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Mi
ssion

* Strong Stewardship * Ethical Oversight *
*Eternal Local Access *

Vision Statement

To be an energized, high performing advocate for the communities we 
serve, our patients and our staff. The board governs with an eye on the 
future of health care and its effects on the District and patient care. 
The Board is committed to continuous evaluation, dedication to our 
mission, and improvements as a board.

Values

AGENDA

NORTHERN INYO HEALTHCARE DISTRICT
BOARD OF DIRECTORS REGULAR MEETING

December 17, 2025, 5:00 pm

The Board meets 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. 

TO CONNECT VIA ZOOM:  (A link is also available on the NIHD Website)
https://us06web.zoom.us/j/3257893484?pwd=VrgnzdFhLFICk7h6MlbfqehXlilrqm.1#success
Meeting ID: 325 789 3484
Password: 623576

PHONE CONNECTION:
(669) 444-9171
(253) 215-8782
Meeting ID: 325 789 3484

1. Call to Order at 5:00 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 

comments 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. 
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3. 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. 

a. Approval of minutes for November 19, 2025, Regular Board Meeting

b. Approval of minutes for December 5, 2025 Emergency Board Meeting

c. Approval of Policies and Procedures 

i. Accessibility and Labeling of Piped Med Gas System 

ii. Condition Code 44

iii. NIHD Antibiotic Stewardship Committee Charter 

iv. Water Management Plan (WMP) Prevention and Control Legionella and Other 

Waterborne Pathogens

v. Water Management Plan (WMP) Prevention and Control Legionella and Other 

Waterborne Pathogens

vi. Safe Injection Practices  

vii. Water Management Plan (WMP) Prevention and Control Legionella and Other 

Waterborne Pathogens 

viii. Water Management Plan (WMP) Prevention and Control Legionella and Other 

Waterborne Pathogens

d. RHC Reports, Policies, and Plans 

i. RHC Biennial Report FY 2021 to 2023

ii. RHC Biennial report FY  2023 to 2025

iii. RHC Emergency Preparedness Plan 2025

iv. RHC Policies 

4. New Business: 

a. Approval of Tentative Agreement between NIHD and American Federation of State, 

County, and Municipal Employees (AFSCME) Technical Unit – Action Item 

b. Approval of District Board Resolution 25-04 – Action Item 

c. Approval of Tentative Agreement between NIHD and American Federation of State, 

County, and Municipal Employees (AFSCME) RN Unit – Action Item 

d. Approval of District Board Resolution 25-05 – Action Item 

e. Slate of Officers 2026 – Action Item 

f. Chief Executive Officer Report
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i. Holiday Parade – Information Item 

ii. Ophthalmology Transition – Information Item 

iii. CHNA Update – Information Item 

iv. The Joint Commission Final Report Out – Information Item

g. Finance Committee 

i. NIH Financial Audit – Action Item 

ii. Waypoint Contract for SNF Partnership – Action Item 

iii. RCTMD Contract – Action Item 

iv. Financial & Statistical Reports (Board will consider the approval of these reports)

h. Governance Committee

i. Board Committee Restructure – Action Item 

i. Chief of Staff Report, Sam Jeppsen MD

i. Medical Staff Initial Appointments 12/17/2025 – 12/31/2026 – Action Item 

ii. Medical Staff Initial Appointments 12/17/2025 – 12/31/2026 – Proxy Credentialing

– Action Item 

iii. Additional Privileges 12/17/2025 – 12/31/2026 – Action Item 

iv. Medical Staff Reappointments 01/01/2026 – 12/31/2027 - Action Item

v. Medical Staff Reappointments 01/01/2026 – 07/01/2026 - Action Item

vi. Medical Executive Committee Meeting Report – Information Item 

j. Chief Medical Officer Report

i. RHC Biennial Report – Information Item 

k. Chief Financial Officer Report

i. Department Updates – Information Item 

5. General Information from Board Members (Board will provide this information) 

6. Adjournment

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

District Board meeting, please contact the administration at (760) 873-2838 at least 24 hours prior to the meeting. 
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CALL TO ORDER Northern Inyo Healthcare District (NIHD) Chair Turner called the meeting to 

order at 5:00 pm.  
 

PRESENT Jean Turner, Chair 
Melissa Best-Baker, Vice Chair 
David Lent, Secretary 
Laura Smith, Member at Large 
Maggie Egan, Director 
 
Christian Wallis, Chief Executive Officer 
Allison Partridge, Chief Operations Officer / Chief Nursing Officer 
Adam Hawkins, DO, Chief Medical Officer 
Alison Murray, Chief Human Resources Officer, Chief Business Development  
     Officer 
Andrea Mossman, Chief Financial Officer  
 

ABSENT 
 

Samantha Jeppsen, MD, Chief of Staff  
 

TELECONFERENCING Notice has been posted, and a quorum participated from locations within the 
jurisdiction.  
 

PUBLIC COMMENT Chair Turner reported that at this time, audience members may speak on any 
items not on the agenda that are within the jurisdiction of the Board.  

Public Comment:  
NIHD employees and community members spoke about wages, cost of living, 
and union negotiations, emphasizing difficulty affording housing and basic 
expenses, concerns about changes to holiday pay and PTO usage, and 
frustration with the pace and tone of bargaining. Several speakers referenced a 
planned unfair labor practice strike vote, urging Directors to approve a cost-of-
living adjustment and noting the risk of losing experienced nurses and technical 
staff to better-paying employers. 

Speakers also addressed recent and planned changes to orthopedic services and 
the status of Dr. Loy, sharing personal and professional stories about the 
importance of local orthopedic coverage, timely ER access for serious injuries, 
and the financial and clinical impact of transferring patients to other hospitals. 
Staff and community members described positive experiences with Dr. Loy and 
the orthopedic team, and expressed concern about the loss of local services and 
on-call coverage. One commenter thanked Directors for prioritizing staff and 
patient safety related to the Dr. Loy matter, while others urged reconsideration 
and alignment of separation timelines. 

Additional comments included concerns about administrative and executive 
compensation, perceived inequities between leadership and frontline staff, and 
the financial direction of the District, including questions about CEO salary, 
work expectations, and future bond obligations. Commenters also noted online 
information suggesting NIHD was in financial crisis, and asked that the District 
to address misleading search results and public perceptions. After confirming 
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there were no further in-person or online speakers, the Chair closed public 
comment. 
 

NEW BUSINESS  
 
CONSENT AGENDA  
 

 
 
Chair Turner called attention to the Consent Agenda. 
 
The following item was pulled from the consent agenda. 

 Patient Visit Registration Related to Accidents on Northern Inyo 
Healthcare District (NIHD) Property  

Staff then provided clarification on several remaining policies: 

1. October 15, 2025 Meeting Minutes 
i. Updated for minor corrections based on the supplemental memo, 

with no substantial changes. 
ii. The cost of the contract referenced in the CEO Report will be 

added to the October 15 minutes. 
2. October 15, 2025 Special Meeting Minutes 

i. Updated for minor corrections based on the supplemental memo, 
with no substantial changes. 

3. Medical Staff Department Policy – Surgery 
i. Clarification was provided regarding “re-entry,” confirming it 

applies to physicians who have been out of surgical practice for 
more than two years and must complete required steps before 
resuming practice. 

4. Processing Returned Mail 
i. Formatting correction: Item 4 will be changed to letter A. 

5. Processing United States Postal Service Mail 
i. Confidential mail is not opened and is routed appropriately; 

standard mail that includes a payment is directed to the correct 
department. 

6. Prevention of Catheter-Associated Urinary Tract Infections (CAUTIs) 
i. “Indwelling” was confirmed as the correct medical term, and 

redundancy in the infection prevention section will be removed. 

Motion by Best-Baker: approve the consent agenda with the modifications   
2nd: Lent 
Pass:4-0  
 

AD HOC COMMITTEE 
 

Director Lent presented the Ad Hoc Committee’s report regarding the Zone 1 
Board vacancy. He explained that the committee (Directors Turner and Lent) 
spent a full day reviewing six applications, interviewing candidates, and 
deliberating on their qualifications, including knowledge of NIHD, 
understanding of governance, alignment with the District’s mission, and ability 
to work collaboratively as part of a team. Following this process, the committee 
recommended Margaret “Maggie” Egan for appointment to the Zone 1 seat, 
noting her long-term experience at NIHD, familiarity with policy oversight and 
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strategic direction, calm and thoughtful demeanor, and commitment to serving 
the community. 

Public Comment:  
Speakers highlighted Egan’s experience with NIHD, familiarity with District 
processes, and professionalism, and expressed confidence that she would serve 
the District well. Comments also encouraged Directors that, if it chooses to 
adjust the vacancy-filling process in the future, it should consider using a three-
person interview panel consisting of two board members and one community 
member to avoid Brown Act limitations while enhancing fairness and 
transparency. 
 
Board Discussion:  
Director Smith expressed concern with the appointment process—specifically 
that only two board members conducted the interviews—and requested that the 
selection procedure be revisited by the Governance Committee for possible 
future changes. She emphasized that her concerns were with the process, not 
with Ms. Egan personally, and noted that several applicants brought strong 
skills and experience. Other Directors acknowledged the strength of the 
applicant pool, expressed support for Ms. Egan’s qualifications, and noted that 
the current process follows existing policy, which can be reviewed going 
forward. 
 
Motion by Best-Baker: appoint Margaret Egan to fill the Zone 1 vacancy on 
the Board of Directors   
2nd: Lent 
Pass: 4-0  
 
Egan took the oath of office in accordance with state requirements, affirming 
her commitment to support and defend the Constitutions of the United States 
and the State of California and to faithfully discharge the duties of a Board 
Director, by CEO Wallis. Upon completing the oath, Ms. Egan joined the 
Directors and assumed her seat for the remainder of the meeting. 
 

ACHD LETTER OF 
SUPPORT  
 

Turner reported that she will be stepping down from her position on the 
Association of California Healthcare Districts (ACHD) Board of Directors after 
nearly three years of service. She described the value of the role, noting that the 
ACHD Board consists of both trustees and CEOs and provides important 
legislative, policy, and rural-hospital advocacy updates. To ensure Northern 
Inyo Healthcare District maintains its representation at the state level, she 
recommended submitting a letter of support nominating CEO Wallis to fill the 
district’s seat. 
 
Public Comment: none 
 
Board Discussion: 
Directors discussed the time commitment required for ACHD board service. 
Turner explained that in-person obligations are limited to one trip during the 
annual conference and one strategic planning or evaluation session per year, 
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with all other meetings held via Zoom. Directors supported maintaining the 
district’s presence and engagement with the association. 
 
Motion by Best-Baker: nominate Christian Wallis to the ACHD Board. 
2nd: Lent 
Pass: 5-0  
 

CHIEF EXECUTIVE 
REPORT  
 

Five Star Bank 
 
CEO Wallis reported that, with District approval, the district transferred 
approximately $10 million from Eastern Sierra Bank to Five Star Bank between 
October 23 and 27. The move increased the district’s earnings from 0.5 percent 
to 4.2 percent interest. In the first seven days, the district earned $8,312 in 
interest at the new rate. When projected over a month, this reflects an estimated 
$30,000 to $33,000 in additional interest income, and between $350,000 and 
$400,000 annually. CEO Wallis noted that this financial strategy will 
significantly benefit the district and thanked Directors for their support. 
 
Public Comment: none 
 
Board Discussion: 
Directors thanked CEO Wallis for bringing forward the recommendation and 
noted that the increased interest revenue reflects strong financial stewardship 
and meaningful improvement in district resources. 
 

 IT Director Introduction  
CEO Wallis introduced Chad Henderson as the district’s new IT Director. Chad 
comes from Nebraska with more than 22 years of rural healthcare IT 
experience, including leadership in network stability, system evaluation, and 
long-term technology planning. He shared that his early focus at NIHD includes 
assessing all systems and software, stabilizing the network, and developing a 
three- to five-year IT strategy. CEO Wallis noted that Chad was pulled into an 
Incident Command meeting on his second day and helped resolve a major IT 
issue, showing strong leadership and quick adaptability. CEO Wallis also 
thanked IT Manager Kim Pham for stepping immediately into leadership after 
the prior director’s departure, identifying critical issues, and maintaining 
operations during the transition. 

Public comment: 
A community member asked about the previous IT Director. CEO Wallis 
confirmed that he accepted a position at the China Lake Naval Air Weapons 
Station to be closer to his family. 

Board Discussion: 
Directors welcomed Chad to NIHD and recognized the importance of 
experienced IT leadership, particularly given the district’s recent IT challenges 
and cybersecurity needs. 
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 CyberMaxx Update 

CyberMaxx provided a brief update on NIHD’s managed detection and 
response services, noting that the program is fully operational and actively 
monitoring threats 24/7. Representatives reviewed recent activity trends and 
emphasized their continued partnership with NIHD’s IT team to quickly 
investigate and contain potential risks. 

Public Comment: None 

Board Discussion: 
Directors expressed appreciation for the strengthened cybersecurity posture and 
reiterated the importance of maintaining strong protections given ongoing risks 
to healthcare systems. 
 

 CSDA Presentation 
CEO Wallis introduced CSDA as the statewide association supporting special 
districts with legislative updates, governance resources, policy templates, and 
training. CSDA Field Coordinator Erasmo Viveros highlighted available tools, 
including cost-saving programs, on-demand education, and the CSDA 
Communities forum, and noted plans to establish an Inyo–Mono chapter. 

Public Comment: none 

Board Discussion 
Directors expressed appreciation for the resources and agreed to ensure 
Directors and staff are fully enrolled to access CSDA trainings and materials. 
 

CHIEF HUMAN 
RESOURCES OFFICER  

Auxiliary Update  
Auxiliary President Karen Benson, accompanied by the Auxiliary treasurer, 
Laile Giansetto reported that the group’s primary mission remains raising funds 
to purchase equipment for the hospital. So far this year, members have 
contributed approximately 4,438 volunteer hours and generated about $8,490 
from the Holiday Boutique and related activities, with additional income 
expected from the early December wholesale sale and year-end donations. The 
Auxiliary purchased three new pieces of equipment for the hospital this year 
and anticipates receiving around $17,500 in grant funding. Benson noted 
ongoing challenges with aging and declining membership and difficulty 
recruiting younger volunteers, and shared that the group is exploring options 
such as at-home crafters and a greater focus on handmade items in the hospital 
gift shop, which currently operates three days a week from 10:00 a.m. to 2:00 
p.m. Directors and staff expressed strong appreciation for the Auxiliary’s work, 
recognizing that the group has funded more than $830,000 in equipment for the 
hospital over the years. 
 
Public Comment: none  
 
Board Discussion:  
Directors thanked the Auxiliary for its volunteer hours, long-standing support, 
and consistent equipment contributions. Directors expressed appreciation for 
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the boutique and gift shop efforts, acknowledged the challenges of volunteer 
recruitment, and emphasized their willingness to help identify new volunteers 
and promote Auxiliary activities when possible. 
 

 Foundation Update  
Foundation member Pete Watercott provided the update on behalf of the 
Northern Inyo Hospital Foundation, noting that the Board recently welcomed 
two new members, Joanne Parsons and John Marko, and continues active 
recruitment efforts. He emphasized the Foundation’s commitment to partnering 
closely with the Hospital Board and Administration—not acting 
independently—when determining what items to fundraise for. Watercott 
highlighted the Foundation’s ongoing support of the Care Shuttle program, its 
July two-day strategic planning session, and the fundraising goal of raising 
approximately $250,000 in 2026 through events such as a spring golf 
tournament, a possible gala, and a community concert featuring a military band 
to honor veterans. He also underscored the Foundation’s role in positive 
community engagement and in providing accurate information to the public, 
and invited Directors to attend Foundation meetings, held the second Tuesday 
of each month at noon, as well as upcoming events once dates are finalized. 
 
Public Comment: none 
 

GOVERNANCE 
COMMITTEE  
 

Governance Organization Alignment and CEO Performance: Jacob Green 
Contract 
Staff introduced the item by explaining that the CEO selection process naturally 
leads into establishing a formal CEO performance evaluation structure. Turner 
and Lent shared that, after attending the ACHD Annual Conference, they 
identified Jacob Green & Associates as a potential resource to support 
improved governance practices, board alignment, and development of clear 
expectations for the CEO. Staff noted that Jacob Green emphasized the 
importance of foundational elements—mission, vision, values, strategic goals, 
and board cohesion—which underpin any meaningful evaluation process. 

Public Comment: none  

Board Discussion: 
Directors discussed the importance of establishing clear expectations and board 
alignment before conducting the CEO’s first evaluation. While supportive of 
using a third-party facilitator to strengthen governance and improve cohesion, 
several directors raised concerns about timing and cost given recent 
expenditures and ongoing labor negotiations. Directors agreed it was not the 
right moment to proceed and recommended revisiting the proposal in early 
2026. 

Motion by Best-Baker: postpone action to a later date  
2nd: Smith  
Pass: 4-1 
Opposed: Turner  
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QUALITY COMMITTEE 
 

Quality Dashboard 
Quality Manager Feinberg presented the quarterly Quality Dashboard, 
summarizing performance across core quality and patient safety measures for 
the reporting period. She reviewed progress on key indicators, noted areas 
where targets were met, and identified measures requiring additional 
improvement work. Feinberg also outlined ongoing initiatives aimed at 
strengthening clinical consistency and enhancing reporting accuracy. 

Public Comment: None 

Board Discussion: 
Directors asked brief clarifying questions and expressed appreciation for the 
comprehensive quarterly review, noting the value of tracking trends over longer 
time periods to support sustained quality improvement. 
 

 Community Health Needs Assessment  
CEO Wallis reported that the Community Health Needs Assessment has 
launched in partnership with Ovation, with a major focus on broad community 
outreach to surpass the 670 responses received in the prior cycle. Ovation will 
compile survey and demographic data into a final report. Wallis also shared that 
NIHD is partnering with Southern Inyo Healthcare District, adding three 
additional survey locations to capture their community’s needs at no cost. Both 
districts are jointly promoting the survey to ensure strong participation across 
Inyo County. 
 
Public Comment: None 
 
Board Discussion:  
Directors expressed support and appreciation for the expanded effort and the 
partnership with Southern Inyo. 
 

FINANCE COMMITTEE Strategic Growth, Wipfli 
CEO Wallis reported that NIHD has begun the Wipfli strategic growth project, 
starting with an extensive two-month data-gathering phase across all 
departments. Wipfli will merge NIHD data with state datasets to analyze 
service gaps, provider needs, and patient leakage, producing a data-driven 
picture of the market. The results will guide future recruitment and strategic 
planning to keep more patients receiving care within the community. 
 
Public Comment: None 
 
Board Discussion:  
Directors expressed support for the structured, data-driven approach. 
 

 Financial and Statistical Report 
CFO Mossman presented first-quarter FY 2026 results, reporting a $4.7 million 
loss driven by lower inpatient admissions, reduced ER volume, fewer inpatient 
surgeries, and a 36% drop in billable observation hours following a required 
regulatory correction. Surgical volumes overall met budget due to strong 
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general surgery performance, though orthopedic surgical volume is still 
ramping up slower than anticipated under the Mammoth Orthopedic Institute 
contract. Expenses were only slightly over budget, with department leaders 
actively managing staffing, overtime, and cost centers. Cash decreased by $3.3 
million—less than the income-statement loss—due to favorable timing and 
stronger patient collections, with AR days improving to 62. Mossman also 
reviewed bond requirements, days cash on hand, and noted that upcoming IGT 
payments and the pending Employee Retention Credit are expected to 
significantly improve the District’s financial position later in the fiscal year. 
Directors asked questions and acknowledged both the challenges and recent 
improvements in revenue cycle and operational management. 
 
Public Comment: none 
 
Board Discussion:  
Directors discussed the continuing financial challenges, noting operating losses 
but acknowledging improved revenue-cycle performance and stronger 
departmental budget ownership. Directors also raised concerns about 
orthopedic call coverage and recent transfers, prompting clarification from 
leadership about efforts to restore comprehensive orthopedic services. 
 
Motion by Best-Baker: accept the Financial and Statistical Report 
2nd: Egan  
Pass: 5-0 
 

GENERAL INFORMATION 
FROM BOARD MEMBERS 
 

Directors expressed enthusiasm for the Community Health Needs Assessment, 
noting the value of conducting it jointly with Northern Inyo and Southern Inyo. 
Directors also highlighted the importance of the survey and offered to assist 
with outreach. Directors encouraged members to familiarize themselves with 
key metrics from the quality dashboard so they can confidently address 
community questions. 

Egan introduced herself and shared her professional background, noting her 
long career in healthcare and eagerness to learn the Board’s processes. Chair 
Turner welcomed her and explained the district’s structured onboarding 
process, with sessions beginning the following morning. Turner also reminded 
Directors of upcoming ACHD training requirements and shared conference 
dates for the next annual meeting. 
 

ADJOURNMENT 
 

Adjournment at 8:28 pm. 

 
 

______________________________ 
Jean Turner 

Northern Inyo Healthcare District  
Chair 
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Attest: ______________________________ 
David Lent 

Northern Inyo Healthcare District  
Secretary  
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SUMMARY MEETING 
MINUTES 

Summary meeting minutes are posted in the Northern Inyo Hospital Emergency 
Department and on the NIHD website, www.nih.org, for a period of 10 days 
following the Emergency Board Meeting held on December 5, 2025, in 
accordance with Government Code §54956.5(e). 
 

EMERGENCY BOARD 
MEETING NOTIFICATION  

The Emergency Board Meeting Notice was posted in the NIH ED on December 
4, 2025, at 5:00pm.  
 
The Emergency Board Meeting Notice was posted on the NIH website 
www.nih.gov on December 5, 2025, at 5:00 pm. 
 

EMERGENCY BOARD 
MEETING MEDIA 
NOTIFICATION  
 

NIH notified the following media sources via email and voicemail of the NIH 
Emergency Board Meeting on December 4, 2025, between 4:00 and 5:40 pm.  
 

Sierra Wave Media 
Inyo Register  

 
CALL TO ORDER Northern Inyo Healthcare District (NIHD) Board Chair Turner called the 

meeting to order at 10:00 am.  
 

PRESENT Jean Turner, Chair 
Melissa Best-Baker, Vice Chair 
David Lent, Secretary 
Maggie Egan, Treasurer 
Laura Smith, Member at Large 
 
Christian Wallis, Chief Executive Officer 
Allison Partridge, Chief Operations Officer / Chief Nursing Officer 
Adam Hawkins, DO, Chief Medical Officer 
Alison Murray, Chief Human Resources Officer, Chief Business Development  
     Officer 
Andrea Mossman, Chief Financial Officer  
 

TELECONFERENCING Notice has been posted and a quorum participated from locations within the 
jurisdiction.  
 

EMERGENCY MEETING  
 

The Board will consider and vote on a finding that the situation meets the 
criteria under Government Code §54956.5 for an emergency meeting. 

CEO Wallis expressed the following:  
We are convened today under the emergency meeting provisions of 
Government Code section 54956.5. Before the Board considers the required 
finding, I want to summarize the circumstances that led to this meeting and the 
basis for calling it on less than 24 hours’ notice. 

The District received a formal 10-day notice from AFSCME of its intent to 
initiate a strike beginning December 15th. A work stoppage at a hospital is 
expressly listed in section 54956.5 as an example of an ‘emergency’—that is, 
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an activity that may severely impair public health, safety, or the District’s 
ability to provide essential services. 

To ensure continuity of patient care, the District must immediately secure 
contingency staffing through agency contracts. These agencies require signed 
agreements, financial authorization, and confirmation of needs during normal 
weekday business hours in order to mobilize personnel. 

Because today is Friday, delaying the meeting by 24 hours would push 
execution of these agreements into the weekend, when agency business offices 
are closed. That delay would prevent the District from securing the staffing 
necessary to maintain safe operations during the strike period. 

Based on these time-sensitive operational and safety concerns, staff determined 
that prompt action was required and that giving 24-hour notice was not feasible 
without jeopardizing patient care. 

Public Comment: none 

Motion by Egan: to declare this an emergency board meeting 
2nd: Best-Baker 
Roll Call Vote:  
Turner: Yes  
Best-Baker: Yes  
Lent: Yes 
Smith: Yes 
Egan: Yes 
Pass: 5-0 
 

PUBLIC COMMENT Chair Turner reported that at this time, audience members may speak on any 
items on the agenda that are within the jurisdiction of the Board.  
 
There were no comments from the public. 
 

ADJOURNMENT TO 
CLOSED SESSION  
 

Adjournment to closed session at 10:04 am 
 

RETURN TO OPEN 
SESSION 
 

Called back to order at 12:05 pm 
 
Chair Turner reported that, in closed session, the Board took action by roll-call 
vote to unanimously approve the following:  
 

1. Authorize the CEO to execute a contingency workforce contract for 
strike coverage in an amount not to exceed $900,000. 

2. Authorize the CEO to exceed the District’s standard spending authority 
up to $100,000, with approval from the Board President, through 
December 31, 2025. The full Board will be notified as soon as possible 
of any expenditures made under this temporary authority. 
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ADJOURNMENT 
 

Adjournment at 12:06 pm. 
 

 
 

______________________________ 
Jean Turner 

Northern Inyo Healthcare District  
Chair 

 
 

Attest: ______________________________ 
David Lent 

Northern Inyo Healthcare District 
Secretary  
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NORTHERN INYO HEALTHCARE DISTRICT 
NON-CLINICAL POLICY AND PROCEDURE 

Title: Accessibility & Labeling of Piped Med Gas System EC.02.05.09 EP11
Owner: Maintenance Manager Department: Maintenance
Scope: Facilities
Date Last Modified: 09/26/2022 Last Review Date: 11/19/2025 Version: 2
Final Approval by: NIHD Board of Directors Original Approval Date: 12/16/2015

PURPOSE:
The hospital makes main supply valves and area shut-off valves for piped medical gas and vacuum systems 
accessible and clearly identifies what the valves control.

POLICY
It is the policy of Northern Inyo Healthcare District (NIHD) that all piped medical gas system shall be 
accessible and properly labeled in compliance with the NFPA 99-2012, Chapter 5.

PROCEDURE
1. All main supply valves and area control (shut-off) valves for piped medical gas and vacuum systems 

shall be accessible and clearly labeled.

2. Piping is labeled by stencil or adhesive markers identifying the gas or vacuum system, including the 
name of system or chemical symbol, color code (see NFPA99-2012: Table 5.1.11), and operating 
pressure if other than standard.

3. Labels are at intervals of 20 feet or less and are in every room, at both sides of wall penetrations and on 
every story traversed by riser.

4. Piping is not painted.

5. All medical gas systems shall be labeled per NFPA 99-2012, Chapter 5. Zone valve labeling shall include 
the exact rooms or areas that are served by the load side of the zone valve(s). Example: PACU Rooms 1,
2, 3, 5, 6.

6. Staff is trained about the locations of the applicable medical gas zone valves, which might be needed 
during emergencies. 

7. Shutoff valves are identified with the name or chemical symbol of the gas or vacuum system room or 
areas served, and caution not to use valve except in an emergency. 

8. Staff must know who is authorized to shut off during an emergency. The Respiratory Care Team, 
Maintenance or House Supervisor will assess the need if oxygen supply to the affected area should be 
discontinued.  Only the Respiratory Care Team is authorized to order a supply valve closed.  A member 
of the Respiratory Care Team will be responsible for closing the valve after ensuring all persons’ 
dependent on oxygen delivery systems are properly treated. NOTE: With the exception in Surgery areas 

1
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only, the Anesthesia personnel will turn off the oxygen. This information is located in the Fire Response 
Plan-Code Red. 

9. The accessibility of all shut-off valves, as well as the main control valves, shall undergo regular 
monitoring during environmental rounds to ensure no obstructions exist and a minimum 36-inch 
clearance is adhered to.

REFERENCES:
1. The Joint Commission CAMCAH Manual (July.-2022) EC.02.05.09 EP11
2. National Fire Protection Agency (NFPA) 99-2012, Chapter 5.

RECORD RETENTION AND DESTRUCTION: N/A

CROSS REFERENCED POLICIES AND PROCEDURES:
1. Accessibility & Labeling of Piped Med Gas System EC.02.05.09 EP11
2. Accessibility & Labeling of Piped Med Gas System EC.02.05.09 EP11
3. Accessibility & Labeling of Piped Med Gas System EC.02.05.09 EP11

Supersedes: v.1 Accessibility & Labeling of Piped Med Gas System EC.02.05.09 EP11

2
Accessibility & Labeling of Piped Med Gas System EC.02.05.09 EP11

Page 19 of 342



 

 
Page 1 of 3 

Condition Code 44 

NORTHERN INYO HEALTHCARE DISTRICT 
CLINICAL POLICY AND PROCEDURE 

 
 
 

Title: Condition Code 44 
Owner: DON Inpatient Services Department: Case Management 
Scope: Inpatient Departments 
Date Last Modified: 10/29/2025 Last Review Date: No Review 

Date 
Version: 2 

Final Approval by: NIHD Board of Directors  Original Approval Date:  
 
PURPOSE: 
The Centers of Medicare and Medicaid Services (CMS) established Condition Code 44 to address relatively 
infrequent occasions, such as late-night or weekend admission when case management is not staffed, when 
internal review subsequently determines that an inpatient admission does not meet hospital criteria and that the 
patient would have been registered under observation status under ordinary circumstances. In no case may a 
non-physician make a final determination that a patient’s stay is not medically necessary or inappropriate. 
However, CMS encourages and expects hospitals to employ case management staff to facilitate the application 
of hospital admission protocols and criteria, to facilitate communication between practitioners and Utilization 
Review (UR) Chair and to assist the Utilization Review Chair in the decision making process. Use of Condition 
Code 44 is not intended to serve as a substitute for adequate staffing of utilization management staff or for 
continued education of physicians and hospital staff about existing admission protocols. As education and 
staffing efforts continue to progress, the need for hospital to correct inappropriate admissions and to report 
Condition Code 44 should become increasingly rare. 
 
POLICY: 
Condition Code 44 is used in cases where the UR Chair or, if UR chair is unavailable, UR Committee member 
in conjunction with the attending provider determines that an inpatient admission does not meet the hospital’s 
inpatient criteria per Interqual or MCG. The hospital changes the beneficiary’s status from inpatient to 
observation status and submits an observation status claim for medically necessary Medicare Part B services 
that were furnished to the beneficiary, provided all of the following conditions are met:  

1. The change in patient status from inpatient to observation is made prior to discharge or release, while the 
beneficiary is still a patient of the hospital; and 

2. The hospital has not submitted a claim to Medicare for the inpatient admission; and 
3. A physician concurs with the decision made by the UR Chair or UR Committee member; and 
4. The physician’s concurrence with the decision made by the UR Chair or UR Committee member is 

documented in the patient’s medical record. 
 
A written notice regarding the change in the patient’s admission status must be provided to the hospital, patient, 
and physician responsible for the care of the patient no later than two days after the determination is made. 
 
Condition Code 44 is used by CMS to track and monitor these occurrences. The reporting of Condition Code 44 
on a claim does not affect the amount of the payment that would otherwise be made for a hospital observation 
status claim that did not require the reporting of Condition Code 44. 
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Condition Code 44 

Entries in the medical record cannot be expunged or deleted and must be retained in their original form. 
Therefore, all orders and all entries related to the inpatient admission must be retained in the record in their 
original form. If a patient’s status changes, the medical record, with complete orders and notes that indicate why 
the change was made, the care that was furnished to the beneficiary and the participants in making the decision 
to change the patient’s status, must be noted in the record. 
 
PROCEDURE: 
Medical Staff 
One of the requirements for the use of Condition Code 44 is physician concurrence with the determination that 
an inpatient admission does not meet the hospital’s admission criteria that the patient should have been 
registered as an observation patient. The physician responsible for the care of the patient must be consulted and 
allowed to present their views to the UR Chair or UR Committee Member to determine if the admission is not 
medically necessary. It may also be appropriate to include the practitioner who admitted the patient if this is a 
different person than the practitioner responsible for the care of the patient. 
 
When the physician responsible for the care of the patient concurs, then he/she must document in the medical 
record with a change in patient status order. In Cerner, this would be a PSO. This order must be entered by the 
admitting/attending physician. The order must indicate to change the patient status from inpatient to 
observation. 

Case Management 
The Case Manager (CM) will consult with the physician responsible for the care of the patient 
 
When the physician responsible for the care of the patient concurs with the UR Chair/UR Committee member 
decision that the patient status should be changed from inpatient to observation, the Case Manager will ascertain 
that the following conditions are met and fully documented in the medical record: 

1. The change in patient status from inpatient to observation is made prior to discharge or release, while the 
beneficiary is still a patient of the hospital; and 

2. The hospital has not submitted a claim to Medicare for the inpatient admission; and 
3. A physician concurs with the UR Chair/UR Committee member, and 
4. The physician’s concurrence with UR Chair/UR Committee member’s decision is documented in the 

patient’s medical record. 
5. A written notice regarding the change to the patient’s status will be given to the patient, to the provider, 

and a copy will be placed in the medical record. Additionally, Case Management will document in the 
medical record that the change has occurred. 
 

If all the above conditions are met and fully documented in the medical record, the Case Manager will notify 
Registration that patient status has been changed and record on shared spreadsheet with Revenue Cycle. 
Following this notification, Registration will provide the Medicare Outpatient Observation Notice (MOON) to 
the patient. 
 
If a UR committee member was consulted in place of the UR Chair and the physician responsible for the care of 
the patient does not concur with the decision of the UR committee member, the case will be forwarded to the 
UR Chair for review. If the UR Chair confirms that inpatient status is not appropriate, the determination 
regarding medical necessity is final. Condition code 44 will be applicable in this situation.  
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Condition Code 44 

 
REFERENCES: 
1. 42 Code Federal Register 482.12 & 482.30 
2. Medicare Claims Processing Manual, Chapter 1, sections 50.3.1 & 50.3.2 
3. Medicare Benefit Policy Manual, Chapter 6, Section 10 
 
CROSS REFERENCE POLICIES AND PROCEDURES: 
 
Supersedes: v.1 Condition Code 44 
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NIHD Antibiotic Stewardship Committee Charter 

NORTHERN INYO HEALTHCARE DISTRICT 

COMMITTEE CHARTER 

 

 

 

 

Title: NIHD Antibiotic Stewardship Committee Charter 

Owner: Manager Employee Health & Infection 

Control 

Department: Infection Prevention 

Scope: District Wide  

Date Last Modified: 07/25/2025 Last Review Date: No Review 

Date 

Version: 2 

Final Approval by: NIHD Board of Directors Original Approval Date: 07/17/2024 

 

COMMITTEE PURPOSE 

1. To comply with evidence-based guidelines or best practices by promoting the appropriate use of 

antimicrobials by selecting the appropriate agent, dose, duration and route of administration in 

order to improve patient outcomes, while minimizing toxicity and the emergence of antimicrobial 

resistance. 

2.  Serves as the foundation of the commitment to continuously improve antimicrobial stewardship 

practices at Northern Inyo Healthcare District (NIHD) and to monitor outcomes and antimicrobial 

use. 

 

COMMITTEE MEMBERSHIP  

In order to assure appropriate and quality utilization of antimicrobial agents The Antimicrobial 

Stewardship Committee has developed a multi-disciplinary team that consists of the following:  

1. Chief Executive Officer (s) (ad hoc) 

2. Physician: Chair 

3. Director of Pharmacy: Co-chair 

4. Medical staff representatives 

5. Clinical Microbiologist  

6. Infection Prevention staff member  

7. Quality Assurance and Performance Improvement  

8. Clinical Informatics and/or Information Technology (ad hoc) 

9. Pharmacy representative (ad hoc) 

10.  Nursing representative (ad hoc) 

11. Remote consultation services as needed ( ad hoc) 

12. Representatives from Sharp (ad hoc) 

 

Note: One individual may fulfill multiple roles within the subcommittee 

 

FREQUENCY OF MEETINGS 

The team meets quarterly no less than three times a year. If unable to meet, approval of documents must occur 

electronically and minutes recorded 
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NIHD Antibiotic Stewardship Committee Charter 

COMMITTEE GOALS  2025 

1. Update Neonatal Sepsis Order Sets, provider and nursing education. 

2. Create C-diff order sets, provider and nursing education.  

3. Provide patient education to inpatients discharged home on antibiotics on promoting appropriate 

antibiotic use 

4. Continued Monitoring of Mixed Flora Urine Culture Post-implementation.  

 

Note: For further details on annual goals see attachment in Antibiotic Stewardship Program Policy 

The following are the ongoing LONG-TERM/ONGOING goals for NIHD ASP plan: 

1. Minimize the development of antimicrobial resistance by selecting the appropriate antibiotics and 

eliminating redundant and unnecessary antibiotic use. 

2. Control of Clostridium difficile infections and the emergence of multi-drug resistant organisms 

(MDROs) 

3. Develop the ASP Team. Our team is committed to working on our intra-team communication and 

strengthening our team through internal development and team-building. 

4. Support the education of healthcare providers, partners and patients about antimicrobial stewardship 

practices, including antimicrobial resistance and appropriate antimicrobial use. 

5. Drive Performance with Data. To bring managers, clinicians and staff together to review antibiotic 

stewardship data and related clinical adverse occurrences to identify problems and make improvement. 

6. Collaboration/Partnerships. Develop relationships with external organizations. 

 

COMMITTEE RESPONSIBILITIES  

1. Developing, approving and overseeing the implementation of the Antibiotic Stewardship Program plan 

and related tactical/action plans. 

a. Review of processes pertaining to core strategies for conducting antimicrobial stewardship 

including  

 Prospective audit with intervention and feedback to the physician which may include but is 

not limited to provider education on antimicrobial resistance patterns, antimicrobial dosing, 

duration, spectrum of activity, compliance to national and institutional guidelines, etc.  

 Formulary restriction and pre-authorization requirements 

2. Evaluate and make recommendations for improvement to ASP plan and send to the Pharmacy & 

Therapeutics Committee for approval. 

3. The ASP Subcommittee is responsible to report at least annually to the following committees:  

a. Pharmacy & Therapeutics 

b. Infection Prevention Committee 

c. Quality Council 

d. Medical Staff  

e. Medical Executive Committee  

4. Establishing measurable objectives based upon priorities identified through use of established criteria for 

improving the ASP Program. 

5. Reporting to the Board of Directors on ASP activities of NIHD at least annually. 

 

RETENTION AND DESTRUCTION OF RECORDS 

     Keep at least three years or until next CDPH and Joint Commission Surveys 

Supersedes: v.1 NIHD Antibiotic Stewardship Committee Charter 
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NIHD Antibiotic Stewardship Program Plan 

NORTHERN INYO HEALTHCARE DISTRICT 

ANNUAL PLAN 
 
 
 

Title:  NIHD Antibiotic Stewardship Program Plan 
Owner: Manager Employee Health & 
Infection Control 

Department: Pharmacy 

Scope:  District Wide 
Date Last Modified: 
12/05/2025 

Last Review Date: No 
Review Date 

Version: 2 

Final Approval by: NIHD Board of Directors  Original Approval Date: 11/17/2016 
  

SECTION 1: INTRODUCTION 

The Antibiotic Stewardship Program (ASP) purpose is as follows: 

1. To comply with evidence-based guidelines or best practices by promoting the appropriate use of 
antimicrobials by selecting the appropriate agent, dose, duration and route of administration in 
order to improve patient outcomes, while minimizing toxicity and the emergence of antimicrobial 
resistance. 

2.  Serves as the foundation of the commitment to continuously improve antimicrobial stewardship 
practices at Northern Inyo Healthcare District (NIHD) and to monitor outcomes and antimicrobial 
use. 

SCOPE OF SERVICE AND AUTHORITY 

1. The scope of this plan will include all patient care services. 
2. The NIHD Board of Directors delegates the development, implementation and evaluation of the ASP 

plan to, Antibiotic Stewardship Committee, the Medical Staff and the District and is ultimately 
responsible for the quality of patient care and services provided. 

3. The NIHD Chief Executives delegates ASP activities to executive committees. The Northern Inyo 
Healthcare District delegated Medical Staff member and Pharmacy Department are charged with 
participating in the Antibiotic Stewardship Plan to achieve quality patient care and compliance with 
regulatory/accreditation organizations.  

4. Medical Staff members will contribute to all ASP activities through Medical Staff Service 
committees, project team activities and by assuming leadership roles, as necessary, in ASP processes 
and activities. The ASP Committee is a sub-committee of the Pharmacy & Therapeutics Committee. 

5. The following ASP Plan serves as the foundation of the commitment of NIHD to continuously 
improve the use of antimicrobials and related patient outcomes. 

DEFINITIONS AND PRINCIPLES 

Antimicrobial Stewardship:  Is a coordinated program that ensures the optimal selection, dosage, and duration 
of antimicrobial treatment that results in the best clinical outcome for the treatment or prevention of infection, 
with minimal toxicity to the patient and minimal impact on subsequent resistance 

Antimicrobial Stewardship Program:  Is coordinated through a subcommittee which is a multi-disciplinary 
workgroup that reports through Pharmacy and Therapeutics or a similar hospital committee and is charged with 
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the responsibility of promoting optimal antimicrobial utilization. The team meets quarterly, no fewer than three 
times a year. If unable to meet, approval of documents must occur electronically and minutes must be recorded.  

_______________________________________________________________________________ 

ANTIMICROBIAL MANAGEMENT PRINCIPLES 

Antibiotic stewardship takes a systematic approach based on the following principles. 

1. Therapeutic decisions regarding the prescription of antimicrobials will be based on best available 
evidence.  

2. Prescribed antimicrobials will be of the narrowest spectrum possible for achieving the intended 
effect. 

3. Dosage, route and frequency of prescribed antimicrobials will be appropriate for the individual 
patient, as well as the site and type of infection. 

4. The duration of antimicrobial therapy will be defined and/or regularly reviewed (based on 
evidence-based guidelines and clinical improvement) 

5. Monotherapy is used in most indications, where clinically appropriate. 
 

CORE ELEMENT 1: LEADERSHIP COMMITMENT 

In order to assure appropriate and quality utilization of antimicrobial agents the Antimicrobial Stewardship 
Committee has developed a core multi-disciplinary team that consists of the following:  

1. Chief Executive Officer (s) (ad hoc) 
2. Physician: Chair 
3. Director of Pharmacy: Co-chair 
4. Medical staff representatives 
5. Clinical Microbiologist  
6. Infection Prevention/Employee Health Manager  
7. Quality Assurance and Performance Improvement  
8. Clinical Informatics and/or Information Technology (ad hoc) 
9. Pharmacy representative (ad hoc) 
10.  Nursing representative (ad hoc) 
11. Remote consultation services as needed ( ad hoc) 
12. Representative from Sharp (ad hoc) 
 

CORE ELEMENT 2: ACCOUNTABILTIY/RESPONSIBILITES TEAM & COMMITTEE 

The Antibiotic Stewardship Committee responsibilities: 

1. Developing, approving and overseeing the implementation of the Antibiotic Stewardship Program 
plan and related tactical/action plans. 

2. Evaluate and make recommendations for improvement to ASP plan and send to the Pharmacy & 
Therapeutics Committee for approval. 

3. The ASP Subcommittee is responsible to report to the following committees:  
a. Pharmacy & Therapeutics 
b. Infection Prevention Committee 
c. Quality Council 
d. Medical Staff  
e. Medical Executive Committee  
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4. Establishing measurable objectives based upon priorities identified through use of established 
criteria for improving the ASP Program 

5. Reporting to the Board of Directors on ASP activities of NIHD at least annually 
        

  Pharmacy and Therapeutics Committee:  

 Provide feedback and approve antibiotic stewardship strategies recommended by the ASP 
Committee 

 Provide Drug Expertise related to antibiotic use and resistance  
 Provide feedback and approve NIHD antibiogram reporting 
 Provide feedback and approve Antibiotic Stewardship Program performance measurement systems. 

 
   Infection Preventionist and Control Committee:  

 Provide feedback on antibiogram reporting. 
 Provide feedback and approve infection control strategies, including strategies that contribute to 

antibiotic stewardship. 
 Provide feedback and approve infection control performance measurement systems. 

    
Quality Council:  

  Provide feedback and collaboration with performance measurements. 
 

MULITDISPLINARY TEAM RESPONSIBILITES 

  Board of Directors responsibilities: 

 Supporting and guiding implementation of ASP activities at NIHD 
 Reviewing, evaluating and approving the ASP plan annually 

   Chief Executive Officer (s) responsibilities: 

 Support antibiotic stewardship activities financially and through planned coordination and 
communication of the results of measurement activities related to initiatives. Leaders, through a 
planned and shared communication approach, ensure the Board of Directors, staff, recipients and 
family members have knowledge of and input into ongoing ASP initiatives, as a means of 
continually improving performance. 

    Physician Chair has the following responsibilities 

 Provides oversight of ASP Committee functions including development and implementation of ASP 
based on nationally recognized guidelines. 

 Monitor and improve the use of antibiotics.  
 Communicate and collaborate with District medical staff, nursing, pharmacy, leadership, infection 

prevention, and quality departments.  
Provide education to medical staff, pharmacy, and nursing staff on the practical applications of 
antibiotic stewardship guidelines, and polices.  

 Pharmacy Co-Chair and Pharmacists  

 Daily monitoring of patients receiving selected antimicrobials. 
 Daily monitoring of microbiological data. 
 Collect and document accurate drug allergy history 
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 Renal dosing of antimicrobials.  
 Provides guidance on antimicrobial selection in accordance with antibiogram and with consideration 

of infection source and diagnosis. 
 Collaborate with physicians regarding adjustment of antimicrobial therapy related to the following 

the “4D’s” of optimal antimicrobial therapy: 
o Right Drug 
o Right Dose 
o De-escalation to pathogen directed therapy 
o Right Duration of therapy 

 Provides education to practitioners, staff, and patients on the antimicrobial stewardship program, 
which may include information about resistance, antibiotic restrictions, and optimal prescribing. 

Physicians have the following responsibilities: 

 Prescribe appropriate antibiotics. 
 Provides monitoring of patients receiving antimicrobials, as specified by ASP policies and 

procedures. 
 Ensure proper techniques when collecting cultures. 
 Collect and document accurate drug allergy history. 

Microbiologists have the following responsibilities: 

 Provides guidance on the proper use of tests and the flow of results. 
 Collaborates with clinicians to ensure that lab reports present data in a way that supports optimal 

antibiotic use. 
 Contributes to antibiogram development and education. 
 Educates healthcare workers on the proper use, ordering and interpretation of laboratory results. 

Infection Prevention have the following responsibilities: 

 Coordinates District-wide data collection and reporting for infection control data to external agencies 
and internal departments and committees, as appropriate. This data may include metrics relevant to 
the ASP, such as C. difficile infections. 

 Collaborate with healthcare personnel to achieve highly compliant standard and transmission-based 
precautions practices aimed at preventing cross transmission of pathogens. 

 Promote hand hygiene. 
 Monitor Multi-drug resistance organism’s patterns. 
 Provides education to practitioners, staff, and patients on the antimicrobial stewardship program, 

which may include information about resistance and antimicrobial use. 
 Develop and implement care bundle checklists to reduce the risk of developing device or procedure-

related infections. 
 Incorporate stewardship activities into the annual infection prevention risk assessment, based on 

facility antibiogram, outbreak investigations, and antimicrobial/microbe focus reviews. 
Nurses responsibilities 

 Prepare, administer prescribed antibiotics, and monitor drug side effects.  
 Ensure proper techniques when collecting cultures. 
 Ensure patient is in correct transmission-based precautions.  
 Educate patients and family on antibiotic use.  
 Prompt discussion of antibiotic treatment, indication, and duration. 
 Educate patients, visitors, and staff on importance of hand hygiene.  
 Collect and document accurate drug allergy history. 
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     Clinical Informatics and Information Technology have the following responsibilities: 

 Assist with integration of IT/Informatics ASP related system changes into work processes. 
 Incorporation of ASP clinical decision support systems into Electronic Health Records (HER) or 

other Information Technology systems. 
 Incorporation of ASP related clinical pathways/guidelines into EHR/CPOE or other IT systems. 

Quality Assurance & Performance Improvement Department has the following responsibilities: 

 Collaborate with ASP team members to help develop data collection and reporting plans ASP 
metrics and scorecards/dashboards. 

 Work collaboratively with ASP team members, providers, and staff when ASP issues are identified.  
Remote Consultation Services has the following responsibilities: 

 Provide clinical guidance on antibiotic use. 

CORE ELEMENT 3: DRUG EXPERTISE  

Appoint pharmacists, ideally as the coleader of the ASP, to help lead implementation efforts to improve 
antibiotic use. See above Provider Champion, Pharmacist, and Pharmacy Therapeutic Committee 
responsibilities. 

CORE ELEMENT 4: ACTION 

The Antibiotic Stewardship Subcommittee develops relationships and collaborates with external partners such 
as remote consultation services and infectious disease providers. Provide prospective audit with intervention 
and feedback to the physician, which may include but is not limited to provider education on antimicrobial 
dosing, duration, antibiotic resistance patterns, and compliance with national and institutional guidelines.  

CORE ELEMENT 5: TRACKING  

 Monitor antibiotic prescribing and resistance patterns utilizing the below:  

 Annual Antibiogram 
 NHSN Antibiotic Use (AU) and Antibiotic Resistance (AR) Module 

CORE ELEMENT 6: REPORTING 

Report at least annually information on antibiotic use and resistance to prescribers, pharmacists, nurses, and 
hospital leadership at the below committees.  

 Pharmacy and Therapeutics  
 Infection Prevention  
 Quality Council 
 Medical Staff 
 Medical Executive 
 Board of Directors 

CORE ELEMENT 7: EDUCATION 

Provide education to prescribers and other relevant staff regarding evidenced-based guidelines or best practices 
including antimicrobial management should occur upon hire and at minimum annually thereafter. Examples of 
education could include the following:  

 Electronic Learning Management System 
 Medical Staff committee meetings 
 Web-based training 
 One-on-one training 
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 Talking Points 
 Resources available NIHD intranet 
 Department meetings 

 
ANTIBIOTIC STEWARDSHIP ANNUAL AND ONGOING PLANS 

ANNUAL ANTIBITOICS STEWARDSHIP PLAN/GOALS (SEE ATTACHMENT) 

The ASP Committee identifies and defines goals and specific objectives to be accomplished each year.  

ONGOING GOALS & OBJECTIVES  

The following are the ongoing LONG-TERM goals for NIHD ASP plan: 

 Minimize the development of antimicrobial resistance by selecting the appropriate antibiotics and 
eliminating redundant and unnecessary antibiotic use. 

 Control of Clostridium difficile infections and the emergence of multi-drug resistant organisms 
(MDROs). 

 Develop the ASP Team. Our team is committed to working on our intra-team communication and 
strengthening our team through internal development and team-building. 

 Support the education of healthcare providers, partners and patients about antimicrobial stewardship 
practices, including antimicrobial resistance and appropriate antimicrobial use. 

 Drive Performance with data to bring managers, clinicians and staff together to review antibiotic 
stewardship data and related clinical adverse occurrences to identify problems and make improvement. 

 Collaboration/Partnerships. Develop relationships with external organizations. 
 

REFERENCES: 

1. Centers for Disease Control and Prevention. (2020). Implementation of Antibiotic Stewardship Core 
Elements at Small and Cortical Access Hospitals. Retrieved from https://www.cdc.gov/antibiotic-
use/core-elements/small-critical.html  

2. Centers for Disease Control and Prevention. (2023). Core Elements of Hospital Antibiotic Stewardship 
Program. Retrieved from https://www.cdc.gov/antibiotic-use/core-elements/hospital.html 

3. Centers for Medicare & Medicaid Services (CMS).  7/6/2022. Infection Prevention and Control and 
Antibiotic Stewardship Program Interpretive Guidance Update. Retrieved from 
https://www.cms.gov/medicareprovider-enrollment-and-certificationsurveycertificationgeninfopolicy-
and-memos-states-and/infection-prevention-and-control-and-antibiotic-stewardship-program-
interpretive-guidance-update  

4. The Joint Commission. (January 2024). Standards and Elements of Performance. Retrieved from 
https://e-dition.jcrinc.com/ASearch.aspx 

 Infection Control IC.01.01.01:  The critical access hospital identifies the individual(s) 
responsible for the infection prevention and control program. EP 4  

 Leadership LD.01.03.01 EP 27: The governing body is ultimately accountable for the safety and 
quality of care, treatment, and services. 

 Medication Management MM.09.01.01 EP 10-21:   The critical access hospital establishes 
antibiotic stewardship as an organizational priority through support of its antibiotic 
stewardship program. 

CROSS REFERENCED POLICIES AND PROCEDURES: 
1. Quality Assurance & Performance Improvement (QAPI) Plan 
2. Medication Dosing in Renal Failure 
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3. Medication Reconciliation 
4. Plan to Eliminate or Substantially Reduce Medication-Related Errors (MERP)  
5. Infection Prevention Plan  
6. Adult Vancomycin Dosing 
7. Medication Dosing in  Renal Failure 
8. Pharmacist Clinical Interventions 
9. Formulary System 
10. Multidrug Resistant Organism (MDRO) Control Plan 

 
 
RECORD RETENTION AND DESTRUCTION: 
 Keep at least three years or until CDPH and Joint Commission Surveys 

 

Supersedes: v.1 NIHD Antibiotic Stewardship Program Plan 
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NORTHERN INYO HEALTHCARE DISTRICT 
NON-CLINICAL POLICY 

 
 

 
Title:  Nondiscrimination Policy  
Owner:  Compliance Officer Department: Compliance 
Scope: District Wide 
Date Last Modified: 
08/14/2025 

Last Review Date: No 
Review Date 

Version: 4 

Final Approval by: NIHD Board of Directors  Original Approval Date:09/15/2010 
 
PURPOSE: 

To assure compliance with Title VI of the Civil Rights Act of 1964, Section 504 of the Rehabilitation Act of 
1973, Title IX of the Education Amendments of 1972, and the Age Discrimination Act of 1975 and any future 
federal or state laws defining and prohibiting discrimination. 

POLICY: 

1. No person seeking services at Northern Inyo Healthcare District (NIHD) shall, on the basis or ground of 
race, color, sex (gender), sexual orientation, gender identity, age, language, culture, socioeconomic 
status, religion or national origin, be excluded from admission to NIHD, or excluded from any services 
provided by NIHD, or be otherwise subjected to discrimination in the admission to or provision of those 
services. 

2. No persons with mental and/or physical disability shall, solely by reason of his/her disability, be 
excluded from admission to NIHD, or excluded from any services provided by NIHD, or be otherwise 
subjected to discrimination in the provision of those services, or be excluded from participation in, be 
denied the benefits of, or be subjected to discrimination under any program or activity provided by 
NIHD. 

3. NIHD employees or qualified applicants are considered for all positions without regard to race, color, 
religion, culture, sex, pregnancy, childbirth, or related medical conditions, gender, gender identity, 
gender expression, national origin, ancestry, physical disability, mental disability, age, medical 
condition, genetic information, marital status, military and veteran status, sexual orientation, physical or 
mental disability, or any other basis protected by federal, state, or local laws. 

4. Patients and Employees will be afforded reasonable accommodations within the available resources of 
the District in order to make the provision of services safely and conveniently accessible to an individual 
with the full intention that all persons be afforded the rights and benefits associated with the District. 

 
REFERENCE: 

1. California Hospital Association Record and Data Retention Schedule (2018). 
2. The Joint Commission (CAMCAH Manual) (Jan. 1, 2022) RI.01.01.01 EP 4, 6, 9 & 29. 
3. Patient Protection and Affordable Care Act; Section 1557 (2010). 
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RECORD RETENTION AND DESTRUCTION: 
Employee and applicant records will be maintained by NIHD Human Resources Department for duration of 
employment, plus six (6) years. 
Employees not entitled to pension, must have payroll records maintained for fifteen (15) years post separation. 
Employees entitled to pension, must have payroll records maintained for the life of the employee plus six (6) 
years. 
 
CROSS REFERENCED POLICIES AND PROCEDURES: 

1. Patient Rights 
2. Rights of Swing Bed Patients 
3. Visitation Rights 
4. InQuiseek – Non-Discriminatory Policy 

 
Supersedes: v.3 Nondiscrimination Policy 
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Safe Injection Practices 

NORTHERN INYO HEALTHCARE DISTRICT 
CLINICAL POLICY AND PROCEDURE 

 
 
 

Title: Safe Injection Practices 
Owner: Manager Infection Prevention/Employee 
Health 

Department: Infection Prevention 

Scope: District Wide 
Date Last Modified: 6/20/2025 Last Review Date: 7/15/2018 Version: 2 
Final Approval by: NIHD Board of Directors  Original Approval Date:  

 
PURPOSE:  

To ensure the safe administration of injectable medications by minimizing the risk of transmission of infectious diseases, 
needlestick injuries, and other injection-related complications in accordance with Joint Commission, CDPH, and 
Cal/OSHA standards. This policy is designed to protect patients and healthcare workers and promote adherence to 
evidence-based infection prevention practices.  

SUPPORTIVE DATA: 

 Unsafe injection practices have been a known cause of healthcare-associated infections (HAIs), 
including outbreaks of HIV, hepatitis B and C viruses. 

 CDC data show that improper use of syringes, vials, and drug preparation areas contributes significantly 
to patient morbidity. 

 Cal/OSHA reports needlestick injuries as one of the most common occupational hazards in healthcare 
settings. 

POLICY: 

All healthcare personnel who administer injectable medications must follow standardized safe injection practices that 
meet the regulatory requirements. These practices apply in all settings where injections are administered, including 
inpatient, outpatient, surgical, and emergency care areas.   

Key requirements include:  

 Use of aseptic technique for medication preparation and injection. 
 Use of single-dose vials whenever possible, multi-dose vials must be used only when necessary 

and stored appropriately. 
 No reuse of needles or syringes under any circumstance. 
 Proper disposal of sharps in puncture-resistant, labeled sharps containers. 
 Mandatory use of engineering controls (e.g., safety-engineered sharps) and personal protective 

equipment (PPE). 
  Immediate response, documentation, and reporting of exposure incidents or unsafe practices. 

 
PROCEDURE: The following procedures apply to the use of needles, vials, cannulas that replace needles, and 
intravenous delivery systems.  
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Safe Injection Practices 

Preparation of Injections:  

 Perform hand hygiene before medication preparation and administration. 
 Use a clean, designated medication preparation area that is free from contamination risk. 
 Prepare injections using aseptic technique and only in sterile conditions. 
 Pre-drawn medications must be labeled properly  

Use of Vials: 

 Single-dose vials: Use for one patient only. Discard any remaining medication. 
 Multi-dose vials: Use only when single-dose is not available. Label with the date opened and discard 

according to manufacturer’s instructions or within 28 days, whichever is shorter. 
 Do not store multi-dose vials in patient treatment areas. 
 Discard multi-dose vials if sterility is compromised or questionable.  

Needle and Syringe Use:  

 Always use a new sterile needle and syringe for each injection and entry into a medication vial. 
 Never reuse a syringe, even if the needle is changed. 
 Do not administer medications from a single syringe to multiple patients, even if the needle is 

changed. 
 Wipe the rubber septum with alcohol prior to piercing.  
 Prefilled saline flushes can only be used for flushing and locking vascular devices. 

Injection Administration:  

 Clean the injection site on the patient’s skin with 70% alcohol and allow to dry before injection. 
 Use appropriate PPE (e.g., gloves) during administration. 

IV Administration Sets:  

 Use fluid infusion and administration sets (i.e., intravenous bags, tubing and connectors) for one 
patient only and dispose appropriately after use. Once it has been used to enter or connect to a 
patient's intravenous infusion bag or administration set, consider a syringe or needle/cannula 
contaminated. 

 Do not use bags or bottles of intravenous solution as a common source of supply for multiple 
patients. 

Disposal of Sharps:  

 Dispose of used needles and syringes immediately after use in a sharps disposal container. 
 Do not recap needles unless using a mechanical device or one-handed technique. 

Exposure and Incident Reporting:  

 In case of needlestick or exposure to bodily fluids, initiate first aid immediately. 
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Safe Injection Practices 

 Report the incident to the supervisor and complete appropriate documentation (e.g., Cal/OSHA Form 
301). 

 Follow the organization's bloodborne pathogen exposure protocol, including medical evaluation. 

Staff Training and Compliance:  

 Staff must complete annual training on safe injection practices and bloodborne pathogen standards. 
 Infection prevention team will perform periodic tracers and provide feedback. 

 

REFERENCES: 

1. Ambulatory Surgery Center (ASC) Quality Collaboration. Site accessed 7/25/2025. Safe Injection 
Practices Toolkit. Retrieved from https://ascquality.org/toolkits/safe-injection-practices/. 

2. California Department of Public Health (CDPH). (2019). Injection Safety Information for Healthcare 
Providers and Public Health Departments. Retrieved from 
https://www.cdph.ca.gov/Programs/CHCQ/HAI/Pages/InjectionSafetyInfoForHCP_PublicHealthDpt.as
px  

3. California Division of Occupational Safety and Health (Cal/OSHA). (Site Accessed July 25, 2025) 
Bloodborne Pathogens Standard (Title 8 CCR §5193). Retrieved from  
https://www.dir.ca.gov/title8/5193.html  

4. California Hospital Association. (2018). Record and Data Retention Schedule. Retrieved from 
file:///H:/Public/CHA/CHA%20Record%20and%20Data%20Retention%20Schedule%202018.pdf  

5. Centers for Disease Control and Prevention. (2024). Safe Injection Practices and Your Health.. 
Retrieved from https://www.cdc.gov/injectionsafety/  

6. Centers for Medicare and Medicaid Services. (7-21-23)State Operations Manual 42 CFR 416.51 (a). 
Retrieved from https://www.cms.gov/Regulations-and-
Guidance/Guidance/Manuals/downloads/som107ap_l_ambulatory.pdf  

7. The Joint Commission (July 2025). Infection Control IC.04.01.01 EP 2 & 3. The critical access 
hospital has a hospital wide infection prevention and control program for the surveillance, 
prevention, and control of health care–associated infections (HAIs) and other infectious diseases. 
2Retrieved from https://e-dition.jcrinc.com/MainContent.aspx  

 

RECORD RETENTION AND DESTRUCTION: 
1. Sharps Injury Log Must keep at least 5 years. 
2. Employee Health Records Duration of employment plus 30 years.  

 
CROSS REFERENCE POLICIES AND PROCEDURES: 

1. Administration of Drugs and Biologicals  
2. Bloodborne Pathogen Exposure Control Plan 
3. Intravenous Medication Policies 
4. Medication/Solution Transfer to Sterile Field 
5. Medical/Biohazardous Waste Management Plan 
6. Standard Precaution Lippincott Procedures 
7. Blood Borne Pathogen Exposure- Initial Evaluation of NIHD HCW 
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Supersedes: v.1 Safe Injection Practices 
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Trophon® Environmental Probe Repressor (EPR) 

NORTHERN INYO HEALTHCARE DISTRICT 
CLINICAL POLICY AND PROCEDURE 

 
 
 

Title: Trophon® Environmental Probe Repressor (EPR) 
Owner: Manager Employee Health & Infection 
Control 

Department: Infection Prevention 

Scope: Ultrasound, Perinatal, RHC Women’s Clinic, Emergency Department, Infection Prevention 
Date Last Modified: 12/05/2025 Last Review Date:    6/22/2023 Version: 3 
Final Approval by: NIHD Board of Directors  Original Approval Date: 09/20/18 

 
PURPOSE:  

To provide guidance for achieving high-level disinfection (HLD) using the Trophon® EPR, in accordance with 
the manufacturer’s recommendations and applicable infection control guidelines. The Trophon® EPR is 
designed to perform high-level disinfection of ultrasound transducers that come into contact with mucous 
membranes, non-intact skin, sterile tissue, or the bloodstream. 
 
Examples of transducer classifications: 

 Semi-critical devices: Transducers that contact mucous membranes or non-intact skin (e.g., transvaginal, 
transrectal, or intraoperative probes) 

 Critical devices: Transducers that contact sterile tissue or the bloodstream (e.g., those used during sterile 
procedures) 

POLICY: 

1. High Level Disinfection of the ultrasound probes will be performed after each patient use to ensure it is 
properly sanitized for the next patient. 

2. Trophon EPR system will be used only by trained healthcare professionals.  
3. The Trophon EPR system will be used according to manufacturer’s safe operation 
4. Trophon EPR system and user training will be completed upon hire and annually. District Education to 

assign in Relias.  
5. Personal Protective Equipment (PPE) required: gloves and standard precautions 
6. The Chemical indicator chart and Trophon EPR user chart must be posted where the Trophon is being 

utilized. 
7. The Trophon® EPR must be left connected to power and switched ON at all times. 

 

DEFINTION: 

1. High-Level Disinfection: Destruction/removal of all microorganisms except bacterial spores 
 

BACKGROUND: 

High-level disinfection is the minimal requirement for semi-critical items as outlined by the Spaulding 
Classification System and the Centers for Disease Control and Prevention (CDC).  Semi-critical items are those 
items that have been exposed to non-intact skin or mucous membranes and should receive a minimum of HLD. 
High level disinfection must be performed by staff members who have had appropriate training and can 
demonstrate competency in performing HLD.   

Page 39 of 342



 

2 
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DISINFECTION PROCESS: 

At the beginning of the cycle, the Trophon® EPR creates an aerosol of concentrated hydrogen peroxide. This is 
quickly and evenly distributed over the surface of the probe, including very small crevices. This process 
provides thorough, high level disinfection of the shaft and the handle of the probe. The device breaks down the 
hydrogen peroxide into small particles of water and oxygen, and then safely vents them into the external 
environment. The only required personal protective equipment for this HLD process is clean gloves. 

PROCEDURE: 

1. PREPARING AND POSITIONING THE PROBE: 
 Don gloves  
 The probe must be pre-cleaned and dried BEFORE the HLD process can commence in the 

Trophon® EPR.  
o Use the probe manufacturer's Instructions for Use (IFU) and an approved cleaning and 

disinfecting product. 
o Before placing the probe into the Trophon system, ensure it has been thoroughly dried using 

a low-lint or lint-free wipe and that there is no visible debris.  
 A chemical indicator must be used for each disinfection cycle and can only be used one time. A 

chemical indicator shall be placed into the holder on the floor of the device chamber.  
 Load Probe and Indicator screen message will be displayed when Trophon EPR system is ready.  
 Open chamber door, and use the two clamps to hold the probe securely to the chamber 
 After correctly loading the probe into the chamber the door will automatically lock at the start of the 

HLD cycle. Note: If door not properly closed a “Close Chamber Door” message will be displayed.   
2. DISINFECTING THE PROBE SCREEN MESSAGE  

 If the probe has been pre-cleaned and dried press YES and then Press Start 
 If the probe has not been pre-cleaned and dried press NO, remove probe, clean and dry with 

approved alcohol-free cleaning disinfecting wipe. Reload probe into chamber 
 High Level Disinfection process will take 7 minutes to complete.   

3. REMOVING THE PROBE: 
 When the cycle has been completed, the Trophon will sound an audible alarm. Put on gloves and 

follow the screen instruction message 
o Message 1 Cycle complete, remove and wipe probe  
o Message 2:  Attention wear gloves and wipe probe. (This message indicates that some 

hydrogen peroxide may not be broken down and extra care should be taken when removing 
the probe.  

o Immediately remove the used Chemical Indicator from the Trophon and verify the color 
change against the chart on the Chemical Indicator carton. Discard Indicator. Record the 
result using the printer and label.  

  

                 Sample label: 

Page 40 of 342



 

3 
Trophon® Environmental Probe Repressor (EPR) 

   

# 10 Notes (manual entry field) to include patients Medical Record Number  

 

 Remove the probe carefully using minimal contact after the cycle is complete. Avoid touching the 
probe against the chamber’s hot surface. 

 Wipe the probe with a clean, low-lint or lint-free, absorbent, single-use, dry cloth/ wipe. Visually 
inspect the probe and ensure any disinfectant residue present is removed. 

 If a pass was verified by the Chemical Indicator color AND the Trophon screen displayed cycle 
complete, the HLD has been successful. If one or both of these items do not occur, repeat HLD cycle 
beginning at procedure Step 1 

NOTE: After HLD cycle completion, the Trophon performs a rapid cooling cycle until the probe is 
removed from the chamber to prevent overheating of the probe. If the probe is not removed immediately 
this will increase the warm-up time required by the subsequent cycle. It is therefore recommended to 
remove the probe as soon as possible after HLD cycle has been completed.  

   
4. REMOVING AND DISPOSING OF USED DISINFECTANT CARTRIDGES 

 NOTE:  Cartridges are punctured at the top and on the side near the bottom when the cartridge door is 
closed and locked. A small amount of disinfectant may remain in the cartridge, even when it has been fully used. 
Follow the instructions carefully to avoid injury.  
 

1. Removing the Cartridge 
 Wear gloves 

Screen message: REPLACE THE CARTRIDGE AND CLOSE CARTRIDGE DOOR 
NOTE: Cartridge door opens automatically. DO NOT Force the cartridge door open. 

 Lift the cartridge out by touching the areas exposed while the bottle is in the holder and avoid 
touching pierced area 

 DO NOT shake or change the orientation of the cartridge 
 Refer to IFU enclosed with the Trophon NanoNebulant for detailed instructions on how to 

install a new cartridge 
2. Disposing of Empty Cartridge 

Empty used cartridges should be disposed of in the nearest waste receptacle or according to the 
disposal guidelines of your institution 
 NOTE: DO NOT insert empty cartridges into the device 

3. Expired Cartridge containing disinfectant 
 Environmental Services will take to Maintenance Department for disposal. 
 Maintenance Department will follow NIHD procedure for the disposal of corrosive or 

oxidizing materials. 
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4. Deformed Cartridge 
 Turn disinfectant cartridge the right way up, to allow the cartridge to degas. 
 Contact your customer service representative. 

  
Note:  After completion of a successful high level disinfection cycle, the ultrasound probe and chamber 
may have surface temperatures up to 45ºC/ 113ºF and 60ºC/ 140ºF respectively.  

 
 

5. SLEEP MODE AND SHUTDOWN PROCEDURES  
 
 The Trophon is not used for 120 minutes or a probe has been left inside the Trophon for an extended 

amount of time, it will automatically enter sleep mode in order to save power. To restart the Trophon 
from sleep mode press Restart.  

 While the Trophon is in sleep mode it will perform self-maintenance functions and will display the 
messages: Warming Up or System Refresh. Do not switch the Trophon off during these processes.  

 System refresh during sleep will only occur for low use customers and does not impact the number 
of disinfection cycles that can be performed per cartridge. This process will typically take 13 
minutes. 

 
6. WARM-UP CYCLE: 

The warm up cycle prepares the Trophon for operation and will begin automatically when the machine 
is powered on or restarted from sleep.  
 

Screen Message  Approximate 
Warm Up Time 
(minutes)  

Quick Warm Up  < 2  

Warming Up  2–30  

Extended Warm 
Up  

> 30  

 
7. PURGE CYCLE: 

 Removes any remaining disinfectant from the cartridge and inside the device, this process will take 
about 35 minutes.  
 

 After completion, remove waste container and empty contents into sink, rinse and dry with a clean 
cloth.  

 
8. INCOMPLETE OR FAILED CYCLES 

 Refer to manual page 19 titled Part D- Troubleshooting 
 

9. ROUTINE CARE AND MAINTENANCE 
 Wipe all accessible surfaces of the Trophon with a hospital approved alcohol free germicidal wipe 
 

REFERENCES: 
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1. Society of Diagnostic Medical Sonography. (October 2022). Sonographer Best Practices for Infection 
Prevention and Control: Reprocessing the Ultrasound Transducer. Retrieved from 
https://www.sdms.org/docs/default-source/Resources/8756479320933256.pdf 

2. Centers for Disease Control and Prevention. (2023). Disinfection and Sterilization,  
https://www.cdc.gov/infectioncontrol/guidelines/disinfection/index.html 

3. General Electric Healthcare.  (2025). Trophon EPR for High Level Disinfection for Ultrasound Probes. 
Retrieved from https://www.gehealthcare.com/products/ultrasound/ultrasound-transducers 

4. Joint Commission E-dition (July 2025). Infection Prevention and Control (IC.04.01.01 EP 2 & 4) The 
critical access hospital has a hospitalwide infection prevention and control program for the 
surveillance, prevention, and control of health care–associated infections (HAIs) and other 
infectious diseases. Retrieved from https://edition.jcrinc.com/ 

5.  
 

CROSS REFERENCE P&P: 

1. Endovgainal Ultrasound Probe Storage Transportation and Disinfection 
2. Cleaning and Disinfecting of Transesophageal ECHO (TEE) Probe Using Glutaraldehyde Use Station 

(GUS) Disinfection Soak Stations 
 

 
RECORD RETENTION AND DESTRUCTION: 
 
 
Supersedes: v.2 Trophon® Environmental Probe Repressor (EPR) 
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Water Management Plan (WMP) Prevention and Control Legionella and Other Waterborne Pathogens 

NORTHERN INYO HEALTHCARE DISTRICT 

ANNUAL PLAN 
 
 
 

Title:  Water Management Plan (WMP) Prevention and Control Legionella and Other 
Waterborne Pathogens 
Owner: Manager Employee Health & 
Infection Control 

Department: Infection Prevention 

Scope: District Wide  
Date Last Modified: 
12/05/2025 

Last Review Date: No 
Review Date 

Version: 1 

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

PURPOSE: 

The purpose of this policy is to reduce the risk of infections from Legionella species and other 
waterborne pathogens at Northern Inyo Healthcare District (NIHD).  

RATIONALE:  

Legionella is a genus of waterborne bacteria that can be transmitted via aerosolized water droplets. In 
at-risk individuals, exposure to Legionella bacteria can cause legionellosis (Legionnaires’ disease or 
Pontiac fever). Outbreaks of legionellosis have occurred when building water systems are poorly 
maintained. Adherence to this policy will reduce the risk of Legionella species and other waterborne 
pathogens growing in and spreading from water systems in the facility.  

DEFINITIONS:  

Control limit: An established limit that can be monitored to determine whether a control measure is 
effective (e.g., temperature range, disinfectant levels, and testing limits).  

Control measure: A measure put in place to limit the growth and spread of organisms such 
as Legionella bacteria or other waterborne pathogens.  

Facility water management plan: The facility’s plan for identifying and controlling risks in the 
building’s water system for the growth and spread of Legionella species and other waterborne 
pathogens.   

Legionella: A genus of gram-negative bacillus species commonly found in various natural and 
artificial aquatic environments such as lakes and streams. Legionella bacteria can become a health 
concern when they enter building water systems. In hospital environments, Legionella species have 
been found in fixtures associated with water, including sinks, showers, ice machines, and water-
dispensing machines. Additionally, Legionella species may be found in cooling towers, evaporative 
condensers, and incoming city water.   
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Legionellosis: Infections caused by exposure to Legionella bacteria, including Legionnaires’ disease (a 
potentially life-threatening disease) and Pontiac fever (a milder infection). Pneumonia is the most 
common clinical manifestation of Legionnaire’s disease.  

Possible healthcare-associated Legionnaires’ disease: A case that spent a portion of the 14 days 
before date of symptom onset in one or more healthcare facilities, but does not meet the criteria for 
presumptive healthcare-associated Legionnaires’ disease.  

Presumptive healthcare-associated Legionnaires’ disease: A case with 10 or more days of 
continuous stay at a healthcare facility during the 14 days before onset of symptoms.  

Waterborne pathogens: Pathogenic organisms able to thrive, grow, and spread in water.  

Water management program team: A multidisciplinary team with the educational background needed 
to oversee the development and implementation of the facility’s water management program.   

POLICY:  

The NIHD Water Management team is responsible for overseeing the prevention and control of Legionellosis, 
including the development and implementation of a comprehensive water management program aimed at 
reducing the risk of Legionella bacteria and other waterborne pathogens. As new evidence-based practices 
emerge, this policy will be updated accordingly, and all personnel will be required to adhere to the revised 
procedures and responsibilities. NIHD utilizes the LAMPS Water Quality Management platform for in-depth 
information on the NIHD Water Management Plan (WMP) information includes: 

 Configuration Quick Links  
o Control measures 
o User/Team Members 
o Validation Procedures 
o Water Systems & Buildings 
o Water Management Plan (WMP) Update Notifications 

 Documentation Quick Links  
o Activity Log 
o Audit Reports 
o Audit Tool 
o Construction Checklists 
o Corrective Actions 
o Team Meeting Notes 
o Water Infection Control Risk Assessment (WICRA) Report Generator 
o WICRA Reports 
o WMP Compliance Reports 
o WMP Performance Score 

COMPONENTS OF THE WATER MANAGEMENT PROGRAM (WMP):  

 A water management team  
 A facility risk assessment to identify where Legionella and other opportunistic waterborne 

pathogens may grow and spread in the facility water system.  
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 A plan for monitoring and applying control measures such as physical controls, temperature 
management, disinfectant-level controls, visual inspections, and environmental testing for 
pathogens  

 A plan for proactive testing protocols as applicable to the NIHD WMP and acceptable ranges for 
control measures  

 Plans for interventions when control limits are not met  
 Compliance with local, state/provincial, and federal regulations pertaining to the prevention and 

control of Legionella species and other waterborne pathogens  
 A written facility water management plan that:   

o Considers the ASHRAE industry standard,  
o Considers the Centers for Disease Control and Prevention’s “Developing a Water 

Management Program to reduce Legionella Growth and Spread in Buildings” toolkit, and  
o Identifies facility-specific control measures  

The Water Management Team  

 The water management team should include representatives from the hospital’s 
infection prevention, maintenance department, biomed, sterile processing personnel, and 
microbiology personnel.  

 Potential ad hoc members of the water management team may be consulted as 
needed. These members may include, but are not limited to, outside water management 
consultants, hospital administrators, other clinical personnel, risk management or legal 
services personnel, and public health personnel as needed.   

Facility Risk Assessment  

 The purpose of the facility risk assessment is to identify areas within the facility’s water system 
where control measures are needed to prevent the growth and spread of Legionella species and 
other waterborne pathogens.   

 Facility risk assessments should be reviewed with the water management team and updated 
annually.   

 A process flow diagram should be included in the facility risk assessment to show areas of 
potential risk where hazards may be present.  

Monitoring and Application of Control Measures  

 Control measures such as temperature limits and disinfectant levels should be applied to at-
risk areas of the facility.  

 Monitoring of control measures should quickly and sufficiently identify when the values for 
those control measures fall outside of established control limits (i.e., values below the minimum 
acceptable value, above the maximum acceptable value, or outside of the range of acceptable 
values for the control measure).   

Testing Protocols  

 Established testing protocols are necessary for the quick identification and remediation 
of Legionella species within the facility’s water system.  

 Refer to the facility’s WMP for details on testing protocols.  
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Action/Intervention Plans  

 When data indicate that control measures are outside of the control limits, the water 
management team must apply intervention plans from the facility’s plan for managing at-risk 
areas of the facility’s water system.   

Regulatory Compliance  

 Suspected or confirmed cases of legionellosis must immediately be reported to the local public 
health department through established avenues of communication.  

 The facility’s water management team is responsible for ensuring that this 
policy complies with current regulations regarding the prevention and control 
of Legionella species and other waterborne pathogens.  

 The NIHD Maintenance Department is responsible for ensuring that all necessary 
state/provincial and federal permits (for water treatment) are obtained and current where 
applicable.  

Written Water Management Plan  

 The facility will have a written WMP that covers all the previously identified components of a 
water management program.   

 The WMP and all components will be reviewed and updated annually and as needed.   
 Activities, including testing, results, control measures, and interventions, should be 

communicated to the water management team.  

Responsibilities:  

 All Personnel Will:  

o Comply with all procedures in this policy as they relate to their individual roles within 
the institution.  

o Report noncompliant behavior to ensure the safety of patients, visitors, and other 
personnel.  

o Will ensure that they are adequately trained in infection prevention and control policies 
and procedures.  

o Correctly apply principles of infection prevention and control to ensure the safety of 
themselves, patients, other personnel, and visitors.  

o Comply with manufactures instruction for use (IFU) with equipment cleaning, rinsing, 
and/or sterilization.  

 Environmental Services Will: 
o Ensures that systems are regularly flushed and cleaned, particularly in less frequently used parts 

of the building, such as unused faucets, showerheads, sinks.  
o Monitor and report any stagnant water around district. 

 
 Infection Prevention Will: 

o Monitor microbiology data for the recovery of Legionella species in human specimens.   

Page 47 of 342



 

5 
Water Management Plan (WMP) Prevention and Control Legionella and Other Waterborne Pathogens 

o Determine whether recovered specimens meet the definition of possible or presumptive 
healthcare-associated Legionnaires’ disease. 

o Work with facilities engineering on the application of appropriate control measures to 
reduce the risk of Legionella growing and spreading in the building water system(s).   

o Assist in the application of outbreak control measures when healthcare-associated cases 
of Legionnaires’ disease are identified.  

o Report healthcare-associated cases of Legionnaires’ disease internally and to the local 
health department.   

o Report to the infection prevention and control committee on the identification 
of healthcare-associated cases of Legionnaires’ disease, outbreak control measures, and 
other prevention and response-based activities.   

o Work with the water management team to ensure that this policy complies with current 
regulations regarding the prevention and control of Legionella species and other 
waterborne pathogens.  

 Maintenance Department Will: 

o Maintain and monitor disinfectant levels.   
o Install and maintain water filters.  
o Report on the operation of any supplemental disinfection system, such as the chlorine 

dioxide system, to the infection prevention and control committee 
and infection prevention and control personnel.   

o Regularly report to the infection prevention and control committee and infection 
prevention and control personnel on out-of-limit test results, corrective actions, changes 
to the WMP, and other key interventions.   

o Report issues related to the facility’s managed control measures, as well malfunction 
of those measures, to the infection prevention and control program.   

o Ensure that testing for Legionella species is done in newly constructed/renovated spaces 
prior to occupancy.   

o Conduct disinfection and investigations of water systems as needed.  
o Maintain cooling towers, evaporative condensers, and potable water distribution systems 

(e.g., sinks, showers, ice machines, ice- and water-dispensing machines, hot-water 
generators).   

o Conduct proactive surveillance testing per the facility water management plan.  
o Report surveillance test results to the designated infection prevention and control 

program personnel.  
o Help maintain a database of water culture test results.  
o Oversee the implementation of flushing water systems.  
o Ensure that all necessary state/provincial and federal permits (for water treatment) are 

obtained and current where applicable.  

 Microbiology Laboratory Will: 

o Transfer suspected Legionella specimens to an appropriate processing laboratory.  
o Report all positive Legionella results to the Infection Prevention.   
o Report positive samples of Legionella to the local health department (per jurisdictional 

requirements).  
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 Water Management Team Will: 

o Review and update this policy on an annual basis and respond to any questions 
concerning the policy.   

o Review and respond to presumptive or possible healthcare-associated cases of 
Legionnaires’ disease.   

o Assist in the development and implementation of outbreak control measures 
when healthcare-associated cases of Legionnaires’ disease are identified.   

o Ensure that this policy complies with current regulations regarding the prevention and 
control of Legionella species and other waterborne pathogens.  

 Water Management Vendor Will:  
o Work with WMP team on developing facility WMP for minimizing the risk of 

Legionellosis and other water borne illnesses.  
o Complete quarterly and ad hoc water lab tests for Legionella, heterotrophic bacteria plate 

count (HPC), temperature and free chlorine 12 (C12).  
o Work with WMP team on corrective actions.  

 Education:  
o Water Management team will receive education at water management committee 

meetings and as needed.  
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CROSS-REFERENCED POLICIES AND PROCEDURES: 
1. Cleaning Procedures: Contact and Enteric Isolation Rooms at Discharge 
2. Cleaning Procedures: Cleaning Patient Care Areas 
3. Equipment and Supplies: Care and Use of Floor Care Equipment 
4. EOC Management Plan in draft status 
5. Infection Control Risk Assessments (ICRA) For New Construction or Renovation Projects 
6. Low Respiratory Tract Culture 

 
RECORD RETENTION AND DESTRUCTION: 
The Centers for Medicare & Medicaid Services (CMS) and The Joint Commission water management 
requirements do not specify a retention period for test results. However, facilities should retain records for as 
long as necessary to demonstrate compliance with relevant regulations and to facilitate any required 
investigations. 

Supersedes: Not Set 
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