TRI-CITY HEALTHCARE DISTRICT
AGENDA FOR A REGULAR MEETING
OF THE BOARD OF DIRECTORS
December 10, 2015 — 1:30 o’clock p.m.
Classroom 6 - Eugene L. Geil Pavilion
Open Session — Assembly Rooms 1, 2, 3
4002 Vista Way, Oceanside, CA 92056

The Board may take action on any of the items listed

“Informational Only”

below, unless the item is specifically labeled

Time
Agenda item Allotted Requestor

1 | Cali 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 Directors.
4 | Oral Announcement of Items 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 Labor Negotiators
(Authority: Government Code Section 54957.6)
Agency Negotiator: Tim Moran
Employee organization: SEIU
Employee organization: UFCW

b. Hearings on Reports of the Hospital Medical Audit or
Quality Assurance Committees

(Authority: Health & Safety Code, Section 32155)

c. Conference with Legal Counsel — Potential Litigation
(Authority Government Code Section 54956.9(d) (4 Matters)

d. Reports Involving Trade Secrets
(Authority: Health and Safety Code, Section 32106)
Discussion Will Concern: Proposed new service or program
Date of Disclosure: March 31, 2016

e. Conference with Legal Counsel — Existing Litigation
(Authority Government Code Section 54956.9(d)1, (d)4

(1) Steven D. Stein v. Tri-City Healthcare District
Case No. 12-cv-02524BTM BGS

(2) Kimberly Ahinger v. Tri-City Healthcare District
Case No. 37-2014-00026876-CU-WT-NC.

Note: Any writings or documents provided to a majority of the members of Tri-City Healthcare District regarding any item on this

Agenda will be made available for public inspection in the Administration Department located at 4002 Vista Way,

Oceanside, CA 920566 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 accommodations.




Agenda Item

Time
Allotted

Requestor

(3) Francisco Valle v. Tri-City Healthcare District
Case No. 37-2015-00015754-CU-OE-NC

(4) Medical Acquisitions Company vs. TCHD
Case No: 2014-00009108
Case No. 2014-00022523

(5) Larry Anderson Employee Claims

i. Approval of prior Closed Session Minutes

Motion to go into Open Session

Open Session

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

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

10

Roll Call / Pledge of Allegiance

3 min.

Standard

11

Public Comments — Announcement

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, to 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.

2 min.

Standard

12

Community Update - None

13

Report from TCHD Auxiliary

5 min.

Standard

14

Report from Chief Executive Officer

10 min.

Standard

15

Report from Chief Financial Officer

10 min.

Standard

16

New Business

a. Consideration and possible action to elect Board of Directors Officers for
calendar year 2016

10 min.

Chair

b. Consideration to appoint Ms. Kathy Mendez to an additional two-year
term on the Finance, Operations & Planning Committee

2 min.

FOP Comm.

c. Campus Development Plan - Information Only
Presentation by Phillip Soule, Cunningham Group Architecture, Inc.

10 min.

CEO

17

Old Business - None

18

Chief of Staff

a. Consideration of November 2015 Credentialing Actions Involving the
Medical Staff — New Appointments Only

b. Medical Staff Credentials for November 2015 — Reappointments

5 min.

Standard
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Time
Agenda Item Aliotted | Requestor

Consideration of Consent Calendar 5 min. Standard

(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 HR Comm.
Director Kellett, Committee Chair
Open Community Seats — 0
(Committee minutes included in Board Agenda packets for
informational purposes)

1) Approval of Policy #8610-426 — Performance Evaluations

2) Approval of Policy #8610-463 — Workplace Violence

3) Approval of Policy #8610-427 — Fair Treatment for
Supervisory & Management Employees

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

No meeting held in November,2015

C. Community Healthcare Alliance Committee CHAC Comm.
Director Nygaard, Committee Chair
Open Community Seats —- 2

No meeting held in November,2015

D. Finance, Operations & Planning Committee FO&P Comm.
Director Dagostino, Committee Chair
Open Community Seats — 0
(Committee minutes included in Board Agenda packets for
informational purposes)

1) Approval of an agreement with Baxter Healthcare for IV
Solutions and Tubing for a term of 36 months with two
additional option years, beginning January 1, 2016 through
December 31, 2018 for an estimated annual cost of $666,660
and a total cost not to exceed $1,999,980 for the 36 month
term.

E. Professional Affairs Committee PAC
Director Dagostino, Committee Chair
(Committee minutes included in Board Agenda packets for
informational purposes.)

1) Patient Care Services

a. Chemotherapy Exposure, Spills and Handling of Linens
Contaminated with Chemotherapeutic Agents and Body
Fluids, Accidental Exposure To

b. Clinical Alarm Management

c. Disposal of Chemotherapy Waste Procedure
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Agenda ltem

Time
Aliotted

Requestor

d. Medication Administration Policy

e. Potential Food and Drug Interactions, Patient Education
Policy

f. Risk Evaluation Mitigation Strategies (REMS) Policy
(DELETE)

g. Volunteers, Patient Care Services Departments Policy

2) Administrative Policies & Procedures
a. Alerts/Recalls/Notifications 229
b. Computer Hardware, Software and Services, Purchase of
615
¢. Information Technology Standard 611 (DELETE)
d. Software License Agreement 605

3) Unit Specific

Engineering

a. Designing and Installing Utility Systems

b. Emergency Power Systems

¢. Humidity Level Control 2017

d. Initial Testing of New Utility Components

e. Mapping the Distribution of Utility Systems Controls
f. Operation of Fire and Smoke Dampers

Environment of Care

a. Acquisition of Furniture and Furnishings
b. Providing a Safe Environment

¢. Waste Management

Neonatal Intensive Care (NICU)

a. Admission and Discharge Criteria for the NICU

b. Exchange Transfusions Double and Partial Volume
(DELETE)

Pharmacy
a. Medication Precautions (DELETE)
b. Monitoring Effects of Medications on Patients (DELETE)

Rehabilitation
a. Goals & Objectives — 103 (DELETE)

Security

a. Closed Circuit Television System 512

b. Code Adam - Infant Abduction 503

c. Code Red - Security Department Response 504
d. Exterior Campus Rounding 227

Staffing
a. Disaster Call Back List Policy (DELETE)

F. Governance & Legislative Committee
Director Schallock, Committee Chair
Open Community Seats - 0
(Committee minutes included in Board Agenda packets for
informational purposes.)

Gov. & Leg.
Comm.
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Time
Agenda Item Allotted | Requestor

1) Rules & Regulations
a. Department of Pediatrics
b. Division of Cardiology

2) Approval of Medical Staff Policy #8710-518 — Medical
Record Documentation

3) Approval of Board Policy 15-027 Prohibition of Literature on
District Properties

4) Approval of Board Policy 15-045 — Philanthropic Naming

Policy
G. Audit, Compliance & Ethics Committee Audit, Comp.
Director Finnila, Committee Chair & Ethics
Open Community Seats — 0 Comm.

(Committee minutes included in Board Agenda packets for
informational purposes.)

1) Approval of Administrative Policies & Procedures:

a. 8610-527 — Facility Directory & Visiting Guidelines for
Clergy

b. 8610-532 — Compliance Program Generally

c. 8610-538 — Hiring and Employment; Screening
Prospective Employees/Covered Contractors

d. 8610-544 — Hiring and Employment; Duty to Report
Suspected Misconduct/Potential Compliance Irregularity

€.8750—547 - Education & Training — General Annual
Compliance Training Program

2) Approval of Organizational Compliance Committee Charter

(2) Minutes — Approval of Standard
a) October 29, 2015 — Regular Board of Directors Meeting
b) November 5, 2015 — Special Board of Directors Meeting
c) November 12, 2015 — Special Board of Directors Meeting
d) November 17, 2015 — Special Board of Directors Meeting

(3) Meetings and Conferences Standard
a) ACHD Trustee Leadership Development, Sacramento, CA
January 21-22, 2016

b) CHA Legislative Day — Sacramento, CA
March 16, 2016

c) ACHD Legislative Days ~ Sacramento, CA
April 4-5, 2016

d) AHA Annual Meeting — Washington, D.C.
May 1-4,2016

e) ACHD Annual Meeting — Monterey, CA
May 3-5, 2016

f) 24" Annual Leadership Summit - San Diego, CA
July 17-19, 2016
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Agenda item

Time

Allotted

Requestor

g) Hospital Quality Institute Conference — San Diego, CA
November 2-4, 2016

(4) Dues and Memberships

a) Modern Healthcare Subscription Renewal — $119.00/Subscription
(5) Proposed Board of Directors 2016 Meeting Calendar
(6) Proposed Board of Directors 2016 Committee Meeting Calendar

(7) Proposed Board of Directors 2016 Rotation Schedule

Standard

Standard

Standard

Standard

20

Discussion of Items Pulled from Consent Agenda

10 min.

Standard

21

Reports (Discussion by exception only)
(a) Dashboard - Included
(b) Construction Report — None
(c) Lease Report — (September, 2015)
(d) Reimbursement Disclosure Report — (September, 2015)
(e) Seminar/Conference Reports -
1) Basic Compliance Academy — Director Mitchell
2) CHA Governance Info — Chairman Schallock

0-5 min.

Standard

22

Legislative Update

5 min.

Standard

23

Comments by Members of the Public

NOTE: Per Board Policy 14-018, members of the public may have three (3)
minutes, individually, to address the Board.

5-10
minutes

Standard

24

Additional Comments by Chief Executive Officer

5 min.

Standard

25

Board Communications (three minutes per Board member)

18 min.

Standard

26

Report from Chairperson

3 min.

Standard

Total Time Budgeted for Open Session
{Includes 10 minutes for recess to accommodate KOCT tape change)

2 hrs/
10 min.

27

Oral Announcement of Items to be Discussed During Closed Session
(If Needed)

28

Motion to Return to Closed Session (If Needed)

29

Open Session

30

Report from Chairperson on any action taken in Closed Session
(Authority: Government Code, Section 54957.1) — (If Needed)

31

Adjournment
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Finance, Operations and Planning Committee

Date of Meeting: November 17, 2015

Discussion:

Kathleen Mendez
Second Term Request - Community Member,

Finance, Operations & Planning Meeting
Projected Second Term Dates: December 2015 — December 2017




Q) Tri-City
(‘) Medical Center

TRI-CITY MEDICAL CENTER
MEDICAL STAFF INITIAL CREDENTIALS REPORT
November 11, 2015

INITIAL APPOINTMENTS (Effective Dates: 12/11/2015- 10/3 1/2017)

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 12/11/2015 through 10/31/2017:

Attachment A

!N]T!AL ABE LICATIQN WI | HDRAWAL: (Voluntary unless otherwise specified)
Medica] Staff:

TEMPORARY PRIVILEGES: Medica] Staff/Allied Health Professionals:

None

TEMPORARY MEDICAL STAFF MEMBERSHIP: Medical stafr:

None



2N Tri-Ci
Y Medl}:c%l Center

TRI-CITY MEDICAL CENTER
MEDICAL STAFF CREDENTIALS REPORT - 1 of 3
November 11, 2015

BIENNIAL REAPPOINTMENTS: (Effective Dates 1/01/2016 - 12/31/2017)

Any items of concern will be “red” flagged in this report. The following application was recommended for
reappointment to the medical staff office effective 1/01/2016 through 12/31/17, 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:

Attachment B

® R d \'4

e ZORRILLA, Juan C, M.D./E Medicine/Acti
REINSTATEMENT: (Effective date 12/11/2015 to 7/31/2017)
« MAZUR. Paul M.D./Cardiothoracic S

RESIGNATIONS: (Effective date 12/11/2015 unless otherwise noted)
Voluntary:

Page1of2
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(;;.»Tri{ity

Medical Center

TRI-CITY MEDICAL CENTER
MEDICAL STAFF CREDENTIALS REPORT - 1 of 3
November 11, 2015

Attachment B
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C) .mécc;lcal Center

MEDICAL STAFF

TRI-CITY MEDICAL CENTER
MEDICAL STAFF CREDENTIALS REPORT - Part 2 of 3
November 11, 2015

Attachment 8

NON-REAPPOINTMENT RELATED STATUS MODIFICATIONS (Effective
Date: 12/11/2015, unless specified otherwise)

RIVILEG LAT H E
e None at this time

TAFF ST S
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) Tri-Ci
(\9 Med;(gal Center

MEDICAL STAEF

TRI-CITY MEDICAL CENTER
MEDICAL STAFF CREDENTIALS REPORT - Part 3 of 3
November 11, 2015

Attachment C

12



@mcly

Medical Center

TRI-CITY MEDICAL CENTER
INTERDISCIPLINARY PRACTICE INITIAL CREDENTIALS REPORT
November 16, 2015

Attachment A

TIALAPPOINTMENT TO THE ALLIED TH PROFESSION TAFF

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
AHPs have met the basic requirements of staff and are therefore recommended for appointment effective
12/11/2015 through 10/31/2017:

!NITIAL APPLICATION WlT!:!DRAWAL: (Voluntary unless otherwise specified)
Allied Health Professionals:

None
TEMP RY PRIVILEGES: Allied Health Professignals:
None
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"3, Tri-City
Medical Center

TRI-CITY MEDICAL CENTER

INTERDISCIPLINARY PRACTICE REAPPOINTMENT CREDENTIALS REPORT - 1 of 3

November 16, 2015
e

Attachment B
BIENNIAL REAPPRAISALS: (Effective Dates 1/1/2016 - 12/31/2017)

Any items of concern will be “red” flagged in this report. The following application was recommended for
reappointment to the medical staff office effective 1/1/2016 through 12/31/17, 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:

. Manpreet, P 1i Professianal Su ising Physici r Parol D

RESIGNA TIONS: (Effective date 12/11/2015 unless otherwise noted)

. None

Pagelofl
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(3) medlcal Center

TRI-CITY MEDICAL CENTER
INTERDISCIPLINARY PRACTICE COMMITTEE CREDENTIALS REPORT - Part 3 of 3
November 16, 2015

Attachment C

15
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Tri-City Health Care District
Oceanside, California

Administrative Policy Manual

ISSUE DATE: 07/88 SUBJECT: Performance Evaluations
REVISION DATE: 10/12 POLICY NUMBER: 8610-426
Human Resources Committee Approval: 10M1211/15
Board of Directors Approval: HHM2TBD
A. PURPOSE:
1. To ensure that all employees receive a periodic performance evaluation and competency
assessment.
B. POLICY:
1. Department Managers will complete an annual performance evaluation for all employees.
2. All managers must have ongoing communication with the employee to discuss performance
relative to specific competencies and manager’'s expectations.
3. The evaluation tool consists of pre-determined standards against which the employee’s

performance is measured.

a——-—~4 Employees covered under a recognlzed bargaining unlt will be subject to the terms
and
conditions of their respective contract.
5: 5. For individuals with clinical privileges-ard-responsibility for the assessment, treatment, or care
of patients, the job description and annual performance appraisals must address competencies
appropriate to ages of the patients served. Employees must also have evidence of satisfactorily
completlng the minimal annual competency assessment.
4. 6. Individuals-without-clinical-privilegeNon-clinical employees must meet the annual competency
assessment based upon the job description and performance appraisal.
#5. 7. Strict adherence to this policy is a management performance expectation. Noncompliance will
be addressed in accordance with the TCHD policy for Code of Conduct and Performance
Improvement. (Administrative Policy #424)
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Tri-City Health Care District
Oceanside, California

Administrative Policy Manual

ISSUE DATE: 1/00 SUBJECT: Workplace Violence
REVISION DATE: 10/12 POLICY NUMBER: 8610-463
Human Resources Committee Approval: 11/15

Board of Directors Approval: TBD

A. PURPOSE:

B.

Tri-City Healthcare District (TCHD) is committed to providing a work environment that is safe and free
of threats or acts of workplace violence.

DEFINITIONS

Acts or Threats of Violence Defined. TCHD expressly prohibits conduct on TCHD premises that
constitutes unlawful violence or a credible threat of violence.

“Unlawful Violence” means any assault or battery, or stalking as prohibited in Section 646.9 of the
Penal code, but shall not include lawful acts of self-defense or defense of others.

“A credible threat of violence” means a knowing and willful statement or course of conduct that would
place a reasonable person in fear for his/her safety, or the safety of his/her immediate family, and
that serves no legitimate purpose.

General examples of conduct prohibited by this policy include, but are not limited to, the following:

Threatening to harm or harming an individual or his/her family, friends, associates, or their

property.

Fighting or challenging another individual to a fight.

Intimidation through direct or veiled verbal threats, or through physical threats, such as obscene

gestures, grabbing, and pushing.

Making harassing or threatening telephone calls; sending harassing or threatening letters, , texts,

emails, or other correspondence.

Intimidating or attempting to coerce an employee to do wrongful acts that would affect the

business interests of TCHD.

Harassing surveillance or stalking, which is engaging in a pattern of conduct with the intent to

follow, alarm, or harass another individual, which presents a credible threat to the individual and

causes the individual to fear for his/her safety, or the safety of his/her immediate family, as

defined in Civil Code section 1708.7.

G. Making a suggestion or otherwise intimating that an act to injure persons or property is
appropriate behavior.

H. Use of a personal or TCHD-issued tool in a threatening manner toward another.

Unauthorized possession of firearms (loaded or unloaded), weapons, or any other dangerous

devices on TCHD property. This includes “look-alike” weapons, such as toy guns. Weapons and

dangerous devices may include, but are not limited to the following: blackjacks, slingshots, metal

knuckles, explosive substances, dirks, daggers, gas- or spring-operated guns, knives, razor

blades, and clubs

m m o ow »

POLICY:
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Administrative Policy Manual
Workplace Violence — 8610-

463 Page 2 of 2
1.

|©

1©

|m

|m

TCHD is committed to providing a safe, violence-free workplace and strictly prohibits employees,
consultants, customers, patients, physicians, visitors, or anyone else on TCHD premises
engaging in a TCHD-related activity from engaging in Unlawful Violence or making credibie
threats of violence. As part of this policy, TCHD seeks to prevent workplace violence before it
begins and reserves the right to deal with behavior that suggests a propensity towards violence
even prior to any violent behavior occurring.

REPORTING:

1.

TCHD employees must report actual or suspected violations to their manager or to any
supervisory employee. Supervisors must report actual or suspected violations to the Chief Human
Resources Officer and to Security immediately. TCHD employees must report, to Human
Resources, any domestic violence temporary restraining orders (“TROs”) or injunctions in which
the employees are named as petitioners or respondents.

INVESTIGATIONS:

1.

All reports of Unlawful Violence or credible threats of violence will be investigated promptly and
thoroughly and shall be reported to the appropriate authorities by the Security Department. Such
investigations cannot be kept confidential, but TCHD will take reasonable steps to prevent
retaliation of any kind against any TCHD who has reported Unlawful Violence or a credible threat

of violence, or who has cooperated in any investigation of Unlawful Violence or credible threat of
violence.

CORRECTIVE ACTION AND DISCIPLINE:

1.

If TCHD determines that Unlawful Violence or a credible threat of violence has occurred, TCHD
will take appropriate corrective action and will take disciplinary action against offending
employees, up to and including termination. If such acts, or threats of, are by non employees,
TCHD will take appropriate measures to ensure the safety of staff, including reporting all such
incidents to the appropriate authorities.

EMPLOYEE ASSISTANCE PROGRAM:
1.

Any employee who believes that he/she may have a problem that could lead to violent behavior is

encouraged to use TCHD’s Employee Assistance Program (EAP). The EAP is a professional,
confidential counseling service that is available to all personnel and members of their household
to assist in resolving emotional difficulties, marital and family conflict, stress, chemical
dependence, conflicts at work, and other concerns. The EAP counselor can help to clarify a
problem and to develop an action plan during the counseling session.

Further information regarding TCHD’s Employee Assistance Program may be obtained from your
supervisor or from the Human Resources Department.
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Tri-City Health Care District
Oceanside, California

Administrative Policy Manual

ISSUE DATE: 04/86 SUBJECT: Fair Treatment For
Supervisory and
Management
Employees
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Human Resources Committee Approval: 10M1311/15

Board of Directors Approval: 104371B

A. PURPOSE:

|©

TO pProvite arm orderty mechanisnT for SUpervisors, maragers, dirsctors andabove o Teceive falr———

treatment in connection with an intent to suspend or terminate their employment.
DEFINITION:

Fair Treatment Process: In the case of corrective actions involving disciplinary final written warning or
intent to terminate, supervisors, managers, directors and above with more than 90 days of active
employment shall be entitled to follow the process set forth below. A Human Resources representative
shall be available to facilitate the Fair Treatment process.

PROCESS:

Supervisor/Manager Level Process

Step I: Meeting with Management

a. If a supervisor/manager has received a final written warning or notification of intent to terminate his
or her employment, and wishes to initiate the Fair Treatment Process, he or she must contact
Human Resources to schedule a meeting with the next level of management, beyond their direct
supervisor/manager, to discuss the issue. This initial contact shall be made within 5 working days
(M-F) from the date of the suspension or intent to term notification. If the employee fails to contact
Human Resources within 5 working days (M-F), his or her opportunity to continue the Fair
Treatment process shall end.

b. The employee’s manager, beyond their direct supervisor/manager, and a Human Resources

representative shall meet with the employee, and the manager shall respond to the employee within
5 working days (M-F) after the meeting with their decision.

b-c. If the Fair Treatment Process has been initiated due to a termination then the date of the letter from
the manager to the employee at completion of Step 1 becomes the effective date of the emplovee’s
termination. Although the employee has been terminated, he or she may choose to continue the Fair
Treatment Process by contacting Human Resources within 5 working days (M-F) of the notification
of the manager’s decision

Step [I: Fair Treatment Form
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a. If the employee still feels after Step | that the decision is unfair, the employee
may commence a formal grievance process within 5 working days (M-F) of the decision
by the employee’s manager in Step I. The formal grievance process begins with the
submission to Human Resources of a completed Fair Treatment form, signed by the
employee and describing in specific detail the nature of the grievance and the facts
giving rise to it. If the employee fails to submit the completed Fair Treatment form within
the above time frame, the Fair Treatment process shall end.

i. A Human Resources representative shall forward a copy of the completed Fair
Treatment form to the lead Human Resources official within 5 working days (M-F)
of receipt of the form.

ii. The lead Human Resources official, or his or her designee, shall review,
investigate, and analyze the matter and shall respond in writing with his or her
decision no later than 5 working days (M-F) after concluding his or her analysis.
The employee is deemed notified on the date the decision letter is postmarked.

Step lll: Final Review by the CEO

a. If the matter is still unresolved to the employee’s satisfaction after Step 1, the
employee may request review by the Chief Executive Officer. Human Resources shall
present the completed Fair Treatment

form to the Chief Executive Officer within 5 working

days (M-F) of notification of the lead Human Resources official's decision. If the
employee fails to request review by the Chief Executive Officer within the time frame
specified for this Step lll, the Fair Treatment process shall end.

b. The Chief Executive Officer shall review, investigate, and analyze the matter and
render a decision within 5 working days (M-F) after concluding his or her
analysis. The employee is deemed notified on the date the decision letter is
postmarked. Decisions of the Chief Executive Officer are final and binding.

Process for Directors and Above

Step |: Meeting with Executive

a. If a Director or above has received a final written warning or notification of intent to terminate his or her
employment, and wishes to initiate the Fair Treatment Process, the employee must contact Human Resources
to schedule a meeting with the lead Human Resources official, Chief Nurse Executive or the Chief Operating
Officer, as appropriate based on their reporting hierarchy, to discuss the issue. This initial contact shall be
made within 5 working days (M-F) from the date of notification of the intended suspension or termination. If the
employee fails to contact Human Resources within this time frame, the opportunity to continue the Fair
Treatment process shall end.

b. The appropriate Executive shall meet with the employee and will respond within 5 working days (M-F)
with his or her decision.

Step lI: Fair Treatment Form/Final Review by the CEO

4. If the appropriate Executive does not resolve the employee’s complaint to his or her satisfaction, the
.mployee shall complete the Fair Treatment form and Human Resources shall present the written form to
the Chief Executive Officer within 5 working days (M-F) of the appropriate Executive’s decision.
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b. The Chief Executive Officer shall review, investigate and analyze the matter and render a decision within 5
working days after concluding his or her analysis. The employee is deemed notified on the date the decision
letter is postmarked. Decisions from the Chief Executive Officer are final and binding. If the employee fails to
request review by the Chief Executive Officer within the set time frame, the Fair Treatment process shall end.

D. REFERENCED FORM WHICH CAN BE REQUESTED FROM HR:
1. Fair Treatment Form
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Employee Fiduciary Subcommittee
(No meeting held in
November, 2015)
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Community Healthcare
Alliance Committee
(No meeting held in November, 2015)
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ADVANCED HEALTH CARE

F R
vVie!

EATINE RS

FINANCE, OPERATIONS & PLANNING COMMITTEE
DATE OF MEETING: November 17, 2015
Baxter Healthcare Proposal for Services

Type of Agreement Medical Directors Panel X | Other: Supply

Status of Agreement | X | New Agreement E::::::;S Renewal — Same Rates
Vendor’s Name: Baxter Healthcare
Area of Service: Supply Chain Management

Term of Agreement: 36 months + 2 option years, Beginning, January 2016 — Ending, December, 2018

Maximum Totals:

Estimated Estimated Total Term Cost
Monthly Cost Annual Cost Not to Exceed
$55,555 $666,660 $1,999,980

Description of Services/Supplies:
e Pricing agreement and usage agreement for IV solutions and IV tubing
e Estimated total savings over 3 year term is $225,000, from current spend

Document Submitted to Legal: X Yes No Not Applicable
Approved by Chief Compliance Officer: X Yes No Not Applicable
Is Agreement a Regulatory Requirement: Yes X No Not Applicable

Person responsible for oversight of agreement: Thomas Moore, Director, Supply Chain Management /
Steve Dietlin, Chief Financial Officer

Motion:

| move that Finance Operations and Planning Committee recommend that TCHD Board of Directors
authorize the agreement with Baxter Healthcare for IV solutions and tubing for a term of 36 months with 2
additional option years, beginning January 1, 2016 and ending December 31, 2018 for an estimated annual
cost of $666,660, and a total cost not to exceed $1,999,980 for the 36 month term.

32



‘Wwia)l 8Y) JO UOIBISPISUOD

-olgnd S, 29)ILIWOD a10jaq 21|gnd ay}
ounsobe 8y} Jo s1aquwiaw woly sjuswiwod buipsebal 0} }Sa1ajul Jo way Aue uo aiqnd
1030311 ydeibeled ay} peas ounsobe( Jojoaiq 8y} Jo siaquiaw AQ sjuswwo) ¢
"B|luul{ Jojoaiiq Aq pepuooas
ounsobe( pue ey 1q Ag apew sem "SUOIJEDIJIPOW JO SUOIHIPPE OU l1om
JoyoaiiQ epuabe ay} anoidde o) uooly | a1y} pue epusbe sy} pamaiaal dnoib sy L epuaby Jo |eaciddy ‘g
ounsobeq ‘| wooy Ajqwassy ul ‘w-d go:Z| e Jspio
Joyoalig 0) Bunsaw ay} pajjes ‘ounsobeq Jojoallg lapi0 o] jieD L
a|qisuodsey SUOIJEPUDWIIOIDY
. (s)uosiad Juonoy dn-mojjo4 uoissnasiqg oido|.

v

"9UON :JUdSqe SIS

"Z)oH

UBLIEY| PUEB BLISNS) BIOLIEd ‘DSMOYDSIA SUYD ‘Zouluep [aiueq ‘BuoH o] ‘sispy AoueN ‘ussnpo uinsy| ‘ddo] Auiey ‘Ajejes juaned B 16 sy
‘19 ‘Aygenp Joy Jopauqg ‘1S ‘ybneueae) erolepy ‘AioeinBey pue Ajjenp jo J0josliq ‘uosiesid IWwer ‘|asunog [elsuso ‘Jooy Apor :juasald siayi0

*190140 @oueldwo)

JaIyD ‘Meys-pleusag ojliayd pue dA IS/AND ‘ZNYdS uoseys ‘ dA "99x3 /009 ‘Asjuo) endey ‘030 ‘uelo wi| :Judsald siequisy Buzop-uopN

"UOSUYO[ SawWer "I Pue opieuo)

snoJepy “JJ ‘UBWIOAA BODS "I ‘BN 8Ua9) “IQ ‘||SYdHIAl BINET Jojoauq ‘Blluul] BUOWEY Jojoallg ‘(I1eyD) ounsobeq wip Jojallq Juasald Sioquiap

GL0Z "6} 19QWIIAON
sajnui uoissag uado

Buijesy 99)31WIWOY SlIeYY |euoissajold

19)uag |edlpaiN AJo-11

14dvdd

33



GL6LL1 SeINUIN Ovd

eliens eioljed

ybneuene)
elole\ pue

Z)nyos uoleys

saoljod asay} anoidde 0} uojjow
3y} pepuooas e|luul4 Jojoaliqg
pue paAouw ||]BYSYIA Jojoalld
‘panoidde alem sainpasold

pue saioljod sedIneS

ale) jusiied 8yl :NOILOV

‘JeuoneLwuloju)

‘Jamas ay} Aq psaydadde

s a)sem owsayd ‘jeydsoy ayj ynoybnouyy
[le swood AJjn ay) ul pajeso| aie Aay)
1By} pajels UIAa) ‘s [|ids 8y} jo uoneoo)
ay) uo uonsanb e sey ||YoHI Joalig

"UMOP OS|e SEM SWN|OA

|endsoy ay} se umop sem sainbly | OMT
Jey} psjou sem )| ‘anssi siy} buinoiduw

uo Bunjlom Apuaiinod ale Asy) jey} papodal
elolep\ pue (Jaqwaydes) ejep Jap|o ue

sl J 1A 9|qejuanald uo ejep ay] "paAjoAUl
siaguinu [jews ay} Jo asneoaq JajjIno

Ue Se palapisuod aq Ued Yyolym seale
awos ul dnooiy e sem a1ay| -uooalIp
61 ayy ul si jeydsoy ‘poob Bupjooj

si ejep 9y} jey} pauonuaw oujysobe(
10jo8l1g "98pIwwod ay) o} pajyuasald

SeM pPJeoqysep SaLo2}No 18go3o0 ayl

0] ainsodx3
|EjuSpIODY ‘spinjq Apog pue
sjuaby onnadelayjoway)
UlIM pajeulwejuo)
suaui jo bulpueH pue s|dg
‘ainsodx3 Adelayjowayn |
:S91Npadoid
pue saj|d]jod ale) juaned

salnpadsolid

pue sa191j0d J0 |eaosddy
9|qISSOd pue uonelapisuo’)

pleogyseq sawoonQ Aljenp ‘e

ssauisng MeN ‘G

Z1I9H ualie)y|

"'G10Z 12qo31o0 Wol) sanuiw sy}
anoldde 0} uoljow ay} papuodss
BN "1g pue paAow |[YdHIN
Jojoang ‘paynel ssnuln

‘G610
‘Gl 18qoJoQ 8y} Jo sajnuiw ay) anoidde

0} uonow e 1o} pajjes ounsobe( JojoalQq

'GLO¢C 19903100
JO sajnuIW JO uonesyney ‘b

a|qisuodsay
(s)uosisad

SUOJEPUBWILLIOIDY
juonoy dn-mojjod

uoissnosiqg

oidoy

<
(3]



GL6LL1L sSInuliN Ovd

elienc) epijed

0} UOI)OW 8y} papuodas |ISUdNN

J10}98.1(] pUB PaAOW OpIBjUOD

‘1 ‘|enoidde pieog 10} pJEMIO)

Buinow ale pue panoidde
a1am sainpasoid pue saioljod
aAjjeJisIuIWLPY 8Y L INOILLOV

‘lenoidde
pieog 1o} piemio} Buinow

‘auop al1om sabueyo [eLo}Ipa Joulw swos

‘Aojjod siyj uo uoIssnasip oN

"S199)JUN|OA 3y}
Aq uanIb 3Jom By} Ulim pajeroosse Jojoe}
Ajjigel| 8y} uo uoISSNISIpP Jjolg e sem a1y |

‘Aoljod sIy} uo uolssnasip oN

"yonw 00} sebueyd oM} 18Ujo ay} aouls
suoloeiaiul Bnip [eiusjod 1oy payyuapl
sem Jey} Bnip Ajuo ay} sem uipewno?)

“JN0 pauoiuaw
sem Jauonoeid asinu pue sjeuoissajoid
YeSH pallly Usamiaq UoienuaIagip oy |

‘Aoljod s1y} uo uoissnasip oN

‘anbie} wieje

pIOAR 0} SSWN|OA pue sauo} buibueys
ypm wajsAs uoieeoasa swieje ayj jnoge
pauleag| pue Bujuiel; e papuaye Ajuasal
ay ey} pauonuaw UIASY ‘anbije} wiee
0] S8Wo09 ) uaym juabijip aq 0} yels 1o}
paau 8y} UO UOISShIsSIp Jaliq B sem alay |

Gl 9 jo aseyoind
‘S3OINIDG puB S1EMIOS

‘alempleH Jondwon g
6¢¢
SUOIIBOUIION/S||E09H/SUSIY °L
SaINpoa20id
pue sald1jod @ARelSIuIWpY

Ao1j04 sjuswpedaq saoInBS
alen Juaned ‘sloajun|op “/

Aoijod (SINTY) seibsjeng
uonebm uoneniead ysiy ‘9

Aoljod uoneonp3

Jualjed ‘suonoeiaju|
B6niq pue poo4 |enuajod ‘G

Aoljod
uojjessiuiLpY uoledlpay ‘¢

2Inpaosold Sisepn
Adelayloway jo |esodsiq ‘¢

Juswiabeuep wiely |eauD Z

a|qisuodsay
(s)uosiad

suonepuawWWossy
fuondy dn-mojjo4

uoissnasiq

oidoj

w
o



14

GL6LL1 SSINUIN OVd

elianc) eiouyed

elianc) eioljed

"UBLLIOAA

*1g AQ papuo2as pue opJejuo)
'1g Aq perow se panoldde
a1am Buusaulbu3g 1oy sejjod

oyoads Jun ayJ :NOILOV

"MaIAB]
Jayuny Joy 1no pajind Buiaq

s Aaljod siy} 'siy} ojul Joyuny
)ooj| 0} 8jl1ay) ‘sesodind
Aouslsisuod 1oy sauljdiosip
18YJ0 8y} Ym payoayd $s019 aq
0} spaau Aojjod siyl :NOILOV

"salo1jod asay} anoidde

ur 4O 8y ul senss! Ayipiwiny ay} jo by u

"Jamod |eoujos)e Aouabiaswa
Aq pey swiajshs Jo 3si| ay3 0} ge| [edlul|d
ppe 0} UOijepuallLLIOodal B SEM 318y |

"SIU} OJUI Y00

0} suyy "plo 186 Aay) usym pajeuluejuod
s10b |any /|asalp Jey) pajessjal

opJejuo) "I ‘ojess Aujqewwepu

8y} Ul Moj SI Yoiym [9salp sey 3| ‘Bunse)
10} Yjuow B 80U0 uel aJe siojessauab

ayj Jey) pauonuawi suy) °jo| Bunyred

au} ul aq 0} pallejo sem jojesauab ay)
1o} yjue} jany s,[eydsoy 8y} Jo uoyesoj ay |

‘2Jemyos asudiajus ay) Jo
alow sjeap Adyjod siy} jey} payijuspl sem }

‘Aoljod siy} uo uoIsSnosIp ON

‘l9M se padualajel aq

0} spaau Aaljod YddIH 8u} pue pieoq au}
$S0.I0B JUB)SISU0D aq 0} spaau Aoljod siy}
Jey} snsuasuod sem aiay] -Aoijod pajejal
- 1| Ue JO 810W S 0} PaISPISUOI S| UOIJOB
Aeuldiosip e uo siajuad jey) Aoijod siyy

/10Z [01UoD [9As] AupilinH ¢

swa)sAg 1amod Aouabiswg g

swajsAg AN
Buljjeisu| pue bulubiseqg L
Buirsauibug
ayivadg un

G09
Juswaaiby asuadl 8lemyos g

119 plepuels
ABojouyos| uoneuuou| ‘p

609 uojeuuloju|

21U0J}08|] pa)oLISaY

jo Ajjenuapiyuo jo seyoealg
Joj uonoy Areundiosig ‘¢

ajqisuodsay
(s)uosiad

SUOl}epuaWWoIdy
juonoy dn-mojjo4

uoissnasiqg

oido]

36



G

G611 1L sSnuIN Dvd

elansg) epujed

eliens epuled

‘Jun ayj ul

aoualajel B Sk pajsod 10 uspum
2q 0} sjuswalinbal Jajsuel}

ay) 1nd 0} sapwiwod ay) Aq
papuawwodal sem }| :NOILOV

‘sololjod asay)

anoidde 0} uonjow ayj pepuooes
uosuyor "1g pue psaowl
opJejuod “1q ‘panoidde azem
saldljod D03 9YL :NOILOV

NOIN 2ui jo areme ale sueisAyd ay}

Jey) pasuonuaw os|e AoueN ‘Juswainnbal
SO B st (NY jou pue) ueisAyd Jo dN Aq
auop aQ 0} SPasU Jey) JUSLWISSASSE [elul
8y} 1By} Spew uoljedyieo e Sem alay |

‘Beq pal ay) 0}
ob sauo pajeinjes pue ysel} Jejnbai ayj o}
ob sa)sem pajlos ey} palield uosuyor 1qg

"sjuswialinbal Buisuaoy
UOISSILILIOYD JUIOr Ylog a1am saioljod
MO} 1811} 8S8aY} Jey} pauLIJuoD S10}03lIp 8Y |

“}o8o aoueusjuiew juswdinba sieah
(9) xis pannbal ayj aiojoq Isea) Je paxyosyd
8q 0} paau S10}08}ap ey} pajou sem }|

‘leudsoy ay} 3noybnoiy) yeay Buipinoid
ul [enuassa ale Asy} se |eydsoy ayj ul
Bunsixs ||3s ale s19|l0q Jey} pajels ‘W sUY)D

‘paulsp 3q

pinoys Aaijod sy} ul wsysAs Ajnn ayj ey
pauonjusw ejluui4 10811q ‘Aoijod siyy ul
pajelodiooul aq pjnoys juawdinba mau ay}
Bunysa) Jainjoenuew ay) jo asiwaid ay |

‘piepuels SIND 9yl
0} paubjje Ajualind s| uoleodo| BISayIsaue
oy} ey} palynuopl sem yi ‘jsed ayy

NDIN 8y} Jo} eusiD
abieyosiq pue uoissiwpy ‘|
(NDIN) a1eH aAIsus)u| jejeucaN

Juswabeue a)Sepf €
juawuollAug ajes e Buipinold g
sbBulysiuing

pue ainjuind Jo uoisinboy ‘|
aJeo JO JUBWUOIIAUT

siadwe(q
@)Yowg pue all4 jo uoneladp ‘9

sjojjuo) swaysAs Aynn
jo uonnguisiqg ay} buiddepy -g

sjusuodwod
Ayinn mau jo Bunss) jeniu] f

a|qisuodsay
(s)uosiag

suonepuUsaWWOoIdY
[uondy dn-mojjo4

uoissnasiqg

oidoy

37



Si6LL1 SeINUIN Ovd

eliang) eoujed

eliano eoujed

elI1ens) eoujed

eliano) eioujed

"saloljod asay}
anoidde 03 uonjow ay} pepuooss
UBWIOANA "I pPUe paAow [|9yoNA

lojoaing ‘|enoisdde preogd

o} piemuoy Buiaow ale pue
panoidde atam sainpaooid pue
seoljod Ajundag 8yl :NOILOV

"IIPYSHIN 10303117

Aq papuooss pue ejiuui4
Joyainqg Aq penow se panoidde
sem Aoljod gqeyay ayl :NOILOV

"[IPYoUN J030auIq Aq

papuodas pue e|luul{ Joyald
Aq panow se panoidde alem
saljod Aoewlelyd 8yl :NOILLOV

‘saloljod ay} anoidde

0} UOIJOW 3} papuodas e|iuuly
10}oalI(] pue paAow |[BYSHIA
Jojoaliq ! panoidde alem
saoljod NOIN 8YL :NOILOV

‘leydsoy ay) 3noybnoiy) pajeuiwassip aq
p|NOYs Sap02 8y} U0 uoijeLuloul sy} moy
pue S8p0o By} UO UOISSNISIP B SEM 818U}
pue pajuasaid alem saidljod Ajundag ay|

‘apew
uoIssnosIp ou ‘pajajep Buiaq si Aojjod sy

‘Aoyjod

uoljesiulpy SOd Ol pajelodioodul

pue pajejap buiaq ale saioijod

asay} Jo yjog "Aoijod sy} uo uoissnasip oN

"}l sSMmo||e AgSO\ Ssejun pajajap aq jouued
saloljod pue sainpaosoid oususb sasn
Agsop 1ey) dnoib sy} o} papodal eued

uun Aseiys) e o} Jajsuel) 10} syuswialinbal

JXAA
Buipunoy sndwey Jousixg ‘¢

P0G
asuodsay juswpedag

Ajnoag - pay 8po) ‘¢

€£0G uononpay
JuBJU| - WepY 3P0 T

Z1G walsAs
UoISIAS|9] JINDIID PasOlD |
Aunoseg

€01 — SoAPLlgO g SleoD |
uonejjiqeyay

sjusljed uo suonedIpay
Jo syoay g3 buuouuop ‘g

suolineosald UonesIpaN 'L
Aoeunreyd

SWIN|OA

lenued pue sjgnoQ
suoisnjsuel | GOCN_._OXN I

a|qisuodsay
(s)uosiad

SUOIJepUBWIWIO0IY
juopoy dn-mojjo4

uoissnasiqg

oido|

38



GL6LL1 SSINUIN OVd

ounsobeq
Jojoaliq

‘Bunesw xau

yoeqpaaj} aAlb |im pue pireog
ay} 0} uoneuwuojur siy} buuq

[im ousobeq Jojyoallq :NOILOV

")oo| ybnoioy} jey; sapinoid Ovd

‘lons] 8s0|0 AuaA e Je payoo| buiaq jou ale

saloljod ayj ‘1oxoed ay) Jo sSauddIy) 8y}

pue sjulelISuoD awi} 0} anp pue epusbe

Juasuoo se salaljod ay) sanoidde DN
Jey} pauonusw pey uoleys -BuisinN,

siseq ybnoioy}

e uo saloljod |eljuassa awos ssSnosIp

0} anuane poob e sI Dyd ey} saibe |e

Asyring D3N ul malnal Asyj Jey) 1exoed

MOIY} B aAeYy Aay} se ylom Alessaoauun

Buipioae pue ssa0id malnal 8y}

Buiujwealis Jo JoAe) Ul 1e SO Y} Jeu)

ples B\ Jg "$9s.Inu pue s10j00p Ay} YIm

aied Juaned uo Aoua)sisuod sepiroid § pue

uo passed s uoijeunojul MaN ‘suerdisiyd

ayj Joj [nydjay ase saioljod asayy)

Ul Paulejuod UOoIjeLWLIojUl JO MOJ} BU) Jey}
pauonusW UBUWIOAA "I -sueldisAud,

-01do} sIy} uo ndul Jisy}

aneb aa}ILuWOoD 8y} SB pansus UoISSNIsIp
anonpold yy “BuisinN se ||am se a)ng

-0 8y} pue sueloisAyd ay} ‘pieog ayj 0}
sajejal JI se Qv d Ul sailjod ay) Buimainail
Ul SSBUSBAIJORYS S,991ILULLIOD By} JO

01do} ay} dn pauado ounsobe(q Jieyd Dvd

(yeanay pleog

woJ} uoissnosiq dn-moj|o4) jeaoiddy
aapiwwo) annbay JoN Aep 1eyl
S3101j0d O} paje|ay uoIssnasiq'9

ellano eoled

‘Aoljod sIy} UO UOISSNOSIP OU SeMm 818y |

folod Is11 yoeg |[eQ Jeisesia |

Buyers

a|qisuodsay
(s)uosiag

SUOJEPUBWIWIOTDY
juonody dn-mojjoy

uoissnasi(

oido|

(=1
o



GL6LL1L SIUIN Ovd

ounsobeq
Joyoalig

SEM }JI pue papuodas Ejluul]
Jojoalig ‘panow opieuo) g

‘uoissag paso|) ojul ob
0} uoljow e Jo} payse ounsobe(q Joyalg

uoISS9S Paso|) ‘g

"d09g 8yi Aq pajenjens

aq Jaje| pue uoneinbai siyj 121diajul

0] Moy uo Buisual] ypm 3oays o) pasu

M }ey} pappe j00Y Apor "aieo juaped 0}
Bunejas Ajjoaup saioljod Jo saioljod bBuisinu
By} MaIABI 0] Spaau pieogq e Jey) salels gz
sl Aluo ‘gz apiL pue SO ‘UoIsSILIWIOY
juior — saipoq buiutanob (g) ea1y) aney
am ybnoyj uans jey} pauoijus os|e Sem }|

‘Buiop
S1 Jl Jeym anuniuod 0} Hyd 10} SAljeI0ge||09
pue [nydjay ||us si i ‘saioljod [eydsoy
ay} malnal suonesadQ ayy ui ajdoad
[eusaul ayy Ajuo ‘suoneziuebio Jayjo

ul Ajjeuonipesy ybnoyy usa3g -sung -0,

‘suonesado

[endsoy jo saijxajdwod sy} puejsiepun

0} |00} UoIIEdNPa Ue SB UOISSNISIp

Ao1jod ay} asn Auew jey} pajuawiwiod

ouysobe( Jojalq “ejiuul{ JoyoalQ

Y}M palINduod ||IBYSYIA 10108110 ||9m Sse

aog ay} pue uoneziuebio ay} 0} s|genjea

Aian ate Dy 4 ui inoge Bulg sadljod awos

}ey} uoissnosip yidap-uil ay} pue jndul

annonpoud e apinold saioljod ay) Buimainal

sa/s Jo s}jas alow ‘juepoduwi si (BuisinN

‘SQN ‘qo9g) annoadsiad s Aued isyio syl
Jey} pajuswwiod ejiuui4 10303113 -A04d«

a|qisuodsay
(s)uosiad

sSuUoniepUaIWWOINY
juonody dn-mojjo4

uoissnasiqg

oido|

(=
-



SL6LLL SeINUIN Dvd

ounsobeq
JojaiQg Nd vZ:Z 1e pauinolpe Bunasy juswiuwinolpy "L
oupsobe( "SJUSWIWOYD ON saniwwo)
Joyoalg By} JO SIBqWISI WO SJUSWIWOD "L |
ounsobe(q "u9je) SUOIJO. OU 819M BI8Y] | UOISSSg Paso|) Ul uaye| uonoy Auy
J0)o0alIq Jo uosiadiey) ay} jo syodsy 0l
oupsobe( ‘INd g¢-¢
Joyaig Je uoissag uadQ 0} uinjal SdPWWOD) dY | uoissag uadp oy uin}ey 6

‘Nd GO:| Je uoissas pasolo
ojui ob 0} panosdde Ajsnowiueun

a|qisuodsay
(s)uosiad

SUOIJEpUBWILLOIY
fuonoy dn-mojjo4

uoissnasig

oido)

—

b3



£ .
R S AL IR

o) SREATRIB SLENT SAEEE s

ADVANCED HEALTH CARE

FOR V@U

PROFESSIONAL AFFAIRS COMMITTEE
November 19", 2015
CONTACT: Sharon Schultz, CNE

Policies and Procedures

|

Reason

Recommendations

Patient Care Services Policies & Procedures

1.

Chemotherapy Exposure, Spills, and
Handling of Linens Contaminated with
Chemotherapeutic Agents and Body
Fluids, Accidental Exposure To

3 year review

Forward to BOD for approval

)

Clinical Alarm Management

NEW

Forward to BOD for approval

Disposal of Chemotherapy Waste
Procedure

3 year review,
practice change

Forward to BOD for approval

4. Medication Administration Policy

Practice change

Forward to BOD for approval
with revisions

Potential Food and Drug Interactions,
Patient Education Policy

3 year review,
practice change

Forward to BOD for approval

Risk Evaluation Mitigation Strategies
(REMS) Policy

DELETE

Forward to BOD for approval

Volunteers, Patient Care Services
Departments Policy

3 year review

Forward to BOD for approval

Administrative Policies & Procedures

1.

Alerts/Recalls/Notifications 229

Practice change

Forward to BOD for approval

2.

Computer Hardware, Software and
Services, Purchase of 615

3 year review,
practice change

Forward to BOD for approval
with revisions

3.

Disciplinary Action for Breaches of
Confidentiality of Restricted Electronic
Information 609

3 year review,
practice change

Pulled for further review

4.

Information Technology Standard 611

DELETE

Forward to BOD for approval

5.

Software License Agreement 605

3 year review,
practice change

Forward to BOD for approval

Unit Specific

Engineering

1.

Designing and Installing Utility Systems

NEW

Forward to BOD for approval

Emergency Power Systems

NEW

Forward to BOD for approval
with revisions

Humidity Level Control 2017

3 year review,
practice change

Forward to BOD for approval

o & WM

Initial Testing of New Utility Components

Forward to BOD for approval

NEW with revisions
Mapping the Distribution of Utility
Systems Controls NEW Forward to BOD for approval
6. Operation of Fire and Smoke Dampers NEW Forward to BOD for approvai

Environment of Care

1.

Acquisition of Furniture and Furnishings

3 year review,
practice change

Forward to BOD for approval

2.

Providing a Safe Environment

NEW

Forward to BOD for approval

3.

Waste Management

3 year review,
practice change

Forward to BOD for approval

Page 1
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| ADVANCED HEALTH CARE

FOR Y@U

PROFESSIONAL AFFAIRS COMMITTEE

| November 19'", 2015
\ CONTACT: Sharon Schultz, CNE
Policies and Procedures Reason | Recommendations
Neonatal Intensive Care (NICU
1. Admission and Discharge Criteria for the . Forward to BOD for approval
NICU OV with revisions
2. Exchange Transfusions Double and Forward to BOD for approval
: DELETE . -
Partial Volume with revisions
Pharmacy
1. Medication Precautions DELETE Forward to BOD for approval
2. Momtonng Effects of Medications on DELETE Forward to BOD for approval
Patients
Rehabilitation
1. Goals & Objectives — 103 DELETE Forward to BOD for approval
Security
1. Closed Circuit Television System 512 3 year review,
practice change Forward to BOD for approval
2. Code Adam - Infant Abduction 503 3 year review,
practice change Forward to BOD for approval
3. Code Red - Security Department 3 year review,
\ Response 504 practice change LIS PRl Rl
4. Exterior Campus Rounding 227 3 year review,
practice change Forward to BOD for approval
Staffing
1. Disaster Call Back List Policy DELETE Forward to BOD for approval

Page 2 43



‘ ) Tri-City Medical Center Distribution: Patient Care Services
PROCEDURE: CHEMOTHERAPY EXPOSURE, SPILLS, AND HANDLING OF LINENS CONTAMINATED
WITH CHEMOTHERAPEUTIC AGENTS AND BODY FLUIDS, ACCIDENTAL EXPOSURE TO
RADIOACTIVE BODY FLUIDS
Purpose: To outline staff responsibility and management of chemotherapy spills, radioactive body fluid
exposures, and handling of contaminated linens.
Supportive Data: To prevent staff exposure to chemotherapy and radiopharmaceuticals
Equipment: Chemotherapy Spill Kit
A. POLICY:
1. Many drugs used in the treatment of cancer are considered to be hazardous to health care
workers.
a. The term hazardous refers to drugs/chemicals requiring special handling because of

potential health risks.

2. Staff working with chemotherapy drugs and the body fluids of patients that have received

chemotherapy shall adhere to this procedure and reference Patient Care Services Disposal of

Chemotherapy Waste procedure.

a.

Body fluid includes sweat, saliva, emesis, urine, feces, semen, vaginal fluid, or blood.

3. Do not use chemical inactivators due to the potential for dangerous by-products.

a.

Exception: Sodium thiosulfate is used to inactivate nitrogen mustard.

PROCEDURE FOR SPILL MANAGEMENT:

1. For chemotherapy spills greater than 400 mL in any department:

a.

b.

c.
a-d.

Open spill kit and immediately post a sign that warns others of the presence of cytoxic
spill (included in kit).

Remove personnel and patients from the immediate area.

i. Immediate area is approximately 20-foot perimeter.

If spill occurs in a patient’s room, evacuate patient(s) from the room and close door.
Nursing to contact Environmental Services (EVS) supervisor at 760-644-6973.

i. EVS to contact EOC Safety Officer regarding the chemotherapy spill at 766~

926-0225-{pager).760-590-0352.

2, For chemotherapy spills less than 400 mL:

a.

Non-Oncology Nursing Units Responsibilities for spills on hard surfaces estimated at

less than 400 mL

i. Open spill kit and immediately post a sign that warns others of the presence of
cytoxic spill (included in chemo spill kit).

i, Contact EVS Supervisor of the chemotherapy spill 760-644-6973.

EVS Responsibilities for spills on hard surfaces estimated at 400 mL or less:

i. Open spill kit and immediately post a sign that warns others of the presence of
cytoxic spill (included in chemo spill kit).

ii. Don personal protective equipment in the following order:

1) N-95 mask (For additional mask(s) please use the N-95 masks located on

the unit.)
2) First pair of chemotherapy gloves
3) Chemotherapy gown with the cuffs over the first pair of gloves
4) Second pair of chemotherapy gloves over the cuffs of the gown
5) Splash goggles or face shield
6) Protective Shoecovers
ii. Place spill pillows from spill kit in a “V” position on outer perimeter of spill to
prevent spreading of fluid.
iv. Place one towel from the spill kit over spill to absorb fluid.

Department
Review

Clinical Policies
& Procedures

Pharmacy and
Therapeutics

Nursing Executive
Councii Committee

Medical Executive
Committee

Professional
Affairs
Committee

Board of
Directors

3/00, 10/06, 5/09,
2112, 9115

4/12, 8/15

09/15

4/12, 09/15

5/12.10/15

6/12, 11115

6/12
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Patient Care Services Procedure Manual

Chemotherapy Exposure, Spills, And Handling Of Linens Contaminated With Chemotherapeutic Agents And Body Fluids, Accidental Exposure To
Radioactive Body Fiuids

Page 2 of 5
V. Pick up saturated towel and spill pillows and place in small chemotherapy waste
bag.
Vi. Use brush to sweep any glass or fragments into scoop and place in small

chemotherapy waste bag with discarded towels and spill pillows.
vii. Use the DIMENSION 3 procedure of the EVS guidelines to complete the
cleaning.
viii.  After DIMENSION 3 cleaning, use remaining towels to wipe up the rinse and fully
dry area. Place towels in small chemotherapy waste bag and seal.
iX. Place sealed bag in Spill Kit box and seal the box with bright orange
chemotherapy waste label.
X. Remove personal protective equipment in the following order.
1) Outer pair of gloves
2) Chemotherapy gown
3) N95 mask
4) Splash goggles or face shield
5) Protective Shoecovers
6) Final pair of gloves
Xi. Place personal protective equipment in large chemotherapy waste bag along with
spill kit box and seal the bag.
Xii. Place sealed bag in the designated chemotherapy waste area on the unit.
Xiii. Complete the Hazardous Drug Exposure Report and give to the supervisor of the
EVS department.
xiv.  The EVS supervisor shall submit copies of the Hazardous Drug Exposure Report
to Employee Health Services and to the EOC Officer.
c. Oncology Unit/Pharmacy Responsibilities for spills on hard surfaces estimated between
200 mL and 400 mL:
i. Open spill kit and immediately post a sign that warns others of the presence of
cytoxic spill (included in chemo spill kit).
ii. Delegate to a co-worker to contact EVS Supervisor of the chemotherapy spill.
and/or EOC Safety Officer regarding the chemotherapy spill. EVS is responsible
for spills on the oncology and pharmacy units that is between 200 mL and 400
mL.
1) 760-644-6972 (Day Shift) or pager 760-926-0841
2) 760-644-6973 (Evening Shift) or pager 760-926-0832
3) 760-644-6974 (Night Shift) or pager 760-926-0834
4) 460-926-0225 760-590-0352 (EOC Officerpager)
d. Oncology Unit/Pharmacy (responsibilities for spills on hard surfaces estimated at less
than 200 mL)
i. Open spill kit and immediately post a sign that warns others of the presence of
cytoxic spill (included in chemo spill kit).
i. Contact or delegate a co-worker to contact Environmental Services (EVS)
Supervisor of the chemotherapy spill.
1) 760-644-6972 (Day Shift) or pager 760-926-0841
2) 760-644-6973 (Evening Shift) or pager 760-926-0832
3) 760-644-6974 (Night Shift) or pager 760-926-0834
il Don personal protective equipment in the following order:

1) N-95 mask (For additional mask(s) please use the N-95 masks located on
the unit.)

2) First pair of chemotherapy gloves

3) Chemotherapy gown with the cuffs over the first pair of gloves

4) Second pair of chemotherapy gloves over the cuffs of the gown

5) Splash goggles or face shield

6) Protective Shoecovers
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Chemotherapy Exposure, Spills, And Handling Of Linens Contaminated With Chemotherapeutic Agents And Body Fluids, Accidental Exposure To
Radioactive Body Fluids
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iv. To clean up a spill from a hard surface estimated as less than 200 mL:
1) Place spill pillows in a “V” position on outer perimeter of spill to prevent
spreading of fluid.
2) Place one towel from the spill kit over spill to absorb fluid.
3) Pick up saturated towel and spill pillows and place in small chemotherapy
waste bag.
4) Use brush to sweep any glass or fragments into scoop and place in smali

chemotherapy waste bag with discarded towels and spill pillows.

5) EVS must use the DIMENSION 3 procedure of their EVS guidelines to
complete the cleaning.

6) After EVS has completed the DIMENSION 3 cleaning, use remaining
towels to wipe up the rinse and fully dry area. Place towels in small
chemotherapy waste bag and seal.

7) Place sealed bag in Spill Kit box and seal the box with bright orange
chemotherapy waste label.

8) Remove personal protective equipment in the following order:

(a) Outer pair of gloves

¢iyb) Chemotherapy gown

@ige) N95 mask

twmd) Splash goggles or face shield
twe) Protective Shoecovers

¢4if)  Final pair of gloves

9) Place personal protective equipment in large chemotherapy waste bag
along with spill kit box and seal the bag.

10)  Place sealed bag in the designated chemotherapy waste area on the unit.

11)  Complete the Hazardous Drug Exposure Report and give to the clinical
manager on the nursing unit.

12)  The clinical manager shall submit copies of the Hazardous Drug
Exposure Report to Employee Health Services and to the Environment of
Care (EOC) Safety Officer.

| C. PROCEDURE -- EXPOSURE AND PREVENTION RELATED TO CHEMOTHERAPY AGENTS AND

BODY FLUIDS:

| 1.
| 2.

| 3.

25.

5-6.
6-7.

&9.

In the event of skin exposure to chemotherapeutic agent; remove any contaminated garment
and immediately wash contaminated skin with soap and water.

In case of eye exposure, immediately flush the eye with saline solution or water for at least five
minutes.

All linen exposed to a chemotherapy agent or body fluid of a patient that is currently receiving or
has received chemotherapy in the past 48 hours, must be placed (using chemotherapy gloves
and gown) in a Yellow chemotherapy waste bag and tagged by the EVS with a “Special
Handling Ticket” before adding it to the general hospital linen.

Contact EVS when chemo waste linen bag is 34-2/3 full. EVS will place the chemo waste linen
bag in a regular hospital blue linen bag and will place a special handling ticket on the outside of
the blue linen bag before it can be placed in the general hospital linen.

Place any disposable cytoxic contaminated materials into a sealed, leak proof chemo waste
plastic bag. Use puncture proof chemotherapy waste containers for sharps,-er breakable
items and/or items that are saturated with body fluids. See Patient Care Services Disposal
of Chemotherapy Waste Procedure.

All containers will be clearly labeled citing the hazardous nature of the contents-Chemotherapy.
Report any cytotoxic exposures or spills to your supervisor.

Report any employee exposure to employee health services and/or emergency department.

a. Fill out lliness/Injury Investigation Report

Report any patient exposure to the patient's healthcare provider and per institution policy.
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J. PROCEDURE - PRECAUTIONS WHEN HANDLING BODY FLUIDS OF A PATIENT RECEIVING
CHEMOTHERAPY(Precautions need to be taken during and 48 hours after last Chemotherapy

Dose):
1.

NN

8.

2.

Wear appropriate personal protective equipment (PPE) which may include the following:
N-95 mask
Double chemotherapy gloves
Chemotherapy gown
Splash goggles or face shield
Protective Shoesceversshoecovers
isposing of body fluid
Dispose of body fluids in the toilet.
DO NOT USE THE TOILET SPRAYER. Rinse containers with a cup of water to prevent
splashing
Before flushing toilet, cover open toilet with chux. (New chux to be used with each flush).
Flush toilet twice
Place personal protective equipment and chux in chemotherapy waste bag.
Non-Oncology contact EVS to dispose of chemo waste bag when they become % of the
way full.
g. Oncology unit will place sealed chemo waste bag in the designated chemotherapy waste
area on the unit.
All linen exposed to a chemotherapy agent or body fluid of a patient that is currently receiving or
has received chemotherapy in the past 48 hours, must be placed (using chemotherapy gloves
and gown) in a Yellow chemotherapy waste bag and tagged by the EVS with a “Special
Handling Ticket” before adding it to the general hospital linen.
Skin care of incontinent adult receiving chemotherapy
a. Clean patients skin well after voiding or having a bowel movement
b. Apply protective barrier ointment or cream before diapering
All disposable equipment (i.e. foley catheter, bedpan, graduated cylinder, and diapers) used in
caring for chemotherapy patients must be disposed of in a chemotherapy waste container and
placed in the designated chemotherapy waste area on the unit.

TP QgeanTY
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PROCEDURE - RADIOACTIVE BODY FLUIDS, EXPOSURE RELATED TO:
1.

In the event of exposure from the body fluid, immediately remove any contaminated garment or
shoes being careful to avoid contact with substance.

Place contaminated articles in red radioactive marked containers in room.

Place as much distance from contaminated articles and self as possible.

Immediately wash contaminated skin with soap and water.

Alert Radiation Safety Officer and manager via in room phone or call light, of radiation exposure.
Do not leave room unless cleared by Radiation Safety Officer.

Report any employee exposure to employee health department or emergency department.

a. Fill out appropriate injury form

Report any patient exposure to the patient’s healthcare provider and per institution policy.

RELATED DOCUMENTS:
1.

PCS Disposal of Chemotherapy Waste Procedure

REFERENCES
1.

ONS Chemotherapy and Biotherapy Guidelines and Recommendations for Practice, 20, Fourth
Edition

Center for Disease Control and Prevention. Occupational Exposure to Antineoplastic Agents
and Other Hazardous Drugs. http://www.cdc.gov/niosh/topics/antineoplastic/December 12, 2014
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3. Medical Waste Management Act January 2015 California Health and Safety Code Sections
117600 — 118360

4. “Preventing Occupational Exposure to Antineoplastic and Other Hazardous Drugs in Health
Care Settings.” National Institute for Occupational Safety and Health (NIOSH), 2014.

http://www//cdc/gov/niosh/docs/2004-165/4#c. “Kendall Chemobloc Procedure.” Tyco Healthcare.

2006 www.tycohealthcare.com
5. Oncology Nursing Society. Manual for Radiation Oncology Nursing Practice and Education, 4"
Edition, 2012. Print
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A. DEFINITION(S):

1.

Clinical alarms: Alarms on equipment or devices used for physical or physiological monitoring to
protect the patient.

2. Alarm fatigue: Desensitization of clinicians due to exposure to excessive alarms.
3. Nuisance Alarms — non actionable alarms which do not require medical intervention.
B. POLICY:

1. This policy ensures the effectiveness of clinical alarm systems by providing regular preventative
maintenance and testing of alarm systems; assuring that alarms are activated with appropriate
settings and are sufficiently audible with respect to the distances and competing noise within the
unit; and defines the roles and responsibilities for alarm management.

2. Patients requiring medical equipment with clinical alarms will be placed in the appropriate patient
care settings: (Refer to the Admission Criteria policy in the Patient Care Services Policy Manual.)

3. Alarm signals and parameter management: Failure to hear or respond to critical alarms may lead

to unintended patient harm.

a. Alarms on clinical monitoring and intervention systems will be maintained in the “on”
position and sufficiently audible to staff.
ai.  Alarms will be turned on by the clinician initiating the clinical monitoring.
ili. Alarms may not be turned off. Alarms will be “on” as long as the equipment is
being used for the patient.
1) Alarms may be suspended during direct patient care.
2) All alarms must be resumed prior to the caregiver leaving the room.
3) Alarms will not be set to such extremes that they fail to detect significant
changes in a patient’s condition.
b. Alarm parameters:

I. Alarm parameters should be initially set at the manufacturers default settings or to
area/unit specific criteria.

ii. Parameters may be adjusted by a licensed clinician (within their scope of practice)
based on the patient’s clinical condition to reduce nuisance alarms and alarm
fatigue.

1) The licensed clinician may set alarms within closer parameters, but never
any less than the documented standard.

if. Staff at the beginning of each shift/ or when care is initiated will ensure alarms
are on and check-review the patient’s alarm parametersand-audibility-, including
alarm volume.
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iv. Patient and/or family education regarding clinical alarms and parameters will be
done by the RN/clinician as needed throughout the shift to decrease alarm induced
anxiety and increase patient involvement in their care.
4, Responsible personnel

a. The Clinical Alarm Management Team and Medical Executive Committee (MEC) are
responsible for establishing alarm management guidelines based on manufacturer's
recommendations and published best practices.

b. Directors and managers, or designee, are responsible for assessing staff competency and
for providing training in the operation of medical and monitoring equipment -and
monitering-systems to include the use of alarm systems.

c. Registered nurses (RN) are responsible for the assessment-and-reassessment-of-their
patients-and-therefore-the-majority setting and validating of clinical alarms. function;

settnosrand-audiailifs

d. A Monitor Technician (MT) will notify an RN or Advanced Care Technician (ACT)
immediately when a patient’s cardiac rhythm is not visible on the central monitor
station.
€-i. The MT shall not change default cardiac settings or make parameter

adjustments unless directed by the RN.

d-e. Respiratory therapists are responsible for setting and validating ventilator equipment,
alarm limits, function, and audibility.

ef. Licensed ancillary staff members (i.e. radiology technologists, MRI/CT specialists, Nuclear
Medicine technologists) may within their scope of practice be responsible for setting and
validating alarm limits, function, and audibility.

£g. Clinical engineering (biomedical) is responsible for preventative maintenance.

g-h.  All clinical staff shall respond promptly to any alarm intended to protect the patient
receiving care.

B, Other personnel are responsible for alerting the appropriate clinician of a clinical alarm,
but not adjusting unless within the scope of their training.
ij. All staff are responsible to identify the source of an alarm and notify the appropriate

clinical staff for evaluation and intervention.
6. Alarm audibility:

a. The volume level of clinical alarms must be sufficiently audible with respect to distances
and competing noise to be heard by the responsible clinicians in the immediate patient
care area. The layout of the unit may impact the ability to hear certain alarms and require
one or more of the following actions.

i. Alarm volume to be adjusted upward at certain times of the day based upon the
noise level and activity in the patient care area.

ii. The patient's room/physical location may need-te be moved to ensure audibility of
the alarms.

ii. Zone-charting An area for charting may be set up closer to the patient’s room
to ensure audibility of alarms (zone charting).

iv. Door to patient’'s room kept open, or partially open with the exception of select
patient situations (i.e. isolation precautions, custody patients, fire alarms, or
specific patient/family requests).

V. In the event that the door to the patient room is closed, alarm audibility will be
validated by the RN outside the closed door.
b. Critically ill patients must have cardiac monitors and/or ventilators visible from outside the

patient room.

i. If the door to the patient’s room is required to be closed, the curtain in the room will
be kept partially open to allow for adequate visibility of the patient and the
monitoring device.

6. Maintenance and testing of alarm systems
a. Clinieal Engineering is responsible for the preventative maintenance of all medical
equipment and alarm devices. (Refer to the Equipment Management Plan)
b. Clinical Engineering will maintain a current inventory of all medical equipment.
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c. Alarm malfunctions and apparent malfunctions must be reported to Biomedical

Engineering via the online work order system found on the TCMC Intranet-

i. Equipment with malfunctioning or apparent malfunctioning alarms must be taken
out of service and evaluated by Biomedical Engineering personnel. . Refer to
policy 8610-396: Incident report —Quality Review Report (QRR).

C. RELATED DOCUMENT(S):

oabhwh =

“3o®N

0.
1.

NICU Procedure: Pulse Oximetry

NICU: Standards of Care

Patient Care Services Policy: Admission Criteria

Patient Care Services Policy: Pulse Oximetry

Patient Care Services: Standards of Care, Adult

Pulmonary Procedure: Mechanical Ventilation (Initial Set Up Protocol, Management and
Troubleshooting)

Telemetry Unit Specific Policy: Management of Telemetry Patient 6150-108

Telemetry Unit Specific Procedure: Monitoring Telemetry Patients Using the DASH 3000
Women’s & Newborn Services: Standards of Care,

Women'’s & Newborn Services: Standards of Care, Newborn

Women’s & Newborn Services: Standards of Care, Postpartum

D. REFERENCE LIST:
1.
2.

The Joint Commission Perspectives, July 2013, Vol.33, Issue 7.
ECRI Institute: Strategies to Improve Alarm Safety, 2014
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PROCEDURE: DISPOSAL OF CHEMOTHERAPY WASTE
Purpose: To outline the nursing responsibility and management of proper disposal of

chemotherapy waste

Supportive Data:

Oncology Nursing Society’s Chemotherapy and Biotherapy Guidelines and
Recommendations for Practice “"3* Edition 20144

Equipment:

Chemotherapy Safe Personal Protective equipment
Puncture —proof container labeled “chemotherapy” container
Gloves specified for use with chemotherapy agents

Large yellow bag marked “Chemotherapy waste”

Gown specified for use with Chemotherapy Agents

1.

PROCEDURE:

Place puncture-proof chemotherapy container and large yellow chemotherapy waste
plastic bags marked “Chemotherapy Waste” in patient’s room upon initiating
chemotherapy treatment.

Always use chemotherapy safe personal protective equipment when handling
chemotherapy waste.

Place any disposable cytoxic contaminated materials into a yellow chemotherapy
waste plastic bag. Use puncture proof chemotherapy waste containers for sharps,
breakable items and/or items that are saturated with body fluids.

Place contaminated Intravenous (IV) tubing, IV bags, and all non-sharp materials in the

large yellow plastic bag marked “Chemotherapy Waste.”

Tie off large yellow chemotherapy waste bag carefully gathering top portion of bag with

one hand and slowly pull downward on gathered portion until internal air in bag resists

further pulling down. Place yellow chemotherapy waste bag in puncture proof container

labeled “Chemotherapy Waste.”

Upon completion of treatment, place puncture-proof reedie-chemotherapy container in

chemo waste room. If the container is less than 2/3 full, place lid gently on top.

a. For areas without a chemo waste room, contact Environmental Services (EVS) for
removal.

Completely close lid when the container is 2/3 full or if a potential risk is perceived.

Document on top of the container that the puncture proof container is full and date it.

Notify environmental services when chemotherapy puncture-proof waste containers are

full. Chemotherapy containers must be removed from the chemo waste room within 24

hours.

Department
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Clinical Policies
& Procedures
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Therapeutics

Nurse Executive
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09/15
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2112
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A DEFINITIONS:

1. Titrating Orders — orders in which the dose is either increased or decreased in response to the
patient’s clinical status. See Patient Care Services (PCS) Titrating Medications Policy.

2, Taper Orders — orders in which the dose is decreased by a specified amount with each dosing
interval.

3. Indefinite Hold Medication Order — order for discontinuation of the medication (refer to PCS
Automatic Stop Orders Policy).

4, Barcode medication administrator (BCMA) device [point of care (POC)] Solution designed to
support positive patient identification using bar code technology. It is based on Cerner
Millennium® Mobile technology and is deployed using hand-held devices with integrated bar
code scanners.

5. Scheduled medications include all maintenance doses administered according to Tri-City
Medical Center (TCMC) medication administration timeframes (e.g., QID, TID, BID, daily,
weekly, monthly, and annually). Scheduled medications DO NOT include:

a. STAT AND Now doses

b. First doses and loading doses

c. One-time doses

d. Specifically timed doses (e.g., antibiotic for surgical patient to be given a specified
amount of time before incision, drug desensitization protocols)

e. On-call doses (e.g., pre-procedure sedation)

f. Time-sequenced or concomitant medications (e.g., chemotherapy and rescue agents, n-
acetylcysteine and iodinated contract media)

g. Drugs administered at specific times to ensure accurate peak/trough/serum drug levels.

h. Investigation drugs in clinical trials.

i. PRN medications.

6. STAT-medications to be given as soon as possible and within 30 minutes of availability of the
medications.

7. Time-critical scheduled medications are those where early or delayed administration of
maintenance doses of greater than 30 minutes before or after the scheduled dose may cause
harm or result in substantial sub-optimal therapy of pharmacological effect. Examples of time-
critical medications/medication types may include, but are not limited to:

a. Antibiotics

b. Anticoagulants

cC. Insulin

d. Anticonvulsants

e. Immunosuppressive agents
f. Pain medication
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g.
h.

Medications prescribed for administration within a specified period of time of the
medication order

Medications that must be administered apart from other medications for optimal
therapeutic effect (i.e. ciprofloxacin and multivitamin)

Medications prescribed more frequently than every 4 hours

8. Non-tlme-crltlcal scheduled medications are those where early or delayed administration within
a specified range of 1 hour should not cause harm or result in substantial sub-optimal therapy or
pharmacological effect.

9. Controlled Substance: is a drug, compound, mixture, preparation or substance included in
Schedule 11, 11, IV, or V.

B. POLICY:

| 1. Medication Order Process

a.

Medications shall be administered only upon the order of medicat staff members or allied
health professionals who have been granted clinical privileges to write such orders under
the guidelines of their respective scopes of practice.

i. Medications shall be administered according to the guidelines set forth in
Administering Medication per Scope of Practice.

iii. See PCS Physician/Provider Orders Policy for information on ordering
medication including telephone/verbal orders and PRN medications

Medication orders shall be reviewed by pharmacists before administration by a licensed

healthcare provider, unless a physician is overseeing administration of the medication,

i.e. “Non-Profile” Pyxis areas.

i. See Pharmacy Unlabeled Uses of FDA Approved Medications Policy for
information on additional information on unlabeled use of medications

Registered Nurses (RN) shall verify all new medication orders for accuracy using Nurse

Review each time an order is added to the Electronic Medication Administration Record

(eMAR) by the pharmacist per PCS Physician/Provider Orders Policy. The paper MAR is

to be used ONLY if the eMAR is unavailable to staff.

i. Respiratory Care Practitioners may conduct medication review for all nebulized
and inhaled medications if the RN has not completed Nurse Review and one of
the above medications is due for administration.

ii. Under the supervision of a physician, physician assistant, or other appropriate
licensed person, medical assistants in an outpatient setting may administer
medications, except controlled substances, in several ways to a patient, including
simple injections, ingestion or pre-measured medications.

ii. Medical assistants who receive the appropriate training are allowed to administer
injections of scheduled drugs only if the dosage is verified and the injection is
intramuscular, intradermal or subcutaneous. The supervising physician or
physician assistant must be on the premises as required in section 2069 of the
Business and Professions Code, except as provided in subdivision (a) of that
section. However, this does not include the administration of any anesthetic
agent.

A nurse may obtain medications not yet reviewed by a Pharmacist through the Pyxis

override function only if need is deemed urgent or emergent.

i. Urgent indications include those in which significant patient harm could result
from a delay secondary to a pharmacist’s review of the order.

ii. Emergent indications include situations in which life, limb, or eyesight is
threatened.

iii. In each individual case, the need for the override must outweigh the risk of
omitting the pharmacist’s review of the order.

If orders are received with more than one set of ranges (dose and frequency), then the

healthcare professional must clarify the order with the physician.

i. If clarification is not obtained before the dose is needed, the RN shall implement
range orders at the smallest ordered dose and the longest time interval between
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f.

g.

doses, if repeated dosing would be required. However, if the patient assessment
indicates a clinical need for more aggressive intervention, then the individual
implementing the range-dosed medication may initiate treatment at a higher
dosage or administer the medication at the more frequent time interval within the
parameters of the order.

ii. Adjustments within the dose range are based on:

1) Patient assessment

2) Prior dose administered

3) Time interval between doses
4) Effectiveness of prior doses

The RN shall assess the patient and if therapy is not meeting clinical needs or desired
response, the physician shall be contacted for dosage and/or frequency adjustment.

All continuous infusions of controlled substances shall have the medication in a secured
device (for example lock box or locked infusion pump).

Medication Administration Process

a.

The Electronic Medication Administration Record (eMAR) or paper MAR shall be

evaluated at the beginning of each shift and PRN to:

i. Verify medications to be administered during the shift.

ii. Review and document review of allergies in the medical record.

ii. Medication orders shall be reviewed by pharmacists before administration by a
licensed healthcare provider, unless a physician is overseeing administration of
the medication, i.e. “Non-Profile” Pyxis areas or the medication is deemed is
urgent or emergent.

iv. Conduct Nurse Review (RN Sign-off) on any medications that have not yet been
reviewed (identified with the icon of Eyeglasses) per PCS Physician/Provider
Orders Policy.

Once BCMA application on hand-held devices is implemented the departments shall use

BCMA for medication administration.

Medications brought from home may be administered only on the order of a physician

per PCS Medication Brought in by Patient Policy.

i. A pharmacist shall positively identify the medication, initial the “Medication
Checked by Pharmacy” label, and affix it to the medication container.

Prior to administration of subcutaneous insulin or heparin, the amount ordered and

prepared shall be verified by a 2™ RN or licensed practitioner per PCS Medication High

Risk/High Alert Policy.

i. Identification of the patient shall take place in the patient's room

ii. Behavioral Health Unit will not be required to validate in patient’s room due to
safety issues

ii. Document first and last name and title of second practitioner who verified the
medication via BCMA device or electronic medical record.

Prior to administration of intravenous insulin, heparin, , 10% magnesium sulfate, tissue

plasminogen activator (tPA) and patient controlled analgesia (PCA), or any medication

given through an epidural, the amount ordered, amount prepared, initial infusion rate,
and any changes in infusion rate shall be verified by a second RN or licensed
practitioner per PCS Medication High Risk/High Alert Policy.

i. Validation process shall take place in the patient’s room

ii. Document initiation and dose changes on eMAR/paper MAR. Document first and
last name and title of second practitioner who verified under the comments
section.

1) Document epidural/PCA assessment in [View.

For maximum amounts of solution to be administered intramuscularly in one site see

Intramuscular Administration Amount per Site.

Medication shall be administered immediately by the licensed healthcare provider

withdrawing the medication from an ampule or vial. If not administered immediately by

the licensed staff, syringe must be labeled appropriately. "
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i. Non-controlled - medications shall be withdrawn from a single dose vial at
bedside.

ii. Controlled Medication — requiring waste upon removal shall be performed
according to PCS Controlled Substance (Narcotics) Management Policy and
PCS Wasting Narcotics via Pyxis Machine Procedure.

Medication from ampules shall be prepared and labeled appropriately prior to entering

patient room.

Medication from multi-dose vials shall be prepared and labeled appropriately prior to

entering patient room or operating room.

i. Only vials clearly labeled by the manufacturer for multiple dose use can be used
more than once.

ii. Limit use of a multi-dose vials to a single patient whenever possible.

iii. Muiti-dose medications used for more than one patient are stored and accessed
away from the immediate areas where direct patient contact occurs.

iv. If a multi-dose vial is taken into a patient room/operating room, it can only be
used for that patient and must be discarded after use.

V. When multiple dose vials are used more than once, use a new needle and new
syringe for each entry.

Vi. Disinfect the vial's rubber septum before piercing by wiping (using friction) with

an approved antiseptic swab. Allow the septum to dry before inserting a needle
or other device into the vial.

Vii. All multi-dose vial once opened or punctured, shall be labeled with an expiration
date of 28 days or the manufacturer’s date or packet insert recommendations,
whichever is shorter.

Label all medications, medication containers (i.e., syringes, medicine cups, basins), or

other solutions on and off the sterile field in perioperative and other procedural settings.

Refer to PCS Labeling Medication On and Off the Sterile Field Procedure.

Never administer medications from the same syringe to more than one patient, even if

the needle is changed or you are injecting through an intervening length of IV tubing.

Do not enter a medication vial, bag, or bottle with a used syringe or needle.

Never use medications packaged as single-dose or single-use for more than one patient.

This includes ampules, insulin pens, bags, and bottles of intravenous solutions, and

sterile water bottles.

i. Use a single-dose/single-use vial for a single patient during the course of a single
procedure

ii. Discard the vial after this single use, used vials should never be returned to stock
on clinical units, drug carts, anesthesia carts etc

iii. If a single dose/single use vial must be entered more than once during a single
procedure for a single patient to achieve safe and accurate titration of dosage,
use a new needle and new syringe for each entry

iv. Select the smallest vial necessary when making treatment decisions to reduce
waste

Always use aseptic technique when preparing and administering injections.

For patients age 13 years and younger, the maximum IV solution volume for

administration is 500 mL.

Educate the patient/family/significant other according to comprehension level. Education

should include:

i. Drug name

ii. Dose

iii. Purpose

iv. Ask if they have any questions/concerns about taking the medication especially
new or first time medications.

V. Side effects of medications.

1) Adverse drug reactions or side effects may occur with the first dose or

any subsequent dose. 56
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4.5.

Vi. Licensed healthcare providers shall provide teaching materials (drug leaflets,
handbooks, videos, lectures, demonstration, and equipment) to all patients
(parents, significant others) to prepare them for successful self-medication.

vii. Document all teaching on the Education — All Topics Form.

Discuss any unresolved, significant patient/family concerns about the medication with

the patient’s physician, prescriber (if different from the physician), and/or relevant staff

involved with the patient’s care, treatment, and services. Document in the medical
record.

The licensed healthcare provider shall accurately document medication at the time of

administration.

Scheduled medications shall be administered within 1 hour prior to the order time and 1

hour after the order time.

If a medication cannot be given at the time ordered, the appropriate reason shall be

documented on the eMAR/paper MAR.

When administering medications from a standardized procedure, the health care

provider shall enter the order electronically or document the title of the standardized

procedure used and the name and dose of the medication administered on the
physician’s order sheet. This order shall be scanned to pharmacy.

i. Sample order entry: “Standardized Procedure: Hypoglycemia Management,
glucagon 1 mg IM times one.”

ii. Exception: Orders generated by screening in Cerner

If a medication is not administered or used, it shall be returned or wasted within 1 hour

or at the end of procedure per Patient Care Services Controlled Substance (Narcotics)

Management Policy.

Self Administration/Non-Staff

a.

Persons who administer medications, but are not staff members (including the patient if
self-administering), must demonstrate ability to safely administer medication before
being allowed to self-administer medications. This includes understanding medication
name, type, reason for use, how to administer medication (including process, time,
frequency route and dose) and anticipated action/side effects of medication administered
i. If they cannot demonstrate the ability to safely administer medications:
1) They will not be able to self-administer until the ability is demonstrated
2) Licensed healthcare providers will provide teaching using Tri-City Medical
Center approved drug leaflets, handbooks, videos, lectures,
demonstration, and equipment to all patients (parents, significant others)
to prepare them for successful self-medication
3) Discharge planning shall include a follow-up plan as needed.

Monitoring Effects of Medications on Patients

a-b.

Effects of medications on patients are monitored to access-assess the
effectiveness of medication therapy and to minimize the occurrence of adverse
events.

i Each patient’s response to medication administered is monitored
according to his or her clinical needs.

ii. Ongoing patient medication monitoring will use a collaborative approach
between patient care providers, physician, pharmacists and the patient,
family or caregiver.

Monitoring will address the patient’s response to the prescribed medication and

actual or potential medication-related problems.

The results of patient medication monitoring will be used to improve the patient’s

medication regimen and/or other clinical care and treatment processes.

4)i.  The physician/Allied Health Professional will be notified if the medication
therapy is not achieving the desired effect

Medication Handling, Storage, and Disposal

a.

All medications received from the pharmacy shall be placed in approved storage areas

as soon as possible, not to exceed 30 minutes from the time of receipt. 57
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e-f.

g-h.

+).

| Fk.

Any medication removed from the medication storage area:

i. Shall remain with the individual at all times and shall not be left unattended
including flushes and vials.

ii. Shall not be left on or in any area exceeding 80°F. This includes the pockets of
the healthcare provider.

iii. No medications, including flushes and vials, shall be left at the bedside.

Access to medications and syringes are limited to appropriate staff via locked or

computerized controlled access.

In all inpatient areas, insulin pens, creams, inhalers, eye drops and other medications

that are not stored in the Pyxis medication station must be kept in patient-specific bins in

a locked cabinet in the medication area.

i. The primary nurse will be responsible for transferring these medications when a
patient is transferred to another unit or room.

ii. The primary nurse will be responsible for returning un-used medications or
disposing of opened medications when a patient is discharged from the hospital.

iii. The primary nurse must clean the medication bin with a sani-wipe after patient
transferred or discharged.

A device holder will be used when administering a medication from a pre-filled

syringe.

Any intravenous solutions spiked outside of a laminar flow hood must be

initiated/administration started within 1 hour of being spiked.

Nursing personnel shall only compound or admix when not feasible for pharmacy to do

so (i.e. emergency or product stability is short). Refer to Patient Care Services

procedure Admixture, Intravenous). Medication preparation is performed by using

aseptic technique as appropriate in a clean, uncluttered, functionally separate area, to

minimize the possibility of contamination.

Unused/Intact Medication removed from the Medication Pyxis and not administered shall

be returned to the Pyxis “Return Bin” with the exception of refrigerated and some

designated controlled substance medication.

i. For non-controlled medications that are too large, place into the red external
“Return to Pharmacy” bin.

ii. For controlled substances that are too large to be returned to the Medication
Pyxis, contact pharmacy for assistance.

At discharge, unused intact medications shall be returned to the pharmacy.

For proper disposal of pharmaceutical waste,

i. See Administrative Policy #276 Handling of Pharmaceutical Waste, Expired
Medications, and Expired |V Solutions.

i, See the Patient Care Services procedure Hazardous Drugs for hazardous drug
disposal and waste.

Patient specific medications maybe delivered by TCMC personnel as designated per

Pharmacy

2:6. Medication Error/Near Miss Reporting — see Administrative Policy Incident Report -
Quality Review Report (QRR) RL Solutions — Policy #8610-396

C. PROCEDURE:
| 1. For Departments Using BCMA;

a.

Prior to administering a medication, the licensed healthcare provider shall:
i. Verify correct patient
1) Use two patient identifiers (see PCS Identification, Patient Policy)
i. Verify medications due per eMAR
1) Verify RN review completed, no eyeglasses icon, in all areas (except ED)
2) Review allergies to make sure all information is current and correct
before administration of any medications.
2)3) and/lorReview for any contraindication(s) for administering medication
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a. Prepare medications for one patient at a time with the patient's current, updated eMAR

for accuracy.

i. Verify correct dose, route and time

. Verify expiration date on medication package

ii. Visually inspect medication integrity (i.e.,discoloration, particulates, turbidity
when a medication should be clear) or torn packaging may be; signs of
medication deterioration

iv. Take all medication in their original packages into patient room to be scanned.
When any medication is removed from package for mixing, crushing, or splitting,
the package must be taken into patient room.

1) Medications shall be crushed and administered separately.
2) Crusher shall be cleaned after each crush if medication cups are not used
inside of crusher.

3) Pill splitter shall be cleaned after each use
b. Retrieve hand-held device from the unit specific secure hand-held device storage area.
C. Scan the “Aztec” barcode on the patient ID band to ensure the right patient record is

opened on the BCMA application.

d. If a patient ID band does not scan, the licensed healthcare provider may replace the

patient ID band, or manually search for the patient on the hand-held device using the
patient identifiers on the patient ID band. Scan each medication with the hand-held
device to ensure additional medication “rights” for mistake free medication are

identified.

i. Verify correct:
1) Patient
2) Dose
3) Time
4) Medication
5) Route/ Rate (if applicable)
6) Documentation
7) Reason

e. Assess and resolve any warning message(s).

Educate the patient/family/significant other and address any unresolved concerns about the
medication.

a. Name of the drug, the dose, and the purpose according to the patient’s ability to
comprehend.
b. Side effects of medications.

i. Adverse drug reactions or side effects may occur with the first dose or any
subsequent dose.

C. Licensed healthcare providers shall provide teaching materials (drug leaflets,
handbooks, videos, lectures, demonstration, and equipment) to all patients (parents,
significant others) to prepare them for successful self-medication.

d. Document all teaching on the Education — All Topics Form.

Administer medications after the medications are scanned and all “rights” are assured to be

accurate.

a. STAT or one-time medications shall be given as soon as they are available and the
exact time given shall be documented.
b. The licensed health care provider administering oral medication shall remain with the

patient until the medication is successfully administered.
Sign the medications on the hand-held device after the medication is given and/or successfully
administered. Comments may be added as required.
a. The BCMA application will automatically update the Cerner system (eMAR) with the data
entered.

D. For Departments Not Using BCMA:

1.

Prior to administering a medication, the licensed healthcare provider shall:

59



| Patient Care Services RPolicy-Manual

Medication Administration — 1V.1.

Page 8 of 12

a. Verify correct patient
i. Use two patient identifiers (see PCS ldentification, Patient Policy)

b. Verify medications due per eMAR
i. Verify RN review completed, no eyeglasses icon, in all areas (except ED)

ii. Review allergies and/or contraindication(s) for administering medication
2. Prepare medications for one patient at a time with the patient’s current, updated eMAR for
accuracy.

a. Verify correct dose, route and time

b. Verify expiration date on medication package

C. Visually inspect medication integrity (i.e., discoloration, particulates, and turbidity
when a medication should be clear) or torn packaging may be a sign ef the
medication deterioration

d. Medication may be withdrawn from vial at bedside and shall be administered
immediately. If medicine is prepared in the Medication room — the syringe must be
labeled appropriately.

e. The medication “rights” are identified before the medication is administered. Verify the
following are correct:

i. Patient

ii. Dose

ii. Time

iv. Medication

V. Route/ Rate (if applicable)
Vi. Documentation

vii. Reason

f. Medications shall be crushed and administered separately. Crusher shall be cleaned
after each crush if medication cups are not used inside the device.

3. Educate the patient/family/significant other and address any unresolved concerns about the
medication.

a. Name of the drug, the dose, and the purpose according to the patient’s ability to
comprehend.

b. Side effects of medications.

i. Adverse drug reactions or side effects may occur with the first dose or any
subsequent dose.

c. Licensed healthcare providers shall provide teaching materials (drug leaflets,
handbooks, videos, lectures, demonstration, and equipment) to all patients (parents,
significant others) to prepare them for successful self-medication.

d. Document all teaching on the Education — All Topics Form.

4, Administer medications after all “rights” are assured
5. The licensed health care provider administering oral medication must remain with the patient

-l1

until the medication is successfully administered.
6. The licensed healthcare provider shall then accurately document medication administration in
the eMAR or paper MAR as soon as possible after the dose is given.

OUTPATIENTS:

1. Any medication brought to the hospital by a patient who is to receive outpatient testing is the
sole responsibility of the patient.

2. The hospital shall not administer nor handle any medications brought into the facility by patients
for outpatient testing.

CHEMOTHERAPY ADMINISTRATION:

1

Chemotherapeutic agents shall be administered by TCMC chemotherapy credentialed RNs per

the Oncology Chemotherapy Administration.

2. Notify pharmacy and oncology unit if chemotherapeutic agents are to be administered in areas
other than dedicated chemotherapy area.
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HAZARDOUS DRUGS, HANDLING OF:

G.

1.

FORMS (LOCATED IN PATIENT CARE SERVICES MANUAL; FORM / RELATED DOCUMENTS

See PCS Hazardous Drugs Procedure

FOLDER):

1. Medication: Administering Medication per Scope of Practice

2. Medication Administration Time Frames

3. Medication: Intramuscular Administration Amount per Site

RELATED DOCUMENTS:

1 Administrative Policy Incident Report - Quality Review Report (QRR) RL Solutions

12,
2:3.
34.
4:5.
5:6.
6-7.
8.
89.
9:10.

Oncology Chemotherapy Administration

PCS Automatic Stop Orders Policy

PCS Controlled Substance (Narcotics) Management Policy

PCS Hazardous Drugs Procedure

PCS ldentification, Patient Policy

PCS Labeling Medication On and Off the Sterile Field Procedure
PCS Medication Brought in by Patient Policy

PCS Medication High Risk/High Alert Policy

PCS Physician/Provider Orders Policy

40:11. PCS Titrating Medications Policy
4412, PCS Wasting Narcotics via Pyxis Machine Procedure
42:13. Pharmacy Unlabeled Uses of FDA-Approved Medications Policy
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Administering Medication per Scope of Practice

X indicates who may v v IVPB |PO | SQ | IM | SL Intra- Topical | Inhalant
administer PUSH dermal Aerosol
RN X X X X X X X X X X
LVN l/Licensed Psychiatric X X X X X X X
Technician

LVN Il (IV-certified) May X X X X X X X X

only administer
electrolytes, vitamins,
nutrients, blood, and blood
products

Respiratory Care X X
Practitioners

Physical Therapist X

Licensed Physical Therapy X
Assistant

Radiologic Technologists X X
under physician guidance*

Nuclear Med Technician* X

EKG/Echo Tech under X
direct supervision of
physician as part of

EKG/Echo procedure

Medical Technicians X

Student RCP under X
supervision

Medical Assistants X X X X X X

*Only RN'’s may administer IV mediations via PICC and central lines.
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Medication Administration Time Frames

Daily
gam
ghs
bid
tid
qid
q4h
g6h
g8h
gi2h -

0900

0900

2100

0900 - 2100

0900 - 1500 - 2100

0900 - 1300 - 1700 - 2100

0100 - 0500 - 0900 - 1300 - 1700 - 2100
0600 - 1200 - 1800 - 2400

0500 - 1300 - 2100

0900 - 2100

Specific Medications:

Coumadin - 1700

Standard capillary blood glucose checks AC and HS - 0800, 1130, 1730, and 2100
Standard capillary blood glucose checks every 6 hours - 0600, 1200, 1800, and 2400

Lithium - 2000
Digoxin - 1200

Diuretics - 0900 - 1700 (ordered BID)

Medications ordered with meals shall be given according to tray delivery times.
Respiratory medications shall be given per unit specific policy.

Bupropion, Venlafaxine, Modafinil, Methylphenidate: if ordered BID 09:00 and 14:00

In addition to the above standard administration times, the pharmacist shall designate the appropriate
\dministration time for certain medications to optimize drug therapy. Some examples are as follows:
2roton Pump Inhibitors — BID 0600 — 2100

“Statins” — Daily 2100

Carafates — Q6 2400 — 0600 — 1100 — 1600
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Intramuscular Administration Amount per Site

medications)

Age group (years) Needle Needle gauge Volume-Max Site(s)
Length-max
Infant (0-1.5) 5/8 inch 25-27 0.5-1 mL: infant less than | ¢ Vastus lateralis
1500 gm, maximum 0.5 * Rectus femoris
mL
Toddler/ 1 inch 22-23 1mL ¢ Vastus lateralis
Preschool (1.5-3) * Rectus femoris
¢ Dorsogluteal (for children
who has been walking for
at least one year)
Preschool 1 inch 22-23 Deltoid: 0.5 mL ¢ Vastus lateralis
(3-6) All other sites: 1.5 mL * Rectus femoris
* Dorsogluteal
* Ventrogluteal (for children
who have been walking
for several years)
* Deltoid (for children over 4
— 5 years of age due to
small muscle mass)
School Age 1-1 Y2 inch 22-23 Deltoid: 0.5 mL * Vastus lateralis
(6-15) All other sites: 1.5-2.0 mL | * Rectus femoris
¢ Dorsogluteal
* Ventrogluteal
* Deltoid
Adolescent 1-1 %2 inch 22-23 Deltoid: 1 mL * Vastus lateralis
(up to 21) All other sites: 2-2.5 mL * Rectus femoris
¢ Dorsogluteal
* Ventrogluteal
¢ Deltoid
Adults 1-1 %2 inch 22-27(for 3 mL
aqueous
solutions)
18-25 (for
viscous or
oil-based
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ISSUE DATE: 10/96 SUBJECT: Potential Food and Drug
Interactions, Patient Education
REVISION DATE: 6/03, 8/05; 03/08; 03/11 POLICY NUMBER: V.B
Clinical Policies & Procedures Committee Approval: 04/4108/15
Nursing Executive Council Approval: 04/1109/15
Pharmacy & Therapeutics Committee Approval: 09/15
Medical Executive Committee Approval: 02/1110/15
Professional Affairs Committee Approval: 03M1411/15
Board of Directors Approval: 03/11
A. POLICY:
1. The Pyxis MedStation will prompt the nurse to assess the educational needs of the patient when

one of the medications below has been added to a patient’s profile and the nurse makes a
withdrawal of the medication :

S Fefracyeline
b-a. Warfarin (Coumadin)

Nursmg may obtaln a current Drug/Nutnent mteractlon educatlon sheet from an—authentaﬂve
druga hospital approved information resource the-en-line-ADA-Nutrition-Gare-manual-orprint-a
copy-from-Micromedex—Care-Notes

Nursing will provide this information to the patient/family/caregiver if any of the above -medications
are started in the hospital and are intended for continued use at home and as deemed necessary
from the patient assessment.

Patient education and counseling on drug/nutrient interactions may also be initiated by a physician
order or another health care professional after assessment of knowledge deficits, and/or by the
patient/caregiver request.

Nursing may make a consult request from Clinical Pharmacist and/or Clinical Dietitian for additional
patient education as indicated.

Documentation of counseling and materials provided will be documented in the patient education
section of the patient record and in the patient’s discharge instructions.
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Departments

REVISION DATE: 3/03, 6/03, 8/05, 01/09 POLICY NUMBER: IV.E

Clinical Policies & Procedures Committee Approval: 098/4409/15

Nursing Executive Council Approval: 40/1409/15

Medical Executive Committee Approval Date(s): n/a

Professional Affairs Committee Approval: 041211/15

Board of Directors Approval: 01/12

A POLICY:

1.

2.

Volunteers at Tri-City Medical Center are available to assist patients, families, and healthcare

providers in the Patient Care Services Units/Departments.

Services that may be provided by Patient Care Services volunteers may include but are not

limited to the following:

a. Intensive Care Unit (ICU): Assist, screen, and comfort visitors. Watch for the arrival, or
transfer out, of patients and assist in record keeping of these arrivals and transfers. Escort
visitors to the patient’s room according to the guidelines of the ICU.

b. Courtesy Shuttle: Drive a covered vehicle around the hospital campus to assist people
who want a ride to or from their car or the bus stop.
C. Customer Relations: Assist in checking in patients for surgery; answer no medical

questions, escort patient and family to Pre-Op Hold area. Keep track of where the family
can be located during the surgery process.

d. Surgery: Escort patients and families, store personal effects, prepare gurneys, stock
blanket warmers, clean equipment as directed, order linen and supplies, discharge
patients in wheelchairs, pick up/deliver paperwork, serve food/drinks, and assemble blank
patient packets.

e. Emergency Department: Act as liaison between visitors, patients, and the medical staff.
Offer non-medical assistance to the medical staff, assist the medical secretaries and
clerical staff in registration area, change gurneys, keep supplies on hand, make quantities
of coffee, assemble medical and surgical packets, assist in taking patients to their rooms,
and stand by for any errands.

f. Employee Health Office: Fill out and file receipts, log over-the-counter medications to
employees and volunteers, stock supply cabinets, and open and check in the new
merchandise.

g. Escort Service: Escort patients to the proper departments, deliver documents to various
areas of the hospital, keep the waiting area neat, interact with patients in the waiting room
and when assisting to appropriate areas of the hospital.

h. Gift Shop: Assist all customers in the sale of gift shop items-and-staff-vendorsales.

i. Imaging: Liaison between staff, families, and patients. Receive patients as they arrive for
procedures, escort patients to the dressing room, see to patient comfort while they are
waiting or recovering from imaging procedures, assist with paperwork for the radiology
staff and follow department and Health Insurance Portability and Accountability Act
(HIPAA) guidelines for checking-out films.

J- Laboratory: Assist nursing units with a pick-up and delivery service and make rounds as
requested. Dispense specimens from the lab triage tubs. Assist with paperwork at the
laboratory front office and the triage unit.

k. Women’s & Children’s Services: Hand out juice or food trays, fill water pitchers, strip or
make beds, watch/rock newborns, run errands, make up home packets when patients
discharged, and push mothers and babies in a wheelchair to front door.
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mal.

Am.

e:n.

&-p.

£q.

sT.
ts.

Pulmonary Rehabilitation: Assemble new patient orientation packets; assemble Asthma
and Chronic Obstructive Pulmonary Disease (COPD) education packets; assemble new
patient class notebooks. Help with answering phones and simple clerical duties.
Receptionlnformation Desk: Relay hospital information to the public in accordance with
HIPAA guidelines, assist security in providing visitors badges, give directions to visitors,
receive patient mail and assign room numbers, deliver mail to patients, receive and deliver
floral arrangements, and answer questions.

Registration: Serve as liaison with the Admitting Office, assist incoming patients with
completion of information form, and monitor patients for signs of undue discomfort or
acute illness and report to Control Desk.

Telecare: Daily calls as support service to those who live alone (retired persons,
widows/widowers, those convalescing from an iliness).

Rehabilitation Services: Office clerical making up charts and/or patient packets, filing,
restocking linens, transport, using a copier, make phone calls to patients and process
surveys.

Women's’ Diagnostic Center: Clerical services provide-in-contasting-next-day-patients- to
mMake and distribute packets to patients. Mail computer generated positive letters to
patients.

Cardiac Rehabilitation: Provide both clerical and operational support as directed by staff
Acute Care Services & Telemetry: Assist with delivery of trays as instructed by nursing
staff, visit with patients, assist with transporting discharged patients and transporting
specimens to the lab. Answer the phone and call lights during nursing rounds.

Workshop members make puppets for children admitted to the hospital, tray favors for holidays,
corsages for prospective mothers attending the Maternity Teas, stuffed toys for Emergency
Department, and lovey dolls for the Neonatal Intensive Care Unit infants-bocts-and-hatsfor

rewborn-bables,

a. Volunteers may be used-as-assigned tasks by the Assistant Nurse Managers/designee.

Off Campus volunteer support

a. Tr| Clty We||ness Center Carlsbad PhySIcaI Therapy and Cardlac Rehabllltatlon Gheek—m
ASS|st in clerical dutles as dlrected by staff

b. Tri-City Wound Care and Occupational Therapy Carlsbad: Meet and greet new patients
and malntaln Iobby area.

c.
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Board of Directors Approval: 08/13
A. PURPOSE:
| 1. To provide a plan of action to be taken on product recalls to protect the safety and wel-well-

being of all patients, staff and visitors whenever information regarding a product-related
hazard is brought to the attention of the Medical Center.

2, This policy applies to equipment, systems, medical products, food products and
pharmacy recalls, field corrections, safety notices and alerts that are presented to the
organization via letter, facsimile, telegram, or email.

B. POLICY:

1. Any person notified of a recall/alert by a manufacturer shall notify Risk Management to
facilitate processing of this information. The recall procedure shall be implemented by Risk
Management/Patient Safety Officer who will distribute the notice to the appropriate
individuals for follow up.

2. The National Alert-ReeallRecall Alert Center EGR{NRAC) electronic Recall
Alert -notices will be automatically circulated via email to designated individuals
assigned to their specialty areas:

a. Persons designated for follow-up will be contacted via email and provided recall
alert notices. Status of the response to the recall shall be documented in the
| ECRINRAC AlertFraskerdocumentation system and/or reported back to Risk
Management/Patient Safety Officer after completion in the form of an email
response.
i. Definitions for ECRINRAC Actions Taken:

1) Not-ApplicableDo Not Have Product: When an assigned user finds
that an alert does not affect his/her area(s) of responsibility, they will
record a Net-ApplicableDo Not Have Product entry with any Astion-
actions Takentaken. Action Notes may be used to explain generally
what the individual did to rule out the alert.

2) Applicable-OpernHave Product: Assigned users will make-anselect
Applicable-Have Product — Open entry as soon as they have
determined that their area of responsibility is, or — likely is affected by
an alert. In such entries, they shall record what is known about
quantities and location of affected and/or suspected product, and plan
of action for addressing (e.g., removal of product, repair of product,

| and/or retraining of users). Additional Applicable-Open-entries shall be
made to update progress and/or explain delays in resolution of the alert
(e.g., back ordered parts, user training scheduled in the future).
3) Applicable-ClosedViewed Still Pending: Assigned users will make-
anselect Applicable-ClosedViewed Still Pending entry each time an
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alert has been reviewed, but the mvestlgatlon is still ongomg

Risk Management/Patient Safety Officer will report the actual items recalled, along with other
pertinent information supplied by management personnel, to the Environmental Health and

Safety Committee (EHSC) for review. en-a-menthly-basis-

Urgent intervention shall be addressed with the department director/designee.

Recall Classification: The FDA categories all recalls in to one of three classes according to
the level of hazard involved.

CLASS | recalls are for dangerous or defective products that predictably could cause
serious health problems or death. A response sheuld-shall be made within -2
business day of receipt of such notice, unless the Risk Manager or Patient Safety
Officer determines otherwise and sets an alternate time for response.

CLASS |l recalls are for products that might cause a temporary health problem or pose
a slight threat of a serious nature. A response sheuld-shall be made within 24 —72-96-
hours of receipt of such notice, unless the Risk Manager or Patient Safety Officer
determines otherwise and sets an alternate time for response.

CLASS lil recalls are for products that are unlikely to cause any adverse health
reaction, but that violate FDA regulations. A response sheuld-shall be made within 10
business day of receipt of such notice, unless the Risk Manager or Patient Safety
Offlcer determlnes otherw1se and sets an alternate time for response.

Pharmacy: Will process all recall/alert notices related to drugs/pharmaceuticals. Reporting

will be through Pharmacy and Therapeutics Committee. Documentation of actions will be
maintained in pharmacy and the ECRINRAC Resall-Alert-Trackerdocumentation System.
Equipment: Will process equipment recall/alert notices through the Biomedical Department.
Reporting will be through the Environmental Health and Safety Committee. Documentation
of actions taken will be maintained in the Biomedical Department and the ECRINRACY
RecallAlert Frackerdocumentation System.

Products: Will process product recalls/alerts through Supply Chain and other Departments
as appropriate. Reporting will be through the Environmental Health and Safety Committee.
Documentation of actions taken will be maintained in EGRINRAC Recall-Alert-
Frackerdocumentation system.

Lab: The Clinical Lab will process all recall/alerts notices related to blood and tissue.

Page 2 of 3
3.
a.
4,
a.
b.
C.
C.  QTHER:
1.
2.
3.
4,
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5.

i 6.
D.

1.

2.

| 3.

4,

Documentation of action taken will be maintained in the Laboratory and the ECRINRAC
Recall-AlertTFrackerdocumentation system.

The Marketing Department will receive distribution when Risk Management determines

the recall is of such significance that the media will be informed.

Exceptions: Items that are outside the scope of the electronic database (EGRINRACTracker)
are routed through e-mail and tracked manually in Risk Management. These items may

include, but are not limited to, dietary items, maintenance supplies, car seats, EVS supplies,
toys, vehicles and Gift Shops items.

Medical Device Safety Act

The Joint Commission EC.6.10.6; EC.6.10.7

The EGRINRAC E-Class AlertTrackerDocumentation User's Manual
Clinical Laboratory Tissue Bank Procedure Manual, Recall of Tissue
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ISSUE DATE: 3/04 SUBJECT: Computer Hardware, Software, and
Services, Purchase of
REVISION DATE: 2/05; 11/08 POLICY NUMBER: 8610-615
Department Approval Date(s) 10/15
Administrative Policies & Procedures Committee Approval: 114/06810/15
Dperzticns—Tteam-Commmitteenproval: 12108
Professional Affairs Committee Approval: 04/06911/15
Board of Directors Approval: 01/09
A. PURPOSE:
1. To ensure the acquisition and use of computer hardware, software and services is coordinated

and cost effective.

POLICY:
1. All computer hardware, software, and services will be requested, evaluated, and purchased
according to the-precedures-described-hereinthis policy.
2. Budget for computer hardware, software and services
a. Based on historical records, estimated life span of equipment, and available budget
dollars, the Information Technology Department, with the approval of the Vice President,
Finance, annually creates capital and operating budgets for computer hardware, software
and services for:
b. Personal Computer upgrades and replacements throughout TCHD.
c. Printer-Vereco;ine-Approved contractor upgrades and replacesments printers and
faxes throughout TCHD.
d. Information Technology hardware, software and services to support enterprise
applications such as email, Affinity, security and telephones.
3. The Information Technology Department budgets for the ongoing maintenance of hardware,

software, and services needed to support TCHD applications. These budgets are prepared by the
Information Technology Department-Birecter, and approved by Vice-Rresident-FinanceChief
Operating Officer (COO).

4, Departments planning for expenditures not included in the annual Information Technology budget
may do so after a technical assessment has been completed by the Information Technology
Department, upon receiving approval and scheduling from the Information Technology Steering
Committee, and upon receiving approval from the appropriate C-Suite memberdeparmental
ViecePresident. Among budget items of this kind are new departmental systems, major upgrades
to departmental systems, or major systems investments associated with a changing business.

5. Requirements for approval may include a detailed cost/benefit analysis, an evaluation of the
strategic or customer service benefits of the project, and prioritization of the project by the
Information Technology Steering Committee.

INFORMATION TECHNOLOGY STANDARDS:

1. The Information Technology Department publishes-utilizes standards from vendors and best
practices for TCHD computer hardware and software. These standards are distributed-and
updated regularly.

2. All computer equipment and services must be purchased under the guidelines and approval
supervision of processes-decumentedin-the TCHD Information Technology Standards.
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D.

INFORMATION TECHNOLOGY PURCHASES:

1. All computer hardware and software items must be submitted to the Information Technology
Department-direstor, who will technically review the request to assure that the requested item
meets TCHD standards.

2. If the request is not a capital request, it will be technically reviewed and, if approved, forwarded to
Purchasing.

3. If the request is a capital request of $48,0005,000 or less, it will be technically reviewed and, if

approved, forwarded to the Vice President, Finance for approval. Finance will assign a budget

number, log the asset, and send the completed form to Supply Chain Management Department.

a. If the request is a capital request in excess of $40,0005,000, it must be approved by the
Director’s Vice President. [t will then be technically reviewed and, if approved, forwarded
to the Vice President, Finance for approval and assignment of a budget number, as per
Administrative Policy 8610--252, Purchase of Budgeted Capital Assets.

4. Purchases of computer hardware software and services will follow all TCHD purchasing policies
and procedure.

REFERENCES:
1. Administrative Policy 8610-252, Purchase of Budgeted Capital Assets
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ISSUE DATE: 12/00 SUBJECT: Software License Agreements
REVISION DATE: 5/03; 2/05; 06/12 POLICY NUMBER: 8610-605
Department Approval Date(s): 10/15
Administrative Policies & Procedures Committee Approval: 06/1210/15
Professional Affairs Committee Approval: 07/4211/15
Board of Directors Approval: 07/12
A SCOPE:
1. All Tri-City Healthcare District (TCHD) facilities and Authorized Users of the Tri-City Healthcare
District (TCHD) network.
B. PURPOSE:
1. To ensure compliance to all software license agreement terms, conditions, and copyright laws.
C. POLICY:
1. It is the responsibility of all TCHD employees, contractors, agents, business partners and other

organizations (Authorized Users) that use TCHD owned or controlled PCs or network systems, to
protect the TCHD's interests as they perform their duties. This includes responsibility for assuring
that commercial software acquired by the Company is installed and used only in accordance with

the commercial software publisher’s licensing agreements.

2. TCHD'’s Information Technology Department (IT) is responsible for enforcing this policy. These
responsibilities include:
a. Develop and administer user software license compliance awareness programs.
b. Perform audits, of all PCs, laptops, and servers to ensure that TCHD complies with all
software license agreements.
c. Maintain records of software installed on each PC, laptop, or LAN server and ensure that
a license or other proof of ownership is on file.
d. Ensure that each PC, laptop, or LAN server software product is purchased according to
TCHD policy, and with the approval of the-Birester-Information Technology.
PROCEDURE:
1. IT ensures that the following procedures are implemented in support of this policy:
a. User Awareness: Develop and administer user software license compliance awareness
programs to existing employees and to new hires.
b. Audits: Perform scheduled audits of all PCs, laptops, and LAN servers to ensure the
facility/department complies with all software license agreements.
C. Written Records: When software is delivered, it is first delivered to IT for registration and

inventorying. Software is registered in TCHD'’s name, and the department in which the
software will be used. Due to personnel turnover, software will never be registered in
the name of the individual user. IT maintains a register of all Company software and will
keep a file of all software licenses.

d. Acquisition of Software: All software acquired by the facility/department is purchased
through the Purchasing Department. Software may not be purchased through user
corporate credit cards, petty cash, and travel or entertainment budgets. Software
acquisition channels are restricted to ensure that TCHD has a complete record of all
software that has been purchased and can register, support, and upgrade such software
accordingly.
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e.

Shareware: Shareware software is copyrighted software that is distributed freely through
bulletin boards and online services. Registration of shareware products will be handled
in the same manner as commercial software products.

Personal Software and Home Computers: Users are not permitted to install personal
software on Company computers. witheut-prior-approval-from-the Directorlnformation
Fechnelogy—Generally, TCHD owned software cannot be taken home and loaded on an
employee’s home computer if it also resides on the Company’'s PCs. If the user is to
use software at home, the Company will purchase a separate license and record it as a
Company-owned asset in the software register.

Upgrades: When upgrades to software are purchased, the old version is disposed of in
accordance with the licensing agreement to avoid potential violation. Upgraded software
is considered a continuation of the original license.
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SUBJECT: Designing & Installing Utility Systems

ISSUE DATE: NEW

REVIEW DATE(S):

REVISION DATE(S):

Department Approval Date(s): 08/15
Environmental Health and Safety Committee Approval Date(s): 10/15
Medical Executive Committee Approval Dates(s): N/A
Professional Affairs Committee Approval Date(s): 11/15

Board of Directors Approval Date(s):

A. POLICY:

1.

It is the policy of the Tri-City Health District (TCHD) to select and install utility equipment that
best meets patient care and operational needs.

B. PURPOSE:

1.

This is accomplished through a proactive approach of evaluating & selecting the best quality
and most cost effective equipment utilizing qualified personnel for determining appropriate utility
needs, designing well engineered and suitable mechanisms for utility provision, and assuring
the safe operation of all new and existing equipment via aggressive adherence to a detailed
preventative maintenance program. The Engineering Department will work in conjunction with
professional engineers, qualified contractors and designers / architects, reputable vendors,
internal infection control, personnel, nursing management and trained & professional facilities
mechanics and engineers in order accomplish these tasks.

C. PROCEDURE:

1.

The selection, acquisition, and installation of all critical utility equipment will be evaluated for
specific use and location. The Capital Committee & Engineering Department will evaluate all
requests of new utility systems based on the recommendations of the following individuals:
Requesting department head(s)

Engineering Management & Administration

Hospital architect(s) & designers

Professional Engineers and Installation Contractors with an extensive history working
with health care utility systems.

Infection Control practitioner

Materials Management

Code experts and outside consultants

OSHPD (Office of Statewide Health Plannlng and Development)

These systems shall undergo a detailed review for appropriate design, specifications, and
suitability for providing the advanced needs of current, state of the art patient care. Input from
each of the above members shall be sought to ensure that each change or modernization of the
current utility systems is designed to assure it meets the needs of occupants.

Each new utility, once acquired and installed, shall undergo a preoccupancy operational test
prior to occupying and or using the newly installed utility equipment. Final use of new utility
equipment in renovated spaces shall also undergo the approval of the appropriate regulatory
agencies. In the event of a negative test result or the discovery of a system that is not
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functioning properly, the Engineering Department shall reconvene those responsible individuals
to oversee possible solutions.

Preventative Maintenance shall be performed at specified intervals as deemed appropriate by
the manufacturer recommendation or alternate maintenance strategy. This maintenance will be
the responsibility of trained, professional hospital maintenance. Increased testing and
inspections of systems may occur due to the outcome of inspection or testing analysis.

In the event of adverse test results or the discovery of a system that is not functioning properly,

the Engineering Department shall reconvene those responsible individuals to oversee possible
solutions.
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ISSUE DATE:

REVIEW DATE(S):

REVISION DATE(S):

Department Approval Date(s): 09/15
Environmental Health and Safety Committee Approval Date(s): 10/15
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A. POLICY:

1.

B. PURPOSE:

The emergency electrical generators provide emergency power automatically upon failure of
commercial power sources. The generators that provide the emergency power are maintained
daily and tested monthly to assure a reliable source of emergency power. Automatic transfer
switches are checked and operation verified with each test of the generators.

Fuel for these generators is maintained on site, and will allow at least 72 hours of independent
power operations. Refueling arrangements are maintained with vendors to assure the level of

1.

Tri-City Healthcare District (TCHD) provides an uninterrupted supply of electrical power for

providing patient, visitor, and staff safety.

fuel does not fall below this level.
The following systems are fed by Emergency Electrical Power:

P NQETODITATTSQANOOOTY

Alarms Systems

All Elevators

Bone, Blood, and Tissue Storage

Egress Lighting

Emergency & Urgent Care Areas
Emergency Communication System
HVAC Systems for all Patient Care Areas
llluminated Exit Signs

Kitchen Services

Medical Air Compressors

Medical Vacuum Systems

Laboratory

Negative Pressure Rooms

Nurseries

Obstetrical Delivery Rooms

Operating Rooms

Recovery Rooms

Steam Generation

Surgical Vacuum Systems

Power and Lighting for All Patient Care Areas not listed above
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SUBJECT: Humidity Level Control

ISSUE DATE: 12/09

REVIEW DATE(S):

REVISION DATE(S): 8/11, 6/12

Department Approval Date(s): 10/15
Environmental Health and Safety Committee Approval Date(s): 10/15
Medical Executive Committee Approval Dates(s): N/A
crofessional Affairs Committee Approval Date(s): 11/15

Board of Directors Approval Date(s):

A. PURPOSE:

1. It is the policy of Tri-City Healthcare District to maintain temperature and humidity levels
smtable for the care, treatment and serwce prowded in all anesthetlzmg |ocat|ons Ie

B. POLICY:
1. The relative humidity and temperature levels in all anesthetizing locations surgery-suites-in
this-fasilibr-shall be maintained as required by Centers for Medicare & Medicaide Services
(CMS) State Operations Manual Appendix A — Survey Protocol, Regulations and
Interpretive Guidelines for Hospitals — Survey Procedure 482.41 (c) (3); and CMS
categorical LSC waiver detailed in the CMS Survey and Certification Group memo dated
April 19, 2013 (Ref. S&C:13-25-LSC & ASC).-between-36%-and-60%-

C. PROCEDURE:
1. The Plant Engineering Staff is responsible for maintaining and tracking the relative humidity and

temperature levels for all anesthetlzmg locations surgerseuiiesto-minirizethefireand
infectienvishks:

2. The Building Management System shall be programmed to track and record the relative humidity
levels continuously and alert the duty plant engineer if the humidity level drops below 3520%.-ef
a2bove-60%:

3. Plant Engineering staff shall take corrective actions and notify Surgery Department when the
relatlve humldlty level drops below 20% SO ers-eriefrengeforcuration-atmerethep28
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4.D. REFERENCES:
1. Centers for Medicare & Medicaide Services (CMS) State Operations Manual Appendix A —
Survey Protocol
2. Regulations and Interpretive Guidelines for Hospitals — Survey Procedure 482.41 (c) (3)

&§3. CMS categorical LSC waiver detailed in the CMS Survey and Certification Group memo
dated April 19, 2013 (Ref. S&C:13-25-LSC & ASC)
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ISSUE DATE: New
REVIEW DATE(S):
REVISION DATE(S):
Department Approval Date(s): 09/15
Environmental Health and Safety Committee Approval Date(s): 10/15
Medical Executive Committee Approval Dates(s): N/A
Professional Affairs Committee Approval Date(s): 11/15

Board of Directors Approval Date(s):

A POLICY:

1.

2.

Each operational component of a utility system on the inventory will be tested to assure all
performance and safety specifications are met prior to initial use.

Utility Systems include, but are not limited to:

Electrical

HVAC

Plumbing

Steam and Boilers

Medical Gas and Vacuum

Communication

Vertical and Horizontal Transport

@=paooTD

B. TESTING ON DELIVERY:

1.

2.

3.

Each operational component of utility systems will be tested by Engineering Department prior to
initial use.

All operational components will be inspected upon delivery for damage. Damaged goods will be
returned to the supplier.

The Engineering Department and the vendor will unpack and inspect the equipment for any
damages. In addition, the Engineering Department will determine if all required operating and
service information were supplied with the equipment. If any damage is observed, or
documentation is missing, the Engineering Department will notify the Purchasing Department.
The Purchasing Department will notify the supplier to take necessary action.

The Engineering Department will conduct appropriate performance and safety inspections, and
calibration checks. When it is determined that the equipment meets all requirements for
performance and safety, the Engineering Department will release the equipment for use.

The completion date and results of the test will be documented and maintained by the
Engineering Department.

C. TESTING OF INSTALLED SYSTEMS:

1.

2.

3.

All fixed and mounted equipment will be installed as required by contract documents and
authorities having jurisdiction.

The manufacturer, supplier, or the Engineering Department will install or mount the equipment
as required by contract documents and authorities having jurisdiction.

All required power and signal lines will be installed and certified as specified and required by
contract documents and authorities having jurisdiction.
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4.

All fixed and mounted equipment will be tested for performance and safety as specified in the
contract documents and authorities having jurisdiction. The manufacturer will be involved in
the testing and certification as appropriate. The Engineering Department and appropriate
engineering staff will witness all certification testing and calibration not performed by hospital
staff.

The completion date and results of the test will be documented and maintained by the
Engineering Department.
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Oceanside, California

ENGINEERING
EQUIPMENT

SUBJECT: Mapping the Distribution of Utility Systems Controls

ISSUE DATE: NEW

REVIEW DATE(S):

REVISION DATE(S):

Department Approval Date(s): 09/15
Environmental Health and Safety Committee Approval Date(s): 10/15
Medical Executive Committee Approval Dates(s): N/A
Professional Affairs Committee Approval Date(s): 11/15

Board of Directors Approval Date(s):

A. POLICY:

1. It is the policy of the Tri-City Healthcare District (TCHD) to maintain drawings and documents
mapping the distribution of utility systems that indicate the location of controls for the partial or
complete shutdown of each utility system. These drawings will be maintained to further ensure
through training of Engineering Department personnel, that proper procedures are followed in
the shutdown of any utility system component.

2. The drawings for TCHD are located in the plan room.

B. PROCEDURE:

1. Procedures specific to the following utility systems are located on the TCHD Intranet.
2. Utility Systems include, but are not limited to:
a. Electrical
b. HVAC
c. Plumbing
d. Steam and Boilers
e. Medical Gas and Vacuum
f. Communication
g. Vertical and Horizontal Transport
3. When a utility system must be shutdown, notify Administration, Administrative Supervisor Team
and the Department Directors of each affected Department.
4, Changes to the utility systems that affect the distribution of the service are documented on the

appropriate maps.
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ENGINEERING
EQUIPMENT

SUBJECT: Operation of Fire and Smoke Dampers
ISSUE DATE: New
REVIEW DATE(S):
REVISION DATE(S):
Department Approval Date(s): 09/15
Environmental Health and Safety Committee Approval Date(s): 10/15
Medical Executive Committee Approval Dates(s): N/A
Professional Affairs Committee Approval Date(s): 11/15

Board of Directors Approval Date(s):

A. POLICY:

1.

It is the policy of Tri-City Healthcare District (TCHD) to operate fire and smoke dampers 1 year
after installation and then every 6 years to verify that they fully close.

B. OPERATE FIRE AND SMOKE DAMPERS 1 YEAR AFTER INSTALLATION:

1.
2.

3.
4.

Fire and Smoke dampers will be tested 1 year after initial installation

An ILSM (Interim Life Safety Measure) assessment needs to be performed and documented
whenever a damper is reported as failed or when dampers are deemed inaccessible.

The completion date of the test is documented

When an area undergoes renovation, a set of mechanical drawings are provided indicating
where new dampers have been installed.

C. OPERATE FIRE AND SMOKE DAMPERS EVERY 6 YEARS:

1.

2.

3.

The hospital operates fire and smoke dampers at least every 6 years after the 1 year inspection
to verify that they fully close.

An ILSM (Interim Life Safety Measure) assessment needs to be performed and documented
whenever a damper is reported as failed or when dampers are deemed inaccessible.

The completion date of the test is documented.
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— =
. Subieet: Poli A ceeeaicits £ Furniture,
Safety Policies & Procedures Eurnishi I Related Sunol
Peliey Number—5011—— Page 1-of RPage4

| SUBJECT: Acquisition of Furniture,- and Furnishings and-Related-Supplies

| ISSUE DATE: 11/87 POLICY NUMBER: 5011
REVIEW DATE(S):
REVISION DATE(S):01/97, 07/00, 05/03
Department Approval Date(s): 09/15
Znvironmental Health and Safety Committee Approval Dates(s): 10/15
Medical Executive Committee Approval Dates(s): N/A
| Professional Affairs Committee Approval Date(s): 11/15

Board of Directors Approval Date(s):

A. PURPOSE
1. To establish policies and procedures for the procurement or furniture, furnishings and fixtures,
(other than medical furniture) to meet the replacement and additional needs throughout Tri-City

‘ Med+eal—GenteFHealthcare Dlstrlct (TCHD) and—te—estabhsh—peheses—and—p;eeedmes-fepthe

related supplies that only fire safe materials will be allowed into the facility. as-follows:
a&2. Furnishings in Fri-City-Medical-Genter-TCHD will be determined from the standpoint of utility,
durability, maintaining cleanliness and therapeutic and aesthetic value of color and design.
| b:3. Outside consultants and/or Fri-City-Medical-Center-TCHD resources will be utilized for interior
decorating or interior design services, when indicated.
‘ 4. ltis the policy of Fri-City-Medical-Center-TCHD that all furniture, curtains, draperies, carpeting,
wastebaskets, shelving, and miscellaneous furnishings meet National Fire Protection
Assocnatlon (NFPA®) f|re safety codes

} 1. It is the policy of Fri-City-Medical-CenterTCHD that when acquiring furniture, furnishings, and
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B-E.

RESPONSIBILITY:

Ihe—D+reeter—ef—Mateﬁa4sSupply Chain is responsible for obtaining approvals and procuring all
new furnlture furnlshlngs flxtures and related supplies. and-forrelosation-of all-existing-furniture

Department Direete#Managers are responsible for the protection and safeguarding of
furnishings assigned to their areas.

The Director of Engineering is responsible for structural development on approved remodeling
pI'OjeCtS and for rnstallatlon/removal of f|xtures permanently attached to structures

000 es-The
Enwenment—ef—carelSafety—Q#ﬁeerDlrector of SafetylEnvrronment of Care (EOC) is

responsible for approving or disapproving requests in accordance with the NFPA.

PROCEDURE:

1.

8:3.

All requests for new items will be requested through Supply Chain Management
describing needs, justifications and specific locations. The request must have prior “C
Suite” approval.

Supply Chain Management will forward all requests to the Director of Safety/EOC for
approval or disapproval for compliance with NFPA fire safety codes.

To expedite the approval process, selected material may be approved in advance by the
Director of Safety/EOC. Documentation to support prior approval will be retained by the
Supply Chain Management.

IMPLEMENTATION:

1.

Fhe-interior furnishings geverned-by-this-memerandum-consist of, but are not limited to;

upholstered furniture, waste and trash receptacles, interior finishing such as wall, ceiling, and

floor coverings, carpets and wallpaper, drapes, curtains and other textiles.

Upholstered Furniture: All furniture possessing a combustible capability must be certified or bear

a statement or tag that it meets, or was tested under, the requirements of the National Fire

Protection Association 260 or 261 Standard and California TB133 requirements. These are the

test methods for determining the resistance of upholstered furniture to ignition by smoldering

cigarettes. This only applies to areas of the facility that lacks sprinklers. Areas with

sprinklers are exempt per the Oceanside Fire Chief. Upholstered furniture paddings must

maintain the flammability requirements of California Bureau of Home Furnishings

Technical Bulletin 117 (TB 117) certification.

Draperies, Curtains and Similar Furnishings: Drapes, cubicle curtains, etc., (hanging fabrics or

textiles) are to be flame resistant, and must have been tested to meet the requirements of the

NFPA-701 "Standard Methods of Fire Tests for Flame Resistant Textiles and Films".

Waste and Trash Receptacles and Carts: Wastebaskets, trash and similar containers such as

carts shall be of non-combustible or other approved materials as follows:

a. No trash or garbage contamer (except those uses excluswely for transport) wnll be
larger than 32 gallons.C

Clags-Asombuslisles ey bensed-pnooverad:
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exrts—shall be Class I in accordance wrth NFPA Standard 253, "Standard Method of Test for
Critical Radiant Flux of Floor Covering Systems Using a Radiant Heat Energy Source."

6. Fire Retardant Coatings: When articles used for interior finishing’s have a fire retardant coating,
users must ensure such materials retain their retardance under service conditions. When in
doubt, users shall contact the Director of Engireering-Safety/EOC who will verify that the
treatment complies with NFPA 703, "Standard for the Fire Retardant Impregnated Wood and
Fire Retardant Coatings for Building Materials."

7. Highly Flammable Furnishings and decorations:
a. Furnishings or decorations of a highly flammable or explosive character are prohibited
from being brought-in-displayed or etherwise-used in this Medical-Centerfacility.
b. Textile materials having a napped, tufted, looped, woven, non-woven, or similar surface

shall not be applied to walls or ceilings unless meeting requirements of proper testing for
flame spread.

C. Cellular or foamed plastic materials shall not be used as interior wall or ceiling finish.

8. Heat Producing Appliances: Equipment will be installed and maintained in accordance with their
manufacturers' instructions, applicable NFPA Standard and testing laboratory acceptance
criteria.

9. Supportive Documentation of Flammability Ratings:

a. Documents or certifications attesting-teindicating a product's flammability rating are
required to be retained in an easily retrievable manner to satisfy ageney-or-eoutside-safety
inspesctors-or-JGAHO-surveyors-all regulatory agencies.

b. Accerdingly-dDue to the inordinate purchases of furniture, interior decorations, etc., by
various services, all purchasers of such products will establish and maintain a
documentation file for presentations to inspectors. This file must contain an accurate
description of the products purchased, their location within the Medical-Centerfacility,
and any documentation, certificates, or manufacturer's literature testing-referring to the
product's conformance to the requirements of the fire retardation tests as specified-a-this

F. REFERENCE(S)
National Fire Protection Association 260 or 261 Standard and California TB133

California Bureau of Home Furnishings Technical Bulletin 117 (TB 117)

NFPA - 701 "Standard Methods of Fire Tests for Flame Resistant Textiles and Films"
NFPA Standard 253, "Standard Method of Test for Critical Radiant Flux of Floor Covering
Systems Using a Radiant Heat Energy Source"

PwNo
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45. NFPA 703, "Standard for the Fire Retardant Impregnated Wood and Fire Retardant

Coatings for Building Materials."JCAHO® Accreditation Manual-for Hospitals: National-Fire
Frotoctonisseciation 2802642 701
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SUBJECT: Providing a Safe Environment

ISSUE DATE: NEW

REVIEW DATE(S):

REVISION DATE(S):

Department Approval Date(s): 09/15
Environmental Health and Safety Committee Approval Dates(s): 10/15
Medical Executive Committee Approval Dates(s): N/A
Professional Affairs Committee Approval Date(s): 11/15

Board of Directors Approval Date(s):

A POLICY:

1. It is the policy of the Tri-City Healthcare District (TCHD) to develop and implement plans,
programs and processes which will promote a safe and functional environment.

B. PROCEDURES:

1. To accomplish this objective, the facility has instituted a series of initiatives to reduce the risk of
system failure and also to ensure staff knowledge relative to emergency procedures to be taken
in the event of a failure.

2. Specifically, programs are in place that include, but are not limited to, risk assessments,
preventive maintenance and testing, environmental tours and staff education. The following are
specific areas reviewed:

a.

b.

oo

Q™o

Interior spaces shall meet the needs of the patient population and are safe and suitable
to the care, treatment, and services provided.

For patients who remain in the care of the hospital for more than 30 days, such as the
Acute Rehabilitation Unit (ARU) and Behavioral Health Unit (BHU).

i. Space has been provided for recreation and social interactions

ii. Outside areas suitable to patient’s age, physical or mental conditions

Storage space has been provided to meet the patient’s needs.

Lighting is suitable for care, treatment, and services and the specific activities being
conducted.

Ventilation provides for acceptable levels of temperature and humidity

Areas used by patients are clean, sanitary, and free of offensive odors.

Emergency access provision is provided to all locked and occupied spaces.

Furnishing and equipment are maintained to be safe and in good repair.

The status of the environment will be reviewed during the Environmental Tours process
and reviewed by the Director of Safety/Environment of Care (EOC). Deficiencies and
corrective actions will be reviewed by the Director of Safety/EOC and reported to the
Environmental Health and Safety Committee (EHSC) as appropriate.
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SUBJECT: Waste Management

ISSUE DATE: 09/01

REVIEW DATE(S):

REVISION DATE(S):10/03, 01/07, 07/09

Department Approval Date(s): 10/15
Environmental Health and Safety Committee Approval Dates(s): 10/15
Medical Executive Committee Approval Dates(s): N/A
Professional Affairs Committee Approval Date(s): 11/15

Board of Directors Approval Date(s):

ISSUE-DATE D04 -SUBJECT—WasteManagement
Depeartment-Lpproval Dalefels

Infection-Control Committee-Approvak: 10/12

Medical-Executive Commitiee Approval: e

drofessional Affairs C e A I

| Board-of Directors Approval: 14442

| A. POLICY:introdustion
1. The Medical Waste Management Act provides the legislative definition of medical waste
(California Health and Safety Code, Section 117690). In lay terms, waste must satisfy three
critical criteria in order to be classified as medical waste. These three criteria are:
a. The material must actually be a waste product.

i. This precludes materials that have intrinsic value (such as outdated
pharmaceuticals that are returned for credit) from being classified as a medical
waste.

b. The waste can be either biohazardous or sharps waste.

i. Various forms of waste are defined as biohazardous because of the actual or
presumed presence of pathogenic microorganisms. Such wastes as laboratory
waste and fluid blood fall into this category and are therefore biohazardous
waste. Trace amounts of chemotherapeutic agents, outdated pharmaceutical
wastes and tissues with trace amounts of fixatives also fall into the category of
biochazardous waste. Objects that have been used in invasive procedures such
as hypodermic needles and broken glass items contaminated with blood or other
biohazardous waste are considered to be sharps waste.

C. The waste must be produced as a result of a specified action in the delivery of health
care.

i. The Medical Waste Management Act (section 117690) defines this as the
“...diagnosis, treatment, or immunization of human beings...”

| B——Bishaperdone
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4-2. Most waste generated during the direct patient care is not biohazardous. Examples of

biohazardous waste that might be generated at our facility that requires special disposal

includes:

2-a. Human specimen cultures, culture dishes and devices used to transfer, inoculate and
mix cultures from medical and pathology laboratories.

3b.  Surgery specimens or tissues suspected of being contaminated with infectious agents
known to be contagious.

4.c. Waste containing recognizable fluid blood, fluid blood products, and containers or
equipment containing fluid blood.

5d. Waste containing materials that are required to be isolated by the infection control staff,
attending physician and surgeon or local health officer to protect others from highly
communicable diseases (such as smallpox or the hemorrhagic fevers: Ebola, Lassa,
Marburg, or Crimean-Congo).

| c-B. PROCEDURE:

1.

Segregation of other medical waste is accomplished by staff (see Appendix A). All regulated
medical waste will be collected within the area of origin in a biohazard bag or sharps container
as appropriate.

Biohazardous bags are disposable, red in color, impervious to moisture with strength sufficient
to preclude ripping, tearing, or bursting under normal conditions of usage and handling. They
must pass the 165-gram dropped dart impact resistant test as prescribed by Standard D 1709-
85 of the American Society for Testing and Materials and certified by the bag manufacturer.

a. Red biohazardous bags shall be securely tied at the top so as to prevent leakage or
expulsion of solid or liquid during storage, handling or transport.
b. All items in a red bag must be managed as biohazardous. Red-bagged waste are

handled by a contract service as biohazardous and never sent to the landfill.
Storage

a. Red biohazardous bags shall be placed in rigid containers for storage, handling and
transport.
b. Containers holding red biohazardous bags shall be leak-resistant have tight fitting covers

and are kept in good repair. These containers are not required to be red in color but
must be labeled on the cover and sides with the words “Biohazard”

C. The bag shall be legibly labeled with the hospital’s name, address, and phone number
and easily visible on the outside of the bag
d. Any enclosure or designated collection area used for the storage of medical waste

containers shall be secured so as to deny access to unauthorized persons. Signs
worded “Caution-Biohazardous Waste Storage Area- Unauthorized Persons Keep Out”
in English and Spanish. must be posted on the entry doors.

Transportation to Final Storage

a. Covers are required where biohazardous material is being stored after collection or
during transport.
b. Intermediate holding areas for red-bagged wastes are located on the floors. Daily,

Environmental Services staff will check waste levels and when necessary, transport all
wastes, including red-bagged wastes to the holding area for pick-up by the contracted
service;-Med-Serve-Environmental provider.

C. Biohazardous wastes may be stored on the premises no longer than seven days.

d. Biohazardous wastes stored for final disposition and transport offsite must be stored in
secured storage area so as to deny access to unauthorized persons. Storage areas shall
be marked with warning signs on or adjacent to exteriors of doors or gates and provide
protection from animals, vermin and natural elements.

e. This area will display prominent warning signs in English: “Caution: Biohazardous waste
storage area. Unauthorized persons keep out.” and in Spanish: “Cuidado: Zona de
residos infectados. Prohibida la entrada a personas no authorizadas.” Warning signs
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shall be readily legible during daylight from a distance of at least 25 feet. This area will
be well ventilated and kept clean at all times.

f. Unless protected by disposal liners, reusable rigid containers shall be washed and
decontaminated by a hospital-approved disinfectant every time they are emptied.
g. During transport, medical wastes shall be separated from other wastes in the same

vehicle by use of containers or barriers.

Certain hazardous wastes may be solidified for disposal. An EPA approved product (i.e.

Isosorb) is used to solidify contents of suction canisters. After treatment is done, this waste must

be putin a red bag to be discarded.

Patients’ rooms shall have waste containers lined with regular plastic bags. Environmental

Services staff accomplishes disposal of waste from patients’ rooms.

Sharps waste:

a. All used needles and syringes will be disposed of at the point of origin in an appropriate
sharps collection container. All sharps container will be checked for fill level daily and
exchanged appropriately by our outside vendor or Environmental Services Department.

b. Sharps waste shall be contained in sharps containers, which are rigid, puncture-
resistant, leak-resistant when, sealed, labeled with biohazard signs and red in color. Full
sharps containers shall be tightly lidded. Tape may not serve as lid. Sealed sharps
containers may be placed in red biohazard bags.

c. The container shall be legibly labeled with the hospital's name, address, and phone
number and easily visible on the outside of the container.

Each newly hired Environmental Services employee will receive orientation to the procedure for

the in-house collection, transportation, and storage of regulated and non-regulated waste at the

medical center prior to his/her first day on the job. Training must include legal definitions,
separation and proper storage, transportation, treatment and disposal of biomedical waste.

Training will be the responsibility of the supervisor in charge of this area.

RELATED DOCUMENTS:

1. Administrative Policy: Handling of Pharmaceutical Waste, Expired Medications, and
Expired Iv Solutions 276

REFERENCE:

1. Ordinance No. 7646 of San Diego County, Department of Health Services regulating the
storage and disposal of medical wastes

2. Medical Waste Management Act, Sections 117600-118360 in Chapter 6.1, California Health and
Safety Code.

3. Self-Assessment Manual for Proper Management of Medical Waste. Ca DHS and the California

Healthcare Association, 2™ Ed., 1999
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Decision Table for Medical Waste

e of W W | RedBag |

luid blood, blood elements, vials of blood,
specimens for culture, used culture media, and
stock cultures.

T e (R ) T
Regular Bag | Sharps Container

Tt SAERL W

X

Bloody body fluids or disposable drapes
saturated and/or dripping with bloody body
fluids such as CSF, synovial, pleural, pericardial,
amniotic.

Bloody body fluid filled containers from nursing
units, ED, PACU, outpatient areas not treated
with Premicide.

Materials used to clean up fluid blood or bloody
body fluid spills that are dripping.

Surgical specimens.

Wound dressings, bandages, wrappings
saturated and/or dripping with blood.

Food waste such as soda cans, paper cups,
cutlery, including food or service items from
isolation rooms.

Empty urine and stool containers, empty
colostomy and urinary drainage bags, empty
bedpans, breathing circuits, surgical drapes.

Flexi-Seal Fecal Management Bags X

Gastric washings, dialysate, vomitus, feces,
urine, diapers. Please empty in toilet.

Tracheal and bronchial secretions, sputum, IV
tubing without the needles.

Soiled but not dripping items such as dressings,
bandages, cotton balls, peripads, chux, cotton
swabs.

Suction Canisters, treated with solidifying agent.

Used gloves, aprons, masks, goggles,
respirators.

Broken glass, guide wires.

Uncapped Needle/syringe units, needles,
scalpels, vials from live or attenuated vaccines.




(c‘)) Tri-City Medical Center

Oceanside, California

WOMEN'’S & CHILDREN'’S SERVICES POLICY MANUAL-NICU

SUBJECT: ADMISSION AND DISCHARGE CRITERIA FOR THE NICU
ISSUE DATE: 06/07

REVISION DATE(S): 04/09, 06/11

NICU Department Approval Date(s): 06/14

Perinatal Collaborative Practice Approval Date(s): 06/1408/15

Division of Neonatology Approval Date(s): 06/1408/15

Medical Executive Committee Approval Date(s): 07/4410/15
Professional Affairs Committee Approval Date(s): 08/4411/15

Board of Directors Approval Date(s): 08/14

A PURPOSE:

1.

To define the criteria for admission and discharge to the Neonatal Intensive Care Unit (NICU).

B. GENERAL INFORMATION:

1.

2.

3.

Patients shall be admitted under the care of a California Children’s Services (CCS) paneled

attending neonatologist.

All admissions to the NICU are arranged with the NICU Assistant Nurse Manager and/or relief

charge Registered Nurse (RN).

Patients up to adjusted 44 week post conceptual presenting with a diagnosis of a non-

communicable nature may be admitted to the NICU at the discretion of the Neonatologist on call

and depending on staff and bed availability.

The patient being admitted from the community must be screened for clinical symptoms of

Respiratory Syncytial Virus (RSV) and influenza.

The back transport from another facility must have a completed negative Methicillin-resistant

Staphylococcus Aureus (MRSA) screen prior to acceptance of admission.

The attending physician shall be notified of patient arrive in the unit.

All Patients admitted to the NICU shall have a patient history completed and documented in the

patient’s medical record. An initial assessment by a Physician or Nurse Practitioner shall be

completed within 30 minutes of admission and documented within 4 hours of admission.

a. This admission assessment is done and documented on patients admitted from any area
of the hospital as well as transfers from other facilities.

Ongoing assessments are completed based on the patient’s acuity and documented in the

patient’s medical record.

C.  ADMISSION CRITERIA:

1.

Respiratory system:

Admission criteria may include but not limited to the following:

a. Apnea requiring monitoring and observation

b. Respiratory instability (tachypnea, grunting, cyanosis, etc.)

Cardiac system: Patients with severe, life threatening or unstable cardiovascular disease.
Conditions include but are not limited to:

a. Newly diagnosed or suspected arrhythmias.
b. Hemodynamic instability.
c. Suspected complex congenital heart defects.

Endocrine/Metabolic: Patients with life threatening or unstable endocrine or metabolic disease or
active life threatening bleeding. Conditions include but are not limited to:
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Inborn errors of metabolism with acute deterioration requiring respiratory support,
management of intracranial hypertension or ionotropic support.

Other severe electrolyte abnormalities such as hyperkalemia, severe hypo - or
hypernatremia, hypo - or hyperglycemia requiring intensive monitoring.

Severe metabolic acidosis requiring bicarbonate infusion, intensive monitoring or complex
intervention to maintain fiuid balance.

Acute Intraventricular Hemorrhage (IVH).

Post-hemorrhahagic hydrocephalus

Twin-to-twin transfusion

Anemia of the newborn

Hyperbilirubinemia

Thrombocytopenia

Patients requiring a medical subspecialist.

Patients requiring advanced imaging with interpretation on an urgent basis including
computer tomography, magnetic resonance imaging, and echocardiography.
Patients less than 2000 grams.

Patients with gestational age less than 35 completed weeks (35 6/7).

Patients with suspected or confirmed sepsis.

Any patient requested by a referring physician.

Patients with suspected or confirmed genetic malformations requiring stabilization,
surgical intervention and/or consultation with subspecialist.

Patients with suspected or confirmed necrotizing enterocolitis.

D. DISCHARGE CRITERIA:

1. Transfer to other in-patient facility:

a. Based on level of care required and bed availability; and/or where the infant's family lives,
an infant may be transferred to a tertiary NICU for completion of care.

b. The infant shall be referred to an attending Neonatologist.

C. These babies may include but are not limited to the following:
i. Cardiac disease requiring surgical intervention and subspecialist follow up.
ii. Patients requiring surgical intervention.
iii. Neurologic disease needing subspecialist intervention and follow up.

2, To Home:

a. Completion of discharge teaching.

b. Stable cardio respiratory status. No apnea or bradycardia episodes requiring intervention
within 5 to 7 days of discharge.
The following infants will require home cardio respiratory monitoring:
i. SIDS sibling history.

C. Stable nutritional status

d. Ability to maintain temperature without artificial heart source

e. Stable medication regimen.

f. Completed assessment of outpatient neurodevelopmental needs.

g. Hearing screening.

h. Confirmed outpatient physician follow-up.

E. REFERENCES:
1. American Academy of Pediatrics. (2008). Hospital Discharge of the High-Risk Neonate:
Committee on Fetus and Newborn. Pediatrics; 122 (5) 1119-1127.
2. American Academy of Pediatrics and the American Congress of Obstetrician and Gynecologists.
(2012). Guidelines for Perinatal Care (7" ed.), 321-382.
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‘@)) L . DELETE - incorporate into PCS
Tri-City Medical Center | Medication Administration

Oceanside, California Policy
POLICY MANUAL

REVISION-DATE L7208 POLICY NUMRER:—8300-5008
Department Approval Date(s): 06/15
Pharmacy & Therapeutics Committee Approval Date(s): 06/05, 07/06, 07/09, 1/12, 09/15
Medical Executive Committee Approval Date(s): 06/05, 07/06, 07/09, 1/12, 10/15
Professional Affairs Committee Approval Date(s): 11/15
Board of Directors Approval Date(s): 06/05, 07/06, 07/09, 1/12
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Medication Administration Policy

(C‘)) Tri-City Medical Center

Oceanside, California

PHARMACYPROLIGY MANUAL

Department Approval Date(s): 04/15

Medical Staff Department/Division Approval Date(s): n/a

Pharmacy & Therapeutics Committee Approval: 06/05, 07/06, 07/09, 1/12, 09/15

Medical Executive Committee Approval: 06/05, 07/06, 07/09, 1/12, 10/15
| Professional Affairs Committee Approval Date(s): 11/15

Board of Directors Approval: 06/05, 07/06, 07/09, 1/12
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TRI-CITY MEDICAL CENTER DELETE this policy. It is merged
4002 Vista Way, Oceanside, California| with the Mission Statement #100

REHABILITATION SERVICES POLICY MANUAL

LSSUE DATE: 7/91

REVISION DATE: 1/94, 4/97, 10/99, 2/03,
1/09, 3/12

REVIEW DATE: 1/06

SUBJECT: GOALS & OBJECTIVES
STANDARD NUMBER: 103

CROSS REFERENCE:

APPROVAL:
Department Approval Date(s): 08/15
Department of Medicine Approval Date(s): n/a
Pharmacy and Therapeutics Approval Date(s): n/a
Medical Executive Committee Approval Date(s): n/a
Professional Affairs Committee Approval Date(s): 11/15

Board of Directors Approval Date(s):
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(CU) Tri-City Medical Center

Oceanside, California

SECURITY
SAFETY
TP EDICA L CERNTER POLICIES AN RROCEDIIRES
£ lation:__Eol 171004 Subioct: Closed Circuit Tolovision-Sve!
Page-t12i3
SDRPM-#512
SUBJECT: Closed Circuit Television System
ISSUE DATE: February 17, 1994 POLICY NUMBER: 512

REVIEWED DATE(S): 1/97, 5/03, 11/06, 3/09, 6/11
REVISION DATE(S): 7/03, 10/11

Department Approval Date(s): 08/15
Environmental Health and Safety Committee Approval Date (s): 09/15
Orofessional Affairs Committee Approval Date(s): 11/15

3oard of Directors Approval Date(s):

A PURPOSE:

1. To assist all Security Department personnel with guidelines in the use of all Security
Department Closed Circuit Television Systems (CCTV)

B. POLICY:
1. It is the policy of the Security Department that before a Security Officer will be authorized to
operate the department’s CCTV system the Officer will be given in-service training in the
operation of the CCTV system.

C. PROCEDURE:

1. All Security Officers will be familiar with and able to demonstrate working proficiency with the
Security Department’'s CCTV system.
2. All Security Department personnel, while assigned to the Emergency Department, will be

responsible to use and operate the CCTV system in an approved manner. Any misuse or
unauthorized operation will result in disciplinary action up to and including termination.

3. The Security Supervisor will be immediately notified of any detected condition, which requires
the immediate attention or repair of the CCTV system.
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D. ATTACHMENTFORM(S):
1. CCTV Locations Form
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CCTV LOCATIONS FORM

Sehavioral Health Unit locations [16 cameras total]:
Open Unit Patio’s southeast corner
Open Unit Patio’s southwest corner
Open Unit's Art Room / east exit door
Locked Unit Patio’s southeast corner
Closed Unit southeastern corner ceiling
Closed Unit’s Eastern Seclusion Room
Main Southern Entrance doors
Closed Unit’s Western Seclusion Room
Open Unit's East-West Hallway
Open Unit's North-South Hallway by Medical Station
Open Unit West-East Hallway to Patio
Open Unit East-West Hallway by T.V. Room
Open Unit Dining Room’s southwestern corner ceiling
Open Unit's T.V. Room
Open Unit Dining Room’s northwestern corner ceiling
Closed Unit’s southeastern corner ceiling [eastward-faced]

Emergency Department locations [18 cameras total]:
Interior or employee side of Registration Office
Station C and Charge Nurse’s Desk to Rooms C28 and C29's Hallway
Registration Office / Quiet Room hallway
Stations A and D Hallway [southward to northward]
Lobby’s southern wall pointed northward towards the television
Registration Office’s Desk 4 [northern-most desk]
Lobby’s interior side of the entry doors faced southward
Radio Room and Station C’s Registration area
Radio Room faced eastwards to Stations C and B
Lobby’s southern wall by Security Office faced northwards to Lobby’s entry doors
Lobby television wall southward
Station B
Station A hallway beds
Administration Hallway
Lobby to Quiet Room haliway
Station D hallway’s western camera faced eastward
Station D hallway’s eastern camera faced westward
Station D / Ultrasound / Laboratory Department hallway faced westward

Exterior locations [22 cameras total]:
Loading Dock
Pavilion Tower rooftop downward to eastside visitor Parking Lot [Sector 6 / 10]
Pulmonary Rehabilitation to the Northside employee Parking Lot stairs [Sector 13B]
Sec. Y’s / South Tower’s roof faced southward towards Sector 1B [new Medical Offices
Building]
Emergency Dept.’s awning [Sector 15] faced towards Westside parking lots [Sectors 9/ 11]
Ambulance Bay from northeast corner faced southwards
Oxygen Tanks storage area eastern of the Loading Dock [Sector 3]
Emergency Department Patio / Sector 15 [E.D.’s Loading and Unloading Zone] from Roof
Ambulance Bay from southwestern corner faced northwards
Emergency Department Patio [above ancillary services glass door]
Emergency Department’s Unloading / Loading Zone awning northward
Emergency Department’s Unloading / Loading Zone awning southward
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Entry doors to Emergency Department Lobby and Station D from awning [eastward-faced]
B.A.M.S.’s roof northeastern corner

B.A.M.S.’s roof southeastern corner

Facilities Rooftop [faced westward]

Facilities or Plant Engineer Bldg. rear 02 tanks

Rehabilitation Wellness Garden

Eastside Main Entrance awning

Eastside Main Entrance’s Loading / Unloading Zone [Sector 8]

Employee Break area southwest of the Electric Building [northern-more of the cameras]
Employee Break area southwest of the Electric Building [southern-more of the cameras]

Interior locations [(Level 1) 20 cameras total]:
Lost and Found to Patient Financial Services or Cashier Window
Lost and Found to Main Registration Offices
Eastside Main Lobby seats
Main Registration Hallway southward to eastside Main Entrance area
Main Lobby Volunteer’s information desk and Security Department’s desk
Gift Shop northeastern corner
Gift Shop southwestern corner to the Entrance
Gift Shop southeastern corner to the Entrance
Interior area of eastside Main Entrance by or outside Gift Shop and Pavilion Tower elevators
Cardiology Lobby
Center Tower elevators
French Room Hallway westward
French Room Hallway eastward
Radiology Hallway eastward
Radiology / S.P.R.A. Hallway eastward
O.B. elevator Level 1 by 1North
Surgery Hallway
Risk Management Hallway
Main Registration Haliway
In-Patient Radiology / Radio Lobby haliway

Interior locations [(Level Lower) 30 cameras total]:
Cafeteria Dining Room southwest corner to northwest corner
Cafeteria Dining Room northwest corner to northeast entrance
Cafeteria food line
Overhead of Cafeteria’s northern Cashier to food line
Cafeteria’s southern Cashier
Food & Nutrition Pantry northeast corner to west-north direction
Food & Nutrition Pantry southern-more to camera 1
Food & Nutrition Pantry western / back rows
Food & Nutrition Pantry entry
Rear Pavilion elevators
South Tower exit to Morgue area
Engineer Hallway southward
Engineer Hallway northward
Employee Health Department
Education Department
Back of [eastside] Kitchen southwards to E.V.S. Hallway
Back of [eastside] Kitchen northwards to Center Tower
I.T. main entry point
E.V.S. Offices to Purchasing
South Tower vending machines
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Assembly Rooms

Kitchen back entry to Loading Dock area [Sector 3] *E.V.S. supply storage closet
Copy Room hallway

Dungeon mid-point westward

Dungeon eastern entry westward

Dungeon cage

Cafeteria Hallway westward to Pharmacy Department

P.B.X. Hallway northward

P.B.X. Office

Pharmacy pyxis area

Patient floor locations [19 cameras total]:
Obstetrics or Maternity Lobby’s desk
Maternity Lobby’s chairs
Labor and Delivery main doors
Postpartum Hallway to Maternity’s Lobby
Labor and Delivery main interior Hallway
Maternity’s Bridge from 2 South [Postpartum Overflow] to Maternity’s Lobby
Newborn Nursery
Maternity Surgery area’s northern stairs to the Rehabilitation Healing Garden
Labor and Delivery’s western stairwell down to Women’s Center
3 West / Neonatal Intensive Care Unit’'s overflow emergency exit
Neonatal Intensive Care Unit northern entry doors
Neonatal Intensive Care Unit southern entry doors
Postpartum Overflow or 2 South southward of Nurses Station front side northward to back side
2 South Nurses Station to southern entrance
2 South northern Hallway to northern entrance
Postpartum Overflow or 2 South northern door from exterior
Postpartum Overflow or 2 South’s southern door from exterior
3 Pavilion Nurses Station faced eastward
3 Pavilion Nurses Station faced southward

10)4
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(C‘) Tri-City Medical Center

Oceanside, California

SECURITY
SAFETY
TRI-GITY-MEDICAL CENTER POLICIES-AND-PROCEDURES
Rage-1-0f2
SDRRPM--#503

SUBJECT: Code Adam — Security Department Response Plan for an Infant Abduction

ISSUE DATE: February 19, 1992 POLICY NUMBER: 503
REVIEWED DATE(S): 4/94, 10/97, 5/03, 11/06, 3/09, 6/11
REVISION DATE(S): 7/03

Department Approval Date(s): 08/15
Environmental Health and Safety Committee Approval Date(s): 09/15
Professional Affairs Committee Approval Date(s): 11/15

Soard of Directors Approval Date(s):

A PURPOSE:
1. To establish the protection of infants from unauthorized or illegal removal from the Medical
Center by any unauthorized person(s).

B. POLICY:
1. It is the policy of the Security Department to immediately implement the following procedures
in the event that an infant is illegally removed from the Medical Center by any unauthorized
person(s). Reference Administrative Policy #369 Code Adam (Infant Abduction).

C. PROCEDURE:

1. In the event of a suspected infant abduction all Security Department personnel will respond
and implement the following:
a. Obtain a complete description of the missing infant.
b. Obtain a time frame for the abduction
C. Obtain a complete description of the Abductor(s) and their direction or egress.
d Notify the Oceanside Police Department of the abduction and relay all information
regarding the abduction.
e. Offer any requested assistance from the responding Law Enforcement agency.
f. Follow the Administrative Policy regarding an Infant Abduction.
2. All On-Duty Security Department personnel will report to the following locations to inspect any
property or persons that may be the Abductor.
a. The Security Supervisor, Designee, or Shift Lead Officer will assume the Security

Incident Commander position and report to the location of the abduction ensuring that
sections 3-+1+te-3-16-C.1. a-f are completed.
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Code Adam - Security Department Response Plan for an Infant Abduction
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b. A perimeter will be set up to observe all property exits and record the following
information:

i. Vehicle descriptions
ii. License plate number
iii. Vehicle occupant descriptions

c. Security Officers will be available to respond to staff requests of suspicious
persons or packages.

0. ATTACGHMENTRELATED DOCUMENT(S):
1. Administrative Policy #369: Code Adam ( Infant Abduction)

114



)
@‘) Tri-City Medical Center

Oceanside, California

SECURITY
SAFETY
IRI-GHY-MEDICAL CENTER POLICIES-AND-PROCEDURES
£ \ation-—May-27 1091 Subiect: CodeRed—S v D : CEj
614
App;evals———DJfreet,eF-ef—Seeumy Page-1-ot4
Submitted By S it D : : p ure-M 1S itv Departrmont
SDRRM-#-504

SUBJECT: Code Red — Security Department Fire Response Plan

ISSUE DATE: May 27, 1991

REVIEWED DATE(S): 10/97, 3/00, 8/01, 5/03, 11/06, 3/09, 6/11

REVISION DATE(S): 10/97, 8/01, 7/03

POLICY NUMBER: 504

Department Approval Date(s): 08/15
Environmental Health and Safety Committee Approval Date (s): 09/15
Professional Affairs Committee Approval Date(s): 11/15
doard of Directors Approval Date(s):
A.  PURPOSE:
1. To set fourth guidelines for Security Department personnel to utilize when responding to a
Medical Center “Code Red” alert
B. POLICY:
1. All Security Department personnel will be responsible for the knowledge and proper

performance of all Administrative and Security Department mandated duties, activities, and
assignments associated with a Medical Center “Code Red” activation. Reference Safety
Polisy-Environment of Care Policy #3005 Fire Plan-Code Red.

C. PROCEDURE:

1. When notified of a “Code Red” activation, all On-Duty Security Officers will immediately
implement the following priority response protocol.
a. If there are three or more On-Duty Security Officers, the Security Department will

respond in the following manner.

i. The 1-Post Officer will obtain a fire extinguisher and respond to the location of
the reported “Code Red” and assist as needed.

i. The 2-Post will respond to the Medical Center entrance at the “Y” and await the
arrival of the Fire Department and direct them to the appropriate Medical

Center building entrance.

ii. The 3-Post will respond to the appropriate Medical Center building entrance
and await the arrival of the Fire Department and direct them to the location of

the “Code Red".
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Code Red — Security Department Fire Response Plan
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iv. All additional Security Department personnel will respond to the location of the
“Code Red” with a Fire Extinguisher and assist as needed.

D. REFERENCE(S):

1.

Environment of Care Policy #3005: Fire Plan-Code Red.
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(c\) Tri-City Medical Center

Oceanside, California

SECURITY
SECURITY OPERATIONS
| TR GAMERDICALCENTER ROLICIEE- AP RROCESIRES
Eormulation—Aprl e 1004 — Subject—— Werk Order-Reguest
Sevdglen—— 708
Approvalsi——Director-of-Security Paget-of4

| SUBJECT: Exterior Campus Rounding Werk-OrderReguest

ISSUE DATE: April 16, 1991 POLICY NUMBER: 227
REVIEWED DATE(S):  6/94, 1/97, 5/03, 11/06, 3/09, 6/11
REVISION DATE(S):  7/03

| Department Approval Date(s): 08/15
Environmental Health and Safety Committee Approval Date(s): 09/15
“rofessional Affairs Committee Approval Date(s): 11/15

doard of Directors Approval Date(s):

A. PURPOSE:

1. To establish a procedure for exterlor roundlng of the campus and foIIow-up actlons to
take if there are findings.ini
Bepariment.

B. POLICY:

1. It is the responsibility of all Security Officers to monitor and document any condition, at the
Medical Center, which would be considered unsafe to any Patient, Visitor, Medical Staff or
StafiMemberEmployees.

2. While conducting exterior rounding the patrolling officer will notate any of the
following:

a. Uneven walking surfaces or tripping hazards

b. Any exterior lighting that is out

c. Any down foliage or landscaping needs that may be a safety hazard
d. Evidence of vandalism or break-ins

e. Damaged or malfunctioning door locks

f. Patient or visitor assistance

g. Suspicious activity

+h. Potential medical emergencies

~. PROCEDURE:
1. For any medical emergencies, the Security Officer shall contact the PBX operator for
either a rapid response team or Code Blue/Pink as indicated.
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2. For non-urgent medical the Security Officer shall contact the Emergency Department
Charge Nurse for direction or assistance.

43. Upon observing or detecting any unsafe condition(s), the Security Officer will-shall complete a
work order on the TAMIS work order system through the intranet.

24. If the unsafe condition is of an extreme nature, the Security Officer will immediately notify the
Safety Officer or on-duty engineer of the condition.

3:5. Place a printed copy of the work order page in the binder for Work Orders. Notate the work
order on the item list.
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Staffing Manual

DELETE - incorporated
into PCS Disaster Call
Back List Policy

SUBJECT: Disaster Call Back List

ISSUE DATE: 4/03
REVISION DATE:  1/05, 12/05
| REVIEW DATE: 6/03, 4/07, 4/10; 4/14

Department Approval Date(s): 07/15
Professional Affairs Committee Approval Date(s): 11/15
Board of Directors Approval Date(s): 02/14
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Rules & Regulations

TRI-CITY HOSPITAL DISTRICT | Section Medical S

Subject: Department of Pediatrics

Page 10f6

MEMBERSHIP

The Department of Pediatrics consists of physicians who are board certified by the American Board of
Pediatrics or are board-eligible; having completed an ACGME approved residency in Pediatrics, and
who are actively progressing towards certification. Pediatricians who admit and care for neonates in
the Neonatal Intensive Care Unit (NICU) must be members of the Division of Neonatology.

FUNCTIONS

The general functions of the Department of Pediatrics shall include:

A. Conduct patient care review for the purpose of analyzing and evaluating the quality, safety, and
appropriateness of care and treatment provided to patients by members of the Department and
develop criteria for use in the evaluation of patient care;

B. Recommend to the Medical Executive Committee (MEC) guidelines for the granting of clinical
privileges and the performance of specified services within the hospital;
C. Conduct, participate in and make recommendations regarding continuing medical education
programs pertinent to Department clinical practice;
D. Review and evaluate Department member adherence to:
1. Medical Staff policies and procedures;
2. Sound principles of clinical practice.
E. Submit written minutes to Medical Quality Peer Review Committee and Medical Executive
Committee concerning:
1. Department review and evaluation activities, actions taken thereon, and the results of
such actions, and;
2. Recommendations for maintaining and improving the quality and safety of care provided
in the hospital.
F. Establish such committees or other mechanisms as are necessary and desirable to perform

properly the functions assigned to it including proctoring;

G. Take appropriate action when important problems in patient care, patient safety and clinical
performance or opportunities to improve patient care are identified;

H. Recommend/ or request Focused Professional Practice Evaluation as indicated (pursuant to
Medical Staff Policy 8710-509);

I Approve On-Going Professional Practice Evaluation (OPPE) indicators and formulate
thresholds; and
Formulate recommendations for Department rules and regulations reasonably necessary for the
proper discharge of its responsibilities subject to approval of the Medical Executive Committee.

DEPARTMENT MEETINGS;

The Department of Pediatrics meets quarterly and no less than three (3) times per year or at the
discretion of the Chair

Twenty-five percent (25%) of the Active Department members, but not less than five (5) members, shall
constitute a quorum at any meeting.

DEPARTMENT OFFICERS

A The Department shall have 3 officers: a Chairperson, a Vice-Chairperson, and a Quality Review
Representative. The officers must be members of the Active Medical Staff and shall be
qualified by training, experience, and demonstrated ability in at least one of the clinical areas
covered by the Department. The Vice-Chairperson shall be the Chairperson-Elect and may also
serve as the Quality Review Representative.

Medical Staff Pediatrics Rules & Regulations — Revised: 11/03, 05/04, 05/06, 02/07, 07/07, 06/08, 3/09, 5/09, 11/08; 01/10; 5/11; 9/12; 11/12;
5/13; 8/13; 2/14; 6/14

12¢€



Rules & Regulations

TRI-CITY HOSPITAL DISTRICT | Sectiont  Medical Staff

Subject: Department of Pediatrics

Page 20of 6

B.

The Chairperson and Vice-Chairperson shall be elected every year by the Active members of
the Department who are eligible to vote. The Chair shall be elected by a simple majority of the
members of the Department. The notice for elections is given at least one month prior to the
meeting date.

The Department Chair shall serve a one-year term, which coincides with the Medical Staff year
unless he/she resigns, is removed from office, or loses Medical Staff membership or clinical
privileges in the department. Department officers shall be eligible to succeed themselves if
elected.

The Vice-Chairperson succeeds the Chairperson after his/her term has expired unless there is
an objection by a majority of the Active members of the Department who are eligible to vote.
The Quality Review Representative serves a one-year term and is elected by the Active
members of the Department who are eligible to vote. The Quality Review Representative serves
as the Chair of the Pediatric Quality Review Committee (QRC), and attends Medical Staff
QA/PI/PSC meetings. Every effort will be made to appoint members to the QRC from each
major group and a representative from the unassigned call panel for ED.

V. DUTIES OF THE DEPARTMENT CHAIR

A

The Department Chair shall assume the following responsibilities:

1. Be accountable for the professional and administrative activities of the Department;

2. Ongoing monitoring of the professional performance of all individuals who have
delineated clinical privileges in the Department.

3. Assure that practitioners practice only within the scope of their privileges as defined
within their delineated privilege form.

4, Recommend to the Medical Executive Committee the criteria for clinical privileges in the
Department;

5. Recommend clinical privileges for each member of the Department;

6. Assure that the quality, safety and appropriateness of patient care provided by members
of the Department are monitored and evaluated; and

7. Other duties, as recommended from the Medical Executive Committee.

VL. PRIVILEGES

A

B.

Al privileges are accessible on the TCMC Intranet and a paper copy is maintained in the
Medical Staff Office.

By virtue of appointment to the Medical Staff, all physicians are authorized to order diagnostic
and therapeutic tests, services, medications, treatments (including but not limited to respiratory
therapy, physical therapy, occupational therapy) unless otherwise indicated.

All practitioners applying for clinical privileges must demonstrate current competency for the
scope of privileges requested. “Current competency” means documentation of activities within
the twenty-four (24) months preceding application, unless otherwise specified.

Requests for privileges in the Department of Pediatrics are evaluated based on the practitioner's
education, training, experience, demonstrated professional competence and judgment, active
clinical performance, documented cases of patient care and are granted based on department
specified criteria. Recommendations for privileges are made to the Credentials Committee and
to the Medical Executive Committee. Practitioners practice only within the scope of their
privileges as defined within these Rules and Regulations.

Nurse Practitioners: Nurse practitioner means a registered nurse who posseses additional
preparation and skills in physical diagnosis, psychosocial assessment, and management of
health-illness needs in primary care and who has been prepared in a program. The nurse
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practitioner shall function under standardized procedures or protocols covering the care
delivered by the nurse practitioner. The nurse practitioner and his/her supervising physician
who shall be a pediatrician will develop the standardized procedure or the protocols with the
approval of the Department of Pediatrics.

F. Classifications of Newborns:
1. Level 1: Newborns greater than 2000 grams and 35 6/7 weeks GA, without any of the
diagnoses or symptoms listed in VI (E)(2).
2. Level 2: Newborns needing intermediate or continuing care; criteria as follows:

i. Weight greater than 2000 grams at birth, r/o sepsis during an observational
period, if consistently stable without additional signs of illness.

il. Tachypnea, TTN, or other mild respiratory illness, otherwise stable, with oxygen
needs <40%, and no oxygen needs over six (6) hours.

iii. Hypoglycemia (without other risk factors such as suspected sepsis or respiratory
distress) with a normal exam and stable vital signs, responsive to oral therapy.

iv. Feeding problems in a newborn greater than 2000 grams and 35 6/7 weeks
gestational age (GA), with no concerns about Gl perforation or anomalies.
3. Hyperbilirubinemia requiring phototherapy, unlikely to require an exchange transfusion,

otherwise stable, currently 35 6/7 weeks GA and 2000 grams.

If the infant status changes to meet the Leve! 3 criteria (per NICU unit-specific policy “Admission
and Discharge Criteria for the NICU"), a neonatology consult is required. The consultation will
be requested by the attending pediatrician who, in collaboration with the neonatologist, will
determine if care should be transferred to a neonatologist.

Pediatrics Privileges Initial Proctoring Reappointment
Appointment (every 2 years)
Admit patients, Level 1 and Level Training and Six (6) cases Evidence of
2 newborns evidence of current
Consultation current NRP/NALS or
Newborn care, Level 1 and Level NRP/NALS or PALS certification
2 PALS
certification
Perform medical history and Training N/A
physical examination (Newborn),
including via telemedicine (F)
Attendance at C-sections & Training and One (1) Evidence of
vaginal deliveries, including evidence of current
newborn resuscitation current NRP/NALS
NRP/NALS certification
certification
Invasive Pediatrics Procedures
Lumbar puncture Training N/A
Laryngoscopy Training and Five (5) cases from Evidence of
evidence of Invasive Procedures current
current category NRP/NALS
NRP/NALS certification
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Pediatrics Privileges Initial Proctoring Reappointment
Appointment (every 2 years)
certification
Circumcision Training N/A
Intubation, Infant Training and Evidence of
evidence of current
current NRP/NALS
NRP/NALS certification
certification
Intubation, Pediatric Training and Evidence of
evidence of current PALS
current PALS certification
certification
Suprapubic aspiration Training N/A
Pediatric Cardiology Privilege Category
Consultation, Pediatric Successful Two (2) cases from this Ten (10) cases
Cardiology, to include neonates completion of a category from this category
Cardiac defibrilation, to include residency in
neonates Pediatrics and a
Echocardiography, to include fellowship
neonates training program
Elective cardioversion, to include in Neonatology
neonates or Pediatric
Electrocardiography (EKG/ECG), Cardiology
to include neonates
Pericardiocentesis, to include
neonates
Holter monitor — 12 years and Successful
older completion of a
Treadmills - 12 years and older residency in
Pediatrics and a
feliowship
training program
in Pediatric
Cardiology
Pediatric Surgery Privilege Category
Consultation, Pediatric Surgery, to | Board certified One (1) case Evidence
include neonates by the American demonstrating
Board of activity
Surgery in performing
Pediatric pediatric surgery
Surgery at another
healthcare facility
Other
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Pediatrics Privileges Initial Proctoring Reappointment
Appointment (every 2 years)
Moderate sedation See Policy See Policy 8710-517 See Policy 8710-
8710-517 and 517 and evidence
evidence of of current
current NRP/NALS
NRP/NALS certification
certification

VIl. REAPPOINTMENT OF CLINICAL PRIVILEGES
A. Procedural privileges will be renewed if the minimum number of cases is met over a two-year
reappointment cycle. For practitioners who do not have sufficient activity/volume at TCMC to
meet reappointment requirements, documentation of activity from other practice locations may
be accepted to fulfill the requirements. If the minimum number of cases is not performed, the
physician will be required to undergo proctoring for all procedures that were not satisfied. The

physician will have an option to voluntarily relinquish his/her privileges for the unsatisfied
procedure(s).

VIIl.  PROCTORING OF PRIVILEGES
A. Each Medical Staff member granted initial privileges, or Medical Staff member requesting
additional privileges shall be evaluated by a proctor as indicated until his or her privilege status
is established by a recommendation from the Department Chair to the Credential Committee
and to the Medical Executive Committee, with final approval by the Board of Directors.
B. All Active members of the Department will act as proctors. An associate may monitor 50% of
the required proctoring. Additional cases may be proctored as recommended by the
Department Chair. [t is the responsibility of the Department Chair to inform the monitored
member whose proctoring is being continued whether the deficiencies noted are based on
current clinical competence, practice behavior, or the ability to perform the requested
privilege(s). Colleagues who cover on-call for an assigned proctor should be aware, accessible,
and amenable to providing proctoring in the place of that member, if needed.

ASSURE-HIMSELF/HERSELF-OF THE PRACTITIONER'S COMPETENCE.

B:C. In elective cases, arrangements shall be made prior to scheduling i.e., the proctor shall be
designated at the time the case is scheduled.

E-D. The member shall have free choice of suitable consultants and assistants.

EE. When the required number of cases has been proctored, the Department Chair must approve or
disapprove the release from proctoring or may extend the proctoring, based upon a review of
the proctor reports.

G-F. A form shall be completed by the proctor and should include comments on diagnosis,
procedural technique, and overall impression and recommendation (i.e., qualified, needs further
observation, not qualified). Blank forms will be available from the Medical Staff Office.

H:G. _The proctor's report shall be confidential and shall be completed and returned to the Medical
Staff Office.

LH. _Members of other departments, such as the Emergency Department or Anesthesiology
Department, can proctor an appropriate procedure, but cannot proctor admissions.
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Xl

d=l. It is the responsibility of the member to notify a proctor when one is needed.

EMERGENCY ROOM COVERAGE

A. Department members shall participate in the Emergency Department Call Roster or consultation
panel as determined by the Medical Staff. Refer to Medical Staff Policy and Procedure 8710-
520.

B. Any member who elects to provide follow-up care in his/her office must do so without regard to
the patient’s ability to pay and must provide a minimum level of care sufficient to respond to the
patient’'s immediate needs.

C. Provisional or Courtesy Staff may participate on the unassigned call panel at the discretion of
the Department chair.

DEPARTMENT QUALITY REVIEW AND MANAGEMENT
The Department of Pediatrics will have a Quality Review Committee (QRC) comprised of no less than
four (4) Department members. The QRC chair is the Department's representative to the Medical Staff
Medical Quality Peer Review Committee. QRC members are able to succeed themselves. The QRC
will meet at least four (4) times per year. Refer to Section Il “FUNCTIONS” above as applicable.
A. General Function
The QRC provides systematic and continual review, evaluation, and monitoring of the quality
and safety of care and treatment provided by the Department members and to pediatric patients
in the hospital.

NICU M&M COMMITTEE

The Department of Pediatrics will have an NICU Mortality & Morbidity (M&M) Committee that meets at
least quarterly to discuss neonatal cases and issues related to neonatal care. The NICU M&M shall be
composed of the members of the Neonatology Division. Representatives from the Department of
Obstetrics/Gynecology and nursing shall be invited. The Committee shall maintain a record of its
activities and report to the Department of Pediatrics QRC.

APPROVALS:

Department of Pediatrics: 5/05/15
Medical Executive Committee: 5/18/15
Governance Committee: 6/01/15
Board of Directors: 6/25/15
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Tri-City
Medical Center

MEDICAL STAFF

Memo

To: Medical Executive Committee

From: Medicine Department / Cardiology Division

Date: 11/19/2015

Re: Cardiology Division Rules & Regulations Revision

The National Board of Physicians and Surgeons is an alternative re-certification board for
physicians that have already been certified by American Board of Medical Specialties. The
American Board of Medical Specialties is now requiring 150 hours in Maintenance of
Certification (MOC) modules to maintain board certification, which the members feel is
onerous. The Cardiology Division approved the option of recertification by the National
Board of Physicians and Surgeons at their November 4, 2015 meeting,

The Medicine Department’s Active Staff unanimously approved the revision to the
Cardiology Division Rules and Regulations on November 18, 2015 amending the
Membership section regarding board certification requirements.

Note: The Cardiology Division’s revision to their Rules and Regulations regarding the Non-
Invasive Procedures Interpretation Response Time and Sanctions for the Interpretation of
Echocardiogram Exercise or Pharmacological Stress Test and ECG’s was 1) approved by the
Medical Executive Committee in October; and 2) is pending approval by the Governing
Board. The attached Cardiology Rules and Regulations include both revisions in “track
changes” format.
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l. MEMBERSHIP
A. The Division of Cardiology consists of physicians who are initially board certified in

Cardiovascular Disease by the American Board of Internal Medicine or are progressing toward
certification.

Applicants who are progressing toward board certification in Cardiovascular Disease by the
American Board of Internal Medicine must complete formal training prior to applying for medical
staff membership in the Division of Cardiology and must become board certified within five (5)
years of the initial granting of medical staff membership, unless extended for good cause by the
Medical Executive Committee.

Board certified members who were issued certificates in Internal Medicine erand Cardiology after
1989 are required to become re-certified within-five{5)-years-of-their-board-cedification-oxpiration
date-in order to maintain board certification status. Continued board certification may be in
Cardiovascular Disease and/or a sub-specialty (e.q. Cardiac Electrophysiology) by the American
Board of Internal Medicine or by the National Board of Physicians and Surgeons.

Ik FUNCTIONS OF THE DIVISION

The general functions of the Division shall include:

A

r @

A&

Conduct patient care review for the purpose of analyzing and evaluating the quality, safety, and

appropriateness of care and treatment provided to patients by members of the Division and

develop criteria for use in the evaluation of patient care;

Recommend to the Medical Executive Committee guidelines for the granting of clinical privileges

and the performance of specified services within the Hospital;

Conduct, participate in, and make recommendations regarding continuing medical education

programs pertinent to Division clinical practice;

Review and evaluate Division member adherence to:

1. Medical Staff policies and procedures

2. Sound principles of clinical practice

Submit written minutes to the QA/PI/PS Committee and Medical Executive Committees

concerning:

1. Division review and evaluation of activities, actions taken thereon, and the results of such
actions; and

2. Recommendations for maintaining and improving the quality and safety of care provided
in Hospital.

Establish such committees or other mechanisms as are necessary and desirable to perform

properly the functions assigned to it, including proctoring;

Establish privileging criteria for participation on the Non-Invasive Cardiology panels and oversee

the administration of such panels;

Take appropriate action when important problems in patient care, patient safety and clinical

performance or opportunities to improve patient care are identified;

Recommend/Request Focused Professional Practice Evaluation as indicated (pursuant to

Medical Staff Policy 8710-509);

Approval of On-Going Professional Practice Evaluation Indicators; and

Formulate recommendations for Division rules and regulations reasonable necessary for the

proper discharge of its responsibilities subject to approval of the Department of Medicine Chiefs,

the Medical Executive Committee, and Board of Directors.

M. DIVISION MEETINGS

MedStaff Dept. R&R — Med. Div. of Cardiology: Revised 4/06; 5/07; 1/08, 06/08; 2/11; 6/11; 5/13; 4/14; 11/14
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VI.

The Division of Cardiology shall meet at least annually or at the discretion of the Chief. The Division will
consider findings from the ongoing monitoring and evaluation of the quality, safety, and appropriateness
of the care and treatment provided to patients. Minutes shall be transmitted to the QA/PI/PS Committee,
and then to the Medical Executive Committee.

Twenty-five percent (25%) of the active Division members, but not less than two members, shall
constitute a quorum at any meeting.

DIVISION OFFICERS

A.

The Division shall have a Chief who shall be a member of the Active Medical Staff and shall be
board certified in Cardiovascular Diseases and qualified by training, experience, and
demonstrated ability in the clinical areas covered by the Division.

The Division Chief shall be elected every year by the Active members of the Division who are
eligible to vote. If there is a vacancy for any reason, the Department Chairman shall designate a
new Chief, or call a special election. The Chief shall be elected by a simple majority of the
members of the Division.

The Division Chief shall serve a one-year term, which coincides with the Medical Staff year
unless he/she resigns, is removed from the office, or loses his/her Medical Staff membership or
clinical privileges in the Division. The Division officers shall be eligible to succeed themselves;

DUTIES OF THE DIVISION CHIEF
The Division Chief shall assume the following responsibilities:

@ mm o O w»

Be accountable for all professional and administrative activities of the Division;

Continuing surveillance of the professional performance of all individuals who have delineated
clinical privileges in the Division;

Assure that practitioners practice only within the scope of their privileges as defined within their
delineated privilege form;

Recommend to the Department of Medicine and the Medical Executive Committee the criteria for
clinical privileges in the Division;

Recommend clinical privileges for each member of the Division;

Assure that the quality, safety and appropriateness of patient care provided by members of the
Division are monitored and evaluated; and

Other duties as recommended from the Department of Medicine or the Medical Executive
Committee.

CLASSIFICATIONS
The Division of Cardiology has established the following categories:

A

Physicians - Cardiology
Refer to Membership section above. Physicians may act as consultants to others and may, in
turn, be expected to request consultation when:

1. Diagnosis and/or management remain in doubt over an unduly long period of time,
especially in the presence of a life-threatening illness;
2. Unexpected complications arise which are outside their level of competence;

MedStaff Dept. R&R — Med. Div. of Cardiology: Revised 4/06; 5/07; 1/08; 2/11; 6/11; 5/13; 4/14; 11/14
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3. Specialized treatment or procedures are contemplated with which they are not familiar.

Nurse Practitioner (NP) — Refer to the Allied Health Professionals Rules and Regulations for
basic credentialing requirements.

Nurse practitioner means a registered nurse who possesses additional preparation and skills in
physical diagnosis, psychosocial assessment, and management of health-illness needs in
primary care and who has been prepared in a program. The nurse practitioner shall function
under standardized procedures and any protocols covering the care delivered by the nurse
practitioner. The nurse practitioner and his/her supervising physician, who shall be a cardiologist,
shall develop the standardized procedures and any protocols to be approved by the Division of
Cardiology, Department of Medicine, Credentials Committee, Interdisciplinary Practice
Committee, Medical Executive Committee, and Board of Directors.

Nurse Practitioner Privileges Initial Appointment | Proctoring | Reappointment
(every 2 years)

Collaborate in the diagnosis, evaluation and Refer to AHP Rules First ten None

management of the patient and Regulations for | (10) total

Perform history and physical examination credentialing cases from

Order or transmit an order for x-ray, other studies, | "cauirements this

ECGs, cardiac stress testing, echocardiography, privilege

therapeutic diets, physical/rehab therapy, card need

occupational/speech therapy, respiratory therapy, to be

and nursing services. proctored

Furnish medications following the Drugs and by your

Devices protocol as described in the standardized supervising

procedures physician.

Emergency cardiac treatment

Cardiac stress testing, under supervision of a Documentation of Two (2) Fifty (50)

cardiologist twelve (12) cases

C. Physician Assistant (PA) — Refer to the Allied Health Professionals Rules and Regulations for

basic credentialing requirements.

A physician assistant may only provide those medical services, which he/she is competent to
perform and which are consistent with the physician assistant's education, training and
experience, and which are delegated in writing by a supervising physician who is responsible for
the patients cared for by that physician assistant.

1. A supervising physician shall be available in person or by electronic.communication at all
times when the PA is caring for patients.
2. The supervising physician shall delegate to the PA only those tasks and procedures

consistent with the supervising physician’s specialty or usual customary practice and with
the patient’s health and condition.

3. The supervising physician shall observe or review evidence of the physician assistant's
performance of all tasks and procedures to be delegated to the physician assistant until
assured competency.

MedStaff Dept. R&R — Med. Div. of Cardiology: Revised 4/06; 5/07; 1/08; 2/11; 6/11; 5/13; 4/14; 11/14

134



TRI-CITY HOSPITAL DISTRICT | Sectiors  Medical Staft

Subject: Division of Cardiology
Rules & Regulations
9 Page 4 of 11
4, The physician assistant may initiate arrangements for admissions, complete forms and

charts pertinent to the patient’'s medical record, and provide services to patients requiring
continuing care.

5. The supervising physician must see patients cared for by the physician assistant at least
once during their hospital stay.

6. A physician assistant may not admit or discharge patients.

7. Refer to the AHP rules and regulations for detailed explanation of supervising physician

supervision requirements and co-signature requirements.

Physician Assistant Privileges

Privileges Initial Appointment | Proctoring | Reappointment
(every 2 years)

Take a patient history; perform a physical Refer to AHP Rules First (10) None

examination and make an assessment and and Regulations for | total cases

diagnosis therefrom; initiate, review and revise credentialing from this

treatment and therapy plans, record and present requirements privilege

pertinent data in a manner meaningful to the card need

physician. to be

Order or transmit an order for x-ray, other studies, proctored

therapeutic diets, physical/rehab therapy, by your

occupational/speech therapy, respiratory therapy, sponsoring

and nursing services. physician.

Order, transmit an order for, perform, or assist in
the performance of laboratory procedures,
screening procedures and therapeutic procedures.
Recognize and evaluate situations that call for
immediate attention of a physician and institute,
when necessary, treatment procedures essential
for the life of the patient.

Instruct and counsel patients regarding matters
pertaining to their physical and mental health.
Counseling may include topics such as
medications, diets, social habits, family planning,
normal growth and development, aging, and
understanding of and long-term management of
their diseases.

Initiate arrangements for admissions, complete
forms and charts pertinent to the patient's medical
record, and provide services to patients requiring
continuing care, including patients at home.
Initiate and facilitate the referral of patients to the
appropriate health facilities, agencies and
resources of the community.
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Administer medications to a patient, or transmit
orally, or in writing on a patient's record, a
prescription from his or her supervising physician
to a person who may lawfully furnish such
medication or medical device. The supervising
physician's prescription, transmitted by the
physician assistant, for any patient cared for by the
physician assistant, shall be based either on a
patient-specific order by the supervising physician
or on written protocol which specifies all criteria for
the use of a specific drug or device and may
contraindications for the selection. A physician
assistant shall not provide a drug or transmit a
prescription for a drug other than that drug
specified in the protocol, without a patient specific
order from a supervising physician. At the direction
and under the supervision of a physician
supervisor, a physician assistant may hand to a
patient of the supervising physician a properly
labeled prescription drug prepackaged by a
physician, a manufacturer, as defined in the
Pharmacy Law, or a pharmacist. In any case, the
medical record of any patient cared for by the
physician assistant for whom the physician's
prescription has been transmitted or carried out
shall be reviewed and countersigned and dated by
a supervising physician within seven (7) days. A
physician assistant may not administer, provide or
transmit a prescription for controlled substances in
Schedules Il through V inclusive without patient-
specific authority by a supervising physician.

Current, valid DEA
registration issued
by the United
States Drug
Enforcement
Administration

Cardiac stress testing, under supervision of a Documentation of | Two (2) Fifty (50)
cardiologist twelve (12) cases
D. Invasive Procedures by Cardiologists
1. The following Cardiac Catheterization Laboratory procedures are to be performed only by

board certified cardiologists or those cardiologists who are progressing toward
certification. All procedures are to be monitored by the Director of Invasive Cardiology or

his/her designee.

2. Cardiac Catheterization Laboratory procedures will be reviewed by the Director of
Invasive Cardiology, who will evaluate the applicant’s technical skills and clinical
judgment. The Director will submit a written report to the Cardiology Division, with the
Division's recommendations to be forwarded to the Credentials Committee and to the

Department of Medicine.
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3. The Director of Invasive Cardiology will review the Percutaneous Transluminal Coronary

Angioplasty program at least semi-annually and will report to the Cardiology Division and
the Annual Summary to the QA/PI/PS Committee.

4, Current fluoroscopy certification is required for the following procedures:
a) Cardiac Catheterization, including Angiography
b) Insertion of Permanent Pacemaker
c) Intra-Aortic Balloon Pump Insertion

d) Myocardial Biopsy
e) Electrophysiologic Testing

5. Procedure reports, per the Medical Records Policy & Procedures # 518, are to be dictated
or written immediately following the procedure and is to be authenticated and signed by
the physician

VIl. PRIVILEGES

A. All privileges are accessible on the TCMC Intranet and a paper copy is maintained in the Medical
Staff Office.

1. By virtue of appointment to the Medical Staff, all physicians are authorized to perform
occult blood testing and order diagnostic and therapeutic tests, services, medications,
treatments (including but not limited to respiratory therapy, physical therapy, occupational
therapy) unless otherwise indicated.

B. Request for privileges in the Division of Cardiology shall be evaluated on the basis of the
member's education, training, experience, demonstrated professional competence and judgment,
clinical performance and the documented results of patient care and monitoring.
Recommendations for privileges are made to the Division of Cardiclogy/Department of Medicine,
Credentials Committee, the Medical Executive Committee, and the Board of Directors.

Privileges Initial Appointment Proctoring Reappointment
(every 2 years)

Admit Patients Training Initial six (6) None

Consultation Training cases None

INVASIVE PROCEDURES

Privileges Initial Appointment Proctoring Reappointment
(every 2 years)

Pericardiocentesis Training Two (2) None

Venous cut-down & percutaneous central Training Three (3) None

venous pressure catheters

Insertion of temporary transcutaneous cardiac Training Three (3) None

pacemaker

Elective cardioversion Training Three (3) None

Swan-Ganz catheter insertion & monitoring Training Three (3) None

Cardiac catheterization (including Coronary Training and three- Five (5) Forty (40)
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arteriography right heart cath & pulmonary hundred (300) cases; if
angiography) more than 12 months
since completion of
training, documentation of
forty (40) cases within
two (2) years prior to
application.
Transesophageal echo-cardiography Training / Course Five (5) None
(including passing transducer)
Percutaneous arterial catheter insertion (radial, | Training Three (3) None
brachial, & femoral)
Intra-aortic balloon pump insertion Training Two (2) None
Permanent pacemaker insertion (single/dual/ Completion of fellowship | Two (2) Ten (10)
biventricular chamber) and/or intra-cardiac training or twenty-five
defibrillator (single/dual/biventricular chamber) (25) cases within two (2)
years prior to application.
Percutaneous Angioplasty (PTCA), including Training/two-hundred fifty | Twenty-five Seventy-five (75),
stents (250) cases; if more than | (25) of which twenty
12 months since (20) must be
completion of training, performed at
documentation of TCMC
seventy-five (75) cases
within two years prior to
application.
Myocardial Biopsy Training / Course Two (2) None
Electrophysiologic Testing and Ablation, Training and one-hundred | Five (5) Forty (40)
Complete (100) cases within two
years prior to application.
Electrophysiologic Testing and Ablation, right- Completion of Five (5) Forty (40)
side only subspecialty fellowship
training or one-hundred
(100) cases, with
documentation of forty
(40) cases within two (2)
years prior to application.
Rotational Atherectomy Meet PTCA requirements | Three (3) Six (6)
plus Boston Scientific
Certificate
C. Invasive Procedures by Non-Cardiologists
1. The Cardiology Division will monitor invasive procedures performed by Internal Medicine

physicians who request privileges to perform the following procedures:
a) Right Heart Catheterization with Swan-Ganz Pulmonary Artery Catheter;

b) Central Venous Catheter Placement

c) Temporary Transvenous Pacemaker Insertion
d) Arterial Line Insertion

e) Elective Cardioversion; and
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To gain privileges for the above procedures, the Internal Medicine Physician must submit
documentation of having performed at least five (5) of the requested procedures during
residency training or during staff membership at another hospital.

The Director of Invasive Cardiology or his/her designee will monitor the first two (2)
procedures performed. The Director of Invasive Cardiology or his/her designee shall
submit a written report to the Division of Internal Medicine stating that:

a) The applicant is qualified and competent to perform the procedure, or

b) Further monitoring is recommended

D. Non-Invasive Procedures by Cardiologists

The following non-invasive procedures are to be performed only by board certified cardiologists or

those cardiologists who are progressing toward certification. All procedures are to be monitored
by the Director of Non-invasive Cardiology or his/her designee.

NON-INVASIVE PROCEDURES

Privileges

Initial Appointment Proctoring Reappointment (every 2 years)

ECG

Training Twenty-five (25) Five-hundred (500) or TCMC active
Reading Panel member as attested by the
Division Chief or designee.

Stress Echo

Training Five (5) Ten (10)

Thoracic Echo

Training Two (2) Two-hundred (200), of which one-hundred
(100) must be performed at TCMC or
TCMC active Reading Panel member as
attested by the Division Chief or designee.

Holter Monitor

Training Two (2) Forty (40), of which ten (10) must be
performed at TCMC or TCMC active
Reading Panel member as attested by the
Division Chief or designee.

Treadmills

Training Two (2) Fifty (50) performed at TCMC or TCMC
active Reading Panel member as attested
by the Division Chief or designee.

E. Interpretation Response Time:

1.

Requirements

a) Availability: Panel member will be available to the department until 12:00 p.m.
ECG’s: Should be interpreted daily by the attending cardiologist. Unassigned
ECGs are to be interpreted twice daily on weekdays and at least once daily on
weekends and holidays by the assigned panel member or his/her designated
panel member.
Echocardiogram: The final report is to be dictated within twenty-four (24) hours
of the performance of the study.
Exercise or Pharmacological Stress Test:
If the scheduled cardiologist cannot be available within fiteen{15}-twent
minutes of the scheduled start time to supervise the test, it is his/her responsibility
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VIII.

VIIL.

to assure that another cardiologist can do so. The technician will page the
cardiologist in a timely fashion before the test is scheduled to begin. Ifa
cardiologist is not available, the patient will either be sent back to their room or to
the outpatient area to wait for the cardiologist and it is the cardiologist's
responsibility for communicating to the patient the timeliness issue. The final
report is to be dictated the day of the study.

Sanctions for the INTERPRETATION oF Echocardiogram Exercise or Pharmacological

Stress Test and ECG’s:

To assure quality patient care, it is imperative that ali members adhere to the above

requirements. All deviations from these requirements are to be documented and

communicated immediately to the Non-Invasive Medical Director and the Chief of the

Cardiology Division.

éye)  Cardiologists who consistently fail to dictate reports within a timely manner will

receive two (2) written warnings before an automatic sanction of six (6) months
ineligibility for reading any-panel non-invasive studies in the Department of
Cardiology is imposed for the third offense. Division members being sanctioned
twice in a three-year period will be sanctioned by at least one (1) year ineligibility
for reading any non-invasive study in the Department of Cardiology, after which
he/she may apply to the Cardiology Division for reinstatement.

REAPPOINTMENT

Procedural privileges will be renewed if the minimum number of cases is met over a two-year
reappointment cycle. For practitioners who do not have sufficient activity/volume at TCMC to meet
reappointment requirements, documentation of activity from other practice locations may be accepted to
fulfill the reappointment requirements (this shall not supersede privilege-specific requirements as outlined
in this document). If the minimum number of cases is not performed, the practitioner will be required to
undergo proctoring for all procedures that were not satisfied. The practitioner will have an option to
voluntarily relinquish his/her privileges for the unsatisfied procedure(s).

PROCTORING OF PRIVILEGES

A

Each Medical Staff member granted initial privileges, or Medical Staff member requesting
additional privileges shall be evaluated by a proctor as indicated until his or her privilege status is
established by a recommendation from the Division Chief to the Credential Committee and to the
Medical Executive Committee, with final approval by the Board of Directors.

All Active members of the Division will act as proctors. An associate may monitor 50% of the
required proctoring. Proctors are obligated to make themselves available either to proctor the
member concurrently when applicable, or to thoroughly evaluate the practitioner’s performance
through retrospective chart review within seven (7) days after a proctor request has been made
by the member. Additional cases may be proctored as recommended by the Division Chief. It is
the responsibility of the Division Chief to inform the monitored member whose proctoring is being
continued of noted deficiencies.

a) The Director of Invasive Cardiology, or his/her designee, will monitor invasive procedures.
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G.

b)  Supervision of the applicant by the proctor will emphasize concurrent or, if needed,
retrospective chart review and include direct observation of procedural techniques.

c) The cardiologist should not be granted Active Medical Staff privileges within the Division
until the proctoring has been satisfactorily completed.

When the required number of cases has been proctored, the Division Chief must approve or

disapprove the release from proctoring or may extend the proctoring, based upon a review of the

proctor reports.

The practitioner must notify the Director of Invasive Cardiology at the time a procedure is

scheduled. If the Director of Invasive Cardiology is not available to observe the procedure,

he/she should appoint a designee to observe the procedure.

If the procedure must be done as an emergency without proctoring, the Director of Invasive

Cardiology must be informed at the earliest appropriate time following the procedure.

A form shall be completed by the proctor, and should include comments on preprocedure workup,

diagnosis, preprocedure preparation, procedural technique, judgment, postprocedure care,

overall impression and recommendation (i.e., qualified, needs further observation, not qualified).

Blank forms will be available from the Medical Staff Office.

The proctor’s report shall be confidential and shall be completed and returned to the Medical Staff

Office.

IX. EMERGENCY DEPARTMENT CALL

A

B.

C.

Active Division members of the Cardiology Division may participate in the-Emergency Department
Call Roster on a voluntary basis. Refer to Medical Staff Policy and Procedure 8710-520.

When a need is demonstrated, the Division Chief may request Courtesy and Associate staff
members to participate in the Emergency Department Call Roster.

When it is discovered that a patient has been previously treated by a Cardiology Division staff
member, that member should be given the opportunity to provide further care unless the patient
or primary care physician requests otherwise.

If a physician has discharged a patient from his practice and the patient comes to the Emergency
Department when the physician is on call, the physician is responsible for the disposition of the
patient.

A physician on-call, who provides care for a patient in the Emergency Department, is responsible
for the disposition of that patient for forty-eight (48) hours and must accept responsibility if said
patient is readmitted to the Emergency Department within forty-eight (48) hours.

NON-INVASIVE CARDIOLOGY INTERPRETATION PANELS
A.

Eligibility

The following is eligibility criteria for Cardiology Interpretation Panels:

1. The applicant must be an Active Medical Staff member of the Division of Cardiology; and,

2, Must use Tri-City Medical Center as his/her primary hospital; and

3. Must execute a standard agreement with the Tri-City Hospital District, after which he/she
will be placed at the end of the panel rotation.

Panel Rotation

A panel will be created of eligible Cardiology Division members with Active Medical Staff

privileges, as delineated above, who request for such duties. At the discretion of the Division
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Chief, Provisional or Courtesy Division members may participate on the panel rotation with

majority Division member approval.

1. One section will be to interpret the ECGs, signal average ECGs, and Holter Monitor
examinations of patients not assigned to another Cardiology Division member (i.e.,
“unassigned” patients for which the attending physician does not specify a cardiologist).

2, A second section will be to interpret echocardiographic studies of “unassigned” patients
for which the attending physician does not specify an interpreting cardiologist.

3. A third section will be to interpret stress tests for “unassigned” patients for which the
attending physician does not specify an interpreting cardiologist.

4. Panel members will be scheduled for one-week periods from Monday at 0700 hours to the

next Monday at 0700 hours during which they will be responsible for personally
supervising or interpreting these tests on a timely basis. The term “timely” is defined in

the “Interpretation Response Time” Section or by assigning another panel member to do
SO.

C. Conditions

The Cardiology Panel is restricted to seven (7) panel members unless there is an annual volume
increase of 12.5% allowing sufficient volume for panel members to maintain expertise and
provide quality of interpretations.

Xl. CARDIOLOGY CONSULTATIONS

The Division of Cardiology accepts consultation requests for patients over the age of 18 years. Individual
exceptions may be made at the discretion of the Cardiologist.

Approvals:

Division of Cardiology: 464444 10/07/15: 11/04/15
Department of Medicine: 10/21/14

Medical Executive Committee: 11/27/14
Governance Committee: 11/4/14

Board of Directors: 11/6/14
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Oceanside, California

MEDICAL STAFF POLICY MANUAL

ISSUE DATE: 7/01 SUBJECT: Medical Record Documentation
Requirements
REVISION DATE: 7/07, 3/08, 9/08, 6/09, 9/09 POLICY NUMBER: 8710-518
11/09; 7/11; 05/12; 08/12, 2/15,
10/15
Medical Executive Committee Approval: 02/15
Governance Committee Approval: 03/15
Board of Directors Approval: 04/15
A PURPOSE:
1. To establish the policy, procedure, and responsibilities for the completion of medical records.
B. POLICY:
1. It is the policy of Tri-City Medical Center that all medical records are current, authenticated,
legible, and complete.
2. The intent does not support delay of care or rendering of services to the patient.
C. RESPONSIBILITIES:
1. General responsibilities are delegated as indicated in the following subsections:
a. Hospital administration, with medical staff approval, will determine the criteria for current,
authenticated, legible, and complete medical records.
b. The Medical Records/Health Information Department will monitor records to aid the

physicians and other medical services in the Medical Center in trying to ensure that
medical records meet the requirements for completeness as set in this policy.

PROCEDURE:
1. Electronic signature:

a. It is expected that all members of the medical staff will authenticate documents
maintained in Cerer electronically through use of a physician identifier.—

b. All members of the medical staff will be required to complete an Electronic Signature
Certification Statement to document their acknowledgement of the proper use of their
identifier in the authentication of documents.

C. Dictated reports will be transcribed into the Medical Records Chartscript transcription
system. Upon completion of transcription the report will be saved and sent electronically
to the Cerner system (Clinical Notes folder).

d. Paper-based documents will be scanned to the Clinical Notes section in Powerchart
(Cerner) and will be signed electronically, if not already signed
e. The Report Status in Cerner will be reflected as “Transcribed”

i Transcribed status reflects that the dictating physician has not yet authenticated
the document.
f. Physicians will utilize the Cerner Message Center function to authenticate franscribed
documents in a timely manner.
g. The Message Center feature supports the following actions to be taken by the physician:
. Sian/Review
1) Physician reviews the transcribed/scanned document and selects the OK
button that updates the status of the report from “Transcribed” to "Auth
(Verified).”
2) Only the responsible physician is eligible to sign a transcribed report.
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a) Physician Assistants will sign their reports in addition to the report
being signed by the supervising physician.

b) Resident reports will be signed by the supervising physician.

c) All mid-level practitioners (e.g., Nurse Practitioners, Midwives) sign
their reports in addition to the report being signed by the
supervising physician.

Modify/Sign

1) Physician may modify the transcribed document PRIOR to signature to
correct/clarify any elements of the report.

2) Modifications are to follow the structure of new information being Bolded
and deleted information noted as a Strike-through

3) Once modified and signed any new revisions to the document are noted as
an Addendum

Refuse

1) Physician identifies that he/she is not responsible for the report as well as a

reason for refusal and redirects the report to Medical Records/Health

Information (Med Rec Inbox) for review and reassignment of the deficiency

to the correct physician.

2) Electronic signature of the transcribed and scanned reports by the
physician will update the Medical Records/Health Information Profile
system to eliminate the signature deficiency assigned by the department.

2. Written Signatures
a. It is expected that all members of the medical staff will utilize acceptable written
signatures, including credentials (e.g., MD, PA, NP, CNM) for all paper documents being
authenticated.

This expectation relates to orders submitted for outpatient ancillary services as
well as emergency, day surgery, and inpatient documentation.

b. Acceptable written signatures are as follows:

Vi.

Legible full signature

Legible first initial and last name

llegible signature over a typed or printed name

litegible signature where the letterhead or other information on the page indicates

the identity of the signer

1) Example: an illegible signature appears on a prescription. The letterhead
lists multiple physicians’ names. One of the names is circled.

Initials over a typed or printed name

Unsigned handwritten orders where other entries on the same page in the same

handwriting are signed

C. Unacceptable written signatures are as follows:

iii.
iv.

V.

Signature stamps aione

1) These are not recognized as valid authentication for Medicare signature
purposes and may result in payment denials by Medicare.

Reporis or any records that are dictated and/or transcribed, but do include valid

signatures “finalizing and approving” the documents are NOT acceptable for

reimbursement. Reports or any records that are dictated and/or transcribed, but

do include valid signatures “finalizing and approving” the documents are NOT

acceptable for reimbursement.

Unsigned typed note with provider's typed name

Unsigned typed note without provider's typed/printed name

Unsigned handwritten note, the only entry on the page

3. The following criteria must be met before a chart is considered complete:
a. A medical record must be legible for each patient; its content shall be pertinent and
current. This record shall include:

Identification data
Legal status if mental health patient;
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iil. Emergency care given prior to arrival if any;

iv. Findings of assessment;

V. Conclusions or impressions from history and physical;

vi. Diagnosis or diagnostic impression;

vii. Reasons for admission or treatment;

vii.  Goals of treatment and treatment plan;

ix. Known advance directives;

X. Informed consent for procedures and treatment;

Xi. Diagnostic and therapeutic procedures and tests and their results;
Xii. Operative and other invasive procedures performed;

xiii.  Progress notes;

xiv.  Reassessments if needed;
XV. Clinical observations;
xvi.  Response to care;
xvii.  Consultation reports;
xviii. Every medication ordered; every dose administered and any adverse reaction;
xix.  Every medication dispensed fo inpatient at discharge or to ambulatory patient;
xx.  All relevant diagnoses established during care;
xxi.  Any referrals/communications to other providers.
All patient medical record entries must be legible, completed, dated, timed, and authenticated in
written or electronic form by the person responsible for providing or evaluating the service
provided.
a. All handwritten documentation is to be without the use of Do Not Use Abbreviations.
i. A reference of Do Not Use Abbreviations is available in multiple locations.
1) Physician Order Forms
2) Progress Notes
3) TCMC Intranet — Administrative Policy 367
A complete history and physical examination shall be recorded by the attending physician within
twenty-four (24} hours of admission and/or prior to any surgical or invasive procedure.

a. When the report is dictated it must be completed within twenty (20) hours of admission to
allow for transcription and charting of the document.

b. Legible, handwritten history and physicals are acceptable provided they meet the
documentation requirements.

c. All history and physical examinations will be validated and authenticated by the attending

physician with appropriate privileges.
The history and physical shall include the following elements:
a. Chief complaint;

b. Personal, past medical and surgical history;
c. Allergy history:;

b.d. __ Current medications:

&:2. _ Family history;

&f. ___ History of present iliness;

e:g. _ All important findings resulting from an-assessment-of-all-systems-of the-bodya review of

systems;
h. Physical examination;
£i. Diagnosis or diagnostic impression;
&i- Plan of treatment.

A medical history and physical examination must be completed no more than 30 days before or

24 hours after admission or registration, but prior to surgery or a procedure requiring anesthesia

services. The medical history and physical must be completed and documented by a physician,

an oral maxillofacial surgeon, or other qualified licensed individual in accordance with State law

and hospital policy.

a. An updated examination of the patient, including any changes in the patient's condition
must be completed and documented within 24 hours after admission or registration. This
is to occur prior to surgery or for a procedure requiring anesthesia services, when the
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medical history and physical examination are completed within 30 days before admission
- or registration.

b. The updated examination of the patient, including any changes in the patient's condition,
must be completed and documented by a physician, oral maxillofacial surgeon, or other
qualified licensed individual in accordance with state law and hospital policy.

C. If, upon examination, the licensed practitioner finds no change in the patient's condition
since the H&P was completed, he/she may indicate in the patient's medical record the:

i H&P was completed

ii. H&P was reviewed

iii. The patient was examined and “No Change” has occurred in the patient's
condition since the H&P was completeds;,

d. The Physician Pre-Procedure Documentation form must be recorded on the patient’s
medical record prior to patient admission to the Operating Room or Procedural areas
regardless of the date and time the history and physical was completed.

e. A history and physical document completed outside Tri-City Medical Center is required to
reflect date and time of the examination.

i. Dictated documents are to reflect the date and time of both the dictation and

transcription.
8. A history and physical dictated over 30 days prior to admission is not valid and must be re-
dictated
9. When the required history and physical examination is not recorded on the chart before the time

stated for the operation, the operation shall be canceled until the surgeon has documented a
history and physical in writing or documented that such a delay would constitute a hazard to the

patient.
10. History and Physical for Hospital Qutpatient Procedures:
- a) Ambulatory surgery patients undergoing anesthesia shall have a complete H&P as

defined above prior to surgery.
b) Hospital outpatients undergoing invasive procedures with a significant level of risk shall
have at least a limited History and Physical.
11. A limited History and Physical shall contain the same elements as an H&P, except the review of
systems and physical examination elements may be abbreviated to include only that which is
relevant, appropriate or pertinent to the procedure or intervention to be performed.

Y aVaalalFalts = Mallida - atda

4+4-12. Dentists who are members of the Medical Staff may only admit patients if a physician member of
the Medical Staff conducts or directly supervises the admitting history and physical examination
(except the portion related to dentistry) and assumes responsibility for the care of the patient's
medical problems present at the time of admission or which may arise during hospitalization
which are outside the limited license practitioner's lawful scope of practice.
a. A history and physical completed by the medical physician in addition to the history and

physical completed by the dentist are necessary to be documented on the chart prior to
any surgical procedure.
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b. A qualified oral surgeon or podiatrist with specifically delineated clinical privileges may
admit patients without significant underlying or potentially complicating medical problems,
may perform the history and physical examination of those patients, and may assess the
medical risks of proposed surgical procedures for such patients.

i Completion of a history and physical examination by an oral surgeon or podiatrist
who has the special privileges will NOT require completion of a history and
physical by another qualified physician.

42:13. Medication reconciliation:
a. Admission
i. The admitting physician is required to review,—complete,complete and reconcile
Admissien—MedicationAdmission Medication Reconciliation information in Cerner
collected upon admission of the patient within 24 hours. .
ii. If new information is later obtained, the physician or nurse may update the
Medication by History List in Cerner.
b. Transfer
i. All medications will be reviewed and revised as appropriate when patient is being
transferred to the next level of care.
1) Electronic Orders
a) a-)-The physician will access the Transfer Medication Reconciliation
function and will reconcile each medication on the active medication
list to either be continued or not continued for the next level of care.

Discharge
i All medications will be reviewed against HOME medications in Cemer.
1) Electronic Orders
a)——The physician will reconcile each medication on the active
medication list and home list to either be continued or not continued
upon discharge. New medications will be added as required.
ba)
e)b) __Prescriptions to be completed
i) ePrescribe — electronic prescription transmitted to the
patient's pharmacy
if) Printed on the unit and handed to the patient
iii) Handwritten on personal (physician's) prescription pad
2) Written Orders

g-C.

b)a) Physici tions on personal (physicia '
prescription pad.
¢)b) __ Nursing-Physician updates physician medication changes on the

electronic Medication List through the Medication Reconciliation
tool.
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43-14. Daily progress notes must be documented by the attending member on all acute patients in the

hospital.

a. Progress notes for Behavioral Health unit patients, will be written six days per week by the
attending member.

b. All members of the medical staff will document progress notes in any of the following
methods:
i. Written on the progress notes form placed in the patient's active record;
il Electronic note may be a Progress Note typed by the physician or a Progress Note

generated using a voice recognition software application (e.g. Dragon)
c. All Progress Note entries shall be timed, dated, and electronically signed by the physician

recording the note. Electronic notes shall be signed electronically.

i The electronic Progress Note shall not be printed, signed and placed in the hard
copy chart (this is duplicate documentation that may require both documenits to be
maintained in the legal record (i.e. scan document as well as maintain electronic

version).
d. Progress Notes recorded by Residents and/or Physician Assistants are required to be co-
signed by the attending physician member.
e. Interdisciplinary Notes recorded by the other care providers are available in the Cerner

system for review by the physician.

i. These notes are recorded by non-physicians within the Power Note application in
the Cerner system.

f. Physician evaluation of Occupational Health patients (Work Partners) and Wound Care

Center patients may result in an electronic note captured directly into the Cerner system.

i. Voice Recognition/Dragon application may be utilized by practitioners in these
areas to generate a note summarizing the patient's history, assessments, and
treatments.

ii. These notes will be authenticated by the examining physician and will be dispiayed
as part of Clinical Notes.

| 44:15. Consent for Photography will be obtained from the patient when a patient will be photographed

while receiving treatment at the Medical Center. The term “Photograph” includes video or still
photography, in digital or any other format, and any other means of recording or reproducing
images.

| 46-16. All surgical operations, invasive and diagnostic procedures (including blood transfusions) shall be

performed with documented informed consent except in an emergency. The informed consent for
hysterectomies and sterilization procedures must meet specific requirements as set forth in Title
XXIL.
a. The informed consent documented will include the following:

i. Discussion about potential benefits, risks, and side effects of the patient's

proposed care, treatment, and services.
ii. The likelihood of the patient achieving his or her goals
iii. Any potential problems that might occur during recuperation

46:17. Physicians shall discuss a patient's Do Not Resuscitate (DNR) status with the patient and/or

decision-maker prior to a surgery or procedure that requires anesthesia. The discussion shall
include possible temporary suspension of the DNR status during the surgery or procedure. The
DNR status shall be reevaluated immediately after the procedure. This discussion shall be
documented in the medical record and an appropriate order entered/written.

| 4+18. A pre-sedation or pre-anesthesia assessment is performed for each patient before beginning

moderate or deep sedation and before anesthesia induction within forty-eight (48) hours prior to
surgery.

I 48-19. A post-anesthesia evaluation must be completed and documented by an individual qualified to

administer anesthesia within forty-eight (48) hours after surgery for an inpatient.
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48:20. Operative or other high risk procedure reports shall be dictated immediately after surgery and
shall include:
a. Pre-operative diagnosis
b. Date of procedure
i If the procedure is canceled, the operative report should include the reason and
time of the cancellation.
C. Anesthesia type
d. A detailed account of the findings;
e. Technical procedure performed
f. Estimated blood loss
g. Specimen removed;
h. Post-operative diagnosis;
i. Name of the primary surgeon and any assistants.
j. Complications
k. Patient status

20-21. An Operative Note shall be documented immediately following surgery or other high-risk
procedures. Use of the pre-printed Operative Note is necessary to document all required
elements.

a. Procedure performed

b. Pre-Operative diagnosis

C. Post-Operative diagnosis

d. Patient status

e. Estimated blood loss

f. Name of primary surgeon and any assistants

g. Anesthesia type

h. Specimen collected

i Complications

j Findings

24:22. An intraoperative anesthesia record containing the following elements shall be completed by an

anesthesiologist:

a. Name and hospital ID number of the patient

b. Name of anesthesiologist who administered the anesthesia

c. Vital signs reflecting patient status just prior to induction

d. Name, dosage, route, and time of administration of drugs and anesthesia agents

e. Techniques used and patient position(s), including the insertion/use of any intravascular
or airway devices

f. Names and amounts of IV fluids, including blood or blood products

g Time-based documentation of vital signs as well as oxygenation and ventilation
parameters, and

h. Any complications, adverse reactions, or problems occurring during anesthesia, including
time and description of symptoms, vital signs, treatments rendered, and patient's
response to treatment.

22:23. The Operative Note shall be completed and signed by the surgeon prior to the patient being
discharged or transferred from PACU.
23-24. All orders, including verbal orders, must be dated, timed, and authenticated.
a. All orders shall be completed, legible, dated and signed within forty-eight (48) hours for
medication orders and fourteen (14) days post-discharge for all other orders.
24.25. Medical Records/HIM will assign a deficiency to unsigned orders via the Inbox/Message Center.
25:26. |t is acceptable for physicians involved in the care of the patient to sign orders given by other
physicians unless they object to the order. A physician may proxy Message Center to another
physician for coverage purposes.
a. Verbal orders are to be used infrequently, only to meet th_e immediate care needs of the
patient when it is impossible or impractical for the ordering practitioner to write/enter the
order without delaying treatment. Every effort is to be made by the ordering physician to

enter orders into Cerner or in writing-when-he/she-is-present-cn-the-nursing-unit,
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b. All orders for treatment shall be entered/written. An order for treatment is considered
writen-entered if dictated by a member or his designee to a registered nurse and signed
by the attending member through the Message Center. When orders are dictated over
the telephone, they shall be signed by the responsible physician within forty-eight (48)
hours for medication orders and fourteen (14) days post-discharge for all other orders.

C. Physician orders for neonatal and pediatric populations will contain weight based dosing
(e.g., mg/kg) along with the calculated dose and the patient's current weight with the
exception of the following defined medication classes:

i, Medications that are not determined by the patient’s weight (e.g., iron sulfate).

ii. Vaccines

i, Intravenous fluids

iv. Medication doses that if weight based would equal or exceed normal aduit doses.

26-27. When a patient is transferred from one level of care to another the physician is required to

complete one of the following options:
a. Electronic Orders
i. Utilize the Merge View in Cerner to review and update all orders for the next level
of care.
ii. Complete the Transfer Medication Reconciliation function
b. Written Orders
i. Rewrite all orders, OR

il The physician is not required to rewrite orders when a patient is undergoing one of
the following minor procedures and returns to the same level of care
1) Heart Catheterization
2) Interventional procedures including PICC line placement
3) Endoscopy including bronchoscopies
4) Inpatient dialysis
5) Pain management

27-28. Consultations and recommendations shall include examination of the patient and a review of the

patient’s record by the consultant. The consultation shall be made a part of the patient's record.
When operative procedures are involved, a consultation, except in an emergency, shall be
recorded prior to the operation.

28-:29. Current obstetrical records shall include complete prenatal records, including a copy of the actual

lab reports. The prenatal record may be a legible permanent copy of the attending practitioner's
office record transferred to the Medical Center before admission, but an interval admission note
must be written that includes pertinent additions to the history and any subsequent changes in the
physical findings.

26-30. All patients evaluated by an Emergency Department physician are to have a documented report

outlining the history of present iliness, assessment, and treatment rendered.

a. Records for patients evaluated by both a resident and an ED physician will include
documentation by each of the evaluators. The attending ED physician is responsible for
authenticating ED reports dictated by a resident.

b. Records for patients evaluated by an ED Physician Assistant (PA) will include only
documentation by the PA which will be authenticated/signed by both the PA and ED
supervising physician.

36:31. Ali clinical entries in the patient's medical record shall be accurately dated and authenticated.
3432, Discharge/Depart Process

a. Electronic orders for discharge and follow-up care (including: activity, diet, equipment,
follow-up, and medications) will be entered into the Depart Process application.
b. Written orders for discharge and follow-up care (including: activity, diet, equipment, and

follow-up) will be recorded on the Physician Order sheet.
i Nursing will enter into the Depart Process application
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ii. Medication orders must be entered by the physician for Discharge Medication
Reconciliation process (see section D.11.¢.2)

32:33. A Discharge Summary shall be dictated at all deaths regardiess of length-of-stay, and in addition
on all patients hospitalized over forty-eight (48) hours, except for normal obstetrical deliveries,
and normal newborn infants. A discharge summary must contain:

*poooD

@

Discharge Diagnosis
Reason for hospitalization
Significant findings
Procedures performed and treatment given
Condition on discharge
Instructions given to the patient or patient representative
i Follow-up instructions
il Diet instructions
Discharge medications
A written or dictated discharge note is acceptable for patient with a length-of-stay less
than forty-eight (48) hours, normal obstetrical deliveries, and normal newborn infants.
i Requirements of the Note include:
1) Discharge Diagnosis
2) Follow-up instructions
3) Diet Instructions
4) Discharge Medications
Physicians having a Discharge Summary that requires dictation will be notified via the
Message Center in Cerner. All physicians will be required to complete all pending
dictations and/or signature within 14 days of discharge.

33-34._Physicians will be notified of outstanding charts requiring signature via their Message Center as
well as via letter and call to their office.

a.

Physicians will be suspended per Medical Staff Policy #8710-519 for Delinquent Medical
Records and Medical Staff Bylaws Section 6.4-4(a).

34-35. Late Entry

a.

Documentation shall be recorded timely within the patient's medical record. When this is
not possible a late entry will be made with the following required elements documented:

i The date and time of the observation

ii. A note clearly identifying the documentation as “Late Entry”

It is not permitted to have entries “backdated” or “predated”.

The chart shall be completed within fourteen (14) days of discharge; it is expected no Late
Entries will appear after this time period.
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TRI-CITY HEALTHCARE DISTRICT
BOARD OF DIRECTORS POLICY

BOARD POLICY #15-027

POLICY TITLE: Prohibition on Political Activities, Solicitation, Distribution of

Literature and Goods on District Properties

A. PURPOSE

1.

To avoid disruption of healthcare operations or disturbance of patients, and to
maintain appropriate order and discipline, any solicitations or distribution of
literature or goods on Tri-City Healthcare District (TCHD) managed properties
shall be subject to this policy. In addition, this policy prohibits political activities
on premises owned or controlled by TCHD.

B. DEFINITIONS

1.

Working areas are all areas on TCHD property except cafeteria(s), employee
lounges, physicians’ lounge, medical staff office and other areas reserved for the
exclusive use of the medical staff. Working areas include TCHD lobbies and
parking areas.

Working time includes the shift of both the employee doing the soliciting or
distributing and the employee to whom the soliciting or distributing is directed.
This does not include rest periods or meal times.

C. POLICY

1.

Any solicitation or distribution of literature or goods within TCHD-managed
properties shall be limited to non-working areas, except scheduled uses of
assembly rooms, classrooms and conference rooms per Board Policy #14-043,
and activities approved by the Chief Nurse Executive which are likewise and-shall
be limited to those public agencies, nonprofit organizations, associations and
other groups which further the health care needs of the public within the District,
and those directly related to programs and operations which are supported,
sponsored by, or affiliated with the District.

No person, including any officer or employee of TCHD shall engage in political
activity during working hours on TCHD managed properties, including the
solicitation of contributions regarding candidates or ballot measures, per
Government Code sections 3205, 3507 and 3209.

Any and all solicitations and/or distribution of literature or goods among TCHD
staff, patients, Medical Staff or the public on TCHD Property and facilities are
subject to the following rules:



a. Solicitation or Distribution by non-employees: Persons and organizations
not employed by TCHD may not solicit or distribute literature or offer
goods on TCHD property, at any time, without prior written approval of
the Human Resources Department for purposes consistent with this policy,
provided that members of the Medical Staff may distribute literature in
non-working areas reserved for their exclusive use.

b. Solicitation by TCHD Employees or Medical Staff or Allied Health
Professionals: TCHD employees and members of the Medical Staff and
Allied Health Professionals may not solicit at any time, for any purpose, in
any working areas that may affect patient care (e.g. patient rooms,
operating rooms, treatment rooms, corridors in patient treatment areas,
family meeting rooms, and consultation rooms).

c. No Solicitations: Solicitation or distribution in any way connected with
the sale of any goods (other than directly related to medical care to be
provided) is strictly prohibited at any time among TCHD staff, patients, or
visitors, in any working areas.

d. TCHD Employees may not distribute literature during working time for
any purpose. Employees, members of the Medical Staff and Allied Health
Professionals may not distribute literature, at any time, for any purpose in
TCHD working areas.

e. Notice of Intent to Solicit or Distribute Literature: TCHD requires that
prior to soliciting or distributing literature for any purpose an employee
who intends to engage in solicitation and or distribution of literature must
identify him or herself and notify the Human Resources Department of his
or her intent before engaging in such activity.

f. Educational flyers and class materials will be reviewed and approved for
posting by the Director of Education and Clinical Informatics.

g Posting on TCHD Bulletin Boards: TCHD maintains bulletin boards
located throughout its facilities for communicating with its employees.

1. Postings on these boards are limited to TCHD-related material
including statutory and legal notices, safety and disciplinary rules
and procedures, and other TCHD items. No postings shall be
permitted for any other purpose.

il. All postings require the approval of the Human Resources
Department.

Except as authorized by Government Code section 3507, nothing in this policy

shall be construed to limit the provisions of any TCHD collective bargaining
agreement or labor relations policy, including provisions regulating access of
employee organization officers and representatives to work locations or the use of
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designated bulletin boards for communications related to the scope of
representation.

Approval of Exceptions. The Chief Nursing Executive may approve written requests
submitted by employees and groups supported, sponsored by or affiliated with the
District for permission to conduct activities within the scope of paragraph C.1, above,
such as bake sales. handicraft fairs and similar charitable or non-commercial scale
activities, limited in time and location which are otherwise consistent with this policy and
the terms and conditions applicable to the use of Assembly Rooms, Classrooms and
Conference Rooms per Board Policy #14-043.

Reviewed by the Gov/Leg Committee: 9/1/15
Approved by the Board of Directors: 9/24/2015
Reviewed by the Gov/Leg Committee: 11/1/2015
Approved by the Board of Directors:
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TRI-CITY HEALTHCARE DISTRICT
BOARD OF DIRECTORS POLICY

BOARD POLICY # 15-045

POLICY TITLE: Philanthropic Naming Policy

On occasion, Tri-City Healthcare District (District), working with the Tri-City Hospital
Foundation (Foundation) seeks to recognize the philanthropic contributions of individuals or
organizations by the naming of buildings, portions of buildings, rooms, fixed furniture, units,
service lines, medical equipment, and other services or facilities, collectively referred to
hereafter as "Property."”

Philanthropic contributions shall mean a contribution to the District from a third party (“Donor”)
for which there is no reciprocal commercial and/or marketing benefit expected or required from
the District. This policy establishes a uniform and consistent procedure to ‘gain District approval
and to record these namings for all District Property, on and off campus. When the District is
involved in a capital campaign, the District Board of Directors (“Board”), with input from the
Foundation, may create donation levels for Property. Board approval is required before the
naming of any District Property either as authority is delegated under this policy or by specific
Board action.

I. INTENT

A. The primary intent of the Property naming process is to allow the District to
recognize the importance of a Donor’s contribution to the District.

B. As a general rule, a building name holds more importance or represents greater
District recognition than the naming of a portion of the building, such as a unit,
floor, wing, service line, or a single room.

IL. POLICIES
A. Selection of Names for New Buildings

1. As a general rule, a Donor must contribute a substantial share of the cost
of construction of a building to be granted naming rights. Exceptions to
this Policy are allowed only when specifically approved by the Board.
Naming rights shall be reflected in a deed of gift or other written
instrument reflecting any gift conditions accepted or imposed by the
District.  Gifts of real property require approval of a certificate of
acceptance by the Board prior to recordation. In the absence of a written
instrument, a naming gift shall be considered to be unrestricted.
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B. Namings Other Than Buildings

1. From time to time portions of buildings, rooms, fixed furniture, units,
service lines, medical equipment, and other Property, may be named in
honor of a Donor who has contributed significantly to a project or goal of
the District. Space on the District campus is a District resource and may
be reallocated from time to time to best meet the needs of the District.
The naming deed of gift or other instrument should be worded to allow the
reallocation of movable Property as appropriate. All naming rights shall
include a specific term, which shall not be longer than the useful life of the
Property as determined by the District. In the absence of a written
instrument, a naming gift shall be considered to be unrestricted.

C. Modification, Renovation, or Relocation of Property and Names

1. As modifications are made to Property over time, situations may occur
where it is in the best interest of the District to relocate, modify, or
reallocate named District Property. In the event modifications to named
Property are required or recommended, the Foundation and District will be
involved in early planning. This is to insure that the original purposes of
the naming and the Donor's wishes, as may be reflected in the deed of gift
or other instrument, are preserved as appropriate. These occurrences
underscore the importance of obtaining District recognition of all naming.
Any such modification or reallocation will be reviewed by the Chief
Development Officer and the District CEO with respect to the conditions,
if, any, to the original naming.

D. Sign Design Guidelines

1. All interior and exterior signage on campus will be representative and
complementary when viewed with existing signage.

2. All District Property signage will follow the campus guidelines and design
intent.

E. Plaques Commemorating Namings
1. The text of all plaques will be submitted to the Chief Development Officer
for review and approval in consultation with the District CEO. Plaques on
rocks, posts or trees are not permitted.

F. Ownership of Gifted or Purchased Items

1. All named Property shall be property of the District

DOCS 116569-000004/2366595.2
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III. AUTHORITY

A. All recommendations and requests for approval of building naming items will be
presented to the Board or CEO for approval. District CEO, in consultation with
the Chief Development Officer, may accept gifts in conjunction with approval of
naming of other Property.

B. Review and Approval of Naming

1. The Chief Development Officer will review and advise District
administration and the Board of any concerns raised by any proposed
naming. No employee or agent may commit the District to acceptance of
any naming gift prior to formal acceptance by the Board or District CEO,
as appropriate. Requests for naming of specific Property must be
submitted as outlined in this document for review and approval by the
Board or District CEO. The Board or District CEO, as appropriate, may
refuse any gift, including any in kind donation, if it is deemed to not be in
the best interests of the District or inconsistent with this policy.

C. Equipment and Other Property Naming

1. The District CEO may approve, after the review of the Chief Development
Officer, the naming of equipment and other Property, excluding buildings,
in accordance with this policy without prior submission to the Board.

D. Duration of Naming

1. If during the useful life of a building, the building is transferred or
conveyed from the District, closed, deconstructed, destroyed or severely
damaged, significantly renovated, upgraded, or modified; relocated, or
replaced, then the naming rights will terminate. In such event, however,
the Donor, if available, and in consultation with and as mutually agreed by
the Board, will have the right of first refusal on an equivalent or
replacement building for an additional agreed upon donation amount.

2. In the event that a Donor is no longer living or unwilling/unable to
participate in naming of the equivalent or replacement building, the
Donor’s legacy (prior) naming will be recognized in a prominent location
in the form of a plaque or other suitable display method that honors the
Donor and his/her donation.

3. Other Property naming will end upon the disposal, termination, or end of
useful life of said named Property.

IV. OTHER NAMING RIGHTS

A. The District Board may add to or adopt additional naming rights policies for
corporate sponsorships and service honors.

-3-
DOCS 116569-000004/2366595.2
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Reviewed by the Gov/Leg Commiittee:
Approved by the Board of Directors:
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@‘9 Tri-City Medical Center’

AUDIT, COMPLIANCE AND ETHICS COMMITTEE

November 19, 2015

AJVArNcCeE

Administrative Policies & Procedures

1.

Employee Response to Government

3 year review,

Investigation 8610-502 revised Pulled for further review
2. Facility Directory & Visiting Guidelines 3 year review, Forward to BOD for approval
8610-527 . . -
for Clergy revised with revisions
St Compllar]ce Program Generally, 8610-532 Revised Forward tp BO[_) for approval
Introduction with revisions
4. Hiring and Employment; Screening .
Prospective Employees/Covered 8610-538 e y?':‘rlirse:(;ew, Forwardwtitt)hBr(e)\Ei)sgg;:pproval
Contractors
5. Hiring and Employment; Duty to Report .
Suspected Misconduct/Potential 8610-544 . yiz:'lirse:éew, Forward to BOD for approval
Compliance Irregularity
6. Education & Training — Introduction & 3 year review, .
General Policies 8610-545 revised Pulled for further review
7. Education & Training — General Annual 3 year review, Forward to BOD for approval
) o 8610-547 . . -
Compliance Training Program revised with revisions
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(@) Tri-City Health Care District
Oceanside, California

Administrative Policy Manual

ISSUE DATE: 4/03 SUBJECT: Facility Directory & Visiting
Guidelines for Clergy

REVISION DATE: 1/06; 01/09; 03/11 POLICY NUMBER: 8610-527

Administrative Policies & Procedures Committee Approval: 02/1410/15

Executive-Council-Approval: 244

Audit, Compliance and Ethics Committee Approval Date(s): 11/15

Professional Aifalrs-Commites-Lppraval: ek

Board of Directors Approval: 03/11

A. PURPOSE:

1. To establish policy for the Use and dDisclosureirg of Protected Health Information (PHI) to the
clergy and to define guidelines for visiting clergy.

B. DEFINITIONS:
1. Disclosure: the release, transfer, provision of access to, or divulging in any other manner
of information outside the entity holding the information.
2. Protected Health Information (PHI): individually identifiable health information
transmitted or maintained in paper or electronic form that is created or received by Tri-
City Healthcare District (TCHD) AND
a. Relates to the past, present, or future physical or mental health or condition of an
individual; OR

b. Relates to the provision of health care to an individual; OR

C. Relates to the past, present, or future payment, AND

d. Identifies the individual OR with respect to which there is a reasonable basis to
believe the information can be used to identify the individual.

3. Research: a systematic investigation including research development, testing and
evaluation designed to develop or contribute to generalizable knowledge.

4, Use: the sharing, application, utilization, examination or analysis of PHI within TCHD.

C. POLICY:

1. TCHD may Use and Disclose patient directory information to clergy where patients have
been informed of such Use and Disclosure and have not objected or restricted such Use
and Disclosure.

D. PROCEDURES:

1. Disclosure of PHI

a. In accordance with Health Insurance Portability and Accountabilitying Act (HIPAA),
clergy, including Eucharistic Ministers, will-may have access to a subset of PHI for all
patients who have not opted out of the facility directory for purposes of hospital visits..

b. Clergy will be able to checkout from the Admitting! EDRegistration (Sat/Sun) and the
Information Desk (Monday thru Friday) infermation-Desk-a list of patients (who have
not objected or restricted Disclosure to clergy) from the facility directory only for their
specific religious affiliation if they have a badge. A Tri-City-Healthcare DistrictTCHD
badge will be required for all clergy requesting a list of patients.

c. The facility directory may include the following limited information:

i. The patient’s name
ii. Location in the hospital

16¢



Administrative Policy Manual

Facility Directory & Visiting Guidelines for Clergy
Page 2 of 3

E.

F.

ii. General health conditions (that does not communicate specific medical
information about the patient) and
iv. Religious affiliation

d. Registrars in the Admitting/Registration department Auxiliary-atthe-lnformation-Desk
will print, on request, the list of patients for the clergyperson’s religious affiliation for the
Information Desk.

d-e. ED Registration will generate the listing on weekends at 7am which will be
available to be checked out.-

f. When the clergy person is finished with the list, they must return it to the Information
Desk (Mon thru Fri) and ED Registration (Sat/Sun) where it will be logged in.

e-. The patient listing Admitting/Registration-department Information-Deskto will
be legged-as-returned-and disposed of in the confidential bin. In no cases is the
list to leave TCHD premisesthe-medical-center.

fg. The Director of the Chaplains or his/her designee will have access to all patients in the
facility directory.

g-h.  The Director of the Chaplains will review the daily logs for confirmation that all have
been received and will follow-up on any non-compliance with TCMC procedures.
keep-all Clergy Logs will be maintained for a period of one week-year.

2. Guidelines for visiting clergy

a. Community clergy and religious lay visitors are guided by the same policy as all visitors.

b. It is expected that both clergy and lay visitors confine their visits in their official capacity to
the members of their own congregation or group.

C. The Hospital assists patients to observe the rites and practices of their religious groups

in order to receive spiritual support and enhance their basic well-being.

i. Rites and sacraments, such as baptism, communion, confession and the
sacrament of the sick, should be given only at the patient's or the family's
expressed wish, and should be administered by the patient's clergy in accordance
with the patient's denomination or affiliation.

ii. Staff in their various departments cooperate with patients who wish to participate
in religious rites and observances, with the exception of anything in the attending
physician's or nurse's view, would be detrimental to the patient.

ii. Patients and those who administer such rites and sacraments are expected to

cooperate with staff by coordinating their ministry with the other demands of the
patient's treatment.

FORM REFERENCED WHICH CAN BE LOCATED ON THE INTRANET:
1. Clergy Log

REFERENCES:
1. Federal-Register42 CFR section 164.510 (a) (1)
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Date:

Tri-City Medical Center

Clergy Log
Name of Clergy Religious Time list | Time list
Affiliation logged | returned
out
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@ri-City Health Care District
Oceanside, California

Administrative Policy Manual

Compliance
ISSUE DATE: 512 SUBJECT: Compliance Program Overview
REVISION DATE: 12/12 POLICY NUMBER: 8750-532
Department Approval: 3/4810/15
Administrative Policies and Procedure Committee Approval: 10/15
Audit, Compliance and Ethics Committee Approval: 4/4511/15
Board of Directors Approval: 4/15
A. PURPOSE:

1.

ieyTo provides an overview of Tri-City Healthcare District’'s (TCHD) Healthcare Compliance
Program (Compliance Program) and the scope and objectives of the Compliance Program. As set
forth below, the Compliance Program is comprised of TCHD'’s Code of Conduct, General Compliance
Policies (“General Policies”), and Specific Compliance Policies (Specific Policies). The General and
Specific Policies are referred to collectively as the “Policies”).

B.  INTRODUCTION:;

TCHD owns and operates Tri-City Medical Center, a licensed 397-bed, general acute care hospital
organized under the California Health & Safety Code § 32000, et. seq., which is governed by a publicly
elected Board of Directors (the “Board”), that represents the residents of Carlsbad, Oceanside and
Vista. As set forth in the Code of Conduct, TCHD’s mission is to advance the health and wellness of
those TCHD serves. An integral component of this mission is TCHD’s unequivocal commitment to
operating in compliance with applicable federal and state laws and regulations and to demonstrate
good corporate citizenship. Both to reflect and achieve this commitment, TCHD has developed and
implemented a formal Compliance Program, as described in this Policy.

C.  POLICIES:

TCHD’s Compliance Program supplements laws, regulations and other governmental rules. As a
general matter, laws, regulations, and other governmental rules control the standards set forth in the
Compliance Program unless the Compliance Program imposes stricter requirements than these
authorities.

TCHD’s Code of Conduct provides ethical and compliance guidance on a broad range of conduct.
TCHD’s Compliance Policies provide more detailed guidance regarding ethical and appropriate
conduct, and are intended to be consistent with the general principles established in the Code of
Conduct.

D.  SCOPE

Unless otherwise limited, the Compliance Program applies to:

a. All members of the TCHD’s Board of Directors and members of TCHD’s committees:;

b. All employees, including officers and managers; and

C. All members of TCHD'’s Medical Staff and TCHD's allied health professionals, and their
respective agents, including independent contractors who or which provide health care or
related services in any of TCHD’s facilities, including facilities that are owned and/or operated
through joint ventures or under arrangements, for such time periods in which they furnish
patient care or other related services at TCHD and/or with respect to the delivery of patient
care or related services to TCHD or any of its patients;

All vendors;

e. All volunteers

o
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Policy Title
Page 2 of 3
E. OBJECTIVES:

1. The primary objective of TCHD’s Compliance Program is to promote ethical and lawful conduct
and to ensure compliance with both the letter and the spirit of applicable healthcare laws and
regulations. TCHD’s Compliance Program is modeled after the voluntary “Compliance Program
Guidance for Hospitals,” initially published by the U.S. Department of Health and Human Services
(HHS), Office of Inspector General (OIG) in February 1998, and supplemented in the “OIG
Supplemental Compliance Program Guidance for Hospitals” published in January 2005.

2. TCHD’s Compliance Program includes the seven elements identified by the OIG as fundamental
to an effective compliance program:

a. Implement written policies and standards of conduct;

b. Designate a Compliance Officer and establish an Internal Compliance Committee;

C. Conduct effective training and education regarding policies, procedures and practices;

d. Develop effective lines of communication regarding compliance concerns;

e. Enforce policies and standards through well-publicized disciplinary guidelines;

f. Conduct internal monitoring and audits; and

g. Respond promptly to detected compliance irregularities and implementing
appropriate corrective action.

3. A second, but equally important, objective is to ensure maintenance and enforcement of high
standards of individual and organizational ethical and legal business practices throughout TCHD.
This facilitates TCHD’s ability to carry out its health care mission in a manner consistent with its
values, principles and mission.

F. :

1. CODE OF CONDUCT: TCHD has adopted a written Code of Conduct to govern TCHD’s
interactions including patients, their families, and providers of care, vendors, federal, state and
local regulators, payors and the public in general. The Code of Conduct is a critical part of and is
incorporated by reference into the Compliance Program.

2. POLICIES:

a. TCHD has General and Specific Compliance Program policies. General policies address
the fundamental requirements of an effective Compliance Program. Specific poficies
provide more detailed guidance on compliance with applicable federal and state laws and
regulations.

b. General policies include the following:

i. Compliance Program Overview;

i Compliance Officer;

ii. Hiring and Employment;

iv. Education and Training;

V. Monitoring Compliance/Auditing and Reporting;

Vi. Communicating and Reporting Compliance Concerns;

vii. Responding to Compliance Issues; and

viii. Development, Revision and Approval of Standards of Conduct and Policies.
c. Specific policies include, but are not limited to the following:

i. Physician Arrangements;

i Conflicts of Interest;

iii. Document Retention; and

iv. Gifts and Other Non-Monetary Compensation.

3. RESOLUTION OF CONFLICTS:

a. Some of the policies that make up TCHD’s Compliance Program summarize various

government laws, regulations and guidelines. Such policies should not be read or used
as substitutes for the actual laws or regulations to which they relate. In other words,
TCHD's policies may supplement, and clarify, applicable laws and regulations.

b. In the event of an inconsistency between any policy in the Compliance Program and
applicable laws or regulations, you are to (1) follow the applicable law or regulation unless



Administrative Policy Manual — District Operations
Policy Title

Page 3 of 3
TCHD's policy imposes stricter requirements and (2) report the inconsistency to the

Compliance Officer.
If you are unsure as to the appropriate standard, do not guess. Ask a supervisor or the

Compliance Officer.

G. REFERENCES:

1. Compliance Program Guidance for Hospitals, published by U.S. Department of Health
and Human Services, Office of Inspector General, February 1998.

2. Office of Inspector General Supplemental Compliance Program Guidance for Hospitals,
January 2005.
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‘&) Tri-City Medical Center

Oceanside, California

Administrative Policy Manual

Compliance

ISSUE DATE: 05/12 SUBJECT: Hiring and Employment; Screening
for Eligibility of Prospective
Employees/Covered Contractors

REVISION DATE(S): POLICY NUMBER: 8750-538

Department Approval Date(s): 10/15

| Administrative Policies and Procedures Approval Date(s): 10/15
Audit, Compliance and Ethics Committee Approval Date(s): 11/15
Board of Directors Approval Date(s): 05/12

A. PURPOSE:
| 1. FhisPelieyTo provides a statement of Tri-City Healthcare District's (TCHD) policy regarding
screening prospective employees and Covered Contractors.

B. SCREENING PROSPECTIVE EMPLOYEES/COVERED CONTRACTORS:
1. Before hiring an individual as an employee or engaging a Covered Contractor (as defined in

8750-537):

a. TCHD shall conduct a reference check of the individual/Covered Contractor.

b. TCHD shall conduct a criminal background check of the individual/Covered Contractor.

C. TCHD shall determine whether (1) the individual’'s/Covered Contractor’s duties and
obligations require a professional license, registration, or certification and if so, (2)
whether such license, registration or certification is current and (3) whether any Adverse
Action has been taken.

d. TCHD shall verify the education or other credentials of the individual/Covered Contractor,
as appropriate.
e. TCHD shall screen the individual/Covered Contractor against the:
| i. Office of Inspector General List of Excluded Individual/Entities (OIG LEIE),
and
i. United States General Services Administration Excluded Parties List System
(GSA ERPLSSAM)
f. TCHD shall require the individual/Covered Contractor to certify in writing that the

individual/Covered Contractor:

i. Has not been charged with or convicted of committing any criminal offense;

ii. Does not have any charges pending for violating any criminal law;

iii. Is not and has not been, at any time, debarred, excluded or otherwise been
deemed ineligible for participation in Federal health care programs;

iv. Has not received notice of debarment or exclusion or notice of an intention to
debar or exclude;

V. Is not the subject of or otherwise part of any ongoing federal or state investigation;

vi. Possesses a current professional license, registration, or certification, as

applicable, and is in good standing with, and has had no Adverse Action (as
defined in Administrative Policy 8750-537, Hiring and Employment
Definitions) taken by, any and all authorities granting such license, registration or
certification as applicable; and

vii. Has earned the degrees or other academic credentials, as represented to TCHD.
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2. In the event that the individual/Covered Contractor cannot provide the certification set forth in
Section H-EB.1 above, the individual/Covered Contractor shall provide complete and accurate
information with respect to the matters at issue.
C. HIRING:
1. TCHD shall not hire an individual, or engage Covered Contractor if it knows that the
employee/Covered Contractor:
a. Has been convicted of, or charged with a criminal offense that has a bearing on the: (a)

i. trustworthiness of the individual/Covered Contractor, or
ii. ability of the individual/Covered Contractor to perform relevant job
responsibilities.

b. Examples of criminal offenses that may meet this standard include, but are not limited to,

homicide, kidnapping, false imprisonment, indecency, sexual assault, aggravated assault,

child endangerment, aiding suicide, arson, robbery, fraud, and forgery.

Has been convicted of committing a health care fraud-related criminal offense.

Is currently debarred, excluded or otherwise ineligible for participation in Federal health

care programs.

e. Does not have a current professional license, registration or certification as applicable,
and/or is not in good standing with, and/or has had Adverse Action taken by, the relevant
state authorities that grant such license, registration or certification.

f. Has not earned the degrees or other academic credentials relevant to the position.

oo

D.  DOCUMENTATION:

1. TCHD shall document compliance with 8750-538. For employees, such documentation shall be
maintained in the employee’s personnel file consistent with TCHD’s document retention practices.
For Covered Contractors, such documentation shall be maintained in the relevant Covered
Contractor file consistent with TCHD’s document retention practices.

E. REFERENCES:
1. Administrative Policy 8750-537, Hiring and Employment: Definitions

2. Administrative Policy 8610-478, Authorization to Hire New Employees and Engage
Consultants
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Compliance

ISSUE DATE:

05/12 SUBJECT: Hiring and Employment; Duty to
Report Suspected
Misconduct/Potential Compliance
Irregularity

REVISION DATE(S): 12/12 POLICY NUMBER: 8750-544

Department Approval Date(s): 10/15
Administrative Policies and Procedures Approval Date(s): 10/15
Audit, Compliance and Ethics Committee Approval Date(s): 11/15
Board of Directors Approval Date(s): 12/12

A.  BURPOSE

1.

1.

TFhis-pelicyTo provides{4H)- a statement of the District’s policy regarding the duty to report
suspected misconduct or potential compliance irregularities.

Each District employee is required, as a condition of employment, to report suspected
misconduct, including, but not limited to, any practice that the employee believes violates or
may violate the District's Compliance Program or applicable laws, regulations, or other
governmental rules.

The procedures for reporting suspected misconduct or potential compliance irregularities are
set forth in Administrative Policy 8750-556, Communicating and Reporting Compliance
Concerns; Reporting of Suspected Misconduct/Potential Irregularities and
Administrative Policy 8750-557, Communicating and Reporting Compliance Concerns;
Confidential Reporting Line (Values Line). Note that suspected misconduct may be
reported (free of charge) any day, any time, through the District's Confidential Reporting Line
(Values Line) at 1-800-273-8452, or online at www.tricitymed.alertline.com. Note further that
the District is committed to ensuring that there will be no retaliation or retribution against any
employee for performing his or her duty to report pursuant to 8750-544 in good faith.

The procedures for responding to such reports are set forth in 8750-558 through 8750-561.

The procedures for determining the appropriate corrective action and/or discipline for employees

who violate applicable laws, regulations, other governmental rules, or the District's Compliance
Program or supervisors who fail to detect or report suchsuek violations, are set forth in 8750-
562.

The documentation requirements for misconduct reports are set forth in 8750-556.

D. REFERENCES:

1.

2.

3.

Administrative Policy 8750-556, Communicating and Reporting Compliance Concerns;
Reporting of Suspected Misconduct/Potential Irregularities

Administrative Policy 8750-557, Communicating and Reporting Compliance Concerns;
Confidential Reporting Line (Values Line)

Administrative Policy 8750-558, Responding to Compliance Issues; Introduction; General

Policies

Administrative Policy 8750-559, Responding to Compliance Issues; Introduction; Reports
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of Suspected Misconduct; Confidentiality

5. Administrative Policy 8750-560, Responding to Compliance Issues; Reports of Suspected
Misconduct; Non-Retaliation

6. Administrative Policy 8750-561, Responding to Compliance Issues; Reports of Suspected
Misconduct; Investigation

7. Administrative Policy 8750-562, Responding to Compliance Issues; Remedial Action
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Administrative Policy Manual

Compliance

ISSUE DATE: 05/12 SUBJECT: Education and Training; General
Annual Compliance Training
Program

REVISION DATE(S): POLICY NUMBER: 8750-547

Department Approval Date(s): 10/15

Administrative Policies and Procedures Approval Date(s): 10/15

Audit, Compliance and Ethics Committee Approval Date(s): 11/15

Board of Directors Approval Date(s): 05/12

A. PURPOSE:
1. Policy-8750-647provides{H- To provide a statement of the-District’sTri-City Healthcare
District’s (TCHD) policies regarding the general annual education and training program for all
employees, Covered Contractors and Directors (“General Compliance Training Program”).

B. SCHEDULE:
1. TFhe-DistrictTCHD shall provide a General Compliance Training Program to all employees and
Members of the Board of Directors annually.
2. New employees and Covered Contractors shall be trained pursuant to the General Compliance
Training Program within 30 days of their date of hire or contract.

C. PARTICIPATION:
1. All Members of the Board of Directors, employees, and Covered Contractors shall participate in
the Districts-TCHD’s General Compliance Training Program. For employees, such participation
shall be a condition of employment.

2. Participation shall be documented, and, for employees, will be a critical employee performance
evaluation factor.
3. Failure to participate will be considered a violation of the Compliance Program and will result in

corrective and/or disciplinary action, as appropriate. The procedures for imposing corrective
and/or disciplinary action are set forth in 8750-562 — Responding to Compliance Issues;
Remedial Action.

4, The Chief Compliance Officer shall determine whether any Covered Contractor does not have to
participate in the General Compliance Training Program

D. DELIVERY:
1. The General Compliance Training Program may be presented in any manner the Chief
Compliance Officer determines to be effective. This may include, for example, in-person training,
video conference training, computerized training or telephone conference training.

E. CONTENT DEVELOPMENT, IMPLEMENTATION AND REVIEW:

1. The Chief Compliance Officer, with the assistance of the Organizational Compliance Committee
and/or legal counsel (as necessary), shall be responsible for developing, implementing, regularly
reviewing (at least annuaily), and updating the General Compliance Training Program. The
General Compliance Training Program shall cover at least the following topics.

a. An overview of the-DistrictsTCHD’s Compliance Program (with a focus on any
modifications or additions since the previous General Compliance Training Program).




Administrative Policy Manual - Compliance
Education and Training; General Annual Compliance Training Program

Page 2 of 2

b.

C.

—_—

LTOI3 X

The-DistristsTCHD’s strong and continuing commitment to compliance with all applicable
laws and regulations (with a focus on new legal regulatory developments).

A discussion of the then current Compliance Program Code of Conduct and Policies, the
requirement that they be followed, and the consequences if they are not.

The importance of asking questions and seeking the guidance of the Chief Compliance
Officer when in doubt about the propriety of a particular practice.

The duty to report any suspected misconduct or practice or activity by a District TCHD
director, employee, or Covered Contractor that the employee believes violates or may
violate any laws, regulations, or the-BistrictsTCHD’s Compliance Program Code of
Conduct or Policies.

The methods that can be used to communicate reports of any suspected misconduct or
practice that the employee believes violates or may violate any laws, regulations, or
Compliance Program Code of Conduct or Policies.

Fhe-DistrictsTCHD’s policy of striving to protect the identity of employees who report a
practice that the employee believes violates or may violate any laws, regulations, or
Compliance Program Code of Conduct or Policies, as set forth in 8750-559 -
Responding to Compliance Issues — Introduction Reports of Suspected
Misconduct; Confidentiality.

The-DistrictsTCHD’s policy of non-retaliation and non-retribution with respect to an
employee who, in good faith, reports a practice that the employee believes violates or may
violate any laws, regulations, or Compliance Program Code of Conduct or Policies (where
the employee was not involved in the practice at issue), as set forth in 8750-560 —
Responding to Compliance Issues; Introduction; Reports of Suspected Misconduct;
Non-Retaliation.

An overview of government and private payer reimbursement.

General prohibitions on paying or accepting kickbacks, gifts, or other things of value in
exchange for referrals.

The referral and billing prohibitions of the Stark Law.

The duty to return and report overpayments.

Proper documentation and the integrity of medical records.

Proper authorization to provide inpatient services.

Patient rights and education.

Medicare conditions of participation.

Deficit Reduction Act of 2005 and/or State Federal False Claims Act.

F. DOCUMENTATION:

Fhe-DistrietTCHD shall maintain, consistent with its document retention policies the following in
the Compliance Program files:

1.

a.

b.

All materials used in connection with the General Compliance Training Program (e.g.,
handouts, presentation outlines and videotapes); and

Sign-in sheets, attendance charts and/or any other documents used to reflect and confirm
participation in the General Compliance Training Program.

G. REFERENCES:

Administrative Policy 8750-559 - Responding to Compliance Issues — Introduction Reports
of Suspected Misconduct; Confidentiality

Administrative Policy 8750-560 - Responding to Compliance Issues; Introduction; Reports
of Suspected Misconduct; Non-Retaliation

Administrative Policy 8750-562 - Responding to Compliance Issues; Remedial Action.
Deficit Reduction Act of 2005; State Federal False Claims Act

1.

2.

3.

18(
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TCHD COMPLIANCE DEPARTMENT

TRI-CITY HEALTHCARE DISTRICT

Organizational Compliance Committee Charter

Purpose and Role

The Organizational Compliance Committee (the “Committee”) provides oversight and guidance to the
Tri-City Healthcare District and assists the Chief Compliance Officer in the implementation and operation
of the Compliance Program. The Committee shall serve as a working sub-committee of the Tri-City
Healthcare District (“TCHD”) Executive Compliance Committee (the “ECC”). In its role, the Committee
shall, with the Chief Compliance Officer,

e take actions necessary to facilitate the development, implementation, and operation of an
effective compliance program, consistent with TCHD standards, and federal, state, and local
regulations;

e implement standards and processes at the direction of the ECC to further operations of a
consistent Compliance Program throughout TCHD;

e promote an organizational culture within TCHD that encourages law abiding and ethical
conduct; and

e provide feedback to the ECC about the operation of the Compliance Program.

Membership

Membership on the Committee shall be appointed from time to time by the Chief Compliance Officer
and shall include at a minimum the following individuals:

e Chief Compliance Officer (Chair)

e Sr. Director, Revenue / Integrity

o Sr. Director, Clinical Risk Management, Patient Safety & QIPI
e Sr. Human Resources Workforce Specialist

e Privacy Officer

e Physician Leader

e Director, Education & Clinical Informatics & Staffing

e Director, Medical Records

e Legal Counsel

e Sr. Director, Clinica! Efficiency & Alternative Care

e Sr.VPofIT

e Sr. Director, Ancillary Services

e Director of Supply Chain Management

e Patient Safety Officer

e Director, Regulatory Compliance, Clinical Quality & Infection Control
e Director, Home Health

e Ad hoc Guests

Committee Members are appointed to bring representative perspectives to the Compliance Program
planning processes and also to facilitate implementation and communication within their respective
areas of responsibility. All Members of the Committee are voting Members for the

purpose of any actions taken by the Committee. The Chief Compliance Officer shall serve

4002 Vista Way, Oceanside, CA 92056 > (760) 724-8411
{20150922 v. 1.3]
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Organizational Compliance Committee Charter
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as chair of the Committee, and shall be responsible for establishing agendas for committee meetings.
Meetings

The Committee shall meet four times per year, or more frequently at the request of the Chief
Compliance Officer. Discussions and actions taken by the Committee shall be reflected in recorded
minutes which shall be maintained by the Chief Compliance Officer and reported to the ECC.
Attendance by Members and staff of the Committee shall be recorded in the minutes. The presence of

sixty percent (60%) of the Committee Members shall constitute a quorum for purposes of taking action.
Membership of the Committee shall not be substituted.

Responsibilities

e Supports a culture of compliance throughout the organization

e Promotes an environment that encourages reporting of compliance concerns and does not
tolerate retaliatory behavior

e Provides advice and guidance to the Chief Compliance Officer on the implementation and
operation of the Compliance Program

e Evaluates compliance processes to assure that they are properly designed and implemented to
facilitate effective integration with existing operations

e Oversees completion of the annual TCHD Compliance Program Plan, monitors progress, and
provides support as needed to facilitate completion of activities outlined on the workplan

e Allocates resources, when necessary, to mitigate activities determined to be a high compliance
risk

e Participates in compliance risk assessment activities and provides input into prioritization of
issues identified

e Reviews training program content and completion statistics

* Receives and reviews resuits of compliance auditing and monitoring activities

e Receives and reviews a summary report of confidential reporting mechanism activities
throughout the organization

e Assists the Chief Compliance Officer in assuring that necessary procedures are in place to
facilitate adherence to legal and regulatory requirements as outlined in new and revised
compliance policies and procedures

e Reviews reports of the overall effectiveness of the Compliance Program and makes
recommendations to the ECC for improvements to the Compliance Program

e Advises the ECC on new and emerging compliance risks

e Ensures that Members maintain accountability for compliance activities within their areas of
responsibility, and support the Chief Compliance Officer in the implementation and operation of
the compliance program

e Incorporate systems and processes to promote effective clinical compliance

(20150922 v. 1.3}



TRI-CITY HEALTHCARE DISTRICT
MINUTES FOR A REGULAR MEETING
OF THE BOARD OF DIRECTORS

October 29, 2015 - 1:30 o’clock p.m.
Classroom 6 —~ 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 October 29, 2015.

The following Directors constituting a quorum of the Board of Directors were present:

Director James Dagostino, DPT, PT
Director Ramona Finnila

Director Cyril F. Kellett, MD
Director Laura E. Mitchell

Director Julie Nygaard

Director RoseMarie V. Reno
Director Larry Schallock

Also present were:

Greg Moser, General Legal Counsel

Tim Moran, Chief Executive Officer

Kapua Conley, Chief Operating Officer

Steve Dietlin, Chief Financial Officer

Cheryle Bernard-Shaw, Chief Compliance Officer
Dr. Gene Ma, Chief of Staff

Teri Donnellan, Executive Assistant

Richard Crooks, Executive Protection Agent

1. The Board Chairman, Director Schallock, called the meeting to order at 1:30 p.m. in
Classroom 6 of the Eugene L. Geil Pavilion at Tri-City Medical Center with attendance
as listed above.

2. Approval of Agenda
Mr. Tim Moran, CEO requested agenda item 17 a. Consideration to approve Primary

Care Provider (PCP) Agreement be pulled from the agenda pending review of
additional information.

Chairman Schallock requested agenda item 20 (1) F. 1) ¢. Division of General &
Vascular Surgery Rules & Regulations be pulled for discussion.

It was moved by Director Dagostino to approve the agenda as amended.
Director Nygaard seconded the motion. The motion passed unanimously (7-0).

3. Public Comments —~ Announcement



Chairman Schallock read the Public Comments section listed on the October 29,
2015 Regular Board of Directors Meeting Agenda.

There were no public comments.
4. Oral Announcement of Items to be discussed during Closed Session

Chairman Schallock deferred this item to the Board’s General Counsel. General
Counsel, Mr. Greg Moser made an oral announcement of the items listed on the
October 29, 2015 Regular Board of Directors Meeting Agenda to be discussed during
Closed Session which included Conference with Labor Negotiators; one Report
Involving Trade Secrets; Conference with Legal Counsel regarding two matters of
Potential Litigation; Hearings on Reports of the Hospital Medical Audit or Quality
Assurance Committees; Conference with Legal Counsel regarding two matters of
Existing Litigation, Public Employee Performance Evaluation of the General Counsel:
one Conference with Real Property Negotiators regarding property at 4120 Waring
Road and Approval of Closed Session Minutes.

5. Motion to go into Closed Session

It was moved by Director Dagostino and seconded by Director Kellett 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 3:40 p.m. in Assembly Rooms 1, 2 and 3, Chairman Schallock announced that the
Board was back in Open Session.

The following Board members were present:

Director James Dagostino, DPT, PT
Director Ramona Finnila

Director Cyril F. Kellett, MD
Director Laura E. Mitchell

Director Julie Nygaard

Director RoseMarie V. Reno
Director Larry W. Schallock

Also present were:

Greg, General Legal Counsel

Tim Moran, Chief Executive Officer

Kapua Conley, Chief Operations Officer

Steve Dietlin, Chief Financial Officer

Sharon Schultz, RN, Chief Nurse Executive
Esther Beverly, VP, Human Resources

Cheryle Bernard-Shaw, Chief Compliance Officer
Dr. Gene Ma, Chief of Staff

Teri Donnellan, Executive Assistant

Richard Crooks, Executive Protection Agent

TCHD Regular Board of Directors Meeting - 2- October 29, 2015
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10.

11.

12.

Chairman Schallock stated no action was taken in closed session, however the Board
will be returning to closed session at the conclusion of this meeting to conduct
unfinished business.

Director Kellett led the Pledge of Allegiance.
Chairman Schallock noted the following items were pulled from the agenda:

» 17 a. Consideration to approve Primary Care Provider (PCP) Agreement

» 20(4) F. 1) c. Rules & Regulations — Division of General & Vascular Surgery
(for discussion)

Chairman Schallock read the Public Comments section of the Agenda, noting
members of the public may speak immediately following Agenda item Number 24.

Chairman Schallock asked that speakers be concise and adhere to the three-minute
rule.

Special Recognitions:

(1) James C. Esch, M.D.
(2) Terry A. Haas, M.D.
(3) Jeffrey O. Leach, M.D.
(4) Jon A. LeLevier, M.D.
(5) Martin M. Nielsen, M.D.

Chairman Schallock stated we would like to honor five of our physicians who have
either just retired or are planning to retire. Chairman Schallock stated these five
physicians have nearly 200 years of medical service among them and we wanted to

recognize their years of service to Tri-City Medical Center, to their patients and to the
community they serve.

Chairman Schallock began by recognizing Dr. James Esch, an orthopedic surgeon
and a 45 year member of our Medical Staff who is well recognized within the
orthopedic surgical field.

Secondly, Chairman Schallock recognized Dr. Terry Haas, an internist and primary
care physician who has been a member of the Medical Staff for 40 years and has
been extremely active in Medical Staff and Board committees.

Next, Chairman Schallock recognized Dr. Jeffrey Leach, an internist and family
practice physician who has been on the TCHD Medical Staff since 1978 and has also
been involved in multiple committees over the years.

Chairman Schallock also recognized Dr. Jon LeLevier, a family practice physician

who has been on staff since 1980 and who has also been involved in multiple Medical
Staff committees.

Lastly, Chairman Schallock recognized Dr. Martin Nielsen, a Pulmonologist who has
been on staff since 1978 and served on multiple Medical Staff and hospital
committees over the years.

TCHD Regular Board of Directors Meeting - 3- October 29, 2015
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committees over the years.
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Chairman Schallock presented each of the five physicians with a plaque in
appreciation for their dedication and years of service on the TCHD Medical Staff.
Chairman Schallock stated that all five physicians have provided such great service
to the people in the community and will be sorely missed.

Dr. Gene Ma, Chief of Staff stated he has had the pleasure of working with each of
these physicians for the past 15-16 years and the impression that these physicians
have left on their patients cannot be replaced. On behalf of the Medical Staff, Dr. Ma
extended his appreciation for all they have given to Tri-City.

Director Reno stated these five physicians are Tri-City and San Diego County'’s finest
and we have been extremely fortunate to have had these physicians in our
community and at our hospital.

Director Dagostino stated he has had the good fortune to work with these fine
physicians and they are the gems of our community.

Director Kellett stated he personally joined the Medical Staff in 1973 and these
physicians and the Tri-City Medical Staff in general confirmed for him that he made
the right decision to practice here as he observed the quality exhibited by our
physicians and it was clear that the community was very well cared for.

No action was taken.
13. Introduction of Xiangli Li, M.D. — North County Internal Medicine Group

Mr. Wayne Knight, Senior Vice President stated last May the Board approved the
recruitment of Dr. Xiangli Li and he is honored to introduce her today. Mr. Knight
briefly summarized Dr. Li's education and training and invited Dr. Jeffrey Leach to
comment as well.

Dr. Jeffrey Leach stated Dr. Li is extremely well educated and he feels very fortunate
to have recruited her. Dr. Leach stated he is confident Dr. Li will take good care of
our patients.

Chairman Schallock invited Dr. Li to introduce herself. Dr. Li expressed her
appreciation for the opportunity to serve the community and join the Tri-City Medical
Staff. She stated she is looking forward to serving our community for many years to
come.

No action taken.

14, Report from TCHD Foundation — Glen Newhart, Chief Development Officer
Mr. Glen Newhart reported we have completed a sample Labor & Delivery room as
part of the major foundation project. Mr. Newhart presented a “before and after”
remodel slide. He explained the room was designed as a relaxing and soothing
environment and all labor and delivery rooms will be renovated in a similar fashion.
Mr. Newhart also presented a “before and after” remodel slide of the private NICU

suite. He explained the rooms will be much quieter and allow the mother to bond with
the baby and there will be 13 private NICU suites renovated in a similar fashion. Mr.

_—e e — e ——s———— e
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Newhart further explained that the Foundation will allow the donors to select photos
and personalize the rooms with pictures, etc.

Directors were impressed with the look of the new rooms and pleased that we are on
the cutting edge of technology.

Mr. Newhart stated next year is the 30" anniversary of the NICU and a reunion is
scheduled where we will be able to share these new rooms with the community.

Lastly, Mr. Newhart stated the Baile de Esperanza (also known as the Diamond Ball)
is scheduled for Saturday, November 7. He noted this is the 35" anniversary of the
Baile and the Foundation is honoring the first event by reverting back to the original
name of the event - Baile de Esperanza (Dance of Hope) which is fitting in light of the
fact that proceeds are being used for the NICU and Labor & Delivery remodel.

No action was taken.
15. Report from Chief Executive Officer

Mr. Tim Moran, Chief Executive Officer expressed his appreciation to the Board for
authorizing the NICU and Labor & Delivery remodel several months ago and stated it
will make an incredible difference for our patients. He also thanked Mr. Newhart, the
Foundation and the Corporate Council for their strong leadership on this endeavor.

Mr. Moran stated that just as the Labor & Delivery and NICU remodel is intended to
help provide a place that will respect the patient’s dignity and privacy, our Campus
Development Plan will be developed similarly. He stated we have had initial
meetings with the architect and in the coming months we will hear some ideas to
shape up our campus, improve our Emergency Room and provide for a longer term
future.

Mr. Moran explained there are two organizations that are Gold Standard when you
operate a hospital and those are the Joint Commission and the Leap Frog
organizations. Mr. Moran stated he is extremely happy to share that we were recently
advised by the Leap Frog group for the fifth straight year we have an A rating for
patient safety and quality, one of only five hospitals in San Diego County.

Secondly, Mr. Moran stated we recently spent an entire week with the Joint
Commission and they commented that they learned some things from our
organization that they will share with other organizations around the United States.
Mr. Moran invited Ms. Sharon Schultz, CNE to elaborate on these two achievements.

Ms. Sharon Schultz reported the Joint Commission is looking for high reliability in the
organization where you sustain your practices and processes at a very high level over
a long period of time. She explained that one of the elements they really looked at
was our quality improvement for what we sustained. Ms. Schultz stated two areas
which we are extremely proud of is our central line infection rates where we have had
some areas that haven't had those infections in many years, and the second is our
Rapid Response Team which is comprised of ICU nurses and the Respiratory
Therapist Team. Ms. Schultz explained that not only does the Rapid Response Team
go to patients when they are called but also proactively look at patient's lab work and
testing that has come back and see what can be done do to prevent something from
happening to that patient that day. Ms. Schultz stated we provide a safe passage

— - ——— - o ]
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through Tri-City Medical Center and we hope our patients and community will see that
we are a quality, patient centric organization.

Ms. Schultz echoed Mr. Moran’s sentiments in recognizing our staff and physicians.
She stated this was one of the best surveys we have had and the role they provide in
providing our patient’s with safe passage is commendable. In closing, Ms. Schultz
commented on the Leap Frog A safety rating.

Directors individually recognized employees and the Medical Staff for their hard work
and working so diligently and loyally to bring to this hospital an “A” rating and
excellent quality care.

Mr. Moran also expressed his appreciation to Dr. Ma for his hard work with the
Medical Staff.

Mr. Moran recognized Mr. Chris Miechowski and the Engineering staff for the
excellent job they do in keeping an aging facility such as ours operational. Mr. Moran
stated we received an excellent set of findings from the surveyor in our Environment
of Care area.

Mr. Moran expressed his appreciation to the Board for their direction in moving
forward with affiliation with the UC San Diego Health System. He stated that he was
gratified that it was a unanimous decision and is pleased with the response we have
had from the community on that decision. Mr. Moran stated he will provide periodic
updates to the Board in a similar fashion as the Strategic Plan so that we can get a
glimpse of the items we are working on and the progress that is being made.

Mr. Moran reported we recently had our Employee Awards Dinner and there was a
family feeling from those who have been on staff a long period of time. Mr. Moran
shared some clips of the employee comments shared at the Awards Dinner.

Mr. Moran acknowledged the Procopio law firm as a major sponsor at the Baile de
Esperanza and expressed his appreciation to Mr. Moser and his team for their loyal
support.

Lastly, Mr. Moran commented that our second Annual Report to the community will
be out soon. He stated the report will reflect some of the direction we are taking, how
many lives we are impacting and what we are doing on the Board’s commitment in
keeping Tri-City independent and strong.

No action was taken.
16. Report from Chief Financial Officer

Mr. Steve Dietlin reported on the two months of FY 2016 ended September 30, 2015
as follows:

> Net Operating Revenue — $83,908
» Operating Expense — $83,421

» EROE - $1,656

» EBITDA - $5,220

Other Key Indicators for the current year driving those results included the following:

e R e
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Average Daily Census — 189
Adjusted Patient Days — 28,275
Surgery Cases — 1,690
Deliveries 681

ED visits — 17,006

VVVVYVY

Mr. Dietlin also reported on the current month as follows:

» Operating Revenue - $27,666
> Operating Expense - $27,900
> EBITDA - $1,357

> EROE - $182

Mr. Dietlin reported on the following indicators for FY16 Avg:

» Net Patient Accounts Receivable - $41.1
> Days in Net Accounts Receivable - 46.0

Mr. Dietlin also presented graphs which reflected trends in Net Days in Patient
Accounts Receivable, Average Daily Census excluding Newborns, Adjusted Patient
Days, and Emergency Department Visits.

Mr. Dietlin stated that he expects Days in Net Accounts Receivable to increase on a
temporary basis due to the implementation of ICD 10, however he is pleased to report
the District is submitting clean claims and the denial rate has not increased.

Director Finnila commended Mr. Dietlin on the tracking of financials and moving the
District forward in a positive direction.

No action was taken.
17. New Business

a. Consideration to approve Primary Care Provider (PCP) Agreement

Per discussion at the beginning of today’s meeting, consideration of this agenda
item is deferred pending additional information.

b. Consideration of appointment of Chief Executive Officer and Chief Operating
Officer as managers for Tri-City Real Estate Holding & Management Company,
LLC

It was moved by Director Dagostino that the TCHD Board of Directors:
(1) appoint the Chief Executive Officer of TCHD (Tim Moran) and the
Chief Operating Officer of TCHD (Kapua Conley) to serve as managers of
the Company, and (2) ratify the appointment of the Chief Financial
Officer of TCHD (Steve Dietlin) to serve as manager of the Company.
Director Finnila seconded the motion.

e R
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Mr. Wayne Knight explained this item is being considered today to update the
Officers in the Tri-City Real Estate Holding & Management Company, LLC. He
explained this is simply a “housekeeping” item due to a change in staff.

The vote on the motion was as follows:

AYES: Directors: Dagostino, Finnila, Kellett, Mitchell, Nygaard,
Reno and Schallock
NOES: Directors: None

ABSTAIN: Directors: None
ABSENT: Directors: None

18. Old Business — None
19. Chief of Staff

a. Consideration of October 2015 Credentialing Actions involving the Medical Staff
as recommended by the Medical Executive Committee at their meeting on
October 26, 2015.

Dr. Ma stated the credentials are being brought forward today as listed for
consideration.

It was moved by Director Kellett to approve the October 2015
Credentialing Actions involving the Medical Staff as recommended by
the Medical Executive Committee at their meeting on October 26, 2015.
Director Finnila seconded the motion.

Director Dagostino stated the credentials report is excellent and he is impressed
with our physician screening process in that it brings the quality of physicians to
us that we witnessed earlier this afternoon.

The vote on the motion was as follows:

AYES: Directors: Dagostino, Finnila, Kellett, Mitchell, Nygaard,
Reno and Schallock
NOES: Directors: None

ABSTAIN: Directors: None
ABSENT: Directors: None

b. Consideration of October 2015 Recredentialing Actions involving the Medical Staff
as recommended by the Medical Executive Committee at their meeting on October
26, 2015.

It was moved by Director Finnila to approve the October 2015
Recredentialing Actions involving the Medical Staff as recommended by
the Medical Executive Committee at their meeting on October 26, 2015.
Director Nygaard seconded the motion.

The vote on the motion was as follows:

AYES: Directors: Dagostino, Finnila, Kellett, Mitchell, Nygaard
Reno and Schallock

TCHD Regular Board of Directors Meeting - 8- October 29, 2015
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NOES: Directors:
ABSTAIN: Directors:
ABSENT: Directors:

20. Consent Calendar

None
None
None

Chairman Schallock noted agenda item 20 (1) F. 1) c. Division of General & Vascular
Surgery Rules & Regulations was pulled for discussion previously.

It was moved by Director Finnila to approve the Consent Agenda. Director

Nygaard seconded the motion.

The vote on the motion was as follows:

AYES: Directors:

NOES: Directors:
ABSTAIN: Directors:
ABSENT: Directors:

Dagostino, Finnila, Kellett, Mitchell, Nygaard,
Reno and Schallock

None

None

None

It was moved by Director Reno to pull items 20 (1). D. Finance, Operations &
Planning Committee, E. Professional Affairs Committee and G. Audit, Compliance &
Ethics Committee Director Kellett seconded the motion

The vote on the main motion minus the items pulled was as follows:

AYES: Directors:

NOES: Directors:
ABSTAIN: Directors:
ABSENT: Directors:

Dagostino, Finnila, Kellett, Mitchell, Nygaard,
Reno and Schallock

None

None

None

21. Discussion of items pulled from Consent Agenda

Director Reno who pulled item 20 D. (1) Finance, Operations & Planning Committee
stated the minutes reflect we have a new Medical Director of the Surgical Service
Department. She suggested a report be given at next month’s meeting to perhaps

introduce and discuss the role of the Medical Director so that the community is informed.

it was moved by Director Kellett to approve item 20 D. (1) Finance, Operations &
Planning Committee. Director Kellett seconded the motion.

The vote on the main motion minus the items pulled was as follows:

AYES: Directors:
NOES: Directors:

ABSTAIN: Directors:
ABSENT: Directors:

=SS ———————— - _ - - o ]

Dagostino, Finnila, Kellett, Mitchell, Nygaard,
Reno and Schallock

None

None

None
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Director Reno also commented on the Finance Operations & Planning Committee Work
Plan and explained it was set up as an oversight of projects and she does not want to
see the Work Plan abolished.

Director Reno who pulled pulled 21 (1) E. Professional Affairs Committee requested
clarification on the deletion of the Emergency Operations Manual. Ms. Sharon Schultz
explained the policies contained in the Emergency Operations Manual are being
combined with the HICS Emergency Plan and the policies are simply moved from one
area to another. Ms. Schultz stated if any Board member is interested in reviewing the
HICS Emergency Plan manual it can be made available in the Administrative offices.

It was moved by Director Dagostino to approve the Professional Affairs
Committee policies. Director Nygaard seconded the motion.

The vote on the main motion minus the items pulled was as follows:

AYES: Directors: Dagostino, Finnila, Kellett, Mitchell, Nygaard,
Reno and Schallock
NOES: Directors: None

ABSTAIN: Directors: None
ABSENT: Directors: None

Mr. Moser explained item 20 (1) F. 1) c¢. Division of General & Vascular Surgery Rules &
Regulations was pulled to recommend a change that is consistent with the other Rules &
Regulations that the Governance Committee has previously approved. Mr. Moser
suggested the language read as follows: “By virtue of appointment to the Medical Staff
and as approved by the Board all physicians are authorized to order diagnostic and
therapeutic tests...”. Mr. Moser stated this language makes it consistent with the intent
of the Medical Staff and Dr. Ma is in agreement with this language.

It was moved by Director Dagostino to approve the Division of General &
Vascular Surgery Rules & Regulations. Director Kellett seconded the motion

The vote on the motion was as follows:

AYES: Directors: Dagostino, Finnila, Kellett, Mitchell, Nygaard,
Reno and Schallock
NOES: Directors: None

ABSTAIN: Directors: None
ABSENT: Directors: None

It was moved by Director Dagostino to approve the amendment to the Division of
General & Vascular Surgery Rules & Regulations as described. Director Kellett
seconded the motion.

The vote on the amendment was as follows:

AYES: Directors:  Dagostino, Finnila, Kellett, Mitchell, Nygaard,
Reno and Schallock
NOES: Directors: None

ABSTAIN: Directors: None
ABSENT: Directors: None

e ——_——
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Director Reno who pulled item 20 (1) G. the Audit, Compliance & Ethics Committee
requested clarification of the discussion related to the selection of an Auditor for FY
2016. Chairman Schallock clarified the intent is to interview the new potential partner
and then it will come to the Board.

Director Finnila requested that Mr. Dietlin, CFO provide an overview of the process that
the Audit Committee went through to arrive at that decision.

Mr. Dietlin explained that the committee had extensive discussion and direction from the
committee was to negotiate with Moss Adams for an additional one-year and based on
best practice request a partner change in that negotiation. Mr. Dietlin explained that
when you are with a firm for an extended period of time, it is best practice to rotate
partners and get a fresh set of eyes. He reiterated Chairman Schallock’'s comments that
the direction of the committee was to seek a one year extension with Moss Adams with
a partner rotation and if at that time the Committee would recommend whether to go with
Moss Adams or go out for an RFP. Director Reno asked additional questions that were
answered by Mr. Dietlin and Chairman Schallock. Mr. Dietlin reiterated it is best practice
to rotate partners and there is no dissatisfaction with the current partner that we are
aware of.

It was moved by Director Reno to approve item 20 (1) G. Audit, Compliance &
Ethics Committee. Director Dagostino seconded the motion.

The vote on the motion was as follows:

AYES: Directors: Dagostino, Finnila, Kellett, Mitchell, Nygaard,
Reno and Schallock
NOES: Directors: None

ABSTAIN: Directors: None
ABSENT: Directors: None

22. Reports (Discussion by exception only)
23. Legislative Update

Chairman Schallock reported congress is in session and the house has passed a
budget to take it up to 2017. He stated the American Hospital Association has not been
pleased with some of the changes in the budget related to health care and
reimbursement. Chairman Schallock also commented that sequestration has been
added on for another year and there is no cost of living increase to Medicare B which
would raise the healthcare component significantly for some individuals.

24, Comments by members of the Public

Chairman Schallock recognized Ms. Karen Unger, Employee Staffing Resource
Representative and SEIU/UHW member. Ms. Unger commented that quality patient
care and safety should be the top priority of Tri-City Medical Center.

Chairman Schallock recognized Ms. Rena Morraco. Ms. Morraco commented on our
Neonatal and Labor & Delivery renovation and the positive impact the renovation will
have with our patients.

e, e e e e e e—e—————ee————
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Ms. Morraco also commented on rumors of jobs being outsourced. She urged the
District to use utilize their dollars effectively and wisely and keep jobs here.

Chairman Schallock recognized Mr. Victor Roy. Mr. Roy expressed his appreciation for
helping reposition the state of the art exercise equipment in Club 55 previously located
in the Nifty after Fifty locations.

Secondly, Mr. Roy stated he has had three very positive personal experiences of
healthcare here at Tri-City and is a Champion for Tri-City.

Lastly, Mr. Roy stated he is an activist in the community and invited the public to attend
the City of Oceanside’s Parks & Recreation Fall Festival Chili Cook Off on November
7" with live music and entertainment.

Chairman Schallock recognized Ms. Kimberly Stone however she passed on speaking
today.

25. Additional Comments by Chief Executive Officer
Mr. Moran did not have any additional comments.
26. Board Communications

Director Dagostino stated the Joint Commission had very positive comments about our
employees and facility during their recent visit and he was fortunate to have been able
to hear the comments first-hand. He expressed his appreciation to all for a job well
done.

Director Finnila stated this Board puts patient care as their number one priority which is
demonstrated by our recent Leap Frog A safety rating and other recognitions that we
have received in various areas.

Director Kellett commended the physicians and staff on our excellent Joint Commission
survey. He also commented that across the board both retired honorees and
employees have one common thread — they like being here.

Lastly Director Kellett stated he is pleased with the Board's decision to affiliate with
UCSD.

Director Reno stated we have seen significant changes this past year including the loss
of five of our outstanding physicians who were recognized today.

Secondly, Director Reno commented on the exciting technological advances we have
seen coming forward in the NICU and Labor & Delivery remodel.

Director Reno stated the greatest change is our recent collaboration with UCSD. She
stated that after much deliberation the right choice was made and the community will
benefit from this collaboration.

Lastly, Director Reno expressed her appreciation to all for an excellent Joint
Commission survey.

e— - - - = "
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27.

28.

29.

30.

Director Mitchell expressed her appreciation to staff and physicians for a job well done
both with the Joint Commission and our A rating in Leap Frog.

Director Mitchell also congratulated Drs. Esch, Haas, Leach, LeLevia and Nielsen on
their retirement.

Director Nygaard expressed her appreciation to everyone for working together to
strengthen the Tri-City family.

Report from Chairperson

Chairman Schallock stated he has heard many favorable comments regarding the
recent UCSD Affiliation from both the community and staff and it is gratifying to have
had that feedback.

Chairman Schallock encouraged everyone to come out for the Oceanside Turkey Trot
on Thanksgiving morning.

Chairman Schallock stated both he and Director Reno recently attended an “Old
Timers” luncheon in which three of our retired nurses attended who are in their 90's.
He stated it was a very touching event.

Lastly, Chairman Schallock wished everyone a happy Thanksgiving.

Oral Announcement of Items to be Discussion in Closed Session

Chairman Schallock reported the Board would be returning to Closed Session to
complete unfinished closed session business.

Motion to return to Closed Session.
Chairman Schallock adjourned the meeting to closed session at 5:09 p.m.
Open Session

At 6:30 p.m. Chairman Schallock reported the Board was back in open session. All
Board members were present.

31. Report from Chairperson on any action taken in Closed Session.
Chairperson Schallock reported no action was taken in closed session.
32. There being no further business Chairman Schallock adjourned the meeting at 6:30
p.m.
Larry Schallock, Chairman
ATTEST:

Ramona Finnila, Secretary
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TRI-CITY HEALTHCARE DISTRICT
MINUTES FOR A SPECIAL MEETING
OF THE BOARD OF DIRECTORS

November 5, 2015 - 10:00 o’clock a.m.
Assembly Rooms 2&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 10:00 a.m. on November 5, 2015.

The following Directors constituting a quorum of the Board of Directors were present:

Director Jim Dagostino, DPT, PT
Director Ramona Finnila
Director Cyril F. Kellett, MD
Director Laura Mitchell

Director Larry Schallock

Absent were Directors Nygaard and Reno

Also present were:

Greta Procter, General Legal Counsel
Tim Moran, Chief Executive Officer
Kapua Conley, Chief Operating Officer
Steve Dietlin, Chief Financial Officer
Sharon Schultz, Chief Nurse Executive
Esther Beverly, VP/Human Resources
David Bennett, Chief Marketing Officer
Wayne Knight, SVP

Glen Newhart, Chief Development Officer
Teri Donnellan, Executive Assistant
Rick Crooks, Executive Protection Agent

1.

The Board Chairman, Director Schallock, called the meeting to order at 10:00 a.m. in
Assembly Rooms 2&3 of the Eugene L. Geil Pavilion at Tri-City Medical Center with
attendance as listed above. Director Schallock led the Pledge of Allegiance.

Approval of agenda.

it was moved by Director Dagostino to approve the agenda as presented. Director
Finnila seconded the motion. The motion passed unanimously (5-0-2) with
Directors Nygaard and Reno absent.

Public Comments — Announcement

Chairman Schallock read the Public Comments section listed on the Board Agenda.
There were no public comments.

Oral Announcement of ltems to be discussed during Closed Session

Chairman Schallock deferred this item to the Board’'s General Counsel. General
Counsel, Ms. Greta Procter, made an oral announcement of items listed on the
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10.

November 5, 2015 Special Board of Directors Meeting Agenda to be discussed during
Closed Session which included Hearings on Reports of the Hospital Medical Audit or
Quality Assurance Committees and two Reports Involving Trade Secrets with disclosure
dates of November 5, 2015 and “various”.

Motion to go into Closed Session

It was moved by Director Dagostino and seconded by Director Finnila to go into
Closed Session. The motion passed unanimously 5-0-2) with Directors Nygaard
and Reno absent.

Chairman Schallock adjourned the meeting to Ciosed Session at 10:05 a.m.

The Board returned to Open Session at 2:21 p.m. with attendance as listed above.
Open Session

Report from Chairperson on any action taken in Closed Session.

Chairman Schallock reported no action had been taken in closed session.

Consideration to approve Primary Care Provider (PCP) Agreement

It was moved by Director Dagostino that the TCHD Board of Directors recommend
approval of the following subject to final legal and compliance review:

Formation, ownership, and management by TCHD of primary care physicians
clinic (PCP Clinic) to be operated in Vista, California, for a period of five years,
based on financial and other terms as described in the Oct 20, 2015 PowerPoint
Presentation including:

1. Execution of a Professional Services Agreement with Clancy
Medical Group, Inc., for a period of five years;

2. Entering into an operating lease for equipment and furniture for the
five -year period;

3. Funding a capital expenditure not to exceed $327,290 for
architectural design, entitlements and permits, construction of
tenant improvements and start-up for operation of the PCP Clinic;
and

4. Leasing 3,140 square feet at 2375 South Melrose, Vista, CA; and
Execution and delivery of all agreements and documents necessary
or advisable to consummate the foregoing transactions.

Director Finnila seconded the motion.

The vote on the motion was as follows:

AYES: Directors:  Dagostino, Finnila, Mitchell, Kellett
and Schallock
NOES: Directors: None

TCHD Special Board of Directors Meeting -2- November 5, 2015
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ABSTAIN: Directors: None
ABSENT: Directors: Nygaard, Reno

9. There being no further business, Chairman Schallock adjourned the meeting at 2:24
p.m.

Larry W. Schallock

Chairman
ATTEST:

Ramona Finnila
Secretary
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TRI-CITY HEALTHCARE DISTRICT
MINUTES FOR A SPECIAL MEETING
OF THE BOARD OF DIRECTORS

November 12, 2015 10:00 o’clock a.m.
Oceanside Room-— Veterans Association of North County
1617 Mission Avenue, Oceanside, CA 92058

A Special Meeting of the Board of Directors of Tri-City Healthcare District was held at the
location noted above at 1617 Mission Avenue at 10:00 a.m. on November 12, 2015.

The following Directors constituting a quorum of the Board of Directors were present:

Director Jim Dagostino, DPT, PT
Director Ramona Finnila
Director Cyril F. Kellett, MD
Director Laura E. Mitchell
Director Julie Nygaard

Director RoseMarie Reno
Director Larry Schallock

Also present were:

Tim Moran, Chief Executive Officer
Steve Dietlin, Chief Financial Officer
Kapua Conley, Chief Operations Officer
Esther Beverly, VP/Human Resources
David Bennett, Chief Marketing Officer
Wayne Knight, Senior Vice President
Glen Newhart, Chief Development Officer
Gene Ma, M.D., Chief of Staff

Jim Rice, PhD, Board Facilitator

Kathy Hall

Greg Moser, General Legal Counsel
Teri Donnellan, Executive Assistant
Rick Crooks, Executive Protection Agent

1.

The Board Chairman, Director Schallock, called the meeting to order at 10:00 a.m. in the
Oceanside Room at the Veterans Association of North County with attendance as listed
above. Chairman Schallock led the Pledge of Allegiance.

Approval of Agenda

It was moved by Director Dagostino to approve the agenda as presented. Director
Nygaard seconded the motion. The vote on the motion passed unanimously (7-
0).

Public Comments — Announcement

Chairman Schallock read the Public Comments section listed on the Board Agenda.
There were no public comments.

Open Session
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New Business

(a) Consideration to waive Board Policy 14-006 — Board of Director Meeting Minutes,

Section #3

Chairman Schallock explained per Board Policy 14-006, “all Open Sessions of Board of
Directors meetings shall be audio or video taped”. Board Facilitator, Dr. Jim Rice had
suggested Board members may be more forthcoming in their discussions if the work
session were not taped. Chairman Schallock clarified the agenda item pertains strictly to
the taping of today’s Special Meeting.

It was moved by Director Finnila to waive Board Policy 14-006 Board of Director
Meeting Minutes, Section #3. Director Dagostino seconded the motion.

The vote on the motion was as follows:

AYES: Directors:  Dagostino, Finnila, Kellett, Mitchell, Nygaard,
Reno and Schallock
NOES: Directors: None

ABSTAIN: Directors: None
ABSENT: Directors: None

(b) Board of Directors Public Workshop for the purpose of review and discussion of:
1) Review Board Self Assessment

2) Enhance our Collaboration with Stakeholders
3) Define Governance Enhancement Plan for 2016-2020

Chairman Schallock introduced and welcomed Dr. Jim Rice, Board Facilitator and his associate
Ms. Kathy Hall.

Dr. Rice provided a brief summary of his background, noting he facilitated a Workshop with the
Board previously in 2005. He explained that attendees received a binder that contained the
following information:

VVVY

Board Policy 14-006

Board Self Assessment Results

Self Assessment Comparison Graphs
Governance Time Map

Dr. Rice gave a brief description of the materials. He explained the Board Self
Assessment Results is a compilation of Board member responses to a survey that was
provided by ACHD and was tabulated by an independent party, The Walker Company.

Dr. Rice explained the Self Assessment Comparison Graphs compares TCHD with 11
other California District Hospitals.

Dr. Rice stated the Governance Time Map was developed to provide an estimate of time
effectiveness.

Dr. Rice began his presentation with a Power Point that discussed the following:

> Essential Practices and the Board's Duty of Care, Duty of Loyalty and Duty of

Obedience

TCHD Special Board of Directors Meeting -2- November 12, 2015
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» Three Mode of Governance including Fiduciary, Strategic and Generative

Throughout Dr. Rice’s presentation, attendees discussed the Board’s highest priority and key
issues for next year, the Board’s most significant strengths as well as their most significant
weaknesses

Dr. Rice also provided an overview of the six areas of focus for today's meeting which included
the following:

> Explore Board Strategies to Enhance Performance:
Review Mission and Vision

Enhancing Community Relations Throughout District
Enhancing Relations with Physician Colleagues
Enhancing our Reliance on Committees/Groups
Enhancing Financial Vitality

Enhancing Quality & Service Excellence

Enhancing Quality of Meetings

ook wbd =

» Conclusions and 999 Action Plan
» Concluding Remarks

The attendees spent considerable time participating in table exercises to discuss the six areas
of focus mentioned above. Following the meeting Dr. Rice will provide a document which will
accompany today’s minutes that captures observations and strategies that surfaced from the

discussions including actions for the next nine (9) days, next nine (9) weeks and next nine 9)
months (999 Action Plan).

In closing, attendees gave their impression of today's workshop and all were positive and

appreciative of the time and effort put forth. Dr. Rice encouraged the Board to further explore

ideas and issues raised today and consider reconvening in 6-9 months.

Dr. Rice and Ms. Hall exited the meeting at 4:18 p.m.

5. Oral Announcement of ltems to be Discussed During Closed Session
Chairman Schallock deferred this item to the Board’s General Counsel. General
Counsel, Mr. Moser made an oral announcement of the item listed on the November 12,
2015 Special Board of Directors Meeting Agenda to be discussed during the morning
session of Closed Session which included Conference with Labor Negotiators.

6. Motion to go into Closed Session

It was moved by Director Dagostino and seconded by Director Finnila to go into
Closed Session. The motion passed unanimously (7-0).

7. The Board adjourned to Closed Session at 4:25 p.m.

9. The Board returned to open session at 4:35 p.m. with all Board members present.

10. Open Session

11. Report from Chairperson on any action taken in Closed Session
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Chairman Schallock reported no action had been taken in closed session.

12. There being no further business, Chairman Schallock adjourned the meeting at 4:36

p.m.
Larry W. Schallock
Chairman
ATTEST:
Ramona Finnila
Secretary
TCHD Special Board of Directors Meeting & November 12, 2015
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Tri-City Healthcare District

GOVERNANCE ENHANCEMENT PLAN 2015-2016
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Preface:

The Board and Leadership of the Tri-City Healthcare District invested substantial time In

November 2015 to assess the structure, systems and performance of their governance work.

This investment was motivated by a shared recognition that the health services and economic

dimensions of the Healthcare District are essential to the future health and well being of the Page|1
communities and people living and working within the District.

This document seeks to capture observations and strategies that surfaced from the recent Board
Self-Assessment and related Retreat. It is anticipated that these ideas should be considered
draft and subject to the review and refinement by Tri-City Executive and Board Leadership,
working in partnership with the Governance Committee over the next two weeks. Final action
could be considered at the December Board meeting.

This year’s review was facilitated by James Rice and Kathy Hall of Gallagher Integrated.
http://www.integratedhealthcarestrategies.com/

Introduction:

Strong board effectiveness helps create the conditions in which those who deliver and manage
health services can successfully meet the strategic mission, goals, plans and budgets of the
enterprise. This document is divided into three sections to help support the Board'’s journey to
enhanced governance effectiveness in 2016 and beyond.

e Section 1: 999 Action Plan

e Section 2: Activities to Earn “All Seven Greens”

s Section 3: Strategic moves to enhance performance of the Tri-City Healthcare
District Board:

The recent results of the Board Self-Assessment are attached for reference.

TRI-CITY HEALTHCARE DISTRICT GOVERNANCE ENHANCEMENT 2015-2016



Section 1: 999 Action Plan

Participants were invited at the close of the retreat to share their insights into a short list of

actions that could enhance the governance effectiveness and impact of the Tri-City Healthcare Page | 2
District Board. The actions are grouped into those for the next 9 days, the next 9 weeks and the

next 9 months.

The ideas are shared here in random order for further discussion and refinement by Board
Leadership with support from the Executive Team.

Actions for the Next 9 Days:

e Send summary of the retreat to all participants before he next board meeting

e Update our mission, vision and values.

e Askresults of retreat to be reviewed and refined by the Governance committee and Tri-
City Leadership

e Commit now for action at December Board meeting to enhance our board work
beginning in January 2016

e Ask Governance Committee to review and refine all committee charges

o Explore how need for culture change can be assessed and improved among our medical
staff and employee colleagues

e Ask for proposed process and timeline for our board discussions with UCSD

e Others?

Actions for the Next 9 Weeks:

e  Ask for progress reports on implementing the ideas from this retreat.

e Organize significant process for board to work with management and medical staff to
engage with community leaders for a new strategic planning process

e Ask board, medical staff and executives to review health needs of The District and
anchor the discussions with UCSD within these needs.

e Explore media relations plan that enables board and executive leaders to speak
publically about UCSD’s value to people we exist to serve.

e Study how the board can begin to use modern web based portals and tablets given to all
board members with training to support our decision making like The BoardEffect type
mentioned in Dr. Rice’s presentation, see: http://www.boardeffect.com/

e Ask staff to share recent insights from marketing studies on how we can build market
share

e Define our many stakeholder groups and how we can strengthen our relationships with
them all

e Provide board leadership to encourage enhanced payer contracts driven by our plans
and market studies

TRI-CITY HEALTHCARE DISTRICT GOVERNANCE ENHANCEMENT 2015-2016



e Develop a schedule for monthly board updates on our strategic planning process and
relations with UCSD
e Explore how we can define themed meetings for 2016 that allow us to weave in
education and thoughtful reflection about our work and performance... not just always
the same agenda structure
e Settle MOB issues Page | 3
e Consider forming a “Technology Assessment and Planning Task Force” as part of our
enhanced strategic planning process.
e Others?

Actions for the Next 9 Months:

e Conduct another board self-assessment process next year that shows we are making
good progress to achieve the actions we defined (see below) for “All Seven Greens”

e Celebrate substantial progress and results from the UCSD Affiliation

e Implement activities that help develop “Patient Centric Culture.” This work must ensure
everyone, including, employees and board members. Board members will be role
models. A culture of caring and tolerance(tolerance for mistakes so we are continually
improving), while continuing to drive service excellence and quality

e Implement initiatives to enhance market share

e Assess vertical integration strategies

e Establish clear and assertive plan for funding for 2030—seismic plan as well as campus
redevelopment

e Meet with HUD on financing some key elements our plans

e Others?

TRI-CITY HEALTHCARE DISTRICT GOVERNANCE ENHANCEMENT 2015-2016



Section 2: Activities to Earn All Seven Greens:

What can our Management and Board do to have “All Seven Greens” on the Strategic Direction Page | 4
questions in the next Board Self-assessment? (in random order)

1. Identify practical ways to improve our communications with management,
medical staff and community leaders so we are proud of our board work and
plans.

2. Commit ourselves to minimize time on minutia in our meetings in favor of the
strategic issues, the work and investments that are essential for meeting the
health needs of the people we exist to serve.

3. Find new time to communicate, learn from, and collaborate with management
outside of routine board meetings to improve coordination and cooperation

4. Openly talk about the scores in this assessment that are low and work together
to improve them

5. Support more positive cooperation with medical staff and managers in the new
discussions with UCSD

6. We need to minimize bi-directional talking with each other and encourage joint
discussion among board, managers, physicians and staff on strategic issue of
patient centered care.

7. Make sure that all of our meetings provide an opportunity for each board
member’s ideas and questions to be heard and addressed

8. Experiment with our board meeting calendar and agenda. Find new ideas
beyond consent agenda to all us more relaxed time on strategic issues and
opportunities.

9. Make sure we define time to review our “progress to plan” in most of our
meetings

10. Continue to explore sue of reports card, balanced score card or dashboards that
tell us at a glance how we are performing as an organization in quality, finance,
market position, morale of workers etc.

11. Improve the way we prepare for meetings and the quality of information we
have for our strategic discussions in meetings

12. Not enough to have a great plan that has our fingerprints, we need to see the

progress of meeting plan at each meeting, and with time for questions.
13. Others?
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Section 3: Strategic moves to enhance performance of the Tri-City
Healthcare District Board:

Page | 5

Small groups of board, managers and physician leaders were invited to discuss ways to
address six important challenges defined in the self-assessment:
o Enhancing Community Relations Throughout The District
Enhancing Relations with Physician Colleagues
Enhancing Reliance on Committees/Groups
Enhancing Financial Vitality
Enhancing Quality and Service Excellence
Enhancing Quality of Meetings

O 0O O O O

A summary of their suggestions are captured here for further refinement

1. Enhancing Community Relations Throughout The District

® Restart community breakfasts for better communication among the three cities

e Discover how to use technology wiser to communicate more consistently and timely
among our many stakeholders

e Conduct an updated community needs assessment; share results and planned actions
with the community

o Schedule regular meetings with the city councils and supervisors

e Communicate and educate the public on HCAHP scores

e Others?

2. Enhancing Relations with Physician Colleagues

e Conduct planning meetings with the medical staff and the board at least twice a year

e Create better ways to communicate with the physicians to keep them informed and to
show them we value their hard work and professionalism to serve our patients and
communities

e Improve use of electronic medical/health record portals for physicians to make it easier
for them to obtain medical chart information outside of the hospital

e Senior team should develop expanded plans to communicate regularly with individual
physician groups on professional and business affairs, as well as social opportunities

e Others?

3. Enhancing Our Reliance on Committees/Groups
e Conduct a careful review of the charges, composition, and work plans for each
committee. We are spending too much time and not yielding enough substantial results
for time invested.

TRI-CITY HEALTHCARE DISTRICT GOVERNANCE ENHANCEMENT 2015-2016




Consider the possibility of combining the Professional Affairs Committee with the
Governance Committee to reduce time spent on approving policies; Mr. Moser to
provide clarity on policies that require board approval

Place medical issues/contracts with another committee to balance the time and
workload of each committee

Reduce or eliminate committee functions that are of a redundant nature

Remove perfunctory things on committee’s list to increase the reporting and discussion
of the pertinent board issues

Others?

4. Enhancing Financial Vitality

Continue to strive to provide high quality and low cost services so we can earn market
share gains

Continue to grow revenue base by carefully leveraging the new UCSD affiliation
Explore and educate board members on new financial models, e.g. value based
purchasing, grow key areas, etc.

Maintain strong cash position to provide greater potential of access to capital

Further develop our primary care clinic strategies in partnership with our physician
colleagues

Remain flexible in our response to market needs

In first quarter 2016, add education on healthcare financing 101; record session and
offer this to the public

Others?

5. Enhancing Quality and Service Excellence

Create a highly engaged culture of “patient’s first “with input/invalvement from the
medical staff, board, employees and senior team; each group must understand how
their daily job achieves the strategic initiatives

Determine how the board will show support/involvement in the culture improvement at
all levels of our organization

Train staff to improve patient/customer service with information from groups like
Studer

Others?

6. Enhancing Quality of Meetings

Create a calendar of education themes for an entire year

Board Chair to prepare a summary of the meeting to be sent to board members after
the meeting; consider communication options of text or video for board and other
stakeholders

Schedule a dedicated block of time for board meeting each month regarding strategic or
emergent issues that occur to ensure immediate action/change as necessary; cancel the
meeting if no issues arise

Revisit the membership of each committee to better manage the work load and results
Others?

TRI-CITY HEALTHCARE DISTRICT GOVERNANCE ENHANCEMENT 2015-2016
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TRI-CITY HEALTHCARE DISTRICT
MINUTES FOR A SPECIAL MEETING
OF THE BOARD OF DIRECTORS

November 17, 2015 - 4:00 o’clock p.m.
Assembly Room 2- 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 4:00 p.m. on November 17, 2015.

The following Directors constituting a quorum of the Board of Directors were present:

Director James J. Dagostino, DPT, PT
Director Ramona Finnila

Director Cyril F. Kellett, MD

Director Laura E. Mitchell

Director Julie Nygaard

Director RoseMarie V. Reno

Director Larry W. Schallock

Also present were:

Tim Moran, Chief Executive Officer
Kapua Conley, Chief Operations Officer
Steve Dietlin, Chief Finance Officer
Sharon Schultz, Chief Nurse Executive
David Bennett, Chief Marketing Officer
Wayne Knight, SVP, Medical Affairs
Diane Racicot, General Legal Counsel
Teri Donnellan, Executive Assistant
Rick Crooks, Executive Protection Agent

1. The Board Chairman, Director Schallock, called the meeting to order at 4:00 p.m. in
Assembly Room 2 of the Eugene L. Geil Pavilion at Tri-City Medical Center with
attendance as listed above. Director Schallock led the Pledge of Allegiance.

2. Approval of Agenda

It was moved by Director Reno and seconded by Director Dagostino to approve
the agenda as presented. The motion passed unanimously (7-0).

3. Public Comments - Announcement

Chairman Schallock read the Public Comments section listed on the Board Agenda.
There were no public comments.

4, Open Session

5. Board of Directors Public Workshop for the purpose of conducting Compliance Training



Chief Compliance Officer, Ms. Cheryle Bernard-Shaw provided a 60 minute educational session
for Board members and senior management on practical guidance for healthcare governing
boards on compliance oversight.

Ms. Bernard-Shaw reviewed the following:

» Critical Elements of Effective Oversight

> Expectations for Board Oversight of Compliance Program Functions
> Board Resources

» Compliance Program Design

Ms. Bernard-Shaw's presentation addressed the following:

> Roles of and relationships between the organization’s audit, compliance and legal
departments;

Mechanism and process for issue-reporting within the organization;

Approach to identifying regulatory risks; and

Methods of encouraging enterprise-wide accountability for achievement of compliance
goals and objectives.

VVV

With regard to internal audit functions, Ms. Bernard-Shaw stated she would be bringing an
individual on board to fulfill this function.

Ms. Bernard-Shaw explained she will be developing a scorecard, a mechanism to report to the
Board which will provide a barometer of how the organization is doing. The scorecard may
include reporting on internal and external investigations, serious issues raised in internal and
external audits, hotline activity, all allegations of material fraud, senior management misconduct,
exceptions to the organizations Code of Conduct and any significant regulatory changes. It
was suggested that the Strategic Plan Dashboard format be utilized for this purpose.

Ms. Bernard-Shaw also described the processes in place that include the implementation of an
Organizational Compliance Committee comprised of Directors and key staff and the Executive
Compliance Committee comprised of senior leadership. She provided a synopsis of the tasks of
each committee.

With regard to our physicians, Ms. Bernard-Shaw stated the same laws apply to the physicians
that practice at the hospital, however they should have own compliance program and their role
in compliance should be specified. Ms. Bernard-Shaw stated she is opening up avenues of
education for our physicians and will be meeting with the Chief of Staff in this regard.

Discussion was held regarding the Board'’s role in oversight of the Foundation. Ms. Bernard-
Shaw explained that the Foundation is an independent entity however we do have a Business
Associate Agreement with the Foundation. She clarified that we do not handle the contracting
with the Foundation's vendors.

With regard to our satellite locations, Ms. Bernard-Shaw stated all staff regardless of location
will be offered the same training opportunities and may be required to participate in some
annual training.

In conclusion, Ms. Bernard-Shaw stated she is confident we have many good processes in
place and is pleased that the Board in their attendance today is making efforts to increase its
knowledge of relevant and emerging regulatory risks, is recognizing their role and function of the
organization’s compliance program in the face of those risks and understand the flow and

TCHD Special Board of Directors Meeting -2- November 17, 2015
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elevation of reporting of potential issues and problems to senior management. She noted the
importance of encouraging compliance accountability across the organization.

6. Oral Announcement of ltems to be discussed during Closed Session
Chairman Schallock deferred this item to the Board's General Counsel. General
Counsel, Ms. Racicot, made an oral announcement of item listed on the November 17,
2015 Special Board of Directors Meeting Agenda to be discussed during Closed Session
which included Hearings on Reports of the Hospital Medical Audit or Quality Assurance
Committees.
7. Motion to go into Closed Session
It was moved by Director Dagostino and seconded by Director Kellett to go into
Closed Session. The motion passed unanimously (7-0).
Chairman Schallock adjourned the meeting to Closed Session at 5:05 p.m.
9. The Board returned to Open Session at 5:35 p.m. with attendance as listed above.
11. Report from Chairperson on any action taken in Closed Session.
Chairman Schallock reported no action had been taken in closed session.
12. There being no further business, Chairman Schallock adjourned the meeting at 5:36
p.m.
Larry W. Schallock
Chairman
ATTEST:
Ramona Finnila
Secretary
TCHD Special Board of Directors Meeting -3- November 17, 2015
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2016 Leadership Academy CONTACT US

(916) 266-5200

(http://www.achd.org/wp-content/uploads/sites/6/2015/10/Leadership-Academy-thumb.jpg) Email Us (mailto:info@achd.org)

RECENT NEWS

Stymied health plan tax back on agenda
(http://www.achd.org/2015/12/01/stymied-
0 g health-plan-tax-back-on-agendar)

v Janugry 21-22, 2016 et ¢ ‘Right-To-Die’ Law Highlights Need for

- - . Palliative Care in California
(http://www.achd.org/2015/12/01/right-
to-die-law-highlights-need-for-palliative-
care-in-california/)

Leadership Academy

Fiyatt Regency s-Sacramento

Spike in Medi-Cal Enrollment Adds

Pressure to '‘Doctor

Deserts' (http://www.achd.org/2015/11/24/spike-
in-medi-cal-enrollment-adds-pressure-to-
doctor-deserts/)

Beach Cities Health District Named to
Modern Healthcare’s 100 Best Places to

Work List for Fourth Year
B (http://www.achd.org/2015/11/06/beach-
RDH!P cities-health-district-named-to-modern-
PATIEMY healthcares-100-best-places-to-work-list-
Wit JLH i for-fourth-year/)

Medi-Cal 2020: New Waiver in Sight, But
Long-Term Vision Needed
(http://www.achd.org/2015/11/04/medi-
cal-2020-new-waiver-in-sight-but-long-
term-vision-needed/)

The Leadership Academy is designed to provide new and veteran
trustees and administrators with the knowledge and skills necessary
to effectively govern a Healthcare District. Healthcare District
Executives, Clerks and Secretaries to the Board are encouraged to
take advantage of this educational opportunity.

Click here
(https:/ /www.regonline.com/builder/site/?
eventid-1760463) to register for the Leadership
Academy.

Event Schedule

Day 1: Thursday, January 21, 2016

7:30 am - 8:45am  Breakfast
9:00 am - 9:45am  David McGhee, Chief Executive Officer, ACHD
Welcome
Ken Cohen, Executive Director, ACHD
Overview of ACHD, Advocacy and Outreach
9:45 am - 10:00 am  Break
10:00 am- 12:00 pm  Larry Walker, President, The Walker Company
The Essentials of Good Governance

Learning Outcome: An understanding of the key behaviors required of Trustees to assure
Governing Board effectiveness.

12:00pm - 1:15pm  Lunch Speaker
Mark Finucane, Managing Director, Alvarez & Marsal
Strategic Challenges and Solutions for Healthcare Districts

Learning Outcome: An understanding of the role of strategic planning in understanding and
preparing responses to the ever changing landscape of health care.

1:30pm - 2:45pm  Gary Winuk, Counsel, Murphy Austin Attorneys
FPPC- The Agency’s Role In California Government

Learning Outcome: An understanding of the regulatory duties of the Fair Political Practices
Commission in overseeing California’s governmental process.

2:45pm - 3:00 pm  Break

http://www.achd.org/2016-leadership-academy/ 12/1/2015  20¢



2016 Leadership Academy - ACHD

3:00 pm - 4:30 pm

530 pm

Martha Knutson, ESQ., Attorney at Law, Knutson Law Firm
The Brown Act and Fair Political Practices Commission: Rules of Engagement

Learning Outcome: An understanding of the Brown Act, specifically methods of compliance
and the implications of non-compliance.

Chair’s Reception and Dinner
Samuel ‘Mike' McCreary, PhD, Chair, ACHD Board of Directors

Day 2: Friday, January 22, 2016

7:30 am - 8:30 am
8:45 am - 10:00 am

10:00 am - 10:15 am
10:15am-11:30 am

11:30 am

12:00 pm

Event Questions:

Breakfast

Martha Knutson, ESQ., Attorney at Law, Knutson Law Firm

The Brown Act and Fair Political Practices Commission: Rules of Engagement
(continued)

Learning Outcome: An understanding of the Brown Act, specifically methods of
compliance and the implications of non-compliance.

Break
Rich Gianello, CEO, HFS Consultants
Public Entity Accounting: Understanding District Financlal Statements

Learning Outcome: An understanding of District financial statements, the key metrics
associated with strong financial performance and questions to ask when there is variance
from financial plans.

Closing Remarks
David McGhee, Chief Executive Officer, ACHD
Lunch

Sheila Johnston (mailto:Sheila.Johnston@achd.org), Member Services Specialist,

916.266.5208

Registration Questions:
Sean McDonald (mailto:registration@achd.org}, Event Coordinator, 916.266.5240
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Password Map Link
(https://www.google.com/maps/preview?
L Remember Me q=1215+K+5treet,+Sacramento,+CA&hl=en&sll=37.2691

W5)
LOGIN
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(http://www.achd.org/lostpassword/) E

(https://www.youtube.com/channel/UCEzTxH8aCHeb3![

(https://www.linkedin.com/company/association-
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2016 Legislative Day

CONTACT Us

(916) 266-5200
Email Us (mailto:info@achd.org)

RECENT NEWS

Beach Cities Health District Named to

Legislative Day
= B & % Modern Healthcare's 100 Best Places to

i 11 ¥ : . Work List for Fourth Year
: 9511 425; _Ol Y (http://www.achd.org/2015/11/06/beach-

cities-health-district-named-to-modern-
healthcares-100-best-places-to-work-list-
for-fourth-year/)

Medi-Cal 2020: New Waiver in Sight, 8ut
Long-Term Vision Needed

(http://www.achd.org/2015/11/04/medi-
(http://www.achd.org/wp- p &

s . cal-2020-new-waiver-in-sight-but-long-
content/uploads/sites/6/2015/09/Leg-Day. term-vision-needed/) : &

Tri-City Medical Center and UC San Diego
Health Enter into Exclusive Affiliation
(http://www.achd.org/2015/10/15/tri-city-
medical-center-and-uc-san-diego-health-
enter-into-exclusive-affiliation/)

ACHD Needs Your Feedback!
(http://www.achd.org/2015/10/13/achd-

needs-your-feedback/)
(http://www.achd.org/wp- Closing a Hospital. and Fearing for th
content/uploads/sites/6/2015/09/Leg-Day-thumbs.j Fu‘:i':'ega ospital, and Fearing for the
The Legislative Day program is tailored to connect Healthcare (http://www.achd.org/2015/10/09/closing-
District Trustees and Administrators with Legislative a-hospital-and-fearing-for-the-future/)

Representatives at the State Capitol. The program will provide
detailed information regarding the most pressing legislative issues,
while creating opportunities for Trustees and Administrators to
foster relationships with state lawmakers.

Click here
(https:/ /www.regonline.com/builder/site/?
eventid=1762238) to register for Legislative Day.

.

L2
- 7,
=/

il

(http://www.achd.org/wp-
content/uploads/sites/6/2015/09/Sac-Event-Map.jpg)

Event Questions:

Sheila johnston (mailto:Sheila.Johnston@achd.org), Member Services Specialist,
916.266.5208

http://www.achd.org/2016-legislative-day/ 11/24/2015  20¢
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Registration Questions:
Sean McDonald (mailto:registration@achd.org), Event Coordinator, 916.266.5240
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Future AHA Annual Meeting Dates Page 1 of 1

lealthy commporities where %
Americ

e eheir Blghest potential for health ican Hospital Association-

Future AHA Annual Meeting Dates

2016 - Sunday, May 1 - Wednesday, May 4
2017 - Sunday, May 7 - Wednesday, May 10
2018 - Sunday, May 6 - Wednesday, May 9

The AHA Annual Meetings above will be held in Washington, DC at the Washington Hilton Hotel.

View highlights from the 2015 AHA Annual Meeting

http://www .aha.org/events/futureannualmtgs.shtml 11/24/2015  20¢



2016 Annual Meeting - ACHD

2016 Annual Meeting

.ﬁo;el &: Spa— Monterey

(http:/ /www.achd.org/wp-
content/uploads/sites/6/2015/09/Annual-Meeting jpg)

(http:/ /www.achd.org/wp-
content/uploads/sites/6/2015/09/Annual-Meeting-thumb.jpa)

As the state of health care continues to evolve and the pace of
change continues to increase, we wonder...how will our important
member Districts evolve to meet the challenges ahead and continue
to serve their communities? ACHD's Annual Meeting will provide
opportunities to hear different perspectives on a wide verity of
topics, ranging from effective governance to improving the health
status of residents of your community, while providing opportunities
share your experiences and views with your Healthcare District
colleagues.

(http:/ /www.achd.org/wp-
content/uploads/sites/6/2015/09/Annual-Meeting. jpg)

Click here
(https:/ /wwww.regonline.com/builder/site/?
eventid-1762253) to register for Annual Meeting.

Location

Monterey Plaza

(http:/ /www.achd.org/wp-
content/uploads/sites/6/2015/09/Monterey-Event-Map.jpg)
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Medi-Cal 2020: New Waiver in Sight, But
Long-Term Vision Needed
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term-vision-needed/)

Tri-City Medical Center and UC San Diego
Health Enter into Exclusive Affiliation
(http://www.achd.org/2015/10/15/tri-city-
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ACHD Needs Your Feedback!
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Future
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Event Questions:

Sheila Johnston (mailto:Sheila Johnston@achd.org), Member Services Specialist,
916.266.5208

Registration Questions:
Sean McDonald (mailto:registration@achd.org), Event Coordinator, 916.266.5240

Search This Site LogIn
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0  Remember Me
LOGIN
Lost Password
(http://www.achd.org/lostpassword/)
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j 24" Annual Fage
1 Health Forum and the American Hospital Association |

| LEADERSHIP |
SUMMIT

July17 -19,2016 San Diego, California
ManchesterGrand-Hyatt

REGISTER BY
JANUARY 1, 2016 . . ) . . .
AND SAVE $200! Join senior executives from the nation’s leading hospitals

and health systems to learn strategies and approaches
LEARN WITH YOUR

LEADERSHIP TEAM to help better serve patients and communities while

REGISTER THREE improving financial and operational goals.
AND THE FOURTH

ATTENDS FOR FREE WITH A FOCUS ON:

- Responding to the Power of Consumerism in Health Care

« Positioning for the New Insurance Markets

« Driving Value through Delivery System Innovation

- Quality and Safety Improvements for Optimal Performance
- New Payment and Risk Management Strategies

- Leveraging Technology and Data Analytics in an Integrated System of Care
- Advancing Population Health Improvement

American Hospital Association

SPONSORSHIP : HEALTH FORUM
AND EXHIBIT MEDIA | EDUCATION |
OPPORTUNITIES
AVAILABLE.

DATA

www.healthforum-edu.com/summit



Hospital Quality
Institute Conference
in San Diego

November 2-4, 2016
Hilton San Diego Resort and Sg

Hospital Quality Instit

Leadership in quality and patient .
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016 Hospital Quality Institute Conference

lovember 2-4, 2016
lilt- San Diego Resort and Spa

unshine and sand await you at

1e 2016 Hospital Quality Institute

‘onference in Southern California.
‘onfirmed and invited speakers for

ext year’s event include:

llan Frankel, MD - Allan applies his clinical
<perience as an anesthesiologist and his
1owledge of patient safety and reliability science
1 help health care organizations and clinicians
sliver safe and reliable care to achieve optimal
Jtcomes.

cott Griffith, MS - Scott brings world-class
Jllaborative skills and practices from his work
ith high-consequence industries to guide
Jspitals in organizing to achieve reliability.

Amy Edmondson, PhD - Amy is a Harvard
Business School professor and is widely known
for her work around leadership influences on
learning, collaboration, and innovation in teams
and organizations. She brings research to practice
in learning from failure to create innovation and
resilience.

Daniel L. Gross, DNSc, RN - As executive vice
president, Dan and the Sharp HRO leadership
team share their blueprint and lessons learned
on the journey to performing as a High Reliability
Organization.

Johan Otter, DPT - Johan shares his first-hand
knowledge of the importance of physical endurance
and mental toughness to survive a grizzly bear
attack. These are the attributes of individual and
organizational resilience. Working at Scripps Health,
he is an expert in workforce health and safety,

a precondition to patient safety.

Duane Dauner -~ As CEO of CHA, Duane discusses
the future of California hospital performance in
reliable and high quality care and the role of public
reporting.

Atul Gawande, MD, MPH (Invited) - SL
writer, and public health researcher, Atul
compassionate view of palliative and end
care and aging in America.

Mark R. Chassin, MD, FACP, MPP, M
President and CEO of The Joint Commis:
provides a broad view of performance as
advances from quality and safety to the r
of high reliability.

Kenneth Sands, MD, MPH (invited) - k
chief quality officer at Beth israe! Deacon
Medical Center engaged in a multi-site in

humanize intensive care, focusing on dig
respect for people.

Plus, additional sessions on: pediatri(
quality, transparency in public reporting,
learned from the CHPSO database and n

Visit www.hginstitute.org to learn mor

‘ Hospital Quality Institute
Leadership in quality and patient safety

Y
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PROPOSED
TCHD BOARD OF DIRECTORS
MEETING SCHEDULE
CALENDAR YEAR 2016

Regular Board of Directors Meetings — Open Session to begin at 3:30 p.m.

Closed Session to begin at 1:30 p.m. and again immediately following
Open Session, if needed

January 28, 2016 (Last Thursday)
February 25, 2016 (Last Thursday)
March 31, 2016 (Last Thursday)

April 28, 2016 (Last Thursday)

>

>

>

>

» May 26, 2016 (Last Thursday)
> June 30, 2016 (Last Thursday)

> July 28, 2016 (Last Thursday)

»  August 25, 2016 (Last Thursday)

>  September 29, 2016 (Last Thursday)

No Meeting in October due to November 8" Election

> November 10, 2016 (First Thursday following the election)

» December 8, 2016 (Second Thursday in December)

Special Board of Directors Meeting — January, 2016 Date TBD
Strategic Plan/Mission, Grant Guidelines, Vision & Values

Special Board of Directors Meeting — February, 2016 DATE TBD
Strategic Planning Workshop

Special Board of Directors Meeting — May, 2016 Date TBD
Closed Session to review biennial quality reports

Special Board of Directors Meetings — June 9, 2016 — 6:00 p.m.
Budget Workshop

Special Board of Directors Meeting — October, 2016 Date TBD
Closed Session to review biennial quality reports

21%



2016 Dates to Note

ACHD Leadership Academy — January 21-22, 2016, Sacramento, CA

CHA Legislative Day — March 16, 2016, Sacramento, CA

ACHD Legislative Day — April 4-5, 2016, Sacramento, CA

AHA Annual Meeting — May 1-4, 2016, Washington, D.C.

ACHD Annual Meeting — May 3-5, 2016, Monterey, CA

24" Annual Leadership Summit — July 17-19, 2016, San Diego, CA

Hospital Quality Institute Conference — November 2-4, 2016, San Diego, CA

VVVVVVY

Proposed: Board of Directors: December 10, 2015
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Building Operating Leases
Month Ending October 31, 2015

Base
Rate
per Sq. Total Rent per LeaseTerm
Lessor Sq. Ft. Ft. current month Beginning Ending |Services & Location Cost Center
Creek View Medical Assoc
1926 Via Centre Dr. Suite A PCP Clinic Vista
Vista, CA 92081 Approx 1926 Via Centre Drive, Ste A
Vit81981 6,200 $2.50 |(a) $ 18,600.00 02/01/15 10/31/18|Vista, CA 7090
7760 - 90.65%
Tri-City Wellness, LLC 7597 - 4.86%
6250 El Camino Real Wellness Center 7777 - 4.49%
Carlsbad, CA 92009 Approx 6250 El Camino Real 9520 - 77.25%
V#80388 87,000 $4.08 |(a) $ 239,250.00 07/01/13]  06/30/28|Carlsbad, CA 92009 7893 - 12.53%
GCO
3621 Vista Way Performance Improvement
Oceanside, CA 92056 3927 Waring Road, Ste.D
#V81473 1,583] $1.50 |(a) $ 3,398.15 01/01/13 12/31/15|Oceanside, Ca 92056 8756
Golden Eagle Mgmt
2775 Via De La Valle, Ste 200 Vacant Building
Del Mar, CA 92014 3861 Mission Ave, Ste B25
V#815653 4,307] $0.95 |(a) $ 4,880.00 05/01/13]  04/30/16|Oceanside, CA 92054 9551
Investors Property Mgmt. Group
c/o Levitt Family Trust OP Physicat Therapy, OP OT & OP
2181 El Camino Real, Ste. 206 Speech Therapy 7772 -76%
Oceanside, Ca 92054 2124 E. El Camino Real, Ste.100 7792 - 12%
Vit81028 5214 | $1.65 |(a) $ 9,400.74 09/01/12] _ 08/31/17 |Oceanside, Ca 92054 7782 -12%
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 | $1.22 |(a) $ 10,101.01 07/01/11 07/01/16|Vista, Ca 92083 7320
OPS Enterprises, LLC Chemotherapy/Infusion Oncology
3617 Vista Way, Bldg. 5 Office
Oceanside, Ca 92056 3617 Vista Way, Bldg.5
( 1250 4,760 | $3.55 |(a) $ 24,931.00 10/01/12 10/01/22|Oceanside, Ca 92056 7086
seway/Bradford CA LP
DBA: Vista Town Center
PO Box 19068 Vacant Building
irvine, CA 92663 510 Hacienda Drive Suite 108-A
V#81503 3,307 | $1.10 |(a) $ 4,936.59 10/28/13[  03/03/18|Vista, CA 92081 9550
Tri City Real Estate Holding &
Management Company, LLC Vacant Medical Office Building
4002 Vista Way 4120 Waring Rd 8462
Oceanside, Ca 92056 6,123 | $1.37 $ 8,218.54 12/19/11 12/18/16|Oceanside, Ca 92056 Until operational
Tri City Real Estate Holding &
Management Company, LLC Vacant Bank Building Property
4002 Vista Way 4000 Vista Way 8462
Oceanside, Ca 92056 4,205 | §$3.13 $ 12,923.17 01/01/12 12/31/16|Oceanside, Ca 92056 Until operational
Total $ 336,639.20

(a) Total Rent includes Base Rent plus property taxes, association fees, insurance, CAM expenses, etc.

C:\Users\donnellant\AppData\l ocal\Microsoft\Windows\Temporary Internet Files\Content. Outlook\74BUMEJ9\Oct 2015 Finance Leases 21¢
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D HEALTH CARE

Education & Travel Expense
Month Ending 10/31/15

A L.y WE -0

FOR Y@U

Cost Centers Description Invoice # Amount Vendor # Attendees
6150 PCCN EXAM 82315 155.00 82518 MICHELLE MUSICH
6171 CA-NV AMER CORRECTIONAL HEALTH SRCS 102315 225.00 82523 LORI ROACH
6385 IOBNN CERTIFICATION 100515 325.00 82528 BRENDA BENEDETT!
6440 PPS BOOT CAMP 80315 745.70 29226 CHRISTINE GERVASI
6440 PPS COORD BOOT 80315 875.70 29226  CHRISTINE GERVASI
7400 ANESTHESIA TECH 60515 275.00 82524 LYN MONTEGOMERY
7400 NCC CREDENTIALING 100215 325.00 81135 KRISTEN BAUMBACH
7400 RNC CERTICATION 101315 325.00 82314 JACQUELYN COBBS
7400 RNC OB EXAM 92315 325.00 82517 KELLY GAVAGHAN
7570  ACLS CERTIFICATION 101415 210.00 82535 RICHARD HARM
8340 SERVICE SAFE TRAINING AND TEST 92915 308.00 77940  ERIC CLEMENS
8510 AMERICAN PAYROLL SEMINAR 102215 491,92 46503 ANH NGUYEN
8620 GOVERNANCE FORUM 108152EXP 603.18 78591  LARRY W. SCHALLOCK
8631 FOUNDATION BOARD RETREAT & STAFF CONFERENCE 429153 1,237.24 79486 TCHF BOARD & STAFF
8700 ROISEMINAR 100715 160.00 15106 MELISSA SANCHEZ
8700 ROISEMINAR 1007152 160.00 15106 LEILANI SAGALE
8730 ANNUAL BH SYMPOSIUM 101215 404.77 82530 JOY MELHADO
8730 BH SYMPOSIUM 101215 695.00 14365 CAROLA HAUER
8730 BH SYMPOSIUM 10122015 695.00 14365 JOY MELHADO
8740 CCRN RENEWAL 92415 120.00 80613  JILLIAN WILLIAMS
8740 PALS RENEWAL COURSE 91715 160.00 81220 TRACIALIIPULE
8740 RADIATION PROTE 100715 167.90 79610 CLAUDIA RODRIGUEZ
8740 MEDICAL SURGICAL 101515 200.00 66786 BRENDA L. TAVARES-HAM
8740 CARDIOVASCULAR 101515 200.00 77616 ELEANOR SANTIAGO
8740 VERMONT OXFORD 101515 200.00 79048 JACLYN KEEGAN
8740 NEONATAL NURSES 100115 200.00 81651 KAREN SULLIVAN
8740 BSN 91715 2,500.00 81413 EMILY GREENE
8758 AADE DIABETES CONFERENCE 101215 418.93 80450 APRIL LOMBARDO
8790 BOOK- UNDERSTANDING DRUG ISSUES 5134358 114.72 77130 DAVID EMMETT

**This report shows payments and/or 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.

22(



Seminar Evaluation

Seminar Title: Basic Compliance Academy

Location: The Cosmopolitan
Las Vegas, NV
Dates: 19 October to 22 October 2015

1. Identify reason for attending seminar:
I attended this conference to learn about health care compliance and my
responsibilities as both a healthcare district board member and a
healthcare provider.

2. List three major topics of the seminar. Rate them as to your
evaluation of priorities. Provide a brief explanation of key
information covered under each topic.

a. HIPAA: Amplified my existing knowledge of HIPAA, especially
what is and isn't a covered entity.

b.  Board responsibilities and accountability for compliance,
especially since the OIG is tightening its focus to include boards

¢.  Coding and Billing: A total complete mystery to me before this.

Now I have a firmer understanding of how important documentation

not only to document care provided but provide the correct information

for correct coding and billing.

3. What was the most important topic covered in the seminar?
For me, it was the importance of healthcare boards as compliance
champions.

4. Who was/were the main speaker/s and their topics?
Debbie Troklus, a founding member of the Healthcare Compliance
Association, spoke on Policies, Procedures and Infrastructure while
Lynda Hilliard, spoke about Corporate Responsibility: Role of Boards
of Director. There were also speakers on HIPAA, coding and billing,
and the breadth of compliance issues, e.g. FAA compliance for
helicopter landing areas.

221



5. Evaluate the seminar as a whole.

The conference was well organized and a thorough introduction to
health care compliance.

Laura Mitchell, RN, Bsn, C-HC
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Board Leadership:
A Driver of Health Care Quality

The Developing Requirements and How to Meet Them

The purpose of this brief is to provide an overview of the evolving role and expectations
for hospital Boards in achieving higher levels of clinical quality and patient safety.

Situation

It is well established that hospital governing Boards have
responsibility for the quality of care provided in their institutions.’
Historically, how Boards fulfilled this responsibility has been open to
interpretation and varying practices. In recent years, the changing social,
political and economic environment has led to a new era of publicly
reported comparative quality measures, transparency, and new
reimbursement models that reward performance. The role of hospital
Boards in assuring quality of care in this context is more focused that ever
before.? A challenge in meeting these evolving expectations was framed in
a recent study that raised questions about whether hospital Boards are
sufficiently educated about and engaged in oversight of quality.? Hospital
Boards that have met this challenge, however, demonstrate great positive
impact on institutional and patient outcomes.

Background

Momentous events occurred during the course of the last decade
that are an impetus for today’s heightened expectation that hospital Boards
exercise active oversight of the quality of care delivered by their
organizations. First, the Institute of Medicine (IOM) published two seminal
reports, To Error is Human® and Crossing the Quality Chasm?®, in 2001 and
2002, respectively. These reports documented the serious and pervasive
nature of the nation's overall quality problem, finding nearly 100,000
deaths per year from medical errors, as well as systemic failure to provide
evidence-based care nearly half of the time. Second, concurrent with the
release of the IOM reports, the for-profit business sector experienced a
series of ruinous accounting fraud scandals leading to the bankruptcies of
Enron and WorldCom, and the related demise of Arthur Anderson.
Additionally, the notorious $1.3 billion bankruptcy of the Allegheny Health,
Education and Research Foundation reverberated with many of the issues

Key Points

Engaged Boards
improve quadlity
outcomes

The nation has a
serious quality and
patient safety
problem

There are new
expectations for
governance oversight
of quality

Quadlity is at the
center of healthcare
reform

Best practices for
Boards are available
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demonstrated by the infamous commercial failures, but within non-profit healthcare. These examples mark
unconscionable lapses in corporate integrity and governance oversight leading to an increased scrutiny of
Boards and higher standards of accountability. In 2002, Congress responded by passing the Sarbanes-Oxley
legislation which introduced major changes to the regulation of corporate governance and public finance.®
While charitable organizations are largely not covered by its provisions, the law has affected and strengthened
Board practices in not-for-profit organizations. Some predict, however, that a direct “. . . Sarbanes-Oxley for
quality is around the corner.”” Third, while many aspects of the US healthcare system are exceptionally
advanced, the care provided is too often unsafe and inefficient. Exacerbating the patient safety issues are
federal forecasts that predict US healthcare spending will exceed $4.1 billion by 2016, representing 20% of the
gross national product.® In response to the demand for better quality, patient safety, and cost efficiency, policy
leaders and patient organizations have called governing Boards to enhance their oversight function on quality of
care. In March 2010 Congress passed the Patient Protection and Affordable Care Act® which addressed multiple
changes to the current healthcare delivery system. Payors are moving into value-based purchasing models using
financial incentives targeted at providers, consumers, or both, linked to measures of health care quality and
efficiency.

These events usher in a new era of accountability for health system Boards. The change is welcomed as
evidence shows that highly engaged Boards focused on quality of care can impact outcomes in very positive
ways.

Assessment

Boards face important new issues related to how quality of care affects matters of reimbursement and
payment, efficiency, cost controls, and collaboration between organizational providers and individual and group
practitioners. “These new issues are so critical to the operation of health care organizations that they require
attention and oversight, as a matter of fiduciary obligation, by the governing Board.”*°

Historically, Boards delegated to medical staff and management the operational responsibility for safe
care. Hospital Boards are beginning to realize that they can no longer regard the quality and safety of care in
the hospital as the sole responsibility of the doctors, nurses and executives. Even though most hospital Board
members are not clinically trained, they are nevertheless ultimately responsible for everything that goes on in
the hospital, including the quality of clinical care.™ Training in quality principles and methods, as well as attuned
organizational structures and processes are critical to enable Board effectiveness.

Recent studies show that the majority of hospital Boards are not prepared to meet the new level of
expectations and accountabilities for quality of care. In a national survey of Board chairs, a study conducted by
researchers at the Harvard School of Public Health found that fewer than half of the Boards rated quality of care
as one of their top two priorities. Few reported receiving training in quality. Moreover, using publically reported
quality data, the researchers assessed Board engagement relative to high-performing and low-performing
hospitals. They identified large differences in Board activities and engagement between high-performing and
low performing hospitals. Highly engaged and trained Boards who exercised active oversight of quality realized
significantly higher quality performance.™

M Benegas, QPS, 03.27.12
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Recommendations

Many excellent resources are available to suggest potential strategies to support Boards in meeting their
oversight of quality.*® Most of these resources share common themes in their recommendations. A succinct
statement of recommended Board activities was advanced in a recent study by researchers at the Johns Hopkins
Quality and Safety Research Group.* The recommendations include:

1. Boards should have a separate quality and patient safety committee that meets regularly and
reports to the full Board. Evidence suggests Boards with such a committee spend more time on
improvement activities, and their hospitals may have better outcomes.

2. Boards should ensure the existence and annual review of a written quality improvement and
patient safety plan that reflects systems thinking, contains valid empirical measures of
performance, and is consistent with national, regional, and institutional quality and safety goals.

3. Boards should have an auditing mechanism for quality and safety data, just as they do for
financial data. While data quality control principles apply to clinical research and apply to
financial data through generally accepted accounting principles, data quality in measuring
quality and patient safety has received little to no attention in most health-care organizations.

4, Boards should routinely hear stories of harm that occurred at the hospital, putting a face on the
problem of quality and patient safety. Stories may be case reviews presented by staff or
interactions with patients or families who suffered harm.

5. In conjunction with the CEO and medical staff leaders, boards should identify specific,
measurable, valid quality indicators consistent with strategic goals and hospital services, and
review performance against the indicators no less than quarterly. Such review should include:

a. Regular quantitative measurement against benchmarks;
Reported compliance with rigorous data quality standards;
c. Performance transparency;

i. Weekly or monthly reports of harm;

ii. Sentinel event and claims review for quality and safety problems;
d. Methods for active intervention to improve care;

i. Survey of quality and safety culture;

ii. Use of survey results to shape improvement efforts;

iii. Routine mechanism to tap the wisdom of bedside caregivers.

! Lister E, Cameron DL. The role of the Board in assuming quality and driving major change initatives - part 1:
maintaining organizational integrity. Group Practice Journal. 2001,;50:13-20.

2 Miller TE, Gutmann VL, “Changing expectations for Board oversight of healthcare quality: the emerging
paradigm,” | Health Life Sci Law 2009 Jul;2(4):31, 33-77.

3Jha, A and Epstein, A, “Hospital Governance and the Quality of Care,” Health Affairs 29 (1):182-187.

4 To Err is Human: Building a Safer Health System (2000), Institute of Medicine

M Benegas, QPS, 03.27.12
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5 In Crossing the Quality Chasm: A New Health System for the 221¢t Century (2001), the Institute of Medicine
(IOM) identifies six aims of the healthcare quality system: that it should be safe, effective, efficient, timely, patient
centered, and equitable.

¢ Sarbanes-Oxley Act of 2002, PL 107-204, 116 Stat 745

7 Nash DB, Medical Executive Post, March 9, 2008. See also, Royo MB, Nash DB. 2008. “Sarbanes-Oxley and Not-
for-Profit Hospitals: Current Issues and Future Prospects,” American Journal of Medical Quality, 23(1):70-72

8 Poisal JA, et al, “Health Spending Projections Through 2016: Modest Changes Obsure Part D’s Impact,” Health
Affairs 26 (2):w242-w253 (2007)

9 Patient Protection and Affordable Care Act, PL 111- 148

10 Callendar et al, Corporate Responsibility and Health Care Quality: A Resource for Health for Health Care
Boards of Directors, American Health Lawyers Association, 2007

11 National Quality Forum, Hospital Governing Boards and Quality of Care: A Call to Responsibility, 2004
12 Jha, A and Epstein, A, “Hospital Governance and the Quality of Care,” Health Affairs 29 (1):182-187.

See also, Carlow DR, “Can Healthcare Boards Really Make a Difference in Quality and Safety?” Law &
Governance, 13(8) 2010;

Jaing JH, “Enhancing Board Oversight on Quality of Hospital Care: An Agency Theory Perspective,” AHRQ, 2011

13 See:

Governance Certification for Tennessee Hospital Trustees and Boards, Tennessee Hospital Association, 2006;
Competency-Based Governance Enters the Health Care Boardroom, The American Hospital Association’s Center
for Healthcare Governance, 2010;

Hospital Governing Boards and Quality of Care: A Call to Responsibility, National Quality Forum, 2004;

Great Boards: Promoting Excellence in Health Care Governance, The American Hospital Association;
Reinertsen, JL, Hospital Boards and Clinical Quality: A Practical Guide, Ontario Hospital Association, 2007;
Conway J, Getting Boards on Board: Engaging Governing Boards in Quality and Safety, The Joint Commission
Journal on Quality and Patient Safety, Volume 34 Number 8, April 2008

1 Goeschel CA, Wachter RM, Pronovost PJ, “Responsibility for Quality Improvement and Patient Safety: Hospital
Board and Medical Staff Leadership Challenges,” Chest 2010;138;171-178

M Benegas, QPS, 03.27.12
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Governance Oversight of Quality

Key Questions for Boards

1. Is there a systemic view for strategy, e.g. planning process and strategic plan?

2. Are there measures that answer whether or not strategy is advancing, i.e.: Is
care getting better or worse?

3. How were the measures selected? What are the criteria?

4. Are there contexted measures and metrics? For example:
e upper/lower control limits if appropriate
e target
e actual absolute numbers, not percentages; or both
e comparison to history and targets
5. Is there a coordinated process? Is there conformance and predictability in
presentations, data displays, etc.?

6. Is the focus on the core product(s) of clinical care, such as core measures,
eliminating harm, other specific and relevant topics?

7. Can all staff leaders answer the following questions?
e how does “this” compare to past?
¢ how does “this” compare to best-of-class?
e what are we doing to improve and close the performance gap?
e what can we predict from what we know?
e what might be unintended consequences of our improvement efforts?

8. What is the relevance to the front line caregivers and providers? Where is
street level example that ties “front office to front line?”

‘ Hospital Quality Institute

2%, Leadership in quality and patient safety

2217



610 ajnsutby mmm
‘ajnipsut Ayend endsoH jo Asaunod

wayshg <

Buibepald |

pue Bujjeuepaid v

Kios|ApY spiepuels
pleog |edipaill 'S UOHIE}IPBIIDY
uoneziuebio :
—
-~
pieog
92UBUIBA0D)
~..|||I/

Rysjes juened
pue AjenDd

sopwwion | ||_ |04U0D UOKIBU)

- v

seenuIo)
Bujpuejs uopezjuebio
1 4e1s [edipew

sjoslfold
Ayenp pasepeyd

$30UaIauo)
Juawaaosdw| 9

‘Ajjeuo

JUSWISSASSY
ABojouyoa )

PUIL0D
anjeledouad

_ saapuwo) Ajlenp
aonoeld Ajewads

T

splepue)s
pue UuoReNpPaINY
|A SPI023Y [edIPaN T|
\A sopnadesay |
pue Aceuueyd

1
|

| e 0
| _ uojsnjsuei) I
ssapwwo) .
L Bugpueys uopezjuebiQ -
1 4e1s [edipe

smol4 Bunioday B Ajiqelunoddy fsjes B fiijend

ajdwexy

Iounod
uswdofanag
Japea Ayend

EEITIT I
Ayend
Jeuonesadg

-

|UNoD
Ayenp buisinN

y

sajeliyy
® 'ssimsy|

‘SI9jua))
1eauno

sajiuwo)

maney ANlend
it -

[ rendsoy

I SAUID
JdnoJo) jedipapy

|
— | -

. .wo.w—«_.EEoO|| R
Koyes pue Ayend
sou|[) pue [edsoH

Abajens

Aojes 3 Aenp
{euoneziuebi0

——d

22t



	board.packet.december.2015.1
	board.packet.december.2015.2
	board.packet.december.2015.3

