINITION(S):

1. Back flushing — A means to prime a secondary administration set in order to flush the secondary
set of residual medication and/or to flush secondary tubing between the deliveries of
incompatible medications.

, 2. Channel — The module attached to the programming module for the delivery of IV fluids or
medications.

3. Channel Labels — Provides a hospital- defined list of labels, which can be displayed in the
channel message display allowing the user to identify the channel with the solution being
infused (i.e., blood or chemotherapy), or the catheter location (i.e., pulmonary artery or
intraperitoneal).

4, Drug Library — A drug dataset defines a list of up to 1500 drugs and concentrations appropriate
for each Profile™. Programming via the drug dataset automates programming steps, including
the drug name, drug amount and diluent volume, and represents established best practice
Guardrails™ limit checking.

5. Epidural — Analgesia infusion delivered via the epidural space.

6. Flush solution — A solution used to provide a flush between or at the end of IV medications. The
flush solution shall be compatible with the medications delivered.

7. Guardrails™ — The programming software within the Alaris Medley infusion system designed to
help prevent programming errors by:

a. Providing an advisory prompt if an out-of-limit entry is made at the time the device is
programmed to infuse medications defined in the drug library

b. Comparing user programming with the hospital-defined best practice guidelines

c. Customizing device configurable settings to meet the need of the selected patient
population

8. Intrathecal ~ Analgesia infusion delivered through the intrathecal space.

9, Point of Care (POC)/Programming Module — The module of the Alaris Medley medication safety

system that contains the drug library and pump configurations. This module controls all of the
solutions and medications delivered through the pumping modules. The programming module
cannot deliver any medication without a pumping module. Each programming module has the
ability to control four pumping modules.
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10.

11.

Priming Volume — The amount of fluid used to clear the administration set of air. The amount of
priming volume varies by administration set. The amount of priming volume can be found on the
administration set package.

Profile™ — Represents a specific patient population. Each profile contains drugs and instrument
configurations that are appropriate for that patient population.

INTRAVENOUS (IV) INFUSIONS:

1.

All solutions and medications administered via an ilV route shall be administered using an [V

infusion device except in the following situations:

IV push administration.

Surgery, under the direct supervision of an anesthesiologist.

Emergent situations, under the direct supervision of the Registered Nurse (RN).

Identified research studies when the research RN is present to monitor the infusion.

High census, if there is a shortage of infusion pumps; plain solutions (without additives)

at rates less than or equal to 75 mL/hour may be infused without an infusion pump.

Staff must utilize both the appropriate Profile™ with Guardrails™ features and the channel

labels when programming the Alaris infusion system to enhance the safe delivery of intravenous

IV medications and solutions.

a. Intensive Care Unit (ICU)/Emergency Department (ERD)/Operating Room (OR) shall
be used by ICU, Post Anesthesia Care Unit (PACU), Cardiac Catheterization Lab,
Interventional Radiology, and Emergency-Deparment-{(ED}, Surgery.

b. IMC4/Telemetry shall be used by Telemetry and Progressive Care UnitFerensics.

c. Acute Care shall be used by 1North, Acute Rehab, 2Pavilion, 3Pavilion, 4Pavilion, and
the Forensic Unit.

d. Neonatal Intensive Care Unit {NICU) shall be used by NeenataHnatensive-Care-Unit
{NICU3} and ED.

e, Peds4 shall be used for pediatric patientsby-ED-and-RAGU,

f. WINS-{formery-WCS) shall be used by Labor &and Delivery and Mother Baby.

g. Oncology

Profiles and Channel Labels shall be checked by the licensed nurse at the beginning of each

shift.

Profites ™ shall be checked and changed as needed when a patient is transferred to another

patient care unit. The receiving unit RN shall be responsible to check and change the patient

profile.

Channel labels shall be utilized for medications and/or solutions that are not a part of the drug

data set.

oo oo

PRIMING AND FLUSHING:

1.

1.

The priming volume shall be subtracted from the volume to be infused in order to ensure the
medication and/or solution is infused over the prescribed rate as appropriate in NICU and
Pediatrics.

To clear residual medication volume from the IV administration set, the back flushing technique
shall be utilized. Approximately 20 mL of medication shall be flushed back into the empty bag or
bottle. The flush solution is then infused at the same rate as the original rate of the medication.

SMART SITE PORTS:

Smart Site injection sites on the IV tubing are accessed only with a luer lock syringe.
4a. Note: Using a needle or blunt tip syringe will damage the valve and result in leaking. The
valve may be secured by attaching a Smart Site valve cap.

CARE AND CLEANING:

1.

One POC and channel shali be left in the patient's room at discharge and cleaned by
Environmental Services (EVS). Extra POCs and channels shall be stored in a designated area
on the unit or in the Sterile Processing Department (SPD).
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a. The tubing and IV bag shall be removed and discarded by the unit's RN prior to EVS
cleaning pump.

b. EVS shall not clean pump if tubing and/or IV bag have not been removed.

C. EVS shall attempt to locate the Assistant Nurse Manager (ANM) shift
supervisor/designee and request the tubing and IV bag be removed. If the ANM, shift
supervisor/designee cannot be located, or the tubing/IV bag is not removed in a timely
manner, cleaning the pump shall be nursing’s responsibility.

2. Cleaned infusion pumps shail be covered with a plastic bag.
3. Cleaning needs of the Infusion Pump during patient care shall be the responsibility of the RN
caring for the patient.
a. They shall be wiped down with a hospital- approved disinfectant weekly and when visibly
soiled. (Refer to Infection Control Policy-Marual-G-8¢: Cleaning and Disinfection; - IC 9)
b. To avoid damage to the connectivity points never spray cleaning solutions directly onto
the pump.
C. Spray cleaning solution onto a cloth and wipe the pump with the moistened cloth.
4. Greater than 70% alcohol solutions are damaging to equipment surface, and shall not be used.
5, infusion pumps shall be kept plugged into an electrical outlet at all times.
a. Cleaned infusion pumps not in use shall be stored in the patient's room or designated
storage area.
b. Sterile-Rrocessing-{SPD) shall make rounds (Monday-Friday) to maintain a minimum
supply in SPD.
bi.  (Exception: Forensic Unit}
G. RELATED DOCUMENTS
1. Infection Control Policy:-Marual&-8¢ Cleaning and Disinfection IC 9
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Patient Care Services

PROCEDURE:

POINT OF CARE TESTING COMPETENCY ASSESSMENT

Purpose:

To outline the mandatory Point of Care testing personnel competency requirements.

Supportive Data:

To meet regulatory requirements, to include but not limited to College of American
Pathology and Joint Commission

| | Equipment: POC-Competency-Forms-{losated-anlniranst)

A

POLICY:

1. Point of Care Testing (POCT) includes analytical patient tests performed outside the clinical
facilities of the main laboratory. All POCT is covered under the Laboratory's Clinical Lab
Improvements Amendments license, and is subject to the same regulations. The College of
American Pathologist (CAP) personnel competency requirements for POCT includes:

a. Evidence testing personnel have adequate, specific training to ensure competence.

b. A list delineating the specific tests each POCT personnel is authorized to perform.

c. A documented program ensuring each person performing POCT maintains satisfactory
levels of competence.
2. Joint Commission requires competency to be assessed using at least two (2) of the following
methods per person per test:
a. Performance of a test on a blind specimen.
b. Periodic observation of routine work by the supervisor or qualified designee.
c. Monitoring of each user’'s quality control performance.
d. Use of written test specific to the test assessed.
3. Competency for waived testing shall be evaluated upon hire and annually thereafter.
Competency for non-waived testing shall be evaluated upon hire, semi-annually during the first
year, and annually thereafter. Competency shall be reassessed at any time when problems are
identified with employee performance.
4. The records must make it possible for the Inspector to determine what skills were assessed and
how those skills were measured. Some elements of competency include, but are not limited to:
a. Direct observations of routine patient test performance, including, as applicable, patient
identification and preparation; and specimen collection, handling, processing and testing.

b. Monitoring the recording and reporting of test results, including, as applicable, reporting
critical results.

C. Review of intermediate test results or worksheets, quality control records, proficiency
testing results, and preventative maintenance records.

d. Direct observation of performance of instrument maintenance and function checks, as
applicable.

e. Assessment of test performance through testing previously analyzed specimens, internal
blind testing samples or external proficiency testing samples.

i3 Evaluation of problem solving skills.

5. For non-waived (moderate-complexuy) tests, all of the above six (6) elements must be assessed
annually. For waived tests, it is not necessary to assess all elements at each assessment.
Ongoing supervisory review is an acceptable method of assessing competency.

6. Personnel will not be allowed to perform POC testing without completion of the competency
requirements.

PROCEDURE:

1. The Laboratory Medical Director authorizes personnel to perform testing. Authorization is
determined by job description and is specific to nursing unit and job title. Refer to the Laboratory
Point of Care Coordinator and Quality Management Manual for any clarification.

Department
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Procedures

Nursing
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2, Evidence of training and competency shall be documented and records shall be maintained in
the Employee file.
3. Management is responsible to ensure all testing personnel within their department have
completed the required competencies.
4. If an individual fails to complete competency assessment by the due date, they will not be
allowed to perform POC testing until the competency is completed.
5. Return all completed competencies to the Education department.
a. Blank forms are found on the TCMC Intranet.
C. FORM(S):
b-1. Point of Care Competency Form
€:D. REFERENCE(S):

1. College of American Pathology. (2014) Point of Care Testing Checklist.

4-2. e-dition.jcrinc.com WT.03.01.01. Retrieved on May 11, 2011.

2:3. The Joint Commission (2017). Hospital Accreditation Standards. lllinois: Joint
Commission Resources.
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Patient Care Services

PROCEDURE:

POWER INJECTION PROCEDURE FOR PERIPHERALLY INSERTED CENTRAL
CATHETER (PICC)

Purpose:

To outline the Registered Nurse’s (RN's) responsibility when attaching and
disconnecting a Power Injectable Peripherally Inserted Central Catheter with the Contrast
Power Injector. Maintain compliance with state and manufacturers guidelines.

Supportive Data:

The Power injectable computerized tomography (CT) peripherally inserted central
catheter (PICC) is indicated for short or iong term peripheral access to the central
venous system for intravenous therapy and power injection of contrast media. For blood
sampling, infusion, or therapy use a 5 French or larger catheter. The maximum
recommended infusion rate is 4 milliliter/sec for power injection of contrast media. The
maximum pressure of power injectors used with the Power Injectable CT PICC may not
exceed 250 psi.

Equipment:

Power injectable CT PICC, Power Injector, Computerized Axial Tomography Scanner-/
magnetic resonance imaging (MRI) Scanner.

Non-sterile gloves.

3 alcohol swabs.

Sterile field (may use 4x4 sterile gauze).

10ml. or more Sterile Normal Saline filled syringe.

1 Anti-reflux valve for each lumen.

OrRwh =

1.

POLICY:

Use only lumens marked “Power Injectable® for power injection of contrast media.

a. Warning: Use of lumens not marked “Power Injectable*® for power injection of contrast
media may cause failure of the catheter.

Confirm injection flow rate does not exceed capacity of 5 French double lumen peripherally

inserted central catheter (PICC) line with technologist.

a. Warning: Exceeding the maximum flow rate of 4 mL{sec may result in catheter failure
and/or catheter tip displacement.

B. PROCEDURE PERFORMED BY A REGISTERED NURSE:

1. Perform hand hygiene.

2. Don clean non-sterile gloves.

3. Clamp both PICC ports and suspend all Intravenous (IV) meds and Total Parenteral Nutrition
(TPN).

4, Select port to be used and ensure patency.
a. Warning: Failure to ensure patency of the catheter prior to power injection studies may

result in catheter failure.
b. Cleanse catheter tip thoroughly with three (3) alcohol swabs and allow to air dry.
C. Attach a 10 mL or larger syringe filled with sterile normal saline.
d. Unclamp and aspirate for adequate blood return and flush the catheter with the full 10
mL or more of sterile normai saline.

5. Detach syringe.

6. Attach the IV tubing from the power injector syringe directly to the PICC with the anti-reflux
valve attached.

7. Keep PICC to be used for power injection unclamped while keeping secondary catheter lumen
not connected to power injection system clamped.

8. Notify technologist that the system is connected.

9, Monitor PICC and injection site while the injection is under way. Immediately notify technologist
if of any abnormal infiltration, leaking or catheter failure.

| = Medical Professional
Review | “aProcedures | | Commitee | | Therapesics | [ecutve | | amars || CONOS
bl 1105, Garts. B 05/15, 03/18 06/15, 0318 L 02110, 07115
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10. Exit the room upon request of the technologist to avoid any exposure to radiation. Technologist
will give a 10 second warning announcement.

11.  After imaging is complete, disconnect the power injection tubing.

12. Flush the Power PICC with 10 mL of sterile normal saline, using a 10 mL or larger syringe.

13. Resume previous IV fluids or clamp unused port.

RELATED DOCUMENT(S):
1. Infection Control Policy IC8 Hand Hygiene
2. Patient Care Services Central Venous Access Procedure

REFERENCE(S):
1. Angiodynamics, Inc. Morpheus CT PICC Insertion Kit,

http://www.angiodynamics.com/products/morpheus-smart-picc2014.
2. Bard Access Systems Power PICC. Polyurethane Radiology Catheters with Microintroducer
Set, Instructions for Use. http://powerpicc.com/clinician-info.php 2014

153



22,
‘&9 Tri-City Medical Center
Oceanside, California

Administrative Policy
Patient Care

ISSUE DATE; NEW SUBJECT: Non-Beneficial Treatment
REVISION DATE(S): POLICY NUMBER: 8610-399
Department Approval: 02/18

Administrative Policies and Procedures Committee Approval; 02/18

Medical Executive Committee Approval: 03/18

Professional Affairs Committee Approval: 04/18

Board of Directors Approval:

A PURPOSE:

1. The purpose of this policy is to outline a process for physicians to follow when a patient or
his/her designated decision maker has requested treatment that in the best judgment of the
patient's physician is non-beneficial in compliance with the relevant California statutes regarding
health care decisions.

B. POLICY:

1. Tri-City Medisal-GenterHealthcare District and physicians of the Tr-Gity-Medical
GenterTCHD's Medical Staff are not obligated to provide a patient with medical treatment that,
in the physician's best judgment, will not be beneficial. This policy applies to all patients
regardless of race, color, national origin, religion, disability, age, sex, marital/familial status,
socioeconomic status or sexual orientation. Disagreements concerning this issue between
doctors, patients, family members, surrogates, conservators, nurses and other health care
personnel will be addressed in the following manner:

a. Preempt conflict. Attempt to promote understanding among the involved parties in
advance.

b. Negotiate solutions to disagreements using available hospital resources including the
Ethics Committee, palliative care services, and chaplaincy services.

c. An effort should be made to contact the patient's outpatient primary care physician if
available,

d. If disagreement persists, seek consultation from another physician.

e. If the consulting physician disagrees with the attending physician, consider transfer of
the patient’s care to another physician.

f. If both physicians agree, but there is still disagreement with the patient, family,
conservator, or surrogate, consuitation from the hospital Ethics Committee should be
requested.

g. If the Ethics Committee review disagrees with the recommendation of the two

physicians, help with transfer of the patient to another physician or institution should be
provided. Until such transfer can occur, the current physician remains ethically and
legally responsible for the care of the patient.

h. If the Ethics Committee review concludes that the proposed treatments are non-
beneficial but there is still failure to reach consensus with the patient, family,
conservator, or surrogate, the following steps should be taken:

i. Risk Management and Administration of the hospital must be notified.
1) Inform the patient or designated decision maker of the decision of the
medical team. Document this discussion in the patient's health record.
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2) The patient or the designated health care decision maker for the patient
should be promptly notified in writing that the non-beneficial treatment will
not be provided. A letter must be issued to the patient or designated
health care decision maker on hospital stationery and signed by the
patient’s Attending Physician and the hospital's Chief Medical Executive,
or their designees, documenting this decision. The letter will be hand
delivered, if possible.-2

Discuss the option of transfer to an appropriate care setting. It is the

responsibility of the patient, family, conservator, or surrogate to find an

acceptable medical practitioner or institution and arrange the transfer of the
patient. Reasonable efforts will be made to assist in the transfer of the patient.

Recognize the opportunity of the patient or designated decision maker to seek a

judicial mandate to continue the treatments in question. Continuing care will be

provided to the patient until a transfer can be accomplished or it appears that
transfer cannot be accomplished. No new treatment, which has been determined
to be non-beneficial, will be initiated unless court ordered.

i. If the patient has not been transferred or a judicial mandate has not been issued within a
| reasonable period of time, not to exceed ten (10) days from the issuance of the letter,
the treatment in question may be withheld or withdrawn.

C. RELATED DOCUMENT(S):

1. Non-Beneficial Treatment Patient Letter

| &:D. REFERENCE(S):

1. California Probate Code sections 4735, 4736 and 4740
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Tri-City Medical Center
ADVANCED ueatv care for Y@U
Ta:
[Name of patient/surrogate]
[Address]
[Date]

Re: Medical care of patient, [Name and MRN] at Tri-City Healthcare District

Dear [Name of patient/Surrogate),

We have been caring for your [relationship to patient], {Patient's Name], during his/her current hospitalization at
Tri-City Healthcare District. We have been asked by you to provide treatments for [Patient's Name] which
includes treatments like [Name each treatment deemed to be non-beneficial]. We understand why you are
requesting this care and have carefully considered your reasons for requesting this care.

Qur goal in caring for our patients is to provide them with medical treatments most appropriate for their
condition. We have consulted with our colleagues and we have evaluated the potential cutcomes of the
treatment requested. We have also consulted our hospital ethics committee and they agree that the treatments
mentioned above would not be beneficial to [Patient's Name] and would not be appropriate. After careful
review and discussion, we do not believe that the requested treatments would be beneficial under the
circumstances.

We are providing you with this written notice of our decision in compliance with the hospital’s policy and the
California Probate Code that addresses requests for medical treatments which physicians believe are non-
beneficial. We have also asked our Chief Medical Executive to sign this letter. He has reviewed this matter and
his signature indicates the hospital's support of our decision.

We recognize that making treatment decisions for gravely ill persons is challenging for everyone involved. If
you disagree with our decision, you may seek out another physician and institution willing to accept [Patient's
Name] for transfer and provide the care you are seeking. Although you are responsible for locating alternative
providers, we will make reasonable efforts to assist you. You may also seek a court order that directs our
hospital to continue the treatment in question. You must carry out these alternatives within 1 - 10 days of this
notice. After that time, we will not continue to provide the non-beneficial freatments.

We do recognize how difficult this time is for the patient, clinicians, and family. We will continue to provide the
current medical treatment to [Patient's Name), and continue to work with you to develop a mutually acceptable
plan of care.

Sincerely,

[Name], MD [Name], MD Attending Physician Chief Medical Executive

Tri-City Medical Center | 4002 Vista Way, Oceanside, CA 92056 [ 760.724.8411 | www.tricitymed.org
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@ Tri-City Medical Center

Oceanside, California

Behavioral Health Services

Inpatient Behavioral Health Unit

Crisis Stabilization Unit

DELETE - incorporated into
Patient Care Services Policy:
Discharge of Patients and
Discharge Against Medical Advice
(AMA)

SUBJECT: AMA Discharges

POLICY NUMBER: 100

ISSUE DATE: 03/08

REVISION DATE(S): 08/09, 03/13

Department Approval: 06/1603/18
Division of Psychiatry Approval: -rfal4/18
Pharmacy and Therapeutics Approval: n/a
Medical Executive Committee Approval: nfa

Professional Affairs Committee Approval:
Board of Directors Approval:
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| AMA-Discharges
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(@) Tri-City Medical Center
Oceanside, California

Behavioral Health Services
Inpatient Behavioral Health Unit

SUBJECT: Managing the Medical Record When-afor BHU Patient Gees-tein the Emergency
Department-forTreatment-While-Hospitalized

POLICY NUMBER: 303

ISSUE DATE: 03/08

REVISION DATE(S): 08/09, 03/13

Department Approval: 06/4609/17

Division of Psychiatry Approval: n/a

Pharmacy and Therapeutics Approval: n/a

Medical Executive Committee Approval. nfa

Professional Affairs Committee Approval: 04/18

Board of Directors Approval:

A. PURPOSE:

1. To provide continuity in the medical record.
B. POLICY:
1. Patients who require emergency medical interventions while hospitalized on the Inpatient

Behavioral Health Unit {BHU) will not be discharged from the unit.

C. PROCEDURE:
1. When a nurse is concerned about the condition of a patient or feels that a patient needs
immaediate intervention, they will contact the operator by dialing “66."” The operator will announce
“Rapid Response Team to Room...” three (3) times overhead. Once notified, the Rapid
Response Team (RRT) mernber will 51multaneously respond to that roomllocatlon within f‘ ive
{5) minutes.F ses-Mark Rapid-F e

Condition-Halp-=
2. When an individual who is being treated on the irpatient-Behavieral-Health-LUnitBHU develops a
medical symptom or complaint the nurse will assess the need for immediacy in addressing that

symptom or complaint and will report the results of that assessment to the attending psychiatrist
and hospitalist.
a. If possible, a consultation will be initiated for the physician/Allied Health Professional
(AHP) specialty that addresses the presenting complaint or to the internist who
performed the initial history and physical examination.
b. When the condition is emergent or potentially emergent, the nurse will ensure that the
patient is transported to the Emergency Department (ED) for immediate intervention.
i The attending psychiatrist and hospitalist will be notified.
i The Emergency-departmentED will be notified and given clinical information.
iii. A staff member from the BHU will accompany the patient by either wheeichair or
stretcher as the condition warrants.
iv. A Security staff member may accompany the patient and staff member if it is
clinically indicated.
V. The BHU record will be sent with the patient.
3. The patient will not be discharged from the Behavioral-Heakth-UnitBHU.
4, The patient will be issued a new encounter for the emergerey-departmentED visit to allow that
patient to be entered into the Firstnet system.
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I 5. When the patient returns to the BHU, the original encounter remains intact and the Emergeney
DepartmentED encounter will be discharged. The patient's BHU medical record will be returned
to the BHU with the patient.

6. The accounts will be combined at the time of patient discharge.

| 7. If the patient is sent; from the Emergensy-DepartimentED; to a medical or surgical unit for

treatment of the complaint, the patient will be discharged from the BHU.

D. RELATED DOCUMENT(S):

81. Patient Care Services Policy: Rapid Response Team and Condition Help
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Behavioral Health Services
Inpatient Behavioral Health Unit
Crisis Stabilization Unit

SUBJECT: Notification of Responsible Persons
POLICY NUMBER: 710
iISSUE DATE: 03/08
REVISION DATE(S): 08/09, 03/13

| Department Approval: 06/1609/17
Division of Psychiatry Approval: n/a
Pharmacy and Therapeutics Approval: nla
Medical Executive Committee Approval: n/a

| Professional Affairs Committee Approval: 04/18

Board of Directors Approval:

A PURPOSE:

1.

To ensure that appropriate notification will occur iffwhen a patient experiences a significant

change in physical or mental status while hospitalized inen the Inpatient Behavioral Health Unit

(BHU); or the Crisis Stabilization Unit (CSU).

B. POLICY:

1.

In the event that a patient experiences a significant change in either physical or mental status,
appropriate notification will occur in accordance with patient consent and all HIPAA regulatory
standards.

C. PROCEDURE:

1.

When a patient experiences an acute or serious change in physical status the following
individuals will be notified:

a. The attending Psychiatrist

b. Attending medical desterphysician/Allied Health Professional (AHP) if one has been

identified
c. Immediate family or legal conservator
d. Program Manager

When a patient experiences an acute or serious change in mental status the following
individuals will be notified:

a. The attending Psychiatrist

b. Immediate family or legal conservator

c. Program Manager

In the event that the patient is relocated to another unit within the hospital or to another facility,
the patient’s family and or legal conservator is notified.

D. RELATED DOCUMENT({S):

1.
4.2,

Behavioral Health Services Policy: Confidentiality
Behavioral Health Services Policy: Family Involvement in Treatment
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Oceanside, California

Behavioral Health Services
Inpatient Behavioral Health Unit

SUBJECT: One to One Observation of Patients
POLICY NUMBER: 711
ISSUE DATE: 03/08
REVISION DATE(S): 08/09, 03/13

| Department Approval: 06/4609/17
Division of Psychiatry Approval: nfa
Pharmacy and Therapeutics Approval: nfa
Medical Executive Committee Approval: nia

| Professional Affairs Committee Approval: 04/18

Board of Directors Approval:

A PURPOSE:
1. To provide guidelines for intensive patient monitoring to assure the safety of the patient and the
environment.

B. POLICY:
1. When a patient displays behavior that places his safety, the safety of others, or the safety of the
environment in immediate risk, the patient will be closely observed by a clinical staff member
q who will be assigned specifically to provide that monitoring.

C. PROCEDURE:
1. Criteria for assigning one-to-one supervision:
a. The patient has expressed intent to inflict serious injury to him/herself in the immediate
future, is unable to contract for safety, and is unable to adequately control impulses to
| carry out the intent such that every 15 minutes (Q-15)-minute checks do not assure his
or her safety.

b. The patient has displayed behavior either immediately prior to admission or while on the
unit that is indicative of his or her intent to inflict serious injury to self.
c. The patient has expressed intent to inflict serious injury on another or others in the milieu

| and may not be abie to control impulses to carry out the intent such that Q-15 minute
checks to do assure his or her safety.
d. The patient has displayed behavior, either immediately prior to admission or while on the
| unit, that is indicative of intent to harm others and/or the patient has displayed or is
reported to have recently displayed poor control of impulses to act on this intent.

e. The patient's reality testing or level of symptoms is such that he or she has been
determined to be at risk for acting out in a manner that puts the environment at serious
risk.

f. The patient has a medical condition that puts him or her at immediate high risk for falls
such that it is not safe to leave the patient unattended.

| g. The patient has a medical condition (such as dressings, open wounds, etc.) that would

put that patient or others in the environment at risk if the patient was unable to comply
| with treatment, and it has been determined that Q-15 mirute-checks do not assure his or
her safety or protection.
h. The patient is placed in four-limb restraints,
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2

4:5.

5-6.

6-7.

€:9.

a10.

8-11.

48-12.

When it becomes necessary to assign the patient to one-to-one supervision the registered

nurse (RN} andfor Psychiatrist will explain the nature and purpose of this level of observation to

the patient/family and answer questions as indicated.

When a patient is placed on one-to-one supervision, the patient will be restricted to the

Behavioral Health Unit (BHU) except to receive emergency medical care.

3-a. If the patient must leave the unit, a member of the BHU clinical staff and a Security
Officer will escort the patient.

The patient will continue to exercise ali patient rights (i.e. clothing, visitors, telephone) while on

one-to-one supervision unless there are indications specific to each right to impose a limitation.

A registered-rurseRN may initiate one-to one observation when, in his or her judgment, it is

clinically warranted to assure the safety of the patient or the environment. After doing so, the RN

will obtain a written physician order for this level of observation as soon as is practicable.

The Psychiatrist will be responsible for writing an order to discontinue one-to-one observation

when, in his or her clinical judgment, the reason for initiating this level of supervision no [onger

exists. A registerod-nurseRN may not discontinue one-to-one supervision without a physician

order.

The staff member who is assigned to provide one-to-one supervision will not have an additional

clinical asmgnment and will be expected to prowde observatlon and care to only one patlent

contact the Assnsted Nurse Manager (ANM)ICharge RN on the unit so proper
coverage can be obtained during your absence.

b. The staff member will not leave the assignment until a relief person presents him or
herself to take over.
c. All clinical staff who provide one-to-one observation will possess the necessary

competencies to adequately provide this level of care including but not limited to:
i. Knowledge of indicators for suicidal risk

ii. Knowledge of indicators for elopement risk

iii. Knowledge of indicators of escalation of aggression

iv. Verbal de-escalation skills
V. Restraint and seclusion
vi. Therapeutic communication skills

The staff member who is assigned to provide one-to-one observation will remain at close
proximity (arm’s length) to the patient at all times. This includes:

a. Bathing and toileting

b. Meals

c. Smaoking breaks

d. Sleep

The assigned staff member will deeument—gwe report of S|gn|f cant observat:ons about the
patient : : :
ppoeato assngned RN

Information may include approaches that have been helpful, triggers, patient preferences,
patient concerns, and observations that will assist others to better understand and treat the
patient.

The staff member who is assigned to provide one-to-one observation will interact with the
patient in a therapeutic manner and will refrain from engaging in personal conversation, reading,
use of cellular phones, watching television, or other activities that might provide a distraction
from the intent of the assignment-.

The Registered-NurseRN assigned to the patient’s care will assess the patient's condition
throughout the shift and provide professional nursing care as indicated.
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1113, The Registered-NurseRN assigned to the patient’s care will include documentation in the clinical
record that addresses the patient's behavior as it relates to the need for one-to-one supervision,
the patient’s response to this level of supervision, and other available clinical data that supports
the need for continued supervision at this level or indicates the patient's safety may be assured
at a less restrictive level of supervision, i.e. Q-15-minute checks.

42.14. One-to-one observation, because of its restrictive nature, will be discontinued as soon as the
attending psychiatrist, with input from clinical staff, determines that the patient's safety can be
assured with Q-15-mirgte monitoring. Once discontinued, one-to-one supervision may be
resumed if clinical justification exists. If it is resumed by the RN, he or she will obtain a new
physician order for this level of observation as soon as is practicable.
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A. PURPOSE:

1. To identify the process of patient orientation to the linpatient peyshiatric-Behavioral Health

a#Unit (BHU).
B. POLICY:

1. Each patient will receive an orientation to the inpatient-Behavieral-Health-UnitBHU by the
admitting Registered Nurse (RN} or designee. Orientation information will be presented in a
manner that maximizes the patient’s understanding of the information.

2. Orientation information will be presented in both verbal and written formats.

C. PROCEDURE:

1. Each patient who is admitted to the-unitBHU will be given a copy of the Unit Rules with the
instruction that they are expected to read them and ask for clarification if there are items they do
not understand. Rules will be briefly reviewed with the patient.

2. Patients will be given a tour of the unit including smeking-areas-their room, day room, dining
room and other common areas. They will be oriented to the use of the laundry, telephone, and
shown where information is located regarding patient rights, patient grievances, interpreters,
daily therapy schedule, nurse assignment and community resource information.

3. Patients will be informed of visiting hours,-ard where visitors may and may not visit, and what
visitors may and may not bring.

4, Patients will be shown where their belongings will be kept and how they are to request access
to them. They will be told what items they may and may not keep with them.

5. Patients will be informed about how and where to procure clean linen and to dispose of used
linens.

6. Patients will be informed of their rights and responsibilities and voluntary patients will be asked
to sign consent forms at the time of admission.

7. Patients will be introduced to other staff and to other patients.

8. Each patient’s orientation will be adapted to the patient's clinical presentation. When the

patient’s symptoms are of such severity that it is deemed either unsafe or impractical to orient
the patient, the orientation will be given as soon as the patient’s condition is such that it is
deemed safe and practical.

D. RELATED DOCUMENT(S):

1.

Behavioral Health Services Policy: Patient Belongings
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' 2. Behavioral Health Services Policy Patient Responsibilities
9:3. Behavioral Health Services Policy: Patient Rights
| 140-4. Behavioral Health Services Policy: Consent Related to Mental Health Treatment
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A. PURPOSE:

1.

To define availability of pastoral care, religious consultation and education to patients.

B. POLICY:

1.

Recognizing that spiritual values and issues may affect patient response to treatment, patients
will have access to clergy while they are hospitalized on the linpatient Behavioral Health Unit
(BHU) or Crisis Stabilization Unit (CSU).

C. PROCEDURE:

1.
2.

3.

Patients’ spiritual needs are assessed as part of the Psychosocial Assessment.

Identified problems are discussed in the Interdisciplinary Treatment Planning meeting and a
plan is developed to address identified problems.

When a patient requests pastoral assistance or consultation the program staff will contact the
Chaplain’s office to arrange for such consultation.

The patient may contact a clergy person of his or her choice to visit during the hospitalization.
If clergy visits the patient, private space will be provided to accommodate the consultation. The
patient may visit with clergy outside of regularly scheduled visiting hours with prior approval by
the attending psychiatrist.

Staff will maintain a supportive and unbiased relationship with patients regarding religious
issues and patients’ secular needs will be referred to clergy.
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’ A PURPOSE:

1. In order to provide and maintain a safe and secure environment for all patients and hospital
personnel, a patient's personal belongings/room may be searched for dangerous objects and/or
drugs. Patients are requested to be present during the search of their personal
belongings/room.

B. DEFINITION(S):

1. Contraband: for the purpose of this policy, contraband is defined as materials or articles not
authorized to remain in the possession of patients while admitted to Tri-City Healthcare
District (TCMEHD). Contraband includes, but may not be limited to:

a. Weapons (firearms, knives or other objects that are easily used or adapted to cause
personal injury, including any item identified as a weapon in the Galifernia-Cal. Penal
Code § 12276 that might be used as weapons).

b. Recording devices, cell phones, and cameras.

a&c. Alcohol, cigarettes and other tobacco products, illicit drugs or Food and Drug
Administration (FDA)- approved drugs, and any other unauthorized substances meant
to be inhaled, ingested or taken into the body and not prescribed or permitted by the
patient’s physiciangs)/Allied Health Professional (AHP) for use while the patient is
under the care of the facility
i Nete-Medication permitted under policy Patient Care Services Policy:-\-Bb-

“Medications Brought in by the Patient- are not contraband when handled in

accordance with that policy.

1) Patients will be encouraged to send all medications home with a family
member.

#2)  Other medications will be sent to pharmacy for safe-keeping. A list will be
kept in the patient's medical record and the medications will be returned
to the patient at the time of discharge from the unit.

ii3)  Patients will be informed that illicit drugs will not be returned to them upon
discharge if taken into possession by the hospital. Security will be notified
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2.

34,

&d. Drug paraphernalia as defined in §Sestion 863 of Title 21 of the United States Code,
which includes equipments or materials of any kind meant for use in planting, growing,
harvesting, manufacturing, compounding, producing, processing, preparing, packaging,
storing, containing, concealing, injecting, ingesting, inhaling, or otherwise introducing
into the human body a controlled substance.

llegal Contraband: for the purposes of this policy, illegal contraband is defined as that subset of

materials or articles that meet the definition of contraband, above, and addition, are normally

illegal for individuals to possess or use in public places under the laws of the United States
and/or California.

Restricted Items: restricted items or other items in addition to contraband which could be used

for injury to self or others and are, therefore, not allowed to be in the possession of patients on a

locked unit. Some examples include: scissors, glass items, drug paraphernalia, blades or safety

razors, aerosol cans, mirrors, ropes, shoe laces, soda cans, model glue, plastic bags,
unpackaged food and silverware. Other items may be considered restricted at the discretion of
the staff.

Safety Assessment: a procedure, not involving a search of the person by which an attempt is

made to find potentially harmful objects and restrict them from the unit milieu.

C. POLICY:

1.

Patients are entitled to receive, possess, and use personal property while hospitalized, under
the conditions and exceptions set forth in this policy. TCMEHD Behavioral Health Unit (BHU) is
committed to maintaining a safe and therapeutic environment for patients, visitors, and staff,
Possession of contraband, as defined above, by patients, and visitors is not authorized while on
TCMGHD In-patient BHU premises.

On the BHU, patients and visitors will be informed through some combination of verbal
instruction, written materials and posted signs of unit rules regarding articles which may not be
held in their possession.

If contraband is noted anywhere on the BHU, employees are authorized to take appropriate
action to secure the items. Security is available to assist as necessary with materials or articles
suspected to be lllegal Contraband. Security will secure the items and will be responsible for
seeing that items of lllegal Contraband are turned over to local law enforcement authorities.
Articles of contraband that are not lllegal contraband will be retained by TCMGHD security

pursuant to Security Policy: 232 Property CustodyTCMGpolisies-applicable-to-pationt
valuablesAdministrative Polisy-Manuak-Policy 8810-217).

D. PROCEDURE:

1.

Clothing and Personal items:

i-a. On admission, all patients will be informed of the reason and rationale for inspecting
personal property, and the prohibition of specific items that are not allowed on the
RICUBHU

kb,  On admission each patient's belongmgs will be searched and inventoried; in the
presence of the patient or witnessed by another staff member if the patient is unable to
be present.

ii-c.  All patients will be transported from the Emergency Department (ED) to the BHU in a
hospital gown and will have their clothing searched in the ED for contraband or restricted
items, prior to entering the BHU.

i=d. All patients who are admitted directly to the-unritBHU and who arrive in street clothing will
be asked to change into a hospital gown in a private room, and will have their clothing
searched for contraband or restricted items.

ve.  Staff will check patient luggage, bags, billfolds and/or purses for contraband or restricted
itemsrestricted items.

wi.f.  Each patient will have a closet/locker in his or her room for the storage of clothing and
some personal belongings.
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vitzg.

%J.
xi-k.

Certain personal property will not be kept in patient rooms because of their potential for

inducing injury. Secure storage will be provided for each patient with his/her name on it

for the safe keeping of belongings that are not permitted in patient rooms. Contents will

include items that will be collected after their use and those for which the patient may

require one to one supervision during their use.

Patients will have access to the times at 0800 hours each day

Patients may use the articles from their storage with supervision or independently as is

clinically indicated.

The patient will be permitted to inspect personal property at reasonable times.

Examples of items kept in secured storage include the following:

4+i.  All glass items including, but not limited to, mirrors, perfume, and make-up
bottles.

ii. Any clothing with drawstrings: sweatpants, running shorts, hoodies,
pajamas, etc.

iii. Tobacco items, lighters, or matches.

Ziv. Razor blades and non-electric razors. (Disposable razors are supplied by the unit
and thei-use is supervised)

3:v. Battery operated or cordless electric razors.

4-vi. Belts, neckties, scarves, long jewelry, pins.

&=vii.  Nail files, metal combs, metal hair picks, necklaces.

6-viii. Needlework equipment, long strands of yarn, needles, knitting needies, crochet
hooks.

Fix. Certain projects made in craft's groups.

&x. Spray cans {hairspray).

9:xi. Toxic substances such as hair dye or permanent wave solutions.

48-xii. Pencil and make up sharpeners.

H-=xiii. Plastic bags.

42Zxiv. Recording devices, pagers, cell phones, cameras.

43-xv. Money in excess of ten dollar ($10), checkbooks, credit cards.

44-xvi. Walkman, earphones, headphones (with supervision)

35-xvii. Other items that, in the nurse's judgment, should not be kept in the
patient's room.

When personal items are taken into possession by the hospital, the patient and a designated

individual are provided a copy of the “Receipt-for-Belongings-taken-inte-Rossession*Property

Custody Record form that Ilsts these items. A copy of this form is to be placed on the medical

record

ib.

Food:

izb.

The items will all be returned to tIre patient at the time of discharge.
Whenever possible, items that will not be used during the hospital stay will be sent home
with the patient's family.

Food items will not be allowed in patient rooms due to the possibility of insect infestation.
Dietary trays will be permitted in the dining room and patio. Dietary trays are to contain
plastic-ware only, excluding plastic knives. Plastic forks will be given out, upon request,
and collected by staff after meals

patlent-Food and drinks from outsrde of the hospltal will not be allowed

No beverages with caffeine will be permitted en-the-unit-except with a written order by
the physician/AHP.

The kitchen will be kept locked when not in use.

Snacks will be available between meals and-inthe-evening-at scheduled times.

No cans will be permitted on the unit.
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EG.

4, If the patient refuses to have contraband or restricted items placed in secure storage-perTFCMC
BHU-pelisy, the Registered Nurse (RN) will implement a denial of rights per the Behavioral
health Servicespatientrights Policy:-{BHU-6340-644) Patient Rights.

4:5. The MBphysician/AHP or RN will write an order in the patient’s medical record documenting
the item removed from the patient and the circumstance requiring removal of the item, i.e.
patient may not have belt on the unit due to active suicidal ideation.

5:6. The denial of right order to remove patient’s clothing or belongings must be reviewed on a daily
basis by the RN and the treatment team and will be removed when the circumstances that
justified the denial of right cease to exist,

6:7.  In accordance with Cal.ifernia Code Title 9 § 865.1 the notification of the removal of rights must
address the following:
aa. Date and time the right was denied
sb. Specific right denied
sC. Good cause for the denial of right
od. Date of review if denial was extended beyond 30 days
.g, Signature of the professional person in charge of the facility or his designee authorizing

the denial of right

+8. The notification can be done at admission by MBphysician/AHP or RN, as designated by the
professional person in charge of the facility.

&9. The RN will document the denial of right in the patient's electronic medical record (Cerner ad
hoc form), and on the Patients’ Rights Denial- Monthly Tally hard copy form placed in the back
of the medical record.

8:10. The following items must be inventoried and checked in by staff, but may be retained by the
patient with complete responsibility for safeguarding his or her valuables:

a. Toothbrushes, toothpaste tubes, and other non-medication tubes of similar kind.

ikb.  Combs, hairbrushes, rollers

ii-c. Emery boards, lipstick, mascara and eye shadow that are not in containers with glass
mirrors

ivd. Wallets, and personal papers

v-e. Jewelry except long or heavy necklaces or pins

vi:f.  Eyeglasses and saline solution for contact lenses

g. Other items that, in the nurse’s judgment will not be injurious to the patient or to other
patients on the unit.

FORM(S):
vii:1. Property Custody Record

RELATED DOCUMENT(S):

1. Administrative Policy: 217 Disposal of Drugs and Drug Paraphernalia
vii-2, Behavioral health Services Policy: Patient Rights

3. Patient Care Services Policy: Medications Brought in by the Patient
4, Security Policy: 232 Property Custody

REFERENCE-LIST(S):

21. Cal. Code Reg. Title 9 § 865.1

2. Cal. Penal Code § 12276

3. Consent Manual: The Industry Resource for Consent and Related Health Care Law, 38" Ed.,
2011.

4, Drug Paraphernalia Title 21 U.S. Code § 863
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Property Custody Record
Tri-City Medical Center
Security Department
Property Custody Record

Notice to Property Owner: Upon release from the Tri-City Medical Center it will be your

responsibility to make arrangements to pick up the hereon-listed items from the Security
Department. Any items not picked up within thirty(30) days will be destroyed.

Officer Receiving Property: Date Received. Time Received;
Property Received from: Location / Reason Property Obtained:
g Owner:
¢ Cther:
g Property Received for Safekeeping

tem# | Qty | Description/ Condition: SN/ Tag#

Property Disposition:

g Property Returned to Owner

q Property Returned to Other Reason:
a Property Destroyed After Thirty(30) Days

g Property Destroyed Before Thirty(30) Days Reason:

Property Returned By. Property Received By:
Officer Badge: Date Signelure; Date
White: Security Depariment - Yellow: Person Receiving Froperty - PFlnk: Receipt
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A

PURPOSE:
1.

POLICY:
1.

To establish guidelines for the determination of discharge criteria and their application to the
discharge process.

Each individual receiving treatment will be evaluated by applying established severity of illness
criteria and in accordance with standards for clinical pertinence. Discharges from the inpatient
unit may be of either a clinical or administrative nature. All administrative discharges must be
approved by the attending psychiatrist and will be reviewed by the program director.

PROCEDURE:

A patient may be discharged from treatment when it is determined that those goals defined in
the treatment plan have been successfully achieved and the patient no longer meets the
severity of illness continued stay criteria for the inpatient level of service.

1.

a.

The treatment team will meet daily to discuss the patient's progress toward goal
achievement. Each specific patient's treatment plan will be reviewed at least once every
week and more frequently as is clinically indicated.,

The discharge planners will actively work with patients and their support systems to
formulate a viable discharge plan that will be enacted when treatment goals in the
inpatient level of service have been met.

A patient may be discharged from treatment when, based upon clinical presentation, it is
determined that another level of service would better meet the patient’s needs.
A voluntary patient may be discharged if they are unable or unwilling to continue in treatment.

a.

When a patient requests a discharge against medical advice the clinical staff will attempt
to ascertain the patient’s reason for wanting to leave the program and will encourage the
patient to complete his or her course of treatment.

The attending psychiatrist will be notified when a patient requests to leave the program
against medical advice.

When a patient requests an Against Medical Advice (AMA) discharge, the clinical staff
will continue to work with the patient to assure the best possible discharge plan that
includes medications and an appointment for follow-up treatment.

When a voluntary patient asks to leave the program and, in the opinion of the clinical
staff, that patient is assessed to be either a danger to self or others, or unable to provide
for basic needs, (gravely disabled); the patient may be placed on a 72-hour hold for
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further assessment. When this occurs, all applicable forms and advisements will be
completed in accordance to the Patient Care Services Policy: *72- Hour Holds,
Evaluation and Treatment of the Involuntary Patient.Z
e, In the event a patient is placed on a 72-hour hold, the patient will be informed of the
reason(s) he/she will not be permitted to leave the unit.
4, A patient may be discharged or transferred to another unit or facility if, during the course of

treatment they meet exclusionary criteria and therefore present a great health risk to self, other

patients, or staff by their continued presence.

a. When a patient develops an acute medical or surgical condition while on the inpatient
psychiatric unit, a medical consult will be completed and the patient may be discharged
from the program and admitted to an appropriate medical/surgical unit within the
hospital.

b. When an emergent medical or surgical condition occurs, the patient may be transported
to the Emergency Department (ED) for immediate evaluation, treatment, and/or
disposition.

i In this event, the BHU medical record is kept active until such time as it is
ascertained that the patient will not immediately return to the Inpatient peyehiatris
uritBHU.

ii. ¢If a BHU patient is taken to the Emergency-DeparmentED for assessment, is
treated, and returns to the BHU, the original BHU record is continued since it is
not necessary that the patient is discharged and readmitted to the unit.

D. RELATED DOCUMENT(S):

1. Patient Care Services Policy: 72 Hour Hold, Evaluation and Treatment of the Involuntary
Patient
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A PURPOSE:
1. in order to provide safe delivery of care, treatment, and services, the Behavioral Health Unit
(BHU) is entitled to reasonable behavior on the part of patients, within their capabilities, and
their families.
B. POLICY:
1. It is the policy of BHU to assure each patient is a partner in the health care process as
apprapriate to his or her abilities.
2. Upon admission, each patient will be given a copy of the Unit Rules and Patient

Responsibilities. The Patient Responsibilities are listed below:
a. As a patient of the BHU, you have the responsibility to:

vii,

viii.

Provide accurate information. To the best of your knowledge, accurate and
complete information about present complaints, past ilinesses, hospitalizations,
medications must be provided. You also must report perceived risks in your care
and unexpected changes in your condition.

Ask questions. When you do not understand your care, treatment, and service, or
what you are expected to do, you must ask questions.

Follow instructions. You must follow the care, treatment, and service developed.
Express any concerns about your ability to follow the proposed care plan.
Accept consequences. You are responsible for the outcomes if you do not follow
the plan of care, treatment, or service,

Follow the rules.

Participate to the best of your ability in the unit groups and activities. Becoming
involved in the therapeutic milieu and mingling with your peers is part of
recovery.

Report to a staff member immediately if you feel unsafe or if you feel you might
harm yourself, another patient, or a staff member.

Show respect and consideration. You must be considerate of the BHU staff and
property, as well as other patients and their property.

Meet your financial commitments. You should promptly meet any financial
obligation agreed to with the hospital.
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C. PROCEDURE:
1. The Ciinical Staff will be responsible for interpreting patients’ responsibilities to them and for
assisting patients to meet their responsibilities to the best of their ability.
2. Additional information on patient rights and patient responsibilities will be made available to

patients upon request.
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A.

PURPOSE:

1. To maintain high quality and consumer responsive care for patients through the application of
feedback obtained through the use of patient satisfaction surveys.

POLICY:

1. Patient satisfaction surveys will be conducted at the time of the patient discharge using valid
sampling standards.

PROCEDURE;

1. A written satisfaction survey will be made available to all patients atthe-time-ofprior to their
discharge from the inpatientBehavioral Health Unit (BHU) or Crisis Stabilization Unit (CSU).

2. Surveys will be deposited and kept in a secured locked box such that patient confidentiality is
maintained.

3. Results of the survey process will be aggregated monthly and shared at monthly staff
meetings.

4, The Clinical Nurse Manager will review patient satisfaction survey results and identify

areas for lmprovement tha%and the Ihe—mmwal—eve&alkaseep&able—e&andard—rs—eaﬂ—te—er

g —the department will
lmplement a performance lmprovement |n|t|at|ve that addresses the area(s) of concern,
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A PURPOSE:

1. To provide opportunities for patients to have input into the treatment they will receive if they
require emergency psychiatric interventions related to out-of-control or aggressive behaviors.
2. To ensure that patients' physical disability and history of abuse are considered when

interventions are enacted in response to aggressive behaviors.

B. POLICY:

1. Upon admission, or as soon thereafter as possible, each patient will be asked to provide
information about situations that may cause their behavior to escalate, their preferences for
intervention should escalation occur and any factors that may help the clinical staff determine
the safest and most humane manner in which to respond te problematic behaviors.

C. PROCEDURE:

1. All clinical staff will be required to attend an eight (8) hour course on Nron-wiolent physical
&Crisis lintervention for fthe purpose of gaining an understanding of the cycle of aggression,
verbal de-escalation interventions, and the team approach for managing out of control
aggressive or destructive patient behaviors. The class must be completed upon hire, and every
year for a four {4) hour renewal course, thereafter. In alternate years the clinical staff wilt
complete a NetLearning module to independently review the course material.

2, Upon admission, as part of the Initial Nursing Assessment, the patient will be asked questions to

ascertain the following information:

a. History of physical or sexual abuse or trauma

b. Physical or medical limitations or co-morbidities

c. Events or situations that have caused him or her to become angry, agitated, or violent in
the past (triggers)

d. De-escalation techniques that have been successful in reestablishing control and calm in
the past

e. Preferences for interventions, e.g. quiet time in patient's room, space to pace outside,

early use of prn (as needed) medication, use of the quiet room for brief periods, shower,
phone call to family member, etc.
3. The information obtained in this assessment will become part of the patient's treatment plan and
preferences will be taken into consideration in the event the patient experiences an escalation of
aggression.
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A,

PURPOSE:

1. To identify those circumstances that necessitate a consent for release of information.
2. To identify how a patient consents to the release of information.

POLICY:

1. A separate and individual Patient Consent Visitation and/or Phone Calls FormCensent-for
Release-of-informatien will be used to obtain copies of clinical records from any of the patient's
previous treatment providers. A Patient Consent Visitation and/or Phone Calls FormGensent
for-Release-of-Information will also be used with each significant individual involved in continuity
of care with whom staff members have verbal contact unless information is being shared
between two caregivers engaged in the ongoing treatment of the patient. Although obtaining
records is not the goal in this instance, consent for the purpose of open communication
regarding different aspects of the patient’s care is necessary. Patient Consent Visitation
and/or Phone Calls FormPRatient Censent-for Release-ofnformation does not deny the patient

his or her right to confidentiality.

PROCEDURE:

1. The patient will be told what information will be requested and to whom it will be released. The
patient will be afforded an opportunity to discuss the release. The decision to consent must be
voluntary.

2. The patient will be informed that they have the right to revoke the release with a written request.

3. If the patient is under conservatorship, the signature of the conservator will be obtained for the
purpose of the Consent to Treat-and-forthe-administration-ofReceive Psychotropic Medications.

4, The patient will be told that provision of treatment is not based on the consent to release

information unless the physician/Allied Health Professional (AHP) indicates that it is
necessary for treatment.

5. The patient will be asked to read the authorization form or will have the form read to him or her
and asked if there are questions. The staff member will make a good-faith effort to answer all
questions.

6. On each form the specific record(s) to be released will be indicated and the specific purpose of
the disclosure will also be provided.

7. The patient will be asked to sign the form and date it indicating the release's expiration date.

8. A witness will sign name, date, and indicate title.
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9. The signed form(s) will be placed in the Legal Section of the patient's medical record.
D. FORM(S):

49:1. Patient Consent Visitation and/or Phone Calls
H-2. Consent to Receive Psychotropic Medication 6340-1001
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Patient Consent Visitation and/or Phone Calls

Your preseiice here is confidential and cannot be disclosed by staff without your permission. Please ist the people you do
not want to hear from or see while on the unit

Do you wish to receive phone calls and/or have visitors? [JYes [ JNo
Do we have permission fo falk to your family, friends or significant other? [ Yes [ No

Please indicale whom we have permission to talk fo regarding your care

Date | Pafient Name
Initial
1. 2 3.
1. 2. 3.
1. 2. 3.
1. 2. 3.
1 2. 3.
1. 2. 3.
1. 2. 3.
1. 2 3.
1 DO NOT wish to have my presence here known or receive telephone calls and/or visitation from the following people:
Date | Pafient Name
Iniial
1 2 3
1 2 3
1 2 3
1 2. 3
1 2. 3
1 2. 3
1 2 3
1 2 3
! ! AMIPM
Name: Pafient/Representalive Signaeture: PatientRepresenlalive Date Time

If signed by a person other than the patient, indicate relationship to patient:

Examples: Spouse, Pariner, Legal Guardian
If patient is unable lo sign, slate reason;

! ! 3 AM/PM
Witness - TCHD Representative (print nams) Signature Date Time

INTERPRETATION / INTERPRETER'S STATEMENT
interpretation provided in preferred language: (O Telephonic 3 VRI
{1 Face-lo-face; O | have accuralely and completely reviewed this document in patienl/patient's legal representative preferred
language with: {J Paiient [ Patient's iegal representative

_ { ! 3 AP
Interpreder 1D number or Name Interpreter Signature (if present) Dale Time

(] Patient refuses TCHD's inlerpretalion services and selecls as inlerpreter

Name and relationship to patient
Note: Changes can be made {o the above list adding or crossing out names. Please sign and date each change.

@ Affix Patient Label
( ) Tri-Gity Medical Center

4002 Visla Way » Oceanside « CA+ 82056
PATIENT CONSENT

W  vsmanonavoior
Fev 117}
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Consent to Receive Psychotropic Medication 6340-1001
CONSENT TO RECEIVE PSYCHOTROPIC MEDICATION

INSTRUCTIONS TO PATIENT: The form describes information your physician will provide to you regarding
your treatment with Antipsychotic, Psychotropic or Neuroleptic medications. Please read the form thoroughly
before you sign it and if you have any questions, ask your physician, This is a two-sided form.

My physician has advised me that psychotropic medications are necessary for my treatment and has
discussed the following information with me:

Category of Medication and Name of Medication:

(] Anti-Depressant ] Mood-Stabilizer
O Anti-Anxiety O Anti-Psychotic
1 Hypnotic O Other

1. My physician discussed the nature of my medical condition with me.

2. My physician has given me the reason for taking such medications including the likelihood of
improving or not improving without such medications and has informed me that my consent can be
withdrawn at any time by telling either my physician or member of my treatment team.

3. My physician has told me of any reasonable alternative treatments available, if there are any.

4. My physician has informed me of the type of medications he/she will prescribed for me; how often, in
what amount, for how long and by what route (by mouth or injection).

5. My physician has told me of common side effects that may occur when taking these medications, and
especially those that | may have because of factors personal to me.

6. My physician has discussed with me any possible side effects, which may occur to patients taking
certain categories of medications. Such side effects may include persistent involuntary movement of
the face of mouth and might at times, include similar movements of the hands and feet, and that these
symptoms are potentially irreversible and may appear after the medications have been discontinued.
These medications may also cause restlessness, increased muscle tone, elevated blood sugar, lipids,
and weight gain.

7. The general side effect profile(s) of the above medications have been reviewed with me and could
include some specifically from the list below. This is not a complete list of all the possible side effects.
| consent to the use of the prescribed medication (s). | understand that | can withdraw this consent at
any time by informing my physician,

Cardiac conduction changes Elevated cholesterol/triglycerides |Motor changes/EPS
Changes in blood count Glaucoma Nausea/vomiting
Confusion Headaches Renal impairment
Diabetes/elevated glucose Hypothyroidism Sedation/stimulation
Diarrhea/constipation Insomnia Seizures
Elevated blood pressure Liver inflammation Stroke

Weight gain/loss

While | have a right as a patient to refuse to accept these medications, my physician may, in an emergency,
order that | be given these medications without my consent. Such an emergency is defined when there

is a sudden marked change in my condition leading to a need to protect my life or prevent serious bodily
harm to me or to others.

@ Tri-City Medical Center

4002 Vista Way + Oceanside + CA + 52056

CONSENT TO RECEIVE
PSYCHOTROPIC MEDICATION

AR
001

6340-1
{Rev Bit5)

Affix Patient Lebel
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. Having been advised and informed of all of the above by my physician, | consent to receiving these
medications as my physician prescribes them.

PATIENT'S SIGNATURE DATEITIME PHYSICIAN'S SIGNATURE DATEITIME

II. Patient has been advised of, and understands, ALL the above information and consents to receiving
these medications as | prescribe them. However, the patient chooses not to sign this consent form.

PHYSICIAN'S SIGNATURE DATEITIME RN WITNESS DATEITIME

lll. Patient willing to take medications, however, patients cognitive functioning limits the ability to
understand and sign.

PHYSICIAN'S SIGNATURE DATEITIME RN WITNESS DATEITIME

Afix Patient Label

(@ Tri-City Medical Center

4002 Vista Way + Oceanside + CA + 92056

CONSENT TO RECEIVE
PSYCHOTROPIC MEDICATION

G RAIMIAA
0-1001

634

fov BGD
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SUBJECT:

Role of Medical Staff Leadership in Behavioral Health Services

POLICY NUMBER: 003

ISSUE DATE:

07/85

REVISION DATE(S): 02/87, 05/91, 06/94, 06/97, 07/00, 04/02,

07/03, 04/05, 03/13

Department Approval: 06/4609/17
Division of Psychiatry Approval: n/a
Pharmacy and Therapeutics Approval: nfa
Medical Executive Committee Approval: nfa
Professional Affairs Committee Approval: 04/18

Board of Directors Approval:

A POLICY:

1. In the Behavioral Health Unit-Service (BHS)ine, the Medical Director and Psychiatric Division
Chief will provide medical leadership and care of psychiatric patients.

B. PSYCHIATRIC DIVISION CHIEF:
1. Availability

a.

The Division Chief is available to the Clinical Nurse Manager and nursing staff via direct
communication or an as needed basis.

2. Responsibility

a.

The Division Chief shall have responsibility in assisting with standards
development/approval, problem identification/solving in patient care issues and in
conflict resolution with specific physicians.

C. MEDICAL DIRECTOR:
1. Existence/Availability

a.

The Behavioral Health Unit {(BHU) Medical Director has an annually negotiated contract

for services with Tri-City Medisal-GenterHealthcare District (TCHD). The Medical

Director’s responsibilities include:

i. Providing psychiatric medicat leadership for attending/consuiting
physicians/Allied Health Professionals (AHP) and the multi-disciplinary staff.

ii. Conflict resolution that is intradepartmental or interdepartmental.

iii. Working collaboratively with the Clinical Nurse Manager to insure all necessary
compliance with Lanterman-Petris-Short Act (LPS), Joint Commission
(JCHAD), Title 22, and State of California/FH-Gity-Medisal-CenterTCHD

regulations.

iv. Monitoring bed utilization.

V. Staff development.

vi. Participating in Quality Assurance/Performance Improvement activities, including
standards of development/approval.

vii, Policy implementation.
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D. HOSPITALIST:
1. Availability
a. The Medical Director is responsible for oversight of the hospitalist and is available to the
nursing staff as needed. They provide medical care to the supervising physician's/AHP’s
patients under the direction of the physician/AHP.
2. Responsibility
a. The responsibilities of the hospitalist include:
i. Make daily rounds.
ii. Record initial history and physical and pertinent progress of the patient on the
chart.
fii. Schedule diagnostic procedures, laboratory studies, x-rays, electrocardiograms,
consultations, and transmit verbal orders of the supervising physician (to be
countersigned by the physician/AHP within 24 hours).
b. Questions on any orders are to be confirmed by the nurse directly with the
physician/AHP.
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SUBJECT: Scabies, Lice, and Fleas in the BHU/CSU
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| A, GOAL(S):

To provide individualized quality patient care in a safe environment.

To reduce complications and unexpected outcomes.

To continuously evaluate and improve the service provided.

To participate in multi-disciplinary care by working closely with other disciplines.

To provide individualized treatment to promote mental health and substance use recovery,
Patients will be given the opportunity to increase their involvement in the therapeutic milieu and
to discuss their issues and concerns in a daily meeting that includes other patients and
members of the treatment team.

Sl o

B. BRIEF DESCRIPTION OF SERVICE:

1. The inpatient service offers psychiatric treatment for a variety of acute states of mental iliness
with 24 hour care. An eighteen (18)-28 bed intensive care unit accommodate patients with an
immediate need for acute psychiatric services. Admission to the unit is typically via-the-Medical
GenterTri-City Healthcare District's (TCHD) Emergency Department (ED) or by
physician/Allied Health Professional (AHP) referral. The Behavioral Health Unit (BHU) staff
includes a multi-disciplinary team of psychiatrists, psychologists, licensed marriage and family
therapists (MFT), licensed clinical social workers, registered nurses, recreational therapists,
licensed psychiatric technicians, mental health workers, and supervised MFT interns and
trainees who collaborate to help individuals achieve recovery goals.

C. METHODS USED TO ASSESS PATIENTS’ NEEDS:

1. Treatment is planned, implemented and evaluated by an interdisciplinary team comprised of
mental health clinicians, the patient, and the patient’s family or legal representative. All patients
will receive whatever treatment and care his or her condition requires for the full period that he
or she is hospitalized. Patients receive treatment in the least restrictive environment based on
assessment of the clinical needs. The program maintains mechanisms by which patients move
between the available levels of service within the department and in the community.

a. All patients who are admitted to the program will routinely have an admission psychiatric
assessment, physical assessment, nursing assessment, psychosocial assessment, and
activity therapy assessment.

b. Patients are considered members of the treatment team and will be asked to provide
information regarding their concerns, needs, limitations, physical health needs, pre-
existing conditions and preferences as part of the assessment process.
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C. Information from all assessments, including input from the patient, will be used in the
formulation of the patient's individualized treatment plan that includes provision for
ensuring the patient’s safety when there are co-morbid medical conditions, physical
limitations, or other safety issues.

d. The interdisciplinary treatment plan is formulated and altered based on the assessment
data collected by each member of the treatment team.
e. The clinician will use all available clinical resources to gather assessment data including

but not limited to the patient’s subjective report, objective observations, written
information from laboratory and diagnostic testing, past medical record information, and
information from family and significant others.

D. SCOPE AND COMPLEXITY OF SERVICES:

1.

Mental health practitioners who are licensed and registered in accordance with their discipline
specific requirements will provide clinical treatment. The Behavieral-Health-DepartmentBHU will
develop and implement competency standards to insure that clinicians have the requisite skill,
knowledge, experience and education to provide services. The department will maintain a
description of its scope of care, services provided, type of individuals served and the important
aspects of care. Patients will be treated in the least restrictive environment; treatment intensity
will be determined on the basis of the severity of the patient’s symptoms and the assessment of
the patient’s treatment needs.

An interdisciplinary team led by the psychiatrist and comprised of members of other disciplines
including but not limited to psychologists, registered nurses, licensed psychiatric technician,
recreational therapists, licensed clinical social workers, mamage—and—famlly—ﬁaeraplsts{MFT)
mental health workers, and supervised MFT interns and trainees will deliver services. The
patient and his or her family, conservator, significant other and or primary care giver will be
considered vital members of the team and will be included in the assessment, treatment
planning and evaluation processes.

Treatment will occur within the context of a therapeutic milieu in which activities are purposefully
planned and executed to meet the needs of patients. Biweekly clinical collaboration meetings
reflect one form of information exchange between disciplines and interdisciplinary care. Team
conferences are also scheduled on an individual basis as needed. Types of treatment available
include but are not limited to:

a. Individual Psychotherapy

b. Group Psychotherapy

C. Family Psychotherapy

d. Psychopharmacology

E. ADMISSION CRITERIA-TYPE AND AGES OF PATIENTS SERVICED:

1.

Adulis who are referred for admission to the Inpatient Behavieral-Health-uritBHU must meet
DSM VAR Severity of liiness criteria, have a primary psychiatric diagnosis, and be able to
derive benefit from the therapeutic milieu. Patients will be considered inappropriate for
admission if they meet any of the following exclusionary criteria:
Under age eighteen (18).
Primary Substance abuse diagnosis.
Primary dementia diagnoses.
Co-existing medical condition(s} requiring care by nursing staff with specific medical
surgical nursing competencies including but not limited to:
i. Intravenous (IV) Medication
i, Indwelling Catheter
ii. Tracheostomy
e. Individuals with developmental disabilities of such a degree that they are unable to
participate in daily unit activities.
i Unstable medical condition, i.e. chest pain, acute infectious disease, uncontrolled
hypertension or blood glucose levels.
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F. STAFFING AND THE AVAILABILITY OF STAFF:
1. Fhe-unitBHU is staffed with a clinical nurse manager, two assistant nurse managers (ANM),
reglstered nurses (RN) a licensed psychiatric technician, licensed clinical social workers,
MFTs, recreation therapists, and mental health workers. The clinical
nurse manager has 24-hour responsibility for patient care and unit management Staff work 8-
hour and 12-hour shifts.

G. SCOPE OF SERVICE:
| 1. The Asastant—Nu;se—Manager—(ANM-) or Charge RN will make staff assignments according to

patient acuity, staff availability, individual staff competencies, and the amount of supervision

needed by staff members in accordance with Title 22 Regulations, Patient acuity and specific

patient needs are determined for each patient by the nurse for each shift, and then used for

staffing. The staffing matrix provides information about staff/staff mix requirements based on

acuity and minimum staffing requirements. Minimum staffing requirements provide a

nurse/patient ratio of 1 RN for every 6 patients .The Clinical Nurse Manager/ANM will confer if

additional staff is needed based on acuity.

a. BLS, Non Violent Crisis Intervention or equivalent managing aggressive behavior
(MAB) training are required of all nursing personnel working on the unit. Initial and
annual competency requirements for staff are defined and updated on a yearly basis at
Skills Lab and unit based training. Competency requirements for 5150 designee or face-
to-face one hour assessment for the specially trained RN is done annually at Skills Lab
and unit based training.

H. ASSESSING DEPARTMENT SERVICES:
1. The unit is a 24-hour, 7-day-a-week service. If a patient needs a higher level of care,
physicians/AHPs and nursing staff coordinate the transfer to an appropriate facility with
assistance of case management as appropriate.

. THE EXTENT TO WHICH THE DEPARTMENT'S LEVEL OF CARE/SERVICE MEET PATIENT
NEEDS:

[ 1. The level of care provided by the Acute Inpatient Behavieral-Health-UritBHU meets the needs
of both inpatients and outpatients through availability of staff who are competent to provide
service for the current patient population and the coordination of nursing services with services
of other disciplines.

J. PERFORMANCE IMPROVEMENT:
1. In order to improve patient care, the inpatient behavieral-health-unitBHU has implemented a
performance improvement (Pl) commiitee that will address high risk indicators and research
quality measures to improve overall safety and patient care outcomes.

K. STANDARDS USED BY THE DEPARTMENT IN THE CARE OF PATIENTS:
1. The nursing service abides by regulations by California Title XXIl Standards: Psychiatric Unit
General Requirements, Comprehensive Accreditation Manual for Psychiatric Health Care, The
Joint Commission, Centers for Medicare and Medicaid Services {(HGFACMS) Reguiations,
EMS-Welfare and Institutions Code § 5150, and California Board of Registered Nurses
(BRN).

L. MEDICATION ADMINISTRATION STANDARDS RELATED TO CARE OF THE PATIENT:

1. Medications, general and narcotics, are dispensed via the Pyxis system. Daily patient doses are
stored and dispensed from the locked profile machine. Medications requiring refrigeration are
stored at the appropriate temperatures. Nurses assess and document the
administration/effectiveness/side effects of medication.
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A PURPOSE:
1. To communicate the prohibition of smoking, offer Nicotine Replacement Therapy for patients to
decrease or stop nicotine intake, and implement a smoke free environment at Tri-City
Healthcare District (TCHD) Behavioral Health Unit (BHU) and Crisis Stabilization Unit
(CSU). All patients, work associates, families and visitors are expected to comply with the
smoking regulations.

B. DEFINITION(S):
1. Smoking: any product containing tobacco intended to be lit, burned, or heated to produce
smoke as well as any device used to smoke the tobacco, including but not limited to a pipe,
cigar, cigarette, chewing tobacco, snuff, electronic cigarettes, in any form.

C. POLICY:

1. As part of FH-Gily TCHD’s commitment to provide a healthy environment for patients and work
associates, smoking is prohibited indoors and on the Behavioral Health Services (BHS) patios
owned or operated by FA-GiyTCHD Behavioral-Health-ServicesBHS for all persons, including
patients, staff, and visitors.

2. Adherence to this policy is the responsibility of all individuals working, visiting, or receiving care
within the BHU or CSUinpatient-Behavier-Health-Unit. Compliance with this policy is mandatory
and will be strictly enforced. Findings will be reported as needed to clinical managers, Assistant
Nurse Managers (ANMs), charge nurse, or the hospital safety committee to develop strategies
to eliminate the incidence of policy violations.

3. As part of each patient's individual assessment by the attending provider, the various options for
helping that patient avoid the distraction and discomfort of smoking cessation will be addressed.
This will allow the patient to better focus on the primary psychiatric reason for their
hospitalization.

4, When each patient is admitted, the patient should be educated by the admitting nurse on the
Administrative Policy: 205 re-Smokinge-Free Environmentpelisy, the Nicotine Replacement
Therapy, and health information about smoking.

5. All patients will be requested to turn in their smoking materials upon admission; these are
considered contraband and will be returned at discharge. Any materials found on the unit will be
confiscated by staff and returned to the patient at discharge.
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6. Visitors are not to bring in cigarettes or other tobacco products. Patients, visitors, and any other
guests who fail to comply with this policy may result in termination of visiting privileges and will
be reminded that Inpatient BHU is a smoke-free department and will be advised of resources
available to assist with compliance while they are on the unit.
7. Smoke breaks are being replaced with healthy breaks, outdoor scheduled activities per unit
schedule under direct staff supervision.
D. RELATED DOCUMENT(S):

B-E.

1. Administrative Policy: 205 Smoke-Free Environment
2. Administrative Policy: 234 Security Department Incident Notification
3. Administrative Policy: 424 Coaching and Counseling for Work Performance

REFERENCE-LIST(S):
™ Administrative Policy8610-205: Smoke-EreaEnvi ;

41. Centers for Disease Control and Prevention. Healthy Workforce Initiative: Implementing a
Tobacco-Free Campus Initiative — United States 2004. Available at:
www.cde.gov/nccdphp/dnpa/hwi/toolkits/tobacco/index.htm
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A. PURPOSE:

1. To specify parameters with respect to the solicitation of patients or referrals to self.

B. POLICY:

1. Tri-City Medisal-CenterHealthcare District (TCHD) employees and contracted employees will
not refer patients, directly or indirectly to their private practices.

2. Fri-Gity-Medical-Genter TCHD employees and contracted employees will not, directly or
indirectly, approach, solicit or suggest to any patient or patient’s representative that the patient
should or must see such employee on any basis outside the program for additional care or
therapy, with the exception of those patients who were seen in a therapist's private practice
prior to the patient's admission. In such cases, referrals back to the therapist’s private practice

are acceptable, if deemed clinically appropriate.
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A. PURPOSE:

1.

To provide guidelines that describes patient access to the telephone during inpatient
hospitalization or admission to the Crisis Stabilization Unit (CSU).

B. POLICY:

1.

Patients are entitled to unimpeded private and uncensored communication with others by
telephone. Telephone communication may be restricted if warranted by documented
circumstances.

C. PROCEDURE:

1.
2.

Patients will be informed of all rights related to telephone use upon their admission to the unit.
Telephones will be available for patient use. Patient telephones are cordless, rechargeable
phones. Posted times for telephone calls will be in all telephone areas and on bulletin boards.
Patients may use the telephone outside of these times with the permission of the treatment
team, depending upon the prevailing circumstances.

Patients will have unlimited access to the telephone within the posted hours.

Upon request from a patient in seclusion or restraint, staff may make at least two (2) telephone
calls a day on behalf of the patient.

The clinical staff will insure that the use of the telephone does not interfere with a patient's
treatment. Problems observed will be directed first to the patient's assigned nurse and then to
the assistant nurse manager (ANM) for resolution.

The patient's right to communicate by telephone will not be limited except as authorized in the
patient’s treatment plan. The rationale for any limitation will be documented. A limitation on
telephone use may be imposed as follows:

a. To prevent violation of the law.
b. To prevent substantial and/or serious physical or mental harm to the patient or others.
c. To prevent reasonably expected future telephone harassment by a patient or an

individual previously harassed and who has complained. A limitation to prevent
harassment will require a written request from the victim of the harassment to limit the
patient’s telephone use. The written request will also describe the frequency or content
of past calls that were considered harassment.

d. When excessive use of the telephone prevents the patient from participating in
therapeutic programming.
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7. A patient will be promptly informed of any telephone use limitation and a limitation of rights form
will be completed in the Denial-ofRightsRight of Behavioral Health Patients Form {per
Behavioral Health Services Policy: 6340-644-Patient Rights). On request, the patient will be
informed of the purpose a limitation is intended to achieve, the persons or entities involved and
additional information as deemed appropriate.

8. The treatment team will review limitations on a daily basis.

9. A limitation on telephone rights will not apply between a patient and an attorney or a court or
between a patient and other individuals if the communication involves matters that are or may
be the subject of legal inquiry.

10. The patient may appeal any limitation to the Patient Advocate's office.

D. FORM(S):
4+-1. Right of Behavioral Health Patients 8340-1007

E. RELATED DOCUMENT(S):

21,

Behavioral Health Services Policy: Patient Rights
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Right of Behavioral Health Patients 8340-1007

Each patient, resident or client in this facility has the following rights:
(a) To wear his own clothes; to keep and use his own personal possessions including his foilet articles; and to keep and
be allowed to spend a reasonable sum of his own money for cantesn expenses and small purchases.
(b) To have access to individual storage space for his private use,
{c) To see visitors each day.
(d) To have reasonable access to telephonss, both to make and receive confidential calls.
(8) To have ready access to letter writing materials, including stamps, and to mail and recsive unopened
correspondence.
{f) To refuse convulsion treatment including, but not limited to, any electroconvulsive treatment, any treatment of the
mental condition which depends on induction of a convulsion by any means, and insulin coma treatment.
(@) To refuse psychosurgery.
(h) To refuse antipsychotic medication.
(i) Other rights as specified by regulation. (Section 5325, W & | Code)
The professional person in charge of the facility or his dasignee may, for good causs, deny any of the rights under (2) to (g}, inclusive.
If you believe that one of your rights was danied without a good reason, you may call the Patients' Advocate who must
respond to your complaint within two working days.

Patient Advocacy Pragram (619) 282-1134 or 1 (800) 479-2233 24 hours
Name Phone Hours

You may call collect from North County.

It is his responsibifity fo investigate and resolve your complaint to your satisfaction. If he is unable o do so, the complaint
must be referred by him to the local mental health director. After that, if the problem is still not resolved, it must be referred to
the Patients’ Rights Specialist, State Department of Health, Sacramento. If you are unable to locate a Patients’ Advocate, you

may contact: California Office of Palients’ Rights

1831 K Streel » Sacramento, CA 95811
Telephone. 816-575-1610 « Fax; 916-575-1613
COPRinforequest@disabilityrightsca.o

(This notice must ba posted, as well as distributed to each mental patient admitted in state hospitals, health facilities and community
care facilities.)

No person may be presumed incompetent because he or she has been evaluated or freated for mental disorder or chronic
alcoholism, regardless of whether voluntarily or involuntarily received. {5331 W. | Code). | understand the Patient's Rights as
stated above,

Patient Signature Printed Name Date Time
Witness Signature Printed Name Dafe Time
@ Affix Patient Labal

( ) Tri-City Medical Center

4002 Vista Way + Oceensida + CA » 92058

IIIIIIMI!IJHJUIIIIIH RIGHT OF BEHAVIORAL HEALTH PATIENTS

[Aw 714y White - Chant ~ Yellow - Patient
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A PURPOSE:
1. To ensure that the treatment of patients is conducted in compliance with all applicable
guidelines and standards.

B. POLICY:

1. Treatment is planned, implemented, and evaluated by an interdisciplinary team comprised of
mental health clinicians, the patient, and the patient’s family or legal representative. All patients
will receive whatever treatment and care his or her condition requires for the full period that he
or she is hospitalized. Patients receive treatment in the least restrictive environment based on
assessment of the clinical needs. The program maintains mechanisms by which patients move
between the available levels of service within the department and in the community.

C. PROCEDURE:

1. Mental health practitioners who are licensed and registered in accordance with their discipline
specific requirements will provide clinical treatment.

2. The Behavioral Heaith BepartmentUnit (BHU) will develop and implement competency
standards to insure that clinicians have the requisite skill, knowledge, experience, and education
to provide services.

3. Fhe-departmentBHU will maintain a description of its scope of care, services provided, types of
individuals served, and the important aspects of care.

4, Patients will be treated in the least restrictive environment; treatment intensity will be
determined on the basis of the severity of the patient's symptoms and the assessment of the
patient's treatment needs.

5 An interdisciplinary team led by the psychiatrist and comprised of members of other disciplines
will deliver services. The patient and his or her family, conservator, significant other and or
primary care giver will be considered vital members of the team and will be included in the
assessment, treatment planning, and evaluation processes.

6. Treatment will occur within the context of a therapeutic milieu in which activities are purposefully
planned and executed to meet the needs of patients.
7. Types of treatment available include but are not limited to:
a. Individual Psychotherapy
b. Group Psychotherapy
C. Family Psychotherapy
d. Psychopharmacology
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ef.
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gh.
k.
H.
9.
a.
b.
c.
d.
10.
a.
b.
1.

Diagnostic Evaluation
Milieu Therapy
Psychoeducation
Activity Therapy

Life Skills Management

The clinical team includes but is not limited to;

Psychiatrists

Psychologists

Nurse Practitioners

Social Workers

Marriage and Family Therapists (MFT)
MFT Interns and Trainees

Registered Nurses (RN)

Recreational Therapist

Psychiatric Liaisons

Mental Health Workers

Patients may make transitions from one level of care to another based on the severity of their
symptoms and clinical needs. When an intemal transfer occurs between the inpatient unit and
the intensive outpatient program:

The decision will be made collaboratively by the treatment team and will include the
patient and significant other in the decision making process.

Clinical information will be shared between the sending and receiving program by:

i. Telephonic Report

ii. Faxed Assessments and Most Recent Treatment Data

iii. Completed Transfer Packet with Pertinent Information

iv. Completed Problem List

V. Medication Reconciliation Reports

In some instances the patient will be more formally referred to another service. In these
instances a designated staff member from the receiving program will meet with the
patient and significant other and review clinical data before making a decision about
acceptance. The decision will be made on the basis of program admission criteria
(including exclusion criteria) and the patient's willingness/desire to participate in the
program

Documentation in the medical record will include the clinical justification for the
transition.

Patients may be discharged to an outside agency based upon clinical need.

At the time of discharge the patient and/or significant other will be given referral
information including appointment times and contact persons.

Patients will be discharged or transferred to other agencies in keeping with established
policy addressing such items as transportation arrangements, completion of transfer
summaries, and notifications to receiving agency, medication recongiliation, insurance
information, and authorization information.

Staff members will maintain therapeutic boundaries in ali relationships with patients.

a.
b.

C.

Relationships will be patient-centered and based upon the identified needs of the
patient.

Staff members will not engage in personal, social, or sexual relationships with patients
who are on the unit.

Staff members will be discouraged from establishing personal, social, or sexual
relationships with patients after their discharge from the unit.

Staff members will not share information with patients about their personal problems,
seek advice from patients, or otherwise engage in interactions that are focused on the
needs of the staff member rather than the needs of the patient.

In the event that a patient with whom a staff member currently has or has had a
personal, social or sexual relationship is admitted to the unit, the staff member will be
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responsible for disclosing the existence of that relationship to his or her immediate

supervisor as soon as it is discovered:

i. The staff member may be floated to another area of the hospital for the duration
of the patient’s hospitalization to preserve the patient’s right to privacy and
confidentiality and to avoid real or perceived conflicts of interest.

ii. This will include but is not limited to spouses/ significant others, children, siblings,
other relatives, friends or acquaintances.

. This will not include patients with whom the staff member has had a therapeutic
relationship with in another treatment setting.
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A PURPOSE:
| 1. To establish guidelines for the program staff meetings

B. POLICY:
| 1. The Inpatient Behavioral Health Unit (BHU), Crisis Stabilization Unit (CSU), and Psychiatric
Liaison Team will have staff meetings and clinical problem solving meetings at least every two
0 (2} months; or semimonthly-menthly, and more frequently as are indicated.

C. GUIDELINES:

1. The Clinical Nurse Manager of Behavioral Health Services (BHS) will conduct general staff
meetings once per month. All staff members are expected to attend or call in to the
conference telephone.

a. The purposes of the general staff meetings are:

i. To give staff the opportunity to discuss program administrative issues and day-to-
day operations.

fi. To encourage staff to participate in decision-making.

iii. To provide information.

iv. To provide educational updates and roll-outs.

i=v. To keep communication lines open between clinical staff and administration.

vi. To discuss ongoing program performance, improvements,-ang safety issues, and
quality improvement measures.

wvii. To invite guest speakers and in-service training related to new
medications, community resources, or other related services.

b. Staff will be encouraged to submit agenda items prior to the meeting.
C. BHU Safety representative will submit agenda items and share applicable info from
hospital safety meetings.
| d. Minutes will be taken and circulated to those who were unable to atiend within ten (10)

days of staff meeting. Past minutes will be kept on file, in a binder in the administrative
assistant office. Monthly minutes will be posted in the staff lounge.
| 2. The Clinical Nurse Manager will facilitate Assistant Nurse Manager (ANM) meetings biweekly.

a. The purposes of the Assistant-Nurse-MaragerANM meetings are:
i. To provide encouragement and support to Assistant-Nurse-ManagersANM,

| ii. To encourage team-building, information sharing and communication.
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ii. To encourage consistency between shifts and within shifts.

iv. To develop leadership and management skills.

V. To review employeelpationt-roundingand-step-light report progress related
issues.

vi. To review patient related issues.

vii. To review RL Solutions.

b. AII Aeelstam—Nque-Manage:ANMs are encouraged to attend each meetmg

Maaagemad—Aeeietant—Nwse—ManageF&

c. The Assistant-Nurse-ManagerANM will meet prior to the monthly general staff meeting to
preview the agenda and make suggestions. The administrative assistant will coordinate
the agenda items between the Clinical Nurse Manager, the Psychiatric Liaison
Supervisor, Assistant-Nurse-ManagerANMs, and the Clinical Educator via email.

Shared-Governance-CommitteeProfessional Nursing Governance Committee (PNGC):

a. Professional Practice and Development Council (PPDC):

i The purposes of this meeting are to maintain BHU educational standards that
promote nursing professional development and ongoing clinical competency and
quality.

i To establish and promote relationships and partnerships among all types of
community organizations, such as NAMI Walk, Meeting of the Minds and
Depression screenings.

iii. To encourage communication of best practices, improvement, and evidence-
based nursing practice (EBP) by participating and attending educational activities
and Journal Club.

iv. To act as a resource for other communities of practice.

v, To encourage and provide educational advancement to all staff including mental
health workers (MHW), recreational therapists (RT), social workers (SW), and
marriage family therapists (MFT).

vi. Promote continuous improvement in the quality of patient care

vii.  Develop, implement, and evaluate BHU and service performance
improvement efforts.

vili. To ensure evidence-based practice (EBP)

wix. To communicate performance improvement findings, recommendations,
and collaborate with the other councils to ensure dissemination of
comprehensive quality data to direct-care staff personnel.

b. Nursing Leadership/Quality Council (NLQC)::

i. The purposes of this meeting are to encourage the professional development of
nurses at all levels to empower them to contribute to the decision-making
process related to practice in strategic planning, advocacy and influence,
visibility, and communication.

ii. To facilitate excellence and promote positive patient outcomes.

ii. To support and guide changes in work environment and patient care based on
input and collaboration with nurses at every level.

c. Numng—ﬂmehee—éNP—)—P:aeﬂee—Gemml&eeNursmg Informatics Council (NIC):

The purposes of this meeting are to ensure consistency in standards of nursing
practice.

ii. To assure nursing practice and standards are evidence-based and consistent
with current research and national standards of nursing practice.

ii. To integrate care delivery systems within the professional practice models to
promote and support dellvery of nursmg care
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4, Clinical Program Meetings:.

a.

C.

The Clinical Nurse Manager will facilitate a bi-annual (twice a year) meeting of senior
clinical staff including representatives from social work, recreational therapy, nursing,
psychiatric liaisons, marriage family therapists/interns and nursing education

The purposes of the meeting are:

i. To assess clinical programming and group schedule.

ii. To develop new program components.

ii. To share ideas for improving patient care.

iv. To encourage team-building among clinical staff.

Information discussed at the Clinical Leadership Meetings will be included on the
general staff meeting agenda.

5, Psychiatric Liaison/Crisis-Stabitization-UnitCSUBHU-Emergency-Department- Meetings:

a.

The Psychiatric Liaison Supervisor will facilitate a monthly staff meeting. All CSU staff
and psychiatric liaison team memberss are expected to attend or access conference

telephone. The BHU Clinical Nurse Manager and EB-ManagerBirecterANMs will also
attend to provide leadership and support to the psychiatric liaison team.

The purposes of the meeting are:

i. To give the staff opportunity to discuss day-to-day operations.

ii. To provide information.

iiil. To provide education updates and roll-outs.

filziv.  To review clinical cases for the benefit of training and education.

=v. To encourage team building, information sharing and communication.
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A. PURPOSE:

1. To provide a system and processes that enable qualified professionals to systematically review
medical records to ensure that quality of care standards are maintained and that the intensity of
care services available at the Inpatient and-autpatientevelBehavioral Health Unit (BHU) are
to provided exclusively to those individuals who meet the accepted industry severity of illness

criteria for those levels.

B. POLICY:

1. A systematic and routine review of medical record documentation will be conducted in the
Behavioral-Health-ServiceBHU on an ongoing basis to ensure that patients are receiving care at

the appropriate level of intensity in relation to the acuity of their symptoms.

C. PROCEDUREGUIDELINES
1. Authorization to Perform Utilization Review:—wil-be

4a. ILimited to assigned M:B-physician/Allied Health Professional (AHP), nurse
practitioner, registered nurse (RN), marriage and family therapist (MFT), case
manager, social worker or psychologist who have training in documentation review and
knowledge of the relationship between severity of iliness and intensity of service criteria.

&b. Behavioral Health Department Utilization Review:

i If a denial is received, the reviewer staff will immediately notify the attending
physician/AHP and will attempt to provide the attending physician/AHP with the
payer's contact person’s name (preferably their physician advisor) and phone
number, should she/he choose to immediately appeal the denial.

i. In all cases, the decision to discharge a patient is solely in the purview of the

attending physician/AHP.
c. Retrospective Review:
b-i. -mMay be performed in the following circumstances:

1)  Problem cases not identified by concurrent review mechanism,
iz2) Random sampling of cases to pick up situations that are new,

i=3) To address cases of inappropriate utilization,

iv4) Review of cases for which third-party payers question or deny care,

and/or
¥5)  When required by a third-party payer.
d. Focused Review:
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i. A focus review is review of known or suspected specific problems.

&ii.  The Utilization Review Committee may initiate focused review of records and
approve sampling the methods. The focused review will apply to all patients
regardless of payment source and may be based on diagnosis, procedure,
admission, duration of stay, physician/AHP or ancillary services furnished,
Diagnostic Related Groups, delay of services, and all professional services
performed on the hospital premises with respect to the medical necessity for
these services. Cases denied for payment by third-party payers are also
included. Activities as such will be reported to the Quality Assurance Committee.

d-e. The Utilization Review staff may identify cases that are associated with unusually high
costs or excessive services, or identify classes of admission wherein patterns of care are

found to be questionable. Patterns of resource utilization may be evaluated on a

retrospect:ve basus asa part of the overall evaluation of the utlllzatlon

2. Conflict of Interest:

a. A physician/AHP may not participate in the review of any case in which he/she has been
or anticipates being professionally involved. Physicians/AHPs having either a direct or
indirect financial interest in the case(s) being reviewed may not participate except to
furnish additional information as may be requested by the Chairman.

3. Confidentiality:

a. The proceedings of the Utilization Review Committee-ard, its derivative documents,
findings, and minutes are all confidential and are protected from discoverability under
Section 1157 of the California Evidence Code. Members of the Committee have a duty
to preserve this confidentiality.

b. To ensure confidentiality, patient references will be only as medical record numbers, and
the physician references will be only as an assigned code number.
C. The Utilization Review Committee must abide by the Confidentiality of Medical

Information Act in maintaining the confidentiality of the patient's medical information.

a-d. Documentation of Utilization Review Committee activities shall not be incorporated into
the patient's chart.

4, Review Activities:

a. The medical director of the Behavieral-Health-UritBHU will be responsible for secondary
review of all cases referred by staff reviewers and will make a determination regarding
the appropriateness of the documentation of severity of iliness criteria as they relate to
the intensity of services being provided.

a&i.  When the medical director determines that documentation does not substantiate
continued care at the current level, he will contact the attending physician/AHP to
discuss the case further. In those instances where there exists a significant
divergence of opinion between the medicatl director and the attending
physician/AHP, the Hospital Utilization Review Committee Chairman may be
consulted so that resolution of the dispute may be mediated

b. The Utilization Review professional(s) within the Bepadtment-ofBehavioral-HealthBHU
will perform the following activities:

I. Concurrent Review
1)  aReview at periodic intervals in accordance with provider requirements,

utilizing continued stay SI/IS criteria. Concurrent review includes
admission review and continued stay review, and focuses on the medical
necessity for admission and continued hospital stay for all patients. The
source of payment is not the sole determinant in identifying patients for
concurrent review. All patients are screened and case priority determined
by factors including the hospital's case load, identified problems, and
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V.

specific practitioners with known or suspected patterns of inappropriate
utilization.

Admission Review

1)

Pis-performed at time of the patient’s presentation for behavioral health

services to assure admission to the appropriate level of service. The

admission review must be completed and documented, in all cases,

within 48 hours of admission following admission. Admission review is an

assessment of the medical necessity for a patient's admission to the

program.

43a) If the admission meets criteria and is considered appropriate by
the psychiatric liaison, the reviewer will monitor the admission and
assign a continued stay review date based on the medical record
information.

2)b)  If the admission does not meet the screening criteria for medical
necessity, the reviewer will contact the attending physician to
discuss the case

Continued Stay Review-is-the

iii=1)

Assessment of the medical necessity of a patient's need for continued
stay at the designated level of care. The continued stay review date is
assigned by the admission reviewer based on the patient's principal
diagnosis, severity of illness, intensity of service, as established by-the
BepartmentBHU. Justification for continued stay is based on the
professional staff and attending physician's documentation in the medical
record. If a case meets criteria for continued stay, the reviewer will assign
the next review date.

4Ha) Cases which do not meet the criteria for continued stay will be
referred to the physician advisor for review. The physician advisor
uses clinical judgment as well as screening criteria as the basis for
decision. If an adverse decision is considered, the attending
physician/AHP will be given an opportunity to present hisfher
views before a determination is made.

2}b) In cases of a dispute between the attending physician and the
physician advisor, a second physician advisor in the same or
related specialty as the attending physician may be consulted
whenever possible.

3)c) If a decision is made that further stay is not medically necessary,
the attending physicianfAHP is afforded an opportunity to appeal
the decision as set forth under SectionXH-Appeals Process in the
Hospital Utilization Review Plan. Should the adverse
determination be upheld, the Hospital Utilization Review/DRG
Committee will provide written notification to the patient or his/her
representative, the attending physician, Business Office, peer
review organization (PRO) and Medical Records Department

Periodic open chart review and notification of physician and other documenting
professionals when current documentation does not support continued stay in
relation to SI/IS criteria.

Collaboration with social work staff to integrate discharge planning into the
treatment plan at time of admission to facilitate timely discharge.

5. Case Managementdis-a

Methodology for moving a patient from admission to discharge with outcomes that are
determined by quality standards, within a designated time frame, with patient and family
participation and the control and careful use and coordination of systems and resources.
Case Management integrates the utilization review/management, discharge planning
and quality improvement functions.
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b.

The scope of case management in the behavieral-health-pepulationBHU entails the

initial review and determination, based on SI/IS criteria, of appropriate placement,
ongoing review for continued stay, and discharge planning. The goals of case
management activities are to reduce length of stay, prevent barrier days, and improve
resource utilization with emphasis on cost-effective and cost-efficient strategies that
maximize quality delivery systems. The case management function, in Behavioral-Health
ServisesBHU is integrated into the professional duties of the psychiatric liaison and
social work staff and is overseen by the clinical nurse manager of the {npatient-and
Ouipationt-Servces-withinthe-BeparmentBHU.

Discharge planning is an integral part of case management process and must be
initiated as early as possible, including prior to admission, to facilitate timely discharge.
Departmental discharge planning activity shall include placement in alternative care
facilities, and arrangements for appropriate community resources to improve or maintain
the patient's health status on an outpatient basis. The members of the health care team
collaborate in an interdisciplinary approach to facilitate discharge planning. The patient
and his/her family or caregiver network are included in team membership.

6. Approval of Department Utilization Review Plan:

5a.

The BehavioraHHealth-DepardmentBHU Utilization Review Plan will be reviewed as

revised, in accordance with Hospital Standard for Plan reviews. Revisions will be
submitted to the Tri-City Medical-CenterHealthcare District Utilization Review for

approval.
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DEFINITION(S):

1. To provide guidelines for patients to have access to visiting with family and significant others
during their hospitalization.

POLICY:
1. The patient is entitled to visit with persons of his or her choice during the hospital stay.

PROCEDURE:

2-1.  Visitors will be allowed to visit patients in the Inpatient Beha;/ioral Health Unit (BHU) and the
Crisis Stabilization Unit {CSU) with the following restrictions:
a. Family and significant others may visit patients during the times that are posted in the

Behavioral-Health-BritBHU and the CSU.
i Visiting hours are posted on entry to the unit and at other areas of the unit.

Eii. Visiting hours are reviewed and outlined in daily community meeting.
fi=iii.  Visiting outside of regularly posted hours may be arranged by the patient with the
physician/Allied Health Professional (AHP) and/or nursing staff.
b. The staff will ensure that visiting hours do not interfere with a patient’s treatment.
c. Visits will be limited to two (2) visitors per patient at any time in the BHU and one (1)

visitor per patient in the CSU. If there are more than two (2) visitors, it will be

explained to them that they may share the visiting time.

i. Clergy members are not counted as one of the two visitors permitted to each
patient.

ii. Visiting by clergy will be permitted outside of regular visiting hours if the patient
so wishes as long as it does not interfere with the patient’s treatment program

d. The units will have designated visiting areas. Visitors will not be permitted to visit in
patient rooms.
e. All packages and belongings intended for patients brought to the units by visitors will be

checked and inventoried by nursing personnel in the presence of the patient and/or
visitor prior to being given to the patient.
f. Visitors may not bring food or drinks onto the units.
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g. Visitors will be encouraged to refrain from bringing personal items such as purses and
backpacks to the unit. When a visitor arrives with such items they will be instructed to
leave them in the provided lockers in the visitor's waiting room. Tri-City Healthcare
District (TCHD) is not responsible for lost or stolen valuables.

h. No cellular telephones, cameras, or video recording devices are permitted on the units.

i. In the event that a visitor exhibits inappropriate behavior (e.g. is under the influence of
drugs or alcohol, becomes verbally or physically abusive) staff will insist that the visit is
terminated. If the visitor refuses to leave the unit, security will be called to escort the
visitor out of the building.

j- Visitors are asked to wear a “Visitor” identification badge upon entering the units,

i. Unauthorized visitors will be asked to leave the building without seeing the
patient.

ii. At all times staff will interact with visitors employing service excellence skills.

iii. Staif will identify all persons entering the building and will not permit any
individual to have access to either unit until the nature of their presence has been
clarified.

3-2. The patient will be informed of all rights and units’ rules related to visiting upon admission and
will be provided with a written copy of the rules that include the unit visiting hours and policy.

4:3. Problems observed during visiting will be directed to the Assistant Nurse Manager (ANM) for
disposition and reported to the patient's attending psychiatrist.

&4. Patients have the right to refuse visits from designated individuals.

a. Patients will be afforded an opportunity to indicate, in writing, those individuals they
would welcome as visitors and those they do not wish to visit.
b. The written list will be included in the patient’s medical record.

6-5. Staff must be aware of the whereabouts of visitors at all times.

#6. The patient’s right to visitation will not be limited except as authorized in the patient's treatment
plan in accordance with the Behavioral Health Services Policy: “Patient Rights. A limitation
may be imposed:

a. To prevent violation of the law.
b. To prevent substantial and or serious physical or mental harm to the patient or others.

i. Mental harm may include a visit that, in the opinion of the clinical staff, would
substantially upset the patient and interfere with ongoing treatment. A visit may
be limited or prohibited to prevent mental harm only if the person and the
limitation are specifically identified in the plan of treatment.

ii. Physical harm may include a visit that, in the opinion of clinical staff, would pose
a risk to the patient, another visitor, or staff and interfere with ongoing treatment.
Examples include visitors with whom there is a recent history of domestic
violence, visitors against whom there is a restraining order, etc. A visit may be
limited or prohibited to prevent physical harm only if the person and the limitation
are specifically identified in the plan of treatment.

&7. A patient will be promptly informed of any visitation limitation and a limitation of rights form will
be completed. In addition, the patient will be informed of the purpose that the limitation is
intended to achieve, the persons involved, and additional information as is deemed appropriate.

8-8. Limitations will be reviewed daily by the treatment team and when a limitation is removed it will
be noted in the patient record as the right having been restored.

40:9. Visits from a patient’s private physician or a mental health professional, a court, a patient's
attorney, or other person when communication involves matters which are or may be the subject
of legal inquiry will not be limited except that non-emergency visits of a private physical or a
mental health professional may be limited to reasonable times. A time is reasonable if a visit
does not seriously tax the effective functioning of the unit. A limitation upon visitation rights will
not apply between a patient and attorney or court;; or between a patient and other individuals if
the communication involves matters that are or may be the subject of legal inquiry. The
attending physicianfAHP will be notified of a patient's request to talk to an attorney or other
individual regarding a legal matter.
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+1:10. The patient may appeal any limitation to the patient advocate through the established grievance
procedure.

4211, Children under the age of 16 will not be permitted to visit the Behavieral- Health-Unit-BHU.
Patients with young children may be permitted to visit in the unit lobby or front office if, in the
opinion of the clinical staff, it is deemed safe for them to do so.

a. Off unit visits will not be permitted if the patient is on a 1:1 or is high risk for elopement.
b. Off unit visits will not be permitted if the patient, as assessed by the clinical staff, is too ill
to manage the visit outside of the unit.

D. RELATED DOCUMENT(S):
1. Behavioral Health Services Policy: Patient Rights
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A PURPOSE:
| 1. Holistic care of patients in a Behavioral Health Unit (BHU) requires attention to their physical
well-being as well as their illnesses requiring inpatient treatment. Therefore, routine vital signs
are done on all patients.

B. POLICY:

1. Vital signs are to be taken on admission, in the morning and in the evening, when a
patient has a change in health status (e.g. after a fall) or reports symptoms such as chest
pain, feeling hot, or faints, and any other time a physician/Allied Health Professional
(AHP) has ordered or the nurse belleves is cllnlcally approprlate Wal—agns—w#l—be

2. Vltal S|gns |nclude temperature respuratlon heart rate blood pressure and paln ratlng
3. Any member of the nursmg staff Ilcensed or unl:censed may take vital S|gns
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REVISION DATE: 07/03, 07/07, 07110, 06/14 PoL ey R SRR a5
Department Approval: 09/17
Infection Control Committee Approval: Q0T 0740 044410/17
Pharmacy and Therapeutics Approval: nfa
Medical Executive Committee Approval: 07440-05/4401/18
Professional Affairs Committee Approval: 04/18
Board of Directors Approval: 0#16-06/14
A. POLICY:
1. Patients with mental iliness may be at increased risk for infection because of impaired

judgement, poor impulse control, reduced self-care, irregular or poor medication
compliance, lack of personal hygiene or dental care. The unique practices of the various
treatment settings in the Behavioral Health UnitServices (BHS), as well as the behaviors
of the clients themselves, can lead to a heightened risk for transmission to other clients
and staff. Infection Prevention in behavioral-healthBHS requires application of
recommended prevention strategies to the extent possible. The unique behavioral traits
of some clients may pose an obstacle to traditional methods. The goal is to identify
mfectlons and utmze strategles to prevent transmlssmn m thls at risk population.The

B. PREVENTION STRATEGIES:

21,

3-2.

Standard Precautions are implemented for every patient in BHUYBHS regardless of their
diagnosis. Hand hygiene and cough etiquette is encouraged among staff and patients. Hand
hygiene and personal hygiene reinforced daily during community meetings. Staff and patients
perform hand hygiene prior to eating meals.

The Behavieral-Health- UnitBHS does not have negative pressure rooms. Patients requiring
Airborne Precautions for infectious tuberculosis, measles, or varicella (chickenpox or
disseminated herpes zoster) shall be transferred to an appropriate medical bed within the
hospital.

A patient requiring Contact Precautions for conditions other than multi-drug-resistant organisms
(e.g. MRSA and VRE) or Droplet Precautions may remain on the unit if the psychiatrist deems
this necessary. Patients requiring Droplet precautions will be asked to wear a surgical
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mask as tolerated (if patient presents as a danger to self, consideration of one-on-one
observation will be considered).

54. If a patient is diagnosed in-cases-ef-patients with a multi-drug-resistant organisms (e.g. MRSA
and VRE) the individual patient’s clinical situation, hygiene practices and facility resources will
be considered in deciding whether to implement Contact Precautions with that patient.-

6:5. Clean linen is kept covered and stored inside a clean supply room. Dirty utility rooms are locked

6. The cleanllness of the kltchen is the respon5|blllty of the staff Rationts-will-be-instructed;

8:7. Each patlent W|II be assngned a closet for personal clothes and belonglngs

8.8.  Patients will be instructed on the use of laundry facilities. Patients are to wash only their own
clothes andwith direct staff superivision-will-assist-as-heeded. Staff is responsible for the
cleanliness of the laundry area. Family members can be asked to take heavily soiled clothing
home for washing.

48:9. Housekeeping performs sanitizing, disinfecting, and general cleaning tasks such as but not
limited to trashlrecycling removal, dusting, vacuuming, polishing, and mopping.

+10. Bat-htubShower areais to be cleaned by the env1ronmental serwces staff assugned to the
Behaweral—Hea-lth—Umt—BHS after each patlent use.

11. Sharps boxes will not be kept in patient rooms for safety reasons.

12. Staff to wipe off reusable equipment with hospital approved disinfectant wipes in
between patient use.

C. RELATED DOCUMENT(S):

1 — - -

31, Employee Health & Wellness SBMGGB F’ollcy Injury lllness Preventlon Program

44:2. Infection Control: Aerosol Transmissible Diseases and Tuberculosis Control Plan IC.11

3. Infection Control: Cleaning and Disinfection 1C.9

154. Infection Control: Hand Hygiene IC.8

48:5. Infection Control: Philosophy - IC 1-2

4%6. Infection Control: Standard and Transmission Based Precautions 1C.5

18-  Padisipation-of-Staffin-the-Infection-Centrcl-Rrogram-1C7

B:D. REFERENCE(S):

1. APIC Text of Infection Control and Epidemiology 4th edition 2014-Chapter 49 Behavioral
Health Larysa M. Fedorlw, MPH.

_1_. a

2. Management of Multldrug Resnstant 0rgamsms In Healthcare Settmgs, Healthcare

Infection Control Practices Advisory Committee (HICPAC) 2006 Jane D. Siegel, MD; Emily
Rhinehart, RN MPH CIC; Marguerite Jackson, PhD; Linda Chiarello, RN MS; the
Healthcare Infection Control Practices Advisory Committee Management-of-Multi-drug-

Besistert-Organizmein-Healthoare Soliings 2008 Lo i
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10/94 SUBJECT: INFANT FEEDINGS

REVISION DATE(S): 01/00, 06/03, 12/09, 04/10, 06/14

Department Approval: 01/18
Department of Pediatrics Approval: 8514302/18
Pharmacy and Therapeutics Approval: nia
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Professional Affairs Committee Approval: 06/1404/18
Board of Directors Approval: 06/14

A DEFINITION(S):
" BEHL- BabyFriondiv-Hosoitallnitiati

the healthy term infant should be completely dried and placed naked against the mother's naked
chest. The infant may wear a diaper and/or hat, but no other clothing should be between the
mother's and infant's bodies. The infant and mother are then covered with a warmed blanket,
keeping the infant’'s head uncovered. STS contact should continue, uninterrupted, until the
completion of the first feeding {or for at least 1 hour if the mother is not breastfeeding). STS
contact should be encouraged beyond the first hours and into the first days after birth. Another
adult may hold the infant STS iffwhen the mother is not available.

B. POLICY:

1.
2.

3.

4-6.

To promote a philosophy of maternal infant care that advocates breastfeeding and supports the
normal physiological functions involved in the establishment of this maternal infant process.

To assist families choosing to breastfeed with initiating and developing a successful and
satisfying experience.

This policy is adapted from the Academy of Breastfeeding Medicine (AMB): AMB Clinical
Protocol # 7: Model Breastfeeding Policy (2010) which is based on recommendations from
the most recent breastfeeding policy statements published by the Office on Women's
Health of the U.S. Department of Health and Human Services, the American Academy of
Pediatrics, the American College of Obstetricians and Gynecologists, the American
Academy of Family Physicians, the World Health Organization (WHO), and the American
Dietetic Association.

------

This policy encompasses the UNICEF/WHO evidence-based Ten Stc'aps to Successful
Breastfeeding; practices that have been shown to increase breastfeeding initiation and
duration.

Tri-City Medical Center complies with the WHO International Code of Marketing of
Breastmilk Substitutes.
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| ¢.  PROCEDURE:
1. Have a written breastfeeding policy that is routinely communicated to all health care staff.

a. Tri-City Medical Center staff will actively support breastfeeding as the preferred
method of providing nutrition to infants. A multidisciplinary team comprised of
physicians, midwives, nursing, lactation consultants, dietary, and outpatient
providers shall be established and maintained to identify and eliminate institutional
barriers to breastfeeding. This group will evaluate data relevant to breastfeeding
support services and formulate, along with administrators, a plan of action to
implement needed changes.

b. Tri-City Medical Center upholds the WHO International Code of Marketing of
Breastmilk Substitutes by offering education and materials that promote human
milk rather than other infant food or drink, and by refusing to accept or distribute
free or subsidized supplies of breastmilk substitutes, nipples, and other feeding
devices. Mothers will be protected from the promotion of breastmilk substitutes
and other efforts that undermine an informed feeding choice.

c. This written breastfeeding policy will be communicated to all health care staff
members. It will be reviewed and updated every 2 years {per medical center policy)
or as needed using current research as an evidence-based guide.

d. All new Women and Newborn Services’ staff and care providers will be oriented to
the policy during their initial orientation. The orientation process is different for
type of hire and is detailed in the Women and Newborn Services Lactation
Education Checklist (see Attachment B). Staff and care providers will be expected
to read and sign the policy.

e. This policy will be readily available to all areas of Tri-City Medical Center that
potentially interact with childbearing women and infants so that they may promote,
protect, and support breastfeeding in all departments. Other department’s polices
will support, and will not countermand the medical center’s infant feeding policy.

2. Train all health care staff in the skills necessary to implement this policy.

a. The nursing leadership team will ensure that all staff working in the Women and
Newborn Services department (excluding the NICU) will receive a minimum of 20
hours of education, including at least 5 hours of supervised clinical training, on the
topics specified by the BFHI (see Attachment A). For new employees, this training
will be completed within 6 months of hire. Details for the execution of the training
are specified in a separate training plan: Baby Friendly Training Requirements
(Attachment B).

b. Upon completion of training for new employees, the staff preceptor will supervise
and verify the clinical competency of the new staff member. This will be
documented in the orientation checklist and maintained in the employee file. Staff
will receive adequate training and mentorship to attain competence in:

i. Counseling the feeding decision
iii. Skin to skin (STS) in the immediate postpartum period
fiii. Comfortable and effective positioning and attachment at the breast

iv. Assessing and documenting a tatch score
V. Maintenance of exclusive breastfeeding
vi. Feeding cues
vii. Rooming-in
vilii. Hand expression
ix. Formula preparation and feeding when necessary
X. Finding support upon discharge
c. Documentation of all training will be maintained by the Lactation Supervisor and/or
appropriate CNS on the BFHI Staff Training Documentation Checklist.
d. Providers with privileges for labor, delivery, maternity, anesthesia, and/or newborn

care will have a minimum of 3 hours of breastfeeding management education
pertinent to their role. Education will be verified by successful completion of the
First Latch module and a certificate of completion will be verified and maintained by
a provider coordinator.
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] e.

h.

a.

The content and number of hours of training for other staff will be developed based
on job description and workplace exposure to breastfeeding couplets.

3. Inform all pregnant women about the benefits and management of breastfeeding.

Physicians, midwives, and nurses providing prenatal services are responsible for
educating pregnant women and their support people about breastfeeding.
Education will cover the importance of exclusive breastfeeding, non-pharmacologic
pain relief methods for labor, the importance of early STS contact, early initiation of
breastfeeding, rooming-in, feeding on demand, frequent feeding to help assure
optimal milk production, effective positioning and attachment, exclusive
breastfeeding for the first 6 months, and that breastfeeding continues to be
important after 8 months even after other foods are introduced. Contraindications
to breastfeeding and other special medical conditions will be discussed as
indicated. Education will be documented in the prenatal record.

Exclusive breastfeeding is defined as providing breastmilk as the sole source of
nutrition to infants. Exclusively breastfed infants receive no other liquids or solids
unless medically indicated. Mothers will be encouraged to exclusively breastfeed
unless medically contraindicated. The planned feeding method will be documented
in the prenatal record.

Tri-City Medical Center does not distribute educational materials in which the use
of formula or infant feeding bottles is discussed routinely.

Tri-City Medical Center offers no group education on the use of infant formula or
feeding bottles.

Breastfeeding classes are offered by Tri-City Medical Center. Pregnant women who
receive services at Tri-City Medical Center will receive written information regarding
the benefits of breastfeeding as well as an explanation of practices implemented in
the Women and Newborn Services department that support successful
breastfeeding.

Tri-City Medical Center fosters the development of community-based programs that
make available individual counseling or group education on breastfeeding and
collaborates with community-based programs to coordinate breastfeeding
messages.

Tri-City Medical Center provides organizations that offer prenatal services
curriculum that includes essential information to be taught to the pregnant woman
regarding breastfeeding.

Members of the staff at Tri-City Medical Center participate in the local breastfeeding
coalition.

4, Help mothers initiate breastfeeding within one hour of birth.

Immediately after delivery, all term infants, regardless of feeding preference, will be
placed STS with the mother as long as the infant and mother are stable and it is not
medically contraindicated.

STS contact including any reasons for delaying STS will be documented in the
infant’s medical record.

Preterm or unstable infants or infants having required resuscitation will be placed
STS as soon as possible after medical stability has been established.

The nursing staff present at the delivery has the responsibility to create the optimal
environment for transition of the infant and initiation of the first breastfeeding. This
encompasses placing the infant STS with mother immediately after birth (including
cesarean deliveries if possible), assisting the mother in recognizing infant signs of
feeding readiness, and allowing the infant the opportunity to self-attach to the
breast. Vaginal delivery mother/infant couplets will be given the opportunity to
initiate breastfeeding within 1 hour of birth. Cesarean delivery mother/infant
couplets will be given the opportunity to initiate breastfeeding as soon as possible.
Time of initiation of STS contact as well as the time this contact ends will be
documented in the medical record.

During the initial period of STS contact, routine newborn procedures will be
postponed (up to 2 hours) until the first breastfeeding has been completed.
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| Assessments and procedures (including the administration of vitamin K and
erythromycin eye ointment) should be performed while the infant is still STS with
the mother.

g. After 24 hours of life, the stable infant may receive a bath upon parent’s request.

i. Earlier bathing may be considered in the instances of specific parental
request, meconium stained infant, or malodorous amniotic fluid.

il. The infant whose mother is infected with a blood borne pathogen or current
STD should receive a bath as soon as possible after the delivery.

iiil. Education is provided to parents about delayed bathing to include the
importance of initial bonding, STS, and establishment of breastfeeding.

h. STS contact will be encouraged throughout the hospital stay.

5. Show mothers how to breastfeed and how to maintain lactation even if separated from
their infants.

a. The nurse will assess the mother’s breastfeeding techniques and, if needed, will
demonstrate appropriate breastfeeding positioning and attachment, optimally
within 3 hours, and no later than 6 hours after birth.

b. Breastfeeding assessment, teaching, and documentation will be done on each shift
and whenever possible during each staff contact with the mother. After each
feeding, staff will document information about the feeding in the infant’s medical
record. This documentation may include the latch, position, and any problems
encountered. For feedings not directly observed, maternal report may be used.
Every shift, a direct observation of the infant’s position and latch during feeding
will be performed and documented. If the LATCH score is < 7, the nurse will
document any interventions and the infant's response to those interventions. The
LATCH score will be repeated with the next feed.

c. Mothers will be encouraged to utilize available breastfeeding resources including
classes, written materials, and the newborn channel as appropriate. If clinically
indicated, the provider or nurse will make a referral to a lactation consultant. The
mother will be given a breastfeeding log book and shown how to monitor feedings
and diapers, as well as information about breastfeeding support groups.

d. Parents will be taught that breastfeeding infants, including cesarean-bhirth infants,
should be put to breast at least 8 to 12 times in 24 hours. Infant feeding cues (such
as increased alertness, activity, mouthing, or rooting} will be used as indicators of
the infant’s readiness for feeding. Breastfeeding mothers will be instructed about
breastfeeding and the following principles and skills reviewed before discharge:

i Importance of exclusive breastfeeding
ii. How to maintain lactation for exclusive breastfeeding for up to 6 months
iiil. Proper positioning and latch

iv. Nutritive sucking and swallowing
V. Milk production and release
vi. Frequency of feeding/feeding cues
vii. How to manually express, pump, handle, and store breastmilk
viii. How to assess if the infant is adequately nourished
ix. Reasons to contact the provider
X. How to sustain lactation if separated from the infant or if not exclusively
breastfeeding after discharge
e. Time limits for breastfeeding on each side will be avoided. Infants may be offered
both breasts at each feeding but may be interested in feeding on only one side
early on.
f. When a mother must be separated from her infant, the staff will instruct the mother

to begin expressing her breastmilk within 3 hours of the separation. The mother will
be taught how frequently to express her milk as well as proper storage and
handling. The EBM (expressed breastmilk) will be given to the infant as soon as the
infant is medically stable. The mother's EBM will be used before any
supplementation with breastmilk substitutes unless otherwise contraindicated.
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A mother discharged home without her infant due to iliness or prematurity will be
seen by a lactation consultant before discharge and will be given a discharge
pumping plan and appropriate education:

i. Instruction on hand expression and the electric breast pump:

1) Expression/pumping at least 8 times per day, approximately every 3
hours for 15 minutes or until milk flow stops.

2) The importance of continuing to pump throughout the night.

3) For mothers who will be separated from their infants for an extended
period of time, instruct to pump 6 times a day once milk supply is
established.

il Encouraged to breastfeed on demand as soon as the infant’s condition
permits.

iil. Encouraged to practice daily STS when the infant is medically stable.

iv. Instruction on proper storage and labeling of breastmilk.

v, Assistance in obtaining a double set up electric breast pump prior to going
home.

The mother who chooses to feed her infant a breastmilk substitute will be given

written and verbal information regarding appropriate hygiene, preparation, storage,

handling, and feeding of the substitute. This education will be documented in the

medical record.

i. Ready to feed formula or liquid concentrate is recommended for the first 2
months of life.

ii. Families with WIC or those who will be using powdered formula will be given
information regarding safe preparation. (see WHO Guidelines: How to

Prepare Formula for Bottle-Feeding at Home):

1) Powdered formula is not sterile.
2) Mix powder with hot water (158 degrees F/70 degrees C).
3) Allow formula to cool prior to feeding to the infant.

Give infants no food or drink other than breastmilk, unless medically indicated.

a.
b.

For healthy term infants, no supplemental water or glucose water will be given.
For healthy term infants, no breastmilk substitute will be given unless by a
provider’s order or standardized procedure. Note: Breastmilk substitutes should
not be used as a prophylactic measure for anticipated weight loss, jaundice, etc.
Infants who are receiving supplemental nutrition will be offered alternative feeding
methods to avoid the use of bottles and nipples if acceptable to the mother and
achievable according to staff. These methods include:

i. Supplemental Nursing System (SNS)

il Finger Feeding

iii. Cup feedmg

EBM, if available, will be given prior to supplementation with a breastmilk substitute. if
EBM is not immediately available, it will be given as soon as it is available.

Each day the provider will be consulted regarding the volume and type of supplement.
If formula supplementation is medically indicated, an order is needed and the nurse
must document initial reason(s) and ongoing indications.

If a mother requests her infant be supplemented with a breastmilk substitute, staff will
explore and address the mother’s concerns. The mother will be given the Risks of
Formula Supplementation handout for review. If the mother's request for formula
persists, the provider will be called for an order for formula. The education to the risks
of formula and informed decision of the patient will be documented. The mother will be
given supplies and education (refer to Mosby's Skills -~ Formula Feeding Education
Maternal Newborn).

Assessment for clinical signs of hypoglycemia and dehydration will be ongoing.
Routine glucose monitoring of full term (AGA, non IDM) infants is not indicated.
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a9.

a-i.

.

Before 24 hours of life, if the infant has not latched on or fed effectively, the mother will
be instructed to begin breast massage and hand expression of colostrum into a spoon
or the infant’s mouth during feeding attempts. STS contact will be encouraged. Parents
will be instructed to watch closely for feeding cues, and when observed, to feed the
infant. If the infant continues to feed poorly, hand expression and/or an electric breast
pump (and pumping with breast massage) will be introduced and maintained
approximately every 3 hours, or a minimum of 8 times per day. Any expressed
colostrum or mother’s milk will be fed to the infant by SNS, finger feeding, or cup
feeding. The mother will be educated that it is normal not to obtain much milk or even
any milk the first few times she pumps her breasts. The lactation consultant or
specialist should also be consulted for these cases.
Breastfeeding is contraindicated for:
i, Mothers who are HIV-positive.
iiil.  Mothers who abuse illicit drugs or alcohol.
iwiii. Mothers who are taking certain high risk medications. (Most prescribed and
over-the-counter medications are safe for the breastfeeding infant, however
some may be contraindicated while breastfeeding.)
viv. Mothers who have active, untreated tuberculosis (infant may safely receive
EBM).
vizv. Infants who have galactosemia, maple syrup disease, or phenylketonuria.
vivi. Mothers with active herpetic lesions on the breast(s). (The Infectious
Disease Department should be consulted for any problematic infectious
disease issues regarding safety of STS, direct breastfeeding, and/or EBM.)}
kvii.  Mothers with varicella that is determined to be infectious to the infant.
fivifi. Mothers with HTLV1 (human T-cell leukemia virus type 1)

Practice rooming-in — allow mothers and infants to remain together 24 hours a day.

eew

af.

Mother/infant couplets (regardiess of maternal feeding preference) will begin
rooming-in immediately after delivery and will not be separated during
hospitalization as long as both are medically stable and mother/family are able to
care for infant.

Routine newborn procedures will be done at the mother’s bedside.

Infants can only be admitted to couplet care or the NICU.

If an infant needs to be separated from its mother, documentation of the location,
reason, and the expected time period will be recorded.

The infant will be reunited with the mother as soon as possible. If an infant and
mother are separated, the staff will support exclusivity of breastfeeding.

If a mother requests that her infant be taken out of the room, staff will explore the
mother’s reason for the request, will educate her on the henefits of continuing to
room in, and will document as appropriate,

Encourage breastfeeding on demand.

a.

c.

&-d.

All mothers will be taught to feed their infant when the infant exhibits signs of
feeding readiness. Mothers will be taught to recognize these feeding cues in the
infant.

Mothers will be informed of normal newborn feeding behaviors such as cluster
feeding, feeding through the night, and a normal feeding schedule of at least 8-12
feedings in a 24 hour period.

No limitations will be taught to mothers regarding length or number of feedings.
Parents will be taught that both physical contact and nourishment are important
parts of the feeding process.

Give no pacifiers or artificial nipples to breastfeeding infants.

a,
b.

C.

Pacifiers will not be given to healthy, full-term breastfeeding infants.

Preterm infants in the NICU or infants with specific medical conditions may be
given pacifiers for non-nutritive sucking.

Infants undergoing painful procedures may be given a pacifier as a method of pain
management during the procedure. The infant will not return to the mother with the
pacifier.
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E.

D.

6-g.

Pain management interventions during uncomfortable or distressing procedures
will be used whenever possible. This may include breastfeeding during a heel stick
procedure for infant blood tests.

If a parent requests a pacifier, artificial nipples, or feeding bottles they will be
educated regarding possible negative consequences as it relates to breastfeeding
and this education will be documented.

Any supplementation should be given by SNS, finger feeding, or cup feeding before
introduction of an artificial nipple or bottle.

A nipple shield may be given by the RN or lactation consultant to manage latch
problems, or sore or cracked nipples. The RN or lactation consultant will document
why the nipple shield was given and the infant’s response to the intervention.
Mothers using nipple shields will be followed by a lactation consultant.

10. Foster the establishment of breastfeeding support groups and refer mothers to them on
discharge from the hospital or birth center.

a.
b.

Infants that are not feeding well should not be discharged home.

Before |leaving the hospital breastfeeding mothers should be able to:

i. Position and latch the infant correctly at the breast with no/minimal
discomfort during feeding.

ii. Recognize when the infant is swallowing milk.

iii. State that the infant should be breastfed approximately 8 to 12 times in 24
hours.

iv. State an age-appropriate elimination pattern — at least 6 voids and 3 to 4
stools per day by the fourth day of life.

v, List indications for calling the provider.

avi. Manually express milk from her breasts.

Prior to going home, mothers will be given the names and telephone numbers of
community resources to contact for help with breastfeeding including the Tri-City
Medical Center breastfeeding clinic and support group.

All infants should be seen for follow-up within the first few days after discharge.
This visit should be with a pediatrician or other qualified health care practitioner for
a formal evaluation of breastfeeding performance, a weight check, assessment of
jaundice, and age-appropriate elimination.

BREASTFED NEWBORN INPUT AND QOUPUT NORMS

. Milk volume per .

Age in hours feeding # feeds # voids # stools

0-24 0-5 mis / drops 6-8 21 21

24-48 5-10 mis /1 tsp 28 22 22

48-72 10-20 mis / 1 thsp 28 23 23

72-96 20-30 mis /1 oz 28 24 24

> 96 >30mis/>10z 28 25-12 2 5-12
1. Infant has 24 hours to void and 48 hours to stool after birth.
2. There may be a lull in stooling after meconium is cleared while baby waits for milk to come

in.
3. Infants may feed VERY frequently before the milk comes in; even hourly for the first few

nights.
MEDICAL INDICATIONS FOR SUPPLEMENTATION
1. When making the decision to start supplementation, it is necessary to look at all the

factors involved. Weight loss alone does not imply the need for supplementation.
Breastfeeding assessment, assistance, and education should be done prior to starting
supplementation.

2, Possible medical indications for supplementation include:

Infant risk factors:
i. Asymptomatic Hypoglycemia unresponsive to appropriate, frequent
breastfeeding
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il. Inadequate intake as evidenced by:

1) Clinical or laboratory evidence of clinical dehydration (high sodium,
poor feeding, lethargy) that is not improved after skilled assessment
and proper management of breastfeeding.

2) Excessive weight loss (2 10%):

a) Note that excessive newborn weight loss is correlated with
positive maternal intravenous fluid balance and may not he
directly indicative of breastfeeding success or failure.

b) Number of voids and stools should be taken into
consideration.
3) Delayed bowel movements: < 4 stools on DOL 4, or continued
meconium stools on DOL 5.
jii. Hyperbilirubinemia
1) With ongoing weight loss, limited stooling, and voiding with uric acid
crystals.
iv. Inborn errors of metabolism

Maternal risk factors:
i Delayed secretory activation.
iii. Primary glandular insufficiency as evidenced by:

1) Abnormal breast shape

2) Poor breast growth during pregnancy

3) Prior breast surgery resulting in poor milk production
Hii. Intolerable pain during feedings unrelieved by interventions.

F. SUPPLEMENTAL NURSING SYSTEMS (SNS) AND NIPPLE SHIELDS

1. Supplemental Nursing System (SNS):

a.

b.

C.

Assemble the SNS tubing with a syringe or container; considered a single-use

piece of equipment,

Gently tape the tubing to the mother’s breast with the end of the tubing extending

about % inch beyond the end of her nipple.

Assist the mother in latching the infant to the breast and tubing as needed.

i Sucking from the infant creates a siphon effect and allows supplementation
from the reservoir of the syringe or SNS container kit.

Supplementation should be monitored accordingly.

i. Amounts of EBM or breastmilk substitute should be measured to meet the
infant’s needs.

ii. 10-15 ml of EBM or breastmilk substitute is considered adequate intake for
the newborn infant. It is important not to overfeed. Cue-based infant feeding
should be utilized.

2. Nipple shield:
a.

Application of the nipple shield:

i Assess both mother and infant to choose the correct size nipple shield.
Sizing a nipple shield is dependent on both the size of the infant’s mouth
and the size of the mother’s nipple.

ii. The nipple shield may be placed under very warm water to increase pliability
and enhance adherence to the breast. Colostrum or lanolin cream may also
be used to help with adherence.

jii. Handle the shield by the rim. Place the shield over the breast with the nipple
centered inside the nipple portion of the shield. Support the breast with a
“C” hold. Place the thumb on both the top of the breast and the top part of
the shield and place the fingers below, underneath the areola.

Latching the infant to the breast with a nipple shield:

i Guide the mother to stroke the infant’s lower lip with the shield. When the
infant’s mouth opens wide, bring the infant directly onto the shield allowing
the infant to take as much of the areola as possible into the mouth.
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| ii. Allow the infant to breastfeed on one breast as long s/he likes. Repeat on the
other breast if infant shows a desire to continue breastfeeding.

c. Cleaning and care of the nipple shield:

i. Instruct the mother to wash her hands and the nipple shield in warm, soapy
water, rinsing well before each use.

ii. Store the shield with the nipple facing upward, and keep in a clean and dry
covered container.

d. Reportable conditions and referral to a lactation consultant:

i Continued inability to sustain latch.
iii. Absence of audible swallow after several minutes of sucking.
iiii. Infant weight loss greater than 7% below birth weight.
Fiv. Signs of dehydration or anemia.
3. Follow-up:

a. If a mother is still using a breastfeeding aid (SNS or nipple shield) at the time of
discharge, she will be referred to lactation services to schedule a follow-up
outpatient lactation clinic appointment within a few days of discharge.

b. it is not uncommon for a mother to use a breastfeeding aid for up to 6 months for
the following conditions:

i. Nipple abnormalities (e.g., flat, inverted, fibrous).
Kii. Premature infant.

G. SUPPLEMENTATION FREQUENCY AND QUANTITY

Frequency Quantity
Term Infant (2 » DOL 1: 8 attempts {(usually 4-5 | > DOL 1: 5-10 ml per feeding
37.0 weeks) successful feedings) » DOL 2: 10-20 ml per feeding
> DOL 2: 8-12 times > DOL 3: 20-30 ml per feeding
> DOL 3 & 4: 8-12 times »> DOL 4: 30-40 ml per feeding
> DOL 5: 40-50 ml per feeding
> DOL 6: 50-60 ml per feeding
> DOL 7 - 1% month: 60-90 ml

per feeding

*Volumes may vary depending
on infant’s weight

Late Preterm > At least every 3 hours, more > DOL 1: 5-10 ml per feeding
Infant (2 35.0 — often based on infant feeding | > DOL 2: 10-20 ml per feeding
36.6) cues. > DOL 3: 20-30 ml per feeding
» Limit total feeding time to 30 » DOL 4: 30-40 ml per feeding
minutes in order to minimize | » DOL 5: 40-50 ml per feeding
fatigue and conserve energy. | » DOL 6: 50-60 ml! per feeding
> DOL 7 - 1% month: 60-90 ml
*Late preterm have immature per feeding
feeding capabilities, increased
calorie needs, low metabolic *May do better with smaller
stores, and are high risk for volumes
hyperbilirubinemia.
H. OTHER CONSIDERATIONS
1. Drugs to specifically suppress lactation will not be given to any postpartum mother.
2, It is recommended that mothers wait 6 weeks postpartum to receive Depo-Provera, unless
the OB team feels it is indicated earlier.
3. Prior to administration of any drugs that may inhibit milk production, mothers will be
counseled as to the risks.
4. Routine use of nipple creams, ointments, or other topical preparations will be avoided

unless such therapy has been indicated for a dermatological problem. Mothers with sore
nipples will be observed for latch technique and will be instructed to apply expressed
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| colostrum or breast milk to the areola after each feeding. Lanolin cream may be used if
medically indicated.

I COMPLIANCE WITH THE INTERNATIONAL CODE OF MARKETING OF BREASTMILK

SUBSTITUTES

1. Employees of manufactures or distributers of breastmilk substitutes, bottles, nipples, or
pacifiers have no direct communication with pregnant women or delivered mothers.

2. Tri-City Medical Center does not receive free gifts, non-scientific literature, material,
equipment, money, or support for breastfeeding education or events from manufactures of
breastmilk substitutes, bottles, nipples, or pacifiers.

3. No pregnant women, delivered mothers, or families are given marketing materials,
samples, or gift packs by the facility that contain breastmilk substitutes, bottles, nipples,
pacifiers, or any other infant feeding equipment or coupons for the above items.

4, All educational materials distributed to breastfeeding mothers are free from messages that
promote or advertise infant food or drink other than breastmilk.
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Objectives

Content

Method of Education

Discuss the rationale for

The BFHI: A Part of the Global Strategy

professional, government, and >  The Globat Strategy for infant and Young Child Feeding
international policies that and how it fits with other activities
promote, protect, and support »  How the BFHI can assist health care facilities to ¥ FirstLatch Module

breastfeeding in the United
States.

implement evidence-based praclice, improve gquality of
care, and deliver continuity of care

Demonstrate the ability to
communicate effectively about
breastfeeding.

Communication Skills

YVYYvY

Listening and learning

Skills to build confidence and give support

Arranging follow-up and support suitable to the mother's
situation

First Latch Module
1:1 time with lactation
consultant

RS

Describe the anatomy and
physiology of lactation and the
process of breastfeeding.

How Milk Gets from the Breast to the Infant

AU U T T

The parts of the breast invoived in lactation
Breastmilk production

The infant’s role in milk transfer

Breast care

v" First Latch Module

Identify teaching points
approptiate for prenatal classes
and interactions with pregnant
women.,

Promoting Breastfeeding During Pregnancy

b U U U

Discussing breastfeeding with pregnant women
Why breastfeeding is important

Antenatal breast and nipple preparation
Identifying women who need extra attention

¥ First Latch Module
¥ 1:1 time with lactation
consultant

Discuss hospital birthing policies
and procedures that support

Birth Practices and Breastfeeding

YN NNV

Labor and birth practices to support early breastfeeding
The importance of early STS contact

v First Latch Module
v Review policies and

h Helping with initiation of breastfeeding procedures
I e Ways to support breastfeeding afler cesarean v 1:1 time with lactation
BFHI practices for women who are not breastfeeding consultant

Demonsfrate the ability to
identify the hallmarks of
milk transfer and optimal
breastfeeding,

Helping the Mother Breastfeed

VYVYYVVY

How to assess breastfeeding

When to assist with breastieeding

Identify optimal positioning and latch

Help mothers learn to position and latch her infant
Positioning for comfortable breastfeeding

Identifying the infant who has difficulty attaching to the
breast

v First Latch Module
v 1:1 time with a laclation
consultant

Practices that Promote Breastfeeding

» Rooming-in v First Latch Module
Discuss hospital postpartum s X .
managem en‘l) polif:ci,espaan d » 8T8 v Review policies and
rocedure that support exclusive » Recognizing feeding cues, feeding on demand procedures
Ereastfee din P » Management of sleepy or fussy infanis v 1:1 time with lactation
9. »  Avoiding unnecessary supplementation consultant
#  Avoiding artificial nipples and pacifiers
. Milk supply I
B me.thOds thal_ may > Addressing mother's concerns about “not enough mik” Ffm."a“"h. Module :
increase milk production in a > Normal growth patterns of infants ¥ 1:1 time with a lactation
varlety of circumstances. >  Improving milk intake and milk production e ML
5upportlng the non-breastfeeding mother and infant
Identify teaching points to Counseling the formula choice: a pediatric responsibility ; ggi:el‘ﬁmhlggg‘gﬁ d
include when educating or > Teaching/assuring safe formula preparation in the roc edu‘r)o.
counseling parents who are postpartum period v '13_1 i eisth e
using bottles and/or formuta. >  Safe bottle feeding; issues with overfeeding and cbnsm;:‘: c

underfeeding
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Infants and Mothers with Special Needs
> Breastfeeding infants who are preterm, low birth weight,
and/or ill
Discuss contraindications to
» Breastfeeding more than one infant v B
g;:?es;ft::d;’r;g" Igstrc‘:zr:\j:':toﬁ ¥ Prevention and management of common clinical concerns v :!;s:irl;tﬂmtr:ﬁ:ﬁaﬁu -
10 encountered areas of ¢ oncgm > Medical reasons for breast milk substitutes consulta .
for breastfeeding mothers and > Nutritional needs of breastfeeding women v Review policies and
their infants » DBreastfeeding and birth control T
’ » Breastfeeding management when the mother is ill P
» Medications and breastfeeding
» Contraindications {o breastfeeding
Breast and Nipple Concerns
Describe interventions for breast | > Examination of the mother’s breasts and nipples
1 and nipple problems. > Engorgement, blocked ducts, and mastitis ¥ First Laich module
> Sore nipples
::ggfgo?f:; ':t:SIB l"; ;?:gﬁzu o If the Infant Cannot Feed at the Breast ¥ First Latch Module
D > Learning to hand express ¥ Review policies and
12 | of breast fed infants according to > Use of donor milk procedures
23:;?;?&:5"‘1 smtons » Feeding EBM to the infant ¥ 1:1 time with lactation
' consuitant
v First Latch Module
. Ongoing Support for Mothers v Learn about breastfeeding
ge:jgig:ﬂefsosrerr:ll;?'l]::an';gonents »  Preparing a mother for discharge support group during
13 continue breastieeding bevond » Follow-up and support after discharge orientation
the early weeks 9 bey 7>  Protecting breastfeeding for employed women ¥ San Diego County
Y ' #» Sustained breastfeeding beyond one year Breastfeeding Coalition
resource guide
Protecting Breastfeeding
»  The effects of marketing on infant feeding practices
> The International Code of Markeling of Breastmilk
Describe strategies that protect Substitutes ¥ First Latch Module
14 | breastfeeding as a public health | > How health care workers can protect families from v Review policies and
goal. marketing procedures
» How to respond to marketing praclices
#  Donor milk in emergency situations
#» The role of breastfeeding in emergencies
. . Making Your Hospital or Birth Center Baby Friendly
Li?::;ﬁ:?;hlg‘i:;gﬁi? a{;‘tjelhe # The Ten Steps to Successful Breastfeeding
15 Ten Steps lo Sl:.l cc ess[ulg » What “Baby Friendly” practices are ¥ First Lalch Module
Breastfe'z.- din > The process of becoming a “Baby Friendly” hospital or
9. birth center
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Baby Friendly Training Requirements

Position

Training Required

Registered Nurses

First Latch Module — BFHI General Healthcare: 15 hours

Lactation Consultants

First Latch Module — BFHI General Healthcare: 15 hours

Dieticians

First Latch Module — BFHI General Healthcare: 15 hours

Occupational Therapists

First Latch Module — BFHI General Healthcare: 15 hours

Pediatricians

First Latch Module -~ BFHI Provider Training: 3 hours

Neonatologists

First Latch Module — BFHI Provider Training: 3 hours

Obstetricians First Laich Module - BFHI Provider Training: 3 hours
Anesthesivlogists First Latch Module — BFHI Provider Training: 3 hours
Midwives First Latch Module — BFHI Provider Training: 3 hours
PAs First Latch Module — BFHI Provider Training: 3 hours
NNPs First Latch Module — BFHI Provider Training: 3 hours
OB Techs First Latch Madule — BFHI Ancillary Training: 3 hours

Advanced Care Technicians (ACT)

First Latch Module — BFHI Ancillary Training: 3 hours

Hearing Screeners

First Latch Module — BFHI Ancillary Training: 3 hours

Social Workers

First Latch Module — BFHI Ancillary Training: 3 hours

Environmental Services (EVS)

Review and sign Ten Steps for Successful Breastfeeding

Unit Secretaries

Review and sign Ten Steps for Successful Breastfeeding

Peri Operative Aides

Review and sign Ten Steps for Successful Breastfeeding

Birth Clerks

Review and sign Ten Steps for Successful Breastfeeding

Respiratory Therapists

Review and sign Ten Steps for Successful Breastfeeding

Case Managers

Review and sign Ten Steps for Successiul Breastfeeding

Newborn Photographers

Review and sign Ten Steps for Successful Breastfeeding
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A. DEFINITION(S):

1. Skin to Skin (STS): Direct physical contact between the newborn infant and mother. After birth,
the healthy term infant should be completely dried and placed naked against the mother's naked
chest. The infant may wear a diaper and/or hat, but no other clothing should be between the
mother's and infant’s bodies. The infant and mother are then covered with a warmed blanket,
keeping the infant's head uncovered. STS contact should continue, uninterrupted, until the
completion of the first feeding (or for at least 1 hour if the mother is not breastfeeding). STS
contact should be encouraged beyond the first hours and into the first days after birth. Another
adult may hold the infant STS if/when the mother is not available.

B. POLICY:

1. To promote a philosophy of maternal infant care that advocates breastfeeding and supports the
normal physiological functions involved in the establishment of this maternal infant process.

2. To assist families choosing to breastfeed with initiating and developing a successful and
satisfying experience.

3. This policy is adapted from the Academy of Breastfeeding Medicine (AMB): AMB Clinical Protocol
# 7: Model Breastfeeding Policy (2010) which is based on recommendations from the most recent
breastfeeding policy statements published by the Office on Women's Health of the U.S.
Department of Health and Human Services, the American Academy of Pediatrics, the American
College of Obstetricians and Gynecologists, the American Academy of Family Physicians, the
World Health Organization (WHOQ), and the American Dietetic Association.

5, This policy encompasses the UNICEF/WHO evidence-based Ten Steps to Successful
Breastfeeding; practices that have been shown to increase breastfeeding initiation and duration.

6. Tri-City Medical Center complies with the WHO International Code of Marketing of Breastmilk
Substitutes.

C. PROCEDURE:
1. Have a written breastfeeding policy that is routinely communicated to all health care staff.

a. Tri-City Medical Center staff will actively support breastfeeding as the preferred method of
providing nutrition to infants. A multidisciplinary team comprised of physicians, midwives,
nursing, lactation consuitants, dietary, and outpatient providers shall be established and
maintained to identify and eliminate institutional barriers to breastfeeding. This group will
evaluate data relevant to breastfeeding support services and formulate, along with
administrators, a plan of action to implement needed changes.

b. Tri-City Medical Center upholds the WHO International Code of Marketing of Breastmilk
Substitutes by offering education and materials that promote human milk rather than other
infant food or drink, and by refusing to accept or distribute free or subsidized supplies of
breastmilk substitutes, nipples, and other feeding devices. Mothers will be protected from
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the promotion of breastmilk substitutes and other efforts that undermine an informed
feeding choice.

This written breastfeeding policy will be communicated to all health care staff members. It
will be reviewed and updated every 2 years (per medical center policy) or as needed
using current research as an evidence-based guide.

All new Women and Newborn Services’ staff and care providers will be oriented to the
policy during their initial orientation. The orientation process is different for type of hire and
is detailed in the Women and Newborn Services Lactation Education Checklist (see
Attachment B). Staff and care providers will be expected to read and sign the policy.

This policy will be readily available to all areas of Tri-City Medical Center that potentially
interact with childbearing women and infants so that they may promote, protect, and
support breastfeeding in all departments. Other department’s polices will support, and will
not countermand the medical center's infant feeding policy.

2. Train all health care staff in the skills necessary to implement this policy.

a.

e.

The nursing leadership team will ensure that all staff working in the Women and Newborn
Services department (excluding the NICU) will receive a minimum of 20 hours of
education, including at least 5 hours of supervised clinical training, on the topics specified
by the BFHI (see Attachment A). For new employees, this training will be completed
within 6 months of hire. Details for the execution of the training are specified in a separate
training plan: Baby Friendly Training Requirements (Attachment B).

Upon completion of training for new employees, the staff preceptor will supervise and
verify the clinical competency of the new staff member. This will be documented in the
orientation checklist and maintained in the employee file. Staff will receive adequate
tralmng and mentorship to attain competence in:

i. Counseling the feeding decision

i, Skin to skin (STS) in the immediate postpartum period

ii. Comfortable and effective positioning and attachment at the breast

iv. Assessing and documenting a [atch score

V. Maintenance of exclusive breastfeeding

vi. Feeding cues

vii. Rooming-in

viii.  Hand expression

ix. Formula preparation and feeding when necessary

X. Finding support upon discharge

Documentation of all training will be maintained by the Lactation Supervisor and/or
appropriate CNS on the BFHI Staff Training Documentation Checklist.

Providers with privileges for labor, delivery, maternity, anesthesia, and/or newborn care
will have a minimum of 3 hours of breastfeeding management education pertinent to their
role. Education will be verified by successful completion of the First Latch module and a
certificate of completion will be verified and maintained by a provider coordinator,

The content and number of hours of training for other staff will be developed based on job
description and workplace exposure to breastfeeding couplets.

<F Inform all pregnant women about the benefits and management of breastfeeding.

a.

Physicians, midwives, and nurses providing prenatal services are responsible for
educating pregnant women and their support people about breastfeeding. Education will
cover the importance of exclusive breastfeeding, non-pharmacologic pain relief methods
for labor, the importance of early STS contact, early initiation of breastfeeding, rooming-in,
feeding on demand, frequent feeding to help assure optimal milk production, effective
positioning and attachment, exclusive breastfeeding for the first 6 months, and that
breastfeeding continues to be important after 6 months even after other foods are
introduced. Contraindications to breastfeeding and other special medical conditions will be
discussed as indicated. Education will be documented in the prenatal record.

Exclusive breastfeeding is defined as providing breastmilk as the sole source of nutrition
to infants. Exclusively breastfed infants receive no other liquids or solids unless medically
indicated. Mothers will be encouraged to exclusively breastfeed unless medically
contraindicated. The planned feeding method will be documented in the prenatal record.
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h.

-

Tri-City Medical Center does not distribute educational materials in which the use of
formula or infant feeding bottles is discussed routinely.

Tri-City Medical Center offers no group education on the use of infant formula or feeding
botties.

Breastfeeding classes are offered by Tri-City Medical Center. Pregnant women who
receive services at Tri-City Medical Center will receive written information regarding the
benefits of breastfeeding as well as an explanation of practices implemented in the
Women and Newborn Services department that support successful breastfeeding.
Tri-City Medical Center fosters the development of community-based programs that make
available individual counseling or group education on breastfeeding and collaborates with
community-based programs to coordinate breastfeeding messages.

Tri-City Medical Center provides organizations that offer prenatal services curriculum that
includes essential information to be taught to the pregnant woman regarding
breastfeeding.

Members of the staff at Tri-City Medical Center participate in the local breastfeeding
coalition.

Help mothers initiate breastfeeding within one hour of birth.

a.

h.

Immediately after delivery, all term infants, regardless of feeding preference, will be

placed STS with the mother as long as the infant and mother are stable and it is not

medically contraindicated.

STS contact including any reasons for delaying STS will be documented in the infant's

medical record.

Preterm or unstable infants or infants having required resuscitation will be placed STS as

soon as possible after medical stability has been established.

The nursing staff present at the delivery has the responsibility to create the optimal

environment for transition of the infant and initiation of the first breastfeeding. This

encompasses placing the infant STS with mother immediately after birth (including

cesarean deliveries if possible), assisting the mother in recognizing infant signs of feeding

readiness, and allowing the infant the opportunity to self-attach to the breast. Vaginal

delivery motherfinfant couplets will be given the opportunity to initiate breastfeeding within

1 hour of birth. Cesarean delivery mother/infant couplets will be given the opportunity to

initiate breastfeeding as soon as possible.

Time of initiation of STS contact as well as the time this contact ends will be documented

in the medical record.

During the initial period of STS contact, routine newborn procedures will be postponed {up

to 2 hours) until the first breastfeeding has been completed. Assessments and procedures

{including the administration of vitamin K and erythromycin eye ointment) should be

performed while the infant is still STS with the mother.

After 24 hours of life, the stable infant may receive a bath upon parent’s request.

i. Earlier bathing may be considered in the instances of specific parental request,
meconium stained infant, or malodorous amniotic fluid.

il. The infant whose mother is infected with a blood borne pathogen or current STD
should receive a bath as soon as possible after the delivery.

ii. Education is provided to parents about delayed bathing to include the importance
of initial bonding, STS, and establishment of breastfeeding.

STS contact will be encouraged throughout the hospital stay.

Show mothers how to breastfeed and how to maintain lactation even if separated from
their infants.

a.

The nurse will assess the mother's breastfeeding techniques and, if needed, will
demonstrate appropriate breastfeeding positioning and attachment, optimally within 3
hours, and no later than 6 hours after birth.

Breastfeeding assessment, teaching, and documentation will be done on each shift and
whenever possible during each staff contact with the mother. After each feeding, staff will
document information about the feeding in the infant's medical record. This documentation
may include the latch, position, and any problems encountered. For feedings not directly
observed, maternal report may be used. Every shift, a direct observation of the infant's
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position and latch during feeding will be performed and documented. If the LATCH score
is < 7, the nurse will document any interventions and the infant's response to those
interventions. The LATCH score will be repeated with the next feed.

Mothers will be encouraged to utilize available breastfeeding resources including classes,
written materials, and the newborn channel as appropriate. If clinically indicated, the
provider or nurse will make a referral to a lactation consultant. The mother will be given a
breastfeeding log book and shown how to monitor feedings and diapers, as well as
information about breastfeeding support groups.

Parents will be taught that breastfeeding infants, including cesarean-birth infants, should
be put to breast at least 8 to 12 times in 24 hours, Infant feeding cues (such as increased
alertness, activity, mouthing, or rooting) will be used as indicators of the infant's readiness
for feeding. Breastfeeding mothers will be instructed about breastfeeding and the following
pnnclples and skills reviewed before discharge:

i. Importance of exclusive breastfeeding

ii. How to maintain lactation for exclusive breastfeeding for up to 6 months

ii. Proper positioning and latch

iv. Nutritive sucking and swallowing

v. Milk production and release

vi. Frequency of feeding/feeding cues

vii. How to manually express, pump, handle, and store breastmilk

vii.  How to assess if the infant is adequately nourished

ix. Reasons to contact the provider

X. How to sustain lactation if separated from the infant or if not exclusively

breastfeeding after discharge

Time limits for breastfeeding on each side will be avoided. Infants may be offered both

breasts at each feeding but may be interested in feeding on only one side early on.

When a mother must be separated from her infant, the staff will instruct the mother to

begin expressing her breastmilk within 3 hours of the separation. The mother will be

taught how frequently to express her milk as well as proper storage and handling. The

EBM (expressed breastmilk) will be given to the infant as soon as the infant is medically

stable. The mother's EBM will be used before any supplementation with breastmiik

substitutes unless otherwise contraindicated.

A mother discharged home without her infant due to illness or prematurity will be seen by

a lactation consultant before discharge and will be given a discharge pumping plan and

appropriate education:

i Instruction on hand expression and the electric breast pump:

1) Expression/pumping at least 8 times per day, approximately every 3 hours
for 15 minutes or until milk flow stops.

2) The importance of continuing to pump throughout the night.

3) For mothers who will be separated from their infants for an extended period
of time, instruct to pump 6 times a day once milk supply is established.

ii. Encouraged to breastfeed on demand as soon as the infant's condition permits.

ii. Encouraged to practice daily STS when the infant is medically stable.

iv. Instruction on proper storage and labeling of breastmilk.

V. Assistance in obtaining a double set up electric breast pump prior to going home.

The mother who chooses to feed her infant a breastmilk substitute will be given written

and verbal information regarding appropriate hygiene, preparation, storage, handling, and

feedmg of the substitute. This education will be documented in the medical record.

i. Ready to feed formula or liquid concentrate is recommended for the first 2 months
of life.

ii. Families with WIC or those who will be using powdered formula wilt be given
information regarding safe preparation. (see WHO Guidelines: How to Prepare
Formula for Bottle-Feeding at Home):

1) Powdered formula is not sterile,
2) Mix powder with hot water (158 degrees F/70 degrees C).
3) Allow formula to cool prior to feeding to the infant.
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6. Give infants no food or drink other than breastmilk, unless medically indicated.

a. For healthy term infants, no supplemental water or glucose water will be given.

b. For healthy term infants, no breastmilk substitute will be given unless by a provider's order
ar standardized procedure. Note: Breastmilk substitutes should not be used as a
prophylactic measure for anticipated weight loss, jaundice, etc.

ct Infants who are receiving supplemental nutrition will be offered alternative feeding
methods to avoid the use of bottles and nipples if acceptable to the mother and
achievable according to staff. These methods include:

i. Supplemental Nursing System (SNS)

i. Finger Feeding

i, Cup feeding

d. EBM, if available, will be given prior to supplementation with a breastmilk substitute. If EBM is
not immediately available, it will be given as soon as it is available.

e. Each day the provider will be consulted regarding the volume and type of supplement.

f. If formula supplementation is medically indicated, an order is needed and the nurse must
document initial reason(s) and ongoing indications.

g. If a mother requests her infant be supplemented with a breastmilk substitute, staff will explore
and address the mother's concerns. The mother will be given the Risks of Formula
Supplementation handout for review. If the mother's request for formula persists, the provider
will be called for an order for formula. The education to the risks of formula and informed
decision of the patient will be documented. The mother will be given supplies and education
(refer to Mosby's Skills — Formula Feeding Education Maternal Newborn).

h. Assessment for clinical signs of hypoglycemia and dehydration will be ongoing. Routine
glucose monitoring of full term (AGA, non IDM) infants is not indicated.

i. Before 24 hours of life, if the infant has not latiched on or fed effectively, the mother will be
instructed to begin breast massage and hand expression of colostrum into a spoon or the
infant’s mouth during feeding attempts. STS contact will be encouraged. Parents will be
instructed to watch closely for feeding cues, and when observed, to feed the infant. If the
infant continues to feed poorly, hand expression and/or an electric breast pump (and pumping
with breast massage) will be introduced and maintained approximately every 3 hours, or a
minimum of 8 times per day. Any expressed colostrum or mother's milk will be fed to the
infant by SNS, finger feeding, or cup feeding. The mother will be educated that it is normal not
to obtain much milk or even any milk the first few times she pumps her breasts. The lactation
consultant or specialist should also be consulted for these cases.

j. Breastfeeding is contraindicated for:

i. Mothers who are HIV-positive.

ii. Mothers who abuse illicit drugs or alcohol.

iii. Mothers who are taking certain high risk medications. (Most prescribed and over-
the-counter medications are safe for the breastfeeding infant, however some may
be contraindicated while breastfeeding.)

iv. Mothers who have active, untreated tuberculosis (infant may safely receive EBM).

V. Infants who have galactosemia, maple syrup disease, or phenylketonuria.

vi. Mothers with active herpetic lesions on the breast(s). (The Infectious Disease
Department should be consulted for any problematic infectious disease issues
regarding safety of STS, direct breastfeeding, andfor EBM.)

vii. Mothers with varicella that is determined to be infectious to the infant.

viii.  Mothers with HTLV1 (human T-cell leukemia virus type 1)

7. Practice rooming-in — allow mothers and infants to remain together 24 hours a day.

a. Mother/infant couplets (regardiess of maternal feeding preference) will begin rooming-in
immediately after delivery and will not be separated during hospitalization as long as both
are medically stable and mother/family are able to care for infant.

b. Routine newborn procedures will be done at the mother's bedside.

c. Infants can only be admitted to couplet care or the NICU.

d. If an infant needs to be separated from its mother, documentation of the location, reason,

and the expected time period will be recorded.
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10.

The infant will be reunited with the mother as soon as possible. If an infant and mother are
separated, the staff will support exclusivity of breastfeeding.

If a mother requests that her infant be taken out of the room, staff will explore the mother's
reason for the request, will educate her on the benefits of continuing to room in, and will
document as appropriate.

Encourage breastfeeding on demand.

a.

b.

c.
d.

All mothers will be taught to feed their infant when the infant exhibits signs of feeding
readiness. Mothers will be taught to recognize these feeding cues in the infant.

Mothers will be informed of normal newborn feeding behaviors such as cluster feeding,
feeding through the night, and a normal feeding schedule of at least 8-12 feedings in a 24
hour period.

No limitations will be taught to mothers regarding iength or number of feedings.

Parents will be taught that both physical contact and nourishment are important parts of
the feeding process.

Give no pacifiers or artificial nipples to breastfeeding infants.

a.
b.

c.

Pacifiers will not be given to healthy, full-term breastfeeding infants.

Preterm infants in the NICU or infants with specific medical conditions may be given
pacifiers for non-nutritive sucking.

Infants undergoing painful procedures may be given a pacifier as a method of pain
management during the procedure. The infant will not return to the mother with the
pacifier.

Pain management interventions during uncomfortable or distressing procedures will be
used whenever possible. This may include breastfeeding during a heel stick procedure for
infant blood tests.

If a parent requests a pacifier, artificial nipples, or feeding bottles they will be educated
regarding possible negative consequences as it relates to breastfeeding and this
education will be documented.

Any supplementation should be given by SNS, finger feeding, or cup feeding before
introduction of an artificial nipple or bottle.

A nipple shield may be given by the RN or lactation consultant to manage latch problems,
or sore or cracked nipples. The RN or lactation consultant wili document why the nipple
shield was given and the infant’s response to the intervention. Mothers using nipple
shields will be followed by a lactation consultant.

Foster the establishment of breastfeeding support groups and refer mothers to them on
discharge from the hospital or birth center.

a.
b.

Infants that are not feeding well should not be discharged home.

Before leaving the hospital breastfeeding mothers should be able to:

i Position and latch the infant correctly at the breast with no/minimal discomfort
during feeding.

ii. Recognize when the infant is swallowing milk.

iii. State that the infant should be breastfed approximately 8 to 12 times in 24 hours.

iv. State an age-appropriate elimination pattern - at least 6 voids and 3 to 4 stools per
day by the fourth day of life.

V. List indications for calling the provider.

vi. Manually express milk from her breasts.

Prior to going home, mothers will be given the names and telephone numbers of
community resources to contact for help with breastfeeding including the Tri-City Medical
Center breastfeeding clinic and support group.

All infants should be seen for follow-up within the first few days after discharge. This visit
should be with a pediatrician or other qualified health care practitioner for a formal
evaluation of breastfeeding performance, a weight check, assessment of jaundice, and
age-appropriate elimination.
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D. BREASTFED NEWBORN INPUT AND OUPUT NORMS
Age in hours Mllkf:z[duilr?ge per # feeds # voids # stools
0-24 0-5 mLs / drops 6-8 z1 21
24-48 5-10 mLs / 1tsp 28 22 22
48-72 10-20 mLs / 1 tbsp 28 23 23
72-96 20-30 mLs/ 10z 28 24 =4
> 96 >30mLs/>1o0z 28 25-12 =5-12

Infant has 24 hours to void and 48 hours to stool after birth.
There may be a lull in stooling after meconium is cleared while baby waits for milk to come in.
Infants may feed VERY frequently before the milk comes in; even hourly for the first few nights.

E.

b IS

EDICAL INDICATIONS FOR SUPPLEMENTATION
When making the decision to start supplementation, it is necessary to look at ali the factors
involved. Weight loss alone does not imply the need for supplementation. Breastfeeding
assessment, assistance, and education should be done prior to starting supplementation.
2. Possible medical indications for supplementation include:
a. Infant risk factors:
i. Asymptomatic Hypoglycemia unresponsive to appropriate, frequent breastfeeding
i. Inadequate intake as evidenced by:

1) Clinical or laboratory evidence of clinical dehydration {(high sodium, poor
feeding, lethargy) that is not improved after skilled assessment and proper
management of breastfeeding.

2) Excessive weight loss (2 10%):

a) Note that excessive newborn weight loss is correlated with positive
maternal intravenous fluid balance and may not be directly
indicative of breastfeeding success or failure.

b) Number of voids and stools should be taken into consideration.

3) Delayed bowel movements: < 4 stools on DOL 4, or continued meconium
stools on DOL 5.

iii. Hyperbilirubinemia
1) With ongoing weight loss, limited stooling, and voiding with uric acid

crystals.
iv, Inborn errors of metabolism
b. Maternal risk factors:

i. Delayed secretory activation.
i. Primary glandular insufficiency as evidenced by:

1) Abnormal breast shape

2) Poor breast growth during pregnancy

3) Prior breast surgery resulting in poor milk production
ii. Intolerable pain during feedings unrelieved by interventions.

F. SUPPLEMENTAL NURSING SYSTEMS {SNS) AND NIPPLE SHIELDS
1. Supplemental Nursing System {SNS):

a. Assemble the SNS tubing with a syringe or container; considered a single-use piece of
equipment.
b. Gently tape the tubing to the mother's breast with the end of the tubing extending about %
inch beyond the end of her nipple.
c. Assist the mother in latching the infant to the breast and tubing as needed.
i Sucking from the infant creates a siphon effect and allows supplementation from
the reservoir of the syringe or SNS container kit.
d. Supplementation should be monitored accordingly.
i. Amounts of EBM or breastmilk substitute should be measured toc meet the infant’s
needs.
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2. Nipple shield:

10-15 ml of EBM or breastmilk substitute is considered adequate intake for the
newborn infant. It is important not to overfeed. Cue-based infant feeding should be

utilized.

a. Application of the nipple shield:

ii.

.
i

Assess both mother and infant to choose the correct size nipple shield. Sizing a
nipple shield is dependent on both the size of the infant’s mouth and the size of the

mother’s nipple.

The nipple shield may be placed under very warm water to increase pliability and
enhance adherence to the breast. Colostrum or lanolin cream may also be used to

help with adherence.

Handle the shield by the rim. Place the shield over the breast with the nipple
centered inside the nipple portion of the shield. Support the breast with a “C" hold.
Place the thumb on both the top of the breast and the top part of the shield and

place the fingers below, underneath the areola.
b. Latching the infant to the breast with a nipple shield:

Guide the mother to stroke the infant's lower lip with the shield. When the infant's
mouth opens wide, bring the infant directly onto the shield allowing the infant to

take as much of the areola as possible into the mouth.

Allow the infant to breastfeed on one breast as long s/he likes. Repeat on the other

breast if infant shows a desire to continue breastfeeding.
c. Cleaning and care of the nipple shield:

Instruct the mother to wash her hands and the nipple shield in warm, soapy water,

rinsing well before each use.

Store the shield with the nipple facing upward, and keep in a clean and dry

covered container.

d. Reportable conditions and referral to a lactation consultant:

iv. Signs of dehydration or anemia.
3. Follow-up:
a. If a mother is still using a breastfeeding aid (SNS or nipple shield) at the time of discharge,

she will be referred to lactation services to schedule a follow-up outpatient lactation clinic
appointment within a few days of discharge.
b. It is not uncommon for a mother to use a breastfeeding aid for up to 6 months for the

Continued inability to sustain latch.

Absence of audible swallow after several minutes of sucking.
Infant weight loss greater than 7% below birth weight.

following conditions:
Nipple abnormalities (e.g., flat, inverted, fibrous).

L
il

Premature infant.

G. SUPPLEMENTATION FREQUENCY AND QUANTITY

Frequency Quantity
Term Infant (2 > DOL 1: 8 attempts (usually 4-5 » DOL 1: 5-10 ml per feeding
37.0 weeks) successful feedings) > DOL 2: 10-20 ml per feeding
» DOL 2: 8-12 times > DOL 3: 20-30 ml per feeding
> DOL 3 & 4; 8-12 times » DOL 4: 30-40 ml per feeding
> DOL 5; 40-50 ml per feeding
> DOL 6: 50-60 m| per feeding
> DOL 7 - 1 month: 60-90 ml

per feeding

*Volumes may vary depending on
infant's weight

Late Preterm
Infant (= 35.0 -
36.6)

> At least every 3 hours, more
often based on infant feeding
cues,

> DOL 1: 5-10 mi per feeding
> DOL 2: 10-20 ml per feeding
» DOL 3: 20-30 ml per feeding
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DOL 4. 30-40 ml per feeding
DOL 5; 40-50 mi per feeding
DOL 6: 50-60 ml per feeding
DOL 7 - 1* month: 60-90 ml
*Late preterm have immature per feeding

feeding capabilities, increased
calorie needs, low metabolic stores, | *May do better with smaller
and are high risk for volumes
hyperbilirubinemia.

» Limit total feeding time to 30
minutes in order to minimize
fatigue and conserve energy.

VYVVY

H. OTHER CONSIDERATIONS

1.

2
3.
4

Drugs to specifically suppress lactation will not be given to any postpartum mother.

It is recommended that mothers wait 6 weeks postpartum to receive Depo-Provera, unless the
OB team feels it is indicated earlier.

Prior to administration of any drugs that may inhibit milk production, mothers will be counseled as
to the risks.

Routine use of nipple creams, ointments, or other topical preparations will be avoided unless
such therapy has been indicated for a dermatological problem. Mothers with sore nipples will be
observed for latch technique and will be instructed to apply expressed colostrum or breast milk to
the areola after each feeding. Lanolin cream may be used if medically indicated.

I COMPLIANCE WITH THE INTERNATIONAL CODE OF MARKETING OF BREASTMILK

SUBSTITUTES

1.

2.

1.
2.
3.

Employees of manufactures or distributers of breastmilk substitutes, bottles, nipples, or pacifiers
have no direct communication with pregnant women or delivered mothers.

Tri-City Medical Center does not receive free gifts, non-scientific literature, material, equipment,
money, or support for breastfeeding education or events from manufactures of breastmilk
substitutes, bottles, nipples, or pacifiers.

No pregnant women, delivered mothers, or families are given marketing materials, samples, or
gift packs by the facility that contain breastmilk substitutes, bottles, nipples, pacifiers, or any other
infant feeding equipment or coupons for the above items.

All educational materials distributed to breastfeeding mothers are free from messages that
promote or advertise infant food or drink other than breastmilk.

FORM(S):

Risks of Formula Supplementation
Lactation Education Handout
Delayed Newborn Bathing

K. RELATED DOCUMENT{(S):

1.
2.

Women and Newborn Services: Standards of Care — Newborns
Formula Feeding Education Maternal Newborn (Mosby's Skills)

L. EXTERNAL LINK(S}):

1.

www.newbornchannel.com
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Number 361, February 2007.
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Objectives

Content

Method of Education

Discuss the rationale for
professional, government, and
international policies that
promote, protect, and support
breastfeeding in the United
States.

The BFHI: A Part of the Global Strategy
The Global Strategy for Infant and Young Child Feeding
and how it fits with other activities

# How the BFHI can assist health care facilities to
implement evidence-based practice, improve quality of
care, and deliver continuity of care

v First Latch Module

Demonstrate the ability to

Communication Skills
Listening and learning

3
communicate effectively about ¥  Skills to build confidence and give support :/, T:s:lnl.?eu:\':itw?:;?ﬁon
breastfeeding. > Arranging follow-up and support suitable to the mother’s c:.)nsultanl

situation

Describe the anatemy and
physiology of lactation and the
process of breastfeeding.

How Milk Gets from the Breast to the Infant
» The parts of the breast involved in lactation
» Breastmilk production

» Theinfant's role in milk transfer

» DBreastcare

¥ First Latch Module

Identify teaching points

Promoting Breastfeeding During Pregnancy

> Discussing breastfeeding with pregnant women v First Latch Module
:;’grl'; ':;aal:uf:;sp::?: larl c'i:f:s »  Why breastfeeding Is important v 1:1 time with lactation
e preg » Antenatal breast and nipple preparation consultant
) 7 Identifying women who need extra attention

Birth Practices and Breastfeeding

. . »  Labor and birth practices to support early breastfeeding ¥ First Latch Module
Discuss hospital birthing policies » The importance of early STS contact v Review policies and
::gfgazegg::ﬁtz:é;w ZE > Helping with initiation of breastieeding procedures

9. » Ways to support breastfeeding after cesarean v 1:1 time with lactation

¥  BFHI practices for women who are not breastfeeding consultant

Helping the Mother Breastfeed

» How to assess breastfeeding
Demonstrate the ability to #  When to assist with breastfeeding v
identlfy the hallmarks of > Ideniify optimal positioning and latch 7 fre Latch Module
milk transfer and optimal > Help mothers learn to position and latch her infant ct-)nsultanl
breastfeeding. »  Positioning for comfortable breastfeeding

¥ |dentifying the infant who has difficulty attaching to the

breast

Practices that Promote Breastfeeding

. ) » Rooming-in ¥ First Latch Module
3‘:’5:5;::?M||£? :;p:'::’um » 8TS ¥ Review policies and

rocegure th a?:u ort exclusive » Recognizing feeding cues, feeding on demand procedures
Erea stieedin PP »  Management of sleepy or fussy infants v 1:1 time with lactation

9. »  Avoiding unnecessary supplementation consultant
#  Avoiding artificial nipples and pacifiers
Discuss methods that may Milk supply ¥ First Latch Module

increase milk productionin a
variety of circumstances.

>  Addressing mother's concerns about “not enough milk”
» Normal growth patterns of infants
»  Improving milk intake and milk production

v 1:1 time with a lactation
consultant

Identify teaching points to
Include when educating or

Supportlng the non-breastfeading mother and infant
Counseling the formula choice: a pediatric responsibility

¥ First Latch Module
¥ Review policles and

counseling parents who are >- Teaching/assuring safe formula praparation in the , pl.roc.edure§
using botties and/or formula postpartum period 1:1 time with lactation
9 ' » Safe bottle feeding; issues with overfeeding and consultant

underfeeding
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Infants and Mothers with Special Needs

» Breastfeeding infants who are preterm, low birth weight,
Discuss contraindications o and/or il )
breastfeeding In the United ; Ereastfgadmg more than one Ir;fant linical ¥ First Latch Module
States as well as commonly revention and management‘o comman clinical CoNCems | ., 4.1 time with a lactation
10 » Medical reasons for breast milk substitutes
e T EIL DG ) 7 Nulritional needs of breastfeeding women et L
for breastfeeding mothers and > B g v Review policies and
their Infants. reaslfeed!ng and birth control procedures
» Breastfeeding management when the mother is ill
> Medications and breastfeeding
» Contraindications to breastfeeding
Breast and Nipple Concerns
Describe interventions for breast | » Examination of the mother's breasts and nipples .
11 and nipple problems. » Engorgement, blocked ducts, and mastitis O ARSI
» Sore nipples
::deir;gflsiloi?zﬂtgg::epr;;déﬁa'li o If the Infant Cannot Feed at the Breast ¥ First Latch Madule
» Learning to hand express v Review palicies and
12 | of breast fed infanis according to > U
national and international . se of donor milk \ procgdure;. .
authorities > Feeding EBM to the infant v 1:1 time with Jactation
’ consultant
v First Latch Module
. Ongoing Support for Mothers ¥ Learn about breastfeeding
E{e:s ;Ig:nefs;e;m::?srr:gonents » Preparing a mother for discharge support group during
13 I et » Follow-up and support after discharge orientation
the early weeks 9 bey »  Protecting breastfeeding for employed women v San Diego Countly
' > Sustained breasifeeding beyond one year Breastfeeding Coalition
resource guide
Protecting Breastfeeding
> The effects of marketing on infant feeding praclices
» The Internationa! Code of Marketing of Breastmilk
Describe strategies that protect Substitutes ¥ First Latch Module
14 | breastfeeding as a public health | » How health care workers can protect families from v Review policies and
goal. marketing procedures
» How o respond to marketing practices
» Donor milk in emergency situations
» Therole of breastfeeding in emergencies
. Making Your Hospital or Birth Center Baby Friendly
Ldoe'&‘i’;:?;hi:i:;gﬁﬁ at';'_:lthe > The Ten Steps to Successful Breastfeeding
15 P 9 » Whal “Baby Friendly" practices are v First Latch Module

Ten Steps to Successful
Breastfeeding.

>

The process of becoming a “Baby Friendly” hospital or
birth center
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Baby Friendly Training Requirements

Position

Training Required

Registered Nurses

First Latch Module - BFHI General Healthcare: 15 hours

Lactation Consultants

First Latch Module — BFH| General Healthcare: 15 hours

Dietictans

First Latch Module — BFH! General Healthcare: 15 hours

Occupational Therapists

First Latch Module — BFHI General Healthcare: 15 hours

Pediatricians

First Latch Module — BFHI Provider Training: 3 hours

Neonatologists

First Latch Module — BFHI Provider Training: 3 hours

Obstetricians

First Latch Module — BFHI Provider Training: 3 hours

Anesthesiologists

First Latch Module — BFHI Provider Training: 3 hours

Midwives First Latch Module — BFHI Provider Training: 3 hours
PAs First Latch Module — BFHI Provider Training: 3 hours
NNPs First Latch Module — BFHI Provider Training: 3 hours
OB Techs First Latch Module ~ BFHI Ancillary Training: 3 hours

Advanced Care Technicians (ACT)

First Latch Module — BFHI Ancillary Training: 3 hours

Hearing Screeners

First Latch Module — BFHI Ancillary Training: 3 hours

Social Workers

First Latch Module — BFHI Ancillary Training: 3 hours

Environmental Services {EVS)

Review and sign Ten Steps for Successful Breastfeeding

Unit Secretaries

Review and sign Ten Steps for Successful Breastfeeding

Peri Operative Aides

Review and sign Ten Steps for Successful Breastfeeding

Birth Clerks

Review and sign Ten Steps for Successful Breastfeeding

Respiratory Therapists

Review and sign Ten Steps for Successful Breastfeeding

Case Managers

Review and sign Ten Steps for Successful Breastfeeding

Newborn Photographers

Review and sign Ten Steps for Successful Breastfeeding
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AbVANCED HEALTH CARE

FOR Y@U

Albuterol/lpratropium (Combivent Respimat}: Recommendation for
formulary restriction

Requestor: Oska Lawrence, PharmD
Declared conflicts of interest: None

Situation: Albuterol ipratropium (Combivent) is a combination long acting
antimuscarinic/beta agonist used for the chronic management of asthma and COPD

Background: Combivent is offered as a “respimat” inhaler device which administers a
fine mist that is inhaled twice daily. The medication may not be shared between patients
nor can it be sent home with the patient upon discharge.

Assessment:
» Each Combivent device costs $291

» A therapeutically equivalent medication, albuterolfipratropium nebulized solution
costs $0.29 per dose

+ The Pharmacy Service has recommended a revision to the Automatic
Therapeutic Interchange policy to permit the conversion of Combivent to an
equipotent dose of albuterol/ipratropium nebulized solution

* A conversion from Combivent to albuterol/ipratropium nebulized solution would
save TCMC approximately $12,000 annually

Recommendation(s):

s P&T Committee approved the Pharmacy Service recommendation that all orders
for Combivent be restricted to Pulmonologists only.

o Per this agreement, Pharmacy will not routinely stock this inhaler with the
understanding that therapy would be delayed until the next day when the
inhaler could be ordered and delivered. Nebulized albuterol/ipratropium
solution would be administered in the interim

* All other orders for Comibvent will be converted to an equivalent dose of
albuterolfipratropium nebulized solution as per the Automatic Therapeutic
Interchange Policy

e Both recommendations above were reviewed and agreed upon by Dr. Yamanaka
(Pulmonary) and Amy Waldrop (Manager, Respiratory Therapy)

4002 Vista Way, Oceanside, CA 92056 > {760) 724-8411
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| Bupropion SR-XL (Wellbutrin SRXL): Recommendation for formulary
removal

Requestor: Oska Lawrence, PharmbD
Declared conflicts of interest: None

Situation: Bupropion is an antidepressant indicated for the treatment of major
depressive disorder and smoking cessation assistance

Background: Bupropion is available as an immediate release tablet, a sustained-
release tablet, and as an extended-release tablet.

Assessment;
* Having two long-acting formulations (XL and SR) is not cost-effective and has
resulted in medication errors at TCMC

* Bupropion SR is less expensive than bupropion XL

« There is no therapeutic advantage in using one long-acting agent over the other.
In the outpatient setting, using the once-daily XL formulation may assist with
compliance

e The Pharmacy Service has recommended an update to the Automatic
Therapeutic Interchange policy which includes an automatic conversion from
bupropion XL to an equivalent daily dosage of bupropion SR

Recommendation(s):

* The P&T Committee approved the Pharmacy Service recommendation that all
strengths of bupropion XL be removed from the TCMC formulary at this time
given automatic conversion process to a therapeutic equivalent

* All future orders for bupropion XL will be converted to bupropion SR as per the
Automatic Therapeutic Interchange Policy
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251



- ADVANCED HEALTH CARE

N Tri-City Medical Center > YOU

Combivir (lamivudine and zidovudine) tablet: Recommendation for
formulary removal

Requestor: Manuel Escobar, PharmD
Declared conflicts of interest: None

Situation: Combivir (lamivudine and zidovudine) is a combination tablet that is no
longer commonly prescribed for the treatment of HIV-1 infection

Background: Combivir (lamivudine and zidovudine) is an oral HIV Nucleoside reverse
transcriptase inhibitor combination tablet used with other antiretroviral agents for the
treatment of HIV-1 infection. Other products in this class considered better tolerated are
available to replace Combivir (lamivudine and zidovudine).

Assessment: Combivir (lamivudine and zidovudine) is no longer commonly prescribed

for the treatment of HIV-1 infection given the availability of new options in this drug
class. TCMC formulary includes the individual components of this tabiet if needed.

Recommendation(s):

+ P&T Committee approved the Pharmacy and ID Service recommendation for
removal of Combivir (lamivudine and zidovudine) from the hospital formulary to
reduce drug costs and waste

4002 Vista Way, Oceanside, CA 82056 > (760) 724-8411
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Prezista (Darunavir): Recommendation for formulary addition

Requestor: Manuel Escobar, PharmD, Infectious Diseases Pharmacist

Declared conflicts of interest: None

Situation: Darunavir is an protease inhibitor

Background: Darunavir is FDA approved to be used in with other antiretroviral agents

for the treatment of HIV-1 infection in adults and pediatric patients 3 years of age or
older

Dosing Recommendations: Treatment-naive and treatment-experienced adult patients
with no darunavir resistance associated substitution: 800 mg taken with ritonavir 100 mg
once daily

Treatment-experienced adult patients with at least one darunavir resistance associated
substitution: 600 mg taken with ritonavir 100 mg twice daily

Assessment:

e Darunavir is a commonly prescribed anti-retroviral in the outpatient setting. In
order to provide continuity of care, the drug has been purchased for use
frequently on a non-formulary basis

» Efficacy has been demonstrated in treatment-naive and treatment experienced
patients receiving darunavir plus ritonavir in combination with
tenofovir/emtricitabine. '

* FDA Black Box warnings: None

» Costimpact: 600 mg & 800 mg tablets ($1,377 per #30 count bottle)

Recommendation(s):

+ The Pharmacy Service in cooperation with the ID Service recommended addition
of darunavir to the formulary with the following criteria for use:
o Restricted to patients already taking darunavir for continuity of outpatient
care during admission

o Restricted to ID physicians for new starts

e The P&T Committee approved the above recommendations and criteria for use.
Per discussion by Committee members, including Dr. Smith (Infectious
Diseases), darunavir would not be routinely stocked but ordered when needed
for qualifying patients.
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{ Droperidol Recommendation for formulary removal

Requestor: Oska Lawrence, PharmD
Declared conflicts of interest: None

Situation: Droperidol injection has been on continued shortage since 2015 and product
has never been available for purchase in that time. There are no plans from
manufacturers to resume production at this time

Background: Droperidol is an anesthetic adjunct and antiemetic.

Assessment:
¢ In 2015, Hospira cited lack of raw materials as the reason for the shortage

» Given the complete lack of product, even in small quantities it is unlikely that
droperidol will return to the market

* Due to its formulary status, droperidol is ordered with some regularity due to its
inclusion in Power Plans resulting in phone calls from Pharmacists to providers
requesting permission to discontinue the order. Nurses are also required to
conduct annual competency training on a droperidol standardized procedure for
which there is little benefit given the lack of drug availability.

Recommendation(s):

s The P&T Committee approved the Pharmacy Service recommendation that
droperidol be removed from the TCMC formulary due to current and anticipated
future unavailability. Formulary status may be reassessed at a future date if this
drug ever becomes available on the market again

4002 Vista Way, Oceanside, CA 92056 > (760) 724-8411
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Exparel (Iiposomal bupivacaine): Expansion of approved indication
and ordering privileges

Requestor: Dr. Seif/Dr. Gandhi
Declared conflicts of interest: None

Situation: Exparel is liposomal formulation of bupivacaine which is an amide-type
anesthetic.

Background: Exparel is a long-acting formulation of bupivacaine. Exparel is not
recommended for epidural, intrathecal, intravascular, or intra-articular administration.
Use for regional nerve blocks is also not recommended.

Exparel was approved by the P&T Committee in 2017 for use by CT Surgery during
VATS procedures to eliminate the need for epidural placements. No other indications or
provider groups have been approved to order this drug to date.

The Anesthesia and Surgery Services requested that liposomal Exparel be approved for
the indication of TAP (transverse abdominis plane) blocks in the setting of minimally
invasive robotic colorectal procedures. The request is part of more comprehensive
approach to pain management and quicker post-operative recovery being put together
by a collaborative group of physicians, nurses, and pharmacists (Peri-Surgical Home
Model).

Assessment:
* Exparel has established efficacy in a prospective randomized controlled trial and
a retrospective analysis when administered as a TAP block, reducing opioid use
and maintaining lower pain scores in the first 24-48 hours post-surgery

e Cost Impact
o Exparel 10 mL vial ($157), 20 mL vial ($315). Comparator arm is epidural
placement which is estimated at ~$400 per case

o Peri-Surgical Home Model pilot program estimates patients to be
discharged from the hospital 1-2 days earlier when compared against
current practice. A value estimated to $3,000 saved per admission-free
day

Recommendation(s):

* The P&T Committee approved the request to expand Exparel's approved
indications to include TAP block placement during minimally-invasive colorectal
surgery as part of the Peri-Surgical Home Model pilot program

+ Per the requestors, ordering privileges for this indication are to be restricted to
Dr. Fierer, Dr. Gandhi, and Dr. Hannah
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Fluticasone Inhaler (Flovent): Recommendation for formulary removal

Requestor: Oska Lawrence, PharmD
Declared conflicts of interest: None

Situation: Inhaled corticosteroids are used for the chronic management of asthma and
COPD

Background: Severai inhaled corticosteroids are currently on the TCMC formulary
including beclomethasone (QVAR) and two strengths of fluticasone (Flovent).

Assessment:
* |tis not cost effective to carry multiple inhaled corticosteroids on the formulary as
they are equally effective at equipotent doses
¢ Beclomethasone (QVAR) is currently the lowest cost option at $191 per inhaler
o Fluticasone 110 mcg is $217 per inhaler
* The Pharmacy Service has recommended a revision to the Automatic

Therapeutic Interchange policy to permit the conversion of all ordered inhaled
corticosteroids to an equipotent dose of inhaled beclomethasone

Recommendation(s):

¢ The P&T Committee approved the Pharmacy Service recommendation that
fluticasone inhalers be removed from the TCMC formulary at this time and that
beclomethasone remain as the formulary preferred product

« All future inpatient orders for fluticasone inhalers will be converted to an
equivalent dose of inhaled beclomethasone 40 mcg as per the Automatic
Therapeutic Interchange Policy

¢ All recommendations were reviewed and agreed upon by Dr. Yamanaka
(Pulmonary} and Amy Waldrop (Manager, Respiratory Therapy)

4002 Vista Way, Oceanside, CA 92056 > (760) 724-8411
256



_-—rm.d-ﬁ-. .-..-..——..-.r- _-.__ = 4

= ‘c ; ADVANCED HEALTH CARE

" Tr| Clty Medlcal Center y RYOU

'E"‘—"

Fluticasone/Salmeterol (Advair Diskus): Recommendation for
formulary removal

Requestor: Oska Lawrence, PharmD
Declared conflicts of interest: None

Situation: Fluticasone/salmeterol is a combination beta-agonist/inhaled corticosteroid
used for the chronic management of COPD and asthma.

Background: Fluticasone/salmeterol is supplied as a “diskus” device which dispenses
a dry powder that is inhaled twice daily. Devices may not be shared between patients
and may not be sent home with the patient upon discharge.

Assessment:
¢ Each fluticasone/salmeterol device costs approximately $130

s The Pharmacy Service has recommended an update to the Automatic
Therapeutic Interchange policy which includes an automatic conversion from
fluticasone/salmeterol to an equivalent daily dosage of budesonide/formoterol

(Symbicort)

¢ The estimated cost savings associated with a conversion of all
fluticasone/salmeterol patients to budesonide/formoterol is approximately
$49,000 annually

Recommendation(s):

* The P&T Committee approved the Pharmacy Service recommendation that all
strengths of fluticasone/salmetero! (100 mcg/50 mcg, 250 meg/50 meg, 500
mcg/50 mcg) be removed from the TCMC formulary at this time

s All future orders for fluticasone/salmeterol will be converted to
budesonidefformoterol as per the Automatic Therapeutic Interchange Policy

* All recommendations were reviewed and agreed upon by Dr. Yamanaka
(Pulmonary} and Amy Waldrop (Manager, Respiratory Therapy)
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Genvoya (emtricitabine, tenofovir, elvitegravir, cobicistat)
Recommendation for formulary addition

Requestor: Manuel Escobar, PharmD, Infectious Diseases Pharmacist
Declared conflicts of interest: None

Situation: Genvoya is a combination antiretroviral product consisting of 2 HIV
nucleoside reverse transcriptase inhibitors, a HIV integrase inhibitor, and a cytochrome
P450 inhibitor.

Background: Genvoya is a complete regimen for treatment of HIV-1 infection for adults
and pediatric patients (at least 25 kg) who are treatment-naive or to replace a current,
stable (meaning the patient had been taking the regimen for at least 6 months)
antiretroviral regimen in a virologically-suppressed patient (HIV-1 RNA less than 50
copies per milliliter) without a history of treatment failure or mutations that confer
resistance to any of the individual agents of Genvoya.

Dose: 1 tablet PO daily with food

Assessment:

» Combination HIV anti-retroviral treatment has become a more standardized
approach to treatment in the community. When patients prescribed these
medications are admitted to the hospital, it is not possible to substitute with
alternative agents

« FDA Black Box warnings: Genvoya has a boxed warning for severe, acute
exacerbations of hepatitis B. This risk is for patients co-infected with both HIV
and hepatitis B and applies if they discontinue products containing emtricitabine
and tenofovir (either tenofovir disoproxil fumarate (TDF) or tenofovir
alafenamide).

e Cost impact: $2,591 for #30 count bottie

Recommendation(s):

* The Pharmacy Service in cooperation with the 1D Service recommended addition
of Genvoya to the formulary with the following criteria for use:
o Restricted to patients already taking Genvoya (or comparable agent
Stribild) for continuity of outpatient care during admission

o Restricted to ID physicians for new starts

¢ The P&T Committee approved the above recommendations and criteria for use.
Per discussion by Committee members, including Dr. Smith (Infectious
Diseases), Genvoya would not be routinely stocked but ordered when needed for
qualifying patients.
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Ipratropium Metered Dose Inhaler (Atrovent): Recommendation for
formulary restriction

Requestor: Oska Lawrence, PharmD
Declared conflicts of interest: None

Situation: ipratropium is a short-acting antimuscarinic used for the chronic
management of COPD and asthma exacerbations

Background: Ipratropium is offered as a metered dose inhaler (MD!) device which
administers a fine mist that is inhaled up to 12 times daily. The medication may not be
shared between patients nor can it be sent home with the patient upon discharge.

Assessment:
o FEach ipratropium MD! costs $338

» A therapeutically equivalent medication, ipratropium 0.02% nebulized solution
costs $0.13 per dose

¢ The Pharmacy Service has recommended a revision to the Automatic
Therapeutic Interchange policy to permit the conversion of ipratropium MDI to an
equipotent dose of ipratropium 0.02% nebulized solution

» A conversion from ipratropium MD! to ipratropium nebulized solution would save
TCMC approximately $9,400 annually

Recommendation(s):

« The P&T Committee approved the Pharmacy Service recommendation that all
orders for Atrovent be restricted to Pulmonologists only.

o Per this agreement, Pharmacy will not routinely stock this inhaler with the
understanding that therapy would be delayed until the next day when the
inhaler could be ordered and delivered. Nebulized ipratropium solution
would be administered in the interim

¢ All other orders for Atrovent will be converted to an equivalent dose of
ipratropium nebulized solution as per the Automatic Therapeutic Interchange
Policy

e Both recommendations above were reviewed and agreed upon by Dr. Yamanaka
(Pulmonary) and Amy Waldrop (Manager, Respiratory Therapy)
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Lansoprazole solu-tab: Recommendation for formulary removal

Requestor: Oska Lawrence, PharmD
Declared conflicts of interest: None

Situation: Lansoprazole solu-tabs are no longer on contract through the hospital GPO
Vizient and now costs $130 per tablet

Background: Lansoprazole is a proton pump inhibitor (PPI). The solu-tab formulation
was added to the formulary in an effort to reduce drug costs by converting patients on
intravenous pantoprazole to an oral formulation which could be administered via gastric
tube. Oral pantoprazole is not an option for gastric tube administration as it cannot be

crushed.

Assessment:
« [ntravenous pantoprazole costs $3 for a standard 40 mg dose. The conversion
from IV pantoprazole to lansoprazole solu-tab via gastric tube is no longer a cost
effective process

* There is no therapeutic advantage to converting patients from IV pantoprazole to
an oral PPI. The only benefit was cost, therefore it is appropriate to delay any
conversion until the patient can tolerate oral pantoprazole given PP| therapy is
still warranted

« >90% of orders for lansoprazole were placed by Pharmacists as part of the
Automatic IV to PO policy in an effort to reduce drug costs in qualifying patients

Recommendation(s):

* The P&T Commitiee approved the Pharmacy Service recommendation that
lansoprazole solu-tabs be removed from the TCMC formulary due to current and

anticipated future unavailability

+ The P&T Committee approved the Pharmacy Service recommendation to work
on amending the Pharmacy Automatic IV to PO protocol to remove the
recommended conversion from IV pantoprazole or PO lansoprazole solu-tabs

4002 Vista Way, Oceanside, CA 92056 > (760) 724-8411
260



._ AbVANCED HEALTH CARE

Tri-City Medical Center o YOU

Medium Chain Triglycerides: Recommendation for formulary removal

Requestor: Oska Lawrence, PharmD
Declared conflicts of interest: None

Situation: Medium chain triglyceride (MCT) oil is a nutritional supplement. It has not
been ordered/dispensed in over 3 years

Background: MCT oil was primarily utilized by neonatologists as a nutritional
supplement in the NICU population

Assessment:
e Dr. Movahhedian (Chief, Neonatology) has indicated that this supplement is not
currently needed given other nutritional supplements on formulary
s Current supply currently expires on the shelf on a routine basis ($65/bottle)

Recommendation(s):

¢ The P&T Committee approved the Pharmacy Service recommendation that MCT
oil be removed from the TCMC formulary at this time
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Mepivacaine Recommendation for formulary removal

Requestor: Oska Lawrence, PharmbD
Declared conflicts of interest: None
Situation: A substantial supply of mepivacaine expired in late 2017.

Background: Mepivacaine is an amide anesthetic used as a nerve block for pain
procedures

Assessment:
+ Mepivacaine 1.5% (30 mL) vials and mepivacine 3% (1.7 mL cartridges) are on

the TCMC formulary

» Neither product has been dispensed for at least 2 years and were stocked only in
the Surgery department

* The Anesthesia Service acknowledged that the product is not necessary for daily
patient care and feels that it could be removed from the formulary

Recommendation(s):

 The P&T Committee approved the Pharmacy Service recommendation that
mepivacaine in all strengths and formulations be removed from the TCMC
formulary due to lack of use and agreement from the Anesthesia Service
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Nitroglycerin 0.3 mg/0.6 mg tablets: Recommendation for formulary
removal

Requestor: Oska Lawrence, PharmD
Declared conflicts of interest: None

Situation: Nitroglycerin sublingual tablets are currently stocked in three strengths: 0.3
mg, 0.4 mg, 0.6 mg

Background: When nitroglycerin was historically added to the TCMC formulary, no
stipulation was made on the specific doses that would be stocked

Assessment:
» Nitroglycerin 0.4 mg is the gold standard dose for this medication when
administered sublingually

» Nitroglycerin 0.3 mg and 0.6 mg tablets routinely expire on the shelf due to non-
use

Recommendation(s):

» The P&T Committee approved the Pharmacy Service recommendation that
nitroglycerin 0.3 mg and 0.6 mg sublingual tablets be removed from the TCMC
formulary at this time

¢ Sublingual nitroglycerin 0.4 mg tablets remain available for use on the formulary
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(. Nitroglycerin 0.4 mg Spray: Recommendation for formulary removal

Requestor: Oska Lawrence, PharmD
Declared conflicts of interest: None

Situation: Nitroglycerin spray has increased in price to $100 per bottle. For regulatory
~ reasons, bottles cannot be shared between patients

Background: Nitroglycerin spray is stocked in STEMI kits, ED, and Cath Lab
Assessment:

¢ Nitroglycerin when administered as a spray has no documented clinical
advantage when compared to the standard sublingual tablet

* The use of sublingual tablets is the gold standard in ambulatory and emergency
settings and is often the only formulation carried by most hospitals

» Nitroglycerin 0.4 mg tablets cost $0.28 each

» The Cardiology Service and Emergency Department where this formulation is
used supported this formulary recommendation

Recommendation(s):

¢ The P&T Commitiee approved the Pharmacy Service recommendation that
nitroglycerin 0.4 mg spray be removed from the TCMC formulary at this time

e Sublingual nitroglycerin 0.4 mg tablets remain available for use on the formulary
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Raltegravir (Isentress) tablet: Recommendation for formulary removal

Requestor: Manuel Escobar, PharmD
Declared conflicts of interest: None

Situation: Dolutegravir (Tivicay) has been recommended for addition to the formulary
as the preferred integrase inhibitor and in place of raltegravir (Isentress).

Background: Railtegravir is an oral HIV integrase inhibitor used in combination with
other antiretroviral agents for the treatment of HIV-1 infection.

Assessment: Dolutegravir has demonstrated non inferiority to raltegravir and is
increasingly being used as the preferred integrase inhibitor in the outpatient setting.

Recommendation(s):

¢ Given the recommendation to add dolutegravir (Tivicay) as the preferred
integrase inhibitor, the P&T Committee approved the Pharmacy Service
recommendation to remove raltegravir (Isentress) from the hospital formulary

4002 Vista Way, Oceanside, CA 92056 > (760) 724-8411
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Salmeterol (Serevent) Recommendation for formulary restriction

Requestor: Oska Lawrence, PharmD
Declared conflicts of interest: None

Situation: Salmeterol is a long acting beta agonist indicated for the chronic
management of COPD and asthma

Background: Salmeterol is offered as a “diskus” device which administers a powder
that is inhaled twice daily. The medication may not be shared between patients nor can
it be sent home with the patient upon discharge.

Assessment:

¢ Each salmeterol device costs $206

¢ A therapeutically equivalent medication, formoterol nebuiized solution costs $4
each

¢ The Pharmacy Service has recommended a revision to the Automatic
Therapeutic Interchange policy to permit the conversion of salmeterol to an
equipotent dose of formoterol nebulized solution

* A conversion from salmeterol to formoterol nebulized sclution would save TCMC
approximately $1000 annually

Recommendation(s):

» The P&T Committee approved the Pharmacy Service recommendation that all
orders for salmeterol inhalers be restricted to Pulmonologists only.

o Per this agreement, Pharmacy will not routinely stock this inhaler with the
understanding that therapy would be delayed until the next day when the
inhaler could be ordered and delivered. Nebulized formoterol solution
would be administered in the interim

» All other orders for saimeterol inhalers will be converted to an equivaient dose of
formoterol nebulized solution as per the Automatic Therapeutic Interchange
policy pending P&T approval

» Both recommendations above were reviewed and agreed upon by Dr. Yamanaka
(Pulmonary) and Amy Waldrop (Manager, Respiratory Therapy)
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Tivicay (dolutegravir): Recommendation for formulary addition

P

Requestor: Manuel Escobar, PharmD, Infectious Diseases Pharmacist

Declared conflicts of interest: None

Situation: Tivicay is an HIV integrase inhibitor

Background: Tivicay is approved to be used in combination with other antiretroviral
agents for the treatment of HIV-1 infection in adults and pediatric patients weighing at

least 30 kg

Dose: Treatment-naive or treatment-experienced but integrase strand inhibitor-naive: 50
mg orally once daily

Integrase strand inhibitor (INSTI)-experienced with known or suspected INSTI-
associated resistance: 50 mg orally twice daily

Assessment:

* In clinical trials, Tivicay has demonstrated efficacy in combination with an
effective background regimen in treatment naive and antiretroviral-experienced
HIV infection

» FDA Black Box warnings: None

« Cost impact: $1,444 for #30 count bottle

Recommendation(s):

¢ The Pharmacy Service in cooperation with the ID Service recommended addition
of Tivicay to the formulary with the following criteria for use:
o Restricted to patients already taking Tivicay for continuity of outpatient
care during admission

o Restricted to ID physicians for new starts

¢ The P&T Committee approved the above recommendations and criteria for use.
Per discussion by Committee members, including Dr. Smith (Infectious
Diseases), Tivicay would not be routinely stocked but ordered when needed for
qualifying patients.
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Verapamil Sustained Release (Calan SR): Recommendation for
formulary removal

Requestor: Oska Lawrence, PharmD
Declared conflicts of interest: None

Situation: Verapamil is a non-dihydropyridine type calcium channel blocker with
vasodilating and negative chronotropic effects. It is used for the management of
hypertension, PSVT, and atrial fibrillation/flutter.

Background: Verapamil is offered as an immediate release, sustained-release, and
extended release product. Currently all three formulations are on the TCMC formulary.

Assessment:
e The availability of multiple long-acting preparations of verapamil is not cost
efficient and has resulted in medication errors

» The various long-acting verapamil preparations are considered clinically identical
in efficacy

» The Pharmacy Service is recommending a revision to the Automatic Therapeutic
Interchange policy in which orders for verapamil sustained-release (Calan
SR/Isoptin SR) would be converted to an equivalent dose of verapamil extended
release (Verelan ER)

Recommendation(s):

* The P&T Committee approved the Pharmacy Service recommendation that all
strengths of verapamil sustained-release (Calan SR/Isoptin SR) be removed from
the TCMC formulary at this time given conversion to therapeutically equivalent
product is possible

« All future orders for verapamil sustained-release (Calan SR/Isoptin SR) will be
converted to an equivalent dose of verapamil extended release (Verelan ER)
as per the Automatic Therapeutic Interchange Policy
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Tri-City i ical Center
Audit, Compliance & Ethics Committee
April 18, 2018
Assembly Room 1
8:30 a.m-10:30 a. m.

Members Present: Director Larry W. Schallock({Chair); Director James Dagostino; Dlrec ’ :34 l_ e Nygaard Kathryn Fitzwilliam, Community
Member; Leslie Schwartz, Community Member o

Non-Voting Members:  Steve Dietlin (CEO); Scott Livingstone, COO; Ray Rivas, CF

Others Present:,

Absent:

Action Person(s)
Recommendations/ Responsible
Conclusions

1. Call to Order

2. Approval of Agenda "Agenda approved.

3. Comments by members of the X
public and committee members @
on any item of interest to the
public before Committee’s
consideration of the item . .ome.

+h

Elini

4. Ratification of mlnutes-— It'was moved‘B"’ZMr Leslie Schwartz and seconded Minutes ratified.
January 18, 2018 .r* o DtrectoFBagostl ojto approve the minutes of January
: ~“_ 3 18, 2018;§Q§hpresented The motion passed
L unammous‘lyaa b j B
5. Old Business . | Mr.Ray Rivas; CFO reported at the committee’s last Recommendation to be Mr. Rivas
a) Discussion regarding FY201 8- meeting he Was dlrected to obtain a proposal from Moss sent to the Board of
Financial Statement Audit % |'Adams to conduct the FY2018 Financial Statement Audit Directors to approve the
| Proposal B aﬁ‘d if thej oame back with little to no increase the Fiscal Year 2018 Financial

“_:,..;.“. 2{ ?
. i

(] e
SAudit, Compliance & Ethics Committee April 19, 2018




Action Person(s)
Discussion Recommendations/ Responsible
Conclusions

6. New Business

a) Administrative Policies &
Procedures:

1) Fraud Recognition Response
#395

2) Hospital Issued Notice of Non-
coverage of Medicare-
Covered Services (HINN) #398

3) Important Message from
Medicare & Notification ofi7"
Hospital Discharge AgpeaLz_u
Rights - #392 -

4) Medical D|reclo113!}4[;)&,5%f #572

5} Monitoring Compliance —
Auditing & Repo ng;,Annua!
Compliance Wark Plan 2#552

6) Moanitoring Compllancaa
Auditing & Repaorting - *a;%i i,
Compliance Reviews and
Audits - #553

7) Physician & Allied Health
Professional Service Contracls
- #580

8) Sales of Items or Services to

.{'

™~
Audit, Compliance & Ethics Committee

o aA gotnce of an—overage of Medicare Covered Services

committee would consider engaging them to perform the
Audit. Mr. Rivas reviewed the fees which reflected an _
overall decrease from FY2017 of $3,500. Discussiong
held regardmg the Single Audit Report whlch Isa

some work involved in preparmg the Slngle 5
Adams must also attest to its validity. It was ted that
there was a switch in audlt partners Ias ea yearand it is a good

FY2018 Financial Stateme ent Audit Proposalia
presented. The motaonfpgsed unanimously’
2 .

‘Staterent Audit Proposal
has presented.

o T, ;\{t
\ regard tt:%‘?lg‘raud Recogn” on

1) Wit
wasf{fecommended tl'iﬁt"the acronymj IM (Health
ifarm

atlon Management) be spelled' dggor clarity. It was
0

aIsovsuggested thes olicy prefix ": _truck throughout

that Mr. Cruz is both
icer and Prlvacy Officer and whether
icy, should be amended to reflect that.

ID-'\-!'\-\,'

pollcy

3)“'Theremrere no modifications to the Important Message

from ‘Medicare & Notlﬁcatlon of Hospital Discharge Appeal

2
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Discussion

Action

Conclusions

Recommendations/

I

Person(s)
Responsible

2

Physicians and Other
Potential Referral Sources -
#575

";fhysrmans nda@ther Potential Re erl Sources policy.
‘Mqiﬁﬂzmgstong&s‘tated older type equipment that the hospital

i -th was move _._'by Director Dagostino and seconded by
" Mr. Leslie'Schwartz to recommend approval of the

Rights policy.

Allied Health Professional Service Contracts pollcyiwe
discussed simultaneously. Mr. Schwartz questig eﬁﬁ:
need for two separate policies. Mr. Cruz explajned that the
agreements for a Medical Directorship anngghy sician
Contract are two different types of agreeffi 20ts. Mr.

Physician contract. Director Nygaard questioned if 1;, s
a mechanism in place to evaluate the resu the 4
Directorships. Mr. Livingstane stated there is'ap eValuation
tool that is being rolled es‘l',loned if
the physician needs to bef “14;\ as a Medical
Director. Mr. Livingstone confimeadt 3¢

ntmed ‘_, sician mus
on staff which is identified in‘he, Medlcal

e,

e Audltlg

Complian 1&Reporting 3 mpllance Revnews
and?Audits policy wererolled into on pollcy and describes
r@i:&le of the Chief

hﬁx

ownsggths replam g would be an example it was

compllanc.s:ggiglzlft(l;i this policy.” A typo was noted on page 48
(strike the dupltcate phrase any other”).

Admlnlstfati\}e Policies & Procedures with amendments
as"'deé”énbed The motion passed unanimously.

prs

udit, Cofﬁpliance & Ethics Committee

Recommendation to be
sent to the Board of
Directors to approve
Administrative Policies

with amendments as

described; items to be added

Ms. Donnellan

April 18, 2018
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Action
Recommendations/
Conclusions

Discussion

Person(s)
Responsible

Ms. Guerra left the meeting at 9:00 a.m. o Board Agenda and

b) Chief Compliance Officer Report
1) Dashboard Update
2) Work Plan Update
3) Government Audit Trends

> Teleheagh & Telemedicine.
il .f”}',‘.:
-,'.__,Ms Fitzwilliar "'fquestloned how contracted staff is educated

, included in agenda packet.

Mr. Carlos Cruz, CCO presented a Compliance Prg
report reviewing the following:

> Compliance Program Marketing &
s “Meet and Greets” with ..
s Staff Roundlng g

five principles RIGHT. \
= Newsletter on the five W's ofith

Program whi

the comp iane

- , g staff
' lcaresa

ved oV %;l on clalr&@r proper
nent .??'

¥ on investment
016 $3.3 billion in payment recoveries

AT

@Efoid Fr dand Abuse
> StaﬁqeLawlAn 1K <back Statute
> EHR}?‘giated Fratidh and Abuse (Meaningful Use

Attestations)

.....

mp]iarjce Mr. Cruz stated vendors are required to
foflow ou}ﬁpohcues and procedures and are held to the same
standard as an employee.

audit, Compliance & Ethics Committee

Ms. Donnellan

April 18,2018




Action Person(s)
Discussion Recommendations/ Responsible
Conclusions

Chairman SEti“alIock complemented Mr. Cruz on his
thorough and: pgs}ofessmnal presentation.

There was extensive discussion on Opioid use and steps
the hospital is taking to monitor Opioid fraud and abuse
Cruz stated monthly audits are performed and we are: :
working diligently with the Pyxis system, ensunng t
system is locked down following use.

Mr. Cruz discussed the TCHD Compliancg{Prog
Dashboard which mirrors the plan and fgllows
Elements of an Effective Compliance:Prog

Policies & Procedures
Standards of Conduct
Trammg and Educhn

: Compllance ij‘?m‘ﬁram Marketl.
ompllanceﬁfégram Overs:gh ~-: X

of Communication
cy and Security
9.\" atlona _- ort

i&ﬁaﬂ

i,
A

7. Motion to go into Closed Sessmn

:It was movecj’by Ms. Fitzwilliam and seconded by
Blr,ector D%a&gostlno to go into closed session at 9:30

.ﬁ'

jmThéi"motlon passed unanimously.
i _?.'_5‘??{,:-?_1

11. Open Session

™~
Rudit, Compliance & Ethics Committee

The committee returned to open session at 9:45 a.m. with

5
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Action
Recommendations/

Discussion

Conclusions

Person(s)
Responsible

attendance as previously noted.

12. Report from Chairperson on an
any action taken in Closed
Session
(Authority: Government Code,
Section 54957 1)

Chairperson Schallock reported no action was takend
closed session.

13. Comments from Committee
Members

There were no comments from mem

14, Committee Openings

None

There are no committee openings

15. Date of Next Meeting

16. Adjournment

nded the May ma
"'_"'_ of.the July 19" miee

The Committee’s next
meeting is scheduled for
July 19, 2018.

r
JAudit, Compliance & Ethics Committee

April 18, 2018
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2 Tri-City Medical Center

AIVArNCE

AUDIT COMPLIANCE AND ETHICS COMMITTEE
April 19'", 2018

Administrative Policies & Procedures | Policy # Reason Recommendations
. . Forward To BOD For
1. Fraud Recognition Response 395 3 year r;\:;er\:v,epractlce Approval
9 with Revisions
2. Hospital Issued Notice of Forward To BOD For
Noncoverage of Medicare- 398 NEW Approval
Covered Services (HINN) with Revisions
3. Important Message From . :
Medicare and Notification of 392 ALl rsr\:gar\:v,epractlce Foma;fl T'%E’a?D For
Hospital Discharge Appeal Rights 9 PP
. . . . Forward To BOD For
4. Medical Directorships 572 practice change Approval
5. Monitoring Compliance - Auditing . .
& Reporting - Annual Compliance 552 Sl rgr:;er\:v,epractlce FonNaLd T::)\?EEIDD el
Workplan 9 pp
6. Monitoring Compliance Auditing
and Reporting - Compliance 553 DELETE Fonma;\d T%\?;D el
Reviews and Audits PP
7. Physician and Allied Health 580 3 year review, practice Forward To BOD For
Professional Service Contracts change Approval
8. Sales of ltems or Services to . . Forward To BOD For
Physicians and Other Potential 575 | dvear review, praciice Approval
Referral Sources 9 with Revisions
4002 W Vieta ‘Way, Craanmde, Ua 2058 4504 7040 724 041y
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@Tri-City Health Care District
Oceanside, California

Administrative Policy
Patient Care

ISSUE DATE: 03111 SUBJECT: Fraud Recognition and Response
REVISION DATE: POLICY NUMBER: 8610-395

Department Approval: 01/18

Administrative Policies & Procedures Committee Approval: 04+4401/18

Organization Compliance Committee: 02/18

Medical Executive Committee Approval: 82440318

Audit, Compliance and Ethics Committee: 04/18

Board of Directors Approval: 03111

A. PURPOSE:
To describe the measures to be followed when health care is obtained under a fictitious name or in
another person’s name. This includes situations when a person intentionally misrepresents
himself/herself and when a person gives his/her real name, but the hospita! or other facility accesses
the wrong medical record so that the medical records of two patients are commingled.

B. DEFINITION(S):

1. Identity tTheft:-means the act of: knowingly obtaining, possessing, buying, or using, the
personal identifying information of another:

a. -tH-with the intent to commit any unlawful act including, but not limited to, obtaining or
attempting to obtain credit, goods, services or medical information in the name of such
other person; and

b. £2Harwithout the consent of such other person: or fs}-without the lawful authority to
obtain, possess, buy or use such identifying information.

2. Theft of Services:

a. -means-(H-intentionally obtaining services by deception, fraud, coercion, false
pretense or any other means to avoid payment for the services; and

+b. {2} having control over the disposition of services to others, knowingly diverts
those services to the person’s own benefit or to the benefit of another not entitled
thereto.

C. POLICY:
Tri-City Healthcare District (TCHD) strives to prevent the intentional or inadvertent misuse of patient
names, identities, and medical records; to report criminal activity relating to identity theft and theft of
services to appropriate authorities; and to take steps to correct and/or prevent further harm to any
person whose name or other identifying information is used unlawfully or inappropriately.

D. PROCEDURE:
1. Regquest-ldentification at Registration/ilntake pPoints - Hospital emergency department and all

other registration/intake areas-staff should request, review and include in each patient's file a
copy of the patients photo identification (ID) issued by a local, state, or federal government
agency (i.e., driver's license, passport, military ID, etc.). In the event the patient does not have a
photo ID, ask for two forms of non-photo ID, one of which has been issued by a state or federal
agency (i.e., Social Security card and utility bill or company or school ID). When the patient is
under 18 or if the patient is unable due to their condition to produce ID, the responsible party's
ID shall be requested.
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2.

ldentification at Subsequent Patient Visits - Each time a patient visits, TCHD staff should
check whether the ID provided is valid, and matches any photo in the patient's medical record to
the ID provided for visit. During the registration process, if an identity alert flag appears in the
TCHD Master Patient Index (MPI), the staff member should call the Registration Supervisor.
a. Special Considerations:

i. Emergency Care - no delay. Providing ID is not a condition for obtaining
emergency care. The process of confirming a patient’s identity must never delay
the provision of an appropriate medical screening examination or necessary
stabilizing treatment for emergency medical conditions.

ii. Responding to Questions — If asked the reason for the identifying procedures,
TCHD staff should explain that the procedures are =for patient protection to
prevent identity theft and theft of services.2

Refusal to Provide or Lack of ID — No one should be refused care because they do not have
acceptabie ID WIth them Patlents should be asked to bnng approprlate documents to thelr next

Signs of Possnble Identlfy Theft Employees should be alert for cases of possnble |dent|ty theft

Potential signs of identity theft include, but are not limited to, the following: (refer to

Administrative Policy: Identity Theft [Red Flag Rules] 596):

a. Any patient appearing and giving an identity that has been flagged in TCHD’s MPI or

Identity Theft Database.

A patient providing photo ID that does not match patient.

A patient giving a Social Security number different than one used on a previous visit.

A patient giving information that conflicts with information in the patient's file or received

from third parties, such as insurance companies.

e. Family members/friends calling the patient by a name different than that provided by the
patient at registration.

FeHBAdministrative Policy: Identity Theft {Red Flag Rules) 8640-596 sets forth the TCHD

Identity Theft Prevention Program (ITPP).

Identity Theft Investigation/Follow-Up:

a. If anemployee TCHD staff member reasonably believes identity theft has occurred or
may be occurring, he/she must immediately notify the Registration Supervisor. The
Reglstratlon Supervnsor will notlfy the Chief Compliance and Privacy Officer. FEMG-will

oo

4-b. When Identity Theft is alleged by a Patient Advuse the patient to report the identity theft
incident to law enforcement and to the Federal Trade Commission (FTC) and complete
the Identity theft report. A unique number will be generated to track this report. Use of
these two reports should substantiate that identity theft did in fact occur. Once the
identity theft allegation is supported by an FTC Identity report, the facility must flag the
account of the patient alleging identity theft so that medical personnel are alert to the
issue that the medical record may contain inaccurate information about the patient.

a-c. When Ildentity Theft Occurs — A person obtains or uses the personal identifying
information of another to obtain (or to attempt to obtain) medical services or information
in the name of such other person, TCMGHD will take the following steps:

i. Notifications — When identity theft is reasonably suspected or is known o have
occurred as soon as possible, report the theft to the Compliance Officer. The
Compliance Officer will make decisions on the findings, external reporting law
enforcement agency and make necessary notifications.

1. Reporting Medicaid Fraud —f Medicaid fraud (i.e., a patient uses another
person’s Medicaid information to obtain medical care), the fraud must be
reporied immediately to the Medicaid CIG at 800-447-8477.

2. Mail theft — For incidents involving mail theft, the United States Postal
Inspection Service will be contacted.
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3. Security Breach — If the identity theft involves unauthorized access of
unencrypted computerized data would permit access to an individual's
financial account, the Compliance Officer will direct reporting in
accordance with California laws to any resident of California whose
unencrypted personal information was or is reasonably believed to have
been acquired by an unauthorized person. Such reporting will be made in
the most expedient time possible and without unreasonable delay,
consistent with the legitimate needs of law enforcement.

Accounts on Hold — The Director of Patient Financial Services will put all patient
accounts affected by the suspected identity theft on hold pending the outcome of the
investigation.

Reporting of Identity tTheft -Victims of identity theft should be encouraged to cooperate
with law enforcement in identifying and prosecuting the suspected identity thief. They
also should report the theft to the FTC using the link

provided hitps://www.identitytheft.gov. The FTC process for helping victims of identity
theft.

Correcting medical and payment records - -efHdentity-thefi-vistims—If a case of identity
theft is confi rmed aﬂer appropnate mvestlgat:on and review, TCMGHD will ensure ard

i. -(-1-)-Inaccurate health mformatlon is not madvertently relied upon in treating a
patient.;

ii. 2}a-Patient or a third-party payer is not billed for services the patient did not
receive—and-3}-.

eili. PHI is protected from inappropriate disclosure, patient medical and payment
records must be corrected when a case of identity theft occurs.

1. Medical records - {The Health Information Management {(HIM)
department will make appropriate corrections to the patient's medical
record. Corrections shall be made in accordance with FGMG Medical
Record Policy: Making Corrections to Supplemental Dictionary Policy
and FoMGHIRAAAdDmiInistrative Policy:; Amendment of Protected
Health Information 520. A detailed explanation of the corrections shall be
generated by the entity and verified by the patient. Pursuant to
Administrative Policy: Amendment of Protected Health Information
520TCHD-HIRAARolisy, the HIM department may need to send
amended information to persons who have received incorrect or
incomplete information. The HIM department shall remove all related
documents from Cerner and make replacements with appropriately
revised documents. The patient’s verification of the corrected medical
record shall be documented and included as part of the case file
forwarded to the Compliance Officer.

i=2.  Payment records - The billing department will make appropriate
corrections to the patient’s billing information, inform and provide
documentation to any third-party payer affected by the adjustments, and
make any necessary repayments to ensure that the patient and the payer
pay only for services actually provided to the patient. Corrections shail be
made in accordance with TCMGHD billing record corrections policy. A
detailed explanation of the corrections shall be generated by the entity
and verified by the patient. The patient’s verification of the corrected
billing records shall be documented and included as part of the case file
forwarded to the Compliance Officer.

#3. Flagging - The Registration Supervisor will add an MPi Alert Flag of
“Identity issue/call Security” to each MPI record affected by the identity
theft event.
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e:g.

£h.

&,

iv4. Release of Hold - The Registration Supervisor will verify that all
demographic and insurance information is correct after the visit is
transferred to the appropriate MPI record. Once all medical and billing
records have been corrected, Patient Financial Services Director will
release the bill hold and bill appropriately.

Asmstlng Identity Theft Victims:

i. Copies of Recards on Written Request — Identity theft victims are entitled to
obtain a copy of the billing and medical record relating to the identity theft free of
charge. The facility must provide these records within thirty (30} days of receipt
of the victim's written request. The facility also must provide these records to any
law enforcement agency which the victim authorizes. Document receipt of and
copy all such information. The facility may refuse to provide business transaction
records if the facility determines in good faith that:

1. HHhe true identity of the person asking for the information cannot be
verified;

2, £2}-the request for the information is based on a misrepresentation; or

3.  {3)state or federal law prohibits the facility from disclosing such
information.

ii. Mitigation — The hospital should mitigate, to the extent practicable, any harmful
effect that is known as a result of unlawful use or disclosure of protected health
information (PHI) in connection with a case of identity theft.

Recoveries from Suspect — If known, the hospital may bill the identity theft suspect for

unlawfully obtained services. Gensult-with-+The Chief Compliance Officer should be

consulted for further guidance.

Accounting for Disclosures — The entity's Privacy Officer should determine whether, as

result of identity theft, PHI was inappropriately disclosed. If PHI was inappropriately

disclosed, the entity’s HIM department must account for such disclosures in accordance
with the FGHB-HIRAAAdministrative Policy:; Accounting ferof Disclosures of

Protected Health Information (PHI) 528.

When Patient Misidentification Occurs - If it is determined that patient misidentification, has
occurred (for example, when a patient gives his or her real name, but the incorrect medical
record is pulled up and the medical information of two patients is subsequently intermingled),
the hospital shall take the following steps:

a.

Notifications — When patient misidentification has occurred, notify the appropriate
Director' needed to remedy the situation. For example: Privacy Officer, HIM Director,
Patient Financial Services Director, and the Compliance Officer. The Compliance Officer
will review and make decisions on the findings and make all external reporting and
notification decisions.

Accounts on Hold - The Patient Financial Services Director will put all patient accounts

affected by the patient misidentification on hold pending the outcome of the

investigation.

Notifying Affected Patients - Directed by the Chief Compliance Officer, notify— Patients

affected by the misidentification.

Correcting Medical and Payment Records- Patient medical and payment records must

be corrected when a case of patient misidentification occurs.

i. Medical Records - the HIM department will make appropriate corrections to the
patient’s medical record. Corrections shall be made in accordance with FGMG
Patient Care Services Policy: Medical Record, Making Corrections to
Documentation pelisyProcedure and FoMG-HIRAA Administrative Policy:;
Amendment of Protected Health Information 520, A detailed explanation of the
corrections shall be generated by the entity and verified by the patient. Pursuant
to FSHB-HRAA-policy, the HIM department may need to send amended
information to persons who have received in correct or incomplete information.
The HIM department shall remove all related documents from Cerner and make
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replacements with appropriately revised documents. The patient's verification of
the corrected medical record shall be documented and included as part of the
case file forwarded to the Chief Compliance Officer

. Payment Records — the billing department will make appropriate corrections to
the patient’s billing information, inform and provide documentation to any third-
party payer affected by the adjustments, and make any necessary repayments to
ensure that the patient and the payer pay only for services actually provided to
the patient. Corrections shall be made in accordance with TCMGHD billing record
corrections policy. A detailed explanation of the corrections shall be generated by
the entity and verified by the patient. The patient's verification of the corrected
billing records shall be documented and included as part of the case file
forwarded to the Compliance Officer.

il -Release of Hold — The Registration Supervisor will verify that all demographic
and insurance information is correct after the visit is transferred to the
appropriate record. Once all medical and billing records have been corrected,
Patient Financial Services Director will release the bill hold and bill appropriately.

e. Accounting for Disclosures — The entity's Privacy Officer should determine whether PHI
was inappropriately disclosed. If PHI was inappropriately disclosed, the HIM department
must account for such disclosures in accordance with AdministrativeTCHB-HIRAA

Policy:; Accounting for Disclosures of Protected Health Information (PHI) 528.

bf.

E. EXTERNAL LINK(S):
e-1. Federal Trade Commission: https://www.identitytheft.gov

F. RELATED DOCUMENT(S):

1. Administrative Policy: Accounting of Disclosures of Protected Health Information (PHI)
528

Administrative Policy: Amendment of Protected Health Information 520

Administrative Policy: Identity Theft (Red Flag Rule) 596

Medical Record Policy: Making Corrections to Supplemental Dictionary Policy

Patient Care Services Policy: Medical Record, Making Corrections to Documentation
Procedure

£G. REFERENCE(S):

1. HHS.GOV - Uses and Disclosures for Treatment, Payment, and Health Care Operations 45
CFR

1:2. hitps://www.consumer.ftc.
2:3. ldentity Theft Rule, 16 C.F.R. 681.1

S":"a!\’
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ISSUE DATE: NEW SUBJECT: Hospital Issued Notice of
Noncoverage of Medicare-Covered
Services (HINN)

REVISION DATE: NEW POLICY NUMBER: 8610-498

Department Review: 10117

Administrative Policies & procedures Committee Approval: 10/17

Organizational Compliance Committee Approval: 02/18

Audit, Compliance and Ethics Committee Approval: 04/18

Board of Directors Approval:

A. PURPOSE:

1.

To explain the CMS ruling regarding the Notice of Medicare Provider Non-Coverage for the
Medicare beneficiaries.

B. POLICY:

1.

It is the policy of the hospital to provide Medicare beneficiaries with appropriate forms for an
expedited and efficient appeal process when faced with Hospital Issued Notice of Noncoverage
of Medicare-covered services (HINN).

C. PROCEDURE:

1.

Hospitals give HINNs to beneficiaries when issues of noncoverage arise for hospital-leve!
inpatient care. The HINN may be given prior to admission, at admission, or at any point during
the inpatient stay. It may be issued by hospital staff or utilization review committees based on
Medicare instructions, including: coverage guidelines, notices, bulletins, or other written guides
or directives from intermediaries or Quality Improvement Organizations (QIOs). Afier the
hospital issues a notice of noncoverage, the beneficiary or his/her representative is considered
to have knowledge that services are not covered and is liable for customary charges. The
hospital is not required to issue a HINN when it does not plan to bill the beneficiary or his/her
representative. Potential liability may arise when the hospital determines that certain inpatient
services are never covered by Medicare. It may also arise when an inpatient stay, either in
whole or in part, or a specific, severable service during an otherwise covered stay: Is not
considered reasonable and necessary, Can be provided safely in another setting is custodial in
nature.

Types of HINNS:

a. HINN 1 - Preadmission/Admission HINN: the hospital may issue a
preadmission/admission HINN when the hospltal has determined at the time of
preadmission or admission that a beneficiary's stay will be a non-covered stay.

i. Preadmission HINN -- The beneficiary or his/her representative is liable for
customary charges for all services furnished if he/she enters the hospital after
receipt of a preadmission HINN.

ii. Admission HINN -- Determine liability as follows:

1) HINN Issued on the Day of Admission - The beneficiary or his/her
representative is liable for customary charges for all services furnished
after the admission HINN is received. However, to hold a beneficiary or
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his/her representative liable for charges on the day of admission, the
hospital must issue the admission HINN no later than 3:00 p.m. on the
day of admission. If the hospital does not meet these requirements, the
beneficiary or his/her representative is protected from liability until the day
following receipt of the admission HINN (e.g., a HINN issued for an
admission after 3:00 p.m. or a late evening admission).

2) HINN Issued After the Day of Admission — The beneficiary or his/her
representative is liable for customary charges for all services furnished
beginning the day following the date of receipt of the admission HINN.

a) Timing for Preadmission/Admission HINN Request & Review-

When a beneficiary or hisfher representative requests review of a

preadmission or an admission HINN, the QIO will review any

records pertaining to health care services furnished. This includes
records pertaining to any inpatient hospital services provided or
proposed to be provided fo the Medicare beneficiary whether or
not, in the hospital's view, the services are covered.

i) Immediate Review - If the beneficiary or hisfher
representative disagrees with the hospital preadmission
notice, he/she may request your review, by telephone or in
writing, within 3 calendar days of receipt of the HINN. If
admitted, the beneficiary or his/her representative may
request your review at any point during the stay. In either
situation, the QIO will review the case within 2 working
days following the beneficiary's or his/her representative's
request, and issue either a denial notice or a notice
explaining that the care would be, or is, covered.

ii) Review after Discharge or When Beneficiary Was Not
Admitted to Hospital — The beneficiary or his/her
representative may request review within 30 calendar days
after receipt of the notice. The QIO completes this review
within the timeframe specified for any retrospective review
— 30 calendar days. Once the QIO review is completed,
either a denial notice or a notice explaining that the care
would be, or is, covered is issued. In all cases of
appropriately requested reviews, QIOs will formally
determine if the hospital notification was valid, if the
hospital's findings were valid, and if beneficiaries will be
liable should they remain in the hospital. If the right to
reconsideration is exercised, final notification does not
occur until the reconsideration is complete.

HINN 10 — Hospital Requested Review (HRR): When a hospitai determines that a
beneficiary no longer requires an acute level of inpatient care, but the attending
physician does not agree, the hospital may request a QIO review of the medical
record—known as a hospital requested review (HRR). Hospitals must notify the
beneficiary that the review has been requested. The QIO review of the hospital's
determination considers whether or not continued inpatient care is needed (42 CFR
405.1208(b)(1), effective July 1, 2005).

HINN 11 is used for non-covered items or services provided during an otherwise
covered inpatient stay. The notice may be used to hold beneficiaries liable for certain
non-covered services. The item or service at issue must be a diagnostic or therapeutic
service excluded from Medicare coverage as medically unnecessary and the beneficiary
must require continued inpatient hospital care.

HINN 12 is a liability notice to be used in association with the Hospitat Discharge Appeal
Notices to inform beneficiaries of their potential liability for a non-covered continued stay
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after the appeal is completed or the time frame for requesting an expedited review is

past. The compliance with this notice does not fall under the review authority of the QIO.

(Refer to IMFM Policy)

i. HINN 12 is designed to inform patients who remain in the hospital without
seeking timely review of their liability for services provided after the date of the
proposed discharge. Timely review (by midnight of the date of the proposed
discharge) would limit the patient's liability to applicable deductibles and
coinsurance until noon of the day after the discharge date on which the QIO
notifies the patient of its agreement with the hospital. Failure to seek timely
review appears to subject patients who remain in the hospital to liability for all
Part A inpatient services provided after the date of the proposed discharge,
unless the QIO determines otherwise.

e. Beneficiary Payment Responsibility

i. HINNs do not address every aspect of beneficiary responsibility for payment.
Beneficiaries remain liable for applicable deductible and coinsurance amounts,
and for charges for convenience items or services never covered by Medicare,
even in periods where covered care is also delivered. Hospitals are not required
to issue HINNs when the beneficiary will not be billed/liable.

D. RELATED DOCUMENT(S):

1.

Administrative Policy: Important Message From Medicare and Notification of Hospital Discharge
Appeal Rights 392

E. REFERENCE(S):

1.

Center for Medicare & Medicaid Services (2017, April 13). Beneficiary Notices Initiative (BNI).
Retrieved from hitps://www.cms.qov/Medicare/Medicare-General-
Information/BNI/index.html?redirect=/bni/

Center for Medicare & Medicaid Services. Details for Title 100-04: Medicare Claims Processing
Manual. Retrieved from https://www.cms. gov/Requlations-and-
Guidance/Guidance/Manuals/Internet-Only-Manuals-IOMs-
Items/CMS018912.htmI?DLPage=1&DLSort=0&DLSortDir=ascending

Center for Medicare & Medicaid Services. Details for Title 100-10: Quality Improvement
Organization Manual. Retrieved from hitps://www.cms.gov/Regulations-and-
Guidance/Guidance/Manuals/internet-Only-Manuals-IOMs-
ltems/CMS019035.htmI?DLPage=2&DL Sort=0&DL SortDir=ascending

CMS Manual System (2005, October 14). Correction to Change Request 3949, Section 50.3.3
in IOM to Add 23x Type of Bill. Retrieved from https://www.cms.gov/Regulations-and-
Guidance/Guidance/Transmittals/downloads/R712CP.pdf

Criteria for determining that a beneficiary knew that services were excluded from coverage as
custodial care or as not reasonable and necessary, Title 42 CFR 411.404 (1989).
Preadmission/Admission HINN. Medicare Claims Processing Manual, Transmittal 982
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A. PURPOSE:
1. To comply with aew-the Centers for Medicare and Medlcald Services {CMS) Fegula%lens
regulatory requirements that hospitals notify
patients-enrelledHn Medicare or Medicare Advantage insuranse-plans beneficiaries who are

hospltal inpatients about their hospital discharge rights.-Applies-te-acute-care-inpatients

B. DEFINITION(S):
a&1. Important Netise-Message from Medicare (IMFM) CMS-R-193: A hospital inpatient
admission notice given to all beneficiaries with Medicare, Medicare and Medicaid (dual-

a. QFgamza!aeH-Lhat—rewaws-eu-pahent-appeal&Qlo enacted by Federal statute “to
improve the efficiency, effectiveness, economy and quality or services delivered
to Medicare Beneficiaries”.

3. Representatlve
a. A representative is defined broadly to include individuals authorized to act on
behalf of the beneficiary; someone acting responsibly on behalf of an
incapacitated or incompetent beneficiary; or someone requested by the
beneficiary to act as his or her agent.
4, Detailed Notice of Discharge (CMS-10066):
a. Hospitals must deliver the Important Message from Medicare to inform Medicare
beneficiaries who are hospital inpatients about their hospital discharge appeal

ellglble) Medlcare and another insurance program, Medlcare asa secondary payer, —'Fhe
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rights. Beneficiaries who choose to appeal a discharge decision will receive a
more detailed notice.
C. POLICY:

1. Tri-City Healthcare District (TCHD) must issue the IMFM within two (2) days of admission
and must obtain the signature of the beneficiary or hisfher representative. TCHD must
deliver a copy of the signed notice to each beneficiary not more than two (2) days before
the day of discharge. Follow-up notice is not required if delivery of the initial IMFM falls
within two (2) calendar days of discharge, if the beneficiary is being transferred from one
inpatient hospital setting to another inpatient hospital setting, or when a beneficiary
exhausts Part A hospital days. TCHD must retain a copy of the signed notice.

D. PROCEDURE:
1. Initial Notice:
a. TCHD personnel must provide the IMFM at or near admission but no later than two
(2) calendar days from the day of admission or at preadmission, but not more than
seven (7) calendar days before admission, and obtain the signature and signature
date of the patient or representative to indicate receipt of notice.
&b, The original is g:ven to the patient wuth a Copy retamed by the hospltal

2. Follow-Up Notice:
a. The foliow-up IMFM must also be provided to the patient as soon as possible prior
to discharge, but no more than two (2) days before.

i When a discharge seems likely in one (1) to two (2) days, the follow-up
notice should be given to the patient, so the patient has ample time to
review and act on it.

it If the follow up notice is delivered on the day of discharge, the patient must
be given at least four (4) hours prior to discharge to consider their rights.

b. TCHD must document delivery of the notice in order to demonstrate compliance
with this requirement.
c. If TCHD delivers the follow-up notice, and the beneficiary status subsequently

changes, so that the discharge is beyond the two (2) day timeframe, TCHD must
deliver another copy of the signed notice again within two {2) calendar days of the
new planned dlscharge date.

3: Beneficiary Refusal to Slgn
a. If the beneficiary refuses to sign the notice, the hospital should note the refusal
and date of refusal on the form and this will be considered the date of notice.

2—Hhepatierbwaniste-appaathairdiceharsa:
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Medical Record Documentation:

a. TCHD should place a copy of the initial notice in the patient’s medical record.

b. TCHD must document timely delivery of the follow-up copy of the IMFM in the
patient records, when applicable.

c. TCHD should also document any attempted contact with beneficiary
representatives, including telephone calls, messages and subsequent certified
mail.

Copies:

a. IMFM form {Initial Notice);

i. 2 Copies:
1. Original notice for patient is in the medical record
2. Patient’s copy
b. IMFM form (Follow up Notice):
i. 2 copies:
1. Original notice for patient is in the medical record
2, Patient’s copy
c. Detailed Notice:
i 2 copies:
1. Original notice for hospital

2, Patient’s copy
ii. Additional copies may be needed if the patient requests a review, as the
QIO will require a copy.

d. Prior to the patient signing and dating an IMFM and/or Detailed Notice of
Discharge, TCHD must ensure the patient comprehends the contents of the
notice.

e. Notices should not be delivered in an emergency medical situation.

Expedited Reviews:

a. A patient has a right to request a review of the discharge decision, by asking for
an expedited review by the QIO when the hospital, with physician/Allied Health
Professional (AHP) concurrence, determines that inpatient care is no longer
necessary. The process is as follows:

i The patient submits a request for review to the QIO no later than midnight
of the day of discharge that has been ordered by the physician/AHP.

iil. The request may be in writing or by telephone and must be before the
patient leaves the hospital.
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1. If the request is not in this timeframe, and the patient remains in the
hospital, he or she may request a review at any time, but will be held

responsible for the charges incurred after the date of discharge
ordered.
When the patient requests a review prior to midnight the day of discharge,
the patient is not financially responsible for inpatient hospital services
(except coinsurance and deductibles) furnished before noon the day after
the patient receives notification of the determination from the QIO.
If the QIO does not agree with the patient, the liability for continued
services begins at noon of the day after the QIO notifies the patient.
If the QIO does agree with the patient, the patient is not financially
responsible for continued care, until the hospital once again determines
that the patient no longer requires inpatient care, secures the concurrence
of the physician responsible for the patient or the QIO and notifies the
patient with a follow-up copy of the IMFM.

D:E. EFORMRELATED DOCUMENT(S)-REFERENCED WHICH-GAN-BELOCATED-ON-THE-INTRANET:

+—ImportantMessage-from-Medicare (IMEM)
Z21. CMS-R-193 An Iimportant Message From Medicare About Your Rights
3-2. CMS-10066 Detailed Notice of Discharge

F. REFERENCE(S):

41. CMS Transmittal 1257, May 2007, CR 5622
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CMS-R-193 An Important Message From Medicare About Your Rights

Depatment of Health & Human Services
Centers for Medicare & Medicaid Services
OMB Approval No., 0938-0692

Patient Name:
Patient ID Number;
Physician:

An Important Mcssage From Medicare About Your Rights

As A Hospital Inpatient, You Have The Right To:

= Reccive Medicare covered services, This includes medically necessary hospital services and services you
may need after vou are discharged, if ordered by your doclor. You have a right to know about these
services, who will pay for them, and where you can get them.

» Beinvolved in any decisions about your hospilal stay, and know who will pay forit.

» Report any concems you have about the quality of care you reecive to the Quality Improvement
Organization (QlO) listed here:

Name of QIO

Telephone Number of QIO

Your Medicare Discharge Rights

Planning For Your Discharge: During your hospital stay, the hospital staff will be working with you to
prepare for your safe discharge and arrange for services vou may need after you leave the hospital. When you
no longer need inpalient hospital care. your doctor or the hospital staff will inform you of your planned
discharge date.

I you think you are being discharged too soon:
*  You can talk to the hospital staff, your doctor and your managed care plan (if you belong to one) about
your concerns.

*  You also have the right to an appeal, that is, a review of your case by a Quality Improvement
Organization (QIO). The QIO is an outside reviewer hired by Medicare to look at your case to decide
whether you are ready to leave the hospital.

a  If you want to appeal, you must contact the QIO no later than your planned discharge date
and before you leave the hospital.

o Il you do this, you will not have to pay for the services you receive during the appeal (except for
charges like copays and deductibles),

» If you do not appeal, but decide to stay in the hospital past your plannad discharge date. you may have to
pay for any scrvices you receive after thal dale,

*  Step by slep instructions for calling the QIO and filing an appeal arc on page 2.

To speak with someone at the hospital about this notice, call

Please sign and date here to show you received this notice and understand your rights.

Signature of Patient or Representative Date/Time

Fortit CMS-R-193 (Exp. 03/3172020)
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Steps To Appesl Your Discharge

+ Step I: You must contact the QIO no later than your planned discharge datz and before you leave the
hospital. If you do this, you will not have to pay for the services you receive during the appeal (except
for charges like copays and deductibles).

o THere is the conlact information for the QIO:
Name of QIO {in bold)

Telephone Number of QIO

8  You can file a request for an appeal any day of the week. Once you speak to someone or leave a
message, your appeal has begun.

@ Ask the hospital if you need help contacting the QIO.

@ The name of this hospital is :
Hospital Name Provider ID Number

¢ Step 2: You will receive a detailed notice from the hospital or your Medicare Advantage or other
Medicare managed care plan (if you belong to one) that explains the reasons they think vou are ready to
be discharged.

« Step 3: The QIO will ask for your opinion. You or your represeniative need to be available Lo speak
with the QIQ, if requested. You or your representative may give the QIO a written statement, but you
are not required o do so.

+ Step 4 The QIO will review your medical records and ather important information about your case.
+ Step 5: The QIO will notify you of its decision within 1 dav after it receives all necessary information.

o Ifthe QIO finds that you are not ready to be discharged, Medicare will continue to cover your
hospital services.

a Ifthe QIO finds you arc ready to be discharged, Medicare will continue to cover your services
until noon of the day afier the QIO notifics you of its decision.

If You Miss The Deadline To Appeal, You Have Other Appeal Rights:
*  You can still ask the QIO or your plan (if you belong to onc) for a review of your case:

B If you have Original Medicare: Call the QIO listed above.
o If you belong to a Medicare Advantage Plan or other Medicare managed care plan: Call your plan.

+ [If you stay in the hospital, the hospital may charge you for any services you receive after your planned
discharge date.

For more information, call 1-800-MEDICARE (1-800-633-4227), or TTY: 1-877-486-2048.

CMS does not discriminate in its programs and activities. To request this publication in &n alternate

format, please call: 1-800-MEDICARE or email: AltFormatRequest@ cms.hhs.goy ,

Additional Information:

According to the Papawork Reduction Act of 1995, no persans are required ta reond to a collection of information unless it displays a valid OMB coptral number
The valid OMB cqmrol number for this information collection is 0938- 0692, The time required to complete this information collection is estimated to average 1%
minules per response, including Lhe Linre to review instructions, search cxisting datu resources, gather the data needed, and complete and review the informiation
colfection. IF you have comments conceming the accuracy of the time estimate{s) or suzgestions for improving this form, please write ta: CMS, 7509 Securily
Doulevard, Attn: PRA Reports Clearance OfYicer, Mail Stop C1-26-05, Dallimore, Maryland 21244-1850
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CMS-10066 Detailed Notice of Discharge

Patient Name: OMB Approval No. 0938-1019
Patient IDD Number: Date Issued:
Physician:

{Inscrt Hospital or Plan Logo here}

Detailed Notice Of Discharge

You have asked for a review by the Qualily Improvement Organization (QIQ}, an independent reviewer hired
by Medicare to review your case. This notice gives you n detailed explanation about why your hospital and
your managed carc plan (if you belong to one), in agrecement with vour doctor, believe that your inpatient
hospital services should end on . This is based on Medicare
coverage policies listed below and your medical condition.

This is not an official Medicare decision. The decision on your appeal will come from your Quality
Improvement Orgunization (Q10).

« Medicare Coverage Policies:

Medicare docs not cover inpatient hospital services that are not medically necessary
or could be safely furnished in another setting. (Refer to 42 Code of Federal Regulations,
411.15 (g) and (k)).

Medicare Managed Care policies, if applicable:
{insert specific managed care policies)

— Other finscrt other applicable policies}

»  Specific information about your current medical condition:

+ If you would like a copy of the documents sent 1o the QIO, or copies of the specific policies or criteria
uscd to make this decision. please call {insert hospital and/or
plan telephone number}.

CMS does not discriminate in its programs and activities. To request this publication in an alternative format,
pleasc call: 1-800-MEDICARE or ¢mail: AltFormatRequest@cms.hhs, gov,

Acconding lo the Paperwark Reduction Act of 1995, no persons are required 4o respend 1o a collection of information nnless it displays a valid OMB control number
‘The valid OMB control number for this information collection j& 6938- 1019. The time required to complete this infonnation collection is estimaled to average 60
minules per response, inchuding the lime to review instactions, seards existing data resources, gather the dats needed, wid complete md review the informalion
collection. If yon have comments canceming the accuracy of ihe time astimat e{s) or suggestions for impraving this fonn, please nrite 1a: CMS, 7500 Security
Doulevard, Altn: PRA Reports Clearance Officer, Mail Stop C4-26-05, Ballimore, Maryland 21 244.1850.

CMS 10066 (Exp. 10/31/2019)
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A. PURPOSE:

1.

The purpose of this policy is to ensure, through the implementation of prudent and reasonable

controls, that:

a. All medical directorship arrangements are undertaken only when Tri-City Healthcare
District (TCHD) has a legitimate need for a physician to provide the type and quantity of
medical directorship services contemplated to promote quality, cost-effective care, or to
fulfill other legitimate needs of the-BistristTCHD;

b. The remuneration paid pursuant to all medical directorship arrangements is
commercially reasonable and consistent with fair market value for the medical
directorship services furnished:;

c. All medical directorship services furnished pursuant to a medical directorship
arrangement are adequately and timely documented by the medical director;

d. All medical directorship arrangements comply with applicable laws and regulations,
including the federal Anti-Kickback law and the Stark law; and

e. Under no circumstance will a directorship arrangement involve TCHD paying

remuneration to a physician, directly or indirectly, with the intent to induce the referral of
patients or generation of business.

B. GENERAL POLICIES:

1.

TCHD may not enter into a medical directorship arrangement without an objectively determined,
legitimate need for the medical directorship services contemplated by the medical directorship
arrangement.

C. DEFINITION(S):

1.

Medical Directorship Arrangement: means an arrangement pursuant to which a provider
provides remuneration to a physician for the performance of medico-administrative services
furnished by the physician on behalf of the provider.

Physician: means a duly licensed and authorized doctor of medicine or osteopathy, doctor of
dental surgery or dental medicine, doctor of podiatric medicine, doctor of optometry, or
chiropractor.

Medical Directorship Services or Services: mean medico-administrative services furnished by a
physician on behalf of a provider, consistent with this policy

Remuneration: means anything of value, including, but not limited to, cash, items, or services.
Fair Market Value: means the value in arm's-length transactions, consistent with the
compensation that would be included in a service agreement, as the result of bona fide
bargaining between well-informed parties to the agreement who are not otherwise in a position
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to generate business for the other party at the time of the service agreement.
6. Medical Director: means a physician performing medical director services as an independent
contractor of a provider pursuant to a medical director agreement.
7. Federal health care program: means any plan or program that provides health benefits, whether

directly, through insurance, or otherwise, which is funded directly, in whole or in part, by the

United States Government, including, but not limited to: Medicare, Medicaid/Medi-Cal, managed

Medicare/Medicaid/Medi-Cal, Tri-Care/VA/ CHAMPUS, SCHIP, Federal Employees Heaith

Benefit Plan, Indian Health Services, Health Services for Peace Corps Volunteers, Railroad

Retirement Benefits, Black Lung Program, Services Provided to Federal Prisoners, Pre-Existing
| Condition Insurance Plans (PCIPs), and Section 1011 Requests.

D. SCOPE OF POLICY:

1. This policy applies to
| a. Fr-GCity-Healthsare-Bistrist TCHD and its wholly-owned subsidiaries and affiliates (each,
an "Affiliate”);

| b. Any other entity or organization in which F#-City-Healthcare-DistrictTCHD or an Affiliate
owns a direct or indirect equity interest greater than 50%; and (3) any hospital or

| healthcare facility in which FrA-Gity-Healtheare-BistrictTCHD or an Affiliate either

manages or controls the day-to-day operations of the facility (each, a “Tri-City
Healthcare District Facility™) (collectively, “Tri-City Healthcare District”).

E. PROCEDURES

1. Hospital Implementation: TCHD shall ensure that this policy is adhered to by following all of the
steps set forth in this policy.
a. Step 1 - Identify the Need for the Services

i

TCHD's clinical and/or administrative staff shall identify any mandates or
recommendations from legal authorities (e.g., Medicare requirement for a director
of a rehabilitation unit, 42 C.F.R. § 412.29(f), inpatient psychiatric services, 42
C.F.R. § 412.27(d), nuclear medicine services, 42 C.F.R § 482.53(a), respiratory
care services, 42 C.F.R. § 482.57(a), skilled nursing facility, etc.), government
organizations, provider accreditation bodies, medical education program
accreditation bodies, independent third party consultants, third party payers, or
the provider's medical staff or governing board, and any other evidence,
indicating that one or more physicians should be retained to furnish the medical
directorship services contemplated by the medical directorship arrangement in
order to promote quality, cost-effective care or fulfill other iegitimate needs.

b. Step 2 - Project the Number of Hours Required

TCHD's clinical and/or administrative shall make an objective determination that
the number of hours of medical directorship services contemplated by the
medical directorship arrangement is reasonable and necessary to accomplish
TCHD's legitimate needs for the medical directorship services. TCHD must
prepare a written projection of the number of hours reasonably necessary to
discharge the medical directorship services based on:

1) any benchmarks referenced by legal authorities, government
organizations, provider accreditation bodies, medical education program
accreditation bodies, independent third party consultants, third party
payers, or TCHD's medical staff or governing board;

2) data from time logs; and/or

3) other factors, such as the number of physicians with medical staff
privileges in the applicable specialty, the size of the applicable
department, unit or service line, the average daily census of the
applicable department, unit or service line, and the medical acuity and
needs of the patients in the applicable department, unit or service line.

c. Step 3 - Demonstrate the Professional Qualifications of the Proposed Medical Director
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TCHD shall objectively determine that the medical director is qualified and
capable of performing the medical directorship services. To demonstrate each
medical director's qualifications, TCHD must:

1) Verify that each medical director is qualified and capable of furnishing the
medical directorship services (i.e., the medical director must confirm that
he/she does not have other preexisting obligations which would limit or
restrict the medical director from fully performing the medical directorship
services);

2) Obtain a copy of each proposed medical director's curriculum vitae;

3) Verify, through a search of the U.S. General Services Administration's
(GSA) Lists of Parties Excluded from Federal Procurement and Non-
procurement Programs, the Office of Inspector General's (OIG) of the
Department of Health and Human Services List of Excluded
Individuals/Entities, and any applicable state healthcare exclusion list,
that each medical director (and, in the context of a medical directorship
agreement with a group practice, the group) has no exclusions,
suspensions or debarments from participation in any Federal health care
program.

Step 4 - Calculate Fair Market Value Compensation

2
.

TCHD must objectively determine and document that the remuneration being
offered to the physician for the medical directorship services is consistent with
fair market value. In order to ensure that the remuneration is consistent with fair
market value, TCHD shall derive an hourly rate to be utilized in calculating the
remuneration by obtaining a fair market value opinion from a reputable and

quallf‘ ed fair market value consultanttaleng—the-avemge-salapf—net-te-e*eeed

Notwithstanding the foregoing, in exceptional cases, if TCHD's administrative or
clinical staff believes that a compensation amount that differs from and exceeds
the average hourly compensation derived above is fair market value, and all
other requirements of this policy are met, they may seek approval of the
proposed hourly compensation from TCHD's Chief Compliance Officer or legal
counsel,

Step 5 - Review the Requirements of the Medical Directorship Agreement

TCHD shall confirm that the proposed medical directorship arrangement will

meet all of the following terms:

1) The medical directorship arrangement shall be evidenced by a written
medical directorship agreement contained in the Contract Database
signed and dated by all parties. There shall be no oral or implied
understandings that are not incorporated in the written agreement. In the
event TCHD desires for a physician to serve as a medical director of
more than one department, TCHD shall prepare separate agreements,
require separate logs and make separate payments to the physician to
ensure that expenses are appropriately allocated for cost reporting
purposes.

2) The medical directorship agreement shall require that the medical director
contemporaneously record his or her medical directorship services on the
medical director activity log/timesheet.

3) Prior to TCHD's entrance into an agreement with a physician group for
medical director services, the group practice must furnish a written
representation and warranty that (1) the compensation of each physician
affiliated with the group including, without limitation, shareholders,
members, partners, employees and independent contractors (a) will be
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4)

5)

5)6)

637)

A8)

commercially reasonable and consistent with fair market value; and (b)
will not vary with, or reflect or relate to — either directly or indirectly — the
volume or value of patient referrals (actual or anticipated) to, or other
business generated for, the hospital; and (2) that the group practice
agrees to comply with all relevant claims submission and billing laws and
regulations.

The medical directorship agreement shall set forth with specificity all of

the medical directorship services to be furnished by each medical

director.

The designated duties shall not include:

a) {4 advertising-Advertising or marketing on behalf of TCHD, (2}

b) slinieal-Clinical duties for which a proposed medical director or an
affiliated group practice is permitted to bill and retain payment
from patients or third party payers, {3}

c) duties-Duties which a proposed medical director is obligated to
perform free of charge as a result of his or her licensure or
medical staff membership, including, without limitation, attendance
at meetings that the proposed medical director is otherwise
required to attend, such as regularly scheduled or mandatory
medical staff or governing board meetings, (-6

d) Continuing medical education {unless approved by TCHD's
Compliance Officer or legal counsel), {6}

e) Review of medical journals and periodicals, (8}-a

f) Any entertainment activities, (&6

g) Completing time logs, including, without limitation, activity logs, or

4h)  Duties that involve the counseling or promotion of a business
arrangement or other activity that violates any federal or state law.
The designated duties shall be specific to the medical directorship
arrangement in question.
The term of the medical directorship agreement shall be at least one year,
but shall not exceed five years. The medical directorship agreement may
contain an automatic month-to-month renewal provision for up to six (6)
months provided the arrangement is on the same terms and conditions as
the immediately preceding agreement but shall otherwise require
affirmative renewal by mutual written agreement of the parties.
The medical directorship agreement shall provide that, in the event the
agreement is terminated during the first year of the term, then neither the
provider and any medical director, nor the provider and any affiliated
group practice, shall enter into an arrangement for the same items and
services for the remainder of the first twelve months of the intended term
of the agreement. Notwithstanding, if the agreement does not contain
similar language and the agreement is terminated during the first twelve
months of the term, then neither the provider and any medical director,
nor the provider and any affiliated group practice, shall enter into an
arrangement for the same items and services for the remainder of the first
year of the intended term of the agreement.
The medical directorship arrangement shall not be conditioned on any
proposed medical director or, in the event of a group agreement, the
group practice or any physician affiliated with the group practice, (a)
making referrals to TCHD, (b) being in a position to make or influence
referrals to TCHD, or (c) otherwise generating business for TCHD;
provided, however, that the medical directorship agreement shall require
that the proposed medical director obtain and maintain active staff
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privileges at TCHD.

8)9) The remuneration paid to any medical director and/or affiliated group
practice under the medical directorship agreement shall not vary (or be
adjusted or renegotiated) in any manner based on the volume or value of
any actual or expected referrals to, or business otherwise generated for,
TCHD by any medical director or, in the event of a group agreement, by
the group practice or any individual or entity affiliated with the group
practice.

8310) No medical director, or, in the event of a group agreement, physician
affiliated with the group practice, shall be precluded or restricted in any
way from (a) establishing staff privileges at any other hospital or facility,
(b) referring patients to or utilizing the services of any other hospital or
facility, or (c) otherwise generating business for any other hospital or
facility.

48311) The medical directorship agreement shall provide that remuneration shall
not be paid to a medical director and/or affiliated group practice (as
appropriate) for a given payment period unless the medical director
furnishes adequate, contemporaneous documentation indicating he or
she fully discharged all designated duties during the payment period.

+112) Except for terminations permitted by the medical directorship agreement,
or unless otherwise approved by legal counsel, the remuneration set forth
in the medical directorship arrangement shall not be renegotiated,
renewed, extended or amended after the medical directorship agreement
is executed by the parties.

42113) Each medical director and any affiliated group practice shall agree to treat
in a nondiscriminatory manner patients receiving medical benefits or
assistance under any federal health care program.

43)14) Other than as specifically provided for in this policy, the remuneration
shall not directly or indirectly benefit any individual or entity in a position
to make or influence patient referrals to, or otherwise generate business
for, the provider.

44315) The directorship agreement will require the physician and the group
practice, if applicable, to abide by TCHD's Code of Conduct and
Compliance Program. The physician and group, if applicable, shall
complete any training required under Compliance Program.

Step 6 — Complete TCHD's Contract Review Process

No medical directorship agreement shall be executed until completion of TCHD's
Contract Review Process as defined in the Contracting Manual.

Step 7 — Documenting the Medical Director's Completion of Duties Prior to Payment

Each medical director shall be required to contemporaneously document his or
her time spent performing his or her designated duties under a medical director
agreement. Such documentation shall be submitted to Accounts Payable on a
monthly basis, in the form of the activity log/time sheet attached to the medical
directorship agreement. Each medical director shall personally complete, sign
and date his or her activity log. Only time that a medical director spends on his or
her designated duties under a medical directorship agreement shall be
reimbursable, and all other time, including, but not limited to, time relating to the
medical director's private practice, shall not be reimbursable.
TCHD shall not furnish remuneration to a medical director for a given month
unless and until;
1) The medical director legibly completes in all material respects the activity
logftime sheet applicable to such month;
2) The medical director signs, dates and submits the activity log/time sheet
applicable to a given month by the date set forth in the directorship
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agreement;
3) The Department/Unit Director/Supervisor shall review and sign the logs
for applicability of reported activities;

ili. A medical director’s failure to sign, date and submit his or her activity log
applicable to a given month by the due date set forth in the agreement shall
result in a forfeiture of compensation due for that particular month.

iv. If in any given month while a medical directorship agreement is in effect, a
medical director provides fewer hours of medical director services than the
projected number of hours, then the medical director or group practice {as
appropriate) shall be compensated at the hourly rate for each hour of medical
directorship services actually provided as set forth in the medical directorship
agreement.

V. The Chief Financial Officer (CFO) is responsible for ensuring that medical
directorship payments are recorded in accordance with accounting policies and
are charged only to accounts designated for such arrangements.

Renewal/Amendment

a. Renewal or amendment of the agreement is permitted only through a full review of the
entire arrangement through the process as provided above.

Documentation Retention

al= ontracte Manamare sl emtaiem Al Ao e meate moaslrasan e es seen o e

desumentmanagementpelicies-All Medical Director Contracts and associated
documents will be entered into the appropriate TCHD Contract Retention System
(such as MediTract).

Enforcement

a. All employees whose responsibilities are affected by this policy are expected to be
familiar with the basic procedures and responsibilities created by this policy. Failure to
comply with this policy will subject the employee to appropriate disciplinary action
pursuant to all applicable policies and procedures, up to and including termination. Such
disciplinary action may also include modification of compensation, including any merit or
discretionary compensation awards, as allowed by applicable law.

B. REFERENCE(S):

SPONOORWLN -

=

[E= NN W §
LN =

Anti-Kickback Statute, 42 U.S.C. § 1320a-7b(b)

Definition of Immediate Family Member, 42 C.F.R. § 411.351

Fair Market Value exception, 42 C.F.R. § 411.357()

Inpatient psychiatric services , 42 C.F.R § 412.29(f)

Nuclear medicine services, 42 C.F.R § 412.27(d)

Personal services and management contracts 42 C.F.R. § 1001.952(d)

Personal Services Arrangements exception, 42 U.S.C. § 1395nn(e)(3); 42 C.F.R. § 411.357(d)
Respiratory care services, 42 C.F.R § 482.53(a)

Safe Harbor for Personal Services and Management Contracts

Section 1011: Federal Reimbursement of Emergency Health Services Furnished to
Undocumented Aliens

Skilled nursing facility, 42 C.F.R § 482.57(a)

Stark Law, 42 U.S.C. § 1395nn, and implementing regulations

TCMEHD Handbook for Contracting-Handbeok
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A. PURPOSE:

1.

Pelisy-8750-862To provides (1) a statement of Tri-City Healthcare District's {BistrietTCHD)
policy W|th respect to the development of an annual compllance work plan (“Work Plan”), and
(2)46 2 olisy- a statement of the
D+stnetTCHD s pohcy of conductmg perlodlc and ad hoc compllance reviews and audits
of the compliance program and the-DistrictTCHD’s performance under the compliance
program.

B. INTRODUCTION:

1.

Ongoing monitoring and evaluation is essential to the development and maintenance of
an effective compliance program. By developing annual work plans and conducting
audits and reviews in response to reported concerns, the compliance program ensures
that the-DistrictTCHD meets its commitment to conduct business consistent with
fundamental ethical standards and to comply wnth all apphcable laws and regulatuons

c. GENERAL-ROLIGYANNUAL COMPLIANCE WORK PLAN:

a1,

1-2,

Fhe-DistristTCHD's Chief Compliance Officer (CCO) (with the assistance of the Director
of Compliance Audit &and Monitoring, Compliance Committee, outside consultants and
counsel, as necessary) will recommend and facilitate, as appropriate, the identification of
compliance-related risk areas of relevance to hospitals, health systems, and the health
care industry in general. These risk areas will be documented in an annual work plan.
Risk areas may be identified through any number of channels including, by way of example:
the Office of Inspector General's {OIG) annual work plan;

recent OIG and/or Department of Justice ("DOJ") enforcement actions and settlements;
audit reports published by the OIG;

health care news reports on recent or ongoing government investigations in the health
care space;

payor denial reports;

internal District reviews;

g. exit surveys/interviews with employees and contractors; and

coop

T
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h. Confidential Reporting Line (Values Line) reports.
23. The work plan shall be developed by the Director of Compliance Audit and Monitoring
under the supervision of the Ghief-Gempliance-OfficerCCO, who shall;
a. implement processes with the assistance of various Bistriet-TCHD departments (such as
the Finance Department, by way of example) for assessing the-RistrictTCHD's
compliance with respect to the risk areas identified in the work plan;

b. supervise the reviews and assessments related to each risk area;
c. based on the reviews and assessments, determine whether to develop or enhance
training and/or policies related to the risk areas; and
d. where appropriate, identify and implement corrective actions.
34. Approval
a. The annual work plan will be presented to and be approved by senior management and

the-BistrictTCHD Board of Directors (Board).
b. The-Beard-willensure-thatiThe Chief-Compliance-DOfficerCCO iswill be afforded a

budget that will enable him or her to implement the work plan.

&D. COMPLIANCE PROGRAM EFFECTIVENESS REVIEWS:

1. The Chief-Compliance-OfficerCCO and Director of Compliance Auditing and Monitoring
{(with the assistance, as appropriate, of outside independent review consultants and/or

counsel, as described in-Section-3-C-below) shall develop a protocol for performing
periodic reviews of theDistrist TCHD’s policies and practices to determine the
effectiveness of the compliance program. The protocol shall assist in the assessment of
the following elements of the compliance program:

a. Compliance program policies (including any requirements relating to

documentation)
b. Effectiveness of compliance training and education provided to all District-TCHD

employees

c. Appropriateness of the monitoring and auditing conducted by the compliance
program

d. Awareness of the compliance program reporting mechanisms, including use of
the DistrictTCHD's values line

e. Promptness of investigations of reported compliance concerns

ef.  Process for the development of corrective actions in response to reported concerns

E. FOCUSED REVIEWS AND AUDITS:

1. When suspected noncompliance with [aws and/or policies is reported, the Chief
Compliance OfficerCCO and/or the Director of Compliance Auditing &and Monitoring
shall initiate a formal review and/or audit of the conduct in question.

a. Technique:

i. The protocol developed by the Chief Compliance-OfficerCCO may provide
for sampling, full claim review, contract review, pre-billing reviews, email
and other correspondence review or other appropriate measures.

b. Review Assistance:

i The compliance program reviews and audits shall be conducted under the
supervision of the Chief Compliance-OfficerCCO, Director of Compliance
Audit and Monitoring and/or legal counsel, as appropriate. In addition to, or
in lieu of, internal reviewers, outside independent review consultants
and/or counsel may be used to assist, as appropriate.

c. Reviewer Qualifications and Independence:

i The entity or individual{s) conducting the compliance program reviews and
audits (whether internal or external to the-BistristTCHD) shall be
independent insofar as they must be able to review the-BistrictTCHD’s
practices and make objective, independent determinations as to the
accuracy or effectiveness of those practices.
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i The reviewers/auditors shall have the qualifications and experience
necessary to adequately identify potential issues related to the subject they
are reviewing.
jii. The reviewers/auditors shall have access to the resources and information
necessary to conduct the compliance program reviews and audits,
including full access to documents and employees.
b-F. DOCUMENTAT[ON
1. The final version of work

b-G.

papers, notes and other documentation generated in connectlon with every review shall be

maintained in the compliance program files.

2.  After completing each annual work plan, the Chief-Compliance-OfficerCCO shall furnish senior
management and the Board efBiresters-with a written report of principal findings, conclusions
and recommendations.

e-3. The review findings, conclusions and recommendations (including the written report) shall be
documented in the compliance program files.

DOGUMENTAHONRELATED DOCUMENT(S):

1. Administrative Policy: Compliance Program Overview 8750-532

2. Administrative Policy: Monitoring Compliance Auditing & Reporting — Exit Interviews
8750-554

3. Tri-City Healthcare District Code of Conduct

REFERENCE(S):

1. Compliance Program Guidance for Hospitals, published by U.S. Department of Health

and Human Services, Office of Inspector General, February 1998.
4:2.  Office of Inspector General Supplemental Compliance Program Guidance for Hospitals, January
2005.
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A, PURPOSE:

1. The purpose of this policy is to ensure, through the implementation of prudent and reasonable

controls:
a. all persenal-professional services arrangementscontracts are undertaken only when
Tri-City Healthcare District (TCHD) has a legitimate need for a physician or allied
health professional to provide the type and quantity of services contemplated to promote
quality, cost-effective care or to fulfill other legitimate needs of the District;
b. the remuneration paid per all parsenalprofessional services arrangementscontracts is
commercially reasonable and consistent with fair market value for the services furnished;
| c. all services furnished per a persenalprofessional services arrangement are adequately
and contemporaneously documented by the physician or allied health professional;
| d. all persenalprofessional services arangemeniscontracts comply with applicable laws
and regulations, including the federal Anti-Kickback law and the Stark law; and
| e. under no circumstance will a persoralprofessional services arrangement involve paying
remuneration to a physician, directly or indirectly, with the intent to induce the physician
to refer patients to, or otherwise generate business for, TCHD.

B. GENERAL POLICIES:

1. TCHD may not enter into a professional services arrangement without an objectively
determined, legitimate need for the services contemplated by the professional services
arrangement. Prior to entry into, or renewal of, a professional services arrangement, the TCHD
Department requesting such arrangement follow TCHD's Contracting Manual, and provide an
explanation regarding the need for the services, the need for payment from TCHD rather than
having the physician bill third party payers, and the number of hours contemplated under the
agreement. These contracts are subject to Board approval.

C. DEFINITION(S):

1. “Professional Services Arrangement™: -means-an arrangement pursuant to which TCHD
provides remuneration to a physician for the performance of professional medical, medico-
administrative, or consulting services furnished by the physician on behalf of TCHD, but does
not include services otherwise covered by other policies, such as Medical Directorships.

2. “Physician-:-means a duly licensed and authorized doctor of medicine or osteopathy, doctor of
dental surgery or dental medicine, doctor of podiatric medicine, doctor of optometry, or
chiropractor. For purposes of this policy, “physician” also includes allied health professionals.

3. “Remuneration=:-means anything of value, including, but not limited to, cash, items, or services.
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Physician and Allied Health Professional Services-Arargaments -Contracts

“Fair Market Value®:-means the value in arm's-length transactions, consistent with the
compensation that would be included in a services agreement, as the result of bona fide
bargaining between well-informed parties to the agreement who are not otherwise in a position
to generate business for the other party at the time of the service agreement

“Federal health care program=: means-any plan or program that provides health benefits,
whether directly, through insurance, or otherwise, which is funded directly, in whole or in part, by
the United States Government, including, but not limited to, Medicare, Medicaid/Medi-Cal,
managed Medicare/Medicaid/Medi-Cal, TRICARE/VA/CHAMPUS, SCHIP, Federal Employees
Health Benefit Plan, Indian Health Services, Health Services for Peace Corp Volunteers,
Railroad Retirement Benefits Black Lung Program, Services Provided to Federal Prisoners, Pre-
Existing Condition Insurance Plans (PCIPs) and Section 1011 Requests.
“Group Practice™: means-two or more Physicians who practice medicine through a single legal
entity, using a common trade name and a common tax identification number, including a faculty
practice plan or other physician group practice organization affiliated with an academic medical
center.

D. SCOPE OF POLICY:

1.

This policy applies to

a. £H5-TCHD and its wholly-owned subsidiaries and affiliates {each, an “Affiliate");

b. {2}any other entity or organization in which TCHD or an Affiliate owns a direct or indirect
equity interest greater than 50%; and

Ec. 3}any hospital or heaithcare facility in which Tri-City Healthcare District or an Affiliate
either manages or controls the day-to-day operations of the facility (each, a “TCHD
Facility”) (collectively, “TCHD").

E. PROCEDURES:

1.

2.

Step 1 - ldentify the Need for the Services
a. The TCHD Department shall identify why the services are best contracted for and
compensated by TCHD rather than having the physician bill a payor independently
for the service.
b. In the case of on-call services, the Department
i shall identify any mandates or recommendations from legal or regulatory
authorities {(e.g., EMTALA, Joint Commission, other state regulations), and
any other evidence, that on-call coverage in the particular specialty or
subspecialty should be secured,
it. shall also document whether such on-call services are required without
compensation under the medical staff bylaws or rules and regulations; and
iil. shall also document prior efforts to obtain such services on a voluntary

basis.
Step 2 - Project the Number of Hours/Specific Services Required
a. Medico-administrative and consulting services should generally be contracted for

based on a fixed number of hours per week or month. TCHD shall not enter such

contracts until after having determined that the number of hours of medico-

administrative or consulting services contemplated by the personal services
arrangement is reasonable and necessary to accomplish TCHD’s legitimate needs
for the services. The requesting Department must prepare a projection of the
number of hours reasonably necessary to discharge the medico-administrative or
consulting services based on:

i. any benchmarks referenced by legal authorities, government
organizations, provider accreditation bodies, medical education program
accreditation bodies, independent third party consultants, third party
payers, or the Tri-City Health Care District entity’s medical staff or
governing board;
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il. data from time logs; and/or

fii. other factors, such as a detailed description of the scope of the consulting
project.

Professional medical services should be contracted for either on an hourly basis

or on a per unit of service basis. Hourly services must meet the requirements

above. Services rendered on a per unit of service basis should be identified by

Physician uslng a CPT code number and descriptor.

On-call services should be contracted for on the basis of 24-hour coverage.

3. Step 3 - Demonstrate the Qualifications of the Physician

TCHD must determine that the physician is qualified and capable of performing

the services by:

i. verifying that the physician is capable of furnishing the services (i.e., the
physician must confirm that he/she does not have other preexisting
obligations which would limit or restrict the physician from fully performing
the services);

i obtaining a copy of the physician’s curriculum vitae;

iiil. verifying, if not evident from existing information, that Physician is
currently licensed in California; verifying that the physician is qualified to
provide the services (e.g., that the physician possesses relevant training
and/or experience in the area); and

iv. verifying, through a search of the U.S. General Services Administration’s
(GSA) Lists of Parties Excluded from Federal Procurement and Non-
procurement Programs, the Office of Inspector General (OIG) of the
Department of Health and Human Services List of Excluded
Individuals/Entities, and any applicable state healthcare exclusion list, that
the physician (and, in the context of a personal services agreement with a
group practice, the group) has no exclusions, suspensions or debarments
from participation in any federal health care program.

4. Step 4 - Calculate Fair Market Value Compensation

TCHD may not enter into a personal services arrangement without first objectively

determining and documenting that the remuneration being offered to the

physician for the services is consistent with fair market value.

i. TCHD shall identify the basis for selection of the benchmark(s) utilized as
most appropriate for the service in question.

ii. Both monetary and any other compensation will be taken into
consideration in determining fair market value.

5. Step 5 - Review the Requirements of the Personal Services Agreement

a.

TCHD shall confirm that the proposed personal services arrangement will meet all

of the following terms to be included in the personal services agreement:

i. The personal services arrangement shall be evidenced by a written
agreement signed and dated by all parties. There shall be no oral or implied
understandings that are not incorporated in the written agreement. If the
physician is not affiliated with a group practice, the agreement shall be
between TCHD and the physician who will provide the services (the
individual agreement). If the physician is an employee, independent
contractor, partner, member or is otherwise affiliated with a group practice
{or practices through a sole shareholder PC), the agreement shall be
among TCHD and the group practice (the group agreement} or the sole
shareholder PC {the sole shareholder PC agreement) and the agreement
shall identify the physician who will provide the personal services.

ii. The personal services agreement shall require that the physician
contemporaneously record any medico-administrative or consulting
services, or professional medical services furnished on an hourly basis, on
a physician activity log or timesheet. The personal services agreement
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vi.

vii.

shall require that any professional medical services paid on a per-

procedure basis be documented by the physician contemporaneously on a

per-procedure basis. On-call agreements paid on a per-diem basis may be

documented by reference to monthly panel schedules which are verified by

TCHD. Physician Governing Board members shall not be required to

submit logs for Governing Board duties, but attendance may be verified by

referencing the Governing Board minutes.

The personal services agreement shall set forth with specificity all of the

services to be furnished by the physician. The designated duties shall not

include

1) advertising or marketing on behalf of TCHD,

2) duties which the physician is obligated to perform free of charge as
a result of his or her licensure or medical staff membership,
including, without limitation, attendance at meetings that the
physician is otherwise required to attend, such as regularly
scheduled or mandatory medical staff or governing board meetings
(unless the physician is also a Governing Board member and has
signed a separate appointment letter),

3) continuing medical education,

4) review of medical journals and periodicals,

5) any entertainment activities,

6) completing time logs, including, without limitation, activity logs, or
7) duties that involve the counseling or promotion of a business

arrangement or other activity that violates any federal or state law.
The designated duties shall be specific to the personal services
arrangement in question.

If the personal services agreement is terminated during the first year of the

term, then neither TCHD and the physician, nor TCHD and any affiliated

group practice, shall enter into an arrangement for the same items and

services for the remainder of the first year of the intended term of the

agreement.

The personal services arrangement shall not be conditioned on the

physician, or, in the event of a group agreement, the group practice or any

physician affiliated with the group practice,

1) making referrals to TCHD,

2) being in a position to make or influence referrals to TCHD, or

3) otherwise generating business for TCHD; provided, however, that
the agreement may require that the physician obtain and maintain
active staff privileges at TCHD if appropriate for the services in
question.

The remuneration paid to the physician and/or affiliated group practice

under the personal services agreement (which may include per unit of

service-based compensation) shall not vary (or be adjusted or

renegotiated) in any manner based on the volume or value of any actual or

expected referrals to, or business otherwise generated for, TCHD by the

physician or, in the event of a group agreement, by the group practice or

any individual or entity affiliated with the group practice.

No physician, or, in the event of a group agreement, any physician affiliated

with the group practice, shall be precluded or restricted in any way from

1) establishing staff privileges at any other hospital,

2) referring patients to or utilizing the services of any other hospital, or

3) otherwise generating business for any other hospital.
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viii. The physician and any affiliated group practice shall agree to treat in a
nondiscriminatory manner patients receiving medical benefits or
assistance under any federal health care program.

ix. The personal services agreement will require the physician and the group
practice, if applicable, to abide by TCHD’s Compliance Program, including
its Code of Conduct.

Step 6 - Prepare the Contractual Arrangements

a.

For each proposed professional services contracts, the TCHD department director
shall prepare all of the following documentation for submission with the Contract
Request Form (CRF) package and associated documents will be entered into the
appropriate TCHD Contract Retention System (such as MediTract) :

i A fully completed CRF, signed by a Chief Officer, setting forth the total
dollar value (or, as applicable, the estimated maximum total dollar value} of
the remuneration that may be furnished by TCHD under the professional
services contract, and any other agreement, during the term;

i Copies of all internal and external correspondence (including e-mails,
memaos or other like materials) that have been generated in connection with
the proposed professional services contracts;

iii. A copy of the physician’s current curriculum vitae;

iv. The results of an OIG/GSA and applicable state healthcare exclusion list
search noting no exclusions, suspensions or debarments of the physician
{(in the case of an individual agreement), or of the physician and the group
practice (in the case of a group agreement), from participation in any
Federal health care program; http://exclusions.oig.hhs.gov

V. Physician’s Certificate of Insurance (COI)

vi. If furnishing professional medical services, a copy of the physician’s
current medical license;
hitp://www2.mbe.ca.gov/Licensel.ookupSystem/PhysicianSurgeon/Search.

aspx
vii.  Any original source or other documentation required to support the
statements included in the cover memorandum; and
viii.  Any other information required by TCHD’s Legal and Compliance
Department.

Step 7 - Obtain Legal Review and Approval

No professional services contract shall be executed or renewed without properly
completing the steps detailed in TCHD’s Contracts Manual.

Step 8 - Documenting the Physician's Completion of Duties Prior to Payment

The physician shall be required to contemporaneously document his or her time
spent performing his or her designated duties under the personal services
agreement. Such documentation shail be submitted to TCHD on a monthly basis,
in the form of the activity log attached to the personal services agreement. The
physician shall personally complete, sign and date his or her activity log.
Professional medical services paid on a per-service basis may be documented by
(a) a monthly invoice that identifies each service by patient name or number, date
of service and CPT code(s), or (b) individual Form 1500s. On-call services paid on
a per diem basis may be documented by the monthly call schedule as verified at
month-end by TCHD.

Only time that a physician spends on his or her designated duties under a
personal services agreement shall be reimbursable, and all other time, including,
but not limited to, time relating to the physician’s private practice, shall not be
reimbursable.

Except for on-call services paid on a per-diem basis, and personal medical
services paid on a unit of service basis and invoiced to TCHD, TCHD shall not
furnish remuneration to a physician for a given month unless and until:
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i. the physician legibly completes in all material respects the activity log
applicable to such month;
iii. the physician signs, dates and submits the activity log applicable to a
given month by the date set forth in the personal services agreement;
iii. the Department Director shall review and sign the logs for applicability of
reported activities.

1) A physician’s failure to sign, date and submit his or her activity log
applicable to a given month by the due date set forth in the
agreement shall result in a forfeiture of compensation due for that
particular month,

2) For professional services contracts where the compensation is fixed
in the aggregate and based on an hourly rate times a projected
number of hours, if, in any given month while a professional
services contract is in effect, a physician provides fewer hours of
professional services than the projected number of hours, then the
physician or group practice {as appropriate) shall be compensated
at the hourly rate for each hour of services actually provided as set
forth in the professional services contract.

9. Document Retention
a. TCHD shall retain all documentation relating to the contract, including the
Contract Request Form and documentation of fair market value will be entered
into the appropriate TCHD Contract Retention System (such as MediTract) in
accordance with the CHA document retention recommendations in existence at
the time of document execution.
10. Responsible Person
a. The Compliance Officer and CFO are responsible for assuring adherence to the
contracting and payment portions of this policy, respectively.
11.  Auditing and Monitoring
a. TCHD’s Audit, Compliance & Ethics Committee will audit compliance with this
policy as part of its routine audits.
12. Enforcement
a. All employees whose responsibilities are affected by this policy are expected to
be familiar with the basic procedures and responsibilities created by this policy.
Failure to comply with this policy will be subject to appropriate performance
management pursuant to all applicable policies and procedures, up to and
including termination. Such performance management may also include
moadification of compensation, including any merit or discretionary compensation
awards, as allowed by applicable law.
| F. REFERENCE(S):
1. Anti-Kickback Statute, 42 U.S.C. § 1320a-7b(b}):
2. Definition of Immediate Family Member, 42 C.F.R. § 411.351. CAM Standard Form Non-
Invasive Cardiology Panel Agreement [Direct Pay)
3. Fair Market Value exception, 42 C.F.R. § 411.357(l).
4. Personal Services Arrangements exception, 42 U.S.C. § 1395nn(e)(3); 42 C.F.R. § 411.357(d).
5. Safe Harbor for Personal Services and Management Contracts, 42 C.F.R. § 1001.952(d).
6. Stark Law, 42 U.S.C. § 1395nn, and implementing regulations
7. Tri-City Health Care District Code of Conduct
8. Tri-City Health Care District Contractual Arrangements Manual
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(@) Tri-City Medical Center

Oceanside, California

Administrative Policy-Manual
Compliance

ISSUE DATE:

| REVISION DATE(S): 04/13

04/13 SUBJECT: Sales of Iltems or Services to
Physicians and Other Potential
Referral Sources

POLICY NUMBER: 8750-575

Department Approval: 0611607/17
Administrative Policies and Procedures Approval: o717

Medical Executive Committee Approval: 08/17

Organizational Compliance Committee Approval: 02118

Audit, Compliance and Ethics Committee Approval:  04/4304/18
Board of Directors Approval; 04/13

A. PURPOSE

| 1. Fhe-purpose-cfthispelicy-istTo ensure, through the implementation of prudent and reasonable

controls that purchase arrangements and payments comply with applicable laws and
regulations, including the federal Anti-Kickback law and the Stark law.

GENERAL POLICIES:
1.

Tri-City Healthcare District (TCHD) shall only enter into purchase arrangements with
physicians, allied health professionals, or other potential referral sources that comply with
applicable laws and regulations, including the federal Anti-Kickback law and the Stark law.
TCHD does not sell or provide medical malpractice insurance to physicians. TCHD Departments
shall follow the steps set forth in this policy and the attached procedures when entering into
purchase arrangements with physicians, allied health professionals, or other potential referral
sources. Examples include management services, staffing services, sales of laboratory-related
services, drugs or pharmaceuticals, instrument sterilization services, private practice
transcription services, and joint marketing arrangements.

DEFINITION(S):

1.

2.
3.

Purchase Arrangement - means-an arrangement pursuant to which TCHD sells an item or
service to a physician, allied health professional, or other potential referral source.
Remuneration - means-anything of value, including, but not limited to, cash, items or services.
Physician means-a duly licensed and authorized doctor of medicine or osteopathy, doctor of
dental surgery or dental medicine, doctor of podiatric medicine, doctor of optometry, or
chiropractor.

Other Potential Referral Source - means-any individual (other than a physician) or entity in a
position to make or influence referrals to, or otherwise generate business for, TCHD.

Group Practice - means-two or more physicians who practice through a single legal entity, using
a common trade name and a common tax identification number, including a faculty practice plan
or other physician group practice organization affiliated with an academic medical center.

Fair Market Value - means-the value that would be ascribed to the item or service in an arms-
length transaction, as the result of bona-fide bargaining between well-informed parties who are
not otherwise in a position to generate business for the other party.

Director - as used in this policy means Department Director, or an employee with the level of
authority and responsibility associated with that of a Department Director.
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D. SCOPE OF POLICY:
1. This policy applies to:

a.
b.

C.

TCHD and its wholly-owned subsidiaries and affiliates (each, an “Affiliate”);
Any other any-etherentity or organization in which TCHD or an Affiliate owns a direct or
indirect equity interest greater than 50%; and

Any hospital or healthcare facility in which-Fr-Gity-Healthcare-DistrictTCHD or an

Affiliate either manages or controls the day-to-day operations of the facility (each, a
“TCHD Facility”) (collectively, “TCHD").

E. PROCEDURE:
1. Step 1 — Determine that Purchase is Reasonable and Necessary

a.

When a department proposes to sell items or services to a Physician, group practice or
other potential referral source, the items and services, as applicable, shall not exceed
that which is reasonable and necessary for the legitimate business purposes of the
arrangement. The department director shall make reasonable inquiry into whether the
items and services will be used for the legitimate business purposes of the purchaser.

2. Step 2 — Determine Fair Market Value of ltems or Services

a.

b.

No purchase arrangement with a referral source may be entered unless (a) the purchase
price (which may include a fixed aggregate price or a fixed per-item or unit of service
based price) is set in advance and (b) TCHD has determined that the purchase price is
consistent with fair market value for the item(s} or service{s) purchased and has
obtained approval from the Chief Compliance Officer.

For services to be compensated on a per-unit of service basis, documentation of fair
market value must be demonstrated by reference to benchmarks relevant to the service
being contracted for. Such benchmarks may include applicable Medicare and Medicaid
rates, prevailing managed care rates in the relevant market, amounts received by the
hospital from third party payors for the specific contracted services in question, weighted
averages of the above benchmarks based on historical or anticipated case mix and
payor mix, or independent valuations. TCHD shall identify and document the basis for
selection of the benchmark(s) utilized as most appropriate for the service in question.

3. Step 3 - Review the Terms of the Purchase Agreement

a.

b.

c.

The director requesting the arrangement shall ensure the purchase agreement is
commercially reasonable without regard to any referrals made between the parties.
No Physician, allied health professional, or other potential referral source shall be
precluded or restricted in any way by a purchase agreement from (a) establishing staff
privileges at any non-TCHD hospital or facility, (b) referring patients or utilizing the
services of any non-TCHD hospital or facility, or {c) otherwise generating business for
any non-TCHD hospital or facility.

The above steps shall be confirmed by the Chief Compliance Officer.

4, Step 4 — Obtain Legal Review and Approval

a.

The director requesting the arrangement shall comply with TCHD's Contracting Manual,
obtaining appropriate review and approval of business terms from thea Chief
Compliance Officer followed by approval of the Legal Department as needed on a case
by case basis.

5. Step 5 - Collect Amounts Due to Fri-Gity-Healtheare-DistristTCHD Entities

The director requesting the arrangement is responsible for ensuring that diligent efforts
are made to collect any and all money due from the Physician, group practice, or referral
source in accordance with the terms of the underlying purchase arrangement.

b. The director is responsible to promptly report any noncompliance with the arrangement
to the Compliance Officer. TCHD shall maintain all documentation of its efforts to collect
delinquent receivables.

c. The hospital shall not write off a referral source’s receivable without the prior approval of
Legal & Compliance.

6. Document Retention:
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a. TCHD shall retain all Contract Request Form Packages, agreements and other
documentatuon relating to each lease / purchase arrangement aseerdinglo-the
‘ and associated documents will be entered
into the appropriate Contract Retention System (such as MediTract).
7. Responsible Person:
a. The requesting director is responsible for compliance with this policy and procedures.
| The Chief Compliance Officer and CFO are responsible to ensure reasonable measures
are in place to detect noncompliance.
8. Auditing and Monitoring:
I a. The Audit, Compliance &and Ethics Committee will moniter-oversee compliance with
this policy-as-part-efiisroutine-audits.
g. Enforcement:

a. All employees whose responsibilities are affected by this policy are expected to be
familiar with the basic procedures and responsibilities created by this policy. Failure to
comply with this policy will be subject to appropriate performance management pursuant
to all applicable policies and procedures, up to and including termination. Such
performance management may also include modification of compensation, including any
merit or discreticnary compensation awards, as allowed by applicable law

| F. REFERENCE(S)-LIST:
1. Anti-Kickback Statute, 42 U.S.C. § 1320a-7b{b)
2. Payments by a Physician for ltems and Services, 42 U.8.C. § 1395nn(e){8); 42 C.F.R. §

411.357(i). - Definition of Immediate Family Member, 42 C.F.R. § 411.351

3. Safe Harbor for Personal Services and Management Contracts, 42 C.F.R. § 1001.952(d)
: Stark Law, 42 U.S.C. § 1395nn and implementing regulations
5 TCHD Contract Manual
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TRI-CITY HEALTHCARE DISTRICT
MINUTES FOR A REGULAR MEETING
OF THE BOARD OF DIRECTORS

March 29, 2018 — 1:30 o’clock p.m.
Assembly Room 1 — Eugene L. Geil Pavilion
4002 Vista Way, Oceanside, CA 92056

A Regular Meeting of the Board of Directors of Tri-City Healthcare District was held at the
location noted above at Tri-City Medical Center, 4002 Vista Way, Oceanside, California at
1:30 p.m. on March 29, 2018.

The following Directors constituting a quorum of the Board of Directors were present:

Director James Dagostino, DPT, PT
Director Leigh Anne Grass

Director Cyril F. Kellett, MD
Director Laura E. Mitchell

Director Julie Nygaard

Director RoseMarie V. Reno
Director Larry W. Schallock

Also present were:

Greg Moser, Board Counsel

Steven Dietlin, Chief Executive Officer
Susan Bond, General Counsel

Dr. Victor Souza, Chief of Staff

Teri Donnellan, Executive Assistant
Richard Crooks, Executive Protection Agent

1. The Board Chairman, Director Dagostino, called the meeting to order at 1:30 p.m. in
Assembly Room 1 of the Eugene L. Geil Pavilion at Tri-City Medical Center with
attendance as listed above.

2. Approval of Agenda
Chairman Dagostino requested the addition of three agenda items:

» Closed Session — Appointment of Public Employee — Board Counsel

> Closed Session — Conference with Legal Counsel regarding one matter of
Potential Litigation

> Open Session — New Business — Consideration to cast the vote in favor of
Director Nygaard for the Consolidated Redevelopment Oversight Board
Election

It was moved by Director Mitchell to approve the agenda as amended. Director
Kellett seconded the motion. The motion passed unanimously (7-0).

3. Public Comments — Announcement
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Chairman Dagostino read the Public Comments section listed on the March 29, 2018
Regular Board of Directors Meeting Agenda.

There were no public comments.
4. Oral Announcement of ltems to be discussed during Closed Session

Chairman Dagostino deferred this item to the Board's Counsel. Board Counsel, Mr.
Greg Moser made an oral announcement of the items listed on the March 29, 2018
Regular Board of Directors Meeting Agenda to be discussed during Closed Session
which included two matters of Existing Litigation, Hearings on Reports of the Hospital
Medical Audit or Quality Assurance Committees; Approval of Closed Session
minutes, Conference with Legal Counsel regarding two matters of Potential Litigation
and Appointment of Public Employee: Board Counsel.

5. Motion to go into Closed Session

It was moved by Director Schallock and seconded by Director Mitchell to go
into Closed Session. The motion passed unanimously (7-0).

6. The Board adjourned to Closed Session at 1:35 p.m.

8. At 3:30 p.m. in Assembly Rooms 1, 2 and 3, Chairman Dagostino announced that the
Board was back in Open Session.

The following Board members were present:

Director James Dagostino, DPT, PT
Director Leigh Anne Grass

Director Cyril F. Kellett, MD
Director Laura E. Mitchell

Director Julie Nygaard

Director RoseMarie V. Reno
Director Larry W. Schallock

Also present were:

Greg Moser, Board Counsel

Steve Dietlin, Chief Executive Officer

Scott Livingstone, Chief Operations Officer
Ray Rivas, Chief Financial Officer

Sharon Schultz, RN, Chief Nurse Executive
Esther Beverly, VP, Human Resources
Carlos Cruz, Chief Compliance Officer
Susan Bond, General Counsel

Dr. Victor Souza, Chief of Staff

Teri Donnellan, Executive Assistant
Richard Crooks, Executive Protection Agent

9. Chairman Dagostino reported no action was taken in closed session. He reported
that we have amended the agenda to include two open session items: 1)
Appointment of Public Employee: Board Counsel and 2) Consideration to cast the

e e e e = 7
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vote in favor of Director Nygaard for the Consolidated Redevelopment Oversight
Board Election which will be discussed under New Business.

10. Director Nygaard led the Pledge of Allegiance.

11. Chairman Dagostino read the Public Comments section of the Agenda, noting
members of the public may speak immediately following Agenda Item Number 24.

12. Educational Session
Revenue Cycle — Ray Rivas, CFO

Mr. Ray Rivas, CFO presented a detailed presentation on the Revenue Cycle which
includes the following areas:

Patient Access

Case Management

Health Information Management
Patient Accounting

VVvVvyvY

Mr. Rivas discussed the Charge Master which is reported annually to OSHPD and is
approximately 9,600 lines. He provided examples of several DRGs and their
respective charges and reimbursements based on payor. A pie chart was presented
that reflected TCMC Payor Mix for the month of February. Mr. Rivas pointed out that
Self Pay went up to 4.5% and YTD has been running around 3%.

Lastly Mr. Rivas discussed denials by type including the following:

TAR: Treatment Authorization Request — Medi-Cal

MAC: Medicare Administrative Contractor — Medicare (Noridian)

RAC: Recovery Audit Contractor — Medicare

SAC: Stephenson, Acquisto & Coleman — Law Firm, Technical Contract Issues
MRI: Managed Resources, Inc. Managed Care

VVvVvVY

Mr. Rivas stated we were successful on almost 800,880 denials which represented
about 75% of the total appeals that were closed and we are working to get that
number even higher.

Directors asked questions throughout the presentation and expressed their
appreciation for this informative presentation.

No action taken.
13. Repaort from TCHD Foundation — Glen Newhart, Chief Development Officer

Mr. Glen Newhart, Chief Development Officer reported the Foundation, along with
Drs. Greg Sahagian and Abigail Lawler gave a presentation today at Oceana Hills
Retirement community on Alzheimer's. As a result of that presentation and the
Foundation’s money component to the presentation six of their 40 guests indicated a
desire to learn more about their estate planning and scheduled appointments with the

Foundation.
e e B
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Mr. Newhart reported the Socks & Shoes Drive was held approximately one month
ago and we collected far more socks and shoes than we did in our first year. Socks
and shoes continue to come in and just yesterday we received several hundred pairs
of socks for a Sorority in Escondido. Mr. Newhart stated there was extensive
promotion across social media on the Socks & Shoes Drive which included a
segment on KUSI. Mr. Newhart commented on several companies that got involved
this year which included DJO Global who donated boxes of medical shoes for
diabetic patients; VANSs, the lifestyle apparel brand and our friends at Cobian. Mr.
Newhart stated this was an excellent community awareness event that brought in
new donors and the cash donations far exceeded last year. Mr. Newhart stated
individuals who were too busy to drop by or shop on their own made gifts on line by
asking the Foundation to acquire the socks and shoes and do the shopping for them.

Mr. Newhart reported yesterday was our Doctor's Day event. He reported that
approximately 130 Tri-City physicians were recognized with gifts made in their honor
by community members compared to 71 last year. Mr. Newhart stated the Doctor’s
Day appeal exceeded our expectations as far as the number of physicians being
honored by the community. Mr. Newhart read a sampling of the 70 plus messages,
some of which were sent anonymously.

Mr. Newhart reported the month of April is for a Nurse appeal to recognize the
nursing care received at Tri-City. Just as the physicians were awarded pins, the
nurses specifically mentioned will receive a special recognition and see those
messages as well.

Mr. Newhart also commented on the Foundation’s core events ~ August 20" is the
Golf event at the Fairbanks Ranch Country Club and the Diamond Ball on October
27" with special guest Bill Engvall of the Blue Collar Comedy Tour.

Mr. Newhart stated the Teddy Bears that have been placed at the Dais are given to
every baby born at Tri-City and are distributed when the baby has their newborn
hearing screen. It is a way to let people know that we appreciate them choosing Tri-
City for their care.

No action taken.
14, Report from Chief Executive Officer CEO

Mr. Steve Dietlin expressed his appreciation to the Foundation who is doing a lot of
great things.

Mr. Dietlin elaborated on Mr. Rivas's Revenue Cycle presentation and the great
questions raised by Board members. He stated we have to continue to remain
proactive and flexible in order to preserve the future here at Tri-City. It is important to
continually evolve and manage healthcare delivery while maintaining the highest
quality.

Mr. Dietlin stated we celebrated the great physicians that are here with Doctor's Day
yesterday. He recognized the outstanding quality that is brought here to this hospital
every day by the physicians. Mr. Dietlin expressed his appreciation to Dr. Souza and
the rest of the Tri-City Medical staff for all their collaboration. Dr. Souza is a great
example and was also recognized as one of the finalists for the San Diego Business
Journal's Healthcare Hero's awards.

e e R R R R
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Mr. Dietlin commented on our partnership with the American Heart Association and
the fact that next Wednesday is National Walking Day. He stated we are going to
have an event out on the grassy area and talk about the value of remaining active
and healthy and take a iap around the Tri-City half mile course. He invited everyone
out to participate in the event.

Lastly, Mr. Dietlin read excerpts from a few letters from patients who received their
care at Tri-City.

No action taken.

Dr. Souza expressed his appreciation to Mr. Dietlin for reading the excerpts of the
patient letters. It reminds us of why we are here and what we are doing.

Dr. Souza thanked everyone who was able to attend the Physician's appreciation
luncheon. He stated we have a phenomenal Medical Staff who have a long history
here and want to make this hospital shine!

Lastly, Dr. Souza expressed his appreciation for the gift baskets for the physicians. It
showed Administration’s support and was a nice touch for the physicians.

15. Report from Chief Financial Officer
Mr. Ray Rivas reported on the YTD Financials as follows (Dollars in Thousands):

Net Operating Revenue — $239,606
Operating Expense — $249,125
EROE - ($5,957)

EBITDA - $4,451

YVvVYY

Mr. Rivas stated we do have a positive EBITDA which is an indication that our
cash exceeds our expenses and thus far this year we have a positive cash flow.

Other Key Indicators for the YTD driving those results included the following:

¥ Average Daily Census — 177

» Adjusted Patient Days — 75,881
» Surgery Cases — 4,289

> Deliveries - 1,560,

> ED visits — 41,279

Mr. Rivas also reported on the current month financials as follows (Dollars in
Thousands):

» Operating Revenue - $29,214
> Operating Expense - $30,165
> EBITDA - %75

» EROE - ($542)

Mr. Rivas reported on current month Key Indicators as follows:
>  Average Daily Census — 186

e - = - ]
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Adjusted Patient Days — 9,201

Surgery Cases — 528

Deliveries — 169, 39 of which were C-sections
ED Visits — 4,619

VVYVY

Mr. Rivas reported on the following indicators for FY18 Average:

> Net Patient Accounts Receivable - $45.6
> Days in Net Accounts Receivable - 48.9

Chairman Dagostino commented that following the upcoming strategy sessions in
May we will have to take another hard look at how we are going to improve that
bottom line.

Mr. Rivas commented that the average length of stay remains high but is trending in
ihe right direction.

Mr. Rivas also commented on supply cost which has been problematic this year due
to hurricanes that shut down some plants in Puerto Rico forcing us to get supplies
wherever we can. Year {o date we are almost $4 million over budget in just that
category.

No action taken.
16. New Business
a. LAFCO Update (discussed in conjunction with item b.)

b. Consideration to approve a Memorandum of Understanding between
Fallbrook Hospital and Tri-City Healthcare District related to Phasing of Tax
Increment

Mr. Moser reported the Board of Supervisors has approved the tax exchange
resolution and LAFCO has approved the changes in the boundaries that were
requested.

Mr. Moser explained the Memorandum of Understanding between the District
and the Fallbrook Healthcare District describes a three year program of easing
back the cuts that Fallbrook will be taking because of the $181,000 tax
exchange due to the LAFCO changes. Mr. Moser stated there is a
typographical error in the LAFCO resolution that Counsel for Fallbrook has
already brought to their attention which states that the tax exchange
agreement is between the District and Palomar which is incorrect. Mr. Moser
stated his understanding is that Fallbrook will be acting on this Resolution at
their April 11" meeting and then the Board will be able to approve new
boundaries and new maps for district elections at their regutar meeting in
April. We are on schedule to get the Registrar what they need by May 4™,

Director Nygaard questioned if we feel confident that Fallbrook is in support of

this Memorandum of Understanding. Mr. Moser stated that Fallbrook’s
counsel Blaze Jackson is in the audience and invited him to the podium.

L — . - -
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Mr. Jackson expressed his appreciation for the opportunity to comment. He
stated Fallbrook very much appreciates this Board’s willingness to consider
and ideally approve the Memorandum of Understanding arrangement which
will help “ease the pain” over a period of time for Fallbrook. Mr. Jackson
stated the $181,000 represents roughly 10% of its annual revenues in the
absence of this change. Mr. Jackson stated the Memorandum of
Understanding has been vetted through one of their Board committees and
will go forward to the Board with a positive recommendation.

It was moved by Director Grass that the Tri-City Healthcare District
Board of Directors approve a Memorandum of Understanding between
Fallbrook Hospital and Tri-City Healthcare District related to Phasing of
Tax Increment. Director Nygaard seconded the motion.

The vote on the motion was as follows:

AYES: Directors: Dagostino, Grass, Kellett, Mitchell, Nygaard,
Reno and Schallock
NOES: Directors: None

ABSTAIN: Directors: None
ABSENT: Directors: None

C. Consideration to cast the vote in favor of Director Nygaard for the
Consolidated Redevelopment Oversight Board Election (addition to agenda)

Chairman Dagostino stated the Board had been asked to consider nominating
a Board member to serve on LAFCO Distribution of Redevelopment Funds
Oversight Board. In January, 2018, the Board unanimously voted to nominate
Director Nygaard on behalf of the Board. Chairman Dagostino stated Director
Nygaard has made it through the ballot process and now the Board is being
asked to cast the ballot in favor of Director Nygaard.

Director Nygaard questioned if she needed to abstain from the vote. Board
Counsel, Mr. Moser stated Director Nygaard is not required to abstain.

It was moved by Director Mitchell that the Tri-City Healthcare Board of
Directors cast the vote in favor of Director Nygaard for the Consolidated
Redevelopment Oversight Board Election. Director Schallock seconded
the motion.

The vote on the motion was as follows:

AYES: Directors:  Dagostino, Grass, Kellett, Mitchell,
Nygaard, Reno and Schallock
NOES: Directors: None

ABSTAIN: Directors: None
ABSENT: Directors: None

d. Appointment of Public Employee: Board Counsel (addition to agenda)

It was moved by Director Grass that the Tri-City Healthcare District
Board of Directors accept the contract with Archer Norris to serve as Tri-

I —
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City Healthcare District's Board Counsel. Director Nygaard seconded
the motion.

The vote on the motion was as follows:

AYES: Directors:  Dagostino, Grass, Kellett, Mitchell, Nygaard,
Reno and Schallock
NOES: Directors: None

ABSTAIN: Directors: None
ABSENT: Directors: None

e. Consideration to amend TCHD Bylaws

Board Counsel Mr, Moser stated the recommended change in Article V is to
allow the Board Chair to make interim appointments when it appears that a
committee will have only one Board member attending a committee meeting.
The amendment would ensure there are at least two Board members present
at committee meetings. Mr. Moser stated it would be an interim appointment
only and applies to a single meeting.

Director Reno requested clarification on the names of the standing
committees. Mr. Moser referred Director Reno to pages 51 and 52 of the
agenda packet.

It was moved by Director Nygaard that the Tri-City Healthcare
District Board of Directors approve the amended Bylaws as
presented. Director Schallock seconded the motion.

The vote on the motion was as follows:

AYES: Directors: Dagostino, Grass, Kellett, Mitchell,
Nygaard, Reno and Schallock
NOES: Directors: None

ABSTAIN: Directors: None
ABSENT: Directors: None

f. Approval of Resolution No. 790, A Resolution of the Board of Directors of Tri-
City Healthcare District Amending the Conflict of Interest Code.

Mr. Moser stated the amendment to the Conflict of Interest Code is essentially
a housekeeping measure that will accomplish two things: 1) It changes the list
of individuals who need to file Form 700s due to the fact that some positions
have been eliminated and 2) It requires only the Board members and the
CEQ's Form 700 be filed with the county and all other filers will file with the
District's Board secretary. Mr. Moser stated this is a change that the county
has requested to lessen their burden. Mr. Moser explained that the proposed
Conflict of Interest Code will not be in effect for the April filing period due to
the fact that a 45-day public comment period is required. The Code will then
come back at a future Board meeting after the 45 day review period.

It was moved by Director Schallock that the Tri-City Healthcare District
Board of Directors approve Resolution No., 790, a Resolution of the

e A e s a1
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Board of Directors of Tri-City Healthcare District Amending the Conflict
of Interest Code. Director Mitchell seconded the motion.

The vote on the motion was as follows:

AYES: Directors:  Dagostino, Grass, Kellett, Mitchell,
Nygaard, Reno and Schallock
NOES: Directors: None

ABSTAIN: Directors: None
ABSENT: Directors: None

g. Consideration to amend Board Policy 18-042 related to section “Promote
quality medical care”.

Ms. Sharon Schultz, CNE reported in preparation for our upcoming Joint
Commission survey and review of the standards and elements of performance
it was noted that Board Policy 15-042 identified the CEO and the Medical Staff
but failed to identify the Chief Nurse Executive as one of those responsible for
the provision of care. Ms. Schultz requested the Board consider approving
the amended Board Policy which states in part that “the Board identifies the
Nurse Executive function at the senior leadership level to provide effective
leadership and to coordinate leaders to deliver the nursing care treatment and
services”.

It was moved by Director Mitchell that the Tri-City Healthcare District
Board of Directors amend Board Policy 15-042 as presented. Director
Schallock seconded the motion.

Chairman Dagostino explained that the reason for the amendment is to clarify
and document for the Joint Commission who is responsible for providing
quality medical care at the hospital.

The vote on the motion was as follows:

AYES: Directors:  Dagostino, Grass, Kellett, Mitchell, Nygaard,
Reno and Schallock
NOES: Directors: None

ABSTAIN: Directors: None
ABSENT: Directors: None

17. Old Business — None
18.  Chief of Staff
a. Consideration of March Credentialing Actions and Reappointments Involving
the Medical Staff as recommended by the Medical Executive Committee on
March 26, 2018.
It was moved by Director Mitchell that the Tri-City Healthcare

District Board of Directors approve the March Credentialing
Actions and Reappointments Involving the Medical Staff as
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recommended by the Medical Executive Committee on March 26,

2018. Director Nygaard seconded the motion.

The vote on the motion was as follows:

AYES: Directors:  Dagostino, Grass, Kellett, Mitchell,
Reno Nygaard, Reno and Schallock
NOES: Directors:  None
ABSTAIN: Directors: None
ABSENT: Directors: None
b. Approval of Medical Staff Rules & Regulations:
1) Division of Neurology
2) Division of Internal Medicine
3) Department of Radiology
4) Department of Pediatrics
It was moved by Director Schallock that the Tri-City Healthcare District
Board of Directors approve the Medical Staff Rules & Regulations for the
Division of Neurology, Division of Internal Medicine, Department of
Radiology and Department of Pediatrics as recommended by the Medical
Executive Committee at their meeting on March 26, 2018. Director Grass
seconded the motion.
The vote on the motion was as follows:
AYES: Directors: Dagostino, Grass, Kellett, Mitchell,
Reno Nygaard, Reno and Schallock
NOES: Directors: None
ABSTAIN: Directors: None
ABSENT: Directors: None
c. Recommendation from Medical Quality Peer Review and the Credentials

Committee regarding Cardiothoracic Surgery.

It was moved by Director Nygaard that the Tri-City Healthcare District
Board of Directors approve the recommendation from Medical Quality
Peer Review and the Credentials Committee regarding Cardiothoracic
Surgery as recommended by the Medical Executive Committee at their
meeting on March 26, 2018. Director Schallock seconded the motion.

The vote on the motion was as follows:

AYES: Directors:  Dagostino, Grass, Kellett, Mitchell,
Reno Nygaard, Reno and Schallock
NOES: Directors: None
ABSTAIN: Directors: None
ABSENT: Directors: None

19. Consideration of Consent Calendar

- e e
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20.

21.

22.

It was moved by Director Schallock to approve the Consent Calendar.
Director Grass seconded the motion.

Director Schallock called for the vote,

Director Nygaard stated she would be abstaining from the minutes of February
22, 2018. Director Reno stated she would be voting no on the minutes of
February 22, 2018

The vote on the motion was as follows:

AYES: Directors: Dagostino, Grass, Kellett and
Mitchell and Schallock
NOES: Directors: Reno

ABSTAIN: Directors: Nygaard
ABSENT: Directors: None

Discussion of items pulled from Consent Agenda
There were no items pulied from the Consent Calendar.
Reports

Chairman Dagostino reported some legisiative handoutis have been distributed at the
dais and at the back table that CHA has supported or opposed.

Director Nygaard suggested a “News"” section be added to the Board's portal where
Board members can share articles and legislative websites of interest.

Legislative Update
CSDA

Chairman Dagostino stated the Board recently voted to join the California Special
District’s Association (CSDA) and he met with Chris Palmer, CSDA Public Affairs
Field Coordinator to discuss our membership and how CSDA can benefit Tri-City.
Chairman Dagostino questioned if Board members would be interested in hearing an
educational presentation by Mr. Palmer at an upcoming meeting. Director Nygaard
stated the CSDA holds many educational events that the Board may find beneficial.
Board members stated they would be interested in meeting Mr. Palmer and directed
Ms. Donnellan to schedule a time for him at one of our upcoming Board meetings.

On a separate legislative matter Mr. Moser stated he has drafted some amendments
to Government Code Section 1090 that provides some protections for local
government officials. Mr. Moser stated the bill has made it to print and is known as
SB949 and is being carried by Senator Ben Allen who is the Chair of the Education
Committee. Mr. Moser explained the bill relates mainly to Charter Schools which
have never been subject to Government Code Section 1090 but may also appeal to
cities, counties and special districts. Mr. Moser suggested that we encourage
organizations that we are part of support that Bill.

Chairman Dagostino referred to his report contained in today’s agenda packet from
the Governance Forum and specifically discussed SB1975 which is a bill to allow the
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23.

24,

25.

EMS personnel to transport patients with Behavioral Health or sobriety to an
outpatient Behavioral Health facility or sobriety center rather than to the Emergency
Room.

Chairman Dagostino stated CHA is sponsoring that Bill and our physicians are not in
favor of the bill as it allows EMS personnel to get into diagnostics and raises potential
liability issues particularly when they are in radio communication with EMS personnel.
Chairman Dagostino stated Tri-City, along with Scripps and Palomar made their
points known to CHA and he has personally asked if CHA would work with the
Emergency Department physicians on an amendment that would address their
liability issue. Chairman Dagostino stated CHA has commented that since San Diego
does not have Behavioral Health and Sobriety Centers it would not affect San Diego.
Director Mitchell commented that EMS personnel may be qualified to make such
decisions, however it is well beyond their scope of practice and it would be imperative
to revise the Paramedic Practice Act. Director Reno commented that after a recent
automobile accident she had to sign a waiver in order for paramedics to transport her
to Tri-City rather than Scripps and would like that addressed in this Bill. Chairman
Dagostino explained the author of the bill would have to agree to include it in their Bill.

Director Grass questioned if the Bill calls for additional education and the changing of
the paramedic curriculum in the schools? Chairman Dagostino responded that the
Bill states that the paramedics are going to be specially trained however does not
address the changing of the paramedic curriculum.

Chairman Dagostino also commented on a Bill that creates criteria for the discharge
of homeless people. Chairman Dagostino stated it is an attempt to be kind to this
classification of patients but it is not practical and CHA is opposing that Bill.

Lastly, Chairman Dagostino commented on the 340B program. He stated Marie
Waldron, who is a Republican member of the California State Assembly felt that
suspending the 340B program was going to hurt her District Hospital, Palomar as well
as Tri-City. Chairman Dagostino stated that Ms. Waldron, with CHA’s support will
write a letter supporting the continuation of 340B and circulate through the caucus.
Comments by Members of the Public

Chairman Dagostino recognized Mr. Kyle Thayer.

Mr. Kyle Thayer, Carlsbad resident and San Diego county paramedic commented on
SB1795 which is a bill to allow the EMS personnel to transport certain classifications
of patients to other areas. He encouraged further consideration of the bill which he
believes would be a way for the hospital to potentially save money and get patients
triaged to the appropriate location.

Additional Comments by Chief Executive Officer

There were no additional comments from the Chief Executive Officer.

Board Communications

Reports from Board Members

Director Mitchell wished everyone a happy and safe Easter.

e B U )
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Director Grass reported on behalf of the Auxiliary that the Tails on the Trails walk is
scheduled for May 19" at 9:00 a.m. at. Mance Buchanon Park in Oceanside.

Director Nygaard did not have any comments.

Director Reno expressed her appreciation to all the physicians for their care and
support. She stated the support for our physicians was evident by the turnout for the
Doctor’s Day luncheon yesterday and the thank-you notes that the Foundation
received on behalf of our physicians.

Director Reno wished physicians and staff a happy Easter.
Director Kellett wished everyone a happy Easter.
Director Schallock commented that former employee Mike Henchman passed away
recently. He stated Mike was involved in the Telecommunications here at Tri-City for
a very long time and was integral in how we have moved forward in this new digital
age.
Director Schallock expressed his appreciation to Mr. Moser for his time and efforts in
assisting the Board over the past nine years. He wished Mr. Moser much luck going
forward!

26. Report from Chairperson

Chairman Dagostino expressed his appreciation to Mr. Moser for his counsel and
assistance during his tenure as Board Chair.

31. There being no further business Chairman Dagostino adjourned the meeting at 5:30
p.m.

James J. Dagostino, DPT, PT
Chairman
ATTEST:

Leigh Anne Grass, Secretary

B .5 g s = s
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TRI-CITY HEALTHCARE DISTRICT
MINUTES FOR AN ADJOURNED SPECIAL MEETING
OF THE BOARD OF DIRECTORS

March 22, 2018 - 3:00 o'clock p.m.
Adjourned to March 27, 2018 — 1:00 p.m.
Assembly Room 3 — Eugene L. Geil Pavilion
4002 Vista Way, Oceanside, CA 92056

An Adjourned Special Meeting of the Board of Directors of Tri-City Healthcare District was heid
at the location noted above at 4002 Vista Way at 3:00 p.m. on March 27, 2018.

The following Directors constituting a quorum of the Board of Directors were present:

Director James J. Dagostino, DPT, PT
Director Leigh Anne Grass

Director Cyril F. Kellett, MD

Director Laura Mitchell

Director Julie Nygaard

Director RoseMarie V. Reno

Director Larry W. Schallock

Also present were:

Steve Dietlin, Chief Executive Officer
Teri Donnellan, Executive Assistant
Susan Bond, General Counsel

Rick Crooks, Executive Protection Agent

1.

The Board Chairman, Director Dagostino, called the adjourned special meeting to order
at 1:00 p.m. in Assembly Room 3 of the Eugene L. Geil Pavilion at Tri-City Medical
Center with attendance as listed above. Chairman Dagostino led the Pledge of
Allegiance.

5. Motion to go into Closed Session
It was moved by Director Kellett and seconded by Director Grass to go into closed
session. The motion passed unanimously (7-0).
8. Open Session
9. Report from Chairperson on any action taken in Closed Session.
Chairman Dagostino reported no action was taken in Closed Session.
10. There being no further business, Chairman Dagostino adjourned the meeting at 3:30
p.m.
James J. Dagostino
Chairman
ATTEST:
Leigh Anne Grass
Secretary
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TRI-CITY HEALTHCARE DISTRICT
MINUTES FOR A SPECIAL MEETING
OF THE BOARD OF DIRECTORS

March 22, 2018 - 3:00 o'clock p.m.
Assembly Room 3 — Eugene L. Geil Pavilion
4002 Vista Way, Oceanside, CA 92056

A Special Meeting of the Board of Directors of Tri-City Healthcare District was held at the
location noted above at 4002 Vista Way at 3:.00 p.m. on March 22, 2018.

The following Directors constituting a quorum of the Board of Directors were present:

Director James J. Dagostino, DPT, PT
Director Leigh Anne Grass

Director Cyril F. Kellett, MD

Director Laura Mitchell

Director Julie Nygaard

Director RoseMarie V. Reno

Director Larry W. Schallock

Also present were:

Steve Dietlin, Chief Executive Officer
Teri Donnellan, Executive Assistant
Susan Bond, General Counsel

Rick Crooks, Executive Protection Agent

1.

The Board Chairman, Director Dagostino, called the meeting to order at 3:00 p.m. in
Assembly Room 3 of the Eugene L. Geil Pavilion at Tri-City Medical Center with
attendance as listed above. Chairman Dagostino led the Pledge of Allegiance.
Public Comments — Announcement

Chairman Dagostino read the Public Comments section listed on the Board Agenda.
There were no public comments.

Approval of agenda.

It was moved by Director Kellett to approve the agenda as presented. Director
Mitchell seconded the motion. The motion passed unanimously (7-0).

Oral Announcement of ltems to be discussed during Closed Session

Chairman Dagostino made an oral announcement of the items listed on the March 22,

2018 Special Board of Directors Meeting Agenda to be discussed during Closed Session
which included Appointment of Public Employee: Board Counsel and Conference with

Legal Counsel regarding one matter of Existing Litigation.
Motion to go into Closed Session

It was moved by Director Kellett and seconded by Director Nygaard to go into Closed
Session. The motion passed unanimously (7-0).
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8. Open Session
9. Report from Chairperson on any action taken in Closed Session.

Chairman Dagostino reported today's meeting will be continued to Tuesday, March 27"
at 1:00 p.m. in Assembly Room 3.

B. There being no further business, Chairman Dagostino adjourned the meeting at 5:30
p.m. to March 27" at 1:00 p.m.

James J. Dagostino
Chairman
ATTEST:

Leigh Anne Grass
Secretary
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Spine Surgery Cases

Performance compared to prior year:

Worse
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Performance compared to prior year:

e [IEENN

Inpatient Behavioral Health - Average Daily Census {ADC)
Dec Jan Feb
Bl 167 12.5
16.5 14.4 14.8 16.5

165| 160

Y17 6.8 6.8 66 70 56

Neonatal Intensive Care Unit (NICU) - Average Daily Census (ADC)
AUE Sep Oct Nov

16.4 12.4 13.9 3.5
FY17 14.8 17.4 18.6

Hospital - Average Daily Census (ADC)
Jul Aug Sep

169.7 181.9 163.4

178.6 191.9 181.3

FY17

Deliveries

FY17 223 239

Inpatient Cardiac Interventions
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Performance compared {o prior year:

sae

Outpatient Cardiac Interventions

FY18
FY17 4

Open Heart Surgery Cases

FY17

TCMC Adjusted Factor {Total Revenue/IP Revenue)

FY18 1.75 1.80 1.81 1.80 1.83 172 1.64 1.77 1.78 1.76
FY17 1.68 1.71 1.76 1.72 1.68 1.70 1.61 1.73 1.73 1.64 171 1.76 1.70
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Financial Strength

TCMC Days in Accounts Receivable {A/R)

H Jut  Aug Sep: BT THOct SIS Nov BERE 8 Dec BTN Jan S WEEE Feb MUTNRS Mar TR ey
Fr18 417 47.8 489 50.8 49,5 495 49.8 47.2 46.8 48.9 48-52
FY17 51.2 50.2 48.7 505 49.6 50,5 489 49.0 48.8 49.4 48.1 46.5 50.0

TCMC Days in Accounts Payable (A/P}

g Jul - Oct Now s o Dec T Tsan i SFehi T T P Mars. & Apr® g Jun 5| & F
Fris 82.1 79.1 78.8 B34 87.7 813 82.9 85.2 78.8 821 75-100
FY17 78.9 81.6 86.5 28.1 91.6 87.9 84.6 79.9 74.6 79.9 H15 819 823

TCHD ERQE $ in Thousands {Excess Revenue over Expenses)

______ Jul . Aug Sep. Octt Now = Dec Jan_ Feb  Mar  Apr __ May EESYTD|
FY18 ($394) ($429) ($224) ($171) (52,571}  ($383) {$1,242) (5542} ($6,294)
FY17 5288 5211 $746 51,118 $414 5317 {5226) $181 {$2,912) {563} $296 51,510 $1,246

TCHD EROE % of Total Operating Revenue c/im c/m

=B Jul ey ot w0ty ¥ Nows o FiDec Jan  Feb  Mar  Apr__May _ | YD YTDBudget
FY18 -1.33% -1.39% -0.76% -0.55% -9.47% -1.26% -3.94% -1.86% -1.09% -2.33% -0.03%
FY17 1.04% 0.75% 2.69% 3.99% 1.51% 1.15% -0.79% 0.67% -9.92% -0.22% 0.95% 5.04% 1.49%

TCHD EBITDA 5 in Thousands {Earnings before Interest, Taxes, Depreciation and Amortization)

et Tl ST Aug DS Sep TR Oct S DTN Nov SR Do THESTE Jan RS Fab Mar__ Apr.  May  Jun |  YTD
FY18 $898 4864 $1,051 $1,146 (51,288) $908 581 5751 4963 $5,414 $11,999
FY17 51,583 51,496 §2,015 $2,365 51,711 61,556 $1,010 51,428 ($1,630} 51,213 51,558 52,741 $5,094

TCHD EBITDA % of Total Operating Revenue

FY18 3.03%  2.80%  3.69% 3.66% ~4.74% 0.26%  2.57%  3.13% - T 200% | 4.39%
W17 5.70% S32%  7.27% 8.43% 6.27%  5.64% 352%  528%  -5.55%  423%  521%  0.16% 6.09%

TCMC Paid FTE {Fuli-Time Equivalent) per Adjusted Occupied Bed C/M
YTD Budget

FY18 651 592 690 6.26 6.50
Y17 6.04 5.84 5.74 5.85 6.43 6.16 6.26 6.14 6.25 6.30 5.8 6.56 5.88

TCHD Liguidity $ in Millions {Cash + Available Revolving Line of Credit)
Jull T TAug TR sep i N Oct Nov Dec AT Jan SN Feb UL Mar BEIES Apc BN May B0 tun

FY18 $58.5 549.8 $42.3 $48.2 $58.6 $54.5 $54.7 $53.1 549.4
FYi7 $29.1 529.4 526.8 $18.9 $23.0 5259 $35.7 $34.6 5736 574.3 5779 564.0
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@?’) Tri-City Viedical Center

Construction Report

ANV A MNCE 2 HEALTH CoRE

@)

As of March 2018
Construction Btart Estimatad
or Estimated Construction % of
FOPBoard % of Design . | Construction Start| Completion | Construction Total Actual Remaining ;
Project Approval Dato Compleie Date Data*® Complets Budnet Expendltures _ Budgat Status | Comments
|OR #3 Surgical Lighls Replacement July-17 100% December-17 March-18 100% $ 445380.00)| § _ 390,100.77 | § 655.279.23 |Constmc.llon completed.
OR #4 Surgical ts Replacemant Seplember-17 100% April-18 July-18 0% 5 5107681.00] § 39,855.87 | §  470,905.13 [Scheduling construction.
Retail Pharmacy September-17 100% January-18 April-18 80% $§ 373203.00]8 19959728 5  173.885.72 |Conslruction in progress.
BHU Seclusion Room Saplember-17 100%_ January-18 April-18 80% S 295.482.00| $ 22,755.66 | $ _272,726.34 |Consiruction in progress.
Sonocine Room Addition December-17 100% January-18 April-18 90% $§ 25708200|§ 34338.46 [ $  222,743.54 |Construction in progress.
Surlace Parking Lot December-17 100% Fabruary-18 June-18 40% $ 2473975.00( $§ 234455300 | § 2,129,422.00 [Construclion nin progress.
Total Construction Projscts $ 4,355973.00 | § 1,031,201.04 | $ 3,324,771.96

‘Estimatad complalion s based on actual physical project progress and not on amounts inveiced to the Districl




Buillding Operating Leases
Month Ending March 31, 2018

AR T LR i - T

DIVAI"*_«I!_';E__.D HEALTH CARE

LN OuU

Basa Total Rent
Rate per per current LeasaTarm

Lessor Sg.Ft.| Sq.Ft. month Beginning _ Ending Services & Location
6121 Paseo Del Norte, LLC
6128 Paseo Del Norte, Suite 180 OSNC - Carisbad
Carisbad, CA 82011 Approx 6121 Paseo Del Norte, Suite 200
V#83024 9,552 $3.48 |(a) 44,164.55 07/01/17]  06/30/27|Carisbad, CA 82011
American Health & Retlrement
DBA: Vista Medical Plaza
140 Lomas Santa Fe Dr., Ste 103 PCP Clinic - Venus
Solona Beach, CA 92075 Approx 2067 W. Vista Way, Ste 160
V#2804 1,558 $2.39 |{a) 4,917.74 01/27/17] 05/31/20]Vista, CA 92083
Camelot Investments, LLC
5800 Armada Dr., #200 1PCP Clinic - Radlance
Carisbad, CA 92008 Apprax 3998 Vista Way, Ste. C
V#15608 3,563 $1.86 |(a) 10,517.14 04/01/16] 01/31/20{Oceanside, CA 92056
Cardiff Investments LLC
2729 Ccean St OSNC - Oceanslde
Carlsbad, CA 92008 3905 Waring Road
V#83204 10,218 $2.50 {(a) 27,970.32 07/01/17] 06/30/22|Qceanside, CA 92056
Creek View Medical Assoc
1926 Via Cenire Dr. Suile A PCP Clinlc - Vista
Vista, CA 92081 Approx 1926 Via Centre Drive, Ste A
V81981 6,200 $2.70 |la) 20,540.00 02/01/15]  01/31/20|Vista, CA
CreekView Orthopaedic Bidg, LLC
19858 Via Centre Drive OSNC - Vista
Vista, Ca 92081 Approx 1958 Via Centre Drive
V#83025 4,805 $2.50 |(a) 15,184.80 07/01/17|__ 06/30/22|Vista, Ca 92081
Eflin Investments, LLC
Clancy Medical Group
20136 Elfin Creek Trall PCP Cllnic - Clancy
Escondido, CA 82029 2375 Melrose Dr. Vista
| \V#82575 3,140 $2.56 |(a) 9,642 26 12/01/15)  12/31/20{Visia, CA 92081
GCO
3621 Vista Way Performance Improvement
Oceanside, CA 82056 3927 Waring Road, Ste.D
#v81473 1,583 $1.92 [{a) 3,398.15 01/01/13| 03/31/18|Oceanside, Ca 92056
Investors Property Mgmt. Group
c/o Levitt Family Trust OP Physical Therapy
2181 El Caminc Real, Ste. 206 OP OT & OP Speech Therapy
Oceanside, Ca 92054 2124 E. Ei Camino Real, Ste.100
V#81028 5,214 $1.86 |(a) 10,640.98 09/01/17| 08/31/18|Oceanside, Ca 92054
Melrose Plaza Complex, LP
c/o Five K Management, Inc.
P O Box 2522 Outpatient Behavioral Health
La Jolla, CA 92038 510 West Vista Way
V#43849 7,247 $1.35 [{a) 10,101.01 07/01/16] 06/30/21|Visla, Ca 92083
OPS Enterprises, LLC Chemotherapyfinfusion Oncology
3617 Vista Way, Bidg. 5 Center
Oceanside, Ca 92056 3617 Vista Way, Bidg.5
{#v81250 4,760 $4.12 |(a) 26,047 .00 10/01/12|  10/01/22{Oceanside, Ca 92056
iRidgeway/Bradford CA LP
DBA: Vista Town Cenler
PO Box 19068 Vacant Building
Irvine, CA 92663 510 Hacienda Drive Suite 108-A
V#81503 _ 3,307 $1.10 |(a) 5,135 39 10/28/13|  10/31/18|Vista, CA 92081

Total $188,259.34

(a) Total Rent includes Base Rent plus property taxes, association fees, insurance, CAM expenses, etc.
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Education & Travel Expense

Month Ending March 2018
Cost

Centers Description Invoice 4  Amount  Vendor # Attendees
6010 2018 LEADERSHIP ACADEMY TRAINING 30918 310.00 83176 JONATHAN DEVERA
6150 LEAD ACADEMY MANAGEMENT TRAINING 22118 420.09 77699 EMMA HILBOURN
6185 ONS CANCER CERTIFICATION 21318 220.00 83227 GEMMA-ELIZABETH MARIE JOHNSON
6185 ONCOLOGY CERTIFICATION 22118 240.00 80084 COURTNEY NELSON
7427 CPAN RECERTIFICATION 32018 315.00 80547 ALYCE BUDDE
7770 ONSITE DOCUMENTATION BOOTCAMP EOU 31318 3,870.00 83228 PHYSICAL THERAPY STAFF
7772 ONSITE DOCUMENTATION BOOTCAMP EDU 31318 1,000.00 83228 OP PHYSICAL THERAPY STAFF
7777 ONSITE DOCUMENTATION BOOTCAMP EDU 31318 1,870.00 83228 PT & OP CARLSBAD STAFF
7781 ONSITE DOCUMENTATION BOOTCAMP EDU 31318 500.00 83228 SPEECH THERAPY STAFF
7781 NEONATAL FEES ENDESCOPY 22818 750.00 63110 ELISA BENNETT SOTO
7790 ONSITE DOCUMENTATION BOOTCAMP EDU 31318 500.00 83228 OCCUPATIONAL THERAPY STAFF
8340 DISHMACHINE CLEANING & TRAINING 33446702 232.86 33407 FOOD & NUTRITION STAFF
8390 CHA MED SAFETY COMMITTEE 11618 195.27 81328 THERESA VIDALS
8450 CSHE ANNUAL MTG 30118 425.00 15332 CHRIS MIECHOWSKI
8450 CSHE ANNUAL MTG 30118 425.00 15332 STEVE BERNER
8618 2018 MANAGED CARE SYS ENHANCEMENT CONFERENCE 30518 200.00 B2657 ANDREW SPRINGETT
8620 CHA GOVERNANCE QTR MEETING - TRAVEL 21418 303.88 81515 JAMES DAGOSTING
8700 HEALTH RECORD CONFIDENTIALITY 3121BJENK 275.00 15106 NORRINE JENKINS
8710 CHIEF OF STAFF BOOT CAMP 31418 1,228.56 82538 SHERRY MILLER
8740 ON5/ONCC CHEMOTHERAPY RENEWAL CERTIFICATION 30218 103.00 81066 Kl MARKS
8740 PCCH RECERTIFICATION 30218 120.00 80741 SHIRLEY BENTLEY
8740 PCCN RECERTIFICATION 30218 120.00 79041 TINA WOODDEN
8740 NEONATAL RESUCITATION PROVIDER 30218 140.00 81968 KARMEN FRANCES SALGADO
8740 PALS FULL COURSE 31618 148.00 83223 CAMPBELL, KEISHA
8740 ACLS RECERTIFICATION 30218 150.00 82656 ADAYA, ALEX
8740 ADVANCED CARDIOVASCULAR LIFE SUPPORT 30918 150.00 79011 MARIA CYNTHIA TESTMAN
8740 ACLS RECERTIFICATION 32318 150.00 81574 MARIA ESCUETA-JACKSON
8740 ACLS RECERTIFICATION 30218 160.00 80644 MARIE T. WATKINS, RN
8740 ACLS RECERTIFICATION 32318 200.00 82653 DANIEL BARNES
8740 AWHONN FETAL MONITORING INSTRUCTOR CLASS 31618 200.00 47320 DEE ANN G. NISHIOKA
8758 HOSPITAL ACCREDIDATION ESSENTIALS - JOINT COMMISSION 32118 1,193.10 83225 KELLY WELLS

**“This report shows reimbursements to employees and Board members in the Education
& Travel expense category in excess of $100.00.
**Detailed backup is available from the Finance department upon request.
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