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AGENDA 

NORTHERN INYO HEALTHCARE DISTRICT 
BOARD OF DIRECTORS REGULAR MEETING 

 
November 16, 2022 at 5:30 p.m. 

 

Northern Inyo Healthcare District invites you to join this meeting: 
    TO CONNECT VIA ZOOM:  (A link is also available on the NIHD Website) 
https://zoom.us/j/213497015?pwd=TDlIWXRuWjE4T1Y2YVFWbnF2aGk5UT09 
Meeting ID: 213 497 015 
Password: 608092 
 
PHONE CONNECTION: 
888 475 4499 US Toll-free 
877 853 5257 US Toll-free 
Meeting ID: 213 497 015 
 
The Board is again meeting in person at 2957 Birch Street Bishop, CA 93514. Members of the public 
will be allowed to attend in person or via zoom. Public comments can be made in person or via zoom: 
__________________________________________________________________________________ 

     
1. Call to Order (at 5:30 pm).    

2. Public Comment:  The purpose of public comment is to allow members of the public to address 

the Board of Directors.  Public comments shall be received at the beginning of the meeting and are 

limited to three (3) minutes per speaker, with a total time limit of thirty (30) minutes for all public 

comment unless otherwise modified by the Chair.  Speaking time may not be granted and/or 

loaned to another individual for purposes of extending available speaking time unless 

arrangements have been made in advance for a large group of speakers to have a spokesperson 

speak on their behalf.  Comments must be kept brief and non-repetitive.  The general Public 

Comment portion of the meeting allows the public to address any item within the jurisdiction of 

the Board of Directors on matters not appearing on the agenda.  Public comments on agenda items 

should be made at the time each item is considered. 

3. Reports from Board Members (Board will provide this information) 

4. New Business: 

A.  Chief Financial Officer Report 
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11/9/2022, 11:25 AM 

a. Introduction of Northern Inyo Healthcare District Controller, Andrea Mossman (Board 

will receive introduction information from Chief Financial Officer)   

b. Financial Presentation  (Board will receive and consider accepting this report) 

B. Eastern Sierra Emergency Physician Quarterly Report  (Board will receive and consider 

accepting this report) 

C. New NIHD Foundation Board Member Approval (Board will consider the approval of a new 

board member) 

D. NIHD and Pioneer Home Health Care Component Relationship (Board will discuss historical 
and future role with Pioneer Home Health Care 

E. Appointment of the CEO Search ADHOC Committee (Board will consider appointment and 
approval of the ADHOC Committee)  

5. Chief of Staff Report, Sierra Bourne MD: 
A. Policies (Board will consider approval of these policies) 

1. 340B Contract Pharmacy Policy and Procedure  
2. 340B Hospital/Outpatient Clinic Administered Drugs Policy and Procedure  
3. Admission, Documentation, Assessment, Discharge and Transfer of Swing-Bed 

Patients 
4. Admission Procedure of Pediatric Patient  
5. Age Related and Population Specific Care  
6. Compliance with Information Blocking Rule  
7. Death and disposition of Body 
8. De-escalation Team  
9. Departments That Deliver Nursing Care to Patients  
10. Diagnostic Imaging – Patient Priority  
11. Education of Patient and Family  
12. Evaluation and Assessment of Patients’ Nutritional Needs  
13. Nursing Care Plan  
14. Patient Safety Attendant or 1:1 Staffing Guidelines  
15. Recognizing and Reporting Swing Bed Resident Abuse/Neglect  
16. Standardized Protocol – Physician Assistant in the Operating Room 
17. Swing Bed Patient Restraints 

B. Medical Executive Committee Meeting Report (Board will receive this report)  
           ---------------------------------------------------------------------------------------------------------------- 

                                                     Consent Agenda  

All matters listed under the consent agenda are considered routine 
and will be enacted by one motion unless any member of the 

Board wishes to remove an item for discussion. 
 

6. Approval of District Board Resolution 22-17, to continue to allow Board meetings to be held 
virtually (Board will consider the adoption of this District Board Resolution) 
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11/9/2022, 11:25 AM 

7. Approval of minutes of the October 19, 2022 Regular Board Meeting (Board will consider the 
approval of these minutes)  

8. Approval of minutes of the November 3, 2022 Special Board Meeting (Board will consider the 
approval of these minutes)  

9. Chief Executive Officer Report (Board will consider accepting this report) 

10. Chief Nursing Officer Report (Board will consider accepting this report) 

11. Chief Medical Officer Report (Board will consider accepting this report) 

12. Compliance Department Quarterly Report (Board will consider accepting this report) 

13. Pioneer Home Health Quarterly Report (Board will consider accepting this report) 

14. Approval of Policies and Procedures (Board will consider the approval of these Policies and 
Procedures) 

A. Automatic and Manual Transfer Switch Testing  

B. Development, Review and Revision P&P  

__________________________________________________________________________________ 

15. Public comments on closed session items.  

16. Adjournment to Closed Session to/for:  

A. Conference with Labor Negotiators; Employee Organization: AFSCME Council 57 

(pursuant to Government Code Section 54957.6) 

17. Return to open session and report on any actions taken in closed session.  

18. Adjournment 

 

In compliance with the Americans with Disabilities Act, if you require special accommodations to 

participate in a District Board meeting, please contact administration at (760) 873-2838 at least 48 hours 

prior to the meeting. 
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NORTHERN INYO HEALTHCARE DISTRICT 
REPORT TO THE BOARD OF DIRECTORS 

FOR INFORMATION 
 

Date: 10/28/2022 
 
Title: INTRODUCTION OF NORTHERN INYO HEALTHCARE DISTRICT CONTROLLER, ANDREA 

MOSSMAN  
 
 
Synopsis: The Chief Financial Officer, Stephen DelRossi, will introduce the new NIHD 

Controller, Andrea Mossman.  
 
 
 

Prepared by:   
Autumn Tyerman on behalf of CFO, 
Stephen DelRossi 
 

       Title: Board Clerk 
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Honorable Board Member and Public, 

I am honored to introduce Andrea Mossman, CPA, as financial controller for the district.  
Andrea comes to us from the Healthcare Company of America (HCA), the world’s largest for-
profit acute care health system, where she was the Associate Chief Financial Officer of two 
hospitals.  Andrea spent 13 years in total with HCA working in Physician Practices and Acute 
Care hospitals.  Andrea is an MBA who holds a Certified Public Accountant (CPA) certificate.  
Andrea is also a Certified Training Manager – she spent 3 years in a training manager role 
recruiting and managing accountants, and writing and leading technical accounting training 
manuals for a department of 150 accountants.  We are privileged to have her as part of the 
district.    

 

Respectfully, 

 

Stephen DelRossi, CFO, MSA 

Page 6 of 323



Financial Presentation  
 

Management’s Responsibility  

Management is responsible for compliance with federal, state, and regional statutes, regulations, and other terms 

and conditions. 

The CFO 

 The CFO in the senior financial expert of a company.  As such, the CFO is responsible for cash flow, financial & 

strategic planning, analyses, record keeping, purchasing, billing, and other vital financial operations.  As the senior 

executive of finance, the position carries non-delegable responsibilities: chief among these are open and honest 

conversations with the CEO and Board of Directors; failure to inform either party constitutes gross negligence and 

renders the aforementioned parties incapable of making the best informed decisions.  Further, failure of the CFO to act 

upon discrepancies and material issues jeopardizes the short and long-term viability of the company, in this case, the 

district.  Unfortunately, Kelli Davis, CEO, & the Board of Directors were placed in this position due to a lack of 

communications and a failure to act by the former CFO.  The following conversation highlights issues that have been 

discovered since my, Stephen DelRossi, arrival – unfortunately, this list is neither complete nor exhaustive as issues are 

discovered no less than weekly. 

 

Internal Control 

A process effected by those charged with governance, management, and other personnel that is designed to 

provide reasonable assurance about the achievement of the entity's objectives with regard to the reliability of financial 

reporting, effectiveness and efficiency of operations, and compliance with applicable laws and regulations. Internal 

control over safeguarding of assets against unauthorized acquisition, use, or disposition may include controls relating to 

financial reporting and operations objectives. (AICPA AU-C Section 315 publication compiled from Auditing Standards 

Board Statement on Auditing Standards (SAS) #122, #128, #130, #134, #135, #142) 

 A deficiency in internal control exists when the design or operation of a control does not allow management or 

employees, in the normal course of performing their assigned functions, to prevent, or detect and correct, 

misstatements on a timely basis. (Eide Bailly) 

A material weakness is a deficiency, or a combination of deficiencies, in internal control such that there is a 

reasonable possibility that a material misstatement of the entity’s financial statements will not be prevented or 

detected and corrected on a timely basis. We consider the deficiencies described in…item 2021-001 to be a material 

weakness. (Eide Bailly) 

A significant deficiency is a deficiency, or a combination of deficiencies, in internal control that is less severe 

than a material weakness, yet important enough to merit attention by those charged with governance. We consider the 

deficiencies described in…items 2021-002, 2021-003, and 2021-004, to be significant deficiencies. (Eide Bailly) 
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Audit Material or Significant Findings 2021: 

• 2021-001 (also 2020-002): Balance sheet reconciliations (not mitigated prior to September, 2022) 

• 2021-002 (also2020-008): Pension administration (not mitigated prior to September, 2022) 

• 2021-003 (also 2020-009): Reconciliation of time keeping system with payroll processor (not mitigated prior to 

September, 2022) 

• 2021-004: Timely submittal of Medicare Patient Credit Reports (not mitigated prior to September, 2022) 

• 2021-005: Federal award findings and questioned costs (not mitigated prior to September, 2022) 

o Material Weakness in Internal Control Over Compliance in Activities Allowed or Unallowed and Allowable 

Costs/Cost Principles 

o Material Weakness in Internal Control Over Compliance in Reporting and Material Instances of 

Noncompliance in Reporting (Eide Bailly) 

 

Generally Accepted Accounting Principles (U.S. GAAP) 

“Generally Accepted Accounting Principles (GAAP or US GAAP) are a collection of commonly-followed 

accounting rules and standards for financial reporting. The specifications of GAAP, which is the standard adopted by the 

U.S. Securities and Exchange Commission (SEC), include definitions of concepts and principles, as well as industry-

specific rules. The purpose of GAAP is to ensure that financial reporting is transparent and consistent… Although its 

principles work to improve the transparency in financial statements, they do not provide any guarantee that a 

company's financial statements are free from errors or omissions that are intended to mislead...” 

(https://www.cfainstitute.org) 

 

Significant Accounting Estimates 

“Accounting estimates in historical financial statements measure the effects of past business transactions or 

events, or the present status of an asset or liability. Examples of accounting estimates include net realizable values of 

inventory and accounts receivable…Accounting estimates in historical financial statements measure the effects of past 

business transactions or events, or the present status of an asset or liability. Examples of accounting estimates include 

net realizable values of inventory and accounts receivable.  Management is responsible for establishing a process for 

preparing accounting estimates. Although the process may not be documented or formally applied, it normally consists 

of [the following]: 

a. Identifying situations for which accounting estimates are required; 

b. Identifying the relevant factors that may affect the accounting estimate; 

c. Accumulating relevant, sufficient, and reliable data on which to base the estimate; 

d. Developing assumptions that represent management's judgment of the most likely circumstances and events 

with respect to the relevant factors;  

e. Determining the estimated amount based on the assumptions and other relevant factors; 
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f. Determining that the accounting estimate is presented in conformity with applicable accounting principles and 

that disclosure is adequate. 

The risk of material misstatement of accounting estimates normally varies with the complexity and subjectivity 

associated with the process, the availability and reliability of relevant data, the number and significance of assumptions 

that are made, and the degree of uncertainty associated with the assumptions.” (AU-C Section 342: SAS #57, SAS #113).  

“Significant accounting estimates are estimates used for the preparation of the financial statements where accurate, 

historic amounts and/or information are not available. Financial statements include various estimates, from rather 

straightforward estimates of the useful lives and residual values of property, plant, and equipment, or the allowance for 

doubtful debts to complex issues like the fair value of financial instruments or derivatives not traded publicly. 

Management is responsible for preparing accounting estimates and properly disclosing them, and for maintaining a 

system of internal control to support reasonable calculations.” (Study.com) 

The methodology used in calculating contractual allowances (amount not allowed via payor for services 

rendered) and bad debt consists of reviewing accounts determined to be closed.  When determining the open or closed 

status of an account, management established a threshold of $250 – accounts with a balance of less than $250 were 

used in the calculation for contractual allowances and bad debt allowances.  Prior to September, 2022, the last historical 

lookback was conducted April, 2021; historical lookbacks should be completed no less than twice yearly with the CFO’s 

expectation of quarterly.  

 

Revenue and Expense Recognition 

 “Accounting Standards Codification (ASC) 606: On May 28, 2014, the Financial Accounting Standards Board 

(FASB) and International Accounting Standards Board (IASB) jointly issued Accounting Standards Codification (ASC) 606, 

regarding revenue… ASC 606 provides a uniform framework for recognizing revenue… The old guidance was industry-

specific, which created a system of fragmented policies.  The updated revenue recognition standard is industry-neutral 

and, therefore, more transparent. It allows for improved comparability of financial statements with standardized 

revenue recognition practices across multiple industries.  There are five steps needed to satisfy the updated revenue 

recognition principle: 

• Identify the contract with the customer. 

• Identify contractual performance obligations. 

• Determine the amount of consideration/price for the transaction. 

• Allocate the determined amount of consideration/price to the contractual obligations. 

• Recognize revenue when the performing party satisfies the performance obligation. 

 

Financial Restatement 

 The Financial Accounting Standards Board (FASB) defines a restatement as a revision of a previously issued 

financial statement to correct an error.  Restatements are required when it is determined that a previous statement 
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contains [a] “material” inaccuracy.  However, FASB offers minimal guidance in defining materiality.  Accountants are 

responsible for determining whether a past error is “material” enough to need a restatement.  The Securities and 

Exchange Commission (SEC) suggests companies and auditors conduct quantitative and qualitative analysis to identify 

any errors in prior financial statements.  Often, “material” inaccuracies stem from accounting mistakes, noncompliance 

with generally accepted accounting principles (GAAP) or other frameworks, fraud, misrepresentation or clerical errors.  

A “material” error affecting part or all of a financial statement often triggers a restatement.  Some leading causes for 

restatements include: 

• Recognition errors. 

• Income statement and balance sheet misclassifications. 

• Complex rules related to acquisitions, investments, revenue recognition and tax accounting. (BakerTilly.com) 
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FY 2022 Restatement 

 
 

Northern Inyo Healthcare District
Fiscal Year 2022

6/30/2022 2022 YTD
Gross Patient Service Revenue
Inpatient Patient Revenue 2,987,037 38,125,673
Outpatient Revenue 11,789,931 129,361,046
Clinic Revenue 1,292,210 14,406,706
Gross Patient Service Revenue 16,069,178 181,893,425
Deductions from Revenue
Contractual Adjustments (7,152,019) (81,362,648)
Bad Debt (1,712,866) (9,582,273)
A/R Writeoffs (314,527) (3,036,147)
Other Deductions from Revenue (4,765,617) 10,295,825
Deductions from Revenue (13,945,029) (83,685,243)
Other Patient Revenue
Incentive Income 0 1,974
Other Oper Rev - Rehab Thera Serv 10,364 148,629
Medical Office Net Revenue 0 0
Other Revenue 10,364 150,603
Net Patient Service Revenue 2,134,512 98,358,785
Cost of Services - Direct
Salaries and Wages 2,130,467 26,955,174
Benefits 2,118,991 22,309,661
Professional Fees 3,204,545 27,029,033
Pharmacy 499,818 4,294,421
Medical Supplies 809,222 4,323,064
Hospice Operations 0 0
EHR System Expense 218,098 1,543,602
Other Direct Expenses 1,167,346 7,839,306
Total Cost of Services - Direct 10,148,486 94,294,261

General and Administrative Overhead
Salaries and Wages 300,827 4,097,538
Benefits 3,623,272 7,133,574
Professional Fees 334,404 4,063,113
Depreciation and Amortization 346,201 4,134,640
Other Administative Expenses 411,544 2,209,730
Total General and Administrative Overhead 5,016,248 21,638,594
Total Expenses 15,164,734 115,932,855

Financing Expense 358,369 2,602,830
Financing Income 1,313,294 3,199,828
Investment Income 8,101 185,770
Miscellaneous Income 3,680,946 13,556,981
Net Income (8,386,250) (3,234,321)
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FY 2023 Restatement 

 
 

Northern Inyo Healthcare District
Fiscal Year 2023

7/31/2022 8/31/2022 9/30/2022 2023 YTD
Gross Patient Service Revenue
Inpatient Patient Revenue 3,986,305 3,395,933 1,938,350 9,320,588
Outpatient Revenue 11,474,649 12,619,549 11,643,340 35,737,538
Clinic Revenue 1,112,050 1,281,637 1,298,041 3,691,727
Gross Patient Service Revenue 16,573,004 17,297,119 14,879,730 48,749,853
Deductions from Revenue
Contractual Adjustments (9,974,707) (7,321,894) (6,081,406) (23,378,008)
Bad Debt (1,834,762) (2,292,073) 110,396 (4,016,438)
A/R Writeoffs (378,045) (717,468) (739,907) (1,835,419)
Other Deductions from Revenue 492,000 (492,000) 72,943 72,943
Deductions from Revenue (11,695,514) (10,823,435) (6,637,974) (29,156,923)
Other Patient Revenue
Incentive Income 0 0 0 0
Other Oper Rev - Rehab Thera Serv 5,303 4,367 4,346 14,015
Medical Office Net Revenue 0 0 0 0
Other Revenue 5,303 4,367 4,346 14,015
Net Patient Service Revenue 4,882,793 6,478,050 8,246,101 19,606,944
Cost of Services - Direct
Salaries and Wages 2,175,027 2,269,022 2,195,439 6,639,487
Benefits 2,008,070 1,759,698 1,801,034 5,568,802
Professional Fees 2,373,943 2,061,702 3,102,063 7,537,708
Pharmacy 211,326 671,932 54,166 937,424
Medical Supplies 315,752 290,221 578,033 1,184,006
Hospice Operations 0 0 0 0
EHR System Expense 107,979 220,753 220,408 549,140
Other Direct Expenses 546,374 667,228 808,934 2,022,536
Total Cost of Services - Direct 7,738,472 7,940,556 8,760,076 24,439,104

General and Administrative Overhead
Salaries and Wages 360,265 365,276 370,478 1,096,019
Benefits 356,264 312,157 316,570 984,991
Professional Fees 565,435 242,300 410,987 1,218,722
Depreciation and Amortization 318,087 332,153 334,828 985,068
Other Administative Expenses 79,314 164,310 199,143 442,767
Total General and Administrative Overhead 1,679,363 1,416,196 1,632,007 4,727,566
Total Expenses 9,417,836 9,356,752 10,392,082 29,166,670

Financing Expense 183,196 182,350 180,796 546,342
Financing Income 64,203 431,229 247,716 743,147
Investment Income 74,115 23,389 (18,154) 79,351
Miscellaneous Income 59,508 60,051 73,544 193,103
Net Income (4,520,413) (2,546,383) (2,023,671) (9,090,467)
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Balance Sheet 

 

Balance Sheet FY 2023
Prior Year Balances July 2022 August 2022 Sept 2022

  Assets
    Current Assets
      Cash and Liquid Capital 9,223,997                                 8,260,905      9,033,146      7,095,805      
      Short Term Investments 26,808,421                               24,254,218    24,248,339    21,741,818    
      PMA Partnership -                                              -                   -                   -                   
      Accounts Receivable, Net of Allowance 24,367,758                               21,409,786    19,693,748    20,999,337    
      Other Receivables 127,648                                     653,090          824,130          1,887,427      
      Inventory 3,145,539                                 3,116,641      3,111,028      3,075,988      
      Prepaid Expenses 1,318,137                                 1,842,961      1,808,098      1,708,822      
    Total Current Assets 64,991,500                               59,537,601    58,718,490    56,509,196    
    Assets Limited as to Use                 
      Internally Designated for Capital Acquisitions -                                              -                   -                   -                   
      Short Term - Restricted 1,953,496                                 2,044,212      2,044,299      2,044,383      
      Limited Use Assets
        LAIF - DC Pension Board Restricted 639,041                                     747,613          753,493          760,014          
        DB Pension 14,044,924                               14,044,924    14,044,924    14,044,924    
        PEPRA - Deferred Outflows -                                              -                   -                   -                   
        PEPRA Pension -                                              -                   -                   -                   
      Total Limited Use Assets 14,683,965                               14,792,537    14,798,417    14,804,938    
      Revenue Bonds Held by a Trustee 1,111,723                                 1,105,984      1,100,247      1,090,633      
    Total Assets Limited as to Use 17,749,184                               17,942,733    17,942,963    17,939,954    
    Long Term Assets                 
      Long Term Investment 2,274,315                                 2,274,959      2,777,201      2,741,517      
      Fixed Assets, Net of Depreciation 77,253,188                               76,967,404    76,801,899    77,108,738    
    Total Long Term Assets 79,527,504                               79,242,363    79,579,100    79,850,255    
  Total Assets 162,268,187                             156,722,697 156,240,553 154,299,405 
  Liabilities         
    Current Liabilities                 
      Current Maturities of Long-Term Debt 2,606,169                                 2,575,534      2,549,958      2,524,301      
      Accounts Payable 4,848,604                                 3,993,933      5,404,967      5,504,922      
      Accrued Payroll and Related 4,977,342 5,908,449 6,822,949 6,615,701
      Accrued Interest and Sales Tax 99,832                                       145,639          252,061          321,777          
      Notes Payable 2,133,708                                 2,133,708      2,133,708      2,133,708      
      Unearned Revenue 2,534,074                                 1,299,762      607,290          607,290          
      Due to 3rd Party Payors -                                              -                   -                   -                   
      Due to Specific Purpose Funds -                                              -                   -                   -                   
      Other Deferred Credits - Pension 2,146,080                                 2,146,080      2,146,080      2,146,080      
    Total Current Liabilities 19,345,808                               18,203,104    19,917,013    19,853,780    
    Long Term Liabilities                 
      Long Term Debt 33,455,947                               33,455,947    33,455,947    33,455,947    
      Bond Premium 240,908                                     237,771          234,634          231,497          
      Accreted Interest 16,725,130                               16,820,264    16,915,399    17,010,533    
      Other Non-Current Liability - Pension 47,950,740                               47,950,740    47,950,740    47,950,740    
    Total Long Term Liabilities 98,372,724                               98,464,722    98,556,720    98,648,717    
    Suspense Liabilities -                                              -                   -                   -                   
    Uncategorized Liabilities 425,933                                     451,476          709,722          763,396          
  Total Liabilities 118,144,465                             117,119,302 119,183,454 119,265,892 
  Fund Balance         
    Fund Balance 44,848,874                               41,614,553    41,614,553    41,614,553    
    Temporarily Restricted 2,509,169                                 2,509,255      2,509,342      2,509,426      
    Net Income (3,234,321)                                (4,520,413)    (7,066,796)    (9,090,467)    
  Total Fund Balance 44,123,722                               39,603,395    37,057,099    35,033,513    
  Liabilities + Fund Balance 162,268,187                             156,722,697 156,240,553 154,299,405 
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FYE 2022 Jul-22 Aug-22 Sep-22 FYE 2023 Total
Net Income prior to adjustments 5,455,430            (3,624,839)         (1,431,081)        (7,756,271)         (12,812,191)        (7,356,761)    

Provider Relief Claim 3,065,371            -                        
IGT reduction (correction of AR) (8,371,430)           -                        
Bad Debt Entry Error (1,379,208)         (1,379,208)           
Medicaid Contractual Rate Correction 4,544,349          4,544,349            
Other AR Adjustments 85,347                  -                        
Pension True-up to Actuary Report (3,346,115)           -                        
Other Expense Accrual Adjustments (122,924)              483,634              (1,115,302)         1,188,646          556,979               
Total Adjustments (8,689,751)           (895,574)            (1,115,302)        5,732,995          3,722,120            (4,967,631)    

Adjusted Net Income (3,234,321)           (4,520,413)         (2,546,383)        (2,023,276)         (9,090,071)           (12,324,392)  

*credits are unfavorable (reduce) to net income
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NIHD Statistics
Total Total w/o NB Total Total w/o NB Total Total w/o NB 

Total Patient Days 246                220                   207           178                   139           130                   
Total Admits 93                  77                     76              62                     62              56                     
Total Discharges 90                  76                     81              66                     60              54                     
ADC (average daily census) 8                     7                       7                6                       5                4                       
Inpatient Hospital Gross Revenue 3,986,305        3,395,933        1,938,350        
Outpatient Hospital Gross Revenue 11,474,649     12,619,549     11,643,340     
Total Gross Hospital Revenue 15,460,954     16,015,482     13,581,690     
OP (Outpatient) Factor 4                       5                       7                       
Adjusted Admissions 299                   292                   392                   
Adjusted Patient Days 853                   839                   911                   
Adjusted ADC 28                     27                     30                     

Blue Cross 53                  49                     60              41                     24              19                     
Commercial 18                  17                     8                8                       8                7                       
Medicaid 5                     5                       5                5                       3                3                       
Medi-Cal 34                  24                     2                2                       9                9                       
Medi-Cal Managed Care 46                  35                     21              14                     32              29                     
Medicare 86                  86                     105           105                   58              58                     
Medicare Advantage -                 -                    3                3                       -            -                    
Self Pay 4                     4                       3                -                    5                5                       
Veterans Administration -                 -                    -            -                    -            -                    
Worker's Compensation -                 -                    -            -                    -            -                    

Blue Cross 16                  13                     26              17                     14              11                     
Commercial 7                     6                       4                4                       3                2                       
Medicaid 2                     2                       2                2                       2                2                       
Medi-Cal 16                  11                     2                2                       3                3                       
Medi-Cal Managed Care 23                  16                     12              8                       18              16                     
Medicare 28                  28                     27              27                     20              20                     
Medicare Advantage -                 -                    2                2                       -            -                    
Self Pay 1                     1                       1                -                    2                2                       
Veterans Administration -                 -                    -            -                    -            -                    
Worker's Compensation -                 -                    -            -                    -            -                    

Blue Cross 15                  13                     28              18                     14              11                     
Commercial 7                     6                       3                3                       4                3                       
Medicaid 2                     2                       1                1                       2                2                       
Medi-Cal 13                  9                       5                4                       2                2                       
Medi-Cal Managed Care 24                  17                     12              8                       16              15                     
Medicare 28                  28                     30              30                     20              20                     
Medicare Advantage -                 -                    2                2                       -            -                    
Self Pay 1                     1                       -            -                    2                1                       
Veterans Administration -                 -                    -            -                    -            -                    
Worker's Compensation -                 -                    -            -                    -            -                    

Surgeries - IP 29                  30              6                
Surgeries - OP 105                97              74              
Total Surgeries 134                127           80              

Jul Totals Aug Totals Sept Totals

Patient Days by Financial Class

Inpatient Days

Admissions by Financial Class

Discharges by Financial Class

Surgery
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Surgery Minutes - IP 1,788             1,424        418           
Surgery Minutes - OP 3,890             4,076        2,882        
C-Section Deliveries 7                     7                2                
Anesthesia Minutes - IP 2,854             2,433        674           
Anesthesia Minutes - OP 6,144             6,373        4,765        

Total Outpatient Visits 8,185             8,966        8,422        
Blue Cross 2,690             2,882        2,728        
Charity -                 -            -            
Client 105                108           98              
Commercial 524                563           494           
Indian Beneficiary -                 -            -            
Medicaid 46                  53              48              
Medi-Cal 321                286           354           
Medi-Cal Managed Care 1,248             1,395        1,327        
Medicare 2,752             3,168        2,862        
Medicare Advantage 122                144           140           
Other 11                  10              3                
Self Pay 231                208           214           
Veterans Administration 19                  14              24              
Worker's Compensation 116                135           130           

Rural Health Clinic Visits 2,249             2,562        2,431        
Blue Cross 837                921           871           
Charity -            -            
Commercial 177                189           158           
Medicaid 10                  9                12              
Medi-Cal 102                89              124           
Medi-Cal Managed Care 348                476           448           
Medicare 645                745           687           
Medicare Advantage 25                  39              22              
Other -            1                
Self Pay 84                  72              79              
Veterans Administration 5                     3                5                
Worker's Compensation 16                  19              24              
Total NIA Clinic Visits 1,493             1,693        1,623        
Bronco Clinic Visits -                 4                40              
Internal Medicine Clinic Visits 358                436           389           
Orthopedic Clinic Visits 301                346           322           
Pediatric & Allergy Clinic Visits 456                528           528           
Specialty Clinic Visits 235                237           271           
Surgery Clinic Visits 100                109           39              
Virtual Care Clinic Visits 43                  33              34              
Total Clinics 3,742             4,255        4,054        

Bone Density 40                  46              51              
Computed Tomography 381                380           368           
General Diagnostic 879                935           896           
Magnetic Resonance Imaging 101                166           134           
Mammography 131                195           157           
Nuclear Cardiac 15                  20              11              
Nuclear Medicine 12                  8                11              
Ultrasound 343                347           363           

Outpatient Visits **OP Visits Include: (Includes Observation, Imaging, Rehab, ED, Clinic)

Clinic Visits

DI Exams
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Vascular Ultrasound 58                  62              54              
Total Exams 1,960             2,159        2,045        

ED Visits per day 29                  25              26              
ED Visits - OP 841                739           727           
ED Visits - Admitted to IP 57                  46              47              
ED Left W/O Being Seen 11                  5                5                
Total ED Visits 898                785           774           
Blue Cross 229                155           170           
Charity -                 -            -            
Commercial 94                  58              69              
Medicaid 20                  18              13              
Medi-Cal 88                  58              70              
Medi-Cal Managed Care 189                189           173           
Medicare 181                204           185           
Medicare Advantage 20                  15              18              
Other -                 -            1                
Self Pay 58                  54              53              
Veterans Administration 3                     3                4                
Worker's Compensation 16                  31              18              

Infusion 157                180           123           
Injection 54                  57              53              
Multiple Services 1                     
Wound Care 49                  62              68              
Total OP Nursing Visits 261                299           244           

Occupational Therapy 89                  89              70              
Physical Therapy 561                561           585           
Speech Therapy 88                  88              57              
Total Rehab Visits 738                738           712           

Observation Days 71                  73              79              
Observation Visits 78                  75              67              
Observation Hours 1,707.19       1,755.72  1,897.05  
Blue Cross 224.96          370.95      287.56      
Charity -                 -            -            
Commercial 246.03          75.74        235.78      
Medicaid 64.20             64.23        90.36        
Medi-Cal 129.91          27.12        37.02        
Medi-Cal Managed Care 220.79          284.51      270.47      
Medicare 798.26          716.53      930.81      
Medicare Advantage 23.04             162.83      45.04        
Other -                 -            
Self Pay -                 53.81        -            
Veterans Administration -                 -            -            
Worker's Compensation -                 -            -            
Hours of Inservice Nursing Ed
Meals Served - Cafeteria 6,794             6,296        6,570        
Employee GL Ending Balance
Visitor GL Ending Balance
Meals Served - Dietary 915                1,073        793           
Meals Served - Total 7,709             7,369        7,363        

Outpatient Nursing Visits

Rehab Visits

ED Visits

Other Hospital Statistics
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NORTHERN INYO HEALTHCARE DISTRICT 
REPORT TO THE BOARD OF DIRECTORS 

FOR INFORMATION 
 

Date:  October 30th, 2022 
 
Title:  Quarterly Report: Eastern Sierra Emergency Physicians (ESEP) 
 
 
Synopsis: The purpose of this report is to provide the Northern Inyo Healthcare District 

Board of Directors with an update on the clinical and operational activity of 
Eastern Sierra Emergency Physicians. A brief outline of the report is listed 
below. The report will be presented by Dr. Adam Hawkins in person at the 
scheduled board meeting on November 16th. 

 

Recruitment: The Hospitalist and Emergency Medicine Departments remain fully staffed at this 
time. The Emergency Department has welcomed a few new faces since the last quarterly report. 
Dr. Hawkins will provide an update on the current staffing levels and physician recruitment.  

Hospitalist Program: Dr. Hawkins will provide a brief update on clinical areas of focus within 
the Hospitalist Department. These include: improving the medication reconciliation process, as 
well as implementing an initiative to improve pneumococcal and influenza vaccination rates 
offered to our inpatients. Additionally, Dr. Atashi Mandal has taken over as Chair of the 
Pharmacy and Therapeutic Committee. This committee has broad oversight and oversees 
complex protocols across a wide-range of interdisciplinary departments. Dr. Mandal takes over 
this role from Dr. Hathaway who served as the chair of the P&T committee for many years. 
These are big shoes to fill but Dr. Mandal has hit the ground running. ESEP is very proud of the 
job she is doing and we look forward to continued leadership from this committee.  
 
Hospital Medicine Clinic: The Hospitalist Medicine Clinic continues to operate with a dynamic 
eye towards how it can function to best serve the needs of The District. Dr. Hawkins to provide a 
brief update on newly adopted workflow and interdisciplinary partnerships as it pertains to the 
HMC. 
 
Medication-Assisted Treatment (MAT) Program: Dr. Anne Goshgarian continues to 
spearhead an essential program to provide harm reduction and vital resources to a particularly 
vulnerable patient population within our community. Dr. Hawkins to provide a brief update on 
the latest initiatives and areas of emphasis at the Medication-Assisted Treatment Program. 
 
Emergency Medicine Program: Dr. Hawkins will provide a brief update on clinical areas of 
focus within the Emergency Department. These include continued monitoring of sepsis 
management and procedural sedation.  Additionally, the physician leadership within the ER has 
worked with an interdisciplinary leadership panel at NIH to advocate for the reintroduction of a 
medication called Droperidol to our hospitals formulary.  
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Prepared, Reviewed and Approved by:   
 

J. Adam Hawkins, DO 
Chief, Chair Emergency Department Northern Inyo Hospital 

President, Eastern Sierra Emergency Physicians 
        

 
 
 
 
 
 
FOR EXECUTIVE TEAM USE ONLY: 
 
 
Date of Executive Team Approval: _________ Submitted by: __________________________________ 
                                                                                                                     Chief Officer 
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NORTHERN INYO HEALTHCARE DISTRICT 
RECOMMENDATION TO THE BOARD OF DIRECTORS 

FOR ACTION 
 

Date:  October 31, 2022 
 
Title: NORTHERN INYO HEALTHCARE DISTRICT (NIHD) AND PIONEER HOME HEALTH 

CARE (PHHC) COMPONENT RELATIONSHIP RESTRUCTURE – REQUEST FOR THE 
FORMATION OF AN AD HOC COMMITTEE  

 
Synopsis: In 2018, NIHD became the sole corporate member in PHHC. As community 

health care partners, 4-years of support through peer engagement and resource 
stabilization has proven successful to date for PHHC.  
PHHC Board of Directors and Administration is requesting consideration of 
dissolution of the NIHD sole corporate member role and a return to PHHC’s pre-
2018 structure.  

Request: Approval of the formation of an Ad Hoc Board Committee to work with NIHD 
Administration and legal (BBK Law). This Committee will review and consider 
necessary changes and make a recommendation to the NIHD Board. 

 

 
     Prepared by: __________________________________ 
       Kelli Davis 
       CEO  
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TO:  NIHD Board of Directors 
FROM:  Sierra Bourne, MD, Chief of Medical Staff 
DATE:  November 1, 2022 
RE:  Medical Executive Committee Report 
 
 
The Medical Executive Committee met on this date. Following careful review and consideration, the Committee 
agreed to recommend the following to the NIHD Board of Directors: 
 

 
A. Policies (action item) 

1. 340B Contract Pharmacy Policy and Procedure 
2. 340B Hospital/Outpatient Clinic Administered Drugs Policy and Procedure 
3. Admission, Documentation, Assessment, Discharge and Transfer of  Swing-Bed Patients 
4. Admission Procedure of Pediatric Patient 
5. Age Related and Population Specific Care 
6. Compliance with Information Blocking Rule 
7. Death and disposition of Body 
8. De-escalation Team 
9. Departments That Deliver Nursing Care to Patients 
10. Diagnostic Imaging – Patient Priority 
11. Education of Patient and Family 
12. Evaluation and Assessment of Patients’ Nutritional Needs 
13. Nursing Care Plan 
14. Patient Safety Attendant or 1:1 Staffing Guidelines 
15. Recognizing and Reporting Swing Bed Resident Abuse/Neglect 
16. Standardized Protocol – Physician Assistant in the Operating Room 
17. Swing Bed Patient Restraints 

 
B. Medical Executive Committee Meeting Report (information item) 

 
 
 

 

NORTHERN INYO HOSPITAL 
Northern Inyo Healthcare District 
150 Pioneer Lane, Bishop, California 93514 

          Medical Staff Office 
    (760) 873-2174     voice 
     (760) 873-2130     fax 
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1 
340B Contract Pharmacy Policy and Procedure 

NORTHERN INYO HEALTHCARE DISTRICT  
NON-CLINICAL POLICY AND PROCEDURE  

 
 
 

 
Title: 340B Contract Pharmacy Policy and Procedure 
Owner: Acting Director of Pharmacy Department: Pharmacy 
Scope:  Pharmacy, Finance Department 
Date Last Modified: 05/06/2022 Last Review Date: No Review 

Date 
Version: 3 

Final Approval by: NIHD Board of Directors  Original Approval Date: 01/19/2016 
 

PURPOSE: 
This policy is intended to ensure that Northern Inyo Healthcare District (NIHD), which participates in the 
HRSA 340B Drug Pricing Program Contract Pharmacy Services, remains compliant with applicable 340B 
Federal laws and regulations.  As such, this policy should not be interpreted or implemented in a manner that 
would contradict any such law. 

BACKGROUND: 
Section 340B of the Public Health Service Act (1992) requires drug manufacturers participating in the Medicaid 
Drug Rebate Program to sign a pharmaceutical pricing agreement (PPA) with the Secretary of Health and 
Human Services.  This agreement limits the price that manufacturers may charge certain covered entities for 
covered outpatient drugs. The 340B Program is administered by the Federal Health Resources and Services 
Administration (HRSA) in the Department of Health and Human Services (DHHS). Upon registration on the 
HRSA/OPAIS 340B Database as a participant in the 340B Program, the entity: Agrees to abide by specific 
statutory requirements and prohibitions and may access 340B drugs. 

POLICY: 
This policy is intended to ensure that Northern Inyo Healthcare District (NIHD), which participates in the 
HRSA 340B Drug Pricing Program Contract Pharmacy Services, remains compliant with applicable 340B 
Federal laws and regulations. 

DEFINITIONS: 
340B Eligible Provider: A Healthcare Professional who is either employed by the covered entity or provides 
healthcare under contractual or other arrangement, such as a referral for consultation for instance (e.g., a 
physician specialty practice) 
340B Eligible Location:  An onsite or offsite service area or facility (location) that is an integral part of a 340B 
hospital covered entity, as evidenced by the fact that it has reimbursable outpatient revenue and expense 
allocated to the hospital’s Medicare Cost report.  

 New locations that are not yet registered with OPA, but that are either (i) listed on the CE’s most 
recently-filed Medicare cost report with reimbursable outpatient costs and charges or (ii) will be listed 
with such on the next filed MCR, are 340B Eligible Locations where 340B drugs can be purchased 
and/or used.  

 Offsite 340B Eligible Locations shall be registered with OPA as soon as possible once listed on the 
hospital’s MCR. All clinics/services of an offsite 340B Eligible Location must be registered as a child 
site, regardless of whether they are in the same offsite building. 

Page 24 of 323



 

2 
340B Contract Pharmacy Policy and Procedure 

 Expanded care delivery location at same physical address of CE’s registered location (parent hospital) 
will be considered 340B eligible. Examples may include but are not limited to conversion of non-
clinical areas to patient care areas and expansion of emergency departments into parking lots. 

 Expanded care delivery location of a hospital child-site location of CE will be considered 340B eligible 
if the care delivered represents an expansion of the currently registered services, falling on the same 
Medicare Cost Report Line and Trial Balance department code. Examples may include but are not 
limited to conversion of non-clinical areas to patient care areas and expansion of emergency 
departments into parking lots.  

 An expanded care delivery location might also include mobile delivery care units which have cost and 
revenue on a reimbursable line of the cost report. 

Contract Pharmacy: A pharmacy other than the covered entity’s inpatient pharmacy with which the covered 
entity has contracted to provide comprehensive pharmacy services to 340B eligible patients utilizing covered 
outpatient drugs purchased under the 340B Drug Pricing Program.   

Contract Pharmacy Arrangement: An agreement with a pharmacy other than the covered entity’s inpatient 
pharmacy with which the covered entity has contracted to provide comprehensive pharmacy services to 340B 
eligible patients utilizing 340B purchased covered outpatient drugs.   

Covered Entity:  A hospital or other facility enrolled in the 340B Drug Pricing Program and eligible to purchase 
covered outpatient drugs for 340B eligible patients through the program at 340B prices. 

Diversion Prohibition:  The prohibition against the resale or transfer of covered outpatient drugs purchased 
under the 340B Pricing Program to anyone other than a 340B eligible patient of a Covered Entity. 

Duplicate Discount Prohibition:  The prohibition against subjecting a manufacturer to providing both a drug at a 
discounted price under the 340B Pricing Program and also to providing a rebate for the drug under Title XIX of 
the Social Security Act (Medicaid). 

Healthcare Professional: Physicians, mid-level practitioners (e.g., advance nurse practitioner, physician 
assistants), nurses, pharmacists, respiratory therapists, and other licensed professionals who are trained to 
provide healthcare to patients. 

Health Resources Services Administration (HRSA): An agency of the U.S. Department of Health and Human 
Services that is the primary Federal agency for improving access to healthcare services for people who are 
uninsured, isolated or medically vulnerable.  

In-House Pharmacy: A pharmacy that is owned by, and a legal part of, the 340B entity. Typically, in-house 
pharmacies are listed as shipping addresses of the entity and the entity owns the pharmacy license. 

Office of Pharmacy Affairs (OPA):  The component within HRSA that administers the 340B Drug Pricing 
Program.  The Office of Pharmacy Affairs is located within HRSA’s Special Programs Bureau. 

 
PROVISIONS: 

1. As a covered entity participating in the 340B Drug Pricing Program, NIHD will adhere to all applicable 
federal, state, and local laws and requirements. 

2. NIHD uses any savings generated from 340B in accordance with 340B Program intent. 
3. Contract Pharmacy Arrangement: NIHD will establish a contract pharmacy arrangement with each contract 

pharmacy and will provide comprehensive pharmacy services to 340B eligible patients of NIHD.  
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340B Contract Pharmacy Policy and Procedure 

3.1. Each contract pharmacy arrangement will include a current written agreement between the covered entity 
and the one or more applicable contract pharmacies that includes HRSA's suggested contract provisions 
and that specifies the responsibilities/duties of each party with respect to the provisions of this procedure 
and the comprehensive pharmacy services provided by the contract pharmacy. 

3.2. Covered Entity will maintain auditable records demonstrating compliance. 
3.3. Covered entity will register each contract pharmacy arrangement on-line during open registration and 

attest that each arrangement is active during each recertification period. 
4. NIHD will remain responsible for all 340B covered outpatient drugs purchased through a contract pharmacy 

and for adhering to the 340B Contract Pharmacy Policy and Procedure and corresponding 340B Auditing 
Guide to ensure that at least the following requirements are met: 
4.1. Diversion prohibition: only 340B eligible patients of the NIHD will receive 340B purchased drugs from 

a contract pharmacy. 
4.2. Duplicate discount prohibition: manufacturers will not be subjected to duplicate discounts for 340B 

purchased drugs.  

4.3. Contract Pharmacy with multiple covered entities: If a contract pharmacy has more than one different 
covered entity that it has contracted with, appropriate steps will be taken to ensure duplicate 340B 
processing does not occur. 

5. Procurement/drug shipping and billing: a "ship to, bill to" process will be used for providing 340B purchased 
drugs to each contract pharmacy. Under this process, NIHD will purchase covered outpatient drugs at 340B 
prices from manufacturers/wholesalers. Each manufacturer/wholesaler will bill NIHD for the 340B purchased 
but ship the drugs directly to the contract pharmacy. 
5.1. In accordance with its written contract with NIHD, the contract pharmacy will compare all shipments of 

340B purchased drugs received by the contract pharmacy to orders for the drugs and inform NIHD of 
any discrepancies. 

6. To ensure ongoing compliance with the provisions set forth in this policy and the 340B Contract Pharmacy 
Procedure, NIHD will perform regularly scheduled audits.   

7. NIHD will remain aware of, and adhere to, anti-kickback provisions of the Medicare and Medicaid Anti-
Kickback statute. 

8. Diversion prohibition: NIHD will collaborate with each contract pharmacy to ensure that 340B purchased 
drugs are not provided to patients who are not 340B Eligible Patients (diversion).  This collaboration will 
include: 
8.1. NIHD and the contract pharmacy establishing a verification system for qualifying hospital/clinic claims. 
8.2. The contract pharmacy regularly provides NIHD with auditable customary business records. The contract 

pharmacy, with the assistance of the covered entity will establish and maintain a tracking system that is 
suitable for auditing for diversion, as set forth below.   

8.3. NIHD and the contract pharmacy establishing a tracking system and utilizing the tracking system and/or 
contract pharmacy's customary business records to periodically audit for diversion, in accordance with 
the 340B Audit Guide, by comparing prescribing records of the covered entity with dispensing records 
of the contract pharmacy to identify any irregularities. 

9. Duplicate Discount: 
9.1. NIHD will collaborate with each contract pharmacy to ensure that manufacturers are not be subjected to 

duplicate discounts for 340B purchased drugs.  This collaboration will include establishing a system for 
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carving-out Medicaid claims to ensure that 340B purchased drugs are not dispensed when Medicaid is a 
payer unless the covered entity, HRSA, and the state have an arrangement to prevent duplicate discounts. 

9.2. NIHD utilizes the tracking system and/or contract pharmacy's customary business records to periodically 
audit for duplicate discounts, in accordance with the 340B Audit Guide. 

10.  Inventory Management: 
10.1.  A replenishment model using an 11-digit to 11-digit NDC match is used by each contract    pharmacy. 

 
REFERENCES: 

1. Apexus: https://www.apexus.com/home/ 
2. Section 340B of the Public Health Service Act ("PHSA"), Section 602 of the Veterans Health Care Act 

of 1992  
3. Federal Register, Vol. 75, No. 43, Friday, March 5, 2010 
4. Medicare and Medicaid Anti-Kickback Statute, 42 U.S.C. 1320a-7b(b) 
5. Health Resources and Services Administration (HRSA) Bureau of Primary Health Care, Office of 

Pharmacy Affairs (OPA): http://www.hrsa.gov/opa/index.html 
6. HRSA's Final Notice Regarding Manufacturer Audit Guideline and Dispute Resolution Process, 61 Fed. 

Reg. (Dec. 12, 1996), page 65407: 
https://www.hrsa.gov/sites/default/files/opa/programrequirements/federalregisternotices/disputeresoluti
onprocess121296.pdf 

 
CROSS REFERENCED POLICIES AND PROCEDURES: 

1. 340B Hospital and Outpatient Clinic Administered Drugs Policy and Procedure 
 

RECORD RETENTION AND DESTRUCTION: 
Contract Pharmacy Agreement must be maintained for the life of the agreement, plus fifteen (15) years. 
340B records must be maintained for a minimum of three (3) years. 
 
Supersedes: Not Set 
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340B Hospital/Outpatient Clinic Administered Drugs Policy and Procedure 

NORTHERN INYO HEALTHCARE DISTRICT  
NON-CLINICAL POLICY AND PROCEDURE  

 
 
 

 
Title: 340B Hospital/Outpatient Clinic Administered Drugs Policy and Procedure 
Owner: Acting Director of Pharmacy Department: Pharmacy 
Scope:  Pharmacy, Compliance, Fiscal 
Date Last Modified: 05/09/2022 Last Review Date: No Review 

Date 
Version: 3 

Final Approval by: NIHD Board of Directors  Original Approval Date: 01/19/2016 
 

PURPOSE: 
This policy and procedure is intended to ensure that Northern Inyo Healthcare District (NIHD), which 
participates in the HRSA 340B Drug Pricing Program, remains compliant with all applicable 340B federal laws 
and regulations.  As such, this policy and procedure should not be interpreted or implemented in a manner that 
would contradict any such law. Furthermore, the purpose is to define a systematic approach to protect the 
integrity of and adherence to the rules and regulations of the Health Resources and Services Administration 
(HRSA) 340B Drug Pricing Program (340B Program). 

 
SCOPE: 
This policy and procedure is applicable to Northern Inyo Healthcare District’s participation in the 340B drug 
pricing program, which provides 340B covered outpatient drugs to its outpatients.  This document includes 
guidelines for managing 340B drug purchasing and compliance at NIHD. 
 
DEFINITIONS: 
340B Drug Pricing Program:  The 340B Drug Pricing Program resulted from enactment of Public Law 102-585, 
the Veterans Health Care Act of 1992, which is codified as Section 340B of the Public Health Service Act.  The 
340B Drug Pricing Program is managed by the Health Resources and Services Administration (HRSA) Office 
of Pharmacy Affairs (OPA).  Section 340B limits the cost of covered outpatient drugs to certain federal 
grantees, federally-qualified health center look-alikes, and qualified hospitals.  Participation in the Program can 
result in significant savings on the cost of pharmaceuticals for safety-net providers.  The purpose of the 340B 
Program is to enable these entities to stretch scarce federal resources, reaching more eligible patients, and 
providing more comprehensive services.  
340B Eligible Patient:  A patient of a covered entity that meets HRSA’s definition of a patient.  A 340B Eligible 
Patient may receive 340B purchased covered outpatient drugs while admitted as an outpatient of a covered 
entity and/or after receiving treatment and being discharged from the covered entity.  
HRSA’s definition of a patient requires that (1) the hospital establishes a relationship with the individual, such 
that the covered entity maintains records of the individual’s healthcare; and (2) the individual receives 
healthcare services from a healthcare professional who is either employed by the covered entity or provides 
healthcare under contractual or other arrangements (e.g., referral for consultation) such that responsibility for 
the care provided remains with the hospital.  
340B Price:  The maximum price for a covered outpatient drug that manufacturers can charge covered entities 
participating in the 340B drug pricing program.  
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340B Eligible Provider: A Healthcare Professional who is either employed by the covered entity or provides 
healthcare under contractual or other arrangement, such as a referral for consultation for instance (e.g., a 
physician specialty practice). 
340B Purchased Drugs: Covered outpatient drugs purchased by a covered entity under the 340B Drug Pricing 
Program. 
340B Eligible Location:  An onsite or offsite service area or facility (location) that is an integral part of a 340B 
hospital covered entity, as evidenced by the fact that it has reimbursable outpatient revenue and expense 
allocated to the hospital’s Medicare Cost report.  

 New locations that are not yet registered with OPA, but that are either (i) listed on the CE’s most 
recently-filed Medicare cost report with reimbursable outpatient costs and charges or (ii) will be 
listed with such on the next filed MCR, are 340B Eligible Locations where 340B drugs can be 
purchased and/or used.  

 Offsite 340B Eligible Locations shall be registered with OPA as soon as possible once listed on the 
hospital’s MCR. All clinics/services of an offsite 340B Eligible Location must be registered as a 
child site, regardless of whether they are in the same offsite building. 

 Expanded care delivery location at same physical address of CE’s registered location (parent 
hospital) will be considered 340B eligible. Examples may include but are not limited to conversion 
of non-clinical areas to patient care areas and expansion of emergency departments into parking lots. 

 Expanded care delivery location of a hospital child-site location of CE will be considered 340B 
eligible if the care delivered represents an expansion of the currently registered services, falling on 
the same Medicare Cost Report Line and Trial Balance department code. Examples may include but 
are not limited to conversion of non-clinical areas to patient care areas and expansion of emergency 
departments into parking lots.  

 An expanded care delivery location might also include mobile delivery care units which have cost 
and revenue on a reimbursable line of the cost report. 

Contract Pharmacy: A pharmacy that is not owned by the covered entity with which the covered entity has a 
written contract to provide services to the covered entity’s patients, including the service of dispensing covered 
entity-owned 340B drugs.  
Contract Pharmacy Arrangement: An arrangement in which a 340B covered entity signs a contract with a 
contract pharmacy to provide pharmacy services. 
Covered Entity:  A hospital or other facility enrolled in the 340B Drug Pricing Program and eligible to purchase 
covered outpatient drugs for 340B eligible patients through the program at 340B prices. 
Covered Outpatient Drug: A drug defined in Section 1927(k) of the Social Security Act (42 USC § 1396r–8(k) 
that may be purchased, with certain possible exceptions, by covered entities under the 340B Drug Pricing 
Program. 
Diversion Prohibition:  The prohibition against the resale or transfer of covered outpatient drugs purchased 
under the 340B Pricing Program to anyone other than a 340B eligible patient of a Covered Entity. 
Duplicate Discount Prohibition:  The prohibition against subjecting a manufacturer to providing both a drug at a 
discounted price under the 340B Pricing Program and also to providing a rebate for the drug under Title XIX of 
the Social Security Act (Medicaid). 
Healthcare Professional: Physician, Nurse Practitioner, Physician assistant, Registered Nurse, Pharmacist, 
Respiratory Therapists and other licensed professionals who are trained to provide healthcare to patients. 
Group Purchasing Organization (GPO): An organization that represents and organizes a group of hospitals to 
evaluate and select pharmaceutical products.  Using the purchasing power of the entire group, the GPO 
negotiates contracts that are more favorable than a single organization could achieve.   
Health Resources Services Administration (HRSA): An agency of the U.S. Department of Health and Human 
Services that is the primary Federal agency for improving access to healthcare services for people who are 
uninsured, isolated or medically vulnerable.  
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Medicaid Exclusion File: Covered entities are required to designate in the application process whether 340B 
drugs will be utilized for Medicaid patients.  HRSA maintains this information in the Medicaid Exclusion File 
which is available to state Medicaid programs.  The purpose of this file is to exclude 340B drugs from Medicaid 
rebate requests.  This prevents drug manufacturers from providing duplicate discounts – upfront as the 340B 
drug price and then later as the Medicaid rebate. 
Office of Pharmacy Affairs (OPA):  The component within HRSA that administers the 340B Drug Pricing 
Program.  The Office of Pharmacy Affairs is located within HRSA’s Special Programs Bureau. 
Orphan Drug: Those drugs granted a designation by the Food and Drug Administration (FDA) to treat a rare 
disease or condition, which the law defines as any disease or condition that affects fewer than 200,000 people in 
the United States or affects more than 200,000 people but drug sales would not cover the costs of developing 
the drug. 
 
POLICY: 
1. Northern Inyo Healthcare District, which is participating in the 340B Drug Pricing Program as a covered 

entity, will adhere to all applicable 340B federal laws and regulations. 
2. Northern Inyo Healthcare District will be responsible for implementing a procedure to ensure compliance 

with all applicable federal 340B laws and regulations and to ensure that at least the following requirements 
are met: 
2.1. Annual 340B recertification by Northern Inyo Healthcare District is kept current. 
2.2. Only 340B Eligible Patients receive 340B purchased drugs to avoid diversion. 
2.3. Manufacturers are not subjected to duplicate discounts for 340B drugs purchased by Northern Inyo 

Healthcare District under the 340B Drug Pricing Program. 
2.4. Any drug purchasing restrictions applicable to Northern Inyo Healthcare District are followed. These 

purchasing restrictions may vary depending on which 340B pricing program Northern Inyo Healthcare 
District is enrolled under.  

2.5. Northern Inyo Healthcare District uses any savings generated from 340B in accordance with 340B 
Program intent. 

2.6. Northern Inyo Healthcare District has systems/mechanisms and internal controls in place to reasonably 
ensure ongoing compliance with all 340B requirements. 

2.7. Northern Inyo Healthcare District maintains auditable records demonstrating compliance with the 340B 
Program. 

2.7.1. 340B Program related records and transactions are maintained for a period of three years in a 
readily retrievable and auditable format. 

2.7.2.  These records are reviewed monthly as part of its 340B oversight and compliance program.  
2.7.3. Northern Inyo Healthcare District engages an independent organization to perform audits of its 

contract pharmacies. Efforts are made to schedule such audits annually, or as close to annually as is 
reasonably possible. 

2.7.4.  The 340B Specialist will be responsible for ensuring compliance with the 340B program. Periodic 
audits of 340B transactions will be conducted by NIHD. 

2.8. Northern Inyo Healthcare District will implement a 340B Oversight Team, for oversight and audit 
response. The Oversight Team will meet on a quarterly basis to assess the covered entity’s overall 
compliance, address and resolve any lapses in compliance, and otherwise oversee the covered entity's 
participation in the 340B program. 

2.8.1. The 340B Oversight Team will include those staff listed in the procedure below. 
2.8.2. The team will also include, either as regularly scheduled participants or ad hoc participants, other 

employees that are identified as being available to respond to a 340B audit from HRSA/OPA or a 
drug manufacturer (e.g., compliance staff, legal staff, information technology staff). 
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PROCEDURE: 
1. 340B Eligibility: Northern Inyo Healthcare District is eligible to participate in the 340B Drug Purchasing 

Program by meeting the following three criteria for inclusion: 
1.1.1.    Private non-profit corporation which maintains contract(s) with state or local government for 

provision of patient services.  
1.1.2.    Sole Community Hospital (SCH), Critical Access Hospital (CAH), and Rural Referral Center 

(RRC) must meet eligibility requirements under 42 USC 256b(a)(4)(L)(i). SCHs and RRCs must 
also have a disproportionate share adjustment percentage equal to or greater than 8% on the most-
recently filed Medicare cost report. 

1.2. 340B eligible clinic/departments of NIHD have cost and revenue allocated to a reimbursable line of the 
Medicare cost report, to be eligible for 340B purchasing. 

1.3. Orphan Drugs: Certain hospitals, including SCHs, CAHs, and RRCs cannot purchase orphan drugs at a 
340B price. However, manufacturers may voluntarily provide discounted pricing for their orphan drugs 
to SCHs, CAHs, and RRCs.  

1.4. Northern Inyo Healthcare District complies with the following process to review or add new 340B 
services areas or facilities (locations) in the 340B Drug Purchasing Program: 

1.4.1. Northern Inyo Healthcare District’s 340B Authorizing Official evaluates a new service area or 
facility (location) to determine if the location is 340B eligible.  If cost and revenue are allocated to a 
reimbursable line of the cost report 340B drug may begin to be used at the new hospital outpatient 
department. Once the Authorizing Official or Primary Contact validates that the location appears as 
reimbursable on NIHD’s most recent Medicare Cost Report, the location will be registered on 
OPAIS.   

1.4.2. Northern Inyo Healthcare District location eligibility is validated annually with collaboration of 
Legal, Finance, and Pharmacy.  This is accomplished at the time the Medicare Cost Report is 
finalized and filed.   

1.4.3. The registration of Northern Inyo Healthcare District and its child site locations on the 340B Office 
of Pharmacy Affairs Information System (OPAIS) is reviewed annually in conjunction with the 
facility eligibility review. All data on OPAIS is reviewed for accuracy and compliance with 
guidelines for registration. 

1.4.4. Northern Inyo Healthcare District’s Authorizing Official and Primary Contact are responsible for 
completing the OPAIS online registration during open registration periods only. 

2. Recertification: Annual 340B recertification by Northern Inyo Healthcare District is kept current.  
2.1. Northern Inyo Healthcare District’s Authorizing Official completes the annual recertification by 

following the directions in the recertification email sent from HRSA to the Authorizing Official prior to 
the stated deadline. 

2.2. Northern Inyo Healthcare District submits specific recertification questions to 
340b.recertification@hrsa.gov. 

3. Patient/Prescriber Eligibility Compliance:  
3.1. An individual is considered a 340B Eligible Patient of Northern Inyo Healthcare District if: 

3.1.1.    NIHD has established a relationship with the individual, which includes maintaining records of 
the individual’s healthcare. 

3.1.2. The individual receives healthcare services from a healthcare professional that is either employed 
by NIHD or provides healthcare under contractual or other arrangements (e.g., referral for 
consultation) such that responsibility for the individual’s care remains with NIHD. 

3.2. An individual is not considered a 340B Eligible Patient of NIHD if the sole healthcare service rendered 
is the dispensing or prescribing of a drug for self-administration. 

3.3. NIHD establishes such relationships with 340B Eligible Patients and provides healthcare services by 
healthcare professionals (e.g., while onsite and/or remotely via telemedicine services) such that it remains 
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responsible for their care during patient encounters (e.g., in-person and/or remotely via telemedicine 
services) at a NIHD 340B eligible location(s). 

3.4. A 340B Eligible Patient of NIHD is considered qualified for a 340B drug in the following cases: 
3.4.1. The patient is a 340B Eligible Patient treated at a 340B Eligible Location and has a legal drug 

order written by a prescriber employed by, under contract or referral relationship (e.g., physician 
specialty practice) with NIHD. 

3.4.2. The patient is an outpatient at the date/time the drug is administered. Observation patients are 
classified as outpatients of NIHD. 

3.4.3. When a patient’s status changes to inpatient, then drugs are not accumulated to the 340B account 
and are then accumulated to the GPO account. 

3.4.4. Retrospective changes to patient status are not taken into account in either direction (i.e., outpatient 
to inpatient OR inpatient to outpatient). 

4. Compliance with Duplicate Discount Prohibition: 
4.1. NIHD has mechanisms in place to prevent duplicate discounts by ensuring manufacturers are not 

subjected to Medicaid rebates for 340B purchased drugs. 
4.2. NIHD ensures that its information on OPAIS and the HRSA Medicaid Exclusion File (MEF) is consistent 

with actual practice. NIHD informs OPA immediately of any changes to its information on OPAIS/MEF.  
4.3. Carve-Out: NIHD does not bill Medicaid payers for 340B purchased drugs. 

4.3.1. NIHD has answered “no” to the question, “Will the covered entity dispense 340B purchased drugs 
to Medicaid patients AND subsequently bill Medicaid for those dispensed 340B drugs?” on the 
HRSA 340B Database. 

5. Inventory and Procurement: 
5.1. Neutral Inventory: 

5.1.1. A virtual GPO-based mixed-use drug inventory is maintained by the hospital pharmacy. Inventory 
is replenished based on 340B or GPO accumulations processed by NIHD’s automated split-billing 
software system. In operation, patient-specific administered drug charges are sent to the software 
system daily to be processed. The neutral inventory is replenished on an 11-digit NDC basis with 
drug order purchases made based on available 340B or GPO accumulations.  

5.1.2. Once individual accumulations are used, they are decremented from the bank of available 
accumulations. 

5.1.3. In exceptional circumstances when 11-digit NDC replenishment is not possible (e.g., NDC 
availability, inner vs. outer NDC packaging), 9-digit NDC level replenishment may be used. 

5.1.4. Dispensing staff are not required to make any determinations regarding the drug inventory stock 
to be utilized when dispensing. 

5.2. Direct Purchases: 
5.2.1. Covered outpatient drugs not available from the pharmacy wholesaler may be purchased from the 

manufacturer using a direct account. 
5.2.2. Separate 340B accounts can be maintained with each manufacturer to purchase 340B drugs. 
5.2.3. For mixed use areas, a GPO account and 340B account (when possible) is established with each 

source.  
5.2.4. Direct purchases will be decremented from the accumulator. 

5.3. Crediting and Rebilling: 
5.3.1. Credits of purchased drugs and subsequent rebills may be processed in the event a 340B account 

is utilized for a drug purchase that should have been purchased on a non-340B purchasing account. 
5.3.2. NIHD may petition the manufacturer, via the distributor, to credit the non-340B purchasing 

account and rebill the 340B account.  The manufacturer may or may not accept NIHD’s request. 
5.4. Borrow/Lend: 
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5.4.1. To minimize complexity and compliance risk, NIHD follows a process of borrowing/lending 340B 
purchased drugs only in emergent situations and not as part of its normal process for inventory 
replenishment. 

5.4.2. NIHD may borrow from or loan medications to nearby facilities in emergent situations.  The 
transaction will be logged and the same product NDC will be returned by the borrower.  

5.5. Returns/Waste:  
5.5.1. Patient-Specific Waste: Waste associated with a dosage form of a drug provided (e.g., dispensed, 

administered) to a patient may be documented and allocated for accumulation and/or purchase based 
on the patient’s eligibility status. 

5.5.2. Inventory Waste: Drug inventory which is wasted/disposed may be documented and allocated for 
re-accumulation and/or purchased based on applicable pricing and purchase history. 

6. 340B Oversight: 
6.1. The oversight of the 340B Drug Pricing Program is the responsibility of the 340B Oversight Team, which 

is comprised of the following individuals: 
6.1.1. Pharmacy Director 
6.1.2. Authorizing Official  
6.1.3. Additional staff: Compliance Officer, Executive Team, and 340B Analyst  

6.2. The 340B Oversight Group has the following responsibilities:  
6.2.1. Setting the general direction and policy for 340B drug purchasing and compliance. 
6.2.2. Establishing a 340B program audit plan for NIHD. 

6.2.2.1. Ensure that internal and external self-audits are conducted on a regular basis in accordance 
with the 340B program audit plan. 

6.2.3. Meets on a quarterly to review reports, trends and audit results. 
6.2.4. Maintaining information on current best practices by sending key NIHD personnel to related 

conferences and/or training programs (e.g., webinars, teleconferences). 
6.2.5. Providing compliance and oversight direction. 
6.2.6. Providing appropriate resources. 
6.2.7. Determining needed modifications or expansion. 
6.2.8. Communication to hospital leadership of potential changes/trends to the 340B program that will 

impact the institution. 
6.2.9. Assessing discrepancy response, including determining whether or not a material breach has 

occurred. 
6.3. Discrepancies: 

6.3.1. NIHD acknowledges that it may be liable to an individual manufacturer of a covered outpatient 
drug that is the subject of a discrepancy, and depending upon the circumstances, may be subject to 
repayment.  

6.3.1.1. Material Breach: Discrepancies that are considered material are self-reported to HRSA 
as a material breach. A material breach is defined as a discrepancy that results in an impact of 
more than 5% of the total pharmacy spend in a fiscal year and does not self-correct within six 
(6) months. 

7. Competency: 
7.1. Pharmacy staff with 340B procurement responsibilities are provided comprehensive training on the 340B 

Program and the compliance requirements of this program.  This training is completed by pharmacy 
procurement staff initially upon hire and competency is also verified annually. 

 
REFERENCES: 
1. Apexus: https://www.apexus.com/home/  
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2. Section 340B of the Public Health Service Act ("PHSA"), Section 602 of the Veterans Health Care Act of 
1992  

3. Health Resources and Services Administration (HRSA) Bureau of Primary Health Care, Office of Pharmacy 
Affairs (OPA): http://www.hrsa.gov/opa/index.html 

4. HRSA's Final Notice Regarding Manufacturer Audit Guideline and Dispute Resolution Process, 61 Fed. 
Reg. (Dec. 12, 1996), page 65407: 
https://www.hrsa.gov/sites/default/files/opa/programrequirements/federalregisternotices/disputeresolutionp
rocess121296.pdf 

 
CROSS REFERENCED POLICIES AND PROCEDURES: 

1. 340B Contract Pharmacy Policy and Procedure 
 

RECORD RETENTION AND DESTRUCTION: 
340B records must be maintained for a minimum of three (3) years. 
 
Supersedes: Not Set 
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NORTHERN INYO HEALTHCARE DISTRICT 
CLINICAL POLICY AND PROCEDURE 

 
 
 

Title: Admission, Documentation, Assessment, Discharge, and Transfer of Swing-Bed Patients* 
Owner: Manager Acute/Subacute ICU Department: Acute/Subacute Unit 
Scope: Acute/Subacute Unit 
Date Last Modified: 07/21/2022 Last Review Date: No Review 

Date 
Version: 6 

Final Approval by: NIHDD Board of Directors  Original Approval Date:  
 

PURPOSE:  

To identify the admission, documentation, assessment, discharge and transfer process for Swing Bed Residents. 

 

POLICY: 

1. NIHD has adopted the Medicare concept to allow Critical Access Hospitals (CAH) to interchangeably 
use acute care beds with subacute care beds called swing bed. 

2. NIHD is licensed for 15 swing beds. 
3. Medicare reimbursement requires a 3-day qualifying stay in a hospital bed prior to admission to a swing 

bed.  The swing bed stay must fall within the same spell of illness as the qualifying stay. 
4. The acute care patient that meets admission criteria to subacute care (swing bed status) is to be 

discharged from acute care and admitted to swing bed. 
5. Priority for admission to swing bed will be given to NIHD acute care patients. 

a. External transfers of Inyo County residents will be considered for admissions based on current swing 
patient census. 

b. Case Management in collaboration with the House Supervisor and Hospitalist will approve external 
transfers. 

 
PROCEDURE: 

1. Case Management will work with the patient’s physician and with the House Supervisor (HS) to 
determine whether a Medicare patient is eligible for swing bed status.  If there is a difference of opinion, 
the Utilization Review Committee Chairman (or the Chief of Staff) and the CEO will be consulted. 
a. Patients who benefit from the swing bed program are individuals recovering from surgery or illness 

who require skilled care.  The goal of skilled nursing care is to help improve a patient’s condition or 
to maintain their current condition and prevent it from getting worse. 

b. To be admitted to a swing bed, Medicare patients must have a 3-day qualifying stay, have Medicare 
Part A, and a physician order for swing bed admission. 

c. A Medicare patient is allowed up to 100 days per benefit period for swing bed, as long as criteria are 
being met. 

d. The patient does not have to physically move to a different bed from the acute setting rather the 
“swing” process is more of an accounting function that indicates a different level of care. 

2. When a Medicare patient has been approved for swing bed admission, the physician will enter discharge 
orders from acute care and an admission order to swing bed status. Both the acute care admission and 
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the swing admission must have all aspects of a completed charts including H&P, admission orders, 
appropriate orders for patient care, discharge orders and a discharge summary.   

3. The acute care paper chart will be sent to Medical Records for processing and coding, and a new swing 
bed chart will be initiated (new visit # will be generated).   

4. The admitting office shall be notified by nursing that the patient is to be discharged from acute care and 
admitted to swing status. 

5. Admitting will assign a new visit ID and will complete a swing bed admission packet with the patient or 
the patient’s legal representative. 

6. Admitting will obtain signatures on ABN’s if indicated. 
a. The primary RN will review Resident’s Rights with the patient/family. 

7. The Department Clerk notifies the Activities Coordinator of the patient’s admission to swing bed status. 
 
Assessment:  
1. Physicians will visit swing bed Residents at least every 7 days. The physician will write a progress note 

at the time of each visit. 
2. In addition to the Initial Nursing Assessment, the RN will conduct an initial and periodic comprehensive 

assessment of each resident’s functional capacity within 12 hours of admission.   
a. The periodic assessment will be repeated within 14 days after a significant change in the 

resident’s physical or mental condition and not less often than once every 12 months. 
3. The interdisciplinary team meets every day to discuss the swing bed resident’s care goals and 

recommends appropriate interventions/referrals. 
a. Families and/or significant others are included in the care planning and family conferences are 

held as needed. 
 
Documentation:  
1. Nursing will utilize the NIHD electronic record for documentation, and a daily assessment will be 

completed every twelve hour shift.   
2. Medications will be administered and documented according to the current NIHD policy. 
3. Advance Directives for swing bed patients will be maintained according to the NIHD hospital policy. 
 
Discharge/Transfer: 
1. Swing bed residents at NIHD are transferred or discharged based on patient progress toward goals.   

a. Patient/conservator notices of transfer/discharge is documented on the Swing Bed 
Transfer/Notification form. 

b. Patient or their guardians have the right to request transfer or discharge at any time, but NIHD 
only initiates transfers or discharge when appropriate regulatory criteria are met. 

2. When a swing bed resident is discharged/transferred, the physician completes a discharge summary and 
documents the reasons for the discharge/transfer in the progress notes. 

3. The post-discharge plan of care is developed with the participation of the resident and his or her family. 
4. The NIHD non-emergent transfer form will be used for transfers. 
5. The swing bed chart will be sent to Medical Records for processing and coding.  

a. The swing bed chart will remain separate from the acute care medical record. 
6. If a patient is being transferred to a SNF, a “Notice of Medicare provider for Non-coverage” will be 

completed by Admitting. 
 

REFERENCES: 

1. State Operations Manual: Appendix W – Special Requirements for CAH Providers of Long–Term Care 
Services. 
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2. The Joint Commission CAMCAH Manual, 2022 
 

CROSS REFERENCED POLICIES AND PROCEDURES: 
1. Advance Directives 
2. Medical Records Requirements of Swing Bed Admission/Discharge 
3. Standards of Care for the Swing Bed Resident 
4. Scope of Service Swing Bed 
5. Rights of Swing Bed Patients 

 
 
 
Supersedes: v.5 Admission, Documentation, Assessment, Discharge, and Transfer of Swing-Bed Patients* 
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NORTHERN INYO HEALTHCARE DISTRICT 
CLINICAL POLICY AND PROCEDURE 

 
 
 

Title: Admission Procedure of Pediatric Patient 
Owner: Manager Acute/Subacute ICU Department: Acute/Subacute Unit 
Scope: Acute/Subacute Unit 
Date Last Modified: 08/18/2022 Last Review Date: No Review 

Date 
Version: 8 

Final Approval by: NIHD Board of Directors  Original Approval Date:  
 
PURPOSE: 
To prepare the pediatric patient and their legal guardian for the hospital stay; establish a friendly, therapeutic 
relationship between the patient, parents, and hospital staff by thoroughly orienting them to the department, 
explaining procedures and equipment involved, obtaining necessary information about the patient, as well as 
obtaining consents for special treatments or surgery. 

POLICY: 
All patients will be assigned an appropriate room utilizing diagnosis and age specific considerations. A “Quick 
Check” of each patient will be completed within 30 minutes of arrival. The time of admission is the time that 
the patient arrives on the department. 

PROCEDURE: 
1. Prior to admission: 

A. Get “Room Ready” by obtaining: 
a. Age appropriate crib or bed 
b. Age appropriate scale for admission weight 
c. Measuring tape for head circumference measurement (As Needed) 
d. Pediatric blood pressure cuff 
e. Patient labeled pediatric stethoscope 
f. Age and size appropriate apparel 

2. Upon Admission: 

A. Greet parents and patient in a friendly manner using AIDET. 

B. Complete a quick check. 

C. Obtain a complete set of vital signs including a blood pressure.  

D. Obtain height and weight 
a. Obtain the correct colored square paper that corresponds to the Broselow Pediatric Emergency Tape and 

write the weight on this colored square.   
i. Attach the colored square to the head of the bed or the foot of the crib 

ii. Place a colored square on door 
iii. Inform parents the importance of the colored paper 
iv. Make a copy of the appropriate color Broselow Emergency Tape (front and back) and hang it on the 

bed or crib as well as on the door  

E. Complete the pediatric admission assessment form with the parents’ and patient’s assistance. 

F. Attach the patient security tag to the child’s leg or arm and activate it per policy.  Inform the parents what this is 
for, where on the unit they are able to go with the child and answer any questions related to child security and 
safety. 
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G. After confirming correct name and date of birth, apply the armband to the pediatric patient. 

H. Apply a duplicate armband to the legal guardian of the pediatric patient. (Parent/Legal guardian) 

I. Complete a CODE AMBER INFORMATION SHEET. Place it in the first section of the chart. 

J. Ensure that photo of the child is uploaded onto the EHR. 

K. Make the patient as comfortable as possible. 

L. Discuss NIHD fall prevention and precautions taken while patient is in the hospital. 

a.  Show the older pediatric patient and all parents how to use the call bell. 

b.  Explain intake and output (I&O) as well as the need to measure all I&O of fluids. 

c.  Explain the use of the urinal, bedpan, commode, and emesis bag. 

d.  If the pediatric patient is able to ambulate, give them a full room orientation. 

e.  Place a pitcher of water at the bedside if patient is able to drink fluids. 

f.  Explain the use of the pediatric pain scale. 

g.  Give parents WIFI password.  

M. Review Physicians orders:  
a. If medication is ordered, print out medication information from Up-to-Date on each medication the RN will 

be administering 
b. Calculate dosage based on the pediatric patient’s weight 
c. Verify dose with second RN. (New Dose calculation needed with weight change.) 

N. Place vital signs chart taped to vitals machine. Normal ranges highlighted.  

O. Include parents in the care of the child, being considerate and kind in your approach. 

a.  Provide parents with the Pediatric Unit Welcome Letter. Allow the parent time to read the letter and stand 
by to answer any questions they may have. 

b.  Parents are to be encouraged to become involved in the child’s care. 

c.  Explain to parents that no smoking is allowed at Northern Inyo Hospital including the outside grounds. The 
Parent Letter discusses the smoking policy. 

P. Explain all treatments and procedures the parent and patient should anticipate. 

Q. Initiate Patient Care Plan and share with parent and patient as appropriate. 

R. At time of discharge, Child Safety Seat form will be signed. 

 
REFERENCES: 

1. General Acute Care Hospitals, 22 CCR Div.5, 2014. 
2. ANA. (2010). Nursing Scope and Standards of Practice. Silver Spring, MD: Nursesbooks.org 

 
CROSS REFERENCED POLICIES AND PROCEDURES: 

1. Pediatric Standards of Care and Routines 
2. Newborn & pediatric Abduction Prevention Safety and Security 
3. Weights for Infant and Pediatric Patients 

 
 
Supersedes: v.7 Admission Procedure of Pediatric Patient* 
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NORTHERN INYO HEALTHCARE DISTRICT 
CLINICAL POLICY AND PROCEDURE 

 
 
 

Title: Age Related and Population Specific Care 
Owner: Chief Nursing Officer Department: Nursing Administration 
Scope:  Nursing Department 
Date Last Modified: 07/29/2022 Last Review Date: No Review 

Date 
Version: 2 

Final Approval by: NIHD Board of Directors  Original Approval Date: 07/01/2014 
 
PURPOSE:  

To provide age related population specific care to patients served at Northern Inyo Healthcare District (NIHD), 
across the life span, from neonates to the older adult. 

POLICY: 

1. Staff will be trained and competent to provide effective care, treatment and services to several groups 
according to the following distinctions.  

 Age, ranging from neonates to the older adult 
 Particular disease or condition 
 Point of wellness – illness spectrum, including conditions considered urgent, acute or chronic 
 Level of physical and mental ability 
 Availability of family and social support 

2. Ages and population specific care are identified in each job description. 
 

DEFINITION: 
The population specific age groups at NIHD are defined as: 
 Neonatal:  Birth to 27 days of age 
 Pediatric: 28 days to 13 years of age 
 Adult: 14 years of age to 65 years of age 
 Older Adult: Over 65 years of age 
 

PROCEDURE: 

1. Nursing Leaders will assure staff competency (through policy and procedure; job descriptions, and 
practice standards) for the ages and populations served in the departments.  Developmental ages are 
identified according to physical, motor/sensory adaptation, cognitive, psychological characteristics and 
appropriate interventions.  The attached charts serve as a guideline. 

2. The physical environment for persons of all ages and population specific need will be safe and 
comfortable. 

3. The social environment will be compatible with the activities appropriate to the age group served, 
developmental age (peer group) and population specific need.  Furniture and equipment will be provided 
appropriate to age, size, developmental and condition specific needs of the population.  

4. Nursing Leaders, in collaboration with District Education Services, are responsible to maintain a process 
to ensure that all staff responsible for the assessment, treatment, and care of patients is trained and 
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competent to care for the age groups and specific populations identified in the department job 
descriptions including: 

 Ability to obtain information and interpret information in terms of patient needs (assessment) 
 Demonstrate knowledge of growth and development including interventions 
 Understand the range of treatments and care requirements for populations served such as 

bariatric, diabetic, limited English proficiency, pain, end of life care, etc. 
5. Training and competency are achieved by orientation, ongoing competency, performance feedback and 

ongoing performance improvement. 
 

REFERENCES: 

1. The Joint Commission (Jan 2022) Comprehensive Accreditation Manual for Critical Access Hospitals, 
Functional Chapter Human Resources HR.01.05.03, Number 5. Oakbrook, IL: Joint Commission 

 

CROSS REFERENCED POLICIES AND PROCEDURES: 

1. Standards of Patient Care in the Perinatal Unit 
2. Standards of Care RHC 
3. Standards of Care in the Perioperative Unit 
4. Standards of Care in the Perioperative Unit Pediatric Patients 
5. Standards of Care in the Outpatient Infusion Unit 
6. Standards of Care in ICU 
7. Standards of Care for the Emergency Department 
8. Standards of Care- Acute- sub acute services- Adult patient 
9. Standards of Care- Swing Bed Resident 
10. Pediatric Standards of Care in the OPD/PACU 
11. Pediatric Standards of Care and Routines 
12. DI – Standards of Care 
13. Standards of Care in the Respiratory Care Department 
 

 
RECORD RETENTION AND DESTRUCTION: 
Documentation related to patient care is entered into the patient’s medical record, which is maintained by the 
NIHD Medical Records Department. 
 
 
Supersedes: v.1 Age Related and Population Specific Care 
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NORTHERN INYO HEALTHCARE DISTRICT  
NON-CLINICAL POLICY AND PROCEDURE  

 
 
 

 
Title: Compliance with Information Blocking Rule 
Owner: Compliance Officer Department: Compliance 
Scope:  District Wide 
Date Last Modified: 10/20/2022 Last Review Date: No Review 

Date 
Version: 1 

Final Approval by: NIHD Board of Directors  Original Approval Date:  
 

PURPOSE: 
This document applies specifically to Electronic Health Information Exchange or Use.  It is a reference 
documents designed to support Northern Inyo Healthcare District (NIHD) workforce with understanding of the 
Information Blocking Rules, 45 CFR Part 171, promulgated by the Office of the National Coordinator for 
Health Information Technology (“ONC”) in order to implement Section 4004 of the 21st Century Cures Act of 
2016. 
 
DEFINITIONS: 
Access:  The ability or means necessary to make Electronic Health Information (EHI) available for Exchange or 
Use. 
Actor:  A healthcare provider, Health Information Exchange (HIE), or Health Information Technology (IT) 
Developer of Certified Health IT. 
Affiliate:  Any person or entity controlling, controlled by or under common control with another person or 
entity. 
Control:  The direct or indirect power to govern the management and policies of an entity; or the power or 
authority through a management agreement or otherwise to approve an entity’s transactions. 
Electronic Health Information (EHI):  Electronic protected health information (ePHI) to the extent that it would 
be included in a designated record set, regardless of whether the group of records are used or maintained by or 
for a covered entity.  As of October 6, 2022, EHI includes all documents (data elements) except the following: 

1. Psychotherapy notes; 
2. Information compiled in reasonable anticipation of, or for use in, a civil, criminal or administrative 

action or proceeding.  EHI excludes de-identified information. 
Exchange:  The ability for EHI to be transmitted between and among different technologies, systems, platforms 
or networks. 
Healthcare Provider:  Any hospital, health care clinic, physician, advanced practice provider (APP), home 
health agency, long term care facility, ambulatory surgery center, imaging and oncology center, emergency 
medical services provider, group practice, skilled nursing facility, nursing facility, renal dialysis center, 
community mental health center, federally qualified health center, pharmacist, pharmacy, laboratory, rural 
health clinic, therapist or Indian health service or tribe provider. 
Health IT Developer of Certified Health IT:  Any company business unit that develops or offers health 
information technology (IT) that has one or more modules certified under a voluntary certification program 
recognized under the ONC Health IT Certification Program.  This defined term does NOT include any health IT 
self-developed by NIHD for their own use. 
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Health Information Exchange (HIE)/Health Information Network (HIN):  Any NIHD business unit that 
determines, or has the discretion to administer any requirement, policy, or agreement that permits, enables, or 
requires the use of any technology or services for Access, Exchange or Use of EHI: 

1.  Among more than two unaffiliated individuals or entities that are enabled to exchange with each other; 
and 

2. That is for a treatment, payment, or healthcare operations purpose. 
HIPAA:  The Health Insurance Portability and Accountability Act of 1996, which is included in regulations 45 
CFR parts 160 and 164. 
Practice:  Refers to an act or omission by an Actor. 
United States Core Data for Interoperability (USCDI):  The standardized set of health data classes and 
constituent data elements set forth at www.healthit.gov/USCDI. 
USCDI Data elements:  The data elements represented in the USCDI standard. 
Use:  The ability for EHI, once Accessed or Exchanged, to be understood and acted upon. 
 
POLICY: 
NIHD workforce will support disclosure of protected health information (PHI) per HIPAA and California state 
privacy requirements without information blocking, unless an exception applies.   
NIHD workforce will refrain from interference with Access, Exchange or Use of electronic health information 
(EHI), except when required to do so by law.  This applies to patient, third party payor or healthcare providers 
requesting EHI access. 
 
Information Blocking – means a practice that: 

1. Except as required by law or covered by an Information Blocking Exception, is likely to interfere with 
Access, Exchange or Use of EHI; and 

2. If conducted by  
A. A Healthcare Provider, such provider knows that such practice is unreasonable and is likely to 

interfere with Access, Exchange or Use of EHI; or 
B. A Health Information Technology (IT) Developer of Certified Health IT or Health Information 

Network (HIN) knows, or should know, that such practice is likely to interfere with Access, 
Exchange or Use of EHI. 

Information Blocking Exception – refers to each of the following exceptions: 
1. Preventing Harm Exception – practices that substantially reduce a risk of harm to a patient or another 

person; 
2. Privacy Exception – practices intended to protect an individual’s privacy such as obtaining an 

authorization that complies with HIPAA or applicable California law or honoring a patient’s wishes not 
to share PHI; 

3. Security Exception – practices that protect the security of EHI; 
4. Infeasibility Exception – practices that are due to a request for EHI being infeasible, such as due to a 

disaster, an inability to segment data or factors such as cost; 
5. Health IT Performance Exception – practices implemented to perform maintenance or improvements to 

health IT or to address a third-party application that is negatively impacting the health IT’s performance; 
6. Content and Manner Exception - practices tied to providing EHI in the manner requested or through an 

alternative; 
7. Fees Exception – practices involving charging fees in connection with exchanging EHI; and  
8. Licensing Exception – practices involving licensing interoperability elements needed to Exchange EHI. 
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NIHD is committed to exchanging and making EHI available and usable for authorized and permitted purposes 
in accordance with applicable law.  We seek to avoid practices that are likely to interfere with the Access, 
Exchange or Use of EHI except as required by law, permitted by an information blocking exception, or 
otherwise permitted by the information blocking rules.  If you believe an exception applies, consult with the 
HIMS Manager or Compliance Officer. 
When a request for EHI is not being met, NIHD workforce will document the incident in an unusual occurrence 
report (UOR).  Documentation of the reasons for the lack of Access, Exchange or Use of the EHI shall be 
included in the UOR.  The reason for the failure of EHI access related to ‘Information Blocking Exceptions’ 
shall be specified.  
 

HIPAA RULES INFORMATION BLOCKING RULE 

1) Specifies when protected health information 
(PHI) may be shared with third parties i.e., other 
than patient 

1)  Mandates that ePHI must be accessible to 
patients and other third parties. 

2)  Grants patients the right to inspect and obtain 
a copy of PHI (paper or electronic) in the 
designated record set, except for psych or 
therapy notes or information compiled in 
anticipation of litigation. 

2)  Grants patients and third parties access to all 
ePHI after 10/5/2022.  

3)  Provider must act on a request for access to 
PHI within 30 days of the request. 

3)  The best practice is for ePHI to be accessible 
at all times. 

 4)  Provider may deny a request for access if:   
Such would jeopardize the health, safety or 
security of the patient; Record refers to a third 
person; and disclosure would create a risk of 
harm to that person.                                           

4)Provider may deny access if one of 'eight 
exceptions' are satisfied. 

5)  Access must be allowed in the form (paper or 
electronic) requested by the patient "if it is 
readily producible in that format." 

5)  Access must be allowed in an electronic 
format that does not impose unreasonable 
barriers. 

6) Fees:  Patients- providers may charge a 
reasonable, cost-based fee for copies, media, 
labor and postage.  Third Parties- providers may 
charge whatever they wish. 

6)  Fees:  Patients- Providers may not charge a 
fee for allowing electronic access, but may still 
charge for copies, media, etc.  Third parties- 
providers may only charge a reasonable, cost-
based fee except for fees to "perform an export of 
switching health IT or to provide patients their 
ePHI." 

7)  Defines who may or must have access to 
PHI. 

7)  Provides that access must be allowed to those 
who are allowed access under HIPAA. 

8)  Specifies when a release (authorization) is or 
is not required to share PHI. 

8)  Does not address, but if sharing is allowed, 
with or without a release, access to ePHI must be 
allowed.  The intent is that the information 
blocking provision would not conflict with the 
HIPAA Privacy Rule (with respect to the privacy 
of PHI. 
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9)  Patient has the right to request 'confidential 
communications' specifying that PHI may not be 
shared with certain parties. 

9)  If provider accepts the patient's request not to 
share ePHI, this is not information blocking. 

10)  HIPAA Security Rule sets a baseline for 
information technology practices that must be 
implemented to protect ePHI. 

10)  Security measures are allowed, but may not 
unreasonably block access to authorized parties 
even where such measures are allowed under the 
HIPAA Security Rule. 

 
 
PROCEDURE: 

I. Record requests for EHI, will be handled primarily via the Health Information Management Service 
(HIMS), who will work closely with NIHD Information Technology Services (ITS) and NIHD 
Compliance Office. 

A. Compliance will confirm that the Access, Exchange or Use of EHI complies with applicable law, 
and privacy. 

B. ITS will confirm that the security and integrity of the District’s Information System is 
maintained. 

C.  Requests for EHI must comply with HIPAA, including the minimum necessary standard, where 
applicable. 

D. Requests to Access, Exchange or Use EHI must be evaluated promptly.  
1. Most single patient and multiple patient EHI requests will follow NIHD HIPAA 

procedures for receipt and processing of third-party requests for PHI, which may be sent 
in electronic format.  

2. Patient Portal use by patients and patients’ personal representatives may be utilized when 
available.  Patients will be offered Patient Portal set-up opportunities to increase potential 
for rapid access to EHI. 

3. Requests for EHI must be handled by person whose assigned job responsibilities include 
the disclosure, access or transmittal of the PHI at issue.  Staff in the HIMS department 
will perform this task. 

II. Requests for EHI must be handled by workforce whose assigned job responsibilities include the 
disclosure, access or transmittal of the PHI. These workforce members serve in the HIMS department at 
NIHD. 

A. In the absence of HIMS staff to complete the EHI transmission, the “infeasibility’ exception may 
need to be utilized.   

1. Unusual Occurrence Report (UOR) shall be completed by the workforce member 
receiving the request when unable to transmit the EHI.   

2. Protected health information (PHI) documents may need to be transmitted via other 
routes such as Fax, printed and sent via mail or scanned and sent via secure email. 

B. Every effort will be made to assure records are sent timely to assure no delay in treatment. 
C. Third-parties requesting Access, Exchange or Use EHI may be asked to clarify the content, 

manner, and/or purpose of the request to assist NIHD affiliates with confirming: 
1. That the potential Access, use or exchange is permitted by law; 
2. Whether NIHD affiliates can furnish the requested EHI content; and  
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3. Whether the NIHD affiliates can provide the EHI in the manner requested.  Alternative to 
the content and/or manner requested will be identified and offered when necessary in 
accordance with District guidelines. 

III. Any issue that may interfere with the Access, Exchange or Use of EHI should be evaluated to determine 
if it is covered under the ‘Information Blocking Exceptions’.   

A. If the exceptions do NOT apply, subject matter experts shall be consulted at the District.  These 
may include:   

1. HIMS Manager;  
2. Department of service location Director or Manager;  
3. Compliance Officer; and/or  
4. Administrator-On-Call.   

B. Legal consultation may be required, but will be only done at the direction of the Compliance 
Officer or Administrator-On-Call. 

 
 
REFERENCES: 

1. 21st Century Cures Act:  Interoperability, Information Blocking, and the ONC Health IT Certification 
Program, 45 CFR Parts 170 and 171. 

2. Health Insurance Portability and Accountability Act (HIPAA), Standards for Privacy of Individually 
Identifiable Health Information, 45 CFR Parts 160 and 164. 

3. The New Information Blocking Rule:  What it Means for Healthcare Providers, Parsons Behle & 
Latimer Healthcare Law Update; August 9, 2021. 

 
RECORD RETENTION AND DESTRUCTION: 
Release of Information (ROI) related to patient medical records and/or billing are maintained for 15 years for 
adults and 25 years for minors. 
 
CROSS REFERENCED POLICIES AND PROCEDURES: 

1. Compliance with Information Blocking Rule 
2. InQuiseek - #380 Medical Records Policy 
3. Authorization for the Release of Laboratory Results to the Patient 
4. Communicating Protected Health Information Via Electronic Mail (Email) 
5. Disclosures of Protected Health Information Over the Telephone 
6. Using and Disclosing Protected Health Information for Treatment, Payment and Health Care Operations 
7. Workforce Access to His or Her Own Protected Health Information 

 
Supersedes: Not Set 
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Death and Disposition of Body 

NORTHERN INYO HEALTHCARE DISTRICT 
CLINICAL POLICY AND PROCEDURE 

 
 
 

Title: Death and Disposition of Body 
Owner: Chief Nursing Officer Department: Nursing Administration 
Scope:  Hospital Clinical Units 
Date Last Modified: 07/08/2022 Last Review Date: No Review 

Date 
Version: 7 

Final Approval by: NIHD Board of Directors  Original Approval Date: 05/2009 
 
PURPOSE:   
To instruct the Nursing Workforce on the procedure following a patient's death related to disposition of the 
body and personal belongings, and to ensure that the remains of deceased patients (hereinafter “the body”) are 
handled in accordance with patient/family wishes and the needs of the District while complying with industry 
standards for disposition. 
 
POLICY: 

1. In the event of a patient's death, the nursing staff will follow the following procedure related to Death 
and Disposition of Body; Organ/Tissue/Eye Donation; and Coroner’s Case policies as appropriate. 

 
2. California Health and Safety Code requires health care facilities to notify the mortuary attendant, prior 

to removal of the body, if the patient is afflicted with a reportable disease (as listed in Title 17, 
California Code of Regulation, Section 2500 (c), i.e., HIV disease, Hepatitis, etc.) without written 
authorization of the patient’s representative.  
 

3. Any instructions given to the hospital in writing by the patient for the disposition (type of disposition, or 
place of interment) of the body will be carried out as required by law. 
 

4. If the coroner is called, the coroner will receive the body regardless of the deceased patient’s written 
instructions, or any instructions of the patient’s survivors. 
 

5. If there are no written instructions in the chart for the disposition of the deceased patient’s body, the 
hospital will follow the instructions as provided by the person with the most authority.  The following 
persons in the order listed below will determine the plan for the remains of the deceased. 

a. Person appointed as agent for the patient through a power of attorney. 
b. Spouse or domestic partner 
c. Adult (over 18) child, or the majority of the surviving adult children, or if the majority of 

surviving adult children are not available, the instructions of the children available 
d. Parent(s) of the deceased.  If both parents are alive, but one is not available, then, the instructions 

of the one that is available will be followed. 
e. Sibling(s) 
f. Next of kin in order of degrees of kinship 
g. Public Administrator 
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6. If after contacting an out of town funeral director as instructed, that funeral director is unable or 
unwilling to remove the body from the hospital within 3 hours of death, or if the bed is needed 
immediately, the hospital shall call the local funeral director in Bishop California to remove the body. 

 
7. If the local funeral director is called to remove the body of a patient whose instructions required using an 

out of town funeral home, or if the instructions of the deceased patient’s agent requires using an out of 
town funeral home, then, the House Supervisor (HS) will inform the agent or next of kin that the body 
had to be removed by the local funeral director and there will be a charge from them for this service. 

 
8. The patient’s belongings are either given to the family or placed in a bag and given to the mortuary 

attendant.  A list of belongings sent either home or to the mortuary should be noted on the “Release of 
Body to Mortuary Form.”  The original form will be maintained by Northern Inyo Healthcare District 
(NIHD) in the medical record.  A copy of the form will be sent with the body. 

 
9. Notification of the Organ Procurement Organization will be completed per policy and documented on 

the “Release of Body to Mortuary Form.”  See “Organ/Tissue/Eye Donation” policy for procedure.   
 

10.  Should an Autopsy be required, the physician shall discuss the rationale with the next of kin and     
obtain a signature on the California Hospital Association form 11-1 found in the consent manual 
(located on the NIHD Intranet>Resources>Information>Compliance>CHA Manuals>Consent Manual). 

 
PROCEDURE: 

1. The nurse shall notify the  attending physician or Emergency Department physician to pronounce the 
patient’s death.   
 

2. The physician shall notify the family of the patient’s death or will request that the Registered Nurse 
(RN) provide this communication. 
 

3. If the family wishes to view the body, the RN will accommodate this request. 
 

4. The nurse shall prepare the body for transfer to the mortuary.  Follow established policy if a coroner’s 
case.  When death is not a coroner’s case, all tubes, dressings, (unless containing drainage), etc. shall be 
removed prior to transfer.   
 

5. The HS, or their designee,will report all deaths to the Organ Procurement Organization following the 
Organ /Tissue/Eye Donation policy, prior to releasing the body to the mortuary.  All releases of patient 
information to tissue/organ procurement/donor organizations must be documented on the Release of 
Body to Mortuary form, for HIPAA tracking purposes.    
 

6. HS or designee will: 
a. Check the chart for instructions for disposition of the decedent’s remains. 
b. Call the funeral director listed or the County Coroner if the case warrants. 
c. Call the funeral director chosen by the person in authority in accordance with this policy if there 

are no written instructions. 
d. Call the local funeral director if the body cannot be picked up within 3 hours, OR, if the 

supervisor determines that the bed is needed sooner than 3 hours. 
e. Fill out all necessary paperwork and file the copy of the Release of Body in the chart. 
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7. The mortuary attendant will sign the RELEASE OF BODY TO MORTUARY (form HIPAA-43).  This 
completed form remains in the medical record of the patient.  The hospital may release to the mortuary: 

a.   the patient’s name  
b.   date and time of death  
c.   the patient’s face sheet 

 
8. The House Supervisor will provide a copy of the Release of Body form to the NIHD Social Worker, 

who will follow-up with the family of the deceased by telephone within the following month. 
 
REFERENCES: 

1. California Hospital Association.  Consent Manual (2021) Chapter 14 Death, Autopsies and Anatomical 
Gifts 

2. California Hospital Association.  Consent Manual (2021) Chapter 18.12 Reporting Communicable 
Diseases 

 
RECORD RETENTION AND DESTRUCTION: 
Documentation related to death and disposition of the body are included in the patient’s medical record.  
Medical records are maintained by the NIHD Medical Records Department. 
 
CROSS REFERENCED POLICIES AND PROCEDURES: 

1. Coroner’s Case 
2. Organ/Tissue/Eye Donation 
3. Release of Body to Mortuary Approved Forms found on intranet under Forms>HIPAA>HIPPA43 
4. Death and Disposition of Body 

 
Supersedes: v.6 Death-Disposition of Body* 
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De-escalation Team 

NORTHERN INYO HEALTHCARE DISTRICT  
NON-CLINICAL POLICY AND PROCEDURE  

 
 
 

 
Title: De-escalation Team 
Owner: CEO Department: Administration 
Scope:  District Wide 
Date Last Modified: 08/31/2022 Last Review Date: No Review 

Date 
Version: 2 

Final Approval by: NIHD Board of Directors  Original Approval Date: 07/01/2018 
 
PURPOSE:  

To provide an expedient intervention response to situations involving individual(s) who display escalating, 
aggressive, hostile, violent, combative, or potentially dangerous behavior that exceed a workforce member’s 
resources and require additional support to de-escalate.  

 

POLICY:   

1. The De-escalation Team will take responsibility and proactive measures for the safety and security of all 
individuals on hospital property within the hospital building by effectively responding to an escalating 
event and minimizing the number of potential harm and injuries. Staff members outside of the hospital 
building, including outpatient clinics and Rehab, should immediately call 9-1-1 for assistance during an 
escalating event. 

2. Any De-escalation Team response should be in accordance with the procedure defined in this policy. 
3. The De-escalation Team should be initiated for situations involving patients, visitors and/or other 

individuals exhibiting escalating, unarmed, violent, aggressive, and/or combative behavior. Situations 
involving active shooters and weapon violence require different response strategies. Follow the facilities 
protocol for reporting and addressing other situations.  

4. Workforce members who are assigned to the De-escalation Team must have completed the training 
requirements in order to respond to the code. This code is not intended for all workforce members to 
respond.  

5. This policy does not disallow any workforce member from contacting law enforcement. Any workforce 
member may seek assistance and intervention form from law enforcement when an escalating and/or 
violent incident occurs.  

 

Definitions: 

De-escalation Team is a group of key individuals who are in-house or immediately available at the time of a 
request for the De-escalation Team and can quickly respond to the situation within the hospital building, notify 
internal leaders and law enforcement if required, and mitigate further harm.  The team in collaboration with the 
Workplace Violence Prevention Assessment Team (V-PAT) to follow-up after the incident has occurred, further 
investigate the problem, and to create strategies to mitigate, communicate and provide support when needed.  
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The De-escalation Team Code is a response intended for a situation in which a patient, visitor, or other 
individual on hospital premises behaving in an aggressive, violent, combative, and/or potentially dangerous 
manner towards themselves, a workforce member, or others and indicates a potential for escalating or is 
escalating beyond a workforce member’s resources. The Code responders use non-violent intervention 
strategies to defuse or regain control of a situation be by using verbal de-escalation techniques or physical 
techniques that employ the least restrictive measure possible.  

 

Guidelines: 

De-escalation Team Responders and their responsibilities include:  
1. House Supervisor 

a. Can act as the Team Leader  
b. Excuses excess personnel when there are an adequate number of responders  
c. Assures unit safety and order is maintained  
d. Responsible for ensuring an informal debriefing session is held immediately following the 

incident for the team members and others involved in the event. 
2. Social Worker (if available) 

a. Can act as a Team Leader 
b. Supports the workforce member with de-escalation techniques 
c. Can assist with Post Incident Response for workforce members 

3. Emergency Department Charge Nurse  
a. Supports the workforce member with de-escalation techniques  
b. Assures the safety and security of the unit  
c. Can act as the Team Leader  

4. Security Personnel (if available)  
a. Takes immediate steps to assure safety of environment and workforce members  
b. Is positioned within close proximity to take immediate action, as necessary  
c. May assist with de-escalation  
d. Provides advice regarding need for involvement of Law Enforcement 

 
During an intervention, there should be one and only one identified person talking to the individual. There 
should be an agreed-upon plan and assigned duties for workforce members before a restraint or escort is 
initiated. All response team members should know their role and duties. 

 

Training Requirements:  

1. Workforce Members assigned to respond to a De-escalation Team Code, will receive education and 
training annually.  

 
PROCEDURE:  

1. Escalating Behavior Levels for initiating the De-escalation Team:  
a. Threats and intimidation or refusing to follow instructions.   
b. Verbal or physical expressions of violence.  
c. Uncontrolled anger characterized by aggressive body postures and disposition.  

 
2. INITIATING THE DE-ESCALATION TEAM CODE:   
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a. As an individual escalates past the workforce member’s resources to de-escalate and/or their 
behavior escalates the De-escalation Team will be called by a workforce member or designee, by 
dialing “71” and paging “De-escalation Team Code” to report to designated location.     

b. If an escalating situation arises outside of the hospital building, in outpatient clinics or Rehab, 
staff should immediately dial 9-1-1. 

 
3. WORKFORCE MEMBER RESPONSIBILITIES:  

a. The primary care nurse or workforce member who encounters or is caring for the escalating 
individual, take the following steps:  

I. Remain calm 
II. Provide details of the incident to the Team Leader including: 

A. Brief history of the incident 
B. Medical status  
C. Events leading to the current situation 
D. What action has been taken 
E. What action is believed to be required of the team  

III. Assist team as directed by the Team Leader. 
IV. Complete Workplace Violence Incident Report Form  

b. If a “De-escalation Team Code” is initiated in your area, take the following steps: 
I. If possible, remove all individuals in immediate danger to a safe area 

II. Reduce noise producing equipment  
III. Speak calmly  
IV. Remove any loose equipment that could be used as a weapon or cause injury  
V. The workforce member with the most knowledge of the individual or the situation will 

remain with the individual and report information to the Team Leader. 
 

4. DE-ESCALATION TEAM RESPONDERS RESPONSIBILITIES: 
a. Report to scene of incident as quickly as possible  
b. The Team Leader role is assumed by: 

I. The first person on the scene, or 
II. A team member with confidence and competence in handling crisis situations, or 

III. A team member who has a rapport with the acting-out individual  
c. The Team Leader briefs the responders of the situation and coordinates the response and action 

plan.   
I. Possible incident action plan (IAP) objectives may include:  

A. Utilize de-escalation techniques  
B. Prevent harm and injury to self and other workforce members  

d. If the situation cannot be resolved using the De-escalation Team, contact Law Enforcement for 
assistance, if they have not yet been contacted or responded to the situation.  

e. Report any injuries immediately to Team Leader and refer personnel to obtain medical treatment 
and follow the Injury and Illness Prevention Program. 

f. Assure area is safe and secure for personnel and other patients to return.  
g. The Team Leader or designee, completes a De-escalation Team Code Response Form and 

attaches any pertinent documentation and submits through the UOR process.  All personnel 
resume their normal duties. 
 

5. POST INCIDENT RESPONSE 
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a. In the event of a patient, family member and/or workforce member injury or at the request of the 
De-escalation Team, a Root Cause Analysis (RCA) and/or After Action Review (AAR) will be 
conducted by the Risk Manager or designee.   

b. Employee Assistance Program, defusing, crisis management briefing, critical incident stress 
debriefing, and/or other workforce member assistance programs will be offered to workforce 
members involved in the response, as appropriate. 

 

REFERENCES:  

1. California Occupations Safety and Health Standards Board (2016). Section 3342. Workplace Violence 
Prevention in Health care. Retrieved from http://www.calhospital.org/sites/main/files/file-
attachments/workplace-violence-prevention-in-health-care-15day.pdf 

2. Kelley, E. “Reducing Violence in the Emergency Department: A Rapid Response Team Approach.” 
Journal of Emergency Nursing 2014; 40.1: 60-4.  

3. Techniques for Effective Aggression Management Workbook, HSS (2017). 

 
RECORD RETENTION AND DESTRUCTION: 
Records related to workplace violence will be maintained for a minimum of six (6) years. 
 
CROSS REFERENCED POLICIES AND PROCEDURES: 

1. Injury and Illness Prevention Program  
2. Patient Restraints  
3. Active Shooter  

 
Supersedes: v.1 De-escalation Team 
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Departments That Deliver Nursing Care to Patients 

NORTHERN INYO HEALTHCARE DISTRICT 

CLINICAL POLICY 
 
 
 

Title: Departments That Deliver Nursing Care to Patients 
Owner: Chief Nursing Officer Department: Nursing Administration 
Scope:  Nursing Services 
Date Last Modified: 
09/07/2022 

Last Review Date: No 
Review Date 

Version: 3 

Final Approval by: NIHD Board of Directors  Original Approval Date: 11/01/2014 
 
PURPOSE:  

To identify the departments that meet the definition of practicing nursing using the nursing process to deliver 
patient care. 

POLICY: 

1. Based on the Northern Inyo Healthcare District (NIHD) definition of nursing care, the following 
departments or services are identified as delivering nursing care to patients: 

 Pre-Admission testing (PAT) 
 Same Day Surgery (SDS) 
 Post Anesthesia Care Unit (PACU) 
 Infusion Center 
 Interventional Radiology 
 Acute/Subacute, Telemetry, and Pediatrics 
 Swing 
 Intensive Care Unit 
 Triage/Ante-Partum/Intra-Partum/Delivery/Recovery/Post-Partum 
 Pediatric/Neonate 
 Emergency Department 

2. The following departments or services may be required to have licensed nurses employed due to the 
nature of the job, but do not require the licensed nurse to deliver nursing care as defined by NIHD: 

 Central Sterile Processing 
 Infection Control 
 Employee Health 
 Clinical Informatics 
 Clinics (Rural Health Clinics, Primary and Specialty Clinics) 
 District Education  
 Case Management 
 Clinics 

 

REFERENCES: 

1. The Joint Commission (CAMCAH Manual) January 2022, Nursing Functional Chapter NR 02.01.01  
EP 1. Oakbrook Terrace, Illinois. 
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RECORD RETENTION AND DESTRUCTION:  
 
CROSS REFERENCED POLICIES AND PROCEDURES: 

1. Plan for the Provision of Nursing Care 
 
 
Supersedes: v.2 Departments That Deliver Nursing Care to Patients 
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Diagnostic Imaging - Patient Priority 

NORTHERN INYO HEALTHCARE DISTRICT 

CLINICAL POLICY 
 
 
 

Title: Diagnostic Imaging - Patient Priority 
Owner: DIRECTOR OF DIAGNOSTIC 
SERVICES 

Department: Diagnostic Imaging 

Scope:  Diagnostic Imaging Department 
Date Last Modified: 
11/02/2022 

Last Review Date: No 
Review Date 

Version: 5 

Final Approval by: NIHD Board of Directors  Original Approval Date: 02/15/2011 
 
Purpose:  
To identify the priority of patients when the technologist must determine which study to perform first. In the 
event of conflict, final determination will be made by the radiologist. 
 
Policy: 
The priority of patient examinations follows these criteria: 

1. Premature newborns in respiratory distress 
2. ER Stroke Protocol Patients 
3. Operating room patients under anesthesia 
4. Stat requests in this order 

a. Code Blue 
b. ED, ICU, PACU, OB 
c. Other in-patients 

5. Timed exams, in progress (ex. nuclear medicine patients already injected, timed barium studies etc.) 
6. Urgent requests for physicians waiting in the department 
7. Fasting patients in this order 

a. Very young or very old 
b. Diabetic 
c. Inpatients 
d. Outpatients 

8. Routine exams by order time (inpatients) or in order scheduled. 
 

 
 
REFERENCES: 

• National Library of Medicine - https://pubmed.ncbi.nlm.nih.gov/26547804/ 
• American College of Radiology - https://www.acrdsi.org/DSI-Services/Define-AI/Use-

Cases/Prioritization-of-Exams-on-the-Worklist 
 
RECORD RETENTION AND DESTRUCTION: N/A 
 
 
CROSS REFERENCED POLICIES AND PROCEDURES: 

1. DI timeliness for critical results 
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Supersedes: v.4 Diagnostic Imaging - Patient Priority 
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1 
Education of Patient and Family 

NORTHERN INYO HEALTHCARE DISTRICT 
CLINICAL POLICY AND PROCEDURE 

 
 
 

Title: Education of Patient and Family 
Owner: Manager Acute/Subacute ICU Department: Acute/Subacute Unit 
Scope: Perioperative Services, Perinatal Services, ICU, Acute & Subacute Services 
Date Last Modified: 07/06/2022 Last Review Date: No Review 

Date 
Version: 2 

Final Approval by: NIHD Board of Directors  Original Approval Date: 3/16/16 
 
PURPOSE: 
To ensure that all Northern Inyo Healthcare District (NIHD) patients and families/caretakers are appropriately 
educated to ensure a safe and optimal discharge. 
 
 
POLICY: 
1. The patient and/or, when appropriate, his or her family are provided with appropriate education and training 

to increase knowledge of the patient’s illness and treatment needs and to learn skills and behaviors that 
promote recovery and improve function. 
 

a. The assessment considers cultural and religion practice, emotional barriers, drive and motivation to 
learn, physical and cognitive limitations, language barriers and the financial implications of care 
choices 

 

2. Based on the patient’s/family’s assessed learning needs, education may include the following: 
 

a. Instruction on patient rights and responsibilities 
 

b. Explanation of the patient’s plan of care, treatment and services 
 

c. Instruction in preventive health practices and safety issues 
 

d. Infection control measures shall be reviewed with the patient and/or family, when appropriate, as 
soon as possible upon patient’s entrance into the hospital 
 

i. Infection control measures to be reviewed with the patient and family, as appropriate, include 
hand hygiene, respiratory hygiene, contact precautions. 

 

e. The safe and effective use of medication, including side effects and reporting these side effects, in 
accordance with legal requirements and patient needs, when applicable 

 

f. Instruction in pain assessment, management, methods and the risk for pain 
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g. Information on risks associated with procedures, treatment plans and what to “look out for” after 
specific procedures or courses of care; to report any concerns immediately to healthcare providers; 
encourage the patient and family to ask questions 

 

h. Surgical patients and families shall receive information regarding the measures the hospital takes to 
prevent adverse events in surgery.  Topics to be reviewed include: 

 

i. Patient identification:  the patient may be asked several times what his/her name and birth 
date is 

 

ii. Surgical procedure:  the patient may be asked several times what surgery he/she will be 
having done 

 

iii. Marking of the surgical site 
 

iv. Measures to prevent surgical infections 
 

i. The safe and effective use of medical equipment and supplies, when applicable 
 

j. Instruction on potential drug-food interactions and counseling on nutrition intervention and/or 
modified diets, as appropriate 

 

k. Instruction on maintaining oral health, as appropriate 
 

l. Instruction in rehabilitation techniques to facilitate adaptation to and/or functional independence in 
the environment, if needed 

 

m. Instruction in processes for reporting concerns about safety 
 

n. Access to available community resources, if needed 
 

o. When and how to obtain further treatment, if needed 
 

3. The patient and/or, when appropriate, his or her family are provided with the specific knowledge and/or 
skills required to meet the patient’s ongoing healthcare needs.  Such instruction is presented in ways 
understandable to the patient and/or his or her family and includes, but is not limited to, the patient’s and 
family’s responsibilities in the patient’s care. 

 

Page 59 of 323



 

3 
Education of Patient and Family 

4. With due regard for privacy, the hospital teaches and helps patients maintain good standards for personal 
hygiene and grooming, including bathing, brushing teeth, caring for hair, nails and using the toilet. 
 

5. The patient and/or when appropriate his or her family are provided with information from the “Speak Up” 
program to support patient/family involvement in care and to ask questions etc. 

 
 
 
PROCEDURE: 
 
1. Upon admission, the Registered Nurse (RN) will begin the nursing process for patient education as follows: 
 

a. Assess learning needs and learning capabilities of patient 
 

b. Establish teaching plan based on goals and objectives of patient education for the individual 
 

c. Implement the teaching plan and evaluate learner’s response 
 

d. Patient/family education and understanding shall be documented in the patient’s medical record 
 

2. Upon admission, the RN will orient the patient to the environment:  physical, patient rights and 
responsibilities, hospital staff, safety issues to include the reporting of quality of care concerns and/or errors 
observed by the patient and/or family and other pertinent issues. 

 

3. Teaching will be initiated when the patient’s condition permits.  Teaching will be modified, as needed, to 
meet individual needs; i.e., language barrier, physical limitations.  The family and/or significant others will 
be included in patient education as frequently as possible, when appropriate. 

 

4. Education will include information, as necessary, about patient responsibilities in his/her own care, 
including, but not limited to responsibilities for: 

 

a. Providing information 
 

b. Asking questions and obtaining information about his/her care 
 

c. Reporting concerns or possible errors 
 

d. Infection control practices, such as hand hygiene, respiratory hygiene practices (if applicable) and 
contact precautions (if applicable) 

 

e. Following instructions 
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f. Accepting the consequences of not following care and/or treatment 
 

g. Following rules and regulations regarding care and conduct 
 

h. Showing respect and consideration for other patients/hospital personnel and property 
 

i. Meeting financial considerations 
 

5. Relevant written materials including a discharge instruction sheet will be given to the patient by an RN.  
The patient will sign the discharge instruction sheet after the patient education has been completed and 
he/she will retain a copy of his/her discharge instructions for home use. 

 

6. Such patient education includes instruction in the specific knowledge and/or skills needed by the patient 
and/or where appropriate, his/her significant others, to meet the patient’s ongoing healthcare needs, 
including: 

 

a. Basic health practices and safety 
 

b. The plan for care, treatment and services 
 

c. Safe and effective use of medication, including potential side effects 
 

d. Safe and effective use of medical equipment 
 

e. Potential drug-food interactions and counseling on medical diets 
 

f. Maintaining oral health 
 

g. Understanding the pain assessment and management processes 
 

h. Instructions about any follow-up care and how to obtain care 
 

i. Information provided to the patient/family at the time of discharge is provided to the individual or 
organization providing continuing care of the patient 

 

j. Habilitation or rehabilitation techniques to help the patient reach his/her maximum independence 
possible 
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REFERENCES:  
1. TJC Comprehensive Accreditation Manual for Critical Access Hospitals.  Functional Chapter Provision of 

Care:  Standard PC 02.03.01EP’s 1, 2,3 
 
 
CROSS REFERENCED POLICIES AND PROCEDURES: 
1. Emergency Department Education of Patient and Family 
2. Clinic Education of Patient and Family 
 
Supersedes: v.1 Education of Patient and Family* 
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Evaluation and Assessment of Patients' Nutritional Needs 

NORTHERN INYO HEALTHCARE DISTRICT 

CLINICAL POLICY 
 
 
 

Title: Evaluation and Assessment of Patients' Nutritional Needs 
Owner: Registered Dietitian Department: Dietary 
Scope: In-patient, RD 
Date Last Modified: 
08/15/2022 

Last Review Date: No 
Review Date 

Version: 4 

Final Approval by: NIHD Board of Directors  Original Approval Date:  
 
PURPOSE: 

To codify the method of evaluation and assessment of patients’ nutritional needs by the healthcare team. 

POLICY: 

1. Evaluation and assessment of patients’ nutritional needs by a Registered Dietitian shall be initiated 
within 48 hours in response to any of the following: 

a. Malnutrition Screening Score of >2 as indicated in the initial screening titled “Adult Patient 
History” performed by a registered nurse 

b. BMI <18.5 
c. Consult order by physician, patient, patient’s representative, or member of the healthcare team 
d. New order for enteral or parenteral nutrition 
e. New diagnosis of diabetes 
f. Patients with Stage II or greater pressure injury 

2. If a patient is NPO/CL diet for more than 3 days, patient shall be seen on the 4th day 
3. If there is no nutritional risk, the Registered Dietitian will evaluate need for assessment in patients with a 

stay longer than 3 days (on the 4th day).  
a. If full assessment is not warranted, a note shall be entered indicating reason why full assessment 

is not warranted 
4. Obstetrical patients shall be seen upon consult by Physician, Patient, Patient’s representative, or member 

of the healthcare team.  
5. Best practices will include parameters of documentation using the Nutrition Care Process and standards 

set by the Academy of Nutrition and Dietetics. 
6. Dietary assessment, recommendations, diet prescription, assessment of effects of nutritional therapy and 

follow-up must be charted upon completion of dietary assessment by the dietitian.  
7. Nutritional assessment calculations and recommendations are referenced from the Nutrition Care 

Manual and/or Academy of Nutrition & Dietetics unless specifically ordered otherwise by a physician.    
 

REFERENCES: 

1. Academy of Nutrition & Dietetics. eNCPT (2016) 
2. California Code of Regulations: Title 22- Article 5, § 72523(a) (4-D) (2010) 

 

CROSS REFERENCE P&P: 
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1. Nursing Assessment and Reassessment 
 

RECORD RETENTION AND DESTRUCTION: 

Per medical records policy at NIHD. 

 
Supersedes: v.3 Evaluation and Assessment of Patients' Nutritional Needs 
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Nursing Care Plan 

NORTHERN INYO HEALTHCARE DISTRICT 
CLINICAL POLICY AND PROCEDURE 

 
 
 

Title: Nursing Care Plan 
Owner: Manager Acute/Subacute ICU Department: Acute/Subacute Unit 
Scope: 
Date Last Modified: 07/19/2022 Last Review Date: No Review 

Date 
Version: 8 

Final Approval by: NIHD Board of Directors  Original Approval Date:  
 
 

PURPOSE: 
1. Nursing care plans are designed to:  

a. Allow nursing staff to provide patients with individualized safe and quality care by carrying out the 
nursing process in a systematic fashion. 

b. Identify the planning process when patient goals and expected outcomes are established and nursing 
interventions selected. 

2. After the RN completes the initial nursing assessment, appropriate plans of care are developed. 
3. Nursing Care plans have been incorporated into the electronic health record to facilitate report and continuity of 

care through ease of access. 
4. Nursing care plans shall also be considered when determining patient acuity. 

 
POLICY: 

1. The nursing care plan is developed incorporating information from the initial nursing assessment, Physician 
History & Physical (H&P) and physician order sets. 

a. The care plan gives direction in providing care for the patient/family and is used as a means of 
communication that allows for the continuity and consistency of care. 

b. Care planning and the development of an individualized plan of care will be based on established 
nursing standards of care and standards of practice that reflect patient needs identified through the 
assessment process. 

c. The plan of care will be consistent with therapies of other disciplines, patient/family needs and will be 
focused on collaborating with other disciplines. 

2. The initial nursing assessment is completed by the RN within time frames established for each nursing 
department. (See Nursing Assessment and Reassessment chart time frames) 

a. Referrals to the interdisciplinary team are generated based on patient’s answers to clinical screen 
questions within the initial nursing assessment. 

b. Patient problems are identified and prioritized in the selection of a medical problem or nursing diagnosis 
with the development of a plan of care. 

3. The evaluation of the patient’s response to the plan of care is reviewed and evaluated each shift.  The plan of 
care is updated each shift when patient condition changes. 

4. The patient progress towards the goal is evaluated as part of the daily interdisciplinary care conference. 
5. The framework for nursing practice is the nursing process which reflects the delivery of care based on the 

following steps: 
a. Assessment 
b. Identification and prioritization of patient problems or needs 
c. Mutual planning and establishment of goals and interventions 
d. Implementation of interventions by nursing and the health care team 
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Nursing Care Plan 

PROCEDURE: 
1. After completing the initial nursing assessment, the RN identifies patient needs or problems. 

a. Automatic referrals triggered by clinical screens built into the initial nursing assessment are sent to 
members of the interdisciplinary team. 

b. Those interdisciplinary team members who receive a referral, complete an assessment, and when 
appropriate, contact the medical staff practitioner and/or initiate a care/treatment plan. 

2. The RN develops the plan of care in collaboration with the patient/family-caregiver from the identified initial 
nursing assessment patient needs or problems (see references below). 

3. The plan of care and patient response, including progress toward goals/outcomes and discharge, are reviewed as 
part of the shift report hand off using SBAR-QC. 

 
REFERENCES:  

1. TJC Comprehensive Accreditation Manual for Critical Access Hospitals.  Function Chapter Provision of Care.  
RC.02.01.01, EP 2 

2. Gulanick & Myers (2014) Nursing Care Plans Diagnoses Interventions and Outcomes. Elsivier: Philadelphia. 
 
CROSS REFERENCED POLICIES AND PROCEDURES: 

1. Nursing Assessment & Reassessment 
2. Interdisciplinary Plan of Care 
3. Nursing Standards  
4. Plan for the Provision of Nursing Care 

 
Supersedes: v.7 Nursing Care Plan* 
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Patient Safety Attendant or 1:1 Staffing Guidelines 

NORTHERN INYO HEALTHCARE DISTRICT 
CLINICAL POLICY AND PROCEDURE 

 
 
 

Title: Patient Safety Attendant or 1:1 Staffing Guidelines 
Owner: Chief Nursing Officer Department: Nursing Administration 
Scope:  Emergency Department and Inpatient Units 
Date Last Modified: 06/01/2022 Last Review Date: No Review 

Date 
Version: 5 

Final Approval by: NIHD Board of Directors  Original Approval Date: 12/1992 
 
PURPOSE:  

The purpose of a Patient Safety Attendant is to help keep the patient oriented to place and/or help assure the 
patient’s safety by one-to-one observation. 

POLICY: 

1. A Medical Staff Provider may write an order for a Patient Safety Attendant however a nurse may also 
initiate the use of a Patient Safety Attendant through assessment and by collaboration with other team 
members. Patient Safety Attendant criteria include: 

a. Suicide precaution (All patients on suicide precautions will have a Patient Safety Attendant until 
a Medical Staff Provider has cleared the patient from such precautions.) 

b. Protecting patients from harm when they are at high risk for falls 
c. Patient disorientation/non cooperative 

2. With the exception of a patient placed on suicide precautions (one-to-one observation), the patient’s 
family may serve as a patient safety attendant. 

3. Patient Safety Attendant may be from different levels of care providers, including Registered Nurse 
(RN), Licensed Vocational Nurse (LVN), Certified Nurse Aid (CNA), Clerk, Security, Environmental 
Services (EVS), etc. 

4. Performance standards of a patient safety attendant (what the patient safety attendant may do for and 
with the patient) will be based on the patient safety attendant’s job description. 

 
PROCEDURE: 

1. When a Patient Safety Attendant is deemed necessary for the safety of the patient, the RN or designee 
will notify the House Supervisor (HS) for coverage.  The HS will find staffing coverage. 

a. Patient Safety Attendants are usually not provided in ICU or when staffing meets 1-2 patient 
ratio. 

2. If a patient’s family member chooses to sit with the patient, instructions will be given that the family 
member is to: 

a. Call for assistance as needed using the call bell. 
b. Not to leave the patient unattended. 

3. A guest meal tray may be ordered for the family member who is sitting with the patient. 
4. All patient care is under the direction of the RN assigned to the patient.  The RN will: 

a. Give direction to the Patient Safety Attendant based on the workforce member’s job description 
performance standards. 
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b. Check on the Patient Safety Attendant when completing hourly rounding every hour from 0800-
2200 and every two hours from 2200-0800. 

5. The Patient Safety Attendant will be located in the room with the patient.  The Patient Safety Attendant 
will: 

a. Not leave the room (i.e. breaks and meals unless relieved by another person). 
b. Notify the RN of any assistance needed or concerns. 
c. Document utilizing the ‘close observation’ form every 15 minutes for patients requiring a safety 

attendant (see attached document). 
d. Follow the ‘Safety Attendant Guidelines’ (see attached document). 

6. The patient need for a Patient Safety Attendant should be re-assessed on an ongoing basis but not less 
that every 24 hours. 

a. Patient Safety Attendant continuation will be reviewed at the daily interdisciplinary team 
meeting. 

 

REFERENCES: 

1. McFarlane-Kolb, H. (2004) Falls Risk assessment, Multi-targeted Interventions and 
Impact on Hospital Falls. International Journal of Nursing Practice 10: 199-206 

2. NCPS Falls Toolkit; 2004 National Center for Patient 
Safety.http://www.patientsafety.gov/SafetyTopics/fallstoolkit/notebook/completebooklet.
pdf. 

3. Care of the Psychiatric Patient in the Emergency Department, ACEP Emergency 
Medicine Practice Committee (2014) 

4. Sentinel Event Alert: New Alert Focuses on Suicidal Ideation, The Joint Commission 
Perspectives, (2016) 

 

CROSS REFERENCED POLICIES AND PROCEDURES: 

1. Management of the Behavioral Health Patient (5150 and non-5150) 
2. Fall prevention and management 

 
RECORD RETENTION AND DESTRUCTION: 
Safety Attendant and Guideline for Close Observation form is utilized for documentation.  This is sent to NIHD 
Medical Records Department and scanned into the patient medical records.  NIHD Medical Records 
Department is responsible for maintenance of the medical record. 
 
Supersedes: v.4 Patient Safety Attendant or 1:1 Staffing Guidelines* 
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Recognizing and Reporting Swing Bed Resident Abuse/Neglect 

NORTHERN INYO HEALTHCARE DISTRICT 

CLINICAL POLICY 
 
 
 

Title: Recognizing and Reporting Swing Bed Resident Abuse/Neglect 
Owner: Manager Acute/Subacute ICU Department: Acute/Subacute Unit 
Scope:  Acute/Subacute, Rehabilitation Dept., House Supervisors 
Date Last Modified: 
07/06/2022 

Last Review Date: No 
Review Date 

Version: 2 

Final Approval by: NIHD Board of Directors  Original Approval Date: 12/2014 
 
PURPOSE: 

1. To ensure resident safety and provide staff with guidelines and criteria for the recognition of potential 
elder abuse or neglect through the implementation of comprehensive training and education. 

2. The policy also outlines reporting responsibility of licensed staff. 
 
 
POLICY: 

1. Northern Inyo Healthcare District (NIHD) shall protect the elderly and/or dependent adults who exhibit 
signs of abuse in accordance with state, federal and county elder abuse reporting laws.  Facility 
protocols shall include assessment completion, intervention, documentation and referrals. 

2. All employees are responsible for being observant and reporting all suspected or obvious incidents of 
patient abuse. 

a. If an observation is made that an elder or dependent adult has had a physical injury or injuries 
which appear to have been inflicted by other than accidental means by any person. 

3. Any suspected dependent adult/elder abuse will be reported to the House Supervisor in collaboration 
with employee’s immediate supervisor, using the appropriate form (see attached). 

4. The staff will be educated regarding the following signs/symptoms of abuse: 
a. Signs/Symptoms of Physical Abuse: 

 Bruises 
 Welts 
 Lacerations 
 Puncture wounds 
 Dehydration 
 Malnutrition 
 Internal injuries/bleeding 
 Sprains 
 Dislocations 
 Fractures 
 Skull fractures 
 Orbital fractures 
 Spiral fractures 
 Signs of over-medication or underutilization or required medication 
 Burns 
 Poor hygiene 
 Lack of needed medical attention 
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 Multiple injuries in various stages of healing 
 Broken eyeglasses, signs of being restrained, signs of being subjected to punishment 
 The elder’s report of being kicked, slapped, punched, hot or mistreated 
 The elder’s sudden unexplained change in behavior 
 The caregiver’s refusal to allow visitors to see the elder alone  

 Note:  Abuse may be present with one of the above; however, abuse symptoms are often clustered. 
 

b. Fiduciary Abuse: 
 A situation in which a person who stands in a position of trust with the elder willfully steals 

the money or property of that elder or appropriates the elder’s money of property to any use 
of purpose not in the due and lawful execution of his/her trust 

 Elder and dependent adult financial abuse includes lack of money to buy food or 
medication, someone consistently visiting around the first of the month when Social 
Security checks are received and/or checks written to strangers 

 Cashing an elder person’s checks without authorization from the elder, forging the elder’s 
signature 

 Coercing or deceiving the elder to sign any document 
 Improper use of conservatorship/guardianship 
 Sudden unexplained changes in the elder’s bank account or banking practice (withdrawal of 

large sums of money by anyone other than the elder), inclusion of additional names on the 
elder’s bank signature card without the elder’s knowledge or permission 

 Unauthorized withdrawal from the elder’s bank account using the elder’s ATM card 
 Abrupt changes in the elder’s will or other financial documents, revision of the tenancy 

name(s) on the elder’s hour property deed 
 Unexplained disappearance of valuables or funds 
 Unpaid bills despite the availability of adequate financial resources 
 Substandard care (health and general living conditions) provided despite the availability of 

adequate resources 
 Sudden appearance of previously uninvolved relatives claiming their rights to the elder’s 

affairs and possessions 
 Unexplained and/or sudden transfer of the elder’s assets to a family member or someone 

outside of the family 
 Reports of fiduciary abuse and/or financial exploitation of the elder by either the elder or 

concerned individuals (close friends, neighbors, etc.) 
 

c. Emotional Abuse: 
 Infliction of distress, psychological/mental pain or anguish through verbal or nonverbal acts 
 Verbal assaults, insults, threats 
 Intimidation, humiliation, harassment 
 Isolation of the elder from family, friends or support group 
 Isolation of the elder from regular activities 
 The elder appears emotionally agitated, withdrawn or upset 
 The elder is uncharacteristically non-communicative or non-responsive 
 The elder exhibits unusual behavior that is generally attributed to dementia (rocking, 

sucking, etc.) 
 The elder is frequently tearful without cause 
 The elder shows signs of severe depression 
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d. Neglect: 
     Failure or refusal to fulfill any part of a person’s obligations or duties to the elder 
     The elder or concerned individual reports neglect or mistreatment 
     Failure to assist in personal hygiene or in providing food and clothing for an elder 
       Failure to provide medical care for an elder’s physical and mental health needs,    although 

a person’s voluntarily relying upon treatment by spiritual needs through prayer in lieu of 
medical treatment does not constitute neglect 

       Failure to prevent an elder from suffering malnutrition or dehydration 
       Failure of an individual with fiduciary responsibilities to provide care for an elder 
       Failure of an in-home service provider to provide necessary care 
       Presence of untreated pressure ulcers 
       Presence of unsanitary and unclean living conditions (unclean and/or inadequate clothing, 

presence of scabies, lice, strong urine/fecal smell) 
       Presence of unfit living conditions (inadequate heating or air conditioning, improper 

wiring, nor running water, unsafe building conditions, etc.) or failure to protect the elder 
from health and safety hazards 

  

e. Self-Neglect by the Resident: 
       Behavior of the resident that threatens their own health or safety 

 This excludes the situation where a mentally competent elder, able to understand the 
consequences of his/her actions, makes a decision that is conscious and voluntary to 
engage in acts that threaten safety; and these decisions are made as a matter of personal 
choice 

       Refusal or failure of the resident to provide themselves with adequate nourishment, fluids, 
clothing, shelter, medication 

       Refusal or failure of the resident to engage in personal hygiene 
       Refusal or failure of the resident to provide him/herself with adequate safety and security 

precautions; living in unclean, hazardous or unsafe living quarters 
       Lack of necessary medical aids, such as eyeglasses, hearing aids, dentures 
       Homelessness, living with infestations of insects or vermin 

 

f. Abandonment: 
     Desertion of an elder at a nursing facility, hospital, or other healthcare entity 
     Desertion of an elder at a public location such as a shopping center, supermarket, bus     

station, etc. 
     Elder’s own report or the report of a concerned individual of the elder being abandoned 

              

g. Sexual Abuse: 
 Includes but is not limited to: 

      Rape 
      Sodomy 
      Non-consensual fondling, molestation 
      Sexual assault or battery 
      Coerced nudity 
      Sexually explicit photographing 
      Bruising around breasts or genital area 
      Unexplained vaginal or anal bleeding or tearing 
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      Torn, stained, bloody underclothing 
      Unexplained venereal disease or genital infections 
      The elder’s report of being sexually assaulted or raped 
 

5. It shall be the responsibility of the licensed employee or designee who observes the suspected abuse to 
initiate the reporting process by contacting the shift House Supervisor.  The House Supervisor will 
contact the employee’s immediate supervisor and collaborate to initiate the reporting process and take 
any other actions. 

a. The Initial Documentation of Alleged Swing Bed Patient Abuse form shall be used to document 
the information reported to the California Department of Public Health (CDPH) and the local 
Ombudsman. 

b. All alleged violations involving abuse, neglect, exploitation or mistreatment, including injuries 
of unknown source and misappropriation of resident property, are reported immediately, but not 
later than 2 hours after the allegation is made, if the events that cause the allegation involve 
abuse or result in serious bodily injury, or not later than 24 hours if the events that cause the 
allegation do not involve abuse and do not result in serious bodily injury, to the administrator of 
the facility, the local Ombudsman, and CDPH  

c. The resident’s physician shall be notified of the suspected abuse. 
6. If an employee is suspected of abuse: 

a. The immediate supervisor will be notified that the allegations have been made 
b. The employee will be suspended until an investigation into the allegation of abuse has occurred 

7. The Chief Nursing Officer or Quality Department will oversee the in-house investigation. 
a. The designated hospital representative will also work with CDPH and local law enforcement and 

cooperate in their investigation. 
b. If an employee is suspected of abuse and suspended, the investigation will determine the 

outcome of the suspension 
 
DEFINITIONS: 

1. Dependent Adult -  Any person residing in this state, over the age of 18, who has physical or 
mental limitations which restrict the ability to carry out normal activities or to protect an 
individual’s rights.  This includes, but is not limited to, persons who have physical or 
developmental disabilities or whose physical or mental abilities have diminished because of age. 

2. Financial or Material Exploitation – the illegal or improper use of an elder’s funds, property or 
assets. 

3. Abandonment -  A situation in which a person who has the care of or custody of an elder deserts 
or willfully forsakes the elder under circumstances in which a reasonable person would continue 
to provide care or custody. 

4. Sexual Abuse – Non-consensual sexual contact of any kind with an elderly person.  Sexual 
contact with any person incapable of giving consent. 

 
REFERENCES: 

1. CDPH (4/200/) State Operations Manual Appendix W-Survey protocol Regulations and Interpretive 
Guidelines CAH and Swing Beds in CAH 

2. CHA (41st Edition, 2014) Consent Manual:  A Reference for Consent and Related Healthcare Law.  
Abuse of Elder and Dependent Adults, p19.18 and Mandatory Reporting, p19.23.  CHA Publications 

 
CROSS REFERENCED POLICIES AND PROCEDURES: 

1. Employees Discipline Process 
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Supersedes: v.1 Recognizing and Reporting Swing Bed Resident Abuse/Neglect* 
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NORTHERN INYO HEALTHCARE DISTRICT 
 CLINICAL STANDARDIZED PROTOCOL  

 
 

Title: Standardized Protocol – Physician Assistant in the Operating Room 
Owner: MEDICAL STAFF DIRECTOR Department: Medical Staff 
Scope: Physician Assistants 
Date Last Modified: 
06/21/2022 

Last Review Date: No 
Review Date  

Version: 3 

Final Approval by: NIHD Board of Directors  Original Approval Date: 03/01/2018 
 

PURPOSE: 
To establish guidelines for the adequate supervision and qualifications of the Physician Assistant (PA) who 
assists the surgeon during a surgical procedure.  
 
POLICY: 

1. The Physician Assistant (PA) assists the attending surgeon during a surgical procedure by providing aid 
in exposure, hemostasis, and other technical functions which will help the surgeon carry out a safe 
operation with optimal results for the patient. 

2. Only a PA currently licensed in California, who meets all the criteria specified in Appendix A may 
perform this procedure. 

3. The PA will be evaluated for continued competency as per the General Physician Assistant Protocol. 
4. The PA may function under this protocol only when the following conditions are met: 

a. The attending surgeon has determined that the PA can provide the type of assistance needed 
during the specific surgery. 

b. The PA functions under the supervision of the attending surgeon. The attending surgeon does not 
need to be physically present in the operating room for those portions of the procedure (usually 
setup and final closure) which in the judgment of the attending surgeon the PA may safely do 
without direct and in-person supervision. The attending surgeon must be able to be present 
immediately if needed and must have a reliable way to be contacted and summoned, such as a 
cell phone, if needed. Specifically, the attending surgeon may be in such places as the recovery 
room, the pre-op area, the wards of the hospital, an on campus office, or the Emergency 
Department. 

5. The PA practices within the appropriate limitations and may choose not to perform those functions for 
which he/she has not been prepared or which he/she does not feel capable of performing. 
 

PROTOCOL: 
The PA will: 

1. Assist with the positioning, prepping and draping of the patient, or perform these actions independently, 
if so directed by the surgeon. 

2. Provide retraction by: 
a. Closely observing the operative field at all times. 
b. Demonstrating stamina for sustained retraction. 
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c. Retaining manually controlled retractors in the position set by the surgeon with regard to 
surrounding tissue. 

d. Managing all instruments in the operative field to prevent obstruction of the surgeon’s view. 
e. Anticipating retraction needs with knowledge of the surgeon’s preferences and anatomical 

structures. 
3. Provide hemostasis by: 

a. Applying the electrocautery tip to clamps or vessels in a safe and knowledgeable manner, as 
directed by the surgeon. 

b. Sponging and utilizing pressure, as necessary. 
c. Utilizing suctioning techniques. 
d. Applying clamps on superficial vessels and the tying or electrocoagulation of them, as directed 

by the surgeon. 
e. Placing suture ligatures in the muscle, subcutaneous and skin layer. 
f. Placing hemoclips on bleeders, as directed by the surgeon. 

4. Perform knot tying by: 
a. Having knowledge of the basic techniques of knot tying to include, two-handed tie; one-handed 

tie; instrument tie. 
b. Tying knots firmly to avoid slipping. 
c. Avoiding undue friction to prevent fraying of suture. 
d. “Walking” the knot down to the tissue with the tip of the index finger and laying the strands flat. 
e. Approximating tissue rather than pulling tightly to prevent tissue necrosis. 

5. Perform dissection as directed by the surgeon by: 
a. Having knowledge of the anatomy. 
b. Demonstrating the ability to use the appropriate instrumentation. 
c. For abdominal surgery:  dissection includes only layers above the fascial layer.  

6. Provide closure of layers of tissue as directed by the surgeon; sutures fascia, subcutaneous tissue and 
skin by: 

a. Correctly approximating the layers, under direction of the surgeon. 
b. Demonstrating knowledge of the different types of closures, to include but not be limited to:  

interrupted vs. continuous; skin sutures vs. staples; subcuticular closure; horizontal mattress. 
c. Correctly approximating skin edges when utilizing skin staples or suture. 

7. Assist the surgeon at the completion of the surgical procedure by: 
a. Affixing and stabilizing all drains. 
b. Cleaning the wound and applying the dressing. 
c. Assisting with applying casts; splints, bulky dressings, abduction devices. 

 
REFERENCES:  

1. “Medical Services Performable.” California Code of Regulations. 16 CCR § 1399.541. 
 

RECORD RETENTION AND DESTRUCTION: 
1. Life of policy, plus 6 years 

 
Supersedes: v.2 Standardized Protocol – Physician Assistant in the Operating Room 
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APPENDIX A 

A Physician Assistant who is approved as a PA at Northern Inyo Healthcare District may function as first 
assistant if all of the following conditions exist: 

1. Currently licensed as a PA in California. 
2. Successful completion of an accredited Physician Assistant program. (A copy of the certificate of 

completion will be placed in the PA’s personnel file and the Medical Staff credentials file.) 
3. Demonstrated knowledge and skill in applying principles of asepsis and infection control and 

demonstrated skill in behaviors that are unique to functioning as a PA. 
4. Demonstrated knowledge of surgical anatomy, physiology and operative procedures for which the PA 

assists. 
5. Demonstrated ability to function effectively and harmoniously as a team member. 
6. Current BLS certification; ACLS certification preferred. 
7. Able to perform effectively in stressful and emergency situations. 
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ATTACHMENT 1 – LIST OF AUTHORIZED PHYSICIAN ASSISTANTS 

 

1. _____________________________   ___________________________  _____________ 
NAME     SIGNATURE            DATE 

 

2. _____________________________   ___________________________  _____________ 
NAME     SIGNATURE            DATE 

 

3. _____________________________   ___________________________  _____________ 
NAME     SIGNATURE            DATE 

 

4. _____________________________   ___________________________  _____________ 
NAME     SIGNATURE            DATE 
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LIST OF SUPERVISING PHYSICIANS 

 

1. _____________________________   ___________________________  _____________ 
NAME     SIGNATURE            DATE 

 

2. _____________________________   ___________________________  _____________ 
NAME     SIGNATURE            DATE 

 

3. _____________________________   ___________________________  _____________ 
NAME     SIGNATURE            DATE 

 

4. _____________________________   ___________________________  _____________ 
NAME     SIGNATURE            DATE 

 

5. _____________________________   ___________________________  _____________ 
NAME     SIGNATURE            DATE 

 

6. _____________________________   ___________________________  _____________ 
NAME     SIGNATURE            DATE 

 

7. _____________________________   ___________________________  _____________ 
NAME     SIGNATURE            DATE 

 

8. _____________________________   ___________________________  _____________ 
NAME     SIGNATURE            DATE 
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NORTHERN INYO HEALTHCARE DISTRICT 

CLINICAL POLICY 
 
 
 

Title: Swing Bed Patient Restraints 
Owner: Manager Acute/Subacute ICU Department: Acute/Subacute Unit 
Scope: 
Date Last Modified: 
08/17/2022 

Last Review Date: No 
Review Date 

Version: 8 

Final Approval by: NIHD Board of Directors  Original Approval Date:  
 
PURPOSE: 
To delineate standards of care for the patient who is restrained which promotes an environment conducive to 

maintaining patient dignity, while protecting patient safety.  All swing bed patients will be advised of their right for 

freedom from restraints used in the provision of swing bed care unless clinically necessary, and of their right to freedom 

from restraints used in behavioral management unless clinically necessary.   These are included in the “Patient’s Bill of 

Rights” given to the patient on admission to Swing Bed Status.   

POLICY: 
A. It is the policy of Northern Inyo Hospital (NIHD) to create a physical, social and cultural environment that limits 

the use of restraint to appropriate and justified situations, and, to reduce restraint use through preventive or 
alternative methods which focus on the patient's rights, dignity and well-being. Patients have the right to be free 
from restraints of any form that are not medically necessary. Restraint may only be imposed to ensure the 
immediate physical safety of the patient, staff, or others and must be discontinued at the earliest possible time. 
 

B. The decision to use a restraint is not driven by diagnosis. Comprehensive assessment of the patient and 
environment, in conjunction with individualized patient care planning, should be used to determine those 
interventions that will best ensure the patient's safety and well-being with the least risk. The comprehensive 
assessment should include a physical assessment to identify medical problems that may be causing behavior 
changes in the patient. Restraint may only be used if needed to improve the patient's well being when less 
restrictive interventions have been determined to be ineffective in protecting the patient and others from harm. 
Restraints, if deemed appropriate, are implemented using safe techniques identified in this policy and reinforced 
during annual staff education. The restraint shall be discontinued at the earliest possible time, regardless of the 
scheduled expiration of the order.  
 

C. Patient's rights, dignity and well-being are protected during restraint use to assure the following: 
 

1. Respect for the patient as an individual 
 

2. Safe and clean environment 
 

3. Protection of the patient's modesty, visibility and body temperature 
 

D. The hospital does not permit restraint for management of violent or self-destructive behavior to be used for the 
purpose of coercion, discipline, convenience, or staff retaliation. Restraints are never a substitute for adequate 
staffing. 
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E. The patient and family will be informed of the organization's policy/procedure on the use of restraints. 
 
1. Staff will explain the need for the use of restraint to the patient/family/ significant other to increase their 

understanding and decrease their fears about the use of restraint. 
 

2. Patient and/or family will be encouraged to be involved in decision-making. Incorporating patient/family 
preferences in the care process may help minimize restraint use. 

 
3. The patient/family/significant other are assured that the least restrictive device will be utilized, that restraints 

are discontinued as soon as possible, and that the patient's basic needs for nutrition, personal care, and 
exercise are met during the use of the restraint. 

 
4. In the event that the patient chooses not to include the family/significant other, or that participation would 

have a detrimental effect on the patient, family/significant other involvement would not be applicable. 
 
5. Staff will attempt to promptly contact the family to notify them when restraints are used as appropriate. 

 

F. The use of restraints must be in accordance with the telephone order or written order of a physician. 
 

G. A Registered Nurse (RN) may make the decision to initiate a restraint in an emergent situation when the risk to 
the patient is such that an order from a physician cannot be obtained before restraining the patient. 
 

H. Per the restraint orders, the RN may discontinue restraints prior to the expiration of the order when the 
action/behavior leading to the need for restraints is no longer evident. If the restraints must be re-initiated, another 
order must be obtained. 

 

DEFINITIONS: 

 

A. Physical Restraints: Physical restraint is any manual or physical method or mechanical device, material, or 
equipment that immobilizes or reduces the ability of a patient to move his or her arms, legs, or head freely. 
 
1. Bed side rails: Side rails present an inherent safety risk, particularly when the patient is elderly or disoriented. 

Even when they are not used intentionally as a restraint, patients may become trapped between the mattress or 
bed frame and the side rail.  
 
a. Side rails used to physically restrict a person's freedom of movement or physical activity in order to 

protect the patient or others from injury is considered restraint. Therefore, when all four side rails of a 
four rail system are raised, it is considered a restraint. 

 

b.  Individual patient needs are assessed for the use of side rails. 
 

c. Infants and children will have crib rails and side rails up at all times which are not considered restraint.  
 

d. The upper two side rails of a four rail system may be placed in the up position to provide patient access to 
bed control, the nurse call system, or to assist the patient in turning in bed and are not considered restraint. 

 
e. The upper two side rails and one lower side rail of a four-rail system or one side of a two-rail system may 

be up for patient protection and comfort as long as the patient's ability to get out of bed is not restricted 
and are not considered restraint. 

Page 80 of 323



 

3 
Swing Bed Patient Restraints 

 
f. The upper and lower two side rails of a four rail system on specialty beds (i.e. lateral rotation beds) may 

be up for patient protection and in order for the bed to properly operate and are not considered restraint. 
 

2. Devices and Immobilization 
 
a. Devices, which serve multiple purposes when they have the effect of restricting a patient's movement and 

cannot be easily removed by the patient, constitute a restraint. (e.g. Geri chair, elbow immobilizers to 
prevent the patient from reaching tubes, etc.) 

 

b. Patient assessment for the use of the device should be based on the least risk for the patient and the risk of 
what might happen if the device is not used versus the risk it poses as a restraint. 

 

B. Drugs used as a restraint: Chemical restraint is defined as medication used as a restriction to manage the patient's 
behavior or restrict the patient's freedom of movement and is not standard treatment for the patient's medical or 
psychological condition. These are medications used in addition to or in replacement of the patient's regular drug 
regimen to control aggressive and/or violent behavior during an emergency. 
 
1. A standard treatment for a medication used to address a patient's condition would include all of the following: 

 
a. The use of the medication follows national practice standards established or recognized by the medical 

community and/or professional medical association or organization. 
 

b. The use of the medication to treat a specific patient's clinical condition is based on that patient's 
symptoms, overall clinical situation, and on the physician's knowledge of that patient's expected and 
actual response to the medication. 
 

c. If the overall effect of a medication is to reduce the patient's ability to effectively or 
appropriately interact with others, then the medication is not being used as a standard 

treatment for the patient's condition. 

 

d. Whether or not the use of a medication is voluntary, or even whether the drug is administered as a one-
time dose or PRN are not factors in determining if a drug is being used as a standard treatment. The use of 
PRN medications is only prohibited if the drug is being used as restraint. 

 
2. NIHD does not use chemical restraints as a means of coercion, discipline, convenience or retaliation by staff. 

Medications that comprise the patient's regular medical regimen (including PRN medications) are not 
considered drug restraints, even if their purpose is to control ongoing behavior. 

 
C. Seclusion: Seclusion of an individual is involuntarily confining an individual alone in a room or   area where 

he/she is physically prevented from leaving. NIHD’s policy and practice prohibits the use of seclusion.  
 

D. NIHD prohibits the use of restraints when the patient is in a prone position.  
 

E. Exceptions: Therapeutic or protective interventions that, although they may restrict activity, are not considered 
restraint interventions include: 
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1. A restraint does not include devices, such as prescribed orthopedic devices, surgical dressings or bandages, 
protective helmets, or methods that involve the physical holding of a patient for the purpose of conducting 
routine physical examinations or tests. 
 

2. A restraint does not include methods that protect the patient from falling out of bed. 
 

a. Examples include raising the side rails when a patient is on a stretcher; recovering from anesthesia; 
sedated; on seizure precautions, experiencing involuntary movement; or on certain types of therapeutic 
beds to prevent the patient from falling out of the bed.  

 
3.  Age or developmentally appropriate protective safety interventions (such as stroller safety belts, swing safety 

belts, highchair lap belts, raised crib rails and crib covers) that a safety-conscious child care provider outside a 
healthcare setting would utilize to protect an infant, toddler or preschool-aged child would not be considered 
restraint or seclusion for the purposes of this regulation. 
 

4. A physical escort would include  a “light” grasp to escort the patient to a desired location 
 

a. If the patient can easily remove or escape the grasp, this would not be considered physical restraint. 
However, if the patient cannot easily remove or escape the grasp, this would be considered physical 
restraint and all the requirements would apply. 

 

5. A voluntary mechanical support used to achieve proper body position, balance, or alignment so as to allow 
greater freedom of mobility than would be possible without the use of such a mechanical support is not 
considered a restraint (e.g. knee immobilizers for medical clinical purposes, abductor pillow, postural support, 
or orthopedic devices). 

 
6. A position or securing device used to maintain the position, limit mobility or temporarily immobilize the 

patient during medical, dental, diagnostic or surgical procedures. 
 
7. The use of handcuffs or other restrictive devices applied by law enforcement officials for custody, detention, 

and public safety reasons is not considered restraint. 
 
8. Placing hand mitts on a patient to prevent the patient from pulling on tubes or scratching him or herself would 

not be considered a restraint. Mitts shall never be secured in any way that prevents free movement of the 
arms.  Mitts shall be applied loosely enough to ensure circulation, sensation and movement. If soft 
limb (wrist) restraints are used in conjunction with mitts, this would be considered a restraint 
because of the use of the soft limb (Wrist) restraint. 

 
9. A medication used to control a patient's behavior that is standard treatment for the patient's medical or 

psychiatric conditions (i.e. drug or alcohol withdrawal, psychiatric diagnosis) is not considered chemical 
restraint. 

 
10. If the patient is on a stretcher, there is an increased risk of falling from a stretcher without raised side rails due 

to its narrow width and high center of gravity. Additionally, since stretchers are elevated platforms, the risk of 
patient injury due to a fall is significant. Therefore, the use of raised side rails are not considered restraint but 
a prudent safety intervention. 

 

F. The following functional guidelines should be considered when defining an intervention as a physical restraint: 
 

1. Does the patient have the ability and skill to easily remove the intervention? (If the answer is no, then 
intervention is a restraint). 
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2. Is the patient's freedom to move when the intervention is in place less than their freedom to move without the 

intervention, or is the patient's access to their body when the intervention is in place less than their access to 
their body without the interventions? (If the answer is yes, then intervention is a restraint). 

 
3. Utilization of a functional assessment allows for individual assessment of each device and situation that could 

potentially be used to inhibit an individual's movement. Therefore, if the effect of using an object fits the 
definition of restraint for a patient at a specific point in time, then for that patient, the device is a restraint. 

 
APPROVED TYPES OF RESTRAINTS 

 

A. Soft limb restraints 
B. Four (4) side rails up (See definitions) 
C. Safety Vest 

 

ALTERNATIVES TO RESTRAINTS/LEAST RESTRICTIVE DEVICE 

 

A. Alternatives to restraints do not always need to be tried, but prior to the use of restraints; alternative interventions 
must be determined to be ineffective to protect the patient or others from harm. 
 

B. Alternatives attempted or rationale for not attempting alternatives must be documented. 
 

C. Efforts are taken to develop and promote preventive strategies and use safe and effective alternatives when 
appropriate as follows: 
 

1. Identify and treat the cause of the behavior (e.g. medical re-evaluation, reposition, put to bed if fatigued, 
change environmental noise level, lighting, furnishings, or equipment, or if possible, change or eliminate 
bothersome treatments). 

 

2. Increase observation/supervision. 
 
3. Involve the family and significant others.  
 
4. Provide diversionary measures (e.g. formal activities, visitors, exercise, reorganize the ADLs). 
 
5. Consider and eliminate barriers; manipulate the environment (e.g. increase the lighting, leave side rails down, 

decrease noise, call bell accessible). 
 
6. Re-orient patients/provide reality orientation. 
 
7. Evaluate medication regimen (e.g. pain, agitation, and initiation). 

 

D. Restraints may only be used when less restrictive interventions have been determined to be ineffective to protect 
the patient or others from harm. 
 
Examples of Alternatives to Physical Restraints 
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All behaviors can be viewed as a symptom and each may arise from a variety of causes or be indicative of 

an array of unmet needs. Medical re-evaluation is always appropriate. Involvement of the interdisciplinary team 

(i.e. OT/PT assessment) may identify additional alternatives. 

 

Observe the patient's behavior, investigate its meaning, and develop creative and individualized 

alternatives.  Educate the patient and family to reduce the use of physical restraints. 

 

Behavior Exhibited Suggested Options, if available 

Falls  

Bathroom rounds 

Grab rails and raised toilet seats 

Side rails kept down  

Bed in low position 

Increase the light in the room 

Eliminate hazards, clear a path 

Ambulate frequently / supervised ambulation 

Bed Alarm / Chair Alarm 

Family supervision 

Call bell within reach 

Wear supportive shoes 

Gripping rubber mats / nonslip surface in chairs 

Keep patient in view of staff 

Wedge cushions 

Adequate pain medication 

Place commode at bedside 

Provide glasses, hearing aid, dentures, purse, etc. 

If fatigued and in the chair, transfer to the bed 
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Place pillow or rolled blanket under mattress to create lip at 

edge 

Evaluate meds to decrease the possibility of side effects 

Make sure clothing, tubing, etc. not interfering with walking 

Consult with PT for alternatives 

 

Scratching Eliminate itch and treat the cause 

Diversional activities 

Pulling at Tubes Wear Briefs over Foley catheter 

Hide or camouflage IV tubing 

Get tubes out as soon as possible 

Provide patient something else to "fiddle" with 

Consider alternatives for NG tubes 

Pulling at wounds or 

dressings 

Overdress wounds 

Hide or camouflage dressings 

Medicate for pain 

Supervise confused patients carefully 

Use abdominal binders when possible 

Evaluate to see if tape or dressing is itching 

Try calming music / distract the patient with TV, activities, etc. 

Consult with school program for learning activities 

If active play activities are not available, provide stimulation 

with music, audio books, and mobiles. colorful surroundings, 

etc. 

 

Wandering Determine where the patient is going and why 

Anticipate needs; learn past patterns and coping styles 

Have hearing aid and glasses available 

Use STOP signs 
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Decrease stimuli (ex. light, noise, interruptions) 

Exercise patient or walk them frequently 

Reminisce and validation 

Use alarms 

Family / friend / volunteer supervision 

Test for urinary tract infections (UTI)  and treat as indicated and 

ordered 

Assess pain level. Treat as indicated and ordered 

Place bed in lowest position 

Reality orientation / psychosocial intervention 

Offer interesting TV program, game or activity 

Consult with OT / PT for alternatives 

 

Rummaging and 

Scavenging 

Busy boxes 

Reorientation 

Family / friend / volunteer supervision 

Combative Control for visual and auditory stimuli 

Music therapy and relaxation tapes 

Assess pain level or medication side effects 

Explain slowly what you are trying to do and move slowly 

Rest periods 

Contracting, when appropriate 

Consistent personnel 

Family / friend / volunteer involvement 

Provide reality links: TV, radio, calendar, clock 

Explain procedures to reduce fear and convey a sense of calm 

Involve the patient in conversation, don't talk over them 

Use active listening to elicit the patient's perspective 
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Allow patient I family as much control over daily routine as 

possible 

 

 
 

E. When an individual patient's assessed needs indicate the use of restraint, the least restrictive means should be 
chosen. For example, hand mittens for a patient who is scratching an irritated skin rash may be effective instead of 
the more restrictive soft wrist restraints. 
 

F. Less restrictive measures may still constitute a restraint for which an order must be obtained if the patient cannot 
readily remove the device. 

 

RESTRAINTS TO PREVENT INTERFERENCE WITH MEDICAL AND SURGICAL CARE 

 

A. Definition of Restraints used for non-behavioral health patients (Non-violent and non-self destructive behavior) 
purposes 
 

1. The patient is performing some action that interferes or has the potential to interfere with medical and /or 
surgical healing.   
  

a. The patient pulls at, attempts to remove, actually removes, or dislodges IVs, drains, tubes, surgical 
dressings or other therapies or treatments. 
 

b. The patient gets out of bed unassisted when assessed as unstable or when activity may be detrimental to 
the patient. 

 

B. Clinical Justification 
 

1. After assessing/evaluating a patient's physical or emotional condition, and despite attempts at alternative 
solutions, the documented continuance of a patient activity that will interfere with medical therapy justifies 
initiation or continued use of restraints. 

 
2. If, based on a complete nursing assessment/evaluation, an RN assesses a patient to need a restraint to prevent 

interference with medical and surgical care, then that RN shall notify the patient's treating physician who may 
give an order for restraints.  

 

C. Initiation of Restraints 
 

1.  If the patient is not in immediate danger, the RN may obtain an order for the restraint prior to applying 
restraints. 
 

2. The RN may only apply restraints to prevent interference with medical and surgical care without receiving a 
physician's order if the patient's safety will be jeopardized without immediate use. The RN, after appropriate 
assessment, may make the decision to initiate and apply a restraint if the physician is not immediately 
available. 
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a. The RN who determines that the patient requires restraints will notify the physician and obtain a 
telephone order or written order. The order must be obtained immediately (within 1 hour) after the 
initiation of restraints. If the episode that led to restraints is a significant change for the patient, the 
physician will be notified immediately. 

 
b. A physician will examine the patient within 24 hours of initiation of restraint used to prevent interference 

with medical or surgical care, and will enter a written order into the patient's medical record. 
 

D. Physician's Order 
 

1.  A physician's order for the management of non-behavioral health patients (Non-violent and non-self 
destructive behavior) must be obtained for each restraint episode. 
 

2.  Restraint orders must include: 
 

a. Date and time order was written 
 

b. Restraint category: Non-behavioral health patients (Non-violent and non-self destructive behavior)  
 

c. The type of restraint to be used 
 

d. Time specific 
 

e. The reason for restraint (i.e. patient's behavior and staff concerns regarding safety risks to the patient, 
staff, and others that necessitated the use of restraint). 
 

f. Signature of a physician in the appropriate time frame.  
 

g. Cannot be written as “PRN." 
 
3. Each written order for a physical restraint to prevent interference with medical and surgical care is to be 

renewed no less often than every twenty four (24) hours.  
 

4. Example of Physician order 
 

a. Restrain wrists for up to twenty-four hours using soft wrist restraints to prevent dislodging IV tubes. 
 

E. Physician Assessment and Continuation of Restraint orders 
 

Continued use of restraints beyond the first 24 hours is authorized by a physician renewing the original order 
or issuing a new order if restraint continues to be clinically justified. 
 

1. Such renewal or new order is issued no less often than every 24 hours and is based on a documented face-to-
face examination of the patient by the physician. The physician reevaluates the efficacy of the patient's 
treatment plan and works with the patient to identify ways to help him or her regain control. 
 

2. If the patient's attending physician is not the physician who has ordered the restraint, then the patient's 
attending physician should be notified of the initiation of the restraint order as soon as possible. 

 

F. Early Termination 
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1. The restraint will be terminated as soon as possible when the initial action is no longer evident or alternatives 

are effective. 
 

2. The physician may make the decision to discontinue the restraint based on current assessment and evaluation 
of the patient's condition. CMS 482.13(e) 

 

G. Re-application 
 

1. If a patient was recently released from interference with medical and surgical care restraint due to non-
behavioral health (Non-violent and non-self destructive behavior) and exhibits behavior that can only be 
handled by the reapplication of restraint, a new order is required. 
 

2. Staff cannot discontinue an order and re-start it under the same order because that would constitute a PRN 
order. Each episode of restraint use must be initiated in accordance with the order of a physician. 

 
3. A temporary release that occurs for the purpose of caring for a patient's needs-for example toileting, feeding, 

and range of motion or assessing whether restraints can be discontinued is not considered a discontinuation of 
restraint. 

 

H. Observation/ Ongoing Assessment of the Patient 
 

1. An RN/LVN/CNA who has demonstrated competency in the application and monitoring of restraints may 
apply and monitor the restraints. 
 

2. The RN is responsible to assess the patient on an ongoing basis and determine whether restraints should be 
continued or terminated. 
 

3. After applying restraints, immediately perform an initial assessment to ensure the well being of the patient, 
safe and proper application, and that there is no evidence of injury. If the patient's response is negative, make 
immediate changes. 
 

4. During the period of restraint, the patient must be monitored and assessed at a frequency that is determined by 
the needs of the patient, his/her condition, and the type of restraint used. This can be accomplished by 
observation, interaction with the patient, or direct assessment and will be done at a minimum of every 2 
hours. Documentation of assessment will include relevant orders for use, results of patient monitoring, 
reassessment, and significant changes in patient's condition. 

 
a. Assessment for patients who are restrained with soft limb restraints, mitts, or side rails, will be 

documented at least every 2 hours. 
 

5. The RN assessment includes the following: 
 

a. Skin Integrity (e.g. dry & intact, redness or swelling, abrasions) 
 

b. Circulation/sensation/movement (CSM) of affected extremities 
 

c. Well-being - the patient's physical and emotional well-being is addressed 
 

d. Application: the restraint is safely and properly applied 
 

e. Signs of injury associated with applying restraint 
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f. Vital Signs: Done if per patient physical/emotional status the RN assesses the need for vital signs 

 

g. Release and ROM to restrained extremity every 2 hours 
 

h. Whether less restrictive methods are possible 
 

i. If the patient's behavior or clinical condition is appropriate to need continuation of restraints or if 
termination is possible. 
 

j. Dignity and rights are maintained. Attention is given and interventions are provided to meet the patient's 
physical needs including but not limited to:  
 
1) Hydration 

 
2) Nutrition 

 
3) Elimination 

 
4) Hygiene 

 
RESTRAINTS FOR MANAGEMENT OF VIOLENT AND/OR SELF-DESTRUCTIVE BEHAVIOR 

 

A. Definition: Behavioral health (Violent and/or self destructive behavior) Restraint 
 
1. The patient is displaying assaultive/ aggressive behavior that poses imminent risk of physical harm to 

him/her, the staff and/or others. 
 

2. Restraints for management of violent or self-destructive behavior is an emergency measure that should be 
reserved for those occasions when unanticipated aggressive or destructive behavior places the patient or 
others in imminent danger and nonphysical intervention would not be effective. 

 
3. The use of restraints for the management of violent or self-destructive behavior is not based on a patient's 

restraint history or solely on a history of dangerous behavior. 
 
4. Whenever possible, non-physical interventions are used to avoid the use of restraints for the management of 

violent or self-destructive behavior through de-escalation techniques. when there is an imminent risk of 
physical harm, physical interventions will need to be applied. 

 
B. Clinical Justification 

 
1. After assessing/evaluating a patient's emotional condition, and after consideration or trial of alternative 

solutions, the documented continuance of a patient behavior that gives reasonable probability of harm to self 
or others justifies the initiation or continued use of restraints.  
 

2. The RN must justify the use of the restraint in the patient's medical record. This includes the specific behavior 
that placed the patient or others at risk and the alternatives attempted. 

 
C. Initiation of Restraints 
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1. In an emergent condition when the RN has assessed the patient and evaluates that the behavior is 
aggressive/assaultive then the RN may make the decision to restrain the patient. 
 

2. The RN must inform the physician for the need for restraints for the management of violent or self-destructive 
behavior, obtain a telephone order or written order, and consult with the physician  about the patient's 
physical and psychological condition immediately (within 1 hour) after initiation of the restraint. 

 
3. The in-person evaluation and documentation by the physician, conducted within 1 hour of the initiation of 

restraint for the management of violent or self-destructive behavior that jeopardizes the physical safety of the 
patient, staff or others, includes the following: 

 
a.  An evaluation of the patient's immediate situation. 

 
b. The patient's condition or symptom(s) that warranted the use of the restraint.  

 
c. Alternatives or less restrictive interventions attempted (as applicable). 

 
d. The patient’s medical and behavioral condition. 

 
e. A description of the intervention used. 

 
f. The patient’s response to the intervention used, including the need to continue or terminate use of 

restraint. 
 

D. Physician Order 
 

1. A physician's order for a restraint for management of behavioral health restraints (violent and/or self-
destructive behavior) must be obtained for each restraint episode. 
 

2. Restraint orders must include: 
 

a. Date and time order was written. 
 

b. Restraint category: Behavioral Health  (Management of Violent and/or Self-Destructive Behavior). 
 

c. Type of restraint to be used. 
 

d. Time specific. 
 

e. Reason for restraint; description of the patient's behavior' 
 

f. Signature of a physician within the appropriate period of time. 
 

g. Cannot be written as "PRN." 
 

3. Verbal and written orders for restraints used for the management of behavioral health (violent and/or self-
destructive behavior) are time-limited as indicated below. Orders may be renewed according to the time limits 
for a maximum of 24 consecutive hours. 
 
a. 4 hours for adults ages 18 and older 

 
b. 2 hours for children and adolescents ages 9-17 

Page 91 of 323



 

14 
Swing Bed Patient Restraints 

 
c. 1 hour for children under 9 years of age. 

 
E. Physician Assessment and Continuation of Restraints 

 
1. The physician must complete a face-to-face evaluation of the patient and evaluate the need for restraint within 

one hour after the initiation of the restraint. A telephone call is not adequate.  
 

2. Upon initiation of restraints for management of violent or self-destructive behavior and on an ongoing basis, 
the physician will provide the following: 

 
a. Reviews with staff the physical and psychological status of the patient and supplies staff with guidance in 

identifying ways to help the patient regain control so that restraints can be discontinued.  
 

b. Reevaluates the efficacy of the patient's plan of care, treatment, and services and determines whether 
restraints should be continued.  
 

c. Works with the patient to identify ways to help regain control. 
 

d. Supplies the order. 
 

3. When restraint is continued for management of violent or self-destructive behavior and the individual 
providing the order is someone other than the patient's physician, the patient's responsible physician is 
notified of the patient's status. 

 
4. The physician reevaluates the efficacy of the patient's treatment plan and works with the patient to identify 

ways to help him or her regain control. 
 

5. Every 24 hours, the physician primarily responsible for the patient's ongoing care evaluates the patient in 
person before writing a new restraint order for management of violent or self-destructive behavior that 
jeopardizes the immediate physical safety of the patient, staff, or others. 
 

6. If the patient is released from restraint used for management of violent or self-destructive behavior prior to the 
expiration of the original order, the physician still has to conduct an in-person evaluation of the patient within 
24 hours of the initiation of restraint and original order. 

 

F. Early Termination 
 

1. The use of physical restraint must be limited to the duration of the emergency safety situation regardless of 
the length of the order. The physician has the discretion to decide that the order should be written for a shorter 
period of time. Staff should assess, monitor, and assist the patient to regain control, and re-evaluate the patient 
so that he or she is released from the restraints at the earliest possible time. 
 

2. The physician may make the decision to discontinue the restraint based on current assessment and evaluation 
of the patient's condition. CMS 482.13(F) 

 

G. Reapplication of Restraints 
 

1. If the patient was recently released from restraints for the management of violent or self-destructive behavior 
and exhibits behavior that can only be handled by the reapplication of restraint, a new order is required.  
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2. Staff cannot discontinue an order and re-start it under the same order if the patient's behavior escalates again 

after he or she has been released. Each episode of restraint use must be initiated in accordance with the order 
of a physician; PRN orders are prohibited 
 

3. A temporary release that occurs for the purpose of caring for a patient's needs - for example toileting, feeding, 
and range of motion - or assessing whether restraints can be discontinued is not considered a discontinuation 
of restraint. 

 

H. Observation/Ongoing Assessment of Patients 
 

1. During the time of restraint use for the management of violent or self-destructive behavior, there will be 
continuous in-person observation by an assigned staff member who is competent in the use of restraints. 
 

2. During the period of restraint use for management of violent and/or self-destructive behavior, all patients 
must be monitored and assessed at a frequency that is determined by the needs of the patient, his/her 
condition, and the type of restraint used. This can be accomplished by observation, interaction, or direct 
assessment. 
 

3. After applying restraints, the RN will immediately perform an initial assessment to ensure the well being of 
the patient, safe and proper application, and that there is no evidence of injury. If the patient's response is 
negative, make immediate changes. 

 
a. Assessment of the patient in restraints for management of violent or self-destructive behavior is 

performed at the initiation of restraints and minimally every 15 minutes thereafter. This assessment 
includes the following: 
 

b. Skin Integrity (e.g. dry & intact, redness or swelling, abrasions) 
 

c. Circulation/sensation/movement (CSM) of affected extremities 
  

d. Well-being. The patient's physical and emotional well-being is addressed 
 

e. Application: the restraint is safely and properly applied 
 

f. Signs of injury associated with applying restraint 
 

g. Vital Signs: Completed if the RN’s assessment warrants the need for vital signs 
 

h. Release and range of motion (ROM) to restrained extremity every 15 minutes 
 

i. Whether less restrictive methods are possible 
 

j. If the patient's behavior or clinical condition is appropriate to need continuation of restraints or if 
termination is possible 
 

k. Dignity and rights are maintained. Attention is given to the patient's needs including but not limited to: 
 

1) Hydration 
 

2) Nutrition 
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3) Elimination 
 

4) Hygiene 
 

5) Physical or psychological status and comfort. 
 

4. If the patient is in a physical hold for management of violent or self-destructive behavior, another staff person 
who is competent in the use of restraint and who is not involved in the physical hold is assigned to observe 
the patient. 
 

5. Staff members help patients meet behavior criteria for discontinuing restraints for management of violent or 
self-destructive behavior by attempting alternatives and providing for less restrictive measures whenever 
possible. 

 
a. Assisting to meet behavior criteria for discontinuing restraints for management of violent or self-

destructive behavior can include the following interventions: 
 

1) Appropriate implementation of medical plan of care to stabilize the disease process causing the 
aggressive/assaultive behavior 
 

2)  Decrease environmental stimuli to a minimum 
 

3)  Set clear, consistent, and enforceable limits on behavior 
 

4) Attend and respond positively to patient anxiety or anger with active listening and validation of 
patient distress 
 

5) Work with patient to identify the internal and interpersonal factors that provoke violence/aggression 
 

6)  Work with patient to identify what supports are lacking and problem-solve ways to achieve needed 
support 
 

7) Role-play alternative behaviors with patient that they can use in stressful and overwhelming situations 
 

8) Work with patient to set goals for their behavior 
 

9) Provide patient with other outlets for stress and anxiety 
 

10) Provide patient and family/significant other with community resources that teach anger management 
and stress reduction techniques 
 

11) Utilize de-escalation techniques for staff who are trained in this  
 

:  

RESTRAINT APPLICATION 

 

A. Competent staff applies restraint correctly and appropriately to protect patient safety. 
 

B. Please reference Lippincott for limb and vest restraint application. 
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C. If a patient must be restrained in the supine position, ensure that the head is free to rotate to the side and, when 

possible, the head of the bed is elevated to minimize the risk of aspiration. 
 

D. Secure Restraint so that it may be released immediately in emergency situations. 
 

E. Verify that the order for restraint includes rationale for restraint, length of time and type of restraints to be used, 
and extremity or body part(s) to be restrained 
 

F. All limb restraints are to be kept in full view and not covered with sheet or bedspread. 
 

DOCUMENTATION 

 

A. Documentation of restraint application for non-behavioral health (non-violent, non-self destructive behavior), or 
for  behavioral health (violent and/or self-destructive behavior) includes the following: 

 
1.   In the Electronic Health Record (EHR) 

 
a. Initial assessment/clinical justification that includes the patient's behavior or actions that led to the use of 

the restraint. 
 

b. Alternatives/Interventions attempted before use of restraint or rationale on why these were not appropriate 
with this patient. 
 

c. Choice of less restrictive means as applicable. 
 

d. Time of application and termination. 
 

e. Family notification of restraint application, if appropriate 
 

f. When the patient no longer needs to be restrained, documentation must include the time and rationale for 
removal from restraints 
 

g. Physician's order, which includes type of restraint, time limit and reason for restraint. 
 

2. Patient family teaching is documented on the Restraint Education section. 
 

CARE PLANNING 

 

A. A modification to the patient's plan of care must accompany the use of restraints for either Non-behavioral health 
(Non-violent, non-self destructive behavior)  or management of behavioral health (violent and/or self-destructive 
behavior) 
 

B. Nursing documentation will reflect assessment intervention, evaluation, and re-intervention process with a focus 
on utilizing the restraint for the shortest period of time and the least restrictive measures 
 

C. Care plan modifications may include but are not limited to the following: 
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1. Patient care problem 
 

2. Outcome-oriented goal 
 
3. Restraint intervention used 
 
4. The Nursing documentation will reflect the date the restraint was initiated and discontinued and appropriate 

interventions taken to ensure patient safety 
 

EDUCATION 

A. Physicians and other licensed independent practitioners authorized to order restraints are educated on the policy 
during their orientation. Education on policy changes occurs during policy review and approval at medical 
department meetings 

 

B. Education and training in the proper and safe use of restraints shall be provided as part of the employee's initial 
orientation and before participating in the use of restraints. Competency will be evaluated during orientation and 
annually. The nursing department education plan will include annual restraint education. 
 

C. Education and training of staff with direct patient contact shall include but not be limited to: 
 
1. Hospital policy on restraints 

 
2. Understanding that behaviors are sometimes related to the patient's medical condition  
 
3. The use of alternative interventions and least restrictive measures 
 
4. The initiation, safe application, and removal of all types of restraints used including monitoring and 

reassessment criteria. Training includes how to recognize and respond to signs of physical and psychological 
distress, and patient monitoring/observation/assessment and reassessment parameters. 

 
5. Monitoring the physical and psychological well-being of the patient who is restrained, including, but not 

limited to, respiratory and circulatory status, skin integrity, vital signs, and any special requirements specified 
by hospital policy associated with the in-person physician evaluation conducted within one hour of initiation 
of behavioral health (Violent and/or self destructive behavior) restraints. 

 
6. Patient comfort, modesty, well being, dignity, rights and respect, hygiene, psychological status, elimination, 

nutrition, hydration needs and to recognize signs of physical distress in restrained patients. 
 
7. Strategies to identify staff and patient behaviors, events, and environmental factors that may trigger 

circumstances that require the use of behavioral restraints. 
 
8. Determination of underlying causes of behavior that may be related to a medical condition. (i.e. 

hypoglycemia, DTs, delirium and how that may be related to the patient's emotional condition). 
 
9. Recognition of how age, developmental considerations, gender issues, ethnicity, and history of sexual or 

physical abuse may affect the way an individual reacts to physical contact and restraints. 
 
10. Use of nonphysical intervention skills 
 
11. Methods for choosing the least restrictive interventions based on an assessment of the patient's medical or 

behavioral status or condition 
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12. Use of first aid techniques and certification in the use of cardiopulmonary resuscitation, including required 

periodic recertification. 
 
13. Clinical justification of specific behavioral changes that indicate that restraints are no longer necessary 

 
PERFORMANCE IMPROVEMENT  

 

REPORTING OF PATIENT DEATHS ASSOCIATED WITH RESTRAINT 

 

NIHD must report deaths associated with restraint to its CMS regional office no later than the close of business the next 

business day following knowledge of the patient’s death. [CMS 482.13(f)(7)] 

 

NIHD must report to its CMS Regional Office each death that occurs: 

 

1. While a patient is in restraint, except when no seclusion has been used and the only restraint used was a soft, 
cloth-like 2-point wrist restraint. 

 
a. Deaths occurring during or within 24 hours of discontinuation of 2-point soft, cloth-like non-rigid wrist 

restraints used in combination with any other restraint device must be reported to CMS. 
 

b. Death associated with the use of other types of wrist restraints, such as 2-point rigid or leather wrist 
restraints must be reported to CMS. 

 
2. Within 24 hours after the patient has been removed from restraint or seclusion, except when no seclusion has 

been used and the only restraint used was a soft, 2-point wrist restraint 
 

3. Within one (1) week after use of restraint or seclusion where the death is known to the hospital and it is 
reasonable to assume that the use of restraint or seclusion contributed directly or indirectly to the patient’s 
death, regardless of the type(s) of restraint used on the patient during this time 

 
Patient Death Reporting- Only in 2-Point Soft Wrist Restraints and no seclusion: 

 

NIHD must maintain an internal log or other type of tracking system for recording information within seven (7) days of a 

patient’s death that occurs: 

1. While a patient is only in 2-point soft, cloth-like non-rigid wrist restraints and there is no use of seclusion; and 
 

2. Within 24 hours of the patient being removed from 2-point soft, cloth-like non-rigid wrist restraints where 
there was no use of any other type of restraint or seclusion 
 

3. This log must be made readily available to CMS immediately upon request. 
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It is the responsibility of the Chief Executive Officer, or his/her designee, to report the incident to CMS after 
notification of hospital group administration and document in the patient's medical record the date and time the 
death was reported to CMS. 
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CROSS REFERENCED POLICIES AND PROCEDURES: 
 

1. Forensics 
2. Lippincott limb restraint application 
3. Lippincott vest restraint application 
4. Swing Bed Patient Restraints 

 
 
Supersedes: v.7 Swing Bed Patient Restraints* 
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RESOLUTION NO. 22-17 
 

A RESOLUTION OF THE BOARD OF DIRECTORS OF THE NORTHERN 
INYO HEALTHCARE DISTRICT MAKING THE LEGALLY REQUIRED 
FINDINGS TO CONTINUE TO AUTHORIZE THE CONDUCT OF REMOTE 
“TELEPHONIC” MEETINGS DURING THE STATE OF EMERGENCY 

 
 
WHEREAS, on March 4, 2020, pursuant to California Gov. Code Section 8625, the Governor 
declared a state of emergency stemming from the COVID-19 pandemic (“Emergency”); and 
 
WHEREAS, on September 17, 2021, Governor Newsom signed AB 361, which bill went into 
immediate effect as urgency legislation; and 
 
WHEREAS, AB 361 added subsection (e) to Government Code Section 54953 to authorize 
legislative bodies to conduct remote meetings provided the legislative body makes specified 
findings; and 
 
WHEREAS, as of September 19, 2021, the COVID-19 pandemic has killed more than 67,612 
Californians; and 
 
WHEREAS, social distancing measures decrease the chance of spread of COVID-19; and 
 
WHEREAS, this legislative body previously adopted a resolution to authorize this legislative body 
to conduct remote “telephonic” meetings; and 
 
WHEREAS, Government Code 54953(e)(3) authorizes this legislative body to continue to conduct 
remote “telephonic” meetings provided that it has timely made the findings specified therein.   
 
NOW, THEREFORE, IT IS RESOLVED by the Board of Directors of Northern Inyo Healthcare 
District as follows: 
 

1. This legislative body declares that it has reconsidered the circumstances of the state of 
emergency declared by the Governor and at least one of the following is true: (a) the state 
of emergency, continues to directly impact the ability of the members of this legislative 
body to meet safely in person; and/or (2) state or local officials continue to impose or 
recommend measures to promote social distancing.  
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PASSED, APPROVED AND ADOPTED this 16th day of November, 2022 by the following roll 
call vote: 
 
AYES:  
NOES:   
ABSENT:   
 
   
 
 
      _______________________________ 
      Jody Veenker, Chair 

Board of Directors 
 

 
ATTEST:      
 
________________________________ 
Name: Autumn Tyerman       
Title:   Board Clerk    
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CALL TO ORDER 

 
The meeting was called to order at 5:30 p.m. by Jody Veenker, Northern 
Inyo Health Care District (NIHD) Board Chair.  

 
 
PRESENT 
 
 
 
 
 
 
 
 
 
 
 
ABSENT  
 
 
 
POSTPONMENT OF 
AGENDA ITEM E 
 
 
 
OPPORTUNITY FOR 
PUBLIC COMMENT 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
Jody Veenker, Chair  
Mary Mae Kilpatrick, Vice Chair 
Jean Turner, Treasurer 
Robert Sharp, Member-at-Large (arrived at 6:15 p.m.) 
Kelli Davis MBA, Chief Executive Officer and Chief Operating  

   Officer (via zoom) 
Allison Partridge RN, MSN, Chief Nursing Officer  
Stephen DelRossi, Chief Financial Officer  
Joy Engblade, MD, Chief Medical Officer  
Sierra Bourne, MD, Chief of Staff  
 
Topah Spoonhunter, Secretary 
 
 
Chair Veenker announced that Agenda Item E (NIH Foundation Board 
Member to be considered for approval) would be postponed due to illness 
of the candidate. 
 
 
Chair Veenker announced that the purpose of public comment is to allow 
members of the public to address the Board of Directors.  Public 
comments shall be received at the beginning of the meeting and are 
limited to three (3) minutes per speaker, with a total time limit of thirty 
(30) minutes being allowed for all public comment unless otherwise 
modified by the Chair.  Speaking time may not be granted and/or loaned 
to another individual for purposes of extending available speaking time 
unless arrangements have been made in advance for a large group of 
speakers to have a spokesperson speak on their behalf.  Comments must 
be kept brief and non-repetitive.  The general Public Comment portion of 
the meeting allows the public to address any item within the jurisdiction 
of the Board of Directors on matters not appearing on the agenda.  Public 
comments on agenda items should be made at the time each item is 
considered. Public comments were heard from the following: 

• Anneke Bishop 
• Samantha Bumgarner 
• Rebecca Street  
• Kaylyn Rickford 
 

Jean Turner, NIHD Board Treasurer, acknowledged Maureen, an 
employee at Rural Health Clinic (RHC), for her support with an 
appointment scheduling conflict.   
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NEW BUSINESS 
 
APPROVAL OF THE 
ACTUARIAL DEFINED 
BENEFIT POLICY 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
2022 JOINT COMISSION 
SURVEY RESULTS 
 
 
 
 
 
 
 
 
 
 
 
 
NIHD SHADOWING, 
STUDENT AND 
VOLUNTEER PROGRAM 
OPPORTUNITIES AND 
PARTNERSHIP PROCESS 
 
 
 
 
 

 
 
 
 
 
 
Human Resource Director Alison Murray brought attention to the 
approval of the Actuarial Defined Benefit Policy.  Stuart Herskowitz of 
Hooker & Holcombe introduced himself and Ellen A. Kucenski.  Mr. 
Herskowitz explained that Ms. Kucenski has been working with Chief 
Financial Officer Stephen DelRossi on the new actuarial policy.  Ms. 
Kucenski presented the policy and asked if members of the Board had 
questions.  
 
A discussion between CFO DelRossi and the Board of Directors took 
place.  
 
It was moved by District Treasurer Jean Turner, seconded by Vice Chair 
Kilpatrick and passed with a 3 to 0 vote to approve the Actuarial Defined 
Benefit Policy.  
 
AYES: Jean Turner, Mary Mae Kilpatrick and Jody Veenker 
NOES: 
ABSENT: Robert Sharp and Topah Spoonhunter 
 
 
Chief Medical Officer Joy Engblade welcomed RN Manager Alison 
Feinberg who oversaw the 2022 Joint Commission Survey.  Ms. Feinberg 
provided an overview of the accreditation process through contracting 
with the Joint Commission, as well as the process and timeline to become 
compliant.  Ms. Feinberg asked if the Board of Directors had any 
questions.  
 
Vice Chair Kilpatrick asked for clarification on policy compliance.  Chief 
Nursing Officer Alison Partridge, Chair Veenker and Vice Chair 
Kilpatrick commended the staff.   
 
 
 
Human Resource Manager Marjorie Routt presented the Northern Inyo 
Healthcare District shadowing, student and volunteer program.  She 
outlined the process and requirements for students and volunteers to 
participate.  Ms. Routt asked if the board had any questions. 
 
Chair Veenker and Vice Chair Kilpatrick commented on how NIHD has 
benefited from this program. 
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NORTHERN INYO 
HEALTHCARE DISTRICT 
2020/2021 BIENNIAL 
RURAL HEALTH CLINIC 
EVALUATION 
 
 
 
 
 
 
NEW FOUNDATION 
BOARD MEMBER 
APPROVAL 
 
 
 
DISTRICT TELEPHONE 
SYSTEM UPDATE 
 
 
 
INTERIM CEO CONTRACT 
APPROVAL 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
CMO Engblade introduced Doctor Stacy Brown who would present the 
2020-2021 Rural Health Clinic Biennial Evaluation.  Dr. Brown provided 
a detailed overview of the report.  He also announced he would be 
stepping away from his leadership position. 
 
A discussion took place between the Board of Directors and Dr. Brown.  
Vice Chair Kilpatrick and Treasurer Turner thanked Dr. Brown for his 
service.  
 
 
Chair Veenker announced that Item E, New Foundation Board Member 
Approval, would be postponed to the November 16, 2022 Board of 
Directors Meeting due to candidate illness. 
 
 
IT Director Bryan Harper provided an update on the telephone system.  A 
discussion took place and Project Manager Lynda Vance provided 
additional clarification regarding the new system.  
 
 
Chair Veenker introduced the Interim CEO contract for Mr. Lionel 
Chadwick and stated HR Director Alison Murray would present the 
contract details.  Ms. Murray reviewed the recruitment process and the 
contract.  Ms. Murray asked if any board members had questions.  Chair 
Veenker opened questions to the public.  
 
A discussion took place and clarification was provided.  Chair Veenker 
stated the compensation terms Article II paragraph 2.4 and Article III 
paragraphs 3.1-3.5 as follows:  term from 12/1/22-3/31/23; compensation 
of $7,000/week; completion incentive of $8,000 provided Mr. Chadwick 
remains through 3/31/23; the same fringe benefits as other District 
management level employees; car rental reimbursement of $1,900 per 
month; advancement of housing deposit of $1,000 which shall be 
refunded upon the end of the term of the agreement; monthly housing 
subsidy of $3,000 per month, plus associated reasonable expenses for 
utilities and cable service; incidental expenses incurred in the normal 
course of providing services to the District; travel expenses to Bishop at 
the commencement of the term and a return to Mr. Chadwick’s place of 
residence following the completion of the term; and severance in the 
amount of the remaining term of the agreement if Mr. Chadwick’s 
employment is terminated without cause prior to the end of the term.   
 
It was moved by Treasurer Turner, seconded by Robert Sharp, Member at 
Large, and passed with a 4 to 0 vote to approve the Interim CEO Contract. 
 
AYES: Jean Turner, Mary Mae Kilpatrick, Robert Sharp and Jody 
Veenker 
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CHIEF OF STAFF REPORT, 
SIERRA BOURNE MD 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
CONSENT AGENDA 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

NOES: 
ABSENT: Topah Spoonhunter 
 
 
Chief Medical Officer Joy Engblade announced that she would be 
presenting the Chief of Staff Report on behalf Doctor Sierra Bourne.  Dr. 
Engblade reported the Medical Executive Committee recommends 
approval of the following policies: 
 

1. Medical Direction RHC  
2. New Line of Service  

 
Chair Veenker expressed appreciation for the thorough new line of 
service.  
 
It was moved by Robert Sharp, seconded by Vice Chair Kilpatrick and 
passed with a 4 to 0 vote to approve the Medical Direction RHC and New 
Line of Service.  
 
AYES: Jean Turner, Mary Mae Kilpatrick, Robert Sharp and Jody 
Veenker 
NOES: 
ABSENT: Robert Sharp and Topah Spoonhunter 
 
Dr. Engblade noted there was nothing additional to report. 
 
 
 
Chair Veenker called attention to the Consent Agenda for this meeting 
which contained the following items: 
 

1. Approval of District Board Resolution 22-15, to continue to allow 
Board meetings to be held virtually  

2. Approval of minutes of the September 21,2022 Regular board 
Meeting Agenda 

3. Approval of the October 6, 2022 Special Board Meeting Agenda 
4. Approval of the Grand Jury Report dated October 11, 2022 
5. Financial and Statistical reports for August 31, 2022 
6. Approval of Policies and Procedures 

A. Temporary Loaning of district Equipment 
B. Accessibility & Labeling of Piped Med Gas System EC. 

02.05.09 EP11 
 
It was moved by Vice Chair Kilpatrick, seconded by Treasurer Turner and 
passed with a 4-0 vote to approve all six (6) consent agenda items. 
 
AYES: Mary Mae Kilpatrick, Jean Turner, Jody Veenker and Robert 
Sharp 
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BOARD MEMBER 
REPORTS ON ITEMS OF 
INTEREST 
 
 
 
 
 
 
 
PUBLIC COMMENTS ON 
CLOSED SESSION ITEMS  
 
 
 
 
ADJOURNMENT TO 
CLOSED SESSION  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
RETURN TO OPEN 
SESSION AND REPORT OF 
ANY ACTION TAKEN 
 
 
ADJOURNMENT  
 

ABSENT: Topah Spoonhunter 
 
 
Chair Veenker asked if any members of the Board of Directors wished to 
report on any items of interest.  
 
Several Board Members expressed interest in the upcoming employee 
Halloween costume contest.  Treasurer Turner acknowledged the 
flexibility of the staff, from preparing for the Joint Commission Survey to 
event planning.  
 
 
Chair Veenker announced that at this time, persons in the audience may 
speak only on items listed on the Closed Session portion of this meeting. 
No public comments were heard.   
 
 
At 7:03 p.m. Chair Veenker announced the meeting would adjourn to 
Closed Session to allow the District Board of Directors to: 
 

A. Conference with Labor Negotiators, Agency Designated 
Representatives: Irma Rodriguez Moisa and Andrew M. Aller; 
Employee Organization: AFSCME Council 57 (pursuant to 
Government Code Section 54957.6) 

B. Conference with Legal Counsel- Anticipated Litigation. Gov’t 
Code 54956.9(d)(2). Number of potential cases: (1)  

Chair Veenker noted that it was not anticipated that an action would be 
reported out following the conclusion of Closed Session. 
 
 
At 7:27 p.m. the meeting returned to Open Session.  Chair Veenker 
reported that the Board took no reportable action.  
  
  
 
The meeting adjourned at 7:27 pm. 
 

  

_____________________________ 
Jody Veenker, Chair  

 
 

         Attest: ______________________________ 
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CALL TO ORDER 

 
The meeting was called to order at 5:30 p.m. by Jody Veenker, Northern 
Inyo Health Care District (NIHD) Board Chair.  

 
 
PRESENT 
 
 
 
 
 
 
 
 
 
 
ABSENT  
 
 
 
OPPORTUNITY FOR 
PUBLIC COMMENT 
 
 
 
 
 
 
OPEN SESSION: 
  
WITTFKIEFFER CEO 
SEARCH SERVICES 
PROPOSAL 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
PUBLIC COMMENTS ON 
CLOSED SESSION ITEMS  
 
 

 
 
Jody Veenker, Chair  
Mary Mae Kilpatrick, Vice Chair 
Jean Turner, Treasurer 
Robert Sharp, Member-at-Large  
Topah Spoonhunter, Secretary 
Kelli Davis MBA, Chief Executive Officer and Chief Operating  

   Officer (present via zoom) 
Joy Engblade, MD, Chief Medical Officer (present via zoom) 
 
 
Allison Partridge RN, MSN, Chief Nursing Officer 
Stephen Del Rossi, Chief Financial Officer  
   
 
Chair Veenker reported that at this time, members of the audience may 
speak only on items listed on the Notice for this meeting, and speakers 
will be limited to a maximum of three minutes each. The Board is 
prohibited from generally discussing or taking action on items not 
included on the Notice for this meeting. No comments were heard. 
 
 
Chair Veenker called attention to the consideration of the WittKieffer 
Chief Executive Officer (CEO) search services proposal. Treasurer Turner 
requested the Human Resource Director, Alison Murray, explain the 
current CEO recruitment process in comparison to the WittKieffer 
proposal. A discussion took place. 
 
It was moved by Robert Sharp, seconded by Jean Turner, and passed with 
a 5-0 vote to table this item until the November 16, 2022 Board of 
Directors Meeting.  
 
AYES: Jody Veenker, Mary Mae Kilpatrick, Jean Turner, Topah 
Spoonhunter, Robert Sharp 
 
 
 
 
 
 
Chair Veenker announced that at this time, persons in the audience may 
speak only on items listed on the Closed Session portion of this meeting.  
No public comments were heard. 
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ADJOURNMENT TO 
CLOSED SESSION  
 
 
 
 
 
 
RETURN TO OPEN 
SESSION AND REPORT OF 
ANY ACTION TAKEN 
 
 
ADJOURNMENT  
 

 
 
At 5:59 p.m. Chair Veenker announced the meeting would adjourn to 
Closed Session to all the NIHD Board of Directors to: 
 

A. Conference with Legal Counsel - Anticipated Litigation. Gov’t 
Code 54956.9(d)(2). Number of potential cases: (1) 

 
 
At 8:05 p.m., the meeting returned to Open Session. Chair Veenker 
announced that the Board took no reportable action. 
 
 
 
Adjournment at 8:06 p.m. 
 
 
 
 
 

  

_____________________________ 
Jody Veenker, Chair  

 
 

         Attest: ______________________________ 
                              Topah Spoonhunter, Secretary 
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DATE:                November 2022 
TO:                     Board of Directors, Northern Inyo Healthcare District 
FROM:               Allison Partridge, RN, MSN, Chief Nursing Officer                  
RE:                     Department Update  

 
REPORT DETAIL 

 

COVID-19 

The District continues to manage the daily challenges that COVID-19 has presented. We are 

closely monitoring the guidance from CDPH as the State deescalates the restrictions and 

requirements. NIHD continues to partner with Inyo County Public Health in administering 

COVID-19 vaccines and has created accessibility in the RHC and NIA clinics. The car clinic has 

also enhanced its workflow by establishing a process that allows patients to be seen and tested 

and leave with Paxlovid in hand when appropriate.  

 

Recruitment 

In collaboration with our Human Resource Team, we continue to focus on recruiting and retaining 

team members to fill open vacancies throughout the District. Recruitment and retention continue 

to be an area of daily focus and present challenges throughout the District with a significant 

impact on nursing.  

 

 

150 Pioneer Lane 
Bishop, California 93514 

(760) 873-5811 Ext. 3415 
  

Improving our communities, one life at a time. 
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New Team Members  

We are excited to welcome six new RNs to the District. Three RNs will be joining our Emergency 

Department. In the Acute/SubAcute Unit, 2 RNs have joined us, with a third joining soon. We are 

also excited for our three RNs completing training programs. Two RNs are completing ICU 

training and one RN is completing OR training.  

 

Survey Follow-up 

Our District teams continue to collaborate in developing action plans to address our recent Joint 

Commission survey findings. I am very proud of our teams' continued collaboration and 

dedication to quality and safety.   

  

Projects 

STABLE/NRP Carts: The Perinatal Department has successfully implemented STABLE/NRP 

carts. These are emergency carts that are used during neonatal resuscitation. The carts allow all 

supplies to be stored and accessed in a standardized and efficient manner. The carts are located in 

the Perinatal Department and the Surgery Department. 

 

Infant Security System Replacement: We are in the early planning phase to replace our infant 

security system. Our current infant security system is approaching the end of its life. We are 

projecting the completion of this project by the end of the fiscal year.  

 

 OR Optimization: The Perioperative Department is working to optimize workflows through all 

phases of the Perioperative process.  

  

Department-specific reports to follow.  
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DATE:                November 2022 
TO:                     Board of Directors, Northern Inyo Healthcare District 
FROM:               Jenny Bates                  
RE:                     Department Update  

 
REPORT DETAIL 

Old Business 
The community’s health and well-being is our priority and the Emergency Department is always 
available and open to provide safe and essential emergency care. The ED continues to operate 
under the District’s Covid emergency preparedness plan and we ensure the highest levels of 
safety are observed.  

 

New Business 
1. We have hired three permanent RNs to the ED. This has allowed us to cancel one traveler 

contract immediately, and three more traveler contracts will be cancelled by the end of the 
year.  

2. ED leadership traveled to the Beta Conference in Los Angeles. The ED team received the 
Quest for Zero: Excellence in the ED, Tier 2 trophy at the Beta awards ceremony.  
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DATE:                November 2022 
TO:                     Board of Directors, Northern Inyo Healthcare District 
FROM:              Julie Tillemans, Perinatal Nurse Manager              
RE:                     Department Update  

 
REPORT DETAIL 

New Business 
The Perinatal Unit recently received recognition from Beta Healthcare, signifying our continued 
excellence in Patient Safety.  

We have implemented our Neonatal Resuscitation Carts to be utilized for neonatal resuscitation 
should the need arise. We have two NRP carts, one stationed in Perinatal and one in OR for c-
section deliveries. These carts carry all necessary equipment to perform the steps of NRP.  
 
We are diligently working on achieving our Prestigious Baby-Friendly Designation. I am proud to 
remind our community that Northern Inyo Healthcare District is the only Baby-Friendly 
Designated Hospital in the Eastern Sierra. This prestigious designation promotes the delivery of 
evidence-based feeding practices.  
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DATE:                November 2022 
TO:                     Board of Directors, Northern Inyo Healthcare District 
FROM:               Robin Christensen Director Infection Prevention/Clinical Informatics                  
RE:                     Infection Prevention, Clinical Informatics, and Employee Health  

 
REPORT DETAIL 

   
Infection Prevention:  See CMO report 
 
Clinical Informatics: Amanda Santana and Nicole Eddy continue to work with departments to 
optimize Cerner workflow. The team continues to provide onboarding training to all clinical staff, 
including providers, and offers ongoing support for all end-users.  
 
The team monitors Cerner's multiple platforms (Ucern, flashes, and monthly global changes) for 
any changes impacting NIHD. 
 
Nicole Eddy is working closely with the Hospitalists and Surgeon group on creating a Cerner 
workflow manual.  
 
Amanda Santana is working closely with the Outpatient Patient nursing department and providers 
on streamlining the electronic outpatient ordering process within Cerner. 
 

Employee Health:  

Agility go-live went well in August. The team continues to optimize the system and improve 
workflow by converting it to an electronic workflow. In addition, Anastasia Beam continues to 
streamline employee health onboarding and communication with crucial NIHD stakeholders.  

In late September, the team started the 2022-2023 influenza vaccine for all NIHD workforce. We 
continue open office hours twice a day, six days a week, for employees to get the vaccine. 
Influenza vaccines will be offered through March 2023. The team had assistance from nursing 
staff during low census. We want to thank those team members and the house supervisors for 
giving vaccines.   
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DATE:                November 2022 
TO:                     Board of Directors, Northern Inyo Healthcare District 
FROM:               Justin Nott, Med/Surg and ICU Manager 
RE:                     Department Update  

 
REPORT DETAIL 

Med/Surg and ICU  
Over the last quarter, one of our areas of focus has been on addressing the joint commission 
findings pertaining to med/surg and the ICU and developing an action plan. Specifically, we have 
been working on addressing the findings in the area of pain reassessment, O2 protocol, and etched 
instruments. To address pain reassessments, we developed education regarding pain assessments, 
reassessments and documentation in Cerner, and we have assigned the education, through Relias, 
to all hospital RNs. Regarding O2 protocol, we have attached the O2 protocol, as an immediately 
available reference, to the O2 protocol order. Regarding etched instruments, a plan was developed 
and implemented for all etched instruments to be collected through sterile processing and replaced 
in a methodical manner.   

We have begun holding multiple skills sessions to help get all clinical staff through their annual 
clinical competency training. Prior to Covid, our skills session was a two-day event that all 
clinical staff came to, but now, to meet social distancing requirements, it is broken up into 
multiple sessions that takes place over a number of months. We have completed skills training for 
the majority of med/surg and ICU staff, but are working on getting the last few staff members 
completed before the end of the year.  

Med/Surg and ICU CSE is restarting tiered code blue drills, which start as a general overview for 
the first sessions but over time, the drills get much more detailed.  

Staffing continues to be a focus on med/surg and in the ICU. We are still heavily staffed with 
travelers, but we have recently hired three new med/surg nurses. Two have already started 
working on med/surg and a third is going to be starting on 11/14/22. We have also hired three 
RNs in the ICU. Two of those RNs were able to join the ICU team through our NIHD ICU 
Training Program.  
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Date: 10/27/2022 
To: Board of Directors 
From: Joy Engblade, MD, MMM, FACP, Chief Medical Officer 
Re: Bi-Monthly CMO report 

Medical Staff Department update 

The Medical Staff office is completing their annual recredentialing for half of the Medical Staff.  Alison 
Bishop has done a wonderful job of taking this on despite being short staffed.  Kudos to her! 
 
Physician Recruitment update 
As requested by the Board of Directors, the CMO report will contain activities related to Physician 
Recruitment and will outline the needs of the District. 
- Urology:  We have not had a full time local urologist in the Eastern Sierra for many years.  The time 

has come and we will be welcoming Dr. Clayton Davis in August or September 2023!  He will be 
moving to the area with his family.  We will be partnering with him this spring and summer, making 
plans to establish his practice. 

- General Surgery: We are in discussions with a general surgery candidate and have halted further 
recruitment at this time. 

- Pediatrics: The pediatric department is assessing their clinical needs and are currently utilizing a 
locums physician, Dr. Donna Le until need can be established.   

- Internal Medicine: Dr. Jennifer Lizcano will be transferring to be a full time hospitalist in 2023.  We 
are not planning to backfill her position.  The other providers in the Internal Medicine Clinic have 
handed off the Bishop Care Center patients to Dr. Todd Farrer who cares for nursing home patients 
in the area.  This will provide the Internal Medicine clinic with more capacity to see primary care 
patients.  We will keep an eye on this transition and if capacity becomes an issue, will reassess the 
need to fill the position. 

 

Pharmacy Department update 

The Pharmacy remodel continues at a steady pace.  Even with some scheduling challenges, the entire 
project seems to be fairly on schedule.  The pharmacy staff continues to do great work supporting the 
outpatient and inpatient areas.   

The Pharmacy and Therapeutics committee is a Medical Staff committee with oversight of all things 
Pharmacy.  Jeff Kneip has a large role as the Pharmacy Director.  He partners closely with the chair of 
the committee, who has been Dr. Hathaway for many years.  Dr. Hathaway has continued to chair this 
committee for over a year after her retirement from clinical practice.  Recently she felt that it was time 
to pass on the torch.  Dr. Atashi Mandal, a Med/Peds physician and hospitalist here at NIHD has agreed 
to step into position.  Dr. Mandal brings with her 15 years of experience working in various hospitals in 
CA and has been at NIHD for over 4 years.  We welcome Dr. Mandal into this important role! 
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Quality Department update 

Several members from our team attended the BETA annual conference in October 2022, which was held 
in Palos Verdes, CA.  NIHD received 2 accolades; one for work in the Emergency department and one for 
work in the Perinatal unit.  There will be more detailed reports from each of these departments in your 
Board packet.  Ali Feinberg, Manager of Quality and Survey Readiness also attended the conference.  
BETA presented ideas for improving patient quality and safety and we realized that this mirrored some 
of the great work we are already doing.  It also gave us ideas for future projects.   

The team continues to work diligently on QIP projects (Quality Incentive Program), partnering with many 
team members across the District.  More details are forthcoming when projects become more concrete. 

You heard details about the Joint Commission Survey at the last Board meeting.  Correction action 
projects are occurring across the District, all being coordinated by the Quality Department.   

 

Dietary Department 

Our Registered Dietitians (RD) recently completed an Employee Wellness initiative called “Fall Into 
Healthy Habits.”  It was well attended by many staff members.  Our RD’s continue to provide inpatient 
and outpatient RD care and continue to look for ways to education members of our staff and community 
of best practices and good habit development. 

 

Rehab Department 

Our Rehab Department is still recruiting for a full time Speech and Language Pathologist (SLP).  Our 
current traveler will be ending her time with us soon and the position continues to be vacant.  When our 
traveler SLP leaves, we will utilize services through our per diem SLP and will continue to recruit for a 
local, fulltime SLP.   

We have been helping Bishop Union Schools with Occupational Therapy (OT) support.  Due to the high 
need of OT in the schools, the School District has chosen to hire their own full time OT starting in mid-
November.  At that time, our OT’s will halt services at the school and will have more capacity at NIHD.  
This will allow Monica Jones, OT to expand her Cognitive Behavioral Therapy services.  She has started to 
present her services to our providers and we anticipate increased referrals.   

 

Infection Prevention 

We welcomed our new Infection Prevention (IP) RN, Andrea Conley to NIHD last month!  Andrea was 
with the District in the past and left to pursue her RN degree.  We are delighted to have her back.  She is 
partnering closely with Robin Christensen, RN.   

Covid 19 

We continue to run the RHC “Car Clinic” for acute illness needs.  Paxlovid continues to be offered under 
the “Test to Treat” model.  This means that if you test positive for Covid, we are able to supply you with 
the medication Paxlovid right there, negating the need for you to go to the pharmacy to pick up 
medication.  There is a limitation for those patients with kidney issues.  If you are a patient with kidney 
issues, you may be referred for monoclonal therapy with bebtolovimab, which is an IV medication given 
at the hospital.  Bebtolovimab is now available for purchase (no longer provided through the state) so 
moving forward, we expect some out of pocket costs to our patients for this medication.   
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Local pharmacies and Inyo County HHS are offering the Covid bivalent vaccine booster from Pfizer and 
Moderna.  

Monkey Pox 

There have still been no cases reported in Inyo County.  Inyo County Public Health now has a 
mechanism to obtain vaccine and treatment as appropriate.   

Ebola 

We are keeping an eye on Ebola around the world and thus far, no cases have been reported in the US.  
Of note, this report is being written in late October, so we may have further updates at the time of the 
Board meeting in mid-November. 

 

Physician Compensation 

Multiple meetings have taken place and joint discussions with myself, Stephen Delrossi, and the 
physicians are ongoing.  We continue to adjust the physician compensation structure based on feedback 
from the physicians and our consultants, VMG.  Our goal is to develop a mutually beneficial structure 
that is transparent and equitable.  We feel that we are close to achieving this goal and hope to have new 
contracts in place starting Jan 1, 2023.   

 

Community Health Needs Assessment (CHNA) 

As noted in our CHNA, access to care is one of our community health needs.  In response to this 
identified need, we are in the process of establishing a relationship with ConferMed.  ConferMed is a 
network of specialists providing eConsults to primary care providers.  The way it works is that a primary 
care provider (PCP) submits a consult for specialty care for their patient via the Electronic Health Record 
(EHR).  The consult is transmitted to the ConferMED platform.  Within 2 business days, the specialist 
sends the consult back to the primary care provider with specialty recommendations.  The patient can 
then follow up with their PCP for further discussion and next steps.  We think this is a great way to 
leverage technology to get specialty recommendations for patients while decreasing the need to travel 
out of the area.  Per ConferMed, up to 69% of consults can be resolved virtually.  There are times when 
a patient will need to see a specialist in person but it seems that a majority of the time, these specialty 
questions can be answered and discussed through a PCP.   

We are awaiting our first implementation meeting so more details to come! 
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NORTHERN INYO HEALTHCARE DISTRICT 
REPORT TO THE BOARD OF DIRECTORS 

FOR INFORMATION 

Date: October 29, 2022 

Title: Compliance Quarterly Board Report, Quarter 3 Calendar Year 2022 

Synopsis: The Compliance Department Quarterly Report updates the Board on the work 
of the Compliance Department. It provides information on audits, alleged 
breaches, contract work, and projects.  All information in the report is 
summarized, however, any additional details will be provided to the Board of 
Directors upon request. 

Prepared by:  Patty Dickson
    Patty Dickson 
    Compliance Officer 

Reviewed by: __________________________________ 
Name  
Title of Chief who reviewed 

FOR EXECUTIVE TEAM USE ONLY: 

Date of Executive Team Approval: _________ Submitted by: __________________________________ 
 Chief Officer 
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Quarterly Compliance Report –Quarter 3 (Q3) calendar year 2022 
September 2022 

1. Comprehensive Compliance Program review
A. A review of the NIHD Compliance Program will be on the agenda for the Q3 2022 

Compliance and Business Ethics Committee meeting. 
B. District HIPAA (Health Insurance Portability and Accountability Act) Security Risk 

Assessment to be completed before the end of the calendar year. 
C. Penetration Testing Scheduled with IT (Information Technology) Security. 
D. Office of National Coordinator of Health Information Technology SAFER ((Safety 

Assurance Factors for EHR (Electronic Health Record) Resilience)) in progress. 
Cooperative process between Quality, IT, Informatics, and Compliance. 

E. Conflicts of Interest questionnaire responses are in review. 
2. Audits

A. Employee Access Audits - The Compliance Department Analyst, Conor Vaughan, 
completes audits for access of patient information systems to ensure employees’ 
access records only on a work-related, need-to-know, and minimum necessary basis. 

i. Cerner semi-automated auditing software tracks all workforce interactions and
provides a summary dashboard for the compliance team. The dashboard
provides “flags” for unusual activity. The following is Q3 activity

a. New Employee Audits: 56
I. Flags: 0 
II. Flags resulting in policy violations: 0

b. For Cause Audits:5
I. Flags: 0 
II. Flags resulting in policy violations: 0

c. In “own” chart flags: 7
I. Flags resulting in policy violations: 7 

i. Provided education and training:  7
ii. Repeat violations: 0

d. Same Last Name Search Flags: 223
I. Resulted in follow up with employee: 24 
II. Flags resulting in disciplinary action: 0
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B. Business Associates Agreements (BAA) audit 
i. Business Associates are vendors who access, transmit, receive, disclose, use,

or store protected health information to provide business services to the
District. These vendors range from our billing and coding companies to
companies that provide medical equipment that transmits protected health
information to the electronic health record. The Business Associates
Agreements assure NIHD that the vendor meets the strict governmental
regulations regarding how to handle, transmit, and store protected information
to protect NIHD and NIHD patient information.

ii. NIHD currently has approximately 190 BAAs.
a. 5 are currently in negotiation

C. Contract and Agreement reviews/audit 
i. Contracts and agreements are in the following status:

a. 235 contracts or agreement have been received for review by the
Compliance Team in FY 2022

b. ~60 are in the review process
c. ~15 are awaiting fully executed copies
d. ~5 are on hold
e. ~25 existing contracts are also in the review process

D. Third Party Electronic Health System Access 
i. Policy is in development

ii. Will include third party vendors (billing, coding, auditors, IT support, etc.)
iii. Will include some partners in healthcare with specific needs to access mutual

patient information
iv. NIHD team is working in collaboration with Mammoth Hospital Compliance,

HIMS, and ITS teams
E. HIMs (Health Information Management) scanning audit 

i. Scheduled for Q4 CY 2022
F. Email security audit/reviews 

i. Reviewed at least once a month
ii. Review emails security systems for violations of data loss prevention rules

a. Typically results in reminder emails to use email encryption sent to
members of workforce.
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b. Occasionally results in full investigations of potential privacy
violations.

I. No investigations currently in progress 
G. Language Access Services Audit  

i. Compliance is waiting for Cerner to develop a report to allow selection of
English as a Second Language (ESL) patients.

ii. Language Access regulations are enforced by the HHS (US Department of
Health and Human Services) Office of Civil Rights.

H. 340B program audits 
i. Annual 340B audit completed.

a. Scheduled for 2023
ii. DHCS (CA Department of Health Care Services) Self Audit – completed.

Awaiting final determinations
I. Vendor Diversity Audit – NIHD has approximately 1350 vendors. 

i. Health and Safety Code Section 1339.85-1339.87 required the Department of
Health Care Access and Information (HCAI, formerly OSHPD) to develop
and administer a program to collect hospital supplier diversity reports
including certified diverse vendors in the following categories: minority-
owned, women-owned, lesbian/gay/bisexual/transgender-owned, and disabled
veteran-owned businesses.

ii. NIHD has 3 certified diverse vendors
a. 0% spend for CY 2021 with diverse vendors
b. CY 2022 report will be submitted to HCAI before the 07/01/2023

deadline.
c. Diversity reports are now required annually in California. As of this

time, there is no requirement to have a percentage of spend with diverse
vendors; however, there is discussion of requiring plans for California
organizations and businesses to develop plans to increase vendor
diversity.

J. Provider Verifications 
i. More than 195 providers were verified and were checked for state and federal

exclusions in quarter 3 of calendar year 2022
ii. No exclusions were found for providers verified.
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iii. NIHD may not bill for referrals for designated health services from excluded
providers. Billing for referrals from excluded providers could put NIHD at
risk for false claims.

K. Claim/Charge Audits 
i. Cataract Surgeries – completed

ii. Department of Transportation Physicals – completed
iii. Low Dose Lung CT – completed
iv. Colonoscopies – in progress

3. HIPAA Security Risk Assessment (SRA) – Due November 2022
4. CPRA (California Public Records Act) Requests

A. The Compliance office has received seven (7) CPRA requests to date in 2022. 
i. All have been completed.

5. Compliance Work Plan – Updated October 2022, attached
6. Conflicts of Interest

A. The Compliance department emailed the NIHD workforce the 2022 Conflicts of 
Interest (COI) form. 

i. Compliance Clerk is processing COI forms received and will notify the
Business Compliance Team when ready to schedule a meeting to review the
forms.

B. No COI forms submitted to the compliance department noted any knowledge or 
concern for the following: 

i. Business transactions with an aim for personal gain.
ii. Gifts, loans, tips, or discounts to create real or perceived obligations.

iii. Use of NIHD resources for purposes other than NIHD business, NIHD
sponsored business activities, or activities allowed by policy.

iv. Bribes, kickbacks, or rewards with the intent to interfere with NIHD business
or workforce.

v. Use of NIHD money, goods, or services to influence government employees,
or for special consideration or political contribution.

vi. False or misleading accounting practices or improper documentation of assets,
liabilities, or financial transactions.

7. Unusual Occurrence Reports (UOR)
A. UOR report data for January 1, 2022 through September 30, 2022, is attached 

i. Notable trends out of 471 UORs received in CY 2022:
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a. UORs regarding complaints and requests to review billing and care are
the highest volume

b. Safety and security issues are trending up
c. Specimen issues are trending down following implementation of a new

training and competency plan implemented in the phlebotomy area.
d. 32 UORs have resulted in systemic changes in the organization thus far

in 2022. 
ii. NIHD has added tracking for alarm fatigue – examples: disabled alarms,

alarms noted to have the volume turned off, ignored alarms
B. NIHD has now been tracking UORs with Complytrack software since May 2019. 

i. In 42 months, 2,085 unusual occurrences have been reported. Trend data attached.
ii. There is a slight overall downward trend line, but this is most likely due to

changes in critical indicators as designated by the Medical Staff, and an
updated reporting process in the laboratory.

iii. Top three areas of concern for additional focus overall – patient
complaints/review requests, procedure/test/specimen occurrences, and privacy
concerns.

C. The UOR process involves significant work and time from the Compliance team. 
i. All UORs in Complytrack are received by the Compliance Team.

a. Many patient complaint and concern phone calls are transferred to the
Compliance team for intake and assistance.

ii. UORs are triaged and assigned to appropriate department leaders for review.
Emails and phone calls are placed to leaders for urgent UORs.

iii. The Compliance team reviews responses, ensures thorough responses and
corrective actions, provides follow up letters to patients, and ensures the
executive team is aware of all areas of concern.

iv. The Compliance team follows up with leaders who are having difficulty with
timely responses and attempts to assist them with resolution.

v. The Compliance team ensures UORs are closed out after thorough review,
corrective actions and, in most cases, resolved.

8. Privacy Investigations
A. Privacy investigations/potential breaches between January 1, 2022 – September 30, 

2022 – total 43 
i. Reported to CDPH/OCR – 5
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a. Two breaches were substantiated with no deficiencies
b. Three breaches in submitted/in progress status with CDPH

ii. Investigations still active in the Compliance Department - 0
iii. Investigations closed by the Compliance Department with no reporting

required - 38
B. Privacy investigations from 2021 

i. Reported to CDPH/OCR 2021– 4
a. Two potential breaches are in submitted status with CDPH

C. Privacy investigations from 2020 (outstanding with regulatory agency) 
i. Reported to CDPH/OCR 2020

a. 8 potential breaches have no CDPH determination at this time.
D. Privacy investigations from 2019 (outstanding with regulatory agency) 

i. Reported to CDPH/OCR 2019
a. 1 potential breach have no CDPH determination at this time.

9. Investigations
A. Compliance has conducted or assisted with 35 investigations/reviews that were not 

related to privacy/breach allegations. 
i. Regulatory agency requests (examples below, not an inclusive list)

a. Department of Health Care Services (DHCS)
b. California Department Public Health (CDPH)
c. California Occupational Safety and Health

ii. Workplace Violence/Safety/Security issues
iii. Third party payer grievances or reviews
iv. Workforce compliance and ethics violations
v. Contractual obligation disputes

vi. Fraud, waste, and abuse concerns
10. Compliance and Business Ethics Committee (CBEC)

A. Meeting conducted July 2022 
i. Reviewed Compliance Work plan, discussed OIG updates

ii. Tabled review of Compliance Program for Q4 CY2022 meeting
B. Next meeting will be scheduled in November 2022 

11. Issues and Inquiries
A. Compliance has researched over several hundred issues for various District 

workforce members and leadership in 2022. They include COVID-19 mandates and 
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changes, COVID-19 exceptions and exemptions, minor privacy regulations, 
Substance Abuse and Mental Health Services Administration (SAMHSA) 
regulations, Federal Motor Carrier Safety Administration regulations, adoption 
processes, confidentiality issues, release of information and information blocking 
regulations, physician departures, regulatory updates, and many other areas of 
interest and concern. 

B. Compliance has partnered with NIHD workforce, local law enforcement agencies, 
and the District Attorney to address multiple areas of partnership. 

i. Education/training to NIHD and Law Enforcement Agencies regarding
mandatory and permissive release of information.

ii. Subpoena service process for subpoenas related to NIHD work-related
activities.

iii. Law enforcement presence on campus in non-emergent situations.
iv. Sexual Assault Response Team (SART) regulations and information

12. Optimization, update, and audit of Policy Management software
A. Proper policies and policy management is a large component of an effective 

Compliance Program. 
B. Tracy Aspel, Compliance Policy Management Administrator, continues to work 

with leadership to facilitate updated policies and leadership growth. 
C. Ms. Aspel continues to facilitate policy updates for both Clinical Consistency 

Oversight Committee (CCOC) and Non-clinical Consistency Oversight Committee 
(NCOC). 

D. Ms. Aspel continues to provide training and assistance to leadership teams, 
including scheduling training classes, writing drafts of multiple challenging policies 
for our leadership teams, and providing research assistance to ensure regulatory 
compliance for policies. 

13. Rural Health Clinic Compliance Software
A. Following successful implementation of InQuiSeek software, the maintenance, 

users’ updates, and policy updates are now handled by the clinic leadership team. 
14. Optimization, update, and audit of Contract Management software

A. Updating contracts/agreements status is being facilitated by Katie Manuelito, 
Compliance Contracts Analyst 
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B. Including automated reminders for appropriate lead time for District leadership to 
review and update contracts that are expiring or auto-renewing, to ensure the District 
is meeting the requirements for monitoring contracts 

C. Hosts about 2000 contracts (including archived and current contracts/agreements) 
D. Contract review process is tracked via Smartsheet spreadsheets. 

15. Forms Committee
A. NIHD develops forms in compliance with our Forms Control Policy. Forms are 

branded with NIHD logos. There are standardized templates, designated fonts, 
official translations, and mandatory non-discrimination and language access 
information.   

B. All forms and public information documents used at the District for patient care, 
regulatory requirements, orders, down-time documentation, standardized workflows, 
and process improvement are submitted to the Forms Committee. Once approved 
they are maintained in a location on the NIHD Intranet (a quick link named 
“Approved Forms”) for access by NIHD workforce. 

C. More than 130 forms and documents have been developed or revised from January 
1, 2022 through September 30, 2022 
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No. Item Reference Comments 
Compliance Oversight and Management 
1. Review and update charters and policies 

related to the duties and responsibilities 
of the Compliance Committees. 

NIHD Compliance Program 
(p.17) 

Review ongoing in 
2022 

2. Develop and deliver the annual briefing 
and training for the Board on changes in 
the regulatory and legal environment, 
along with their duties and 
responsibilities in oversight of the 
Compliance Program. 

NIHD Compliance Program 
(p.17) 

ACHD/District Legal. 
Compliance can 
perform additional if 
requested. 

3.  Develop a Compliance Department budget 
to ensure sufficient staff and other 
resources to fully meet obligations and 
responsibilities. 

 Completed May 2022. 
 

4. District Policy and Procedure 
management 

 Tracy Aspel continues 
to provide per diem 
support to leadership 
and has worked on 
many “heavy lift” 
policies for different 
leaders in the District. 

Written Compliance Guidance 
4. Audit of required Compliance related 

policies. 
 87% Compliance with 

Relias training as 
10/1/2022 

5.  Annual review of Code of Conduct to 
ensure that it currently meets the needs of 
the organization and is consistent with 
current policies. (Note: Less than 12 
pages, 10 grade reading level or below) 

 Scheduled for 
11/2022 

6. Verify that the Code of Conduct has been 
disseminated to all new employees and 
workforce. 

 In Progress – 
reviewed by 278 
members of 
workforce  

Compliance Education and Training 
7.  Verify all workforce receive compliance 

training and that documentation exists to 
support results. Report results to 
Compliance and Business Ethics 
Committee. 

 Will be submitted to 
CBEC 
 

8.  Ensure all claims processing staff receive 
specialized training programs on proper 
documentation and coding.  

 Billing and Collections 
staff now performed 
by outside agencies, 
and NIHD campus 
support 
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9.  Review and assess role-based access for 
EHR (electronic health record) and 
partner programs. Implement/evaluate 
standardized process to assign role-based 
access. 

 Role-based access. 3rd 
party EHR access 
policy in development  

10. Compliance training programs: fraud and 
abuse laws, coding requirements, claim 
development and submission processes, 
general prohibitions on paying or 
receiving remuneration to induce referrals 
and other current legal standards. 
 
 
 

Completed at Orientation 
and annually.  

Completed at 
orientation – current 
through 10/1/2022.  
False Claims Act 
Policy assigned 
annually.  

Compliance Communication 
11. Review unusual occurrence report trends 

and compliance concerns. Prepare 
summary report for Compliance 
Committee on types of issues reported and 
resolution 

 Q3CY22 in Q3 Board 
Report.  

12. Develop a report that evidences prompt 
documenting, processing, and resolution 
of complaints and allegations received by 
the Compliance Department. 

Complytrack UOR report developed 
2021.  TJC cited NIHD 
for non-compliant 
patient response. 
Corrective action plan 
developed. 

13.  Document test and review of Compliance 
Hotline. 

 Completed 09/2022 

14.  Physically verify Compliance hotline 
posters appear prominently on employee 
boards in work areas. 

 Verified 7/2022 

Compliance Enforcement and Sanction Screening 
15. Verify that sanction screening of all 

employees/workforce and others engaged 
by NIHD against Office of Inspector 
General (OIG) List of Excluded Individuals 
and Entities has been performed in a 
timely manner, and is documented by a 
responsible party. 

Ongoing – HR performs 
employees/travelers/temps 
monthly. Compliance 
verifies new providers. 
Medical Staff Office (MSO) 
verifies all medical staff and 
credentialed providers. 
Accounting verifies all 
vendors.  

Current through 
10/1/2022 

16. Develop a review and prepare a report 
regarding whether all actions relating to 
the enforcement of disciplinary standards 
are properly documented. 

 Need to schedule time 
with HR and develop 
review process. 

17. Audits   
 a. Arrangements with physician 

(database) 
 Physician contract 

reviews in 
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conjunction with CMO 
– ongoing 10/2022 

 b. EMTALA (Emergency Medical 
Treatment and Active Labor Act) 

 All EMTALA concerns 
immediately 
reviewed. Current 
through 10/1/2022 

 c. Financial Audits FY 2022 Eide Bailly Audit in 
progress 

 d. Payment patterns  Review of denials, 
payment patterns, 
coding occurs in 
Revenue Cycle Admin 
Team (RCAT) 
meetings and other 
revenue cycle 
meetings. Updates to 
Billing and Coding 
Compliance 
Committee as needed. 

 e. Bad debt/ credit balances, AR days  Reviewed billing 
processes, provider 
enrollments, 
continuous 
monitoring by CFO 

 Lab services MAC target  
 Imaging services (high cost/high usuage) MAC target  
 Rehab services HHS OIG workplan  
18.  Ensure that high risks associated with 

HIPAA and HITECH Privacy and Security 
requirements for protecting health 
information undergo a compliance review. 

 Scheduled security 
risk assessment 
November 2022 with 
Cybersecurity Officer. 

 a. Annual Security Risk Assessment  Due November 2022 
 b. Periodic update to Security Risk 

Assessment 
 Update following 

penetration testing in 
December 2022 

 c. Monthly employee access audits  Cerner provides semi-
automatic continuous 
monitoring, reducing 
the need for a 
completely manual 
auditing process.  

19. Audit required signage  Scheduled  02/2023  
20. Audit HIMS (Health Information 

Management) scanned document accuracy 
 Scheduled for Q4 

2022 
21. Develop metrics to assess the 

effectiveness and progress of the 
Compliance Program 

 Review OIG 
Compliance Guidance 
with Compliance and 
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2022 Compliance Workplan – updated 10/2022 

 

Business Ethics 
Committee in 2022 

22. Implement automated access 
monitoring/auditing software  

 Semi-automated 
auditing in progress 
with manual follow up 
on all flags 

23.  Review CMS Conditions of Participation  2022 TJC Survey and 
response being 
compiled by Quality 
and Survey readiness 
team. 

Response to Detected Problems and Corrective Action 
24.  Verify that all identified issues related to 

potential fraud are promptly investigated 
and documented 

 ongoing 

25. Conduct a review that ensures all 
identified overpayments are promptly 
reported and repaid. 

 Revenue Cycle has 
meeting weekly to 
track billing, 
overpayments and 
denials management.  

26.  UOR tracking and trending – 
UOR/Unusual occurrence reporting is now 
a function of the Compliance Department. 

 See UOR reporting 
attached to Board 
Report for Calendar 
year through quarter 
3 

 a. Provide trend feedback to 
leadership to allow for data driven 
decision-making 

 Quarterly  

 I. Overall UOR process  Quarterly 2022 
 II. Workplace Violence  Quarterly 2022 
 III. Falls Committee  Quarterly 2022 
 IV. Nursing Professional 

Practice Council 
 October 2022 

27. Pioneer Home Health and Hospice of the 
Owens Valley Contract(s) review 

 In Progress 10-2022 

28. Patient complaints  Currently working to 
determine most 
effective efficient 
workflow between 
Quality, Compliance, 
and Risk. Documented 
and tracked in 
Unusual Occurrence 
Reporting system 

30.  Breach Investigations On-going On-going – see 
Compliance reports 
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Automatic and Manual Transfer Switch Testing  EC.02.05.07 EP 7 

NORTHERN INYO HEALTHCARE DISTRICT  
NON-CLINICAL POLICY AND PROCEDURE  

 
 
 

 
Title: Automatic and Manual Transfer Switch Testing  EC.02.05.07 EP 7 
Owner: Maintenance Manager Department: Maintenance 
Scope: Maintenance 
Date Last Modified: 09/26/2022 Last Review Date: No Review 

Date 
Version: 2 

Final Approval by: NIHD Board of Directors  Original Approval Date: 12/16/2015 
 
PURPOSE: 
At least monthly, the hospital tests all automatic and manual transfer switches. The test results and completion 
date of the tests is documented in a Generator Binder in the Maintenance Department.  

POLICY 
Northern Inyo Healthcare District (NIHD) performs all appropriate tests on each automatic and manual transfer 
switch connected to the emergency generators. 
 
PROCEDURE 
 

1. Each automatic transfer switch (ATS) and manual transfer switch are tested at least monthly. 
 

2. If load banks are routinely used as part of the load during testing to raise the load above 30% of 
capacity, there must be a method to automatically transfer to actual load in the case of a failure of the 
primary sources of power. 

 

3. All automatic transfer switches shall be electrically operated from the standard to the alternate position, 
and a return to the standard position. 

 

4. The time of the delay for transfer shall not exceed 10 seconds. 
 

5. If appropriate, a different ATS should be used to initiate the emergency generator monthly test. 
 

6. The completion date and the results of the tests are documented, and will be maintained by the 
Maintenance Department. 

 

REFERENCES: 
1. The Joint Commission CAMCAH Manual (July.-2022) EC.02.05.07 EP 7 
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RECORD RETENTION AND DESTRUCTION:  
Logs in generator log book are maintained for 39 months. 
 
CROSS REFERENCED POLICIES AND PROCEDURES: 

1. Automatic and Manual Transfer Switch Testing  EC.02.05.07 EP 7 
2. Automatic and Manual Transfer Switch Testing  EC.02.05.07 EP 7 
3. Automatic and Manual Transfer Switch Testing  EC.02.05.07 EP 7 

 
Supersedes: v.1 Automatic and Manual Transfer Switch Testing  EC.02.05.07 EP 7 
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Development, Review and Revision of Policies and Procedures 

NORTHERN INYO HEALTHCARE DISTRICT  

NON-CLINICAL POLICY AND PROCEDURE  

 

 

 

 

Title: Development, Review and Revision of Policies and Procedures 
Owner: Compliance Officer Department: Compliance 
Scope:  PPM Document Owners, Writers and Proxy Writers 
Date Last Modified: 10/10/2022 Last Review Date: No Review 

Date 
Version: 2 

Final Approval by: NIHD Board of Directors  Original Approval Date: 06/16/2021 
 

PURPOSE:  

1. Policies and Procedures are developed to create a framework that describe and guide workforce in 
meeting the standards and expected action which have been adopted and approved by the Board of 
Directors of Northern Inyo Healthcare District (NIHD) or their designee. 

2. To provide direction on the required elements of policies and procedures and the required approval 
process. 

3. To assist with determination on when to create a policy and when not to; to determine when a policy is 
essential and when it is not. 

4. Policy helps NIHD to accomplish its mission; maintain accountability; provide workforce and students 
with clear, concise tools; and clarify how the District does business. 

 

POLICY: 

NIHD workforce will have access to well-articulated and understandable policies and related procedures.  These 
policies and procedures will be: 

1. Presented in common format, 
2. Formally approved, 
3. Centrally maintained, 
4. Kept current within the framework of an organized system of change control, and 
5. Distributed to all relevant workforce in a timely manner. 

 

DEFINITIONS 

1. Annual Plans – consist of complex District programs or plans which require final approval by the NIHD 
Board of Directors on an annual basis. 

2. Board of Directors Policy – Policy designed for organizational governance that sets direction for the 
District, defines and guides appropriate relationships between the board and the chief executive, and sets 
the duties and responsibilities of the board.  These documents do not go to the NCOC or CCOC 
committees and are managed by the Board Administrative Assistant. 

3. Clinical Consistency Oversight Committee (CCOC) – Multidisciplinary team, represented by clinical 
staff that reviews all clinical policies and procedures, once approved by CCOC, sends to appropriate 
medical staff committees and board of directors or their designee (generally the Medical Executive 
Committee) for final approval. 

4. Forms – approve documents that are utilized for operations at the District.  Stored on the NIHD Intranet 
and as attachments to procedures when appropriate.  These documents are approved via the Forms 
Committee. 
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5. Guideline – Statements that include recommendations intended to optimize patient care that are 
informed by a systematic review of evidence and assessment of the benefits and harms of alternative 
care options.  These documents receive final approval at the Medical Executive Committee. 

6. Policy – The clear, concise statements of the parameters by which an organization conducts its business.  
Policies are the rules that workforce abide by as they carry out their various responsibilities. 

A. Must be approved by governing body (Board of Directors) every 2 years at minimum. 
7. Non-Clinical Consistency Oversight Committee (NCOC) – Multidisciplinary team, represented by non-

clinical staff, operations team and clinical workforce, who review non-clinical policies and procedures.  
NCOC reviews and once approved sends policy on to other committees as appropriate prior to final 
approval at the board of directors or their designee (generally the Executive Committee). 

8. Policy and Procedure Management Software (PPM) – Repository for NIHD policies and procedures, 
excluding the procedures in Lippincott Procedures.  PPM allows for tracking of current and past policies 
and procedures, while maintaining access for workforce review. 

9. Procedures – The instructions or steps that describe how to complete a task or do a job. 
A. Clinical procedures require approval via the medical staff committee process; ultimately 

approved by the Medical Executive Committee.     
B. Lippincott Procedure Manual is utilized by NIHD for Clinical Procedures. 

10. Protocols – An algorithm or recipe for managing a disease or condition.  This sets a specific standard for 
process. (Example – wrist x-ray = 3 views) 

A. Require approval via medical staff committee(s) of departments where the protocol is utilized; 
ultimately approved by the Medical Executive Committee.   

B. Standardized Procedures  followed by RN staff  that cross from nursing into medical process 
require a standardized procedure per the California Board of Registered Nursing.  These must be 
approved by the Interdisciplinary Practice Committee, Medical Staff Committee with department 
oversight and ultimately by the Medical Executive Committee. 

C. Standardized Protocols followed by Physician Assistants follow the process delineated by the 
California Medical Board. 

11. Workforce -  Persons whose conduct, in the performance of their work for NIHD, is under the 
direct control of NIHD or have an executed agreement with NIHD, whether or not NIHD pays 
them. The Workforce includes employees, NIHD contracted and subcontracted staff, NIHD 
clinically privileged Physicians and Advanced Practice Providers (APPs), and other NIHD health 
care providers involved in the provision of care of NIHD’s patients. 

 
PROCEDURE: 

 
1. Establishing need for a new policy or procedure: 

A. Determine a policy or procedure is necessary; 
I.    When the cost of a mistake is high. (High Risk, High Volume or Problem Prone) 
II.   When process is outside of common sense and must be prescribed. 
III.  When consistent poor results across a number of departments or employees is               
demonstrated. 
IV.  When required by regulatory agencies, including but not limited to: California Department 
of Public Health (CDPH), The Joint Commission (TJC), Title 22, or Centers for 
Medicare/Medicaid Service (CMS) Condition of Participation. 

B.  Determine a policy or procedure is not necessary. 
I.  Simple tasks that are able to done a variety of ways to achieve the same outcome. 
II. Processes that are able to be resourced via other manuals, such as One Source,               
Lippincott Procedure, etc. 
III. Guidelines are recommendations and although they may be adopted by clinical teams, they 
do not need to be approved at the Board of Directors level.  They are generally created after 
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studies lead to conclusion of best practice.  They are not mandated as a policy.  Clinical 
Guidelines must be adopted by the Medical Staff Committee with oversight of the area where the 
Guideline is being utilized; ultimately approved by the Medical Executive Committee.   
IV. Clinical procedures that are separated from policy may be contained within the District’s 
Procedure Resource (Lippincott Procedures), which is based on best practice and updated 
routinely.  This precludes the necessity of duplicate procedures in most instances.  Critical notes 
are added within the Lippincott procedure to customize for NIHD practices.  These must be 
approved via Medical Staff Committee, but do NOT require Board of Directors review or 
approval.  Included in this document type are Standard Operating Procedures. 

 
2. Policy/Procedure Development or Review/Revision 

A. Policy owner or their designee (writer or proxy writer within PPM) may develop or review and 
update existing policy. 

B. New policy development is created in document section within PPM by policy owner using the +New 

 
I.   Policy Wizard is utilized to input policy title, owner, and department by policy owner and 
Approver.   NCOC or CCOC will review the Policy Wizard at the time of approval to support the 
Policy Owner in making correct build, including assignee (reader group) and frequency of policy 
review by workforce and owners. 
      a.   Within the #1 Settings the template is chosen based upon type of document required.   

b.   Search features are tied to Owner, Department, Writer, Template, Approver and 
Category. 

      c.   Writers, Reviewers, approvers and assignees are designated by the Owner, with support and 
review by the NCOC or CCOC. 

  II.  Research is conducted.  Collaboration with subject matter experts and team members 
impacted by the policy or procedure is best practice during development.  Collaborators may 
include but is not limited to: 
      a.   Compliance Officer  
      b.   Legal Counsel (with approval of Executive) 
      c.   Director of Human Resources  

                              d.   Director or Chief within chain of command 
 III. References from valid sources and/or regulatory agencies is generally required. 
Occasionally “not applicable” (N/A) will be appropriate. 

       IV. Cross Reference P&P – requires review of policies or procedures that may impact the new 
policy being developed.  These are listed as a reference for the end user and to assure the 
documents are aligned.  Other cross reference documents can be located by use of keywords via 
the search feature within PPM. 

 
C.   Revision or Review of existing policy or procedure in PPM:  
  I.    Published document within PPM is opened. 
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           Document is reviewed by owner and determination that no changes are required.  If document is due for 
Biennial Review by the Board of Directors, Executive Committee or Medical Executive Committee the 
administrative assistant for the specific committee is notified to put the item onto the next agenda for “Biennial 
Review without changes”.  This meets the Centers for Medicare and Medicaid Services (CMS)  appendix W 
provison of care Biennial Review requirement. 

III.  Create New Version (blue box/top of screen) may be checked to create draft of current 
policy for revision.  This does the following: 

a.   Automatically archives the current published version upon final approval of the revised 
version 

b.   Maintains current Property Wizard settings, unless revision of these settings is required 
(unless a new template is required). 

c.   Allows for revisions within the draft version 
 

 
3. Template development 

I. Compliance Office workforce will develop new templates.  Owners and writers may present 
ideas for new templates to the Policy Steering Committee, but may not create templates. 

II. Templates will have standardized information contained within the header. 
III. If conflict related to new templates occurs, the Policy Steering Committee will meet to 

resolve issue. 
 

B. Templates will be developed for various document types including, but not limited to: 
I. Policy/Procedure  

II. Standards of Care 
III. Guidelines 
IV. Protocols 
V. Standardized Procedures 

VI. Standard Operating Procedures 
VII. Committee Charters 

VIII. Clinical Guidelines 
IX. Scope of Service 

 
C. Policy and or procedure templates will contain some or all of the following elements: 

I. Purpose  
II. Policy Statement (All documents that contain policy MUST be initially approved and 

reviewed every two years by the Board of Directors.) 
III. Definitions 
IV. Procedural steps 
V. Record retention and destruction 

a.  California Hospital Association reference may be found on the NIHD   
Intranet>Information>Compliance>Record Retention. 

b.  If record retention is not applicable (N/A) must be inserted within this section. 
c.  Destruction of record – Confidential records and those with PHI will be shredded or 

destroyed in compliance with Information Technology Services standards.   
VI. References are required using the American Psychological Association (APA) format.   

VII. Cross-referenced policies 
a.   Use “search” function within PPM to find key words. 
b.   Review policies identified by search for potential cross-reference.   
c.   Assure policies align with new policy/procedure; if not determine if further revision is 

required of either or both policy/procedure. 
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                   VIII.      Header will Contain: 
                               a.   Northern Inyo Healthcare District  
                               b.   Document Type 
                               c.   Title of Document 

d.   Source (What part of the Workforce will utilize the document- all departments where the 
document applies) 

                               e.   Owner of the document (title of the role) 
                               f.   Department (of the document Owner) 
                               g.  Effective date and version number for the document 
                      IX.      Page numbers for each page in every document. 
 

4. Committee Approval Process 
A. Clinical Policies/Procedures: 

I.   Clinical Consistency Oversight Committee (CCOC) is the first committee to review and 
determine if a clinical Policy/Procedure document is ready for approval.  They make the following 
determinations:   

a.  Frequency of required review/revision (if necessary)         
b. Assignee by role (who needs to read the document and how often.)     
c.  Effective date time line is established to allow workforce education on policy/procedure 

new documents and for revisions of significance. 
d.  Medical Staff Committee(s) referral for approval (Medical Staff Office builds committees 

into Property Wizard, sequenced by upcoming meeting dates).  Final Medical Staff 
Meeting is Medical Executive Committee (MEC). 

e.  Board of Directors review approval is required on all policy and procedure documents 
prior to implementation. 
f. Final approver, generally at Chief Executive level (may be a designee of   the Chief). 

                        g.  Clinical documents recommended for archival by owner must be approved by CCOC 
prior to archival. 

h. After final required approval by Board of Directors or MEC, theAdministrative Assistant 
to the Board or the Medical Staff Director (or designee) is responsible to assure the 
document is published. 

 
B. Non-Clinical Policies/Procedures 

I.   Non-Clinical Consistency Oversight Committee (NCOC) is the first committee to review and 
determine if a Non-Clinical Policy/Procedure document is ready for approval.  They make the 
following determinations: 

a. Frequency of required review/revision (if necessary)  
b. Assignee by role (who needs to read the document, how often and in what timeframe) 
c. Effective date time line is established to allow for workforce education on 

policy/procedure new documents and for revisions of significance. 
d. What other committee(s) need to review and approve the document prior to sending to 

the Board of Directors. 
e. Board of Directors review approval is required on all policy documents prior to 

implementation and every two years. 
f.    Executive Committee review/approval is required on all procedure documents prior to 

implementation and every two years. 
g.   Non-Clinical documents recommended for archival by owner must be approved by 

NCOC prior to archival. 
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h.  After final required approval via Board of directors or the Executive Committee, the 
Administrative Assistant to the Board or the Administrative Assistant to the Chief 
Executive Officer is responsible to assure the document is published. 
 

C.   Clinical Guidelines tools developed as best practice (generally utilized for specific diagnosis or 
situations). 

I.   Medical Staff Committee will approve Clinical Guideline for use within their department and 
assure education of peers. 
II.   Medical Executive Committee approval is required prior to implementation. 
III.  Board of Director approval is not required. 
IV. Frequency of review of Clinical Guideline will be determined at Medical Department level. 

 
    D.   Board of Director policy and procedure will be developed and approved at the Board level. 

I.   Board may request Board Legal Counsel or Compliance review 
II.  Board Policy/Procedure will be maintained within PPM and the following will be established: 

                                 a.   Frequency of required review/revision (if necessary)  
b.   Assignee by role (who needs to read the document, how often and in what timeframe) 
c.   Effective date time line is established to allow for workforce education on    

policy/procedure new documents and for revisions of significance. 
 

5. Periodic Review of documents: 
A. This is the responsibility of the document owner, who may delegate by assigning writer(s) or proxy 

writer. 
B. The PPM will be set up to notify the owner of items due for review or revision via email and task list 

within PPM.   
 

6. Implementation and effective dates:  
A.  Workforce education to the new processes and polices must be considered when determining the 
effective date for each document. 
B.  During CCOC or NCOC approval process the following decision will be documented: 

I.   Effective date in relationship to final approval date. (Last Committee or Board of Directors    
required to approve document) 
II.  Is workforce required to read the new document?  If so, what roles are required to read the 
document and how often. 
III. Will a different education process be utilized to train workforce to the new document? 

 
7. Discarding of documents versus Archival of document 

A.  Published documents are moved to archives when revised or if they become obsolete.  This does 
require NCOC or CCOC approval for obsolete documents. 
B.  Draft documents that are found to be unnecessary may be discarded; becoming irretrievable.  This 
may only be done by the policy owner or their designee and does not require committee approval. 
 

8. General Information for document development for PPM. 
A.  Acronyms must be spelled out prior to being utilized in all documents. 

             B.  May/must are preferred to use of should/shall. 
 

 
REFERENCES: 

1. Center for Medicare/Medicaid Services- §485.627 Condition of Participation: Organizational 

Structure C-0241; Interpretive Guidelines §485.635(a)(2) & (4); -§485.627(a) Standard: 
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Governing Body or Responsible Individual; (Rev. 200, 02-21-20).  

https://www.cms.gov/Regulations-and-Guidance/Guidance/Manuals/downloads/som107ap_w_cah.pdf 
2. American Psychological Association (APA) Format web site:  

https://owl.purdue.edu/owl/research_and_citation/apa_style/apa_formatting_and_style_guide/general_fo
rmat.html 

3. California Hospital Record and Data Retention Schedule, 2018. 
 

CROSS REFERENCE P&P: 
      1.  Pathways for development, Review and Revision of Nursing Standards 
 
RECORD RETENTION: 

All policy, procedure, scope of practice, standards of care, care guidelines and bylaw documents will be 
maintained for the life of the document, plus 6 years, within the PPM system at NIHD. 
 

 

Supersedes: v.1 Development, Review and Revision of Policies and Procedures 
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