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NOTICE

August 18, 2023

The Board of Directors of the Kaweah Delta Health Care District will meet in the
City of Visalia City Council Chambers {707 W. Acequia, Visalia, CA} on Wednesday
August 23, 2023: 4:00PM Open Meeting; 4:01PM Closed meeting pursuant to
Government Code 54956.9(d)(2), Health and Safety Code 1461 and 32155;
4:30PM Open Meeting followed by a Closed meeting pursuant to Government
Code 54957(b)(1).

All Kaweah Delta Health Care District regular board meeting and committee
meeting notices and agendas are posted 72 hours prior to meetings (special
meetings are posted 24 hours prior to meetings) in the Kaweah Health Medical
Center, Mineral King Wing near the Mineral King entrance.

The disclosable public records related to agendas can be obtained by contacting
the Board Clerk at Kaweah Health Medical Center — Acequia Wing, Executive
Offices (Administration Department/Executive Offices) {1st floor}, 400 West
Mineral King Avenue, Visalia, CA via phone 559-624-2330 or email:
cmoccio@kaweahhealth.org, or on the Kaweah Delta Health Care District web
page http://www.kaweahhealth.org.
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KAWEAH DELTA HEALTH CARE DISTRICT
BOARD OF DIRECTORS MEETING

City of Visalia — City Council Chambers
707 W. Acequia, Visalia, CA

Wednesday August 23, 2023

OPEN MEETING AGENDA {4:00PM}
1. CALLTO ORDER
2. APPROVAL OF AGENDA

3. PUBLIC PARTICIPATION — Members of the public may comment on agenda items before
action is taken and after it is discussed by the Board. Each speaker will be allowed five
minutes. Members of the public wishing to address the Board concerning items not on the
agenda and within the jurisdictions of the Board are requested to identify themselves at this
time. For those who are unable to attend the beginning of the Board meeting during the
public participation segment but would like to address the Board, please contact the Board
Clerk (Cindy Moccio 559-624-2330) or cmoccio@kaweahhealth.org to make arrangements to
address the Board.

4. APPROVAL OF THE CLOSED AGENDA - 4:01PM

1. Conference with Legal Counsel — Existing Litigation {Shipman v. KDHCD Case
#VCU287291 — Pursuant to Government Code 54956.9(d)(1) — Richard Salinas, Legal
Counsel

2. Conference with Legal Counsel — Anticipated Litigation — Significant exposure to
litigation pursuant to Government Code 54956.9(d)(2) — 3 Cases - Rachele Berglund,
Legal Counsel and Evelyn McEntire, Director of Risk Management

3. Conference with Legal Counsel — Anticipated Litigation — Significant exposure to
litigation pursuant to Government Code 54956.9(d)(2) — 4 Cases — Ben Cripps, Chief
Compliance & Risk Officer and Rachele Berglund, Legal Counsel

4. Credentialing - Medical Executive Committee (MEC) requests that the appointment,
reappointment and other credentialing activity regarding clinical privileges and staff
membership recommended by the respective department chiefs, the credentials
committee and the MEC be reviewed for approval pursuant to Health and Safety Code
1461 and 32155 — Daniel Hightower, MD, Chief of Staff

5. Quality Assurance pursuant to Health and Safety Code 32155 and 1461, report of quality
assurance committee — Daniel Hightower, MD, Chief of Staff

6. Approval of the closed meeting minutes — July 26, 2023.
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Public Participation — Members of the public may comment on agenda items before action is
taken and after the item has been discussed by the Board.

Action Requested — Approval of the August 23, 2023 closed meeting agenda.
5. ADJOURN

CLOSED MEETING AGENDA {4:01PM}

CALL TO ORDER

1. CONFERENCE WITH LEGAL COUNSEL — EXISTING LITIGATION — Pursuant to Government
Code 54956.9(d)(1) - Shipman v. KDHCD Case #VCU287291.

Richard Salinas, Legal Counsel

2. CONFERENCE WITH LEGAL COUNSEL — ANTICIPATED LITIGATION - Significant exposure to
litigation pursuant to Government Code 54956.9(d)(2) — 3 Cases.

Evelyn McEntire, Director of Risk Management and Rachele Berglund

3. CONFERENCE WITH LEGAL COUNSEL — ANTICIPATED LITIGATION - Significant exposure to
litigation pursuant to Government Code 54956.9(d)(2) — 4 Cases.

Ben Cripps, Chief Compliance &Risk Officer and Rachele Berglund, Legal Counsel.

4. CREDENTIALING - Medical Executive Committee (MEC) requests that the appointment,
reappointment and other credentialing activity regarding clinical privileges and staff
membership recommended by the respective department chiefs, the credentials
committee and the MEC be reviewed for approval pursuant to Health and Safety Code
1461 and 32155.

Daniel Hightower, MD, Chief of Staff

5. QUALITY ASSURANCE pursuant to Health and Safety Code 32155 and 1461, report of
guality assurance committee.

Daniel Hightower, MD, Chief of Staff
6. APPROVAL OF THE CLOSED MEETING MINUTES — July 26, 2023.

Public Participation — Members of the public may comment on agenda items before action
is taken and after the item has been discussed by the Board.

Action Requested — Approval of the closed meeting minutes —July 26, 2023.
ADJOURN
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OPEN MEETING AGENDA {4:30PM}
1. CALLTO ORDER
2. APPROVAL OF AGENDA

3. PUBLIC PARTICIPATION — Members of the public may comment on agenda items before
action is taken and after it is discussed by the Board. Each speaker will be allowed five
minutes. Members of the public wishing to address the Board concerning items not on the
agenda and within the jurisdictions of the Board are requested to identify themselves at this
time. For those who are unable to attend the beginning of the Board meeting during the
public participation segment but would like to address the Board, please contact the Board
Clerk (Cindy Moccio 559-624-2330) or cmoccio@kaweahhealth.org to make arrangements
to address the Board.

4. CLOSED SESSION ACTION TAKEN — Report on action(s) taken in closed session.

5. OPEN MINUTES — Request approval of the July 26! open minutes.

Public Participation — Members of the public may comment on agenda items before action
is taken and after the item has been discussed by the Board.

Action Requested — Approval of the open meeting minutes June 28" open board of directors
meeting minutes.

6. RECOGNITIONS - Director Francis
6.1. Resolution 2201 for George Shroyer, Physical Therapy Assistant lll, retiring with 33
years of service.
6.2. Resolution 2202 for Francisco Lizaola, Environmental Services Aide, retiring with 14
years of service.

6.3. AHA Silver Award — Kaweah Health Rapid Response Team

7. CREDENTIALS - Medical Executive Committee requests that the appointment,
reappointment and other credentialing activity regarding clinical privileges and staff
membership recommended by the respective department chiefs, the credentials
committee and the Medical Executive Committee be reviewed for approval.

Daniel Hightower, MD, Chief of Staff

8. CHIEF OF STAFF REPORT — Report relative to current Medical Staff events and issues.
Daniel Hightower, MD, Chief of Staff

9. CONSENT CALENDAR - All matters under the Consent Calendar will be approved by one
motion, unless a Board member requests separate action on a specific item.

Public Participation — Members of the public may comment on agenda items before action
is taken and after the item has been discussed by the Board.

Action Requested — Approval of the August 23" Consent Calendar.
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9.1. REPORTS

A.
B.
C.

Strategic Plan

Compliance
Physician Recruitment

9.2. POLICIES — ADMINISTRATIVE

moow»

-n

AP10 - Occurrence Reporting Process (Revised)

AP35 — Computer Software Usage (Revised)

AP86 — Disposals of Equipment (Revised)

AP107 - Patient Privacy Use and Disclosure of Patient Information (Revised)
AP110 — Reporting requirements for drug diversion illegal substance abuse or
controlled substance abuse (Revised)

AP180 — Weapons Brought Into The District (Revised)

AP22 — Scheduling Meeting and/or Conference Rooms within District facilities
(Reviewed)

AP53 — Patients’ Rights and Responsibilities, and Non-Discriminiation (Revised)
AP116 — Public Information Request Policy (Reviewed)

9.3. POLICIES — BOARD OF DIRECTORS

GmMmMoOO® >

BOD1 - Orientation of a New Board Member (Reviewed)

BOD2 - Chief Executive Officer (CEO) Transition (Revised)

BOD3 - CEO Criteria (Reviewed)

BOD4 — Executive Compensation (Revised)

BODS5 — Conflict of Interest (Revised)

BOD6 — Board Reimbursement for Travel and Service Clubs (Revised)
BOD7 - Presentation of Claims and Service Process (Revised)

9.4. POLICIES — ENVIRONMENT OF CARE

TIOMMOoOO®mP
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Wednesday, August 23, 2023

EOC 1001 Safety Management Plan / Revised

EOC 1002 Environment of Care Communication Flow Chart / Revised

EOC 1020 Indoor Air Quality / Revised

EOC 1031 Utility Failures and Repair / Revised

EOC 1035 Disruption of Service, Medical Gas / Revised

EOC 1040 Failure of High Pressure Boilers / Revised

EOC 1041 Disruption of Service, Elevator / Revised

EOC 1042 Failure of Fire Alarm System / Revised

EOC 1043 Failure or Absence of Nurse Call System While Caring for Patient /
Revised

EOC 1045 Failure of Piped Vacuum Systems and Compressed Air / Revised
EOC 1085 District Electrical Safety / Revised

EOC 4404 Formaldehyde Spill / Revised

EOC 5000 Fire Prevention Management Plan / Revised
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N. EOC 5003 Fire Watch / Revised

O. EOCS5010 Fire Prevention Code Compliance / Revised

P. EOC5041 Department Decorations / Revised

Q. EOC 6007 Storage and Warming of Blankets in Warming Cabinets / Revised

R. EOC 6009 Safe Medical Device Act/Medical Device Tracking and Reporting /
Revised

S. EOC 6012 Non Healthcare District Equipment Preventative Maintenance and
Repair / Revised

T. EOC 7001 Utilities Management Plan / Revised

U. EOC 6002 Medical Equipment Defective Device Repair Policy / Reviewed

V. EOC 6018 Retirement/Deletion of Medical Equipment From MEM Program /

Reviewed

9.5. POLICIES — EMERGENCEY MANAGEMENT

A. DM 2104 Emergency Impact Assessment / Revised

B. DM 2107 Media Plan/ Revised

C. DM 2109 Program Management- Emergency Management Committee /
Revised
DM 2111 Dependent Care Plan / Revised
DM 2112 Elevator Use During Emergency Situations / Revised
DM 2115 Person In Charge (Initial Response Coordinator) / Revised
DM 2116 Reporting For Duty/Building Access / Revised
DM 2117 Staff Support Plan / Revised
DM 2202 Code Blue/Code White Activation / Revised
DM 2203 Code Gray- Activation Plan / Revised
DM2204 Code Silver-Activation Plan / Revised
DM 2205 Code Pink- Infant Abduction / Revised
DM 2207 Code Red-Activation / Revised
DM 2208 Code Yellow — Bomb Threat / Revised
DM 2210 Code Orange- Hazardous Material Spill/Release / Revised
DM 2212 Earthquake Response / Revised
DM 2215 Internal Flood- Activation Plan / Revised
DM 2218 Anhydrous Ammonia Safety Procedures / Revised
DM 2230 Radioactive Disaster Management / Revised
DM 2231 Radioactive Disaster Procedure / Revised
DM 2411 Volunteer Practitioners in the Event of a Disaster / Revised
DM 2216 Water Systems Failure/Disruption / Reviewed

9.6. POLICIES — EMPLOYEE HEALTH SERVICES
A. EHS. 05 Influenza Prevention {revised}
B. EHS. 06 Work Related Injury and lliness and Workers’ Compensation {revised}
C. EHS. 11 Immunization Requirements {revised}

SCHY PP POOZZICrA-TIOMMO
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D. EHS. 14 Covid 19 Prevention Program {revised}
E. EHS. 17 Aerosol Transmissible Diseases Exposure Control Plan {revised}
F. EHS. 03 Ergonomics {delete}

9.7. POLICIES —HUMAN RESOURCES

HR. 04 Special Pay Practices {revised}

HR. 12 Equal Employment Opportunity {revised}

HR. 31 Transfers {revised}

HR. 28 Recruitment and Selection of Staff Members {revised}

HR. 36 New Hire Processing {revised}

HR. 49 Education Assistance {revised}

HR. 62 Exempt Employees Pay/Salary {revised}

HR. 63 Timekeeping of Payroll Hours {revised}

HR. 70 Meal Periods, Rest Breaks and Breastfeeding, and/or Lactation
Accommodation {revised}

HR. 145 Family Medical Leave/CA Family Rights Act Leave of Absence
{revised}

HR. 149 Bereavement Leave {revised}

HR. 184 Attendance and Punctuality {revised}

HR. 213 Performance Management and Competency Assessment {revised}
HR. 216 Progressive Discipline {revised}

HR. 234 PTO EIB and Healthy Workplace {revised}

HR. 239 Extended lliness Bank Donations {revised}

HR. 241 Paid Time Off Cash Out {revised}

TIOMmMMOO®P

—

prozzr~

9.8. Approval of rejection of claim - Carolyn Zamudio vs. Kaweah Delta Health Care
District.

9.9. Approval of returned claim — no action taken — Marty Potts
9.10. Approval of returned claim — no action taken — Deanna Potts

9.11. Recommendations from the August 2023 Medical Executive Committee:+-
A. Privilege Form — Neurology
B. Medical Staff Policy - MS.29 — Documenting current clinical competency (Co-
management/Co-Admit).
C. Medical Staff Policy — MS.47 — Code of conduct for medical staff & Advanced
Practice Providers.

10. QUALITY - KAWEAH HEALTH CERTIFIED STROKE PROGRAM - a review of key quality
metrics and action plans associated with the care of the stroke population.

Sean Oldroyd, DO, Stroke Program Medical Director
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11. STRATEGIC PLAN - ORGANIZATIONAL EFFECTIVENESS AND EFFICIENCY — Detailed review
of Strategic Plan Initiative.

Jag Batth, Chief Operating Officer & Rebekah Foster, Director Care Management / Speciality
Care

12. PATIENT THROUGHPUT PERFORMANCE - Review of patient throughput performance
improvement progress report.

Jag Batth — Chief Operating Officer

10. FINANCIALS — Review of the most current fiscal year financial results.
Malinda Tupper — Chief Financial Officer Chief Financial Officer

13. REPORTS
13.1. Chief Executive Officer Report - Report relative to current events and issues.
Gary Herbst, Chief Executive Officer

13.2. Board President - Report relative to current events and issues.
David Francis, Board President

14. APPROVAL OF CLOSED AGENDA AS FOLLOWS: Closed Meeting Agenda — Immediately
following the 4:30PM open session
14.1. CEO Evaluation — Discussion with the Board and the Chief Executive Officer relative
to the evaluation of the Chief Executive Officer pursuant to Government Code
54957(b)(1) — Gary Herbst, CEO, Rachele Berglund, Legal Counsel & Board of
Directors

15. ADJOURN

CLOSED MEETING AGENDA

1. CALLTO ORDER

2. CEO EVALUATION — Discussion with the Board and the Chief Executive Officer relative to the
evaluation of the Chief Executive Officer pursuant to Government Code 54957(b)(1).
Gary Herbst, CEO. Rachele Berglund, Legal Counsel & Board of Directors

3. ADJOURN

In compliance with the Americans with Disabilities Act, if you need special assistance to participate at this meeting, please
contact the Board Clerk (559) 624-2330. Notification 48 hours prior to the meeting will enable the District to make reasonable
arrangements to ensure accessibility to the Kaweah Delta Health Care District Board of Directors meeting.
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MINUTES OF THE OPEN MEETING OF THE KAWEAH DELTA HEALTH CARE DISTRICT BOARD OF
DIRECTORS HELD WEDNESDAY JULY 26, 2023 AT 3:30PM, IN THE CITY OF VISALIA CITY COUNCIL
CHAMBERS — 707 W. ACEQUIA, VISALIA, CA.

PRESENT: Directors Francis, Havard Mirviss, Rodriguez & Olmos; D. Hightower, MD, Chief of
Staff, K. Noeske, CNO; M. Tupper, CFO; M. Mertz, Chief Strategy Officer; D. Leeper,
Chief Information and Cybersecurity Office; R. Gates, Chief Population Health
Officer; J. Batth, Chief Operating Officer; B. Cripps, Chief Compliance Officer D. Cox,
Chief Human Resources Officer, W. Brien, MD CMO/CQO; R. Berglund, Legal
Counsel; and C. Moccio recording

The meeting was called to order at 3:30PM by Director Francis.

Director Francis entertained a motion to approve the agenda.

MMSC (Havard Mirviss/Rodriguez) to approve the open agenda. This was supported
unanimously by those present. Vote: Yes — Olmos, Havard Mirviss, Gipson, Rodriguez and
Francis

PUBLIC PARTICIPATION — None

APPROVAL OF THE CLOSED AGENDA - 3:31PM
= Conference with Legal Counsel — Existing Litigation — Pursuant to Government Code
54956.9(d)(1) — Rachele Berglund, Legal Counsel and Evelyn McEntire, Director of Risk
Management
e Rice vs Kaweah Delta Health Care District, Kaweah Delta District Hospital, Tu-Hi Hong,
M.D.-Case # VCU295620
e Newport vs Kaweah Delta Health Care District, Kaweah Delta District Hospital - Case #
VCU295708
e L.Vasquez vs Westgate Gardens Care Center, Inc, a California corporation, Kaweah
Delta Care District, Kaweah Health Medical Center - Case # VCU294513
e Benton vs Kaweah Delta Health Care District dba Kaweah Health Medical Center - Case
#VCU295014
e M.Vasquez vs Kaweah Health Medical Center; Eva Hirwe, M.D., Shamika Banks M.D. -
Case #VCU297964
e Williams vs Kaweah Health Medical Center; Jun Kim, D.O.- Case # VCU298276
e OQOlivares vs Kaweah Delta Health Care, Inc., dba Kaweah Delta Healthcare District, and
dba Kaweah Health Medical Center, Jessi Hill, M.D., Curt Lee Decker, C.R.T, Cynthia
Rodriguez-Mendez, Alfredo Guerrero, D.O. - Case # VCU298480
e Vannivs Kaweah Health Medical Center; Kaweah Delta Health Care District; Cara
Weese-Cooper, R.N.; Talaksoon Khademi, D.O.; G. Blaine Lake, M.D.- Case #
VCU299235
= Conference with Legal Counsel — Anticipated Litigation — Significant exposure to
litigation pursuant to Government Code 54956.9(d)(2) — 2 Cases - Rachele Berglund,
Legal Counsel and Evelyn McEntire, Director of Risk Management
= Quality Assurance pursuant to Health and Safety Code 32155 and 1461, report of
quality assurance committee —Evelyn McEntire, Director of Risk Management
= Conference with Legal Counsel — Anticipated Litigation — Significant exposure to
litigation pursuant to Government Code 54956.9(d)(2) — 1 Case — Rachele Berglund,
Legal Counsel
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= Credentialing - Medical Executive Committee (MEC) requests that the appointment,
reappointment and other credentialing activity regarding clinical privileges and staff
membership recommended by the respective department chiefs, the credentials
committee and the MEC be reviewed for approval pursuant to Health and Safety
Code 1461 and 32155 — Daniel Hightower, MD, Chief of Staff

= Quality Assurance pursuant to Health and Safety Code 32155 and 1461, report of
quality assurance committee — Daniel Hightower, MD, Chief of Staff

= Approval of the closed meeting minutes — June 28, 2023.

Director Francis requested the approval of the closed meeting agenda with the removal of
closed agenda item 5 — Conference with Legal Counsel — Anticipated Litigation — 1 case.

Public Participation — Members of the public may comment on agenda items before action is
taken and after the item has been discussed by the Board — No public present.

MMSC (Olmos/Rodriguez) to approve the June 28, 2023 closed agenda with the removal of
agenda item #5 — Conference with Legal Counsel — Anticipated Litigation — 1 case. This was
supported unanimously by those present. Vote: Yes — Olmos, Havard Mirviss, Rodriguez,
Gipson, and Francis

ADJOURN - Meeting was adjourned at 3:31PM

David Francis, President
Kaweah Delta Health Care District and the Board of Directors

ATTEST:

Mike Olmos, Secretary/Treasurer
Kaweah Delta Health Care District Board of Directors

Board of Directors Meeting — Open 3:30PM 07.26.23 Page 2 of 2
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MINUTES OF THE OPEN MEETING OF THE KAWEAH DELTA HEALTH CARE DISTRICT BOARD OF
DIRECTORS HELD WEDNESDAY JULY 26, 2023 AT 4:00PM, IN THE CITY OF VISALIA CITY COUNCIL
CHAMBERS — 707 W. ACEQUIA, VISALIA, CA.

PRESENT: Directors Francis, Havard Mirviss, Rodriguez & Olmos; D. Hightower, MD, Chief of Staff,
K. Noeske, CNO; M. Tupper, CFO; M. Mertz, Chief Strategy Officer; D. Leeper, Chief
Information and Cybersecurity Office; R. Gates, Chief Population Health Officer; J.
Batth, Chief Operating Officer; B. Cripps, Chief Compliance Officer D. Cox, Chief Human
Resources Officer, W. Brien, MD CMO/CQO; R. Berglund, Legal Counsel; E. McEntire,
Director of Risk Management and C. Moccio recording

The meeting was called to order at 4:00PM by Director Francis.

Director Francis asked for approval of the agenda.

MMSC (Havard Mirviss/Rodriguez) to approve the open agenda. This was supported unanimously
by those present. Vote: Yes — Olmos, Havard Mirviss, Rodriguez, Gipson, and Francis

PUBLIC PARTICIPATION — No comments.
CLOSED SESSION ACTION TAKEN: Approval the closed minutes from June 28, 2023.

OPEN MINUTES - Request approval of the open meeting minutes from June 28, 2023.

Public Participation — Members of the public may comment on agenda items before action is taken
and after the item has been discussed by the Board.

MMSC (Havard Mirviss/Rodriguez) to approve the open minutes from June 28, 2023. This was
supported unanimously by those present. Vote: Yes — Olmos, Havard Mirviss, Rodriguez, and
Francis Abstained - Gipson

RECOGNITIONS

Presentation of Resolution 2199 to Martie Duyst, in recognition as the Kaweah Health World Class
Employee of the month — July 2023.

CREDENTIALING — Medical Executive Committee requests that the appointment, reappointment
and other credentialing activity regarding clinical privileges and staff membership recommended
by the respective department chiefs, the credentials committee and the Medical Executive
Committee be reviewed for approval.

Public Participation — Members of the public may comment on agenda items before action is taken
and after the item has been discussed by the Board.

Director Francis requested a motion for the approval of the credentials report.

MMSC (Havard Mirviss/Gipson) Whereas a thorough review of all required information and
supporting documentation necessary for the consideration of initial applications, reappointments,
request for additional privileges, advance from provisional status and release from proctoring and
resignations (pursuant to the Medical Staff bylaws) has been completed by the Directors of the
clinical services, the Credentials Committee, and the Executive Committee of the Medical Staff, for
all of the medical staff scheduled for reappointment, Whereas the basis for the recommendations
now before the Board of Trustees regarding initial applications, reappointments, request for
additional privileges, advance from provisional status and release from proctoring and resignations
has been predicated upon the required reviews, including all supporting documentation, Be it
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therefore resolved that the following medical staff, excluding Emergency Medicine Providers as
highlighted on Exhibit A (copy attached to the original of these minutes and considered a part
thereof), be approved or reappointed (as applicable), to the organized medical staff of Kaweah
Delta Health Care District for a two year period unless otherwise specified, with physician-specific
privileges granted as recommended by the Chief of Service, the Credentials Committee, and the
Executive Committee of the Medical Staff and as will be documented on each medical staff
member’s letter of initial application approval and reappointment from the Board of Trustees and
within their individual credentials files . This was supported unanimously by those present. Vote:
Yes — Olmos, Havard Mirviss, Rodriguez, Gipson, and Francis

CHIEF OF STAFF REPORT — Report relative to current Medical Staff events and issues — D.
Hightower, MD, Chief of Staff

= No Report.
CONSENT CALENDAR - Director Francis entertained a motion to approve the July 26, 2023 consent

calendar with the removal of item 9.3 {Approval of rejection of claim Carolyn Zamudio vs. Kaweah
Delta Health Care District}.

Public Participation — Members of the public may comment on agenda items before action is taken
and after the item has been discussed by the Board.

MMSC (Havard Mirviss/Olmos) to approve the July 26, 2023 consent calendar with the removal of
item 9.3 {Approval of rejection of claim Carolyn Zamudio vs. Kaweah Delta Health Care District}.
This was supported unanimously by present. Vote: Yes — Olmos, Havard Mirviss, Rodriguez,
Gipson, and Francis

QUALITY REPORT — EMERGENCY MEDICINE A review of key measures and action associated
with emergency medicine (copy attached to the original of these minutes and considered a part
thereof) - Dr. Khoa Tu, Department Chair and Medical Director

FINANCIALS — Review of the most current fiscal year financial results. (copy attached to the
original of these minutes and considered a part thereof) — Malinda Tupper — Chief Financial
Officer

REPORTS
Chief Executive Officer Report - Report relative to current events and issues — Jag Batth, COO
= No Report.

Board President - Report relative to current events and issues - David Francis, Board President
= No Report.

ADJOURN - Meeting was adjourned at 4:36PM.

Board of Directors Meeting — Open 4:00PM 07.26.23 Page 2 of 2
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MORE THAN MEDICINE. LIFE.

//\\ Kaweah Health.

RESOLUTION 2201

WHEREAS, George Shroyer, is retiring from duty at Kaweah
Delta Health Care District after 33 years of service; and,

WHEREAS, the Board of Directors of the Kaweah Delta Health
Care District is aware of his loyal service and devotion to duty;

WHEREAS, the Board of Directors of the Kaweah Delta Health
Care District is aware of his excellence in caring and service,

NOW, THEREFORE, BE IT RESOLVED that the Board of Directors
of the Kaweah Delta Health Care District, on behalf of themselves,
the hospital staff, and the community they represent, hereby extend
their appreciation to George Shroyer for 33 years of faithful service
and, in recognition thereof, have caused this resolution to be spread
upon the minutes of this meeting.

PASSED AND APPROVED this 23" day of August 2023 by a
unanimous vote of those present.

President, Kaweah Delta Health Care District
ATTEST:

Secretary/Treasurer, Kaweah Delta Health Care District
and of the Board of Directors, thereof
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MORE THAN MEDICINE. LIFE.

//\\ Kaweah Health.

RESOLUTION 2202

WHEREAS, Francisco Lizaola, is retiring from duty at Kaweah
Delta Health Care District after 14 years of service; and,

WHEREAS, the Board of Directors of the Kaweah Delta Health
Care District is aware of his loyal service and devotion to duty;

WHEREAS, the Board of Directors of the Kaweah Delta Health
Care District is aware of his excellence in caring and service,

NOW, THEREFORE, BE IT RESOLVED that the Board of Directors
of the Kaweah Delta Health Care District, on behalf of themselves,
the hospital staff, and the community they represent, hereby extend
their appreciation to Francisco Lizaola for 14 years of faithful service
and, in recognition thereof, have caused this resolution to be spread
upon the minutes of this meeting.

PASSED AND APPROVED this 23" day of August 2023 by a
unanimous vote of those present.

President, Kaweah Delta Health Care District
ATTEST:

Secretary/Treasurer, Kaweah Delta Health Care District
and of the Board of Directors, thereof
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Separator Page

CONSENT DOCUMENTS
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//(\ Kaweah Health.

CONSENT CALENDAR

KAWEAH DELTA HEALTH CARE DISTRICT
BOARD OF DIRECTORS MEETING

City of Visalia — City Council Chambers
707 W. Acequia, Visalia, CA

Wednesday August 23, 2023
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Physician Recruitment and Relations
Medical Staff Recruitment Report - August 2023

Prepared by: JC Palermo, Director Physician Recruitment - jpalermo@kaweahhealth.org - (559) 624-5456

Central Valley Critical Care Medicine

Intensivist 1
Step-Down Hospitalist 2
Delta Doctors Inc.

Family Medicine 2
OB/GYN 1
Adult Psychiatry 1
Key Medical Associates
Dermatology 1
Endocrinology 1
Family Medicine/Internal Medicine 4
Gastroenterology 1
Pediatrics 1
Pulmonology 1
Rheumatology 1
APP - Primary Care 3
Sequoia Oncology Medical Associates Inc.
Hematology/Oncology 1

Date prepared: 8/17/2023

Orthopaedic Associates Medical Clinic, Inc.

Other Recruitment/Group TBD

Orthopedic Surgery (General) 1 Dermatology 2
Orthopedic Surgery (Hand) 1 Family Medicine 3
Orthopedic Surgery (Trauma) 1 Gastroenterology 2
Hospice & Palliative Medicine 1
Stanford Health Care Neurology - Outpatient 1
Cardiothoracic Surgery | 2 Otolaryngology 2
Pediatrics 1
Sequoia Cardiology Medical Group Pulmonology - Outpatient 1
EP Cardiology | 1 Interventional Cardiology 2
General Cardiologist 2
Oak Creek Anesthesia
Anesthesia - General/Medical Director 1 Valley ENT
Anesthesia - Obstetrics 1 Audiology 1
Anesthesia - Regional Pain 1 Otolaryngology 1
USC Urology Valley Children's Health Care
Urology | 3 Maternal Fetal Medicine 2
Neonatology 1
Valley Hospitalist Medical Group Pediatric Cardiology 1
Gl Hospitalist | 1 Pediatric Hospialist 1
Date
Offer Candidate| Expected
# Specialty Group Sent # Specialty Group Signed Start Date
Valley 9/10/2022 |Summer 2023
1 |Cardiothoracic Surgery Stanford 3/23/2023 1 [Neonatology Children's
Valley 12/1/2022 [Summer 2023
2 |Hospitalist Valley Hospita| 6/1/2023 2 |Neonatology Children's
Anesthesia - Oak Creek 2/1/2023  [Summer 2023
3 |Hospice & Palliative Medicijlndependent |6/23/2023 3 |General Anesthesia
Orthopaedic |4/26/2023 [Summer 2024
Orthopedic Associates
- |4 Internal Medicine Delta Doctors | 7/5/2023 - |4 [Trauma Medical Clinic
% iy Anesthesia - Oak Creek Summer 2023
5 g 5 |[General Anesthesia
E g Kaweah Summer 2023
P - Health
g g Neurology
o O |s Neurology Group
November
Kaweah 2023
Health Faculty
7 |Family Medicine [Group
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Physician Recruitment and Relations

Medical Staff Recruitment Report - August 2023
Prepared by: JC Palermo, Director Physician Recruitment - jpalermo@kaweahhealth.org - (559) 624-5456
Date prepared: 8/17/2023

Date
# Specialty Group Date Added [Current Status # Specialty Group Added | Current Status
Neurology Kaweah Delta 8/11/2023 Site Visit: Family Medicine TBD 7/11/2023 (Currently under
1 Neurology Scheduling 14 review
Family Medicine TBD 8/8/2023 Currently under Family Medicine Sequoia 7/10/2023 (Currently under
2 review 15 Cardiology review
Pediatric Hospitalist Valley Children's 8/1/2023 Site Visit: Pediatric Hospitalist TBD 6/21/2023 (Currently under
3 8/20/23 16 review
Surgery TBD 7/19/2023 2019 TY Grad - Surgery Key Medical |6/21/2023 |Currently under
4 Outreach 17 review
Pediatrics TBD 7/19/2023 2019 TY Grad - Pediatrics TBD 6/21/2023 (Currently under
5 Outreach 18 review
Internal Medicine TBD 7/19/2023 2022 TY Grad - Internal Medicine TBD 6/21/2023 (Currently under
6 Outreach 19 review
Dermatology TBD 7/19/2023 2022 TY Grad - Dermatology Valley 5/24/2023 (Currently under
:l? Outreach -'? Children's/Val review
'E E ley Hospitalist
< |7 < |20
] Intensivist Central Valley 7/17/2023 Currently under ] Intensivist Stanford 5/22/2023 |Site Visit:
§ Critical Care review § 8/7/23
© |8 Medicine ° |21
§ g |Hospitalist Central Valley 7/17/2023 Site Visit: § 22 |Hospitalist Delta Doctors [5/15/2023 |Pending phone
Hospitalist Central Valley 7/17/2023 Currently under Hospitalist Valley 5/12/2023 [Site Visit:
Critical Care review Children's 5/18/23
10 Medicine 23
Cardiac Anesthesia Oak Creek 7/11/2023 Currently under Cardiac Anesthesia Stanford 4/5/2023 |Site Visit:
11 review 24 6/23/23
CRNA Oak Creek 7/11/2023 Currently under CRNA Sequoia 9/27/2022 |Site Visit:
review Oncology 10/21/22. Offer
Medical pending
12 25 Associates
Family Medicine TBD 7/11/2023 Currently under Family Medicine Orthopaedic |8/18/2022 [Currently under
review Associates review
Medical Clinic,
13 26 inc
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FY.2024 Strategic Plan

Monthly Performance Report

August 28, 2025
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Kaweah Health Y2024 Strategic Plan Overview

Our Mission

Health is our passion.
Excellence is our focus.
Compassion is our promise.

Our Vision

To be your world-class healthcare choice, for life.

Our Pillars

Achieve outstanding community health.
Deliver excellent service.

Provide an ideal work environment.
Empower through education.

Maintain financial strength.

Our Six Initiatives

Empower Through Education

Ideal Work Environment

Strategic Growth and Innovation

Organizational Efficiency and Effectiveness
Outstanding Health Outcomes

Patient Experience and Community Engagement

2023-08-16-01:41:17PM PDT

Kaweah Health Strategic Plan: Fiscal Year 2024

Kaweah Health Strategic Plan FY2024 Overview

Statuses Due Dates

@ Not Started 138 (69%)

® On Track 45 (23%)
Off Track 15 (8%) @ Not Past Due 182 (100%)
® AtRisk 2 (1%) ® Past Due 0 (0%)
67/654

Progress Updates

@ Up-to-Date 112 (72%)

© Late
@ Pending

43 (28%)
0 (0%)
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Kaweah Health

FY2024 Strategic Plan Overview

Empower Through Education

Champions: Dr. Lori Winston and Lacey Jensen

Objective: Implement inititatives to develop the healthcare team and attract and retain the very best talent in support of our mission.

FY2024 Strategic Plan - Empower Through Education Strategies Objectives and Outcomes
# Name Description Status #gslgned Last Comment
1.1 Expand Online Learning Opportunities Increase and optimize existing and On Track Hannah While work is underway, the
and Participation new educational opportunities and Mitchell metrics related to this initiative
platforms to support on line and are reporting on a quarterly
computer based learning. basis.
1.2 Increase the Use of and Exposure to Develop and implement strategies to On Track Kimberly While work is underway, the
Simulation in Education expand exposure to the SIM Lab and Sokol metrics related to this initiative
simulation concepts in training and are reporting on a quarterly
education. basis.
1.3 Expand Educational Opportunities for Include external learners in existing On Track Kimberly While work is underway, the
External Learners and new training and educational Sokol metrics related to this initiative
opportunities. are reporting on a quarterly
basis.
1.4 Improve Leadership Development and Develop new and enhance existing On Track Hannah While work is underway, the
Education educational and training opportunities Mitchell metrics related to this initiative

Automate the Week One Onboarding and

for existing and emerging Kaweah
Health and Medical Staff leaders.

are reporting on a quarterly
basis.

Conduct Monthly in situ Simulations (Twelve in the

® OnTrack 4 (100%)

Host an Advanced Trauma Life Support Course

Orientation Competencies for Patient Care Staff Fiscal Year) with 25% Paying Participants
100% 20 50%
) 12 25%

0% 0% ? 0 0 T 0% 0% *

> > >

& s &

& & &
— Baseline — Target — Baseline — Target — Baseline — Target
2023-08-16 - 01:41:17PM PDT 68/654 20f7



Kaweah Health Y2024 Strategic Plan Overview

Ideal Work Environment

Champions: Dianne Cox and Raleen Larez

Objective: Foster and support healthy and desirable working environments for our Kaweah Health Teams

FY2024 Strategic Plan - Ideal Work Environment Strategies Objectives and Outcomes
# Name Description Status #jslgned Last Comment
® OnTrack 5(100%)
2.2 Ideal Practice Ensure a practice environment that is On Track Lori
Environment friendly and engaging for providers, free of Winston
practice barriers.
2.5 Growth in Nursing School Increase the pool of local RN candidates On Track Dianne Cox
Partnerships with the local schools to increase RN cohort
seats.
2.1 Employee Retention and Kaweah Health is facing the same On Track Dianne Cox No performance data for July. Will
Resiliency challenges as many employers in the labor update in September.
market and must make retention a top
priority.
23 Kaweah Care Culture Recreate Kaweah Care culture into the On Track Dianne Cox
various aspects of the organization.
2.4 Expand Volunteer Volunteer engagement has declined with the On Track Dianne Cox No performance data for July. Will
Programs pandemic. Kaweah Health relies on a strong update in September.

volunteer program to continue to spark
career path engagement and to provide
world class service.

Increase to 460 Volunteers (by 6/30/24) Decrease Overall KH Turnover Rate (< 15%) Decrease Nursing Turnover Rate (< 17%)
460 15% 17%
10%
250 10%
0 0% 0%
0 T 0% + 0% +
> > >
fa"\q? -19\[19 »a,"\q?
6\\ Q/\\ 6\\
— Baseline — Target — Target — Target
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Kaweah Health

FY2024 Strategic Plan Overview

Objective: Grow intelligently by expanding existing services, adding new services, and serving new communities. Find new ways to do things to improve efficiency and effectiveness.

Strategic Growth and Innovation

Champions: Ryan Gates and JC Palermo

FY2024 Strategic Plan - Strategic Growth and Innovation Strategies

# Name

3.1 Recruit and Retain
Providers

3.2 Grow Targeted Inpatient

and Surgery Volumes

3.3 Grow Targeted
Outpatient Volumes

34 Innovation
3.5 Expand Health Plan &
Community

Partnerships

Description

Develop a recruitment strategy around top
physician needs to recruit and retain
physicians and providers to address unmet
community needs and to support Kaweah
Health's growth.

Grow our inpatient volumes, particularly the
surgical cases, with an emphasis on key
service lines such as Cardiac and Urology.

Increase access to outpatient care in
locations that are convenient to our
community.

Implement and optimize new tools and
applications to improve the patient
experience, patient communication and
patient outcomes.

Improve and strengthen relationships with
health plans, community partners, and
participate in local/state/federal programs
and funding opportunities to improve access,
quality, and outcomes for the community

Increase the Percentage of Coronary Artery Bypass
Graph Surgery Cases that are Elective

24%

20% 17%

O
>
6\\

T

>

o
o>

— Baseline — Target

2023-08-16-01:41:17PM PDT

Status

On Track

On Track

On Track

On Track

On Track

Assigned To

JC Palermo

Kevin Bartel

Ivan Jara

Jacob
Kennedy

Sonia Duran-
Aguilar

Last Comment

While work is underway, the metrics
related to this initiative are reporting on
a quarterly basis.

While work is underway, the metrics
related to this initiative are reporting on
a quarterly basis.

The 202 Willow Clinic and Industrial
Park Clinics are scheduled to open as
planned. Work continues on the other
metrics which are reported on a
quarterly basis.

We are moving in the right direction on
key metrics related to this initiative.

While work is underway, the metrics
related to this initiative are reporting on
a quarterly basis.

Increase Number of Urology Surgery Cases

162

135

100

O
>
6\\

T

0

Y
o

— Baseline — Target
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Objectives and Outcomes

® OnTrack 5(100%)

Increase Monthly Endoscopy Case Volume

400
350
318
300 T
>
@‘b
o
N
Q
— Baseline — Target
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Kaweah Health

FY2024 Strategic Plan Overview

Objective: Increase the efficiency and effectiveness of the Organization to reduce costs, lower length of stay and improve processes.

FY2024 Strategic Plan - Organization Efficiency and Effectiveness Strategies

# Name Description Status #:mgned Last Comment

41 Patient Throughput and Implement patient flow processes that Work continues in this important initiative
Length of Stay are effective and efficient to improve and both Observation and Emergency

patient throughput and lower the overall Department length of stay are trending

Length of Stay. downward. There was a slight uptick in
the length of stay measure for inpatients,
but a number of long stay patients were
discharged in the month.

4.2 Increase Main and Cardiac Improve Operating Room Efficiency, Lori We continue to work on solutions to
Operating Room Capacity and Utilization to meet surgery Mulliniks move these metrics toward the
Efficiency/Capacity volume needs. established goals.

4.3 Create a Process to Monitor Create and initiate a workgroup to On Track Jag Batth Initial workgroup meetings have
Use of Tests and identify areas of focus and establish commenced and the team is working to
Treatments benchmarks related to the use of tests develop baselines and metrics for review.

and treatments.

4.4 Optimize Revenue Cycle Focus efforts on key revenue cycle Not Started Frances We are working to finalize the data
Efforts metrics to increase collections and Carrera reporting for this metric and appropriate

reduce denials.

Decrease Inpatient Observed to Expected Length ...

1.2

1.4

1.32

o
>
6\\

— Baseline

2023-08-16-01:41:17PM PDT

T
>
v
o>

— Target

Organizational Efficiency and Effectiveness

Champions: Jag Batth and Rebekah Foster

sources of data.

Improve Elective Case Main Operating Room Utili...

100%

65%
47.3%

[
]
o
QM
RS
Q

— Baseline — Target
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Objectives and Outcomes

Increase Front End Collections

®

This plan item was deleted.

® Not Started 1 (25%)

® On Track
Off Track

1 (25%)
2 (50%)
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Kaweah Health

FY2024 Strategic Plan Overview

Champions: Dr. William Brien and Sonia Duran-Aguilar

Outstanding Health Outcomes

Objective: To consistently deliver high quality care across the health care continuum.

FY2024 Strategic Plan - Outstanding Health Outcomes Strategies

5.1

52

5.3

5.4

5.6

Name

Standardized Infection Ratio

(SIR)

Sepsis Bundle Compliance
(SEP-1)

Mortality and Readmissions

Quality Improvement
Program (QIP) Reporting

Inpatient Diabetes
Management

SEPSIS Mortality O/E

0.5%

0%

0.78%

Description

Reduce the Hospital Acquired
Infections (HAIs) to the national 70th
percentile in FYTD24 as reported by the
Centers for Medicare and Medicaid
Services

Increase SEP-1 bundle compliance to
overall 85% compliance rate for FY24
through innovative improvement
strategies based on root causes.

Reduce observed/expected mortality
through the application of standardized
best practices.

Achieve performance on the Quality
Incentive Pool measures to
demonstrate high quality care delivery
in the primary care space.

Optimize inpatient glycemic
management using evidence-based
practices to improve patient's glycemic
control and reduce hypoglycemic
events.

0.6%

2023-08-16-01:41:17PM PDT

Status

On Track

On Track

On Track

At Risk

On Track

Assigned
To

Sandy
Volchko

Sandy
Volchko

Sandy
Volchko

Sonia
Duran-
Aguilar

Sonia
Duran-
Aguilar

Last Comment

SEPSIS O/E Metric data is for June.
July data is pending.

Proxy Performance (Cozeva) for CY
2023 currently under review. Will
provide available
performance/progress as next
quarterly update.

SHM performance data reports twice
a year. Current performance data is
from 5/2023. Next report will be in
Fall 2023.

Meet QIP measure performance (15 of 17)

3
o
o

b\’b
Q

— Baseline

— Target
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Objectives and Outcomes

® OnTrack 5(100%)

Hypoglycemia in Critical Care Patients (< 4.3%)

5%
4.8%

4.5%
4.3%

4.5%

4%

— Baseline

— Target
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Kaweah Health Y2024 Strategic Plan Overview

Patient and Community Experience

Champions: Keri Noeske and Deborah Volosin

Objective: Develop and implement strategies that provide our health care team the tools they need to deliver a world-class health care experience.

FY2024 Strategic Plan - Patient and Community Experience Strategies Objectives and Outcomes
# Name Description Status #gmgned Last Comment
® On Track 4 (100%)
6.1 Highlight World- Develop strategies that provide our health On Keri HCAHPS Data: For FY24 will be 30 days behind d/t
Class care team the tools they need to deliver a Track Noeske HCAHPS surveying timelines. Data for July 2023
Service/Outcomes  world-class health care experience. will be updated in September 2023.
(Hospitality
Focus) ED Score: Value below baseline. ED Operations
team to assess feedback and recommend an action
plan to Patient Experience Committee to address
decrease.
6.2 Increase To reach the 50th percentile in physician On Keri
Compassionate and nursing communication and Track Noeske
Communication responsiveness of staff on the HCAHPS
survey.
6.3 Enhancement of To create a secure, warm and welcoming On Keri Two of seven lost belongings were located and
Systems and environment for patients and the Track Noeske returned to owners in July 2023. Investigations still
Environment community. pending on two items. Monitor departments for lost
belongings trends and mandate action plans
reported into patient care committee as needed.
6.4 Community To provide an environment where On Keri
Engagement community members and patients are able Track Noeske
to assist staff in co-designing safe, high
quality, and world-class care and services.
Achieve the 60th Percentile in Overall Rating Goal ... Achieve 4.3 Patient Feedback Score Goal on ED Reunite 75% of Lost Belongings with Owners
on HCAHPS Survey Survey
73% .5 100%
©006./7% 75%
4.3
50% 4.25 53%
4.1 50%
29%
4 3.89
0%
0% T 3.75 ‘ 0% !
& & &
\,.,0\ \,50\ o
) S N
— Baseline — Target — Baseline — Target — Baseline — Target
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Compliance Program Activity ~

Report — Open Session
May 2023 through July 2023

Ben Cripps, Chief Compliance & Risk Officer

kaweahhealth.org f O VY //\\!ii\%emannl:lﬁa!ﬁb
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Education

Live Presentations
e Compliance and Patient Privacy
o Management Orientation
Health Information Management (HIM)
Case Management
Sequoia Surgery Center
Patient Accounting
GME New Resident Orientation

O O O O O

Written Communications — Bulletin Board / Area Compliance Experts (ACE) / All Staff
* Anti-Kickback and Stark
* You've Been Given A “FairWarning”

MORE THAN MEDICINE. LIFE.
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Prevention & Detection

e Californian Department of Public Health (CDPF) All Facility Letters (AFL) — Review and distribute AFLs to areas potentially
affected by regulatory changes; department responses reviewed and tracked to address the regulatory change and
identify potential current/future risk.

* Medicare and Medi-Cal Monthly Bulletins — Review and distribute bulletins to areas potentially affected by the

regulatory change; department responses reviewed and tracked to address the regulatory change and identify
potential/current risk.

» Office of Inspector General (OIG) Monthly Audit Plan Updates — Review and distribute OIG Audit Plan issues to areas

potentially affected by audit issue; department responses reviewed and tracked to identify potential current/future
risk.

» California State Senate and Assembly Bill Updates — Review and distribute legislative updates to areas potentially
affected by new or changed bill; department responses reviewed and tracked to address regulatory change and
identify potential current/future risk.

MORE THAN MEDICINE. LIFE.
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Prevention & Detection

Patient Privacy Walkthrough — Observation of regulatory signage and privacy practices throughout Kaweah Health; issues
identified communicated to area management for follow-up and education.

User Access Privacy Audits — Fairwarning daily monitoring of user access to identify potential privacy violations.
- Kaweah Health Employees
- Non-employee users

Office of Inspector General (OIG) Exclusion Attestations — Quarterly monitoring of department OIG exclusion list review and
attestations.

Medicare PEPPER Report Analysis — Quarterly review of Medicare Inpatient PEPPER statistical reports to identify outlier and/or
areas of risk; evaluate with Kaweah Health leadership quarterly at PEPPER Review meeting; Distribution of Rehabilitation,
Hospice, Home Health, and Mental Health PEPPER Reports to leadership for evaluation.

MORE THAN MEDICINE. LIFE.
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Oversight, Research & Consultation

New

Guidance for Physician Query No Longer with Kaweah — Research to determine whether a Clinical Documentation
Improvement physician advisor or a department chair can respond to a query on behalf of a physician who is no longer

practicing at Kaweah. It was determined that it would be acceptable for any member of the treating team to respond
to the query. Findings were shared with appropriate leadership.

PECOS Denials Non-Attending Physicians - Research to determine why several denials for Medicare claims were
received. It was determined that claims were submitted under providers in training who were not enrolled in the
PECOS system. It was determined the claims were submitted listing the training provider as the attending physician

rather than the supervising physician being indicated on the claim. Edits were put into place and findings were shared
with appropriate leadership.

MORE THAN MEDICINE. LIFE.
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Oversight, Research & Consultation

New

Consult on a Hospital Acquired Condition (HAC) Patient Fall Billing Medicare or Write Off — Research to determine if Kaweah
Health has an obligation to bill Medicare for a patient fall resulting in a fracture and requiring surgery during an inpatient
stay. It was determined that Medicare no longer receives additional payment for cases in which an identified HAC occurred
but was not present on admission but will be paid as though the HAC was not present. HACs should be coded as a
secondary diagnosis at which point, CMS will determine if it is payable or should be manually written off. Findings were
shared with appropriate leadership.

Obligation of Notification for Megan’s Law — Research to determine if Kaweah Health has an obligation to notify the Skilled
Nursing Facility that a patient is on the Megan’s Law registry when seeking placement. It was determined that before a
registered sex offender is released into a long-term facility, the official in charge of the current place of confinement shall
notify the facility in writing. Findings were shared with appropriate leadership.

MORE THAN MEDICINE. LIFE.
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Oversight, Research & Consultation
Ongoing

Fair Market Value (FMV) Oversight — Ongoing oversight and administration of physician payment rate setting and

contracting activities including Physician Recruitment, Medical Directors, Call Contracts, and Exclusive and Non-Exclusive
Provider Contracts.

MORE THAN MEDICINE. LIFE.
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Licensing & Enroliment

New

Licensing Applications — Forms preparation and submission of licensing application to the California Department of Public
Health (CDPH); ongoing communication and follow-up regarding status of pending applications.
= Additional CT Machine CDPH Site Survey

Enrollment — Forms preparation and submission of licensing application to CDPH, as well as Medicare and Medi-Cal Facility
Payor Enrollment; ongoing communication and follow-up regarding status of pending applications.

=  Kaweah Health Medical Clinic — Willow

=  Kaweah Health Medical Clinic — Plaza

= Crisis Stabilization Unit (CSU)

MORE THAN MEDICINE. LIFE.
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Auditing & Monitoring
New

Emergency Department (ED) with Diagnostic Testing Procedures

Situation: CMS is required by the Social Security Act to ensure payments for all radiology services provided in the ED are medically
necessary, have documentation to support the claims, and are ordered by physicians. A post-payment review was conducted by
Compliance based on evaluation of documentation of medical necessity and physician orders for radiology testing; the radiology testing
was completed while the patient was in the ED, the Radiology Interpretation reports met American College of Radiology (ACR)
communication of Diagnostic Imaging guidelines, the diagnosis met the requirements for the LCD and confirmation that the diagnostic
test was billed appropriately on the UB-04 claim form and was paid.

Assessment: An internal review of thirty (30) randomly selected Medicare encounters for dates of service from October 2022 — December
2022 was conducted. The review noted a 94% compliance rate for appropriate documentation of medical necessity diagnosis as outlined
by the LCD. The review noted a 100% compliance rate for Radiology testing, interpretations were completed during the ED visit, electronic
reports were retained within the electronic medical record and met the American College of Radiology reporting standards and billed
appropriately.

Recommendation: Based on the findings, no further assessment is required at this time.

kaweahhealth.org f O V¥ //(\Kaweah Health
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ﬁuditing & Monitoring
ew

Infusion Center Drugs

Situation: CMS requires hospitals and other providers to care for and administer medications to patients in such a way
that they are used most efficiently, in a clinically appropriate manner. Infusion Center drug administration has been the
focus of Recovery Audit Contractor (RAC) reviews. A post-payment review was conducted by Compliance to determine
whether Kaweah Health is submitting claims in compliance with Medicare documentation and billing guidelines for
Infusion Center drug administration services for beneficiaries of Medicare, Medicare Advantage and Commercial plans.

Assessment: An internal review of fifty-seven (57) encounters, with dates of service from July 2022 — January 2023 was
conducted. The review noted a 100% compliance rate for dose amount infused per the physician order as well as start
and stop time documentation resulting in appropriate infusing duration. The review noted an 86% compliance rate for
billing documentation. Seven (7) encounters where the drugs were donated were noted as non-compliant, as they did
not contain the correct units of medication. One (1) encounter did not contain the IV administrative charge.

Recommendation: The Compliance Department will continue to reassess the risk associated with Infusion Center drugs
and will conduct periodic audits in the future.

kaweahhealth.org f O V¥ //(\Kaweah Health
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Auditing & Monitoring
New
Inpatient DRG without a Major Complication or Comorbidity (MCC)

Situation: Due to results from a recent PEPPER report indicating the possibility of under-coding claims, as well as internal
audit results reflecting an increase in inpatient coder errors, a review of coding services was performed for Kaweah
Health focusing on Inpatient Diagnosis Related Group (DRG) without Multiple Chronic Conditions and Complication or
Comorbidity (MCC/CC). The purpose of the audit was to review documentation to determine if the diagnosis coding
selected most accurately reflected the patient’s condition resulting in assignment of the appropriate DRG.

Assessment: An external audit of fifty (50) randomly selected inpatient accounts with dates of service from January 20,

2022 — February 22, 2023 was completed. The audit noted a 96% compliance rate. The results of the review have been
shared with leadership.

Recommendation: Based on the findings, no further assessment is required at this time.

MORE THAN MEDICINE. LIFE.
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Projects
Update

Business Associate Agreement Validation

Situation: Review, validation and collection of Business Associate Agreements (BAA) within the Compliance 360 Contract
Database System. A BAA is defined as a legal document between a healthcare provider and a third party vendor who
creates, receives, maintains, or transmits Protected Health Information (PHI) of our patients on our behalf. BAAs are crucial
in protecting the privacy of our patients and protecting the organization against liability in the event of a breach of PHI
committed by a Business Associate.

Assessment: Phase | will consist of a validation process to ensure accurate storage of BAAs within the system and removal
of expired or invalid agreements. Phase Il will consist of a thorough review, update and modernization of the BAA template
language and provisions.

Outcome: Leadership has been re-educated to ensure BAAs are acquired, when appropriate, when executing new
agreements. The result of the extensive review is intended to identify and execute (when necessary) agreements for all
required vendors and ensure an organized process through the contracts management system for ease of access. Phase Il
is expected to begin in August 2023.

MORE THAN MEDICINE. LIFE.
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Projects
Update
Workday/FairWarning

Situation: On July 1, 2023, Kaweah Health launched the new Human Resources Information System (HRIS), Workday.
Workday required the transition of current HR and IT system databases, which impacted the process of onboarding
remote system access users (contingent workers). The transition to Workday also required a new integration with
current EMR privacy monitoring tool, FairWarning.

Assessment: The Compliance Department initiated and oversaw the transition of over 1,600 contingent workers into
the Workday platform. The transition included individual data entry, education assignment, system access request,
and data validation for these users. In addition, the Compliance Department monitored the integration of Workday
and FairWarning to ensure a successful transition.

Outcome: The Workday contingent worker transition and FairWarning integration were successful.

MORE THAN MEDICINE. LIFE.
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The pursuit of healthiness
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tlﬂs Health Care District Hospital Admin
//{ Kaweah Health

Policy Number: AP10

Date Created: 09/30/2007

Document Owner: Cindy Moccio (Board Clerk/Exec | Date Approved: Not Approved Yet

Assist-CEO)

Approvers: Board of Directors (Administration)

Occurrence Reporting Process

Printed copies are for reference only. Please refer to the electronic copy for the latest version.

PURPOSE: Desecribes-To describe the Occurrence Reporting process that supports
Distriet—Kaweah Delta Health Care District (‘Kaweah Health”)
Performance-tmprovement; Quality & Patient Safety, Risk Management
and Compliance activities by collecting data on unusual events or
process variances.

DEFINITIONS:
Occurrence -

Statement of Concern —

Adverse Drug Event -

Significant ADE-

Medication Error —

An unusual or unexpected event, whether or not
causing harm or potential harm to patients, visitors or
staff that places the-DistrictKaweah Health at risk.

An event related to an unresolved interpersonal
(behavioral) issue.

-A variance related to the use of omission of a drug as
well as “close calls” or “safe catches.” Adverse drug
events (ADEs) are comprised of medication errors
and medication incompatibilities.__Adverse Drug
Reaction - (ADR) An wunusual or unintended
noxious reaction that occurs at doses normally used
for prophylaxis, diagnosis, therapy of disease and/or
for the modification of physiological function.

Any ADE that caused, or had the potential to cause,
harm. Harm is defined as the impairment of the
physical, emotional, or psychological function or
structure of the body and/or pain resulting therefrom.

A preventable medication-related event that adversely
affects a patient and that is related to professional
practice, health care products, procedures, systems,
including but not limited to prescribing, prescription
order communications, product labeling, packaging
and nomenclature, compounding, dispensing,
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Occurrence Reporting Process 2

distribution, administration, education, monitoring and
use.

Medication Incompatibility A state in which two or more medications undesirably
interact in a way that would interfere with their
administration, safety or efficacy.

POLICY:

Occurrences which may result in actual or potential harm to patients, staff members,-or
Distriet Kaweah Health visitors, or otherwise expose the-DistrictKaweah Health or any of
its employees or agents to liability are reported in an accurate and timely manner. In
addition to its use as a Risk Management tool, the Occurrence Reporting process
facilitates-District

Performance-tmprovement; Quality & Patient Safety, Risk Management and
Compliance activities.

The Occurrence Reporting process also encompasses suspected child, elder and/or
dependent adult abuse reporting, unresolved behavioral

“Statement of Concern” reporting, complaint and grievance reporting, and-ADE reporting,« ~ | Formatted: Indent: Left: -0.06"

and reporting to other confidential matters. The paper and/or electronic forms are the
data collection tools of the Occurrence Reporting process.

The forms and/or their electronic equivalents are maintained within the Risk
Management-DepartmentManagement Department as confidential documents, and as
such are protected from discovery pursuant to California Evidence Code section
1157(b). The forms are NOT a part of the medical record. Occurrence Reporting policy
and procedure is observed as follows:

. Unusual events, significant ADEs, patient/family grievances or statements of
concern are reported by completing an Occurrence Reporting form and
submitting it to the Risk Management Department as soon as possible.

1. Staff should immediately contact the -telephene-the-Risk Management
Department_via telephone of any unusual event, which results in patient injury
immediately. If the-RrRisk MmManagementr is unavailable, the House
Supervisor is notified. Staff shall complete an Occurrence Reporting form
immediately and submit to the Risk Management Department within 24 hours.
(See Sentinel Event Policy AP.87).

1. Staff should contact telephone-tthe Clinical Engineering Department and the Risk
Management Department_via telephone for any unusual event; which results in
patient injury and is directly related to equipment malfunction within 24 hours of
the event or discovery of the event. Staff shall complete an Occurrence
Reporting form and send it to the Risk Management Department within 24 hours.
The equipment in question is-shall be removed intact from the patient care area,
a red tag applied, and placed in the area designated by Clinical Engineering for
retrieval.

IV. A multidisciplinary team including members from the organization and Medical
Staff (METER Committee) review occurrence reports submitted within the
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Occurrence Reporting Process 3

previous 24 hours each weekday to rank and triage events so immediate
notification of high-risk or unusual events can be made to hospital and Medical
Staff leadership. Occurrence reports received on weekends/holidays will be
reviewed the following business day. High-risk or unusual events which occur
during weekends/holidays will be immediately escalated to the House Supervisor
and/or the Risk Manager on-call as described in Section Il above.

\.——Significant ADEs are-shall be reported immediately to the patient’s attending or
covering physician. Physician notification is documented in the patient's medical
record. The Pharmacy Director or designee will be notified of ADEs and events
which do not constitute an ADE, but pertain to medications (i.e.: medication loss,
medication storage, potential drug diversion).

V. < — — | Formatted: Numbered + Level: 1 + Numbering Style: I, II,
III, ... + Start at: 1 + Alignment: Left + Aligned at: 0" + Tab
after: 0.5" + Indent at: 0.5"

VI.  Any unusual event which is directly or potentially related to equipment
malfunction, which DID NOT result in patient injury, is-shall be reported by
completing an Occurrence Report and sending-it to the Risk Management
Department within 5 days. The equipment and/or parts (i.e., stapler parts, drill
bits, etc.) in question are-shall be immediately removed intact from the patient
care area, a red tag applied, and placed in the area designated by Clinical
Engineering for retrieval. See Procedure section below, ltem Ill.

VIl.  LAnylost or damaged patient property-items issues-may be reported on the
Kaweah Health website or an Occurrence Report may be completed. Fhey
areLost belongings shall be investigated by the Department Manager or
designee. . = = :

Sososanak

- - - ‘[ Formatted: List Paragraph, No bullets or numbering

MHVIILL A case review of Coroner Referrals will be completed by the Medical
Director of Quality &and Patient Safety to evaluate and identify unusual
occurrences or Adverse Events.

VHELX. The Risk Management Department_will provides Department Directors_or
designee with monthly Occurrence Reporting aggregate data_upon request.
Data are-is trended and used to improve Bistrict-Kaweah Helalth processes.
Data obtained from the Occurrence Reporting process are-is also used in
mMedical sStaff peer review for re-credentialing purposes, and by the Risk
Management and Compliance Departments to report and trend data related to
the Complaint and Grievance processes.

PCX._All patient events are documented in the medical record. Documentation does
NOT indicate that an Occurrence Report was generated.

PROCEDURE:

l. When an incident or unusual event occurs, the individual most familiar with the
situation, or to whom a grievance was reported, cempletes-shall complete the
Occurrence Reporting form. The form is submitted to the Risk Management
Department as soon as practically possible, but no later thanwithin 5 days of the
event, or at the time in which the event is discovered.

90/654



Occurrence Reporting Process 4

Il Staff shall notify-telephene the Risk Management Department_via telephone of
any unusual event, which results in patient injury immediately.-

A. If the Risk Manager is unavailable, the House Supervisor is notified.

B. Staff complete an Occurrence Reporting form immediately and deliver to
Risk Management Department within 24 hours. (See Sentinel Event Policy
AP.87).

. When the unusual event results in patient injury AND is directly related to

equipment malfunction, the individual discovering the event is responsible to:

A. Notify the Director, House Supervisor, and Nurse Manager;

B. Notify the physician;

C. Telephone the Clinical Engineering Department and Risk Management
within 24 hours of event;

D. Complete and submit an Occurrence Reporting form to the Risk
Management Department within 24 hours;

E. Remove the intact defective equipment from the patient care area,
including all attached peripheral devices (tubing, hoses, power cords,
catheters, etc.);

E—Attach a completed red tag, “Defective Equipment Tag”, to device (refer to
Environment of Care policy 1106 — Electronic/Electromechanical Devices);

F.

EG. Store equipment in designated area for pick-up by Clinical
Engineering.

HEIV. If the unusual event is directly related to equipment malfunction, but did not
cause patient injury, the individual that discovered the event incident is
responsible to:

A. Complete and submit an Occurrence Reporting form to the Risk
Management Department within 5 days.

B. Remove the intact defective equipment from the patient care area;

C. Complete and attach a red tag, “Defective Equipment Tag”, to device
(refer to Environment of Care policy 1106 — Electronic/Electromechanical
Devices);

D. Notify Clinical Engineering for pick-up of defective equipment;

E. Store equipment in designated area for pick-up by Clinical Engineering.

PV, Events related to ADE’s, patient falls, pressure injuries/skin breakdown, -and
equipment/medical device issues are reported electronically through the
Occurrence Report process. Paper reports may be submitted during times of
workstation or network outage.

\LVI.If any questions arise, staff may contact their Manager, the House Supervisor, or

the Risk Management Department.
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Occurrence Reporting Process 5

VEVIIL. The individual completing the Occurrence Reporting form notifies and submits
the completed report to their Nurse Manager or Department Director. All
incomplete forms submitted to the Risk Management Department are returned to
the Department Director_or designee for completion.

VAEVIIL The Occurrence Reporting Form documentation includes:

Event description using only pertinent facts surrounding the event.
Description of any/all action(s) taken to eliminate the possibility of the
event reoccurring;

List of individuals familiar with the circumstances of the event.

Physician notification of the event. Note: The patient’s attending physician,
covering physician, or clinical psychologist will be immediately notified of
significant ADEs as defined in this policy.

Notification of Risk Management Department

w >

oo

m

VHELX. The Department Director, Nurse Manager or designee conducts the initial
investigation and documents findings on the Occurrence Reporting form.

The Risk Management Department reviews each Occurrence Reporting form
submitted. Graphical representation of data findings are reported at Patient
Safety Committee meeting monthly.

References: California Code of Regulations, Title CCR, Division 17, §1711.

"These guidelines, procedures, or policies herein do not represent the only medically or legally acceptable
approach, but rather are presented with the recognition that acceptable approaches exist. Deviations
under appropriate circumstances do not represent a breach of a medical standard of care. New
knowledge, new techniques, clinical or research data, clinical experience, or clinical or bio-ethical
circumstances may provide sound reasons for alternative approaches, even though they are not
described in the document.”

92/654



//\\ Kaweah Health" Subcategories of Department Manuals

not selected.

Policy Number:

AP35 Date Created: No Date Set

Document Owner: Cindy Moccio (Board Clerk/Exec | Date Approved: Not Approved Yet

Assist-CEO)

Approvers: Board of Directors (Administration)

Computer Software Usage

Printed copies are for reference only. Please refer to the electronic copy for the latest version.

POLICY:

Kaweah Delta Health Care District's computer systems and/or other
hardware shall not be utilized to manufacture or duplicate unauthorized
copies of copyrighted software where such manufacture or duplication
is restricted or prohibited by copyright law.

Computer software which has been illegally manufactured and/or
duplicated in violation of copyright law may not be installed or in any
way put to use on computer systems and/or other hardware owned or
operated by Kaweah Delta Health Care District._All software installed
on Kaweah Delta Health Care District's computers must be approved
the Ddirector of ISS Technical Services.

"These guidelines, procedures, or policies herein do not represent the only medically or legally
acceptable approach, but rather are presented with the recognition that acceptable approaches exist.
Deviations under appropriate circumstances do not represent a breach of a medical standard of care.
New knowledge, new techniques, clinical or research data, clinical experience, or clinical or bio-
ethical circumstances may provide sound reasons for alternative approaches, even though they are
not described in the document.”
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Policy Number: AP86 Date Created: 07/01/1999

Document Owner: Cindy Moccio (Board Clerk/Exec | Date Approved: Not Approved Yet
Assist-CEO)

Approvers: Board of Directors (Administration)

Disposals of Equipment

Printed copies are for reference only. Please refer to the electronic copy for the latest version.

POLICY: All disposals of District—Kaweah Delta Health Care District dba
Kaweah Health equipment with an original purchase price of
$52,000 or more shall be approved prior to disposition by the Chief
Financial Officer (CFO) or designee. Negotiation of sales price or
trade-in value shall take into account the remaining recorded value
of the equipment in the-DistrictKaweah Health’s fixed asset record
and make every attempt to at least recover that value. All disposals
of equipment must be communicated to the Finance Manager or
designee for removal from the DistrictKaweah Health’s fixed asset
records.

DEFINITION:

A disposal of equipment includes (i) equipment permanently retired
from active operations, (ii) worn out or obsolete equipment being
held in the warehouse (or other storage area) pending future
disposal, (iii) the sale or trade-in of equipment, (iv) thief of
equipment and (v) the donation of equipment for charitable
purposes.

PROCEDURE:

1. BEFORE any action related to disposal is taken, department manager
(or designee) must notify the Finance Accounting Manager or designee
of impending disposal in order to determine current book value of
equipment. Information provided by the requestor should include
department cost center, equipment description, asset tag (if available),
make, model, serial number and approximate date of acquisition.

2. Once book value is determined by Finance, all efforts should be made
by the requestor to negotiate a sales price, trade-in credit, or continued
use of the equipment to at least recover the remaining book value of the
equipment.

3. For Disposals to outside parties: Prior to the finalization of the sale,
trade-in or disposal arrangement, terms of the agreement shall be

reviewed and approved by a Vice President-and-bylegal-counsel, if
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Disposals of Equipment 2

required for agreements under District Policy AP69, “Requirements for
Contracting for Outside Service Providers”.

a. While negotiating sales terms, every effort shall be made to
secure payment in a single payment.

b. Terms must include that equipment is sold, “as is” and the
contract must include the Equipment Release Form included in
this policy.

4. For Disposals to employees: In addition to Items 1-3 above, the
following additional steps must be taken for equipment with an
estimated market value greater than $100 —

a. Notification of the sale and the bidding process should be
announced to employees using standard District-Kaweah Health
wide communications

b. Bids should be submitted using the Sealed Bid Form included in
this policy.

5. Subsequent to the review and approval of the disposition agreements,
such agreements shall be forwarded to the CFO or designee for
approval.

6. Information related to the donation of equipment or supplies shall be
forwarded to the CFO or designee for approval prior to the actual
donation.

7. Upon completion of the disposal process the (i) signed disposal/sale
agreement, including the Equipment Release Form, (ii) sales proceeds
and (ii) evidence of the disposing asset’'s calculated book value
determined by Finance must be forwarded to the Finance Accounting
Manager or designee. This will ensure that the sale proceeds are
properly deposited and the disposal transaction is properly reflected in
the-DistrictKaweah Health’s accounting records.

8. All disposals of equipment with an original purchase price less than
$52,000 shall be approved by the department Director currently using
the equipment. If the department no longer has a use for the
equipment, it must be offered to other DBistrict—Kaweah Health

departments before being permanently disposed of. er—sent-to—the
Dictri I : : ; L For i I

9. Sales or donations of equipment or supplies to physicians is not
allowed due to regulatory and compliance prohibitions.
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//(\ Kaweah Health.

EQUIPMENT RELEASE FORM

Date:

I understand that this piece of equipment of (list
equipment, use separate sheet if needed)

is used and being sold “as is” and | the buyer — release the seller Kaweah Delta
Health Care District dba Kaweah Health, its staff members, officers, directors agents
and assigns from any and all liability for any damage, injury or harm which may be
caused by, a result of, or in any way associated with the use of this equipment. |
take personal responsibility for any and all occurrences after taking possession of
the equipment.

Buyer: Seller:

Signature Date Signature Date
Print Name Print Name

Title Title

Kaweah Delta Health Care District
400 West Mineral King Avenue
Visalia, California 93291-6263
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Disposals of Equipment

// Kaweah Health.
QN
SEALED BID FORM
Name:
Employee #:
Department #:
BIDS

ITEM #1: Minimum Bid Amount

Bid Submitted
Description:
ITEM #2: Minimum Bid Amount

Bid Submitted
Description:
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Disposals of Equipment 5

ADDITIONAL COST & INFORMATION

e Viewing equipment by appointment only scheduled through , Ext
#

e Fees that will be the responsibility of the employee
include:

¢ Employee must include the Kaweah Belta-Health Equipment Release Form along
with submission of Bid

e Equipment will not be transferred to the employee until payment has cleared
employee bank. The employee will be charged $25.00 for any returned checks due to
insufficient funds or for any reason.

Signature: Date
Bids must be received by P.M. on , 201 . Submit your bid form
to , Finance, extension # .

"These guidelines, procedures, or policies herein do not represent the only medically or legally
acceptable approach, but rather are presented with the recognition that acceptable approaches exist.
Deviations under appropriate circumstances do not represent a breach of a medical standard of care.
New knowledge, new techniques, clinical or research data, clinical experience, or clinical or bio-
ethical circumstances may provide sound reasons for alternative approaches, even though they are
not described in the document.”
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Policy Number: AP107

Date Created: No Date Set

Document Owner: Cindy Moccio (Board Clerk/Exec
Assist-CEO)

Date Approved: Not Approved Yet

Approvers: Board of Directors (Administration)

Patient Privacy Use and Disclosure of Patient Information

Printed copies are for reference only. Please refer to the electronic copy for the latest version.

PURPOSE: This policy outlines how Kaweah DeltaDelta Health Care District

(Kaweah DeltaHealth) complies with the patient privacy requirements
forand the use and disclosure of Protected Health Information (PHI) in
accordance with the Federal Health Insurance Portability and
Accountability Act and the requirements of State of California privacy-
related laws and regulations.

POLICY: Kaweah DeltaHealth complies with all Federal and State of California

laws and regulations with regards to protecting patient privacy and
using or disclosing patient information. When PHI is used, disclosed, or
requested, Kaweah DeliaHealth will take reasonable efforts to limit the
PHI that is used, disclosed, or requested to the minimum amount
necessary to accomplish the purpose of the use, disclosure, or
request.

DEFINITIONS:

“Limited Data Set” is protected health information that excludes the following

direct identifiers of patients, including: (a) names;; (b) postal address
information, other than town or city, sState, and zip code;—(5-rumber—zip
code)—(c) telephone numbers;; (d) fax numbers;; (e) electronic mail
addresses;; (f) Ssocial sSecurity numbers;; (g) medical record numbers;; (h)
health plan beneficiary numbers;; (i) account numbers;; (j) certificate/license
numbers;; (k) vehicle identifiers and serial numbers, including license plate
numbers;; () device identifiers and serial numbers;; (m) web universal
resource locators (URLs);; (n) Internet Protocol (IP) address numbers;; (0)
biometric identifiers, including finger and voice prints;_and (p) full face

photographic images and any comparable images.;-and-(g)-any-otherunigue

“Organized Health Care Arrangement” meanis a clinically integrated care

setting in which individuals typically receive health care from more than one
health care provider. This includes a hospital, in which patients receive
services both from the hospital and from independent members of the

medical slall. srar-sarsanized—oyslerm—eolheallhearc—vherormercthansne
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arrangement—For Kaweah DBeltaHealth, the District, including all of its
facilities and services, credentialed medical staff, and allied health
professionals, is in an organized health care arrangement.

identifiable health information that is transmitted or maintained in electronic

media or _any other form or media. (See AP.53 Patients’ Rights and
Responsibilities for a more comprehensive definition)

PROCESS:

. Uses of PHI:—

A. Kaweah-DeltaHealth-may-use-or-disclose-PHl-for- Ttreatment of patients,

request payment for services, and for health care operations activities.
Kaweah DeltaHealth discloses PHI to other health care providers and/or
business associates for these same activities to ensure continuity of care.

1. Disclosures of PHI —

A. For disclosures of PHI except as permitted or required by this policy,
Kaweah DeltaHealth shall obtain a valid authorization from the patient
or their personal representative. (See policy AP.04 Access and Release of
Protected Health Information)

1. The authorization shall become a part of the patient’'s medical
record. A copy of the signed authorization must be provided to
the individual.

2. An individual may revoke an authorization in writing.

a) The revocation does not apply to actions Kaweah
DeltaHealth has taken in reliance on the authorization.

b) The written revocation shall become a part of the
individual’s medical record.

B. Kaweah BeltaHealth may use or disclose an individual’s PHI for uses
or disclosures not authorized in the Notice of Privacy Practices,
provided that the individual is informed in advance of the use or
disclosure and the individual has the opportunity to agree;—prohibit; or
restrict the use or disclosure. Kaweah BeliaHealth may verbally inform
the individual of and obtain the individual’'s verbal agreement or
objection to a use or disclosure PHI permitted by this section.
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1. Kaweah BeltaHealth may use the following PHI to maintain a
directory of individuals in its facility: (a) the individual’s name, (b)
the individual’s location in Kaweah BeltaHealth’s facility, (c) the
individual’'s condition described in general terms that does not
communicate specific medical information about the individual,
and (d) the individual’s religious affiliation.

2. Disclosures for involvement in the patient’s care and notification
purposes:

a) Kaweah BeltaHealth may disclose to a family member,
other relative, or a close personal friend of the individual,
or any other person identified by the individual, the PHI
directly relevant to such person’s involvement with the
individual’s care or payment related to the individual's
health care.

b) Kaweah DeltaHealth may use or disclose PHI or assist in
the notification of (including identifying or locating), a
family member, a personal representative of the
individual, or another person responsible for the care of
the individual of the individual's location, general
condition-, or death.

- - ‘[Formatted: List Paragraph, Left, No bullets or numbering ]

bjc) At times deemed necessary by Kaweah BeltaHealth, a 4-

digit passcode may be issued to up to two individuals

(typically the patient's emergency contact, family

member/s, or close personal friend/(s)) designated as the

spokesperson(s){s in order to receive PHI directly related

to the patient's general condition. The spokesperson(s)s

must provide the 4-digit passcode over the phone in

order to receive patient information.

e)d) If the individual is present for, or otherwise available prior
to, a use or disclosure permitted as described in a) or b)
above, and has the capacity to make health care
decisions, Kaweah DeltaHealth may use or disclose the
PHI if Kaweah DeltaHealth obtains the individual's
agreement, provides the individual with the opportunity to
object to the disclosure, and the individual does not
express an objection; or reasonably infers from the
circumstances that the individual does not object to the
disclosure.

eéje) If the individual is not present, or the opportunity to agree
or object to the use or disclosure cannot practicably be
provided because of the individual's incapacity or an
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emergency circumstance, Kaweah BeliaHealth may
determine whether the disclosure is in the best interests
of the individual and, if so, disclose only the PHI that is
directly relevant to the person’s involvement with the
individual’s heath care.

e)f) Kaweah DBeltaHealth may disclose PHI to a public or
private entity available to assist in disaster relief efforts.

C. In certain situations, Kaweah BeltaHealth shall disclose PHI without an
authorization or verbal agreement from the individual.

1.

Kaweah DeliaHealth shall disclose PHI to public health
authorities or law enforcement agencies to the extent the
disclosure is required by law. The disclosure shall be limited to
the relevant requirements of such law and will be made in
accordance with AP.04 Access and Release of Protected Health
Information (PHI); AP.66 Suspected Child and/or Dependent
Adult Abuse Reporting; ED.1004 Deadly Weapons or Criminal
Act Injuries Report; ED.1006 Examination/Testing for the
Collection of Evidence; IP 1.7 Reporting
Infection/Communicable Disease, ED.4013 Overdose or
Poisoning: Management and Referral; and ED.3002 Patients
Who Present to ED with Complaint of Suspected Sexual
Assault.

Kaweah DeliaHealth shall disclose PHI as necessary, and as
allowable under state and federal laws, to avert a threat to
health or safety.

Kaweah BeltaHealth shall disclose PHI for specialized
government functions including:

a) Disclosure to military command authorities regarding
armed forces personnel.

b) Disclosures to authorized federal officials for intelligence
and national security activities.

Kaweah DeliaHealth shall disclose PHI regarding an inmate to a
correctional institution or a law enforcement official.

Kaweah BeltaHealth shall disclose PHI to the extent necessary
to comply with laws regarding workers’ compensation or other
similar programs.

Other requirements regarding the use and disclosure of PHI include:
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A. Kaweah DeltaHealth may use or disclose health information which has
been de-identified by removing the following identifiers:

e Names

e Geographic subdivisions smaller than State, i.e. address,
city, county, precinct, zip code

e All elements of dates except year for birth dates & all

elements, including year, for all ages over 89

Telephone number

Fax number

E-mail address

Social security number

Medical record numbers

Health plan beneficiary numbers

Account numbers

Certificate/license numbers

Vehicle ID & serial numbers; license plate numbers

Device identifiers and serial numbers

URLSs or Internet Protocol address numbers

Biometric identifiers including finger & voice prints

Full face photographic images or comparable images

Any other unique identifying number, characteristic or code

B. Kaweah BDeftaHealth shall limit the PHI used and/or disclosed on a
routine basis to the minimum amount necessary.

1.

Use of PHI shall be limited to only the information needed for an
employee or volunteer to do their job.

Disclosure of PHI shall be limited to only the information
necessary to accomplish the purpose for which the disclosure is
made.

Unless the circumstances are unreasonable, Kaweah
DeltaHealth staff may rely on a request from one of the
requestors listed below as establishing the minimum necessary
PHI that may be disclosed to:

a) Public officials that are requesting PHI in accordance with
the requirements of 45 CFR § 164.512 for the
performance of public health functions, health oversight
functions, law enforcement functions, and specialized
government functions, if the public official demonstrates
that the information requested is the minimum amount
necessary to perform the function.

i Staff will verify the identity of public officials by:
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a. Looking at the agency identification badge,
official credentials or other proof of
government status for requests made in
person.

b. Noting that the request is on appropriate
government letterhead for requests made in
writing.

ii. Staff will verify the authority of public officials by:

a. Receiving a written statement of legal
authority or documenting an oral statement of
such authority.

b. Accepting a civil, judicial or administrative
warrant, subpoena, order or other legal
process.

Another healthcare provider

A business associate (as established by way of written
agreement or contract)

A professional that is a member Kaweah DBeliaHealth
staff, or a business associate of Kaweah DPeltaHealth that
is requesting the information to provide professional
services to Kaweah DeltaHealth, provided that the
professional demonstrates that the information requested
is the minimum necessary required for the purpose
requested.

A researcher that is requesting PHI for research
purposes and that provides an authorization from an
individual, a waiver of authorization from an instructional
review board (IRB), a data use agreement, assurance
regarding use preparatory to research, or an assurance
regarding the use of decedents’ PHI.

C. Kaweah BDBeltaHealth will sometimes disclose information to a
contracted business associate in a limited data set for the purposes of
research, public health or health care operations. In these cases, the
business associate contract shall be amended to include a data use
agreement. The Privacy Officer shall ensure that data use agreements
comply with the content requirements of the HIPAA Privacy regulation.

D. Kaweah DeltaHealth may share demographic information and dates of
health care provided to a patient with the Kaweah BeltaHealth

Foundation.

Any fundraising materials sent out shall include a
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description of how the individual may opt out of receiving any further
fundraising communications.

E. Prior to disclosing patient information, Kaweah BeltaHealth staff shall
verify the identity of the person requesting the information and the
authority of that person to access the information.

"These guidelines, procedures, or policies herein do not represent the only medically or legally
acceptable approach, but rather are presented with the recognition that acceptable approaches exist.
Deviations under appropriate circumstances do not represent a breach of a medical standard of care.
New knowledge, new techniques, clinical or research data, clinical experience, or clinical or bio-
ethical circumstances may provide sound reasons for alternative approaches, even though they are
not described in the document.”
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POLICY: Kaweah Delta Health Care District dba Kaweah Health is committed to
maintaining a safe environment for patients, staff and visitors. Confirmed
incidents of drug diversion will be reported to the appropriate agencies.

DEFINITION: Drug diversion — To obtain, possess, prescribe, or use any controlled
substance or drug in violation of state or federal law.

PROCEDURE:

1. When suspicious patterns of activity are identified or other reasonable cause to
suspect drug diversion is present an investigation will be initiated.

2. The VicePresidentChief, or their designee, of the involved department will
collaborate with Human Resources, Pharmacy, and Risk Management in
investigating the suspected drug diversion.

3. Confirmed cases of drug diversion will be reported to:

a. Drug Enforcement Agency - by Pharmacy;

b. California Board of Pharmacy - by Pharmacy;

c. Professional licensing or certifying board of the person confirmed to have
diverted drugs — by Human Resources

d. Visalia Police Department and/or other law enforcement agency - by Pharmacy

e. California Department of Public Health - by Risk Management

4. Drug diversion will be considered confirmed if after investigation there is:

a. An admission of guilt by the person suspected;

b. Refusal to consent to drug testing or to authorize a release of the test results per
Human Resources Policy HR.200 Drugs and Alcohol by the person suspected;

c. Sufficient evidence of drug diversion to terminate the person suspected and all
appeals to that termination have been exhausted per Human Resources Policy
HR.218 NOTIFICATION REQUIREMENTS, PRE-DETERMINATION PROCESS
AND APPEAL PROCESS FOR INVOLUNTARY TERMINATION, SUSPENSION
WITHOUT PAY FOR MORE THAN FIVE DAYS AND DEMOTION;

d. Evidence of patient harm or an adverse event directly related to the drug
diversion.

"These guidelines, procedures, or policies herein do not represent the only medically or legally acceptable
approach, but rather are presented with the recognition that acceptable approaches exist. Deviations
under appropriate circumstances do not represent a breach of a medical standard of care. New
knowledge, new techniques, clinical or research data, clinical experience, or clinical or bio-ethical
circumstances may provide sound reasons for alternative approaches, even though they are not
described in the document.”
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URPOSE: S «.-{ Formatted: Font: Boid B )
{ Formatted: Left, Indent: Left: 0" _ )
Kaweah Health is committed to the safety and wellbeing of our employees, physician :Fm,.m Fom 12pt S ]

staff, volunteers, patients, and visitors.

DEFINITION: ‘ 'E'T'P."W_f"”? 12 pt, Nat Bold”

|

...... . { Formatted: Font: 12pt, NotBold ]
)

( Formatted: Font: 12 pt, Not Bold )

A weapon is defined as any firearm, knife, chemical spray, or device that can cause
bodily harm or injury.

Examples of weapons include, but are not limited to:

Firearm - { Formatted: Indent: First line: 0.5", No bullets of numbering |

Edged weapons (Swords, Knives)

Generally-pocket-knives-an
however-extreme-caution-should-be-taken 'memsdeggdyeapm
with a blade length of over 3 inches will be considered a weapon and will be
stored in the safe, (Generally pocket knives and multi-tools are not considered
weapons (except in Zoneé_p_f the ED and in the Mental Health Hospital);
however, h n in their presen

+-~{ Formatted: Indent: Left: 0.5", No bulets or numbering |

Striking implements (Batons, Clubs) +--{ Formatted: Indent: Firstline: 0.5, No bullets or numbering |

Missile throwing objects (slingshots, bow/arrows)

xplosiv

Incendiary devices

Any other object deemed to be inherently dangerous to Sentara-patients, « | Formatted: Indent: Left: 05", No bullets or numbering |
staff, visitors, contractors, or vendors,
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POLICY:

I.  Weapons are never-not-permittedprohibited on Kaweah Health Health-Care-District
propertyproperties.

Il.  Weapons that are discovered after arrival should be returned to the owner's
vehicle or turned in to Security for safekeeping.

< { Formatted: Ler

LAW ENFORCEMENT/ OFF-DUTY PEACE OFFICER EXCEPTION:

It is not uncommon for the Medical Center, Urgent Care Centers, or off-site clinics
to receive visits from uniformed peace officers as well as off-duty (plain clothes)
officers. These members of our community are sworn peace officers with the
State of California and their respective agencies, and are authorized to carry their
department issued or off-duty firearm.

PEACE OFFICERS SEEKING TREATMENT AT UCC/ OFF-SITE CLINICS:
On-duty law-enforcement officers

If, during the course of treating an 0@nN-duty law enforcement officer, they are
unable to maintain control or security of their weapon (i.e. treatment/exam would
require the weapon to be out of their immediate control, administration of
medications that may impair judgement, etc.) the law enforcement
departmenagencyt is to be contacted, and they will provide another officer to take
control of the weapon.

Off-duty law-enforcement officers
If, during the course of treating an @FFoff-duty law enforcement officer, they are
unable to maintain control or security of their weapon... (i.e. treatment/exam
would require the weapon to be out of their immediate control, administration of
medications that may impair judgement, etc.):

1) Have the patient secure their weapon in their home or vehicle

2) Have the patient return for service when they are unarmed

3) Send the patient to the emergency department where hospital security can

help with gun storage needs

OFF-DUTY PEACE OFFICER FIREARMS RESTRICTIONS - SUICIDE RISK
PATIENTS

Armed OFFoff-duty peace officers (plain clothes) visiting suicide risk patients in
the Emergency Department, including visiting patients who are being seen in an
area of the ED or the Mental Health Hospital, where suicide risk patients are
being cared for, are not permitted to carry a firearm.

< {Formatted:ten
EMPLOYEE EXCEPTION; . . v (romattediFoteod
TR S e U] | Nt S~ St S R e 1 " { Formatted: Font: Bold, No underline
Understanding that our employee workforce is our greatest resource and that we "--__"fromuthed: Left, Indent: Left: 0.38"

have a shared value to keep our employees safe, Kaweah Health will permit '{ Formatted: Font: Bold

AA A
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employees to carry mace/pepper spray and stun qun/taser electroshock self-
defense devices tools when coming to and leaving work.

Employees who choose to carry approved personal self-defense tools while
coming to and going from work may bring such items on-site. However, it is a
violation of company policy; to openly display, carry, or inappropriately refer to
possession in a threatening or disruptive manner while performing work
responsibilities or interacting with co-workers or customers.

STORAGE:

Employees are responsible for ensuring that self-defense tools are stored properly
where patients and the public cannot access the property.

Department employees and support staff assigned to work in the Emergency
Department and the Mental Health Hospital are ret-permittedprohibited to enter the
patient care areas/units with these self-defense tools. Property must be secured
before stepping onto the patient care area.

DISCLAIMER:

Employees are liable for the cost of property damage, cleanup, or injuries resulting
from an accidental discharge, negligent use, or willful use of personal self-defense
tools while on duty.

AEROSOL WARNING:

Pepper spray is a chemical compound that irritates the eyes to cause tears, pain

and temporary blindness (inflammatory effects cause eye to close). An accidental

discharge of pepper spray inside our facilities can travel through the HVAC

(heating, ventilation and air conditioning) system and contaminate the

environment. o )
- _ o < Formatted: Font: 12 pt, Not Bold

| Formatted: Lef, Indent: Lef: 0.38"

"These guidelines, procedures, or policies herein do not represent the only medically or legally acceptable
approach, but rather are presented with the recognition that acceptable approaches exist. Deviations
under appropriate circumstances do not represent a breach of a medical standard of care. New
knowledge, new techniques, clinical or research data, clinical experience, or clinical or bio-ethical
circumstances may provide sound reasons for alternative approaches, even though they are not
described in the document.”
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FY 24 Attendance Appreciation Program
Name: Total quantity of gift Initials:
cards:

Theresa Croushore 4
Rebekah Foster 16
Christine Aleman 12
Mara Lawson &
Shannon Cauthen 20
Michelle Peterson &
Emma Mozier 12
Emma Camarena 4
Kari Knudsen 16
Amy Baker 16
Frank Martin 4
Tracy Salsa 12
Melissa Filiponi 16
Melissa Quinonez 8
Maribel Aguilar

Molly Niederreiter 12

One certificate for quarterly drawing.

36X4=156

$20.00 each (Downtown certificates)

=$2,880 from JWD funds
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Patients’ Rights and Responsibilities, and Non-Discrimination

Printed copies are for reference only. Please refer to the electronic copy for

the latest version.

PURPOSE: To support the expression of patients’ values and beliefs within the

limits of the organization’s mission and philosophy, to allow patients to
exercise cultural and spiritual beliefs and sexual orientation and gender
identity that do not interfere with the well-being of others or the planned
course of medical therapy for the patient and to ensure appropriate use
and disclosure of patient information. To outline patient rights to
access, amend, use, and request restrictions on the use and disclosure
of Protected Health Information (PHI) and provide the framework for
patient complaints regarding the access, use and disclosure of PHI so
as to comply with the Health Insurance Portability and Accountability
Act of 1996 (HIPAA), and more specifically the Privacy Rule. To
comply with applicable State and Federal civil rights laws regarding
non-discrimination on the basis of race, color, national origin, age,
disability or sex.

DEFINITIONS:

“Closed Medical Records” describes a completed record after discharge or
after services have been provided.

“‘Open Medical Records” indicates the patient is not yet discharged from the

facility.

“Designated Record Set” refers to a group of records that include protected
health information (“PHI”) that is maintained, collected, used or disseminated
by, or for, Kaweah Delta—Health for each individual that receives care from
Kaweah Delta—Health or another entity that Kaweah-Belia_Health’s clinicians
include in the individual’s records.

The designated record set includes the following:

Medical records and billing records about individuals maintained by or for
a covered health care provider or one of its business associates.
Enrollment, payment, claims adjudication, and case or medical
management record systems maintained by or for a health plan.
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e Information used, in part or in whole, to make decisions about individuals.
(Information from third parties should not be included)

Any research activities that create PHI should be maintained as a part of the
designated record set and are accessible to research participants unless a
HIPAA Privacy Rule exception exists.

“‘Protected Health Information (PHI)” Individually identifiable health
information that is transmitted by electronic media, maintained in electronic
media, or transmitted or maintained in any other form or medium. May also be
referred to as electronic protected health information (ePHI).
_or_
Any information in any form or medium that is created or received by Kaweah
Delta-Health that relates to the past, present, or future physical or mental health
or condition of an individual; the provision of health care to an individual; or the
past, present, or future payment for the provision of health care to an individual.
_or_
Information (i) that is created or received by a health care provider, health plan,
public health authority, employer, life insurer, school or university, or health care
clearinghouse about a patient and (ii) including demographic information that
may identify a patient that relates to the patient’'s past, present, or future
physical or mental health or condition, related health care services, or payment
for health care services.

POLICY:

In accordance with requirements of Section 70707 of the California Code of
Regulations, Title 22, Medicare Conditions of Participation, Section 1557 of the
Patient Protection and Affordable Care Act (42 USC 18116), Section 504 of the
Rehabilitation Act of 1973, the Health Insurance Portability and Accountability Act
(HIPAA) and The Joint Commission on Accreditation of Healthcare Organizations
(The Joint Commission), Kaweah Health Belta-has adopted the patients’ rights and
responsibilities detailed below.

l. Patient Rights

A. A patient shall have the right to exercise these rights without regard to
sex, age, disability, economic status, educational background, race,
color, religion, ancestry, national origin, sexual orientation, gender
identity or marital status or the source of payment of care:

1. Considerate and respectful care and to be made comfortable.
The patient has the right to receive respect for their cultural,
psychosocial, spiritual, and personal values, beliefs and
preferences.

2. Have a family member (or other representative of their
choosing) and their own physician notified promptly of their
admission to the hospital.
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3.

Know the name of the licensed health care practitioner acting
within the scope of his or her professional licensure who has
primary responsibility for coordinating their care and the names
and professional relationships of other physicians and non-
physicians involved in their care.

Receive information about their health status, diagnosis,
prognosis, course of treatment, prospect for recovery and
outcomes of care (including unanticipated outcomes) in terms
the patient can understand. The patient has the right to
effective communication and to participate in the development
and implementation of their plan of care. The patient has the
right to participate in ethical questions that arise in the course of
their care, including issues of conflict resolution, withholding
resuscitative services, and foregoing or withdrawing life-
sustaining treatment.

Make decisions regarding medical care, and receive as much
information about any proposed treatment or procedure as they
may need in order to give informed consent or to refuse a
course of treatment. Except in emergencies, this information
shall include a description of the procedure or treatment, the
medically significant risks involved, alternate courses of
treatment or non-treatment and the risks involved in each, and
the name of the person who will carry out the procedure or
treatment.

Request or refuse treatment, to the extent permitted by law.
However, the patient does not have the right to demand
inappropriate or medically unnecessary treatment or services.
The patient has the right to leave the hospital against the advice
of physicians, to the extent permitted by law.

Be advised if the hospital/licensed health care practitioner
proposes to engage in or perform human experimentation
affecting their care or treatment. The patient has the right to
refuse to participate in such research projects.

Reasonable responses to any reasonable requests made for
service.

Appropriate assessment and management of their pain,
information about pain, pain relief measures and to participate in
pain management decisions. The patient may request or reject
the use of any or all modalities to relieve pain, including opiate
medication, if they suffer from severe chronic intractable pain.
The physician may refuse to prescribe the opiate medication,
but if so, the physician must inform the patient that there are
physicians who specialize in the treatment of severe chronic
pain with methods that include the use of opiates.
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10.

11.

12.

13.

14.

15.

16.

17.

18.

Formulate advance directives. This includes designating a
decision maker if the patient becomes incapable of
understanding a proposed treatment or become unable to
communicate their wishes regarding care. Hospital staff and
practitioners who provide care in the hospital shall comply with
these directives. All patients’ rights apply to the person who has
legal responsibility to make decisions regarding medical care on
the patient’s behalf.

Have personal privacy respected. Case discussion,
consultation, examination and treatment are confidential and
should be conducted discreetly. The patient has the right to be
told the reason for the presence of any individual. The patient
has the right to have visitors leave prior to an examination and
when treatment issues are being discussed. Privacy curtains
will be used in semi-private rooms.

Confidential treatment of all communications and records
pertaining to their care and stay in the hospital. The patient will
receive a separate “Notice of Privacy Practices” that explains
their privacy rights in detail and how we may use and disclose
your protected health information.

Receive care in a safe setting, free from mental, physical,
sexual or verbal abuse and neglect, exploitation or harassment.
The patient has the right to access protective and advocacy
services including notifying government agencies of neglect or
abuse.

Be free from restraints and seclusion of any form used as a
means of coercion, discipline, convenience, or retaliation by
staff.

Reasonable continuity of care and to know in advance, the time
and location of appointments as well as the identity of the
person providing the care.

Be informed by the physician, or a delegate of the physician, of
continuing health care requirements following discharge from
the hospital. The patient has the right to be involved in the
development and implementation of your discharge plan. Upon
their request, a friend, domestic partner or family member may
be provided this information also.

Know which hospital rules and policies apply to patient conduct
while a patient.

Designate visitors of their choosing, if the patient has decision-

making capacity, whether or not the visitor is related by blood or
marriage, or registered domestic partner status, unless:
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19.

20.

21.

22.

e No visitors are allowed.

e The facility reasonably determines that the presence of a
particular visitor would endanger the health or safety of a
patient, a member of the health facility staff, or other visitor
to the health facility, or would significantly disrupt the
operations of the facility.

e The patient has told the health facility staff that they no
longer want a particular person to visit.

However, a health facility may establish reasonable restrictions
upon visitation, including restrictions upon the hours of visitation
and number of visitors. The health facility must inform the
patient (or the support person, where appropriate) of the
visitation rights, including any clinical restrictions or limitations.
The health facility is not permitted to restrict, limit, or otherwise
deny visitation privileges on the basis of race, color, national
origin, religion, sex, gender identity, sexual orientation, or
disability.

To have their wishes considered, if they lack decision-making
capacity, for the purposes of determining who may visit. The
method of that consideration will comply with federal law and be
disclosed in the hospital policy on visitation. At a minimum, the
hospital shall include any persons living in your household and
any support person pursuant to federal law.

Examine and receive an explanation of the hospital’'s bill
regardless of the source of payment.

Exercise these rights without regard to sex, race, color, religion,
ancestry, national origin, age, disability, medical condition,
marital status, sexual orientation, educational background,
economic status, or the source of payment for care.

File an internal grievance. The patient or their representative
may do so by writing or calling:

Patient—Relations—DepartmentRisk Management

Department
Kaweah DPelta-Health

400 West Mineral King Avenue
Visalia, CA 93291

PHONE (559) 624-6665

FAX (559) 635-4064

115/654



Patients’ Rights and Responsibilities 6

23.

The PatientRelationsRisk Management Department will review
each grievance and provide the patient with a written response.
The written response will contain the name of a person to
contact at the hospital, the steps taken to investigate the
grievance, the results of the grievance process, and the date of
completion of the grievance process. Concerns regarding
quality of care or premature discharge will also be referred to
the appropriate Medicare Utilization and Quality Control Peer
Review Organization (PRO).

File an external complaint with California Department of Public
Health and/or The Joint Commission regardless of whether they
use the hospital’s internal grievance process.

California Department of Public Health
1200 Discovery Plaza, Suite 120
Bakersfield, CA 93309

PHONE (661) 336-0543

FAX (661) 336-0529

The Joint Commission

Division of Accreditation Operations
Office of Quality Monitoring

One Renaissance Boulevard
Oakbrook Terrace, IL 60181
PHONE (800) 994-6610

FAX (630) 792-5636
www.complaint@jcaho.org

Patient Rights shall be posted at appropriate places throughout
Kaweah HealthDelta. Patients of Kaweah DeliaHealth, upon

admission or shortly thereafter, will be given a copy of Patient Rights
and will have this policy explained by Patient Access staff.

Patient Privacy Rights/Notice of Privacy Practices (NOPP)

Patients, and other interested persons, will be provided with a defined
opportunity to receive adequate notice of (1) the uses and disclosures of
protected health information (PHI) that may be made by Kaweah BeltaHealth,
(2) patient rights concerning PHI, and (3) Kaweah Dela's—Health’s legal
duties pertaining to PHI.

A.

Reasonable effort shall be made to provide patients or their legally

authorized representative the current NOPP on the date of the first
service deliver, except where the first service delivery involves
emergency medical treatment; in such cases, the NOPP shall be
provided as soon as it is reasonably practicable to do so.
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B.

Except in emergencies, reasonable effort shall be made to obtain a
signed acknowledgement of receipt of the current NOPP from the
patient or the legally authorized representative.

Document reasonable attempts to provide the current NOPP by filing
the signed acknowledgement of receipt in the medical record. Refusals
to sign the acknowledgement, or refusals to accept the NOPP, shall
also be documented.

A current NOPP will be posted in a prominent location where it is
reasonable to expect that patients will see and have an opportunity to
read it. In addition, the current NOPP must be prominently posted and
made electronically available on Kaweah Delta’'s-Health’s website. At
any time, a patient or the patient’s legally authorized representative
may request and receive a copy of the current NOPP.

The NOPP shall provide a description of actual privacy practices,
policies and procedures; a description of all uses and disclosures of
PHI that Kaweah DBelia-Health may make without written authorization;
a description of the types of uses and disclosures that require written
authorization; and a statement that uses and disclosures not described
in the NOPP also require written authorization.

The NOPP shall be revised and distributed promptly to reflect material
changes to the uses or disclosures of PHI, patients’ rights, Kaweah
Delta’s—Health’s legal duties, or the privacy practices stated in the
notice. Subsequent to any revision, a copy of the ‘old’ NOPP shall be
retained for 6 years from the date it was last effective.

Any person, not only a patient, who has questions about the NOPP or
privacy/confidentiality practices shall be directed to the Compliance
and Privacy Official for further information, if necessary.

Any member of the general public (who is not a patient or a patient’s
legally authorized representative) requesting the NOPP shall be
provided the current NOPP as promptly as circumstances permit. The
documentation requirements do not apply.

Patient responsibilities.

A.

All patients have a responsibility to:

1. Provide, to the best of his/her knowledge, accurate and
complete information about present complaints, past illnesses,
hospitalizations, medications, and other matters related to
his/her health.

2. Report unexpected changes in his/her condition to the
responsible practitioner.
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3.

10.

Report whether he/she clearly comprehends a contemplated
course of action and what is expected of him/her.

Follow the treatment plan recommended by the practitioner
primarily responsible for his/her care. This may include
following the instructions of nurses and allied health personnel
as they carry out the coordinated plan of care, implement the
responsible practitioner's orders, and enforce the applicable
Kaweah Delta-Health rules and responsibilities.

Keep appointments and, when unable to do so for any reason,
notify the responsible practitioner or hospital.

Assure that the financial obligations associated with his/her
health care are fulfilled as promptly as possible.

Follow the hospital rules and regulations affecting patient care
and conduct.

Be considerate of the rights of other patients and Kaweah
Health Belta—staff members and for assisting in the control of
noise, smoking, and the number of visitors.

Be respectful of the property of other persons and of Kaweah
DeltaHealth.

Be accountable for his/her actions if treatment is refused or if
he/she does not follow the practitioner’s instructions.

Non-Discrimination

Kaweah-DeliHealth complies with applicable Federal civil rights laws and
does not discriminate on the basis of race, color, national origin, age,
disability, or sex. Kaweah Belta-Health does not exclude people or treat them
differently because of race, color, national origin, age, disability, or sex.

Kaweah DeltaHealth:

. Provides free aids and services to people with disabilities to
communicate effectively with us, such as: Qualified sign language
interpreters;

e  Written information in other formats (large print, audio, accessible
electronic formats, other formats);

o Provides free language services to people whose primary language is
not English, such as: gQualified interpreters;
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o Information written in other languages.

If a person needs any of these services, contact the Interpreter Services
Department at (559) 624-5902.

If a person believes that Kaweah HealthBelta has failed to provide these
services or discriminated in another way on the basis of race, color, national
origin, age, disability, or sex, one can file a grievance in accordance with the
procedure outlined above. (See |.A(22) and |.A(23) above and AP.08 Patient
Complaint & Grievance Management)

A person can also file a civil rights complaint with the U.S. Department of
Health and Human Services, Office for Civil Rights, electronically through the
Office for Civil Rights Complaint Portal, available at:
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, or by mail or phone at: U.S.
Department of Health and Human Services 200 Independence Avenue, SW
Room 509F, HHH Building Washington, D.C. 20201 1-800-368-1019, 800-
537-7697 (TDD) Complaint forms are available at:
http://www.hhs.gov/ocr/office/file/index.html.

Complaints regarding privacy concerns may be filed with the Chief
Compliance and Risk Privacy—Officer, 400 W. Mineral King, Visalia CA
93291, 559-624-215450086, Fax 559-635-4064., email
www-kdhed.orgwww.kaweahhealth.org. If assistance is needed, the
Compliance and Privacy Officer, or their designee, is available.

"These guidelines, procedures, or policies herein do not represent the only medically
or legally acceptable approach, but rather are presented with the recognition that
acceptable approaches exist. Deviations under appropriate circumstances do not
represent a breach of a medical standard of care. New knowledge, new techniques,
clinical or research data, clinical experience, or clinical or bio-ethical circumstances
may provide sound reasons for alternative approaches, even though they are not
described in the document.”
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Attachment A

(Forms available online at:
https://www.kaweahdelta.org/Patients-Visitors/For-Patients/Request-Medical-Records.aspx)

Kaweah Delta Health Care District _ AUTHORIZATION FOR USE OR DISCLOSURE
400 W, Mineral King - Visalia, CA'93291 - 550.624.2218 - Fax: 559.741.4888 _ OF HEALTH INFORMATION

Completuon of this document authorizes the dusclosure and/or use of individually identifiable
health information, as set forth below, consistent with California and Federal law concerning
the privacy of such information. Failure to provide all information requested may
invalidate this Authonzatlon

" USE AND DISCLOSURE OF HEALTH lNFORMATION '

Pa‘uent Name:

Address:

City: ~_ State: Zip Code:

Phone: () o - ___ Alternate Phone: ()

DOB: o SSN:

: he ——_— - pysca,ositl
or health care provider) to dlsclose to :
Name of Requestor

Address: - e _

City: L - State: . Zip Code:

Phone: ( ) ' i Fax: ()

Purpose of requested disclosure:
[ ]Medicat Care [ ]Personal [ ]Other:
Date of Service:

This authorization applies to the following information: |

[ ]History and Physical [ ] Dialysis Records [ ]Operative Report
[ ]Discharge Summary [ ]Labs/X-Rays/HIV Results
] Mental Health Treatment Info_ - [ -] Alcohol/Drug Treatment

Method of Release: '

[ ]Pick up by Patient

[ 1Mait to:
[ ]Fax to:

[ 1Pick up by other than patlent
Name:

EXPERATEON

“This authonzatlon explres (msert date):

Authorization for Use or Revised 82010
. N . SVISE(] ’
Disclosure of Health Information ®

 cvor g Page 1012 (A

340 .DiscloseHealthinfo-2010
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/\& Kawea h Hea Ith AUTHORIZATION FOR USE OR DISCLOSURE

400 V. Miners King — Visslia, CA 832018382 - 550834 2000 OF HEALTH INFORMATION

Completion of this document authorizes the disclosure andfor use of individually identifiable health
information, as set forth below, consistent with California and Federal law conceming the privacy of such
information. Failure to provide all information requested may invalidate this Authorization.

USE AND DISCLOSURE OF HEALTH INFORMATION

Patient Name

Address

City State Zip Code

Phone | 1 Alternate Phone ( )

DOB Last 4 Digits of 35N

| hereby authorize (Mame of physician, hospital

or health care provider) to disclose ig;
Name of Requestor:
Address:

City: State: Zip Code:
Phone: | ) Fax( )

Purpose of requested disclosure:

QMedical Care  APersonal QA Other:
Date of Service:

This authorization applies to the following information:

A History and Physical A Dialysis Records

Discharge Summary LabsfX-Rays

A Mental Health Treatment Info LAHIV Treatment

L Operative Report L AlcoholDrug Treatment

A Office/Clinic Note A Emergency Department Report
LImmunization Record Qd Genetic Information
'Wellness Check (Physical) QOther-

Method of Release:

LACD QFlashdrive QAPaper dMailed JEmail
If emailed to patient, email address:
APick up by patient
APick up by other than patient:
Name:
This authorization expires (one year from today’s date):

Resised (82019

Authorization for Use or -
Disclosure of Health Information EEEEEEEE
Fage 1 of 2 RIDDID  ProjectBI00s
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Kaweah Health AUTHORIZATION FOR USE OR DISCLOSURE
400 W, Mineral King - Visalia, GA 83201-8362 - 550824 2000 OF HEALTH INFORMATION

NOTICE OF RIGHTS AND OTHER INFORMATION

| may refuse to sign this authorization. | have the right to receive a copy of this authorization.

| may revoke this authorization at any time. My revocation must be in writing, signed by me or on my
behalf, and delivered to the following address:

Kaweah Health

Health Information Management
400 W. Mineral King Avenue
Visalia, CA 93291

My revocation will be effective upon receipt, but will be limited to the extent that the requestor or others
may have responded to this authorization.

Wﬁ?ﬂlﬂw eligibility for benefits will be conditioned on my providing or refusing to
provide this authorization.

Information disclosed pursuant to this authorization could be re—disclosed by the recipient and might no
longer be protected by federal confidentiality | HIPAA{. However, California law prohibits the person
receiving my health information from making further disclosure of it unless another authorization for
such disclosure is obtained from me or

unless, such disclosure is specifically required or permitted by law.

| may inspect or obtain a copy of the health information that | g, being.asked to authorize use or
disclosure.

| understand that this may include ALL medical records or other information regarding my treatment,
hospitalization, and/or outpatient care for my condition, including psychological or psychiatric
impairment, drug abuse and/or alcoholism, and HIV results.

If this box is checked, the requestor will receive compenszation for the use or disclosure of my
information.

SIGNATURE

Patient: Signature: Date/Time:
[ signed by other due to patient's condition at time of service

Others Signature: Date/Time: Relaticnship:

Attending must authorize release of Psychiatric and Chemical Dependency records:
Please check one: JAuthorize Release  [Deny Release

am/om
Physician Signature Physician# Date/Time
Revised (82012
Authorization for Use or
Disclosure of Health Information EEEEEEEE
FPage 2 of 2 RIOOID  ProjectRi00d
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Kaweah Deita Health Care District AUTHORIZATION FOR USE OR DISCLOSURE
400 W. Mineral King - Visatia, CA 93291 - 550.624 2218 - Fax: 559.741-4888 . OF HEALTH |NFORMATION

. NOTICE OF RIGHTS AND OTHER INFQRMAT!ON

I may refuse to sign this authorization. | have the rlght to receive a copy of thts
authorization.

I may revoke this authorization at any time. My revocation must be in writing, signed

by me or on'my behalf, and delivered to the following address:
Kaweah Delta Health Care District
Health Information Management
400 W. Mineral King Avenue
Visalia, CA 93291

My revocation will be effective upon receipt, but will be limited to the extent that the

requestor or others may have responded to this authorization.

Neither treatment, payment, or eligibility for bepefits will be conditioned on my
providing or refusing to provide this authorization.

Information disclosed pursuant to this authorization could be re-disclosed by the recip-
ient and might no longer be protected by federal confidentiality law (HIPAA). However,
California law prohibits the person receiving my health information from making further
disclosure of it unless another authorization for such disclosure is obtained from me or
unless such disclosure is specifically required or permitted by law.

I may inspect or obtain a copy of the health information that | am being asked to

authorize use or disclosure.

I understand that this may include ALL medical records or other information regarding
my treatment, hospitalization, and/or outpatient care for my condition, including
psychological or psychiatric impairment, drug abuse and/or alcoholism, and HIV resuits.

If this box [ ] is checked, the requestor will receive compensation for the use or
disclosure of my information.

Date: : Time: ' am/pm

Signature:

(Patient/representative/spouseffinancially responsible party)
If signed by someone other than the patient, state your legal relationship to the patient:

Attending must authorize release of Psychiatric and Chemical Dependency records:
Please check one: [ ] Authorize Release [ ]1Deny Release

Signature: _ Date:
(Attending Practitioner Signature)

Authorization for Use or Revised 9/2010

Discl f Health Inf i
PO est s 1111711

CVBF 686 P, 20f2
age o 340 DiscloseHealthinfo-2010-P2
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Kaweah Delta Health Care District T AUTORIZACION PARA EL USO O LA
400 W. Mieral King - Visalia, GA 93201 - 550.624 2000 . DIVULGACGION DE INFORMACION MEDICA

Completar este documento autoriza la divulgacion y / o uso de informacion médica
personal que podria identificarlo, segln se explica a seguir, de conformidad con la
ley Federal y de California pertinente a'la privacidad de dicha informagcion.

No proporcmnar toda la informacioén solicitada puede invalidar esta autorizacion.

GACION DE INFORMACION MEDICA

Nombre del pac:ente

Direccion: _ : L : .

Ciudad: : : Estado: o Cadigo Postal:
Teléfono: () Teléfono alternativo: ()

Fecha de nacimiento: Numero de seguro social:

Por medio del presente Yo autorizo a

(Nombre del médico, hospital or proveedor de cuidado de salud,
para que intercambie informacion con:

Nombre del Solicitante:

Direccion:
Ciudad: Estado: Cédigo Postail:
Teléfono: () : FAX: (. )

Proposito de la divulgacion solicitada: [ ] Atencion médica [ ] Personal
[ ]Otro:

Fecha de! servicio:

Esta autorizacion aplica a la siguiente informacion:

[ ]Historial Médico y Examen Fisico. [ ] Registro de Dialisis
[ 1Resumen al darsele de alta [ ]Laboratorio / Rayos X / Resultados VIH
[ ]Informe Operativo [ ]Info. de Tratamiento por Abuso de
[ ]Info. de Tratamiento de “Alcohol / Drogas
Salud Mental "

Método de divulgacion: [ ] Enviado por Fax a:
[ ]Recogido por el paciente [ ] Enviado por correo a:

[ ]Recogido por.otra persona que no es el paciente
Nombre:

Authorization for Use or eviosd 9/2010
Nisclosure of Health Information ”m“““”mml m

CVBF 887 Page aANn [ RSP PRGREEN T RPN TR RTINS o R VAP AN
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//(\ Kawea h Health AUTORIZACION PARA EL USO Y

400 W Mineral King - Wisalia, CA 83201-8352 — 550,424 2000 DIVULGACION DE DATOS MEDICOS

Al completar este documento usted autoriza la divulgacidn y/o uso de datos medicos individuales que lo
identifican, como se describe a continuacion, de acuerdo a la ley Federal y de California sobre la
privacidad de tal informacién. El no suministrar toda la informacion solicitada pudiera causar que
ésta autorizacion no sea vilida.

US0 O DIVULGACION DE DATOS MEDICOS

Mombre del paciente:

Domicilio:

Ciudad: Estadn: Cadigo Postal:
Teléfono: ] Teléfono alternativo: | )

Fecha de nacimiento: Ultimos 4 nimeros de su seguro social:

|
De esta manera autorizo a

para divulgar a: (Mombre del médico, hospital o profesional de atencidn méedica)

Mombre del Solicitante:

Domicilio:
Ciudad: Estado: Codigo Postal:
Teléfono: | ) Fax: ()

Motivo por el cual se solicita la divulgacion:

LAtencion médica APersonal A Otro:
Fecha en que se dieron los servicios:

|
Esta autorizacion aplica a lo siguiente:

A Historial Médico y Examen Fisico ARegistro de Didlisis

JResumen al darsele de alta [ Laboratorio / Radiografias

Ainforme Operativo A Tratamiento de VIH

Ainformacion de Tratamiento de Salud Mental A Tratamiento por Abuso de Alcohol / Drogas
= Mota de oficina/clinica, dlInforme de Sala de Emergencias

A Registro de vacunas Qinformacidén genética

=AExamen figice (wellness) A Otro:

Método de divulgacidn

JARecogido por el paciente: APapel ACD Unidad flash [ Correo A Correo glectronico,
Si se manda por correo electronico al paciente, indique el correo electrénico:

= Recogido por otra persona que no es el paciente
Mombre:

Esta Autorizacion se vencera (un afio a partir de la fecha de hoy):

nis Mbhatzglon s Use &k s cezere
Snamish EEEEEEEE
Page 1 of 2 RIDDID  PreisrkBa0os
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Kaweah Delta Health Care District AUTORIZACION PARA EL USO O LA DIVULGACION
400 W. Mineral King - Visalia, CA 93291 - 559.624.2000 . DE INFORMACION MEDICA

Yo pued negarme a ﬂrmar esta autonzamon Tengo derecho a recublr auna copua deesta
autorizacion. Puedo revocar esta autorizacion en cualquier momento. Mi revocacion debe
ser realizada por escrito, firmada personalmente por mi o por una persona que firme en mi
nombre, y debe ser enviada a la siguiente direccion:

Kaweah Delta Health Care District, Health Information Management

400 W. Mineral King Avenue Visalia, CA 93291
Mi revocacion entrara en efecto desde el momento en que sea recibida, pero no tendra
efecto referente a los actos que el Solicitante u otras personas hayan realizado basandose
en esta autorizacion.
Mi decision de dar o de negarme a dar esta autorizacion no condicionard el tratamiento,
pago o mi elegibilidad para beneficios. ’
La informacién divulgada de conformidad con esta autorizacion podria a su vez ser divul-
gada por el receptor y podria dejar de estar protegida por la ley federal de confidencialidad
(HIPAA, por su siglas en inglés). Sin embargo, las leyes de California prohiben a la persona
que recibe mi informacion médica divulgarla a los otras personas, a menos que se obtenga
otra autorizacion para esta divulgacion de mi parte o que tal divulgacion sea especifica-
mente requericia o permitida por ley.

autorizar para usar o dlvulgar Yo entlendo que lo antencr puede lnclwr TODOS los reglstros
medicos, u otra informacion relacionada con mi tratamiento, hospitalizacion, y/o atencion
médica como paciente externo para mi condicion, incluyendo impedimento psicolégico o psi-
quidtrico, abuso de drogas y/o alcoholismo y resultados de examenes para detectar el VIH.
Si este casillero esta marcado [ ], el Solicitante recibird compensacién por el uso o
divulgacion de mi informacion.

Fecha: Hora: am/pm

Firma:

(Paciente/representante/esposo/esposa/persona economicamente responsable}
Si firma otra persona que no sea el paciente, indique la relacién legal a el paciente:

El profesional que atiende debe autorizar fa divulgacion de los registros Psiquiatricos y de
Dependencia Quimica: .

Por favor, marque una: [ TAutorizo la divulgacion [ ] No autorizo la divulgacion
Firma:

{Firma del Profesional que atiende al paciente) (Fecha)

Authorization for Use or Revised 9/2010

Disclosure of Health Information ”m""mmn “"m

over a7 Page 2 of 2 340 DiscloseHealthinfo-2010-p2_SP
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Kaweah Health AUTORIZACION PARA EL USO Y
200 W Minzral King - Vizalia, CA 93201-G362 - 550.624.2000 DIVULGACION DE DATOS MEDICOS

NOTIFICACION DE DERECHOS Y OTRA INFORMACION

Yo puedo negarme a firmar esta autorizacion. Tengo derecho a recibir una copia de esta autorizacion.
Puedo revocar esta autorizacion en cualguier momento. Mi revocacion debe ser realizada por escrito,
firmada personalmente por mi o por una persona que firme en mi nombre, y debe ser enviada a la
siguiente direccidn:

Kaweah Health
Health Information Management
400 W. Mineral King Avenue
Visalia, CA 93291

Mi revocacion entrard en efecto desde el momento en que sea recibida, pero no tendra efecto referente
a los actos que el Solicitante u otras personas hayan realizado basandose en esta autorizacion.

Mi decision de dar o de negarme a dar esta autorizacion no condicionara el tratamiento, page o mi
elegibilidad para beneficios.

La informacion divulgada de conformidad con esta autorizacidn podria a su vez ser divulgada por el
receptor y podria dejar de estar protegida por la ley federal de confidencialidad (HIPAA, por sus siglas
en inglés). Sin embargo, las leyes de California prohiben a la persona que recibe mi infermacion medica
divulgarla a los a ofras personas, a menos que se obtenga otra autorizacion para esta divulgacion de mi
parte o que tal divulgacion sea especificamente requerida o permitida por ley.

Puedo examinar u obtener una copia de |a informacién médica que me estan pidiendo autorizar para
usar o divulgar. Yo entiendo que lo anterior puede incluir TODOS los registros médicos, u otra
informacién relacionada con mi tratamiento, hospitalizacién, y/o atencion médica como paciente externo
para mi condicidn, incluyendo impedimento psicolégico o psiquiatiico, abuso de drogas wo alcoholismo
y resulfados de exdmenes para defectar el VIH.

Si este casillero esta marcado [, el Solicitante recibira compensacion por el uso o divulgacion de mi
informacion.

FIRMA

Paciente Firma Fecha'Hora

[] Firmad o por otra persona debide ala condicion del paciente al momento de los servicios

Firmadela otra persona Fecha/Hora Relacion:

El profesional que atiende debe autorizar la divulgacidn de los registros Psiquiatricos y de Dependencia

Quimica:
Por favor, margue una: HAutorizo la divulgacidn A Mo autorizo la divulgacion
am/ om
Physician Signatue Physician# Date/Time
e ldbaagian o Use ot Badsed 03201S
Snanish EEEEEEEE
Page 2 of 2 RIDDID  PrrierkRi0o2
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Board of Directors

Policy Number: BOD1 Date Created: 09/08/2004
Document Owner: Cindy Moccio (Board Clerk/Exec | Date Approved: Not Approved Yet
Assist-CEO)

Approvers: Board of Directors (Administration)

Orientation of a New Board Member

Printed copies are for reference only. Please refer to the electronic copy for the latest version.

PURPOSE:

POLICY:

PROCEDURE:

I The

To acquaint newly-elected or appointed directors with Board policies and procedures and the
fundamental organizational, physical, and operational aspects of the District.

The Board of Directors, the Chief Executive Officer, and Kaweah Delta Health Care District dba
Kaweah Health staff shall assist each new member-electee or appointee to understand the Board’s
functions, policies, and procedures upon taking office.

Board member shall be given and will review the following materials with the Board

President related to carrying out the duties of a Kaweah Delta Health Care District Board
of Directors member including the following:

A.

B
C.
D

G.
Il The

Board of Directors Bylaws

Board of Directors Policies

Board of Directors member listing including terms of office
Board Committee Structure

Board minutes for the past year

District Conflict of Interest Policy including Statement of Economic Interest (Form 700) to be completed
upon taking office.

Brown Act Guidelines

Chief Executive Officer shall assist each new Board member in the review of the

following materials relevant to District orientation.

A.

B
C.
D

Vision, Mission, and Pillars
District Goals

Strategic Plan and Initiatives
Projects and Priorities
District’s Organization Chart

Budget for current fiscal year, immediate prior fiscal year and current financial statement. This will be
reviewed with the Board member in an education session on the Districts financial statements.

Continuum of Care

Kaweah Health Medical Staff Executive Committee member listing
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V.

VI.

VII.

The Chief Executive Office will coordinate a personal introduction of the new Board
member to the Kaweah Health Medical Executive Committee members.

The Chief Executive Officer will coordinate a tour of all of the District facilities for the new
Board member and meetings with the District’s Vice Presidents.

Incoming Board members shall be invited to attend Board meetings prior to taking office
to become familiar with Board discussions and meeting protocol.

New Board members will be invited to attend a Governance Institute (GI) Conferences
where they will receive materials relative to Board member duties in conjunction with
their training at these sessions.

After elected, a new Board member will be assigned another Board member to serve as a
mentor.

"These guidelines, procedures, or policies herein do not represent the only medically or legally
acceptable approach, but rather are presented with the recognition that acceptable approaches exist.
Deviations under appropriate circumstances do not represent a breach of a medical standard of care.
New knowledge, new techniques, clinical or research data, clinical experience, or clinical or bio-
ethical circumstances may provide sound reasons for alternative approaches, even though they are
not described in the document.”

129/654



/// Kaweah Health.

Board of Directors

Policy Number: BOD2 Date Created: 09/01/2004
Document Owner: Cindy Moccio (Board Clerk/Exec | Date Approved: Not Approved Yet
Assist-CEO)

Approvers: Board of Directors (Administration)

Chief Executive Officer (CEO) Transition

Printed copies are for reference only. Please refer to the electronic copy for the latest version.

PURPOSE: It is the belief of the Board of Directors of Kaweah Delta Health Care District

dba Kaweah Health that the continued proper functioning of the District, the
maintenance of the highest quality of patient care and the preservation of
the District’s financial integrity require that the District have a pre-
established and orderly process for replacement of the CEO, in the event of
the CEQ’s death, disability or termination of his/her employment relationship
with the District.

Accordingly the Board adopts the following policy.

POLICY:

Temporary Succession of CEO when unable to perform duties. In the event the CEO
becomes unable to perform his/her duties as the result of death or the sudden onset of
disability, or in the event the Board decides to immediately terminate the District’s
employment relationship with the CEO, the Chief Nursing Officer shall immediately assume
those responsibilities pending further action of the Board Of Directors. In the event the
Chief Nursing Officer is unable to immediately assume those responsibilities because of
death, disability or vacancy in the position of Chief Nursing Officer, then the Chief Financial
Officer shall immediately assume those responsibilities pending further action of the Board
of Directors.

Death of the CEO - In the event of the CEQ’s death, the Board shall immediately commence
the process for hiring a new CEO.

Temporary Disability of the CEO - If the disability of the CEO is temporary, as determined
by Board in the reasonable exercise of its discretion, after reviewing appropriate medical
information, the CEO shall again assume the duties of CEO as soon as he/she is able.

Permanent Disability of the CEO - If the disability of the CEO is permanent (i.e. will extend
for 6 months or more) and prevents the CEO from performing his/her duties, as determined
by the Board in the reasonable exercise of its discretion, after reviewing appropriate
medical information, the Board may terminate the CEO’s contract, in accordance with the
contract provisions, and commence the process for hiring a new CEO.

Voluntary termination of the CEO’s employment contract - If the CEO advises the Board of
his/her intention to voluntarily end his/her employment relationship with the District, or if
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the Board makes a decision to terminate the CEQ’s contract or a decision not to renew the
CEOQO’s contract at the expiration of its term, the Board shall commence the process for
hiring a new CEO expeditiously so as to minimize, or avoid if possible, the time during which
there would be no CEO under contract with the District.

VI. Involuntary Termination of the CEO

A. Basis. During the term of his/her contract, the CEQ’s employment may be terminated
by the Board if the CEO fails to properly carry out the responsibilities of the CEOQ, if the
CEO engages in conduct which reflects poorly on the District, if the CEO engages in
conduct which is criminal or which involves moral turpitude, or if, for any other reason,
the Board loses confidence in the CEQ’s ability to properly discharge the duties of CEO.

B. Interim Suspension. In the event the Board makes a preliminary determination to
terminate the employment of the CEO, the Board shall have the right, in the exercise of
its discretion, to immediately suspend all or any part of the responsibilities of the CEO,
pending the outcome of the hearing described in Subparagraph 3 below.

C. Confirmatory Hearing. If the Board makes a decision to terminate the employment of
the CEQ, the CEO shall have the right, within five (5) days of being advised of the Board’s
decision, to request, in writing, a hearing on the Board’s decision. The written request
shall be delivered to the Board President. Failure to request a hearing within that time,
and in the manner described, shall be deemed a waiver of the hearing.

If properly requested, the hearing shall be held within ten (10) days of the CEO’s request
and shall be conducted before one of the personnel hearing officers appointed by the
Board to conduct personnel hearings of District employees. The purpose of the hearing
will be to allow the hearing officer to review the evidence relevant to the Board’s
decision to terminate the employment of the CEO, and to have the hearing officer
render an opinion indicating his/her agreement or disagreement with the Board’s
decision. Each side may be represented by counsel and may offer oral and/or
documentary evidence and may cross examine the witnesses who testify. The strict
rules of evidence will not apply. The hearing officer will have the discretion to admit or
deny whatever evidence he/she deems appropriate and to give whatever weight he/she
deems warranted to the evidence admitted. The hearing officer will render a written
opinion within two (2) days of the hearing.

The decision of the hearing officer is advisory only. Nothing in this policy or in the
conduct of the hearing shall be interpreted or deemed to reflect a right in the CEO to
continued employment beyond the specific terms of this policy and the CEQ’s contract.

VIl. Hiring of a new CEO

A. Recruitment and Search. When it becomes necessary for the Board to replace the CEO,
the District will look internally as well as advertising the position widely and/or engage a
consultant to assist in the search, in a manner which the Board determines at that time
will be effective for attracting qualified candidates. If, however, in the Board’s opinion,
a qualified candidate (or candidates) are already employed by the District, the Board, at
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its discretion, may waive the foregoing requirements. The Board may consult with the
District’s \iee—PresidentforChief Human Resources Officer to acquire information on
processes available for advertising the position or for engaging a consultant to assist in
the search for a new CEO. At the time of the search, the Board will establish criteria for
selecting its new CEO.

Interviews of Prospective CEQO Candidates. Interviews of prospective CEO candidates
will be done by the entire Board. The Board will determine in the exercise of its
discretion if individuals other than elected Board members will participate in the actual
CEO candidate interviews. In the course of evaluating potential candidates, the Board
will consult with the President of the District’s Medical Staff and ask him/her to make
recommendations to the Board on the candidates under consideration.

CEO Contract. The CEO shall be employed for a definite period of time pursuant to a
written contract which sets forth the specific terms of the CEO’s employment, including
the compensation and other consideration to be paid, the term of the agreement, a
detailed description of the duties of the CEO, the specific criteria to be used by the
Board to evaluate the CEQ’s performance, and the bases upon which the contract can
be terminated by either the Board or the CEO. The contract shall require the CEO to
provide at least six (6) months’ notice of the CEQ’s voluntary termination of the
contract.

It is the policy of the District to compensate the CEO in a manner that is appropriately
competitive in the marketplace, taking into consideration, among other things, the
compensation paid to CEOs of similar sized California hospitals. Accordingly, the Board
will review surveys of salaries paid to CEOs of California hospitals as part of the process
of setting the CEQ’s compensation. The Board may consult with the District’s Viee
President-forChief Human Resources Officer to acquire information on available survey
information.

"These guidelines, procedures, or policies herein do not represent the only medically or legally
acceptable approach, but rather are presented with the recognition that acceptable approaches exist.
Deviations under appropriate circumstances do not represent a breach of a medical standard of care.
New knowledge, new techniques, clinical or research data, clinical experience, or clinical or bio-
ethical circumstances may provide sound reasons for alternative approaches, even though they are
not described in the document.”
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The Board has determined that the criteria to be used in the selection of the Chief Executive
Officer will be as follows:

I. Education

A.

A graduate degree in healthcare management is required. Such degree could be from a
variety of graduate schools such as a business school, a school of public health, school of
public administration or a school with an interdisciplinary program. An equivalency to a
graduate degree in health administration will be considered if the candidate has bachelor’s
degree with professional certification and a minimum of five years’ experience in an
executive leadership position in a hospital or healthcare system.

The prospective candidate should be a Fellow in the American College of Healthcare
Executives or a member committed to advancement in this professional organization.

The candidate should possess business ability and financial acumen that has been
demonstrated in past executive management or leadership positions. The candidate in this
regard should be familiar with business proformas, budgets, financial statements, and
decision-making tools.

The candidate should demonstrate a social conscience in terms of specific activities, which
relates to development or implementation of services related to the improvement of
health or the quality of life in the population being served.

II. Spirit of Service

A.

The candidate should have values that are patient centered and compatible with the values
of the District.

The candidate should demonstrate skills and competency in the requirements of
leadership and organizational development.

The candidate should possess imagination and creativity and should show results which
demonstrate this characteristic.

The candidate should have initiative and be able to work independently and without
supervision to carry out the policies of the Board and the strategic plan of the District.

The candidate must possess executive ability, which involves maintaining a sound
organization that has both human and fiscal resources necessary to carry out the Mission
of the District.
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F. The candidate should have a track record of diplomacy and effectiveness in dealing with a
wide variety of constituents and a record of being successful in handling difficult and

complex situations.

"These guidelines, procedures, or policies herein do not represent the only medically or legally
acceptable approach, but rather are presented with the recognition that acceptable approaches exist.
Deviations under appropriate circumstances do not represent a breach of a medical standard of care.
New knowledge, new techniques, clinical or research data, clinical experience, or clinical or bio-
ethical circumstances may provide sound reasons for alternative approaches, even though they are
not described in the document.”
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PURPOSE:

This Executive Compensation Policy of Kaweah Delta Health Care District
{Kaweah-Delta”}dba Kaweah Health is intended to set forth the rationale
and the processes to be utilized by the Board of Directors (“Board”) with
respect to the compensation of the Chief Executive Officer (“CEQ”), and to
set forth the rationale and the processes to be utilized by the CEO with
respect to the compensation of the other members of the Executive Team.

Currently, competition for quality executives in the healthcare industry is
very high while the years of continuous employment of healthcare executives
at a specific institution is surprisingly low. Unnecessary turnover in
executives, especially the CEO, can cause major disruptions at healthcare
institutions, potentially adversely impacting employee relations, Medical
Staff  relations, strategic planning, organizational development,
implementation of programs and services, physician and patient satisfaction
and ultimately the quality of care.

It is the position of the Board, in order to maintain appropriate continuity in
the Executive Team, while at the same time continuing as good stewards of
Kaweah Delta’s—Health’s funds, that the CEO and the members of the
Executive Team should receive total compensation that is at or near the
median for executives in functionally comparable positions at comparable
institutions. Comparable institutions will be included, consistent with
industry standards, on the basis of number of licensed beds, nonprofit status,
number of full-time employees, and geographic location, among other
factors.

It is also the position of the Board, after years of working with an
independent consulting firm with expertise in healthcare executive
compensation, that incentive compensation for healthcare executives is a
common, expected and valuable part of a total compensation package.
Accordingly, it will continue to be the policy of Kaweah Belta—Health to
provide for appropriate incentive compensation for members of the
Executive Team as part of their total compensation.
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POLICY:

Chief Executive Officer

A.

CEO Contract. Employment of the CEO at Kaweah Belta-Health is pursuant
to written contract between Kaweah Bela-Health and the CEO. California
law permits each contract with the CEO to be up to four (4) years in duration.
When negotiating a new or renewed contract with the CEO, the Board
President shall be the chief negotiator for the Board and shall work closely
with legal counsel for Kaweah Belta-Health with respect to the negotiation
and completion of the written agreement. The Board President may utilize
the assistance of the Board Secretary/Treasurer in conducting and evaluating
CEO negotiations. The Board President will regularly report to the full Board
on the status of CEO contract negotiations. All terms of an agreement with
the CEO are subject to final approval by the entire Board.

CEO Base Salary. The appropriateness of the CEO’s Base Salary will be
confirmed on an annual basis through the use of an outside and independent
consulting firm with nationwide expertise in healthcare executive
compensation. Automatic annual adjustment of the CEQ’s base salary,
consistent with adjustments in the base salaries of CEO’s in comparable
institutions, may be provided for in the written agreement with the CEO.
Confirmation of any compensation adjustment pursuant to a written
contract provision will be made by the full Board.

Potential CEO Incentive Compensation. Part of the CEQ’s annual
compensation will be on an incentive basis, i.e., based on the successful
completion of specific, objectively definable and measurable goals for that
contract year. The goals, the potential incentive compensation amount, and
the percentage of the total incentive compensation amount attributable to
the successful completion of each goal must be set in advance, must be in
writing, and must be agreed to by the CEO and the Board. The successful
completion of each of the goals must be capable of determination on an
objective basis. Potential incentive compensation amounts for the CEO for
each contract year shall be within the range set forth in the last data received
from the healthcare executive compensation consultant, and shall be
consistent with the Board’s general approach to maintaining the combination
of base CEO salary and potential incentive compensation amounts at or near
the median for comparable institutions. The Board President and the CEO
will confer at the end of the contract year with respect to the CEQO’s
successful completion of the incentive goals, and together they will report
their determinations to the full Board. Any incentive compensation amount
to be paid to the CEO as the result of successful completion of goals must be
approved in advance by the full Board.

Overall Consideration. As an employee of Kaweah DeltaHealth, the CEO will
be entitled to health and retirement benefits as offered to other employees
of Kaweah BelaHealth. In evaluating and setting base salaries, incentive
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compensation, and overall consideration, the Board shall take into
consideration and may make adjustments for the overall consideration
(which may include health, life and disability benefits, deferred
compensation or other retirement benefits, and other perquisites common
in the industry) provided to CEQ’s in comparable institutions, with a view
toward having the total overall consideration provided to Kaweah Belta’s
Health’s CEO be at or near the median of the total overall consideration
provided to CEQ’s at comparable institutions.

II.  Executive Team Compensation Other Than the CEO.

A.

Base Salaries. The appropriateness of the base salaries of Executive Team
members other than the CEO will be confirmed on at least a biennial basis
through use of an outside and independent consulting firm with expertise in
healthcare executive compensation. The CEO and the Board President will
confer on an annual basis with respect to the most recent information received
from the consultant and the consistency of existing executive compensation
ranges with that information. The CEO retains authority to set base salary
amounts consistent with the information received from the consultant and
consistent with the Board’s general approach to maintaining executive base
salaries at or near the median for comparable institutions.

Potential Incentive Compensation. On an annual basis, Kaweah Bela-Health
will include in its budget a specific amount for potential incentive compensation
for members of the Executive Team. The CEO and the Board President will work
together, with counsel for Kaweah Belta-Health if necessary, to establish specific,
objectively definable goals for each of the members of the Executive Team for
that fiscal year. The goals, the potential incentive compensation amounts, and
the percentage of the total incentive compensation amount for that executive
attributable to the successful completion of each goal must be set in advance,
must be in writing, and must be agreed to by the Executive Team member in
question in advance as indicated by his/her signature on the written goals. The
successful completion of each of the goals must be capable of determination on
an objective basis. Potential incentive compensation amounts for each of the
members of the Executive Team shall be within the ranges set forth in the last
data received from the healthcare executive compensation consultant for that
position, and shall be consistent with the Board’s general approach to
maintaining the combination of base executive salaries and potential incentive
compensation amounts at or near the median for comparable institutions.

Overall Consideration. As employees of Kaweah BeltaHealth, the other
members of the Executive Team will be entitled to health and retirement
benefits as offered to other employees of Kaweah Delta. In evaluating base
salaries and incentive compensation, the CEO may take into consideration the
overall consideration (which may include health, life and disability benefits,
deferred compensation or other retirement benefits, and other perquisites
common in the industry) provided to executives in functionally comparable
positions at comparable institutions, with a view toward having the total
consideration provided to members of Kaweah Delta’s-Health’s Executive Team

137/654



Executive Compensation 4

be at or near the median of the total consideration provided to executives in
functionally comparable positions at comparable institutions. If the CEO
believes that any member of the Executive Team should, on the basis of such
information, have his/her salary or incentive compensation re-set above the
median for executives in functionally comparable positions at comparable
institutions, the CEO shall obtain the prior approval of the Board.

"These guidelines, procedures, or policies herein do not represent the only medically or legally
acceptable approach, but rather are presented with the recognition that acceptable approaches exist.
Deviations under appropriate circumstances do not represent a breach of a medical standard of care.
New knowledge, new techniques, clinical or research data, clinical experience, or clinical or bio-
ethical circumstances may provide sound reasons for alternative approaches, even though they are
not described in the document.”
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POLICY:

Government Code Section 87300 requires each state and local government
agency to adopt and promulgate a Conflict of Interest Code. The Fair Political
Practices Commission has adopted Section 18730 of Title 2 of the California
Code of Regulations, which contains the terms of a model conflict of interest
code (hereinafter "Standard Code") which may be adopted by reference by
any state or local agency which desires to do so. For the purpose of
providing a conflict of interest code for Kaweah Delta Health Care District
dba Kaweah Health {Kaweah Health}, its Board of Directors, and its
employees, the terms of the Standard Code and any amendments to it duly
adopted by the Fair Political Practices Commission are hereby incorporated
by reference and made a part hereof as if set forth herein at length, and,
along with Exhibits A and B attached hereto, in which officials and employees
are designated and disclosure categories are set forth, such Standard Code
shall constitute the Conflict of Interest Code for Kaweah Delta Health Care
District Kaweah Health, its Board of Directors, and its employees. The Chief
Executive Officer shall ensure that a current copy of the Standard Code is
kept on file in the District’s-Kaweah Health administrative office with this
Conflict of Interest Code. A copy of the current version of the Standard Code
is attached hereto as “Exhibit C” for information purposes only.

Pursuant to Section 4 of the Standard Code, designated employees shall file
statements of economic interests with the Chief Executive Officer of Kaweah
Delta-Health-Care DistrictHealth . Upon receipt of the statements filed by the
designated employees of the department, the Chief Executive Officer shall
make and retain a—cepythe original and forward the-eriginala copy of these
statements to the code reviewing body, which in this case is the Tulare
County Board of Supervisors.

Adopted by the Board of Directors of Kaweah Delta Health Care District
effective April274-2020June 29, 2022.
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PROCEDURE:

Members, Board of Directors and Chief Executive Officer

All members of the Kaweah Belta-Health-Care District-Health Board of Directors and
the individual occupying the position of Chief Executive Officer must complete and
file Statements of Economic Interest with the Office of the Chief Executive Officer.
Disclosure must include items listed in Exhibit “B”

Other Affected Positions

Individuals occupying positions as noted in Exhibit “A” are also required to complete
and file, with the office of the Chief Executive Officer of Kaweah Belta-Health-Care
DistrietHealth, Statements of Economic Interest. The types of interest to be
disclosed are identified on “Exhibit B” per position held with the-BistrictKaweah
Health.

Filing Deadlines

Individuals required to complete and file Statements of Economic Interest must do
so with the appropriate office:

A within thirty (30) days after the effective date of the adoption of the Conflict
of Interest Code;

B. within thirty (30) days after assuming a position requiring filing such
Statement;

C. within thirty (30) days after leaving a position requiring filing of such
Statement; and,

D. annually, during the month of January, no later than April 1, for each year in

which the individual occupies a position requiring a Statement.
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EXHIBIT "A”

KAWEAH DELTA HEALTH CARE DISTRICT
DBA KAWEAH HEALTH

CONFLICT OF INTEREST CODE

Disclosure Categories

Category of Interests
Designated Positions Required to be Disclosed

Members of the Board of Directors 1

Employees

Chief Executive Officer

Chief Financial Officer

Chief Operating Officer

Chief Quality Officer

Chief Medical Officer

Chief Nursing Officer

Chief Information & Cybersecurity Officer
Chief Human Resources Officer
Chief Strategy Officer

Chief of Population Health

Chief of Medical Education

Chief Compliance and Risk Officer

Director of Audit and Consulting
Director of Procurement and Logistics Material Management

Kaweah Health Medical Group Chief Executive Officer

Kaweah Health Medical Group Chief Financial Officer

Director of Risk Management

Director of Facilities

Director of Facilities Planning Services

All Directors of Kaweah Delta Health Care District dba Kaweah Health
Consultants

Legal Counsel to the Board of Directors 1

P RPRRPRPRPRPRPRPRRPRPRPRRPRRPRRPRPRRPRRPRR

I
lvs]

[“Consultants may be designated employees who must disclose financial interests as determined on a case-by-
case basis. The District must make a written determination whether a consultant must disclose financial
interests. The determination shall include a description of the consultant’s duties and a statement of the
extent of the disclosure requirements, if any, based upon that description. All such determinations are public
records and shall be retained for public inspection with this conflict of interest code.

[“Consultants can be deemed to participate in making a governmental decision when the consultant, acting
within the authority of his or her position:
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(1) Negotiates, without significant substantive review, with a governmental entity or private person
regarding certain governmental decisions; or

(2) Advises or makes recommendations to the decision-maker either directly or without significant
intervening substantive review, by:
a. Conducting research or making an investigation, which requires the exercise of judgment on the
part of the person and the purpose of which is to influence a governmental decision; or
b. Preparing or presenting a report, analysis, or opinion, orally or in writing, which requires the
exercise of judgment on the part of the person and the purpose of which is to influence the
decision.”

(From the Tulare County Counsel)
{A consultant is also subject to the disclosure requirements if he/she acts in a staff capacity (i.e., performs the

same or substantially all the same duties that would otherwise be performed by an individual holding a
position specified in the Code).]
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EXHIBIT "B”

KAWEAH DELTA HEALTH CARE DISTRICT
DBA KAWEAH HEALTH

CONFLICT OF INTEREST CODE

Disclosure Categories

1. Full Disclosure:

Designated persons in this category must report:

All interests in real property located entirely or partly within this District’s jurisdiction or boundaries,
or within two miles of this District’s jurisdiction or boundaries or of any land owned or used by this District.

Such interests include any leasehold, ownership interest or option to acquire such interest in real property.

All investments, business positions, ownership and sources of income, including gifts, loans and travel
payments.

2. Full Disclosure (excluding interests in real property):

All investments, business positions, ownership and sources of income, including gifts, loans and travel
payments.

3. Interests in Real Property (only):

All interests in real property located entirely or partly within this District’s jurisdiction or boundaries,
or within two miles of this District’s jurisdiction or boundaries or of any land owned or used by this District.
Such interests include any leasehold, ownership interest or option to acquire such interest in real property.

4, General Contracting (two options):

A. All investments, business positions, ownership and sources of income, including gifts, loans
and travel payments, from sources that provide, or have provided in the last two years, leased facilities, goods,
supplies, materials, equipment, vehicles, machinery, services, or the like, including training or consulting
services, of the type utilized by the District.

[Intended for employees whose duties and decisions involve contracting and purchasing
for the entire District.]

B. All investments, business positions, ownership and sources of income, including gifts, loans
and travel payments, from sources that provide, or have provided in the last two years, leased facilities, goods,
supplies, materials, equipment, vehicles, machinery, services, or the like, including training or consulting
services, of the type utilized by the employee’s department or division.

[Intended for employees whose duties and decisions involve contracting and purchasing
for a specific department or division of the District.]

5. Regulatory, Permit or Licensing Duties:
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All investments, business positions, ownership and sources of income, including gifts, loans and travel
payments, from sources that are subject to the regulatory, permit or licensing authority of, or have an

application for a license or permit pending before, the employee’s department or division, or the District.

6. Grant/Service Providers/Departments that Oversee Programs:

A. All investments, business positions, ownership and sources of income, including gifts, loans
and travel payments, or income from a nonprofit organization, if the source is of the type to receive grants or
other monies from or through a specific department or division of the District.

[Intended for employees whose duties and decision involve awards of monies or grants to
organizations or individuals.]
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EXHIBIT "C”

KAWEAH DELTA HEALTH CARE DISTRICT
DBA KAWEAH HEALTH

CONFLICT OF INTEREST CODE
Standard Code

§ 18730. Provisions of Conflict of Interest Codes.

(a) Incorporation by reference of the terms of this regulation along with the designation of employees and the
formulation of disclosure categories in the Appendix referred to below constitute the adoption and
promulgation of a conflict of interest code within the meaning of Government Code section 87300 or the
amendment of a conflict of interest code within the meaning of Government Code section 87306 if the terms
of this regulation are substituted for terms of a conflict of interest code already in effect. A code so amended
or adopted and promulgated requires the reporting of reportable items in a manner substantially equivalent
to the requirements of article 2 of chapter 7 of the Political Reform Act, Government Code sections 81000, et
seq. The requirements of a conflict of interest code are in addition to other requirements of the Political
Reform Act, such as the general prohibition against conflicts of interest contained in Government Code section
87100, and to other state or local laws pertaining to conflicts of interest.

(b) The terms of a conflict of interest code amended or adopted and promulgated pursuant to this regulation
are as follows:

(1) Section 1. Definitions.

The definitions contained in the Political Reform Act of 1974, regulations of the Fair Political Practices
Commission (2 Cal. Code of Regs. sections 18100, et seq.), and any amendments to the Act or regulations, are
incorporated by reference into this conflict of interest code.

(2) Section 2. Designated Employees.

The persons holding positions listed in the Appendix are designated employees. It has been determined that
these persons make or participate in the making of decisions which may foreseeably have a material effect on
economic interests.

(3) Section 3. Disclosure Categories.

This code does not establish any disclosure obligation for those designated employees who are also specified
in Government Code section 87200 if they are designated in this code in that same capacity or if the
geographical jurisdiction of this agency is the same as or is wholly included within the jurisdiction in which
those persons must report their economic interests pursuant to article 2 of chapter 7 of the Political Reform
Act, Government Code sections 87200, et seq.

In addition, this code does not establish any disclosure obligation for any designated employees who are
designated in a conflict of interest code for another agency, if all of the following apply:

(A) The geographical jurisdiction of this agency is the same as or is wholly included within the jurisdiction of
the other agency;

(B) The disclosure assigned in the code of the other agency is the same as that required under article 2 of
chapter 7 of the Political Reform  Act, Government Code  section 87200; and

(C) The filing officer is the same for both agencies. !
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Such persons are covered by this code for disqualification purposes only. With respect to all other designated
employees, the disclosure categories set forth in the Appendix specify which kinds of economic interests are
reportable. Such a designated employee shall disclose in his or her statement of economic interests those
economic interests he or she has which are of the kind described in the disclosure categories to which he or
she is assigned in the Appendix. It has been determined that the economic interests set forth in a designated
employee’s disclosure categories are the kinds of economic interests which he or she foreseeably can affect
materially through the conduct of his or her office.

(4) Section 4. Statements of Economic Interests: Place of Filing.

The code reviewing body shall instruct all designated employees within its code to file statements of economic
interests with the agency or with the code reviewing body, as provided by the code reviewing body in the
agency’s conflict of interest code. (5) Section 5. Statements of Economic Interests: Time of Filing.

(A) Initial Statements. All designated employees employed by the agency on the effective date of this code, as
originally adopted, promulgated and approved by the code reviewing body, shall file statements within 30
days after the effective date of this code. Thereafter, each person already in a position when it is designated
by an amendment to this code shall file an initial statement within 30 days after the effective date of the
amendment.

(B) Assuming Office Statements. All persons assuming designated positions after the effective date of this code
shall file statements within 30 days after assuming the designated positions, or if subject to State Senate
confirmation, 30 days after being nominated or appointed.

(C) Annual Statements. All designated employees shall file statements no later than April 1.

(D) Leaving Office Statements. All persons who leave designated positions shall file statements within 30 days
after leaving office.

(5.5) Section 5.5. Statements for Persons Who Resign Prior to Assuming Office.

Any person who resigns within 12 months of initial appointment, or within 30 days of the date of notice
provided by the filing officer to file an assuming office statement, is not deemed to have assumed office or left
office, provided he or she did not make or participate in the making of, or use his or her position to influence
any decision and did not receive or become entitled to receive any form of payment as a result of his or her
appointment. Such persons shall not file either an assuming or leaving office statement.

(A) Any person who resigns a position within 30 days of the date of a notice from the filing officer shall do
both of the following:

(1) File a written resignation with the appointing power; and

(2) File a written statement with the filing officer declaring under penalty of perjury that during the period
between appointment and resignation he or she did not make, participate in the making, or use the position
to influence any decision of the agency or receive, or become entitled to receive, any form of payment by
virtue of being appointed to the position.

(6) Section 6. Contents of and Period Covered by Statements of Economic Interests.

(A) Contents of Initial Statements.

Initial statements shall disclose any reportable investments, interests in real property and business positions
held on the effective date of the code and income received during the 12 months prior to the effective date of
the code.

(B) Contents of Assuming Office Statements.

Assuming office statements shall disclose any reportable investments, interests in real property and business
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positions held on the date of assuming office or, if subject to State Senate confirmation or appointment, on
the date of nomination, and income received during the 12 months prior to the date of assuming office or the
date of being appointed or nominated, respectively.

(C) Contents of Annual Statements. Annual statements shall disclose any reportable investments, interests in
real property, income and business positions held or received during the previous calendar year provided,
however, that the period covered by an employee’s first annual statement shall begin on the effective date of
the code or the date of assuming office whichever is later, or for a board or commission member subject to
Government Code section 87302.6, the day after the closing date of the most recent statement filed by the
member pursuant to 2 Cal. Code Regs. section 18754.

(D) Contents of Leaving Office Statements.

Leaving office statements shall disclose reportable investments, interests in real property, income and
business positions held or received during the period between the closing date of the last statement filed and
the date of leaving office.

(7) Section 7. Manner of Reporting.

Statements of economic interests shall be made on forms prescribed by the Fair Political Practices Commission
and supplied by the agency, and shall contain the following information:

(A) Investments and Real Property Disclosure.

When an investment or an interest in real property? is required to be reported,* the statement shall contain
the following:

1. A statement of the nature of the investment or interest;

2. The name of the business entity in which each investment is held, and a general description of the business
activity in which the business entity is engaged;

3. The address or other precise location of the real property;

4. A statement whether the fair market value of the investment or interest in real property equals or exceeds
two thousand dollars ($2,000), exceeds ten thousand dollars ($10,000), exceeds one hundred thousand dollars
(5100,000), or exceeds one million dollars ($1,000,000).

(B) Personal Income Disclosure. When personal income is required to be reported,” the statement shall
contain:

1. The name and address of each source of income aggregating five hundred dollars ($5500) or more in value,
or fifty dollars ($50) or more in value if the income was a gift, and a general description of the business
activity, if any, of each source;

2. A statement whether the aggregate value of income from each source, or in the case of a loan, the highest
amount owed to each source, was one thousand dollars (51,000) or less, greater than one thousand dollars
(51,000), greater than ten thousand dollars ($10,000), or greater than one hundred thousand dollars
($100,000);

3. A description of the consideration, if any, for which the income was received;

4. In the case of a gift, the name, address and business activity of the donor and any intermediary through
which the gift was made; a description of the gift; the amount or value of the gift; and the date on which the
gift was received;

5. In the case of a loan, the annual interest rate and the security, if any, given for the loan and the term of the
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loan.

(C) Business Entity Income Disclosure. When income of a business entity, including income of a sole
proprietorship, is required to be reported,® the statement shall contain:

1. The name, address, and a general description of the business activity of the business entity;

2. The name of every person from whom the business entity received payments if the filer’s pro rata share of
gross receipts from such person was equal to or greater than ten thousand dollars ($10,000).

(D) Business Position Disclosure. When business positions are required to be reported, a designated employee
shall list the name and address of each business entity in which he or she is a director, officer, partner, trustee,
employee, or in which he or she holds any position of management, a description of the business activity in
which the business entity is engaged, and the designated employee’s position with the business entity.

(E) Acquisition or Disposal During Reporting Period. In the case of an annual or leaving office statement, if an
investment or an interest in real property was partially or wholly acquired or disposed of during the period
covered by the statement, the statement shall contain the date of acquisition or disposal.

(8) Section 8. Prohibition on Receipt of Honoraria.

(A) No member of a state board or commission, and no designated employee of a state or local government
agency, shall accept any honorarium from any source, if the member or employee would be required to report
the receipt of income or gifts from that source on his or her statement of economic interests. This section shall
not apply to any part time member of the governing board of any public institution of higher education, unless
the member is also an elected official.

Subdivisions (a), (b), and (c) of Government Code section 89501 shall apply to the prohibitions in this section.

This section shall not limit or prohibit payments, advances, or reimbursements for travel and related lodging
and subsistence authorized by Government Code section 89506.

(8.1) Section 8.1 Prohibition on Receipt of Gifts in Excess of $390.

(A) No member of a state board or commission, and no designated employee of a state or local government
agency, shall accept gifts with a total value of more than $390 in a calendar year from any single source, if the
member or employee would be required to report the receipt of income or gifts from that source on his or her
statement of economic interests. This section shall not apply to any part time member of the governing board
of any public institution of higher education, unless the member is also an elected official.

Subdivisions (e), (f), and (g) of Government Code section 89503 shall apply to the prohibitions in this section.
(8.2) Section 8.2. Loans to Public Officials.

(A) No elected officer of a state or local government agency shall, from the date of his or her election to office
through the date that he or she vacates office, receive a personal loan from any officer, employee, member,
or consultant of the state or local government agency in which the elected officer holds office or over which
the elected officer’s agency has direction and control.

(B) No public official who is exempt from the state civil service system pursuant to subdivisions (c), (d), (e), (f),
and (g) of Section 4 of Article VII of the Constitution shall, while he or she holds office, receive a personal loan
from any officer, employee, member, or consultant of the state or local government agency in which the
public official holds office or over which the public official’s agency has direction and control. This subdivision
shall not apply to loans made to a public official whose duties are solely secretarial, clerical, or manual.

(C) No elected officer of a state or local government agency shall, from the date of his or her election to office
through the date that he or she vacates office, receive a personal loan from any person who has a contract
with the state or local government agency to which that elected officer has been elected or over which that
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elected officer’s agency has direction and control. This subdivision shall not apply to loans made by banks or
other financial institutions or to any indebtedness created as part of a retail installment or credit card
transaction, if the loan is made or the indebtedness created in the lender’s regular course of business on
terms available to members of the public without regard to the elected officer’s official status.

(D) No public official who is exempt from the state civil service system pursuant to subdivisions (c), (d), (e), (f),
and (g) of Section 4 of Article VII of the Constitution shall, while he or she holds office, receive a personal loan
from any person who has a contract with the state or local government agency to which that elected officer
has been elected or over which that elected officer’s agency has direction and control. This subdivision shall
not apply to loans made by banks or other financial institutions or to any indebtedness created as part of a
retail installment or credit card transaction, if the loan is made or the indebtedness created in the lender’s
regular course of business on terms available to members of the public without regard to the elected officer’s
official status. This subdivision shall not apply to loans made to a public official whose duties are solely
secretarial, clerical, or manual.

(E) This section shall not apply to the following:

1. Loans made to the campaign committee of an elected officer or candidate for elective office.

2. Loans made by a public official’s spouse, child, parent, grandparent, grandchild, brother, sister, parent-in-
law, brother-in-law, sister-in-law, nephew, niece, aunt, uncle, or first cousin, or the spouse of any such
persons, provided that the person making the loan is not acting as an agent or intermediary for any person not
otherwise exempted under this section.

3. Loans from a person which, in the aggregate, do not exceed five hundred dollars ($500) at any given time.
4. Loans made, or offered in writing, before January 1, 1998.
(8.3) Section 8.3. Loan Terms.

(A) Except as set forth in subdivision (B), no elected officer of a state or local government agency shall, from
the date of his or her election to office through the date he or she vacates office, receive a personal loan of
five hundred dollars ($500) or more, except when the loan is in writing and clearly states the terms of the
loan, including the parties to the loan agreement, date of the loan, amount of the loan, term of the loan, date
or dates when payments shall be due on the loan and the amount of the payments, and the rate of interest
paid on the loan.

(B) This section shall not apply to the following types of loans:
1. Loans made to the campaign committee of the elected officer.

2. Loans made to the elected officer by his or her spouse, child, parent, grandparent, grandchild, brother,
sister, parent-in-law, brother-in-law, sister-in-law, nephew, niece, aunt, uncle, or first cousin, or the spouse of
any such person, provided that the person making the loan is not acting as an agent or intermediary for any
person not otherwise exempted under this section.

3. Loans made, or offered in writing, before January 1, 1998.

(C) Nothing in this section shall exempt any person from any other provision of Title 9 of the Government
Code.

(8.4) Section 8.4. Personal Loans.

(A) Except as set forth in subdivision (B), a personal loan received by any designated employee shall become a
gift to the designated employee for the purposes of this section in the following circumstances:

1. If the loan has a defined date or dates for repayment, when the statute of limitations for filing an action for
default has expired.

149/654



Conflict of Interest 12

2. If the loan has no defined date or dates for repayment, when one year has elapsed from the later of the
following:

a. The date the loan was made.

b. The date the last payment of one hundred dollars ($100) or more was made on the loan.

c. The date upon which the debtor has made payments on the loan aggregating to less than two hundred fifty
dollars ($250) during the previous 12 months.

(B) This section shall not apply to the following types of loans:
1. A loan made to the campaign committee of an elected officer or a candidate for elective office.
2. A loan that would otherwise not be a gift as defined in this title.

3. A loan that would otherwise be a gift as set forth under subdivision (A), but on which the creditor has taken
reasonable action to collect the balance due.

4. A loan that would otherwise be a gift as set forth under subdivision (A), but on which the creditor, based on
reasonable business considerations, has not undertaken collection action. Except in a criminal action, a
creditor who claims that a loan is not a gift on the basis of this paragraph has the burden of proving that the
decision for not taking collection action was based on reasonable business considerations.

5. A loan made to a debtor who has filed for bankruptcy and the loan is ultimately discharged in bankruptcy.

(C) Nothing in this section shall exempt any person from any other provisions of Title 9 of the Government
Code.

(9) Section 9. Disqualification.

No designated employee shall make, participate in making, or in any way attempt to use his or her official
position to influence the making of any governmental decision which he or she knows or has reason to know
will have a reasonably foreseeable material financial effect, distinguishable from its effect on the public
generally, on the official or a member of his or her immediate family or on:

(A) Any business entity in which the designated employee has a direct or indirect investment worth two
thousand dollars ($2,000) or more;

(B) Any real property in which the designated employee has a direct or indirect interest worth two thousand
dollars ($2,000) or more;

(C) Any source of income, other than gifts and other than loans by a commercial lending institution in the
regular course of business on terms available to the public without regard to official status, aggregating five
hundred dollars ($500) or more in value provided to, received by or promised to the designated employee
within 12 months prior to the time when the decision is made;

(D) Any business entity in which the designated employee is a director, officer, partner, trustee, employee, or
holds any position of management; or

(E) Any donor of, or any intermediary or agent for a donor of, a gift or gifts aggregating $390 or more
provided to, received by, or promised to the designated employee within 12 months prior to the time when
the decision is made.

(9.3) Section 9.3. Legally Required Participation.

No designated employee shall be prevented from making or participating in the making of any decision to the
extent his or her participation is legally required for the decision to be made. The fact that the vote of a
designated employee who is on a voting body is needed to break a tie does not make his or her participation
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legally required for purposes of this section.
(9.5) Section 9.5. Disqualification of State Officers and Employees.

In addition to the general disqualification provisions of section 9, no state administrative official shall make,
participate in making, or use his or her official position to influence any governmental decision directly relating
to any contract where the state administrative official knows or has reason to know that any party to the
contract is a person with whom the state administrative official, or any member of his or her immediate family
has, within 12 months prior to the time when the official action is to be taken:

(A) Engaged in a business transaction or transactions on terms not available to members of the public,
regarding any investment or interest in real property; or

(B) Engaged in a business transaction or transactions on terms not available to members of the public
regarding the rendering of goods or services totaling in value one thousand dollars ($1,000) or more.

(10) Section 10. Disclosure of Disqualifying Interest.

When a designated employee determines that he or she should not make a governmental decision because he
or she has a disqualifying interest in it, the determination not to act may be accompanied by disclosure of the
disqualifying interest.

(11) Section 11. Assistance of the Commission and Counsel.

Any designated employee who is unsure of his or her duties under this code may request assistance from the
Fair Political Practices Commission pursuant to Government Code section 83114 and 2 Cal. Code Regs. sections
18329 and 18329.5 or from the attorney for his or her agency, provided that nothing in this section requires
the attorney for the agency to issue any formal or informal opinion.

(12) Section 12. Violations.

This code has the force and effect of law. Designated employees violating any provision of this code are
subject to the administrative, criminal and civil sanctions provided in the Political Reform Act, Government
Code sections 81000 — 91014. In addition, a decision in relation to which a violation of the disqualification
provisions of this code or of Government Code section 87100 or 87450 has occurred may be set aside as void
pursuant to Government Code section 91003.

NOTE: Authority cited: Section 83112, Government Code.
Reference: Sections 87103(e), 87300-87302, 89501, 89502 and 89503, Government Code.

! Designated employees who are required to file statements of economic interests under any other agency’s
conflict of interest code, or under article 2 for a different jurisdiction, may expand their statement of
economic interests to cover reportable interests in both jurisdictions, and file copies of this expanded
statement with both entities in lieu of filing separate and distinct statements, provided that each copy of such
expanded statement filed in place of an original is signed and verified by the designated employee as if it were
an original. See Government Code section 81004.

2See Government Code section 81010 and 2 Cal. Code of Regs. section 18115 for the duties of filing officers
and persons in agencies who make and retain copies of statements and forward the originals to the filing
officer.

3For the purpose of disclosure only (not disqualification), an interest in real property does not include the
principal residence of the filer.

“Investments and interests in real property which have a fair market value of less than $2,000 are not
investments and interests in real property within the meaning of the Political Reform Act. However,
investments or interests in real property of an individual include those held by the individual’s spouse and
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dependent children as well as a pro rata share of any investment or interest in real property of any business
entity or trust in which the individual, spouse and dependent children own, in the aggregate, a direct, indirect
or beneficial interest of 10 percent or greater.

A designated employee’s income includes his or her community property interest in the income of his or her
spouse but does not include salary or reimbursement for expenses received from a state, local or federal
government agency.

5lncome of a business entity is reportable if the direct, indirect or beneficial interest of the filer and the filer’s
spouse in the business entity aggregates a 10 percent or greater interest. In addition, the disclosure of persons
who are clients or customers of a business entity is required only if the clients or customers are within one of
the disclosure categories of the filer.

152/654



//, Kaweah Health.

Board of Directors

Policy Number: BOD7 Date Created: 10/30/2013
Document Owner: Cindy Moccio (Board Clerk/Exec | Date Approved: Not Approved Yet
Assist-CEO)

Approvers: Board of Directors (Administration)

Presentation of Claims and Service Process

Printed copies are for reference only. Please refer to the electronic copy for the latest version.

POLICY:

Suits for money or damages filed against a public entity such as Kaweah Delta Health
Care District dba Kaweah Health are regulated by statutes contained in division 3.6
of the California Government Code, commonly referred to as the Government
Claims Act. Government Code § 905 requires the presentation of all claims for
money or damages against local public entities such as Kaweah Health, subject to
certain exceptions. Claims for personal injury and property damages must be
presented within six (6) months after accrual; all other claims must be presented
within one (1) year.

Presentation of a claim is generally governed by Government Code § 915 which
provides that a claim, any amendment thereto, or an application for leave to present
a late claim shall be presented to Kaweah Health by either delivering it to the clerk,
secretary or auditor thereof, or by mailing it to the clerk, secretary, auditor, or to the
governing body at its principal office.

Service of process on a public entity such as Kaweah Health is generally governed by
Code of Civil Procedure § 416.50 which provides that a summons may be served by
delivering a copy of the summons and complaint to the clerk, secretary, president,
presiding officer or other head of its governing body.

This policy is intended to precisely identify those individuals who may receive claims
on behalf of Kaweah Health and those individuals who may receive a summons and
complaint on behalf of Kaweah Health.

PROCEDURE:

I Presentation of a Government Claim
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A. Personal Delivery. Only the Board Clerk, the Board Secretary, or the Auditor are
authorized to receive delivery of a Government Claim on behalf of Kaweah Health.
In the absence of the Board Clerk, the Board Secretary, and the Auditor, the Vice
President-Chief Compliance and Risk Officer. In the absence of the Board Clerk
the Executive Assistant to the Chief Operating Officer or the Executive Assistant to
the Chief Nursing Officer is authorized to receive personal delivery of a
government claim on behalf of Kaweah Health. No other individual is authorized
to receive delivery of a Government Claim on behalf of Kaweah Health.

B. Mailing. Only the Board Clerk, the Board Secretary, or the Auditor are authorized
to receive mailing of a Government Claim on behalf of Kaweah Health. No other
individual is authorized to receive mailing of a Government Claim on behalf of
Kaweah Health, unless the claim is addressed to the Board of Directors and mailed
to the Board of Directors of Kaweah Health at 400 West Mineral King Avenue,
Visalia, CA, 93291, the principal office of the Board of Directors.

C. Processing a Presented Claim. If a claimis (1) delivered to the Board Clerk, the
Board Secretary, or the Auditor. In the absence of the Board Clerk, the Board
Secretary, and the District’s Auditor, the Viee-President-Chief Compliance and Risk
Officer, the Executive Assistant to the Chief Operating Officer or the Executive
Assistant to the Chief Nursing Officer is authorized to receive personal delivery of a
government claim on behalf of the District; or (2) received in the mail addressed to
the Board Clerk, the Board Secretary, or the Auditor; or (3) received in the mail
addressed to the Board of Directors of Kaweah Health at 400 West Mineral King
Avenue, Visalia, CA, 93291, the claim shall be immediately provided to the Board
Clerk, in the Board Clerks absence the Executive Assistant to the Chief Operating
Officer or the Executive Assistant to the Chief Nursing Officer- shall se-the date,
time and manner of delivery/mailing can be recorded by-the-Beard-Clerk-in a log to
be maintained in the Board Clerk’s office. The Board Clerk shall then make prompt
arrangements to have a copy of the claim, as well as the log information for the
claim, provided to the Kaweah Health Risk Management Department and to the
legal counsel for Kaweah Health who will be representing Kaweah Health with
respect to the claim. In the event that a claim is accepted by the Auditor or the
Executive Assistant to the Chief Operating Officer or the Executive Assistant to the
Chief Nursing Officer, in the absence of the Board Clerk, the claim shall be marked
with the date/time and manner of delivery/mailing recorded. The claim shall be
immediately forwarded to the Risk Management Department to be processed as
noted above.

If delivery of a claim is attempted on any individual other than the Board Clerk (in
the absence of the Board Clerk - the Executive Assistant to the Chief Operating
Officer or the Executive Assistant to the Chief Nursing Officer), the Board
Secretary, or the Auditor, then the person attempting delivery shall be advised by
the individual on whom delivery of a claim is being attempted that he/she is not
authorized to receive delivery of a claim on behalf of Kaweah Health and he/she
shall decline to accept delivery. If a claim is delivered to any individual other than
the Board Clerk (in the absence of the Board Clerk - the Executive Assistant to the
Chief Operating Officer or the Executive Assistant to the Chief Nursing
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Officer)Beard-Clerk, the Board Secretary, or the Auditor, then the claim shall be
promptly forwarded directly to Kaweah Health’s general counsel for possible
return to the sender. The -general counsel shall advise the District’s Risk
Management Department of the handling of the improperly presented claim.

If a claim is received in the mail that is not addressed to the Board Clerk, the Board
Secretary, or the Auditor and is not addressed to the Board of Directors of the
District at 400 West Mineral King Avenue, Visalia, CA, 93291, then the claim shall
be promptly forwarded directly to Kaweah Delta’s general counsel for possible
return to the sender. Kaweah Delta’s general counsel shall advise the Risk
Management Department of the handling of the improperly presented claim.

1. Service of Summons and Complaint.

A.

Personal Delivery. Only the Board Clerk (in the absence of the Board Clerk - the
Executive Assistant to the Chief Operating Officer or the Executive Assistant to the
Chief Nursing Officer)Beard-Clerk, the Board Secretary or the Board President is
authorized to accept delivery of a summons and complaint on behalf of Kaweah
Delta. In the absence of the Board Clerk, the Board Secretary, or the Board
President, the Chief Compliance and Risk Management Officer and the Executive
Assistant to the Chief Operating Officer or the Executive Assistant to the Chief
Nursing Officer)is authorized to receive personal delivery of a Summon and
Complaint on behalf of Kaweah Delta. In the absence of the Board Clerk, Board
Secretary, Board President and-the Chief Compliance and Risk Management
Officer, the Executive Assistant to the Chief Operating Officer or the Executive
Assistant to the Chief Nursing Officer the Administration Department staff will
contact Kaweah Delta’s general counsel who will advise how to proceed with the
service of the summons and complaint. No other individual, and no other manner
of service, is authorized in the absence of a court order or a specific authorization
from the Board President, who is granted limited authority as described in this

policy.

Processing a Delivered Summons and Complaint. If a summons and complaint are
delivered to the Board Clerk, the Board Secretary or the Board President, they
shall be immediately provided to the Board Clerk so the date, time and manner of
delivery can be recorded by the Board Clerk in a log to be maintained in the Board
Clerk’s office. In the absence of the Board Clerk, the Board Secretary, or the Board
President, the Vice President, Chief Compliance & Risk Management Officer or the
Executive Assistant to the Chief Operating Officer or the Executive Assistant to the
Chief Nursing Officer) is authorized to receive personal delivery of a Summon and
Complaint on behalf of the District. The Board Clerk shall then make prompt
arrangements to have a copy of the summons and complaint, as well as the log
information for the summons and complaint, provided to the -Risk Management
Department and to the legal counsel for Kaweah Health who will be representing
Kaweah Health with respect to the litigation.

If service of a summons and complaint is attempted on any individual other than
the Board Clerk (in the absence of the Board Clerk - the Executive Assistant to the
Chief Operating Officer or the Executive Assistant to the Chief Nursing
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Officer)Beard-Clerk, the Board Secretary or the Board President, then the person
attempting delivery shall be advised by the individual on whom delivery is being
attempted that he/she is not authorized to accept service of a summons and
complaint on behalf of Kaweah Health and he/she shall decline to accept service.

An exception to the forgoing may be made only in circumstances where legal
counsel for Kaweah Health receives prior authorization from the Board President
to accept service of a summons and complaint on behalf of Kaweah Health.

If a summons and complaint is received under circumstances other than by
delivery to the Board Clerk, the Board Secretary or the Board President, or through
receipt by legal counsel with prior authorization from the Board President to
accept service on behalf of Kaweah Health, then the summons and complaint shall
be promptly forwarded directly to Kaweah Health’s general counsel for possible
return to the party who attempted service. Kaweah Health’s general counsel shall
advise the Risk Management Department of the handling of the improperly served
summons and complaint.

"These guidelines, procedures, or policies herein do not represent the only medically or legally
acceptable approach, but rather are presented with the recognition that acceptable approaches exist.
Deviations under appropriate circumstances do not represent a breach of a medical standard of care.
New knowledge, new techniques, clinical or research data, clinical experience, or clinical or bio-
ethical circumstances may provide sound reasons for alternative approaches, even though they are
not described in the document."
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OBJECTIVES

The objectives of the Management Plan for Safety at Kaweah Delta Health Care District herein
referred to as Kaweah Health (KH) is to provide a built-environment wherein patient care can
be optimized; and to create an environment that minimizes physical harm and hazards for the
patient-care population, staff, volunteers, physicians, contracted workers and visitors. It is an
accreditation/standards-based and regulatory driven program, which is assessed for
effectiveness during the annual evaluation process.

SCOPE

The scope of this management plan applies to KH and any off site area as per KH license. Off-
site areas are monitored for compliance with this plan during routine surveillance by
Environment of Care (EOC) committee members. Each off site area is required to have a unit-
specific safety plan that addresses the unique considerations of the building environment. Off-
site areas are monitored for compliance with this plan during routine environmental surveillance
by EOC Committee members. It is the responsibility of the Safety Officer to assess and
document compliance with the Safety Management Plan. Safety-related issues may be
brought to the attention of the EOC Committee. The scope of the plan and program includes,
but is not limited to the following safety-related activities: surveillance activities, applicable
safety policies and procedures, educational and performance improvement activities.

AUTHORITY

The authority for the Management Plan for Safety is EC. 01.01.01 and EC. 04.01.01. The
authority for overseeing and monitoring the safety management plan and program lies in the
EOC Committee, for the purpose of ensuring that safety management activities are identified,
monitored and evaluated, and for ensuring that regulatory activities are monitored and enforced
as necessary. Whenever possible, regulatory requirements are integrated with accreditation
standards to avoid duplication of efforts and to assist in meeting or exceeding the requirements
or the accreditation standards. The Chief Executive Officer and Board of Trustees have given
the Safety Officer the authority to intervene whenever a hazard exists that poses a threat to life
or property at a KH facility.

ORGANIZATION
The following represents the organization of safety management at KH:
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Safety Management Plan

Organization - Safety Management

Board
of
Directors
Pro Staff
Committee
(ProStaff)
Emergency Environment of Care Safety
Management Commiittee Officer
Committee

RESPONSIBILITIES
Leadership within KH has varying levels of responsibility and work together in the management
of risk and in the coordination of risk reduction activities in the physical environment as follows:

Board of Directors: The Board of Directors supports the Safety Management Plan by:
o Review and feedback if applicable of the quarterly and annual Environment of Care reports

¢ Endorsing budget support as applicable, which is needed to implement a safe and healthy
environment, identified through the activities of the Safety Management Program.

ProStaff: Reviews annual Environment of Care report from the EOC Committee, providing
feedback if applicable.

Administrative Staff: Administrative staff provides active representation on the EOC
Committee meetings and sets an expectation of accountability for compliance with the Safety
Management Program

Environment of Care Committee: EOC Committee members review and approve the
quarterly Environment of Care reports, which contain a Safety Management component.
Members also monitor and evaluate the Safety Management program (EC .04.01.01-1) and
afford a multidisciplinary process for resolving EOC issues. Committee members represent
clinical, administrative and support services when applicable. The committee addresses EOC
issues in a timely manner, and makes recommendations as appropriate for approval. EOC
issues are communicated to the KH’s leaders through quarterly and annual evaluation reports.
At least annually, one Process Improvement activity may be selected by EOC Committee
members, based upon risk to the organization. EOC issues are communicated to those
responsible for managing the patient safety program as applicable.

Directors and Department Managers: These individuals support the Safety Management

Program by:

e Reviewing and correcting deficiencies identified through the hazard surveillance process.

¢ Communicating recommendations from the EOC Committee to affected staff in a timely
manner.

e Developing education programs within each department that insure compliance with the
policies of the Safety Management Program including, but not limited to department-
specific safety training for new hires, students, volunteers, contracted workers, annual
safety reorientation and unit-specific hazard training applicable to their areas.

158/654



Safety Management Plan 3

e Supporting all required employee safety education and training by monitoring employee
participation and setting clear expectations for employee participation to include a
disciplinary policy for employees who fail to meet the expectations.

e Serving as a resource for staff on matters of health and safety.

e Ensuring employees are knowledgeable on how to access EOC Policies on
Policy Tech.

e Ensuring that the procedure for work-related injuries is followed, and that accident
investigation is completed immediately post injury or exposure, and documented on the
appropriate form.

Employees. Employees of KH are required to participate in the Safety Management program
by:

e Completing required safety education.

e Using the appropriate personal protective equipment when applicable. Practicing safe work
habits and reporting any observed or suspected unsafe conditions to  his or her department
manager as soon as possible after identification.

Medical Staff: Medical Staff will support the Safety Management Program by practicing safe
work practices while performing procedures at KH, and assisting in the care of employees who
receive a work-related injury.

SAFETY OFFICER AUTHORITY

Safety Officer. A qualified individual, is appointed by executive leadership to assume the safety
officer role, and oversees the development, implementation and monitoring of safety
management at KH. The Safety Officer is responsible for responding to system or process
failures that may have an impact on employee, patient or building safety.

MANAGEMENT OF SAFETY RISKS

(KH) identifies safety risks associated with the environment of care. Risks are identified from
internal sources such as ongoing monitoring of the environment, results of root-cause analyses,
results of annual proactive risk assessments of high-risk processes, and from credible external
sources such as Sentinel Event Alerts. If a risk is identified, a risk/benefit analysis process is used
to determine if actions and monitoring activities are required. This information is documented and
presented to the EOC committee.

Risk Assessment: The management of risks within KH is multi-focal, and consists of the
following processes:

1. Policy/Plan/Program Development. Inherent in risk assessment are the development of
safety policies (e.g., Safety Manual or unit-specific), management plans, and program
development for safety through the structure of the EOC Committee. Regulations,
accreditation or industry standards (e.g., TJC, Title 8 — Employee lllness and Injury
Prevention Program, Title 22-licensing requirements for acute care facilities, Title 17-
Radiation Safety, OSHA 29 CFR 1910-Chemical Hygiene Officer and Plan) provide the
basis and authority for policy/plan and program development.

2. Environmental Surveillance, Results of Root-Cause Analyses, Pro-active Risk
Assessment of high-risk processes. Included in risk assessment are findings during
environmental surveillance that reflect risk identification, and findings from root-cause
analyses that require follow-up and improvement actions. During the annual evaluation
process, risk identification may occur from a retrospective analysis of performance
monitoring of high-risk processes, which will require a plan for improvement to minimize
unfavorable outcomes from the possibility of consequential risks. Accountability for
assessment and improvement activities are with the EOC committee.

3. External Sources: Sentinel Event Alerts, Regulatory and Insurer inspections, Audits, and
Consultants. Risk assessment may occur as a result of findings or recommendations
generated from external sources, such as Sentinel Event Alerts, Regulatory and/or Insurer
surveys, or audits conducted by recruited consultants. Accountability for assessment and
improvement activities is with the EOC committee.
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4.

Education: Education is implemented to provide information; and thereby mitigate risk
and includes, but is not limited to:
New hire
Annual Reorientation
Department Specific Education
Education for patients, staff, physicians, volunteers, students
Education based upon a needs assessment for any specific population.
Education based upon risk assessment or the results of surveys, inspections or
Audits
Drills — Planned Exercises: Conducting drills such as fire, disaster, and infant security
constitute activities designed to inform, educate and thereby mitigate risk when areas of
risk are identified during the debriefing and or evaluation process.
Interim Life Safety Risk Assessment. The Interim Life Safety Risk Assessment process
is used to identify potential risks associated with construction, with the intent to develop
interim life safety measures to mitigate the risks associated with construction projects.
Concurrent building safety guidelines/processes are used to mitigate the risks associated
with new construction (e.g., permits, Life Safety Code compliance, current Statement of
Conditions, Guidelines for Design and Construction of Hospitals and Health Care
Facilities).
Reporting and Investigation of Incidents: Complementary to risk assessment is proper
reporting and investigation of incidents. There are multiple processes within KH wherein
reporting and investigating elements contribute to risk assessment. Internal processes
and activities that support risk assessment include reporting and investigation mechanisms
which may identify the opportunity to mitigate risk, such as:
e Security investigation of property damage, thefts, vandalism, burglary, assault,
battery and any workplace violence incidents.
¢ Risk Management investigations of patient and visitor incidents, including incidents
on the grounds and premises.
¢ Employee Health investigations that addresses employee incidents and injuries
within Kaweah Health and on the grounds and premises.
¢ Infection Control investigations and or surveillance that pro-actively identify
practices that provide the opportunity to mitigate risks
e Material Distribution recalls for products that may pose risk and the opportunity to
proactively mitigate the potential for adverse outcomes
e Pharmaceutical recalls, medication errors or near-misses that may provide the
opportunity to proactively mitigate risk

ACTIONS TO MINIMIZE OR ELIMINATE IDENTIFIED SAFETY RISKS

KH takes action to minimize or eliminate identified safety risks.

When risks are identified from the above processes, the EOC Committee uses the risks identified
to select and implement procedures and controls to achieve the lowest potential for adverse impact
on the safety and health of patients, staff, and other people coming to KH. Moreover, the identified
risks may serve as the basis for the selection of performance standards, with the criteria identified
as follows:

e The performance standard represents a high-volume activity, thereby representing
risk by virtue of ongoing occurrences.

e The performance standard could represent a sentinel event activity (e.g., infant
abduction). These types of activities, though rare in occurrence, represent risk
due to their seriousness.

e The performance standard represents an activity or finding that needs
improvement due to the possibility of adverse outcomes

Risk Reduction Strategies-Proactive
The following strategies are in place at KH to proactively minimize or eliminate safety risks:

1.

Worker Safety Program with Safety Officer Role. The Environment of Care
Committee outlines the broad objectives of the safety program for (KH), and implements
various activities to ensure the program is viable, as well as defines, through the Safety
Management Plan, how the overall plan and program will be evaluated for effectiveness.
The Safety Officer has the authority to intervene whenever a hazard exists that poses a
risk to the safety of the patients and or building. Alternate individuals are identified in the
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absence of the Safety Officer. A Chemical Hygiene Officer role is in place within the
Laboratory that oversees policies and procedures relating to lab safety for employees.
An Infection Control Nurse oversees surveillance and infection control programs to
minimize exposure risks.

2. Committees. The EOC Committee is the structure through which safety-related problems
and issues can be identified and resolved. It should be noted that the EOC Committee is
closely integrated with patient safety functions. The purpose of the EOC Committee with
respect to the Patient Safety standards is to remain aware of sentinel event alert
information from the Joint Commission and to assess organizational practices against
current information relating to patient safety. Additionally, when recommendations are
made for hospitals, each recommendation is critically reviewed, with a plan of action
established. If sentinel events occur within the District setting that reflect environment of
care issues, the EOC Committee will participate in improving outcomes relating to patient
safety.

The Radiation Safety Committee impacts worker safety as it oversees the radiation
safety program and issues relating to the safety of the worker and radiation exposures.
The Emergency Management Subcommittee convenes for the purpose of minimizing
risks associated with unforeseen emergent situations that have the potential for
consequential or adverse events.

3 Reporting and Investigation Mechanisms: Multiple sources of reporting and
investigating mechanisms are in place (as identified above) that have the potential to
identify risk and thereby implement action as needed to mitigate or minimize the
identified risks.

4 Policies/Procedures. Safety policies and procedures are in place to assist the
employee in the performance of safe-related activities related to the nature of their job
tasks or their work areas. Policies and procedures are reviewed at least every three
years.

5. Education — for Newly-hired Staff and Ongoing
New hire education. Education relating to general safety processes is given during new
hire orientation, and covers such topics as introductory information, an employee ‘s role
with respect to general safety processes, types of safety materials and resources available
for the employee on his/her unit, preliminary introduction to the concepts of “RACE” and
compartmentalization”, emergency management, and introductory information relating to
“Employee Right to Know”. This education is documented. Licensed Independent
practitioners (LIP’s) receive Environment of Care education through the re-credentialing
process, which identifies how LIP’s can eliminate or minimize physical risks in the
environment of care, actions to take in the event of an incident, and how to report risks.

a) Area Specific Safety. Area specific safety is covered for new employees and
contracted workers on each department within (KH) and is the responsibility of
the department manager and is documented. Information may include, but
not be limited to location of the department’s fire alarms, fire extinguishers,
exits, evacuation plans; and location of unit- specific policies and procedures.

b) Specific Job-Related Hazards. Education relating to specific job-related
hazards may be part of the new employee’s competencies, and part of the
competency reorientation process. Examples of this may include job-related
hazards related to the use of chemotherapy for nurses, “lock-out-tag out” for
engineering staff, or use of certain cutting materials in the kitchen. Education
for specific job-related hazards is the responsibility of the department
manager and is documented.

Educational sources
Various types of experience at (KH)  provide sources from which educational material is
developed. These include, but will not necessarily be limited; to, the following:

a) Environmental surveillance trends. Through trending of surveillance
results, it may be determined that staff need additional education. The
survey process itself may be an educational tool for staff. For example,
when staff are asked specific questions relating to fire or disaster roles, or
location of SDS, or relating to their responsibilities with respect to defective
equipment.
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b) Fire and Disaster drills. When staff performance is evaluated during fire
and disaster drills, educational topics may be developed if a knowledge
deficit exists or if staff performance was not at the expected level.

¢) Changes in Operational Practices. Whenever changes occur within
(KDHCD) that requires additional safety education, the education will be
determined by the EOC committee.

d) Needs Assessment. Another source of education is determined from
periodic needs assessment tools. These can be gathered from educational
evaluations wherein the staff may be asked, “What other types of
educational topics would you like to see?” Or it may be done at the unit
level, for example, with the use of medical equipment when user errors
occur.

e) lliness and Injury Trends. When illness and injury trends demonstrate an
increase, the increase may be the catalyst for further education. Increasing
back or needle stick injuries, or falls are examples of using injury trends to
substantiate the need for additional education.

f) Consequential Events or Risk of Consequential Events. An incident
may occur that results in an adverse patient, visitor or employee injury. This
will warrant investigation; and the possibility of additional education.

g) Environment of Care Committee. The EOC Committee may impose
education upon staff due to various regulatory and/or accreditation agencies
that require updating.

h) Risk Assessment Activities. When risks have been identified, the risks
will serve as a source of education for staff, based upon the severity and
type of risk assessed.

Risk Reduction Strategies — When Risks Have Been Identified
When proactive risks have been assessed, risk reduction strategies will be the responsibility of the
EOC Committee, unless the risk poses the potential for serious consequential events (i.e., death,
serious injury or building threat). In this instance, the individual who has assessed the risk will
notify the Safety Officer and Risk Management leadership who will then assume responsibility for
reduction of the risk threat. Risk reduction strategies for the possibility of non-serious or non-
imminent consequential events may be addressed through the Sentinel Event Review or EOC
Committee, based upon the severity and type of risk identified. Risk reduction strategies include,
but are not limited to the following:
1. Policies and Procedures. Policies and procedures may require development or revision,
with applicable training completed for affected staff.
2. Education. New or reinforced education may be implemented to minimize the potential for
future risk.
3. Equipment. The purchase of hew equipment or the use of current equipment may require
evaluation.
4. Administrative Controls. Administrative controls such as changes in staffing, or changes in
staffing patterns may require evaluation and implementation.
5. Equipment Training. Training on equipment may be implemented or re-enforced.
6. Repairs/ Upgrades on Equipment. Repairs and or upgrades on medical, utility, or building
equipment may be required.
7. Elimination of the Risk. Elimination of the risk through removal of a hazard may occur.
8. Product or Equipment Change-out or Recall. Faulty or defective products or equipment
may be recalled and replaced.

MAINTENANCE OF GROUNDS AND EQUIPMENT

(KH) manages risks associated with the grounds and equipment in order to minimize consequential
events or adverse outcomes related to accidents.

Environmental surveys are done routinely by EOC Committee personnel. Additionally, routine and
varied security patrols are conducted wherein any safety hazards are brought to the attention of the
EOC Committee. Routine building/grounds surveys with a contractor’s representative are conducted
when construction activities are occurring. Special investigations by the Safety Officer and other
designated staff, when requested, are conducted. Additionally, Risk Management reviews data from
reported incidents that may identify patterns, trends and opportunities for improvements. The data
involves all patient and visitor incidents related to accidents or other unusual events which are not
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consistent with routine patient care and treatment. Incidents that involve patients or visitors, wherein

some aspec

t of the building/grounds plays a consequential role, the Safety Officer will be notified so

the hazard may be investigated and corrected as necessary. All of these activities contribute to an
overall monitoring plan for the grounds and safety-related equipment.

Equipment - Imaging Risk Reduction:

The hos

pital provides MRI services, and manages safety risks associated with MRI for the

following circumstances:

Perform

Patients who may experience claustrophobia, anxiety or emotional distress: Medication
may be provided by the physician to help the patient relax or to decrease his/her anxiety or
emotional distress. The RN or MRI technologist may provide psycho-social support as
necessary. .

Patients who may require urgent or emergency medical care: for these patients, a crash
cart is available if needed, with transfer to the Emergency Room or Critical Care an option
when necessary.

Patients with medical implants, devices or imbedded foreign objects (such as shrapnel):
All patients receive a pre-screening questionnaire to determine if he/she has any imbedded
implants, devices or foreign object that will require a clinical judgment to proceed or
terminate the MRI. Implants are reviewed by MRI technologist to check for MRI conditional
status and review parameters necessary, prior to MRI.

Ferromagnetic objects entering the MRI environment: MRI staff have been trained to
decrease/eliminate any ferromagnetic objects from entering the MRI environment.
Acoustic noise: The noise made by the MRI can be bothersome to some patients.
Patients are informed of this possibility, and that the MRI may be stopped if the noise
becomes unbearable. Headphones, where available, and/or earplugs are provided to
reduce MRI noise.

Restricting access to everyone not trained in MRI safety or screened by MRI-trained staff
from the scanner room and the area that immediately precedes the entrance to the MRI
scanner room: Signage is in place that prohibits unauthorized personnel from entering the
MRI area. Door is secure with key pad which effectively restricts entrance to only those
who have been safety trained in MRI safety and individually screened using MRI screening
questions.

Making sure that these restricted areas are controlled by and under the direct supervisor of
MRI-trained staff: Controlled areas to the MRI are under the direct supervision of MRI-
trained staff.

Posting signage at the entrance to the MRI scanner room that conveys the potentially
dangerous magnetic fields that are present in the room. Signage should also indicate that
the magnet is always on. Signage is posted at the entrance to the MRI stating that the MRI
scanner room has potentially dangerous magnetic fields present, and no one is allowed
except authorized personnel. All personnel review annual MRI safety during annual training
via MyNetlearning.

ance evaluation of Imaging Equipment.

To reduce the potential of risks relating to the operation and function relating to imaging equipment,
the following activities and processes are in place:
For Diagnostic Radiology Equipment:

For MRI

A least annually a diagnostic medical physicist conducts a performance evaluation of all
Diagnostic Imaging equipment that produce ionizing radiation. The evaluation, along with
any recommendations and corrections, are documented. The evaluation utilizes phantoms
to measure accuracy of dosages; alignment of beam, light, and collimators; and any
functional process involved in acquiring images. Image quality of Computerized
Radiography Reading units, Digital Detector Plates, workstations and monitors throughout
the Imaging are also evaluated annually for image quality and accuracy, to include high
and low contrast resolution, and artifact evaluation

Equipment:

A least annually a diagnostic medical physicist or MRI scientist conducts a performance
evaluation of all MRI imaging equipment. The evaluation, along with any
recommendations, are documented. The evaluation includes the use of phantoms to
assess the following: image uniformity for all radiofrequency coils used clinically, slice
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position accuracy, alignment light accuracy, high and low contrast resolution, geometric or
distance accuracy, magnetic field homogeneity, and artifact evaluation.

FOR CT Equipment:

= Quality control and maintenance is in effect to maintain the clarity/quality of diagnostic
images produced. Biomedical leadership identifies the frequency of maintenance activities
for Imaging from a risk-based standpoint, and or manufacturer’'s recommendations.

= Annually, a medical physicist completes the following: measures the radiation dose (in the
form of volume computed tomography dose index [CTDIvol] for the adult brain, adult
abdomen, pediatric brain and pediatric abdomen.

= Verifies that the radiation dose in the form of the CTDIvol that is displayed by the CT
imaging system for each tested protocol is within 20% of the CTDIvol displayed on the CT
console. The dates, results and verifications of these measurements are documented
(Note: this is only applicable for systems capable of calculating and displaying radiation
doses in the form of CTDIvol.

= Annually a medical physicist conducts a performance evaluation of all CT Imaging
equipment, with the evaluation, along with recommendations for correcting any problems,
documented. The evaluation includes the use of phantoms to assess the following: image
uniformity, slice thickness accuracy, slice position accuracy (when prescribed from a scout
image), alignment light accuracy, table travel accuracy, radiation beam width, high contrast
resolution, low contrast resolution, geometric or distance accuracy, CT humber accuracy
and uniformity, artifact evaluation.

= All CT protocols on CT units are password protected and reviewed by CT technologist,
radiologist and radiation safety officer (RSO).

FOR Nuclear Medicine Equipment:

= At least annually, a diagnostic medical physicist conducts a performance evaluation of all
Nuclear Medicine imaging equipment. The evaluation, along with recommendations for
correcting any problems identified, are documented.

= The evaluations are conducted for all the image types produced clinically by each type of
Nuclear Medicine scanner (e.g., planar and or tomographic) and include the use of
phantoms to assess the following imaging metrics: image uniformity/system uniformity,
high contrast resolution/system spatial resolution, low contrast resolution or detectability
(not applicable for planar), sensitivity, energy resolution, count rate performance and
artifact evaluation.

FOR PET Imaging:

= At least annually, a diagnostic medical physicist conducts a performance evaluation of all
PET Imaging equipment. The evaluation results, along with recommendations for
corrections, are documented. The evaluations are conducted for all of the image types
produced clinically by each PET scanner (for example, planar and or tomographic), and
include the use of phantoms to assess the following imaging metrics: image
uniformity/system uniformity, high contrast resolution/system spatial resolution, low-
contrast resolution or detectability (not applicable for planar acquisitions), and artifact
evaluation. Note: the following tests are recommended, though not required for PET:
sensitivity, energy resolution and count-rate performance; this is at the discretion of the
Imaging leadership.

FOR Diagnostic X-Ray, MRI, CT, NM, PET Equipment: the annual performance evaluation conducted
by the medical physicist includes testing of image acquisition display monitors for maximum and
minimum luminance, luminance uniformity, resolution and spatial accuracy.

Product Notices and Recalls

Product Notices and Recalls. Product safety recall reports are presented to the EOC Committee with
follow-up and outcome(s) on a quarterly basis. Noted are whether or not there were any adverse
actions for the patient, the type of the product and the disposition of the product. Affected managers
are notified when the product is identified within our inventory.

Pharmacy Safety: In support of safe and sterile conditions within the Pharmacy during compounding
or admixing, sterility of packaging is present with “event shelf life” or dated products. Infection Control
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surveillance observes for sterility of packaging, and Pharmacy implements quality control by observing
for sterility prior to the use of a product. The only exception is in an urgent situation in which a delay
could harm the patient or when the product’s stability is short. (KH) is constructed to allow for clean,
uncluttered and functionally separate areas for product preparation, and pharmacy staff is trained to
use clean or sterile techniques. During preparation of pharmaceutical drugs and solutions, pharmacy
staff is trained to visually inspect the medications for particulates, discoloration or other loss of integrity,
and to remove the product from usage, and report the information to the vendor. To support
pharmaceutical safety, (KH) has a laminar airflow hood for the preparation of intravenous admixtures or
any other sterile product. The laminar airflow receives preventive maintenance in accordance with the
manufacturer’'s recommendations.

Prohibition of Smoking

A nonsmoking policy is in place at (KH) and is enforced and monitored throughout all buildings by
management, employees and Security staff. The purpose of the policy is to restrict smoking at KH
and to reduce risks to patients who have a history of smoking, including possible adverse effects on
treatment, and to reduce the risks to others of passive smoking and fire. The smoking policy prohibits
smoking anywhere on District property. The smoking policy is addressed with all new employees upon
hire and new patients upon admission. Security personnel are the primary monitoring personnel for
enforcement. If breaches of policy are noted, the EOC Committee will develop strategies in
conjunction with Security as enforcement, to eliminate the incidence of policy violations.

Information Collection System to monitor conditions in the Environment
1. (KH) establishes a process(es) for continually monitoring, internally reporting, and investigating the

following:

o Injuries to patients or others within the District’s facilities

. Occupational ilinesses and injuries to staff

. Incidents of damage to its property or the property of others

. Security incidents involving patients, staff or others within its facilities, including those

related to workplace violence
Hazardous materials and waste spills and exposures
Fire safety management problems, deficiencies and failures
Medical or laboratory equipment management problems, failures and use errors
. Utility systems management problems, failures or use errors
Through the EOC Committee structure, each of the above elements are reported and investigated on a
routine basis by managerial or administrative staff, with oversight by the committee. Minutes and
agendas are kept for each Environment of Care meeting.

Environmental Tours
(KH) conducts environmental tours to identify deficiencies, hazards and unsafe practices.

Department environmental tours are conducted throughout the District, including offsite locations by
EOC Committee members for both the patient care and non-patient care areas. Environmental tours
are conducted in the patient care areas, and in the non-patient care areas, with deficiencies, hazards
and unsafe practices identified and corrected, or with a plan implemented.

Annual Evaluation of the Safety Management

On an annual basis EOC Committee members evaluate the Management Plan for Safety, as part of a
risk assessment process. Validation of the management plan occurs to ensure contents of each plan
support ongoing activities within KDHCD. Based upon findings, goals and objectives will be determined
for the subsequent year. A report will be written and forwarded to the Governing Board. The annual
evaluation will include a review of the following:

e The objectives: The objective of the Safety Management plan will be evaluated to determine
continued relevance for Kaweah Delta Health Care District (i.e., the following questions will be
asked; was the objective completed? Did activities support the objective of the plan? If not,
why not? What is the continuing plan? Will this objective be included in the following year?
Will new objective(s) be identified? Will specific goals be developed to support the identified
objective?).

e The scope. The following indicator will be used to evaluate the effectiveness of the scope of
the safety management plan: the targeted population for the management plan will be
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evaluated (e.g., did the scope of the plan reach employee populations in the off-site areas,
and throughout KH?)

e Performance Standards. Specific performance standards for the Safety Management plan
will be evaluated, with plans for improvement identified. Performance standards will be
monitored for achievement. Thresholds will be set for the performance standard identified. If
a threshold is not met an analysis will occur to determine the reasons, and actions will be
identified to reach the identified threshold in the subsequent quarter.

o Effectiveness. The overall effectiveness of the objectives, scope and performance standards
will be evaluated with recommendations made to continue monitoring, add new indicators if
applicable or take specific actions for ongoing review.

(KH) analyzes identified Environment of Care Issues

Environment of care issues are identified and analyzed through the EOC Committee with
recommendations made for resolution. It is the responsibility of the EOC Committee chairperson
to establish an agenda, set the meetings, coordinate the meeting and ensure follow-up occurs
where indicated. Quarterly Environment of Care reports are communicated to Performance
Improvement, the Medical Executive Committee and the Governing Board.

Priority Improvement Project

At least annually, one or more priority Improvement activities may be selected by Environment of
Care Committee members. The priority improvement activity is based upon ongoing performance
monitoring and identified risk within the environment.

KH improves its Environment of Care

Performance standards are identified monitored and evaluated that measure effective outcomes in
the area of safety management. Performance standards are also identified for Security,
Hazardous Materials, Emergency Management, Fire Prevention, Medical Equipment management
and Utilities management. The standards are approved and monitored by the EOC Committee
with appropriate actions and recommendations made. Whenever possible, the environment of
care is changed in a positive direction by the ongoing monitoring; and changes in actions that
promote an improved performance.

Patient Safety

Periodically there may be an Environment of Care issue that has impact on the safety of our
patients. This may be determined from Sentinel Event surveillance, environmental surveillance,
patient safety standards or consequential actions identified through the risk management process.
When a patient-safety issue emerges it is the responsibility of the Safety Officer or designee to
bring forth the issue through the patient safety process.

"These guidelines, procedures, or policies herein do not represent the only medically or legally
acceptable approach, but rather are presented with the recognition that acceptable approaches
exist. Deviations under appropriate circumstances do not represent a breach of a medical
standard of care. New knowledge, new techniques, clinical or research data, clinical experience,
or clinical or bio-ethical circumstances may provide sound reasons for alternative approaches,
even though they are not described in the document.”
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Environment of Care Communication Flow Chart

Printed copies are for reference only. Please refer to the electronic copy for the latest version.

Professional Staff Quality Committee or
"PROSTAFF"

Kaweah Health (KH)
Board of Directors

Performance
Improvement
Environment
Of Care
Committee
Hazardous Waste and Security
Materials Program Program
Emergency
Preparedness Clinical
Committee Engineering
Program
Safety
Program
Utilities Program
Fire/Life
Safety
Program

Note: This flow chart is intended to illustrate the usual flow of safety-related
information. Generally, data is obtained from incident reports, security incidents,
hazard surveillance reports and other sources of information.
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Notice this data is forwarded to appropriate committee is communicated to the
Environment of Care Committee and can ultimately be provided to the KH Board of
Directors.
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"These guidelines, procedures, or policies herein do not represent the only medically or legally
acceptable approach, but rather are presented with the recognition that acceptable approaches exist.
Deviations under appropriate circumstances do not represent a breach of a medical standard of care.
New knowledge, new techniques, clinical or research data, clinical experience, or clinical or bio-ethical
circumstances may provide sound reasons for alternative approaches, even though they are not
described in the document.”

169/654



Kaweah Health

Subcategories of Department Manuals
not selected.

Policy Number: EOC 1020 Date Created: 06/06/2011

Document Owner: Maribel Aguilar (Safety Date Approved: Not Approved Yet
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Indoor Air Quality

Printed copies are for reference only. Please refer to the electronic copy for the latest version.

Policy: Kaweah Health (KH) will immediately assess all suspected cases of

unsafe Indoor Air Quality in Kaweah Health facilities and provide timely
intervention.

Procedure:

1)

2)

3)

4)

5)

Indoor Air Quality concerns may be identified by any individual stating a
concern. This includes visual identification, odors, and/or a complaint filed
with Employee Health Services (EHS) of non-seasonal respiratory symptoms
occurring only in the work environment.

The Director of Facilities (DOF) is responsible for completing all Indoor Air
Quiality investigations and remediation. An oversight group called the Indoor
Air Quality (IAQ) Team shall be notified by the DOF of all suspected or
confirmed complaints of Indoor Air Quality. The IAQ Team shall consist of
representatives from the District Infection Prevention Team, Safety Officer,
and Risk Management. Employee Health Services may be included as
needed.

The Director of the affected department shall be notified by the DOF that a
Indoor Air Quality concern has been reported in their department. An internal
assessment shall be initiated as soon as possible.

i) An IAQ Occurrence Report shall be initiated by the DOF as the
required processes/notifications are completed. (Attachment A)

If the Indoor Air Quality concern of the affected area is validated, the area will
be sealed with plastic barrier and remain sealed until consultation and testing
with the outside contractor is complete. Interim Life Safety Measures (ILSM)
will be initiated.

The contractor shall , at a minimum, conduct the following investigations:
i) Air spore sample
i) Visual inspection
iii) Moisture meter survey
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6) Remediation for any positive results shall be conducted timely by the outside
contractor upon approval of the DOF.

7) The IAQ Team and Department Director shall be kept informed of the current
status and of all test results.

8) The IAQ Team evaluates each case to determine if additional communication
or follow up is indicated. The IAQ Team does not need to approve each
project before work begins.

9) Prior to occupancy, the outside consultant shall conduct air quality samples to
ensure a safe environment.

10)Completed IAQ Occurrence Reports shall be reported to the Environment of
Care and Infection Prevention Committees at least quarterly and as needed.
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KH Indoor Air Quality Occurrence Report
EOC 1020 Indoor Air Quality (Indoor Air Quality Remediation) Policy — Attachment A

Instructions: Must be completed by the District Safety Officer (or designee) for EACH suspected or
confirmed occurrence of Indoor Air Quality within any District facility.

Date of Report: / / Time: Location:

Date/Time Initial ACTION

Complaint received by Facilities office

IAQ Team notified

Infection Prevention, IAQ Chair (State name)

Safety officer (State name)

CIN/A Risk Management (State name)

CIN/A Employee Health Service (State name)

Department Director of Indoor Air Quality location notified

Initial internal assessment by Facilities completed

Barrier applied to affected area YES[ | NO[]

ILSM initiated

Outside contractor notified
Name: Phone:

Contractor testing start

Contractor testing end

Written recommendation for room closure  YES[ ] NO[ ]

Written test results & report received by Safety, IP and Facilities

Remediation Priority Assigned  Circleone: 1 2 3 4

IAQ Team meeting with Remediation Contractor & Department Director

ICRA & permit issued for remediation

Remediation start

Remediation end

Contractor final clearance test report received

Clearance report to IAQ Team, Department Director

Construction ICRA & permit issued for construction

Committee report:

Environment of Care

Infection Prevention

Other (describe as needed)

INITIAL NAME (Print) SIGNATURE

ORIGINAL REPORT WILL BE FILED WITH THE KH SAFETY OFFICER
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"These guidelines, procedures, or policies herein do not represent the only medically or legally
acceptable approach, but rather are presented with the recognition that acceptable approaches exist.
Deviations under appropriate circumstances do not represent a breach of a medical standard of care.
New knowledge, new techniques, clinical or research data, clinical experience, or clinical or bio-ethical
circumstances may provide sound reasons for alternative approaches, even though they are not
described in the document.”
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Approvers: Board of Directors (Administration), Board of Directors (EOC/Emergency
Preparedness)

Utility Failures and Repair

Printed copies are for reference only. Please refer to the electronic copy for the latest version.

PURPOSE:

To provide guidelines for planned and emergency utility disruptions at Kaweah Delta Health
Care District hereinafter referred to as Kaweah Health (KH), ensuring that impact to patient
care and business operations is minimized.

PROCEDURE:

Emergency Repairs

1.

Emergency repairs shall be made when a system is failing and negatively impacting
patient care or the safety of building occupants, or when failure to begin repairs
immediately shall negatively impact patient care or the safety of building occupants.
Kaweah Health Facilities staff shall begin emergency repairs only after ensuring that
the Nursing Supervisor, Facilities Manager and/or Maintenance on-call personnel
have been informed of the issue and the scope of the required repairs.

The Nursing Supervisor shall then inform the Director of Facilities
Operations/Designee, Safety, Infection Control and Risk Management.

If outside repair staff are assisting on the repairs, they shall be supervised at all
times (when feasible) by Kaweah Health Facilities staff.

The Nursing Supervisor shall decide whether to inform the Administrator/Director On
Call.

Facilities staff shall ensure that they communicate the involved utilities, the
areas/departments impacted, the impact on the safety of building occupants and the
length of time of the anticipated repairs.

The Nursing Supervisor shall decide if Code Triage or Code Triage Alert needs to be
called, if patients and/or building occupants need to be relocated, and if
surgical/medical cases need to be cancelled/rescheduled. The Nursing Supervisor
shall utilize Security, Facilities, Construction and other support staff as necessary to
maintain patient and building occupant safety.

The Director of Facility Operations, Safety, and Risk Management shall ensure that
appropriate documentation is completed, and that regulatory bodies are informed of
such incidents as appropriate.

Non-Emergency Repairs
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1. Non-emergency repairs are those that can be postponed for a reasonable period of
time to allow for planning with involved departments.

2. Facilities staff shall begin non-emergency repairs only after ensuring that the
Nursing Supervisor, Director of Facilities Operations/Designee, Safety, Infection
Prevention, Risk Management., and all other impacted departments are informed of
the repairs. Typically, a meeting will allow for the formulation of a plan that will serve
as the communication tool to be shared with impacted departments. This plan shall
be shared with involved contract repair staff to ensure that they understand the
scope, flow, and chain of command for the project.

3. A pre- construction risk assessment shall be completed as a part of the planning
process, and may lead to an Infection Control Risk Assessment, and/or Interim Life
Safety Measures.

4. Kaweah Health Facilities staff shall utilize available blueprints, as built documents,
and other resources to assist in planning repairs. All involved valves, circuits,
dampers, etc., shall be tested to ensure that they are turned on or off as appropriate
for each project, and that the intended effect has occurred (water turned off for
example) prior to work starting on the repairs.

"These guidelines, procedures, or policies herein do not represent the only medically or legally
acceptable approach, but rather are presented with the recognition that acceptable approaches exist.
Deviations under appropriate circumstances do not represent a breach of a medical standard of care.
New knowledge, new technigues, clinical or research data, clinical experience, or clinical or bio-ethical
circumstances may provide sound reasons for alternative approaches, even though they are not
described in the document.”
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Disruption of Service, Medical Gas

Printed copies are for reference only. Please refer to the electronic copy for the latest version.

PURPOSE:

To define the steps which will be taken in the event of a failure of the medical
gas system.

POLICY:

A current set of plans are maintained in the Engineering Department office
which outline the areas served by each medical gas distribution system and
the location of shutoff valves for each system. Emergency shutoff controls
are clearly labeled. If Engineering staff is unable to resolve the problem
immediately, the person currently responsible for each of the affected areas
will be notified and kept informed of progress to restore the system to full
operational condition, including estimated down time. Clinical staff are
authorized to shut off medical gas in an emergency situation.

OXYGEN:

In an emergency.

1.
2.

3.

Shut off supply to the affected zone using the appropriate zone valve.
Notify the affected area first and receive permission from medical
personnel before shutting off the Oxygen.

Check to ensure that the reserve supply is on-line. If both oxygen
supply and reserve are not working and the problem cannot be
corrected immediately, notify the affected areas and ask Respiratory
to deliver portable cylinders. An immediate critical assessment of
oxygen needs will be completed by the Respiratory Care Practitioner
prior to shutting off oxygen to any patient care unit. Mobilization of
oxygen E-cylinders to support prescribed oxygen therapy will be
provided. Simultaneously, emergent contact with Airgas will be made
to mobilize an emergent shipment of replacement E-cylinders to
assure we maintain vital oxygen therapy to our patients at all times

If the integrity of the piping system has been breached and is
reparable call Certified Medical Testing for recertification of system.

MEDICAL GAS OUTAGE:
At PBX, an alarm will sound when the following occurs:
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Low Pressure Oxygen

Low Pressure Nitrous Oxide
Low Pressure Nitrogen

Low Pressure Medical Air

Low Pressure Medical Vacuum

Upon receiving an alarm, PBX will notify Maintenance and the Respiratory
Department of the alarm and the designated area of location for the alarm.

In the event that the bulk oxygen supply should be compromised for any conceivable
reason, the reserve system will automatically activate. In the event that the oxygen
supply from the primary and secondary systems fail, the Respiratory Care
Department would then supply the necessary oxygen via "H" and "E" cylinders to
meet patient care requirements. The respiratory care practitioners will immediately
notify the Director or designee. Each room in ICU has a back-up oxygen system that
consists of a wall mount for "E" cylinders and regulators.

“E” cylinders will be used for the following reasons:

o |If there is a power failure and ventilators stop working, "E" cylinders will
be used to supply oxygen to hand resuscitators for ventilation of these
patients.

o |If there is a decrease in the oxygen line pressure or a complete drop in
line pressure, these cylinders shall be used with hand resuscitators to
ventilate patients or to administer supplemental oxygen to patients as
prescribed.

A limited number of oxygen “H” cylinders are maintained at KDDH and will be
used with ventilators as needed.

Maintenance of the "H" and "E" cylinders within the hospital will be the
responsibility of Respiratory Care Department. Maintenance of the bulk
oxygen tank, the oxygen reserve system and the nitrous oxide system will be
the responsibility of the Maintenance Department with support from our local
supplier, Airgas Healthcare located in Fresno California.

NITROUS SYSTEM FAILURE:

The nitrous gas is supplied in two tanks of cylinders. The alarms for the
nitrous system are as follows and sound in the PBX and the Co-generation
building.

a Nitrous Reserve in use
o Nitrous low line pressure primary bank
o Nitrous low line pressure secondary bank

If both banks of nitrous gas are exhausted, anesthesiologists must revert to
the back-up cylinders of nitrous on their anesthesia equipment.

Should failure occur in any part of the system, Maintenance is to be notified
immediately, via the PBX.
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"These guidelines, procedures, or policies herein do not represent the only medically or legally
acceptable approach, but rather are presented with the recognition that acceptable approaches exist.
Deviations under appropriate circumstances do not represent a breach of a medical standard of care.
New knowledge, new techniques, clinical or research data, clinical experience, or clinical or bio-ethical
circumstances may provide sound reasons for alternative approaches, even though they are not
described in the document.”
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Failure of High Pressure Boilers

Printed copies are for reference only. Please refer to the electronic copy for the latest version.

PURPOSE:

In the event that boilers are beyond repair for the on-call maintenance engineer the
Director for Facility Operations or designee will be called to determine whether the
Engineering Department staff can repair the problem or if an outside company shall
be called.

In the event of a disruption or failure of the high pressure boiler system,
Maintenance shall call the Nursing Supervisor, Sterile Processing and all Surgery
areas to inform them of the situation and possible time it will take to complete.

The Nursing Supervisor shall decide if Code Triage or Code Triage Alert needs to be
called, if patients and/or building occupants need to be relocated, and if cases need
to be cancelled/rescheduled

All affected departments shall be notified upon restoration of service.

"These guidelines, procedures, or policies herein do not represent the only medically or legally
acceptable approach, but rather are presented with the recognition that acceptable approaches exist.
Deviations under appropriate circumstances do not represent a breach of a medical standard of care.
New knowledge, new techniques, clinical or research data, clinical experience, or clinical or bio-ethical
circumstances may provide sound reasons for alternative approaches, even though they are not
described in the document.”
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Disruption of Service, Elevator

Printed copies are for reference only. Please refer to the electronic copy for the latest version.

POLICY:

Engineering Department staff is responsible for responding to any call concerning
elevator malfunction. Engineering staff will place a malfunctioning elevator out of
service on the ground floor and identify the elevator as being out of service with a

sign.

PROCEDURE:

Engineering Staff will attempt to place inoperative elevators back in service. In the
event the elevator cannot be re-set by the Engineering staff, the appropriate service
contractor will be called to service the elevator and return it to service.

o If the elevator fails with a passenger(s) inside, Maintenance staff will be
immediately notified and will call the elevator company for “Emergency Service.”

"These guidelines, procedures, or policies herein do not represent the only medically or legally
acceptable approach, but rather are presented with the recognition that acceptable approaches exist.
Deviations under appropriate circumstances do not represent a breach of a medical standard of care.
New knowledge, new techniques, clinical or research data, clinical experience, or clinical or bio-ethical
circumstances may provide sound reasons for alternative approaches, even though they are not

described in the document."
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Failure of Fire Alarm System

Printed copies are for reference only. Please refer to the electronic copy for the latest version.

Procedure
In the event that the Fire Alarm System fails, follow the procedure listed.
PBX will immediately notify maintenance.

Maintenance will initiate troubleshooting to determine cause. If beyond the
capabilities of staff call vendor for immediate repair.

Notify all departments affected

California Department of Public Health will be notified if the failure exceeds 4 hours
by Risk Management Department.

Security will be responsible to conduct a fire-watch if the failure exceeds 4 hours.
All areas will be monitored each hour. Security will maintain documentation of the
firewatch.

The Nursing Supervisor shall decide if Code Triage or Code Triage Alert needs to be
called, if patients and/or building occupants need to be relocated.

Notify all affected departments upon service restoration.

"These guidelines, procedures, or policies herein do not represent the only medically or legally
acceptable approach, but rather are presented with the recognition that acceptable approaches exist.
Deviations under appropriate circumstances do not represent a breach of a medical standard of care.
New knowledge, new techniques, clinical or research data, clinical experience, or clinical or bio-ethical
circumstances may provide sound reasons for alternative approaches, even though they are not
described in the document.”

181/654




/ | Kaweah Health.

Subcategories of Department Manuals
not selected.

Policy Number:

EOC 1043 Date Created: 04/01/2010

Document Owner: Maribel Aguilar (Safety Date Approved: Not Approved Yet

Officer/Life Safety Mgr)

Approvers: Board of Directors (Administration), Board of Directors (EOC/Emergency

Preparedness)

Failure or Absence of Nurse Call System While Caring for Patient

Printed copies are for reference only. Please refer to the electronic copy for the latest version.

POLICY: A call system will be maintained in operating order on all nursing units.
Call systems will be maintained to provide visible and audible signal
communication between nursing personnel and patients.

PROCEDURE:

Maintenance staff will take the necessary steps to correct any failures of
essential equipment or notify the proper service or persons when repair is
beyond the capabilities of the Maintenance staff.

After determining that repairs cannot be made in a timely manner or beyond
the scope of in-house capabilities:

Facilities will call the appropriate vendor for repairs.

Maintenance will notify affected departments and the Nursing Supervisor of
the failure and the expected downtime

DEPARTMENT RESPONSIBILITIES:

A.

PBX:
Notify affected departments. Inform of expected downtime.

Notify affected departments upon completion of repairs.

NURSING RESPONSIBILITIES:
All affected patients will be immediately informed of call system
outage.

Nursing units will assign runners to circulate halls listening for patients
who can vocalize and/or may assign individual bells for patients to ring
to notify caregivers. Patients who are unable to vocalize will be
provided with a bell to notify caregivers. Patients unable to use bells
will be closely observed in accordance with their clinical needs.
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"These guidelines, procedures, or policies herein do not represent the only medically or legally
acceptable approach, but rather are presented with the recognition that acceptable approaches exist.
Deviations under appropriate circumstances do not represent a breach of a medical standard of care.
New knowledge, new techniques, clinical or research data, clinical experience, or clinical or bio-ethical
circumstances may provide sound reasons for alternative approaches, even though they are not
described in the document.”
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Failure of Piped Vacuum Systems and Compressed Air

Printed copies are for reference only. Please refer to the electronic copy for the latest version.

PROCEDURE:

Maintenance staff will respond to failures in the piped vacuum and compressed air
systems. If there is a failure of a vacuum pump or air compressor, shut off faulty pump or
compressor allowing back-up unit to carry any load.

If the problem is a pipeline leak or outlet leak, engineering staff will repair said leak. The
Director of Facilities or designee will determine any immediate needs and appropriateness
of Engineering expertise as well as capability of in-house repair.

Maintenance will notify affected departments, Nursing Supervisor and Administrator on Call
of the failure and the expected downtime

The Nursing Supervisor shall decide if Code Triage or Code Triage Alert needs to be called,
if patients and/or building occupants need to be relocated, and if cases need to be
cancelled/rescheduled.

Units will use portable suction units where appropriate and KH may need to call for rental
units.

"These guidelines, procedures, or policies herein do not represent the only medically or legally
acceptable approach, but rather are presented with the recognition that acceptable approaches exist.
Deviations under appropriate circumstances do not represent a breach of a medical standard of care.
New knowledge, new techniques, clinical or research data, clinical experience, or clinical or bio-ethical
circumstances may provide sound reasons for alternative approaches, even though they are not
described in the document.”
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District Electrical Safety Policy

Printed copies are for reference only. Please refer to the electronic copy for the latest version.

POLICY:

Kaweah Delta Health Care District hereinafter referred to as Kaweah Health (KH), will comply with all
rules and regulations of the NFPA 70, National Electrical Code, CDPH, and other regulatory agencies
as required.

Any staff member who knowingly, willfully, or negligently fails to comply with this policy will be subject
to disciplinary action, up to and including termination.

All personnel will be responsible for assessing the condition of electrical equipment they use.

A. The Clinical Engineering department will be responsible for the electrical safety inspection of
all patient-care-related electrical equipment.

B. AC powered (Class 1 Devices) devices used at Kaweah Health, shall have a three-pronged
plug attached to the power cord of the device. The power cord of these devices will be no
less than three conductors, with an integral ground wire of the appropriate size to
accommodate the current load of the device. The device will be Nationally Recognized
Testing Laboratories (NRTLS).

Exception:

Double Insulated (Class 2 Devices) AC powered devices that are so labeled shall not be
subject to the above requirement. However, they must have a NRTL certification on the 2
wire power cord with a two-pronged plug in good condition.

C. Personal electrical items that are brought into the District by a patient or family member of a
patient, shall be governed by the rules and procedures contained in EOC Policy: EOC 6015.

D. Personal electrical items that are brought into the District by an employee or staff member of
Kaweah Health, shall fall under the same rules and regulations and must be approved by
department management following EOC 015.

EXTENSION CORD USE:

1. The use of extension cords, shall be permitted for TEMPORARY USE ONLY.
a. Foraperiod not to exceed 24 hours.
b. Extension cords shall not be covered by carpeting, clothing, furniture, or other
objects that could prevent adequate air circulation and cooling of the cord.
c. Extension cords shall not be used in bathrooms.
d. Extension cords used in wet or damp areas shall be connected to a ground
fault interrupter device (GFCI) circuit.
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2.

L

The Maintenance / Facilities Engineering department shall be responsible for the
control and issuance of all Extension Cords with the following guidelines:

CONSTRUCTION OF ELECTRICAL EXTENSION CORDS:

o Will have three (3) conductors of copper.

. Will be type SO, ST, or STO. Type SH is not acceptable.

. Will be 16 gauge or larger, depending on the electrical load and length.

. Will have UL tested hospital grade, male and female caps, rated at 20 amps.
PROCEDURE:

The Facilities Engineering Department will be responsible for the storage and
issuing of electrical extension cords as needed to the departments, excluding
the Environmental Services.

Each department will contact the Maintenance / Facilities Engineering
Department in the event of a requirement for an electrical extension cord. The
department will provide the following information:

Location where extension cord is required.
What equipment the extension cord will be used with.

RELOCATABLE POWER TAPS (RPTs) AND POWER STRIP USE:

1.

In new health care facilities or existing facilities that undergo renovation or a
change in occupancy, patient care rooms and patient bed locations shall be
provided with receptacles as required in Section 6.3.2.2.6 of NFPA 99-2012.

Power strips that are deemed unsafe by the Engineering Services, Safety, or
Biomedical Engineering departments or hospital administrators will be taken out of
service.

In the patient care vicinity, power strips may not be used to power non-patient care-
related electrical equipment (e.g., personal electronics).

Outside the patient care vicinity, some types of power strips may be used for both
patient care-related electrical equipment and non-patient-care-related electrical
equipment.

In patient care rooms:

Patients and visitors are prohibited from using a personally owned EXTENSION
CORD, POWER STRIP OR POWER TAP.

In all non-patient care rooms, power strips or relocatable power taps that are UL listed
1363A or UL60601-1 and meet NEC, NFPA, and OSHA requirements may be used.
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Summary of Appropriate Use of Power Strips in Designated Areas

Power Strip Type Patient Care Patient Care Non-Patient Care
Vicinity Room Area
UL 60101-1 SPRPT A A A
UL 1363A RPT A A A
RPT N N A
Power Strip N N A
A = Allowed N = Not Allowed
Notes:

1. Power strips providing power to patient care-related electrical equipment in use
with patients must be SPRPTSs listed as UL 1363A or UL 60601-1 compliant.

2. Power strips providing power to non-patient care-related electrical equipment in
patient care rooms must be RPTs listed as UL 1363A compliant.

7. Resident rooms in long-term care or other residential care facilities using line-
operated patient-care-related electrical equipment in the patient care vicinity must comply
with NFPA 99-2012 power strip requirements and this policy.

Definitions:
NFPA — National Fire Protection Agency (National Electrical Codes)

UL Listed — (Instead of UL Approved), certifies that the ENTIRE DEVICE meets or exceeds ALL
Underwriter's Laboratories Testing Standards for Electrical Device Safety and Manufacturing
Guidelines. UL “Approved” applies SPECIFICALLY to an INDIVIDUAL component of the device itself,
and does NOT meet the Electrical Safety Policy of the District.

GFCI — Ground Fault Circuit Interrupt. Describes a device or circuit that is designed to Interrupt
Current should the device that is plugged into it, lose its electrical ground path due to short circuit, or
similar failure. Most GFCI circuits are utilized in Wet or Surgical Areas where the possibility of
electrical shock may be increased.

Daisy-Chained — Plugging TWO, or Multiple Extension Cords, or Multi-Outlet Power Strips, or Surge
Protectors into each other, to form a continuous line of outlets. This creates an overload condition on
the circuit that the FIRST cable is plugged into, and creates a Fire Hazard.

Ampacity is defined in Section 3.3.7 of NFPA 99-2012: Health Care Facilities Code as “the current, in
amperes, that a conductor can carry continuously under the conditions of use without exceeding its
temperature rating.”

Patient bed location is defined in Section 3.3.136 of NFPA 99-2012 as “the location of a patient
sleeping bed, or the bed or procedure table of a critical care area.”

Patient care area. See Patient care room.

Patient-care-related electrical equipment is defined in Section 3.3.137 of NFPA 99-2012 as “electrical
equipment . . .that is intended to be used for diagnostic, therapeutic, or monitoring purposes in a
patient care vicinity.”

Patient care room is defined in Section 3.3.138 of NFPA 99-2012 as “any room of a health care facility

wherein patients are intended to be examined or treated.” Note that this term replaces the term
“patient care area” used in the 1999 edition of NFPA 99.
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Patient care vicinity is defined in Section 3.3.139 of NFPA 99-2012 as “a space, within a location
intended for the examination and treatment of patients [i.e., patient care room], extending 1.8 m (6 ft.)
beyond the normal location of the bed, chair, table, treadmill, or other device that supports the patient
during examination and treatment and extends vertically to 2.3 m (7 ft. 6 in.) above the floor.”

Power strip is a block of electrical sockets that attaches to the end of a flexible cable (typically with a
grounded plug on the other end), allowing multiple electrical devices to be powered from a single
electrical receptacle.

Receptacle is defined in Section 3.3.154 of NFPA 99-2012 as “a contact device installed at the outlet
for the connection of an attachment plug. A single receptacle is a single contact device with no other
contact device on the same yoke. A multiple receptacle is two or more contact devices on the same
yoke.”

Relocatable power tap (RPT) is a power strip of the polarized or grounded type equipped with
overcurrent protection and listed as in compliance with UL 1363.

Special purpose relocatable power tap (SPRPT) is a power strip of a polarized or grounded type
equipped with overcurrent protection and listed as in compliance with UL 1363A or UL 60601-1 for use
with medical equipment. SPRPTs come in two types: Type 1 — permanently attached to equipment
assembly and Type 2 — non-mounted type.

Reference:

NFPA 93-1999 Standard for Health Care Facilities

CCR Title 22 70837 (e) Department of Health Services
National Electrical Code NFPA 99-2005, NFPA 70-2011

Life Safety 101

CMS Categorical Waiver Ref: S&C: 14-46-LSC

NFPA 70: National Electrical Code®

NFPA 99: Health Care Facilities Code

Underwriter's Laboratories standard 1363, 1363A and 60601-1

"These guidelines, procedures, or policies herein do not represent the only medically or legally
acceptable approach, but rather are presented with the recognition that acceptable approaches exist.
Deviations under appropriate circumstances do not represent a breach of a medical standard of care.
New knowledge, new techniques, clinical or research data, clinical experience, or clinical or bio-ethical
circumstances may provide sound reasons for alternative approaches, even though they are not
described in the document.”
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Formaldehyde Spill

Printed copies are for reference only. Please refer to the electronic copy for the latest version.

Purpose:  To ensure that employees are prepared to properly respond to a spill
of formaldehyde.

Definitions:

Minor Formaldehyde spill (<200 ml of 5% or less formaldehyde, <30
ml of greater concentrations) Employees who have been trained in the
formaldehyde spill emergency action plan shall respond to the spill.

Major Formaldehyde spill (>200 ml of 5% or less formaldehyde, >30
ml of greater concentrations) No attempt should be made to clean up
the spill. The 911 HAZMAT team shall be called to respond to the spill.

Procedure:
Minor Formaldehyde spill
Equipment
Protective equipment including:
e Eye protective goggles or face shield
e Gloves: Latex or Vinyl
e Ansul SPILL-X-FP dry media or any formaldehyde treatment agent.

Warning: If any eye or upper respiratory irritation is experienced while cleaning
up the spill, stop immediately and Dial 44 and announce Code Orange
and location for assistance.

l. Ventilate the area of spill to keep the vapors from spreading.

I. The staff member responding to the spill will wear personal protective
equipment. (Goggles, gloves)

lll.  Sprinkle a sufficient quantity of Spill-X-FP dry media (neutralizing agent) or
other formaldehyde neutralizing agent on the spill to completely cover all
surface areas of the spill. The neutralizing agent is added to the spill in a ratio
of 1:1. Leave the area.
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VI.

VII.

Reaction is complete in approximately 15-18 minutes.

Clean treated residue by sweeping with broom into a dustpan. If unable to
easily sweep with broom, scrape residue with dustpan and then sweep.

The spill cleanup materials must be double-bagged in a yellow bag, tightly
closed, and labeled "hazardous waste".

Notify EVS at 624-2244 for proper disposal of hazardous waste.
Major Formaldehyde Spill

No attempt should be made to clean up the spill.

Close off area of spill if possible.

Call Extension 44 notify operation there is a Code Orange for the HAZMAT
team to provide emergency cleanup of the spill.

Alert the House Supervisor and Charge Nurse who will determine the need
to evacuate the rest of the employees and patients.

Re-enter the area only after the HAZMAT team has performed air sampling
and determined that it is safe to re-enter the area.

"These guidelines, procedures, or policies herein do not represent the only medically or legally
acceptable approach, but rather are presented with the recognition that acceptable approaches
exist. Deviations under appropriate circumstances do not represent a breach of a medical standard
of care. New knowledge, new techniques, clinical or research data, clinical experience, or clinical or
bio-ethical circumstances may provide sound reasons for alternative approaches, even though they
are not described in the document.”
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Fire Prevention Management Plan

Printed copies are for reference only. Please refer to the electronic copy for the latest version.

OBJECTIVES

The objectives of the Management Plan for Fire Prevention Life Safety at Kaweah Delta
Health Care District (KDHCD) herein after referred to as Kaweah Health (KH) are to
provide an environment wherein patient care can be safely administered; to provide a fire
safe environment of care to protect patients, personnel, visitors and property from fire and
the products of combustion, and to provide for the safe construction and use of building
and grounds in accordance with applicable codes and regulations for the State of
California.

I. SCOPE

The scope of this management plan applies to all buildings within Kaweah Health

Each off site area is required to have a unit-specific fire plan that addresses the unique
considerations of the environment, including, but not limited to, building evacuation
requirements. Off-site areas are monitored for compliance with this plan during routine
environmental surveillance by Environment of Care (EOC) committee members.

It is the responsibility of the Safety Officer to assess and document compliance with the
Fire Prevention Plan for the off-site areas, using an environmental surveillance checklist.

Il. AUTHORITY

The authority for overseeing and monitoring the fire prevention management plan and
program lies with the Environment of Care Committee, whose members will ensure that
fire prevention activities are identified, monitored and evaluated, and will also ensure that
regulatory activities are monitored and enforced, as necessary.

V. RESPONSIBILITIES

KH Leadership have varying levels of responsibility and work together in the
management of fire risks as identified below:

Board of Directors: The Board of Directors supports the Fire Prevention Management

Plan through review and feedback, if applicable, of the quarterly and annual
Environment of Care reports and endorsing budget support.
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Professional Staff Quality Committee/PROSTAFF: Reviews the annual Environment of
Care report from the Environment of Care Committee, providing feedback, if necessary.

Quality Council: Reviews annual Environment of Care report from the Environment of
Care Committee and provides broad direction in the establishment of performance
monitoring standards relating to fire prevention and fire risks.

Administrative Staff: Administrative staff provides active representation during the
Environment of Care Committee meetings and sets an expectation of accountability for
compliance with the Fire Prevention Program.

Environment of Care Committee: Environment of Care Committee members review and
approve the quarterly Environment of Care reports, which contain a Fire Prevention
component and oversee any issues relating to the overall fire prevention program.

Directors and Department Managers: Support the Fire Prevention Management
Program by:

1. Reviewing and correcting deficiencies identified through the hazard surveillance
process that relate to fire risks

2. Communicating recommendations from the Environment of Care Committee to
affected staff in a timely manner.

3. Developing education programs within each department that ensure compliance with
the policies of the Fire Prevention Management Program.

4. Supporting all required employee fire prevention education and training to include a
disciplinary policy for employees who fail to meet the expectations.

5. Serving as a resource for staff on matters of fire prevention.

Employees: Employees of KH are required to participate in the Fire Prevention Life
Safety Management program by:

1. Completing required fire prevention education.

2. Participating in fire drills

3. Reporting any observed or suspected unsafe conditions to his or her department
manager as soon as possible after identification that may pose a fire risk.

Medical Staff: Medical Staff will support the Fire Prevention Management Program by
abiding by the District’s policies and procedures relating to fire prevention and Life
Safety.

MANAGEMENT OF FIRE RISKS

KH has multiple processes in place that minimize the potential for harm from fire, smoke
and other products of combustion, they include, but are not limited to:

1. This written plan serves to identify the overall components of the Management Plan for
Fire Prevention and Life Safety.

2. Life Safety policies and procedures, which include an overall fire response plan for all
staff

3. Fire Drills: Fire drills are performed per code to test staff response relating to the
overall fire plan and to keep staff trained through rehearsal.

4. Procedures for testing, inspection and maintenance: Procedures are in place to
ensure fire equipment testing and suppression equipment are properly tested,
inspected and maintained.
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5. Risk Assessment: Risk assessment for life safety includes ongoing hazard
surveillance, the Interim Life Safety Assessment process, loss audits, regulatory,
insurer and accreditation surveys.

6. Performance Standards: Performance standards are in place, based upon risk to the
medical center, and monitored quarterly.

7. Education: Education and training of staff, physicians, temporary workers, students
and volunteers is in place.

8. Testing, Inspection and maintenance: Testing, inspection and maintenance of fire
extinguishing and suppression equipment, and fire alarm systems is in place.

9. Statement of Conditions: A Statement of Conditions is in place and is current. The
deemed responsibility for the Statement of Conditions lies, jointly, with the Safety
Office and the Facilities Director.

Reviewing Proposed Acquisitions:

To minimize the risks associated with flammable products brought into KH, a process is in
place for the review of proposed acquisitions of bedding, window draperies, furnishings,
decorations, wastebaskets and other equipment and materials. KH has all “requests for
purchases” submitted to Facilities for review. The materials are acquired or approved
through Facilities and Purchasing, and ensures:

Product(s) meets smoke and flame-resistant standards

Waste baskets are of noncombustible materials, or other approved material
Flame resistant coating and covering are maintained to retain their effectiveness
Attention is given to heat-generating combustible material and placement of
equipment close to heat sources.

PwonNpE

Staff will acquire samples and/or specification to assure that they have Class A rating
(flame spread 0-25 and smoke development of 0-450) or rating such as Plenum, Fire
rated per material. Staff will proceed with acquisition only when approved specifications
are met, and are responsible for maintaining the specifications on file for each acquisition.
Furniture purchased for the hospital meets state technical bulletin requirements, which
requires a rating tag be attached to each article of furniture.

All materials within the hospital shall meet federal, state and local requirements for system
construction, and treating and testing by approved testing agencies. Records of all
materials shall be maintained on the hospital premises in the form of independent test
laboratory reports, i.e., tags, or construction documentation.

These items include, but are not limited to:

Item Verification

Finish materials Independent Test Report

Low Voltage Wire UL Smoke Rating/Independent Test
Construction Materials Approved As-Builts

Furniture (State bulletins) Test Report/Tags

Bedding/Curtains Test report/Tags/Treat

Decorations Test report/Tags/Treat

Holiday Trees Office of State Fire Marshal Tag/Treat
Waste Baskets (similar items) Location/Material/Approved
Contractors:
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All contractors, before starting work at KH, are responsible for adhering to the following
criteria.

1. All equipment installed in the facility (high and low voltage) will be listed and approved
by an independent testing lab (approved by the State of California).

All components will be hospital grade.

Modifications to existing equipment cannot be made without written approval of the KH
(re-certification may be required).

All finish material will be approved and meet code requirements.

All furniture will meet state bulletin requirements for sprinkled and non-sprinkled areas.
All construction will meet federal/state and local requirements.

Contractors will become familiar with KH’s Fire Procedures.

Contractors are to act in a professional manner, and to maintain proper identification
and demonstrate respect for patient privacy and confidentiality.

wn
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Before initiation of a construction project, interim life safety measures (ILSM) will be
assessed by the safety department, and an Infection Control permit will be issued.
Ongoing ILSM’s are the responsibility of the Safety Officer. A policy is in place that
identifies in detail the ILSM process, including individuals who are responsible for
implementation.

Newly constructed and existing environments of care are designed and maintained to
comply with the Life Safety Code.

To minimize the potential for harm from fire, when newly constructed and existing
environment of care are designed, only licensed architects are used, who oversee the
process of subcontractors, who are independently licensed and bonded. Local, state and
federal regulations are followed.

Exceptions to this are made on an case by case basis, by the Facilities Department, in
conjunction with authorized personnel ensuring that all applicable regulations, codes and
standards are followed.

Other Methods in Place to minimize the potential for harm from Fire, Smoke and
other Products of Combustion include the following:

1. Fire/Smoke Doors: All doors are held open only by approved devices, i.e.
electromagnetic or electromechanical. At NO TIME may doors be propped open with
doorstops or other devices not connected to the fire alarm system.

2. General Environment: All areas of KH are kept clean and orderly. Trash is removed
regularly from designated holding areas.

3. Portable Electric Equipment: All plugs must be grounded. Extension cords must
comply with the extension cord policy. Equipment must be in good operating
condition.

4. Smoking: “No Smoking” regulations are strictly enforced, policy HR.193.

5. Ventilation Hoods: Ventilation hoods are cleaned on a regular basis, to code, to
prevent buildup. The automatic fire extinguishing systems are properly charged and
inspected and all nozzles securely fastened.
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6.

10.

11.

Storage Areas: Every attempt is made to arrange stock in an orderly fashion, with a
minimum of eighteen (18) inches below the sprinkler heads and a minimum of twenty
four (24) inches below the ceiling in non-sprinkled areas.

Aisles: Aisles between storage shelves are at least three feet apart. No storage is
permitted within thirty-six (36) inches in front of electrical panels. Combustible
materials shall not be stored in electrical rooms.

Space Heaters: Portable space heating devices shall be prohibited in all District

areas, with the following exception: Approved portable space heating devices may be

allowed in non-patient care areas as long as they conform to the following:

¢ Heating elements of such devices do not exceed 212 degrees Fahrenheit (NFPA
101°, 2000 Edition, §19.7.8)

o Required for medical or extreme necessity

o Approval of the Director of Facilities, Clinical Engineering and Chief Operating
Officer

¢ The heating device must be equipped with a tip over shut off

e The heater shall not be plugged into a surge protector or extension cord

Flammable Liquids: (Such as acetone, alcohol, benzene, and ether) limit the amount
on hand to a minimum working supply. If possible, keep in metal container. Where
safety cabinets or storage rooms are available, keep these materials in them and
maintain the door to such storage in the closed position. No smoking, open flame or
sparking device shall be allowed around flammable liquids or compressed gas.
Oxygen and nitrous oxide shall not be stored with flammable gases, such as
cyclopropane and ethylene, or with flammable liquids.

Electrical Hazards: Report promptly any frayed, broken or overheated extension cords
or electrical equipment. Do not operate light switches, or connect or disconnect
equipment where any part of your body is in contact with metal fixtures or is in water.
Specially built equipment is in use in the operating and delivery rooms to eliminate
electric sparks, and to control static electricity.

Acids: All concentrated or corrosive acids must be handled with extreme care. Avoid
storing these materials on high shelves, or in locations where they are likely to be
spilled or the containers broken. Organic acids and inorganic acids shall not be stored
together. Any spillage shall be immediately diluted or neutralized and cleaned up.

Minimization of risk to patients who smoke:

See policy HR.193 “Tobacco Free Campus.”

Maintaining free and unobstructed access to all exits:

Surveillance activities allow Environment of Care Committee members to monitor
compliance with Life Safety Code requirements, including maintaining free and
unobstructed access to all exits. Should an exit need to be obstructed for some reason
(i.e. construction, renovation, etc.) an ILSM assessment will be made before the exit path
is impeded and Interim Life Safety Measures will be put into place.
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The District has a written fire response plan:

See policy EOC.5002 “Fire Response Plan.”

Specific roles and responsibilities of Staff, Licensed Independent Practitioners

(LIPs) and Volunteers in preparing for building evacuation:

Specific roles and responsibilities of staff, LIPs and volunteers in preparing for building
evacuation are integrated into new-hire orientation and annual safety training, the
information is also discussed during fire drills.

The District conducts fire drills:

1.

Fire drills are conducted quarterly on all shifts in each building defined by the Life
Safety Code as the following:

¢ Ambulatory Health Care Occupancy

¢ Health Care Occupancy

Fire drills are conducted annually in all free standing buildings classified as a business
occupancy as defined by the Life Safety Code.

At least 50% of fire drills are unannounced at KH facilities.

Staff and who work in buildings where patients are housed or treated participate in fire
drills

Note: Staff participate in fire drills in all areas of the hospital, with the exception of
those who cannot leave patient care during the time of a drill.

KH critiques fire drills to evaluate fire safety equipment, fire safety-building features,

and staff response to fire.

e The evaluation is documented and reported to the Environment of Care on a
quarterly basis.

e Fire drills are critiqgued post drill to identify deficiencies and opportunities for
improvement.

The District maintains fire safety equipment and fire safety building features:

The following types of equipment or features exist within the District, with the following
maintenance, testing and inspection requirements in place. All tests and/or inspections
are documented and maintained in the Facilities Department.

1.

At least quarterly, KH tests supervisory signal devices (except valve tamper switches).
a. Note: Supervisor signals include the following: control valves; pressure supervisor;
pressure tank, pressure supervisory for a dry pipe, steam pressure; water level
supervisor signal initiating device; water temperature supervisory; and room

temperature supervisory.

Every six months, KH tests valve tamper switches and water flow devices.

Every 12 months, KH tests duct detectors, , heat detectors, manual fire alarm boxes
and smoke detectors.
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4.

10.

11.

12.

13.

14.

15.

16.

17.

18.

19.

20.

21.

22.

Every 12 months, KH tests visual and audible fire alarms, including speakers and door
releasing devices on the inventory.

Every quarter, KH tests fire alarm equipment for notifying off-site fire responders.
Every week, KH tests diesel fire pumps under no-flow conditions.

Every week, KH inspects electric motor driven fire pumps under no-flow conditions.
Every month, KH tests electric motor driven fire pumps under no-flow conditions.
Every 12 months KH tests main drains at system low point or at all system risers.
Every quarter, KH inspects all fire department water supply connections.

Every 12 months, KH tests fire pumps under flow conditions.

Every 5 years, KH conducts water-flow tests for standpipe systems.

Every 6 months, KH inspects any automatic fire-extinguishing systems in a kitchen.

Every 12 months, KH tests carbon dioxide and other gaseous automatic fire-
extinguishing systems.

At least monthly, KH inspects portable fire extinguishers.
Every 12 months, KH performs maintenance on portable fire extinguishers.

KH operates fire and smoke dampers one year after installation and then at least
every 6 years to verify that they fully close.

Every 12 months, KH tests automatic smoke-detection shutdown devices for air-
handling equipment.

Every 12 months, KH tests sliding and rolling fire doors for proper operation and full
closure.

Every 12 months, KH tests and inspects door assemblies.
Every month, KH tests elevators with fire fighters’ emergency operations.

Every month, KDHCD inspects fire sprinkler gauges and valve tamper switches.

Monitoring Conditions in the Environment:

Kaweah Health establishes a process for continually monitoring, internally reporting, and
investigating fire safety management problems, deficiencies and failures.

Through the Environment of Care Committee structure, the above elements are reported
and investigated on a routine basis by managerial or administrative staff, with oversight by
the committee. Minutes and agendas are kept for each Environment of Care meeting
and filed in Performance Improvement.
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Patient Safety: Periodically there may be an Environment of Care issue that has impact
on the safety of our patients relating to life safety and or fire prevention. This may be
determined from Sentinel Event surveillance, environmental surveillance, patient safety
standards or consequential actions identified through the risk management process.
When a patient-safety issue relating to life safety or fire prevention emerges, it is the
responsibility of the Safety Officer or designee to bring forth the issue through the patient
safety process.

Annual Evaluation of the Fire Prevention Management Plan:

On an annual basis Environment of Care Committee members evaluate the Fire
Prevention Life Safety Management Plan, as part of a risk assessment process.
Validation of the plan occurs to ensure contents of each plan support ongoing activities
within the District.

Based upon findings, goals and objectives will be determined for the subsequent year.
A report will be written and forwarded to the Board of Directors.
The annual evaluation will include a review of the following:

1. Objectives: The objective of the Fire Prevention Management plan will be evaluated
to determine continued relevance for the District (i.e., the following questions will be
asked; was the objective completed? Did activities support the objective of the plan?

If not, why not? What is the continuing plan? Will this objective be included in the
following year? Will new objective(s) be identified? Will specific goals be developed to
support the identified objective?)

2. The scope: The following indicator will be used to evaluate the effectiveness of the
scope of the Fire Prevention Life Safety Management Plan: the targeted population
for the management plan will be evaluated (e.g., did the scope of the plan reach
employee populations in throughout the entire District?)

3. Performance Standards: Specific performance standards for the Fire Prevention Life
Safety Management Plan will be evaluated, with plans for improvement identified as
needed.

Performance standards will be monitored for achievement.
Thresholds will be set for the performance standard identified. If a threshold is not
met, an analysis will occur to determine the reasons and actions will be identified to
reach the identified threshold in the subsequent quarter.

4. Effectiveness: The overall effectiveness of the objectives, scope and performance

standards will be evaluated, with recommendations made to continue monitoring, add
new indicators, if applicable, or take specific actions for ongoing review.

The District analyzes identified Environment Of Care issues:
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Environment of care issues relating to Life Safety and/or fire prevention are identified and
analyzed through the Environment of Care Committee with recommendations made for
resolution.

It is the responsibility of the Environment of Care Committee chairperson to establish an
agenda, set the meetings, coordinate the meeting and ensure follow-up occurs where
indicated.

Quarterly Environment of Care reports are communicated to Performance Improvement,
PROSTAFF and the Board of Directors.

Priority Improvement Project:

At least annually, a performance improvement project is selected by the Environment of
Care Committee members. The priority improvement activity is based upon ongoing
performance monitoring and identified risk within the environment. Based upon risk
assessment, a priority improvement project may be related to Life Safety or Fire
Prevention issues.

Improvement of the Environment of Care:

Performance standards are identified monitored and evaluated that measure effective
outcomes in the area of fire prevention management.

Performance standards are also identified for Safety, Security, Hazardous Materials,
Emergency Management, Medical Equipment management and Utilities management.

The standards are approved and monitored by the Environment of Care Committee with
appropriate actions and recommendations made. Whenever possible, the environment of
care is changed in a positive direction by the ongoing monitoring and changes in actions
that promote an improved performance.

"These guidelines, procedures, or policies herein do not represent the only medically or legally acceptable approach,
but rather are presented with the recognition that acceptable approaches exist. Deviations under appropriate
circumstances do not represent a breach of a medical standard of care. New knowledge, new techniques, clinical or
research data, clinical experience, or clinical or bio-ethical circumstances may provide sound reasons for alternative
approaches, even though they are not described in the document."
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Fire Watch

Printed copies are for reference only. Please refer to the electronic copy for the latest version.

PURPOSE:

To provide emergency measures for monitoring any fire alarm and/or fire sprinkled building in
the Kaweah Delta Health Care District hereinafter referred to as Kaweah Health (KH) in the
event of an impaired fire alarm or fire sprinkler system.

DEFINITIONS:

Fire Watch: A temporary measure that provides surveillance rounding to the area(s) of the
building where the fire alarm and/or fire sprinkler are not currently in full functioning capacity.
Fire Watch allows buildings to be temporarily occupied when the fire suppression systems or
the fire alarms are out of service.

Fire Watcher: A dedicated, trained person(s), whose sole responsibility is to, either, look for
fires within an appointed area or watch the fire alarm panel for the duration of the unsafe
condition. The fire watcher is required to patrol the affected area(s), initiate Code Red, prevent
a fire from occurring and extinguish small fires, if safe to do so.

System Bypass: When the fire alarm and/or fire sprinkler reporting system has been bypassed
so that it will not remotely report a fire or trouble alarm to the off-site monitoring company.
These systems will still alarm to the fire alarm panel itself.

System Down: When the fire alarm has been completely taken off line and will not ring at the
panel, if needed, or report out to the off-site monitoring company. Fire Watch rounds are to be
implemented immediately when this occurs.

System down also applies when the fire sprinklers have to be drained for repair work to be
completed. Fire Watch rounds will also be implemented immediately when this occurs.
POLICY:

Fire Watch is required to be implemented when any of the following takes place:
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The fire alarm and/or sprinkler system is temporarily shut down or taken off-line
for more than four (4) hours in a twenty-four (24) hour period (does not need to
be consecutive). Fire Watch will begin, immediately, at the end of the four (4)
hour window.

A system failure of the fire alarm control panel or monitoring capabilities occurs.
In this instance, Fire Watch will start immediately.

The fire watch log (Attachment A) must be completed by facilities
lead/manage/on-call or construction manager/designee.

Conducting Fire Watch Rounds:

1.

Only Fire Watch trained personnel, who are familiar with the building(s) and
evacuation plan(s), shall conduct Fire Watch rounds.

Fire Watchers shall have knowledge of: preventing, identifying and controlling fire
hazards.

In the event that Security or Maintenance is not available for Fire Watch, staff will
be trained by condensed orientation and literature review.

Documentation of completed training, See “Attachment B,” shall be kept by the
Safety Department or designee; a copy will also be kept in the employee file.

Fire Watchers will be familiar with fire extinguisher locations.
When on Fire Watch, Fire Watcher will be solely dedicated to this task. They will

not be pulled off for other duties (without being replaced) or asked to do any other
tasks while on Fire Watch rounds.

Discontinuing Fire Watch Rounds:

1. Fire Watch shall not be discontinued without approval from the Maintenance
Department.
PROCEDURE:
1. Routine maintenance, testing and inspection:

A. When routine maintenance is performed and the fire alarm and/or fire
sprinkler system is put into bypass, a timer shall be started or resumed
from original timing (if previous Fire Watch was started during the
previous twenty-four (24) hours). Attachment “A” shall be filled out during
business hours with 24 hour notice.
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RESPONSIBILITIES:

1.

When the timer reaches a combined total of four (4) hours, the Fire
Watcher will immediately notify Maintenance and PBX that a Fire Watch
is now being implemented.

Rounds will commence immediately and be conducted within every 60
minutes.

Rounds will be tracked on the Fire Watch Log “Affachment A,” see
attached.

During the 60 minute rounds of the Fire Watcher, rooms that will be
checked include: storage areas, hazardous areas, restrooms, break
rooms, offices, exit corridors, and exit stairwells.

After the system(s) have been repaired and tested, Maintenance will
notify Security and PBX that Fire Watch is no longer necessary.

Security will then send the Fire Watch Log(s) to Maintenance via EFAX
and give the originals to the Security Department Manager.

Emergency Deactivation of System(s):

A.

When an emergency occurs and the fire alarm and/or fire sprinkler
system is inoperable, the facility shall immediately be put into Fire Watch
and rounds will be conducted accordingly.

Rounds will be tracked on the Fire Watch Log “Aftachment A,” see
attached.

During the 60 minute rounds of the Fire Watcher, rooms that will be
checked include: storage areas, hazardous areas, restrooms, break
rooms, offices, exit corridors, and exit stairwells.

After the system(s) have been repaired and tested, Maintenance will
notify Security and PBX that Fire Watch is no longer necessary.

Security will then send the Fire Watch Log(s) to Maintenance via EFAX
and give the originals to the Security Department Manager.

Maintenance/Construction:

A.

When putting the system in bypass (non-emergency):

Notify: Maintenance Lead, Maintenance Manager, or the On-Call
Maintenance individual (Swing/Night Shift) of the need for Fire
Watch. Document the need and time for Fire Watch in the pass
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down log, fire watch log (attachment A) and the fire watch control
log (attachment C).

[I. Call the Fire Alarm monitoring company and let them know how long the
system will be in bypass.

[ll. Call the Visalia Fire Department Dispatch Center at: 559-734-8117 and
let them know how long we will be in bypass and at which
building/campus.

IV. Call the Security Department Lead on duty and notify them of the
condition of the system. If you cannot reach the Lead directly, call
PBX and have them contact the Lead to call you back. It is very
important to speak with Security directly.

V. When repairs, tests, inspections or emergencies have been completed
and the system is back in normal condition, call each of the above
places to notify them that we are no longer on Fire Watch.
Document the need and time for Fire Watch in the pass down log.

B. When putting the system in bypass (emergency):

[. Notify: Maintenance Lead, Maintenance Manager, Facilities Director,
House Supervisor and the On-Call Maintenance individual
(Swing/Night Shift) of the need for Fire Watch. Document the need
and time for Fire Watch in the pass down log, on the fire watch log
and the fire watch control log.

[I. Call the Fire Alarm monitoring company and let them know how long the
system will be in bypass.

[ll. Call the Visalia Fire Department Dispatch Center at: 559-734-8117 and
let them know how long we will be in bypass and at which
building/campus.

IV. Call the Security Department Lead on duty and notify them of the
condition of the system. If you cannot reach the Lead directly, call
PBX and have them contact the Lead to call you back. It is very
important to speak with Security directly.

V. When repairs, tests, inspections or emergencies have been completed
and the system is back in normal condition, call each of the above

places to notify them that we are no longer on Fire Watch.
Document the need and time for Fire Watch in the pass down log.

Security:

A. System(s) in bypass:
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I. Upon receiving notification from Maintenance that the fire alarm and/or
fire sprinkler systems are in bypass for testing, inspection or repair,
Security will check the Fire Watch clipboard, located in PBX, to
notate the Fire Watch Control Log (Attachment “C”) and check the
last time that a bypass was requested.

[I. Check the guidelines below and start the timer:

a. If the system was last in bypass during the last 24 hours,
the timer will CONTINUE from the last point it stopped.

b. If the system was last in bypass more than 24 hours ago,
the timer will RESTART for the 4 hour countdown.

. Iffwhen the timer runs out and the system has been on bypass for
4 hours (total) in a 24 hour period, Fire Watch will begin
immediately. Contact Maintenance to inform them that Fire
Watch rounds have begun.

B. System(s) down:
l. Upon receiving notification from Maintenance that the fire alarm
and/or fire sprinkler system(s) are completely down, due to repair or
an emergency, Security will begin Fire Watch rounds immediately.

Safety, Facilities Director and/or Designee:

Upon notification that the facility is in Fire Watch, the designated person will
complete the following:

A. Contact the District’s Director of Risk Management or Designee to inform
them that a building (specify) is on Fire Watch.

B. Contact the Fire Marshal (Authority Having Jurisdiction) to notify which
building (give the address and location) is in Fire Watch. Be as specific
as possible with dates and times.

C. When fire watch rounds are complete and the system is back on line:

l. Call Risk Management to notify that rounds are complete and that
the system is back on line.

. Call the Fire Marshal to notify that rounds are complete and that the
system is back on line.

Risk Management:

A. After the initial 4 hour grace period, notify the California Department of
Public Health (CDPH) by fax at: 661.336.0529 to notify them that we are
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on fire watch and the estimated time when we will be back to normal
function.

B. When fire watch rounds are complete and the system is back on line, fax
the completed fire watch rounding sheets to CDPH along with a memo
stating that the rounds have been completed. If there was a repair to be
made, note that the repair was made and attach the service record from

the vendor.
5. Unable to perform Fire Watch:
A. If Security is unable to perform Fire Watch duties, the task will be

performed by the Maintenance and/or Construction Department.
B. If Maintenance is unable to perform Fire Watch duties, they will call their
immediate Supervisor.
TRAINING:
Upon new hire, training shall be held for Security and Maintenance personnel to teach best
practices in order to conduct Fire Watch.
REGULATIONS AND STANDARDS:
2016 California Fire Code, Title 24, Part 9, Chapter 9, Section 901.7
NFPA 101:2012 Life Safety Code, §9.6.1.8

The Joint Commission, Life Safety Code, LS.01.02.01, EP 1

"These guidelines, procedures, or policies herein do not represent the only medically or legally
acceptable approach, but rather are presented with the recognition that acceptable approaches exist.
Deviations under appropriate circumstances do not represent a breach of a medical standard of care.
New knowledge, new techniques, clinical or research data, clinical experience, or clinical or bio-ethical
circumstances may provide sound reasons for alternative approaches, even though they are not
described in the document.”
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Attachment “A”
FIRE WATCH LOG

ASSIGNED BUILDING/AREA: DATE:
TIME NOTIFIED: TIME FIRE WATCH TO START:

WHY IS THE FIRE WATCH IN EFFECT?

1. ** To be filled out by facilities manager/lead/designee or construction manager/designee. Copy to be

kept in PBX during fire watch.
2. A. Who is completing form:
B. Who is performing work:

C. Contact name:

D. Contact phone number: Circle One
A. System Working 1
A. System bypassed for scheduled repairs or maintenance and testing while being monitored by vendor at 0
annunciator and can verbally communicate alarms to PBX operator.

A. System bypassed for scheduled repairs or maintenance and testing while NOT being monitored by vendor

. 3
at annunciator and
B. Has the system been disabled for 4 or more hours in the last 24 hours?
A. System bypassed for scheduled repairs or maintenance and testing while NOT being monitored by vendor 2
at annunciator and
B. Has the system been disabled between 0 to 4 hours in the last 24 hrs?
A. Has the system broke down or malfunctioned 3

1=No fire watch, 2*=Start fire watch after a total of 4 hours in the last 24 hours, 3*=Start fire watch NOW
* Only the area(s) effected by the Malfunctioned/Repair/Testing need to be under Fire Watch

FIRE-WATCHER: INITIALS:
FIRE-WATCHER: INITIALS:
FIRE-WATCHER: INITIALS:

(May add additional names and initials on the back of this form)

Fire watch personnel must perform continuous, un-interrupted tours such that rooms in their assigned area are checked at no
less than 60 minute intervals. Times must be recorded using the 24-hour clock and initialed. Any problems found during the
fire watch must be documented (along with the time found and initialed) and reported immediately, at the time of discovery, to
the maintenance lead, manager and/or designee for immediate correction.

| certify (by my initials below) that | completed a tour of my entire assigned area at the following times:
Time Tour Initials Time Tour Initials Time Tour Initials Time Tour Initials
Completed Completed Completed Completed

00__ 06__ 12 18

01__ 07__ 13 19

02__ 08 14 20

03__ 09 15 21
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04__ 10__ 16__ 22

05__ 11 17__ 23

Problems noted during fire watch (also note who you reported the problems to): By signing this form
you agree that you have verified the accuracy of this Fire Watch Log: Security Lead Signature:
Date:
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Attachment “A” continued
KAWEAH HEALTH

FIRE WATCH IMPLEMENTATION CHECKLIST

Your primary role, as the Fire Watcher, is to serve as a “human smoke/heat/fire detector” and to notify
the Switchboard at x44 at the first sign of smoke, excessive heat or fire.

Conduct a continuous patrol of the entire area(s), including but not limited to: storage areas, hazardous
areas, restrooms, break rooms, offices, exit corridors, and exit stairwells. Remain alert to signs of
smoke, excessive heat and fire.

To be a human smoke/heat/fire detector:

Remain attentive. Patrol your designated area, at least, every 60 minutes
Listen for in-room smoke detectors sounding

Look for observable signs of smoke and/or fire

Enter all stairwells — open doors and look into each stairwell

ANENENEN

At the first sign of smoke and/or fire:
v' Call PBX at x44 and initiate a Code Red (off-site facilities also dial 9-911)

v' If possible and safe, use a nearby fire extinguisher to extinguish the flames (P.A.S.S.)
v If the fire is too big to extinguish or too dangerous, initiate R.A.C.E.
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Attachment “B”

KAWEAH HEALTH
FIRE WATCH ACKNOWLEDGEMENT OF TRAINING

| understand that, during Fire Watch, | will be responsible for all of the items listed below:

1. Rounds must be conducted, at a minimum, of every 60 minutes for the area where | am assigned.

2. Be aware of your surroundings. Use your nose, eyes and ears to detect fire and/or smoke. In
addition, listen to your intuition, if something does not seem right find out why.

3. During the 60 minute rounds rooms that will be checked include: storage areas, hazardous areas,
restrooms, break rooms, patient rooms, offices, exit corridors, and exit stairwells.

4. Corridors and Exits must be kept free and clear of all obstructions.

5. Check to ensure that exit and fire doors are not blocked by anything that could keep them from
closing.

By signing below, | agree that | have been made aware of the expectations placed upon me during a

Fire Watch at Kaweah Health .

| agree to conduct Fire Watch Rounds within 60 minutes for my designated area.

| agree that | have been informed that Fire Watch Rounds are to be completed by me and that | am not

to conduct any other business during this time period. | will be solely dedicated to the task of Fire

Watch Rounds.

If, at any time, | feel that | cannot conduct these Fire Watch Rounds (for various reasons), | agree to
contact my Supervisor immediately.

Print Name: Date:

Signature:

Attachment “C”
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KAWEAH HEALTH
FIRE WATCH CONTROL LOG (To be kept updated in PBX)
Time Fire Total Time
Time notified ) . Watch that the
Time notified
- by . Rounds System was
Building Date . by Maintenance )
Maintenance 10 Sto will Start off
to Start P (ithin 24 (within 24
hours) hours)
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Policy Number: EOC 5010 Date Created: 04/01/2010

Document Owner: Maribel Aguilar (Safety Date Approved: Not Approved Yet
Officer/Life Safety Mgr)

Approvers: Board of Directors (Administration), Board of Directors (EOC/Emergency
Preparedness)

Fire Prevention Code Compliance

Printed copies are for reference only. Please refer to the electronic copy for the latest version.

POLICY:

All buildings within Kaweah Delta Health Care District hereinafter referred to as Kaweah
Health (KH) that are under the ownership or control of the Governing Board, will maintain
compliance with the appropriate provisions of the current edition of the Life Safety Code 101
of NFPA. Where this is not possible, equivalent protection will be provided and
documented.

Documentation of all Life Safety Requirements will be maintained on an ongoing, visible
basis. When conditions change due to construction, program, function additions or
deletions, the policies and procedures will be revised. Reports or changes in condition(s)
shall be submitted regularly to the Safety Committee and will be monitored by the
committee.

Periodically the Visalia Fire Department will make an inspection to orient their staff to
Kaweah Health facilities.

A Statement of Conditions (SOC) that describes the current condition of the building's
structural features of fire protection shall be completed for every building housing patients
overnight or where patients receive treatment. The SOC shall be maintained in a current
status, a printed version will be kept in the office of the Facilities Director.

All circuits of all fire alarm and fire detection systems are tested on a quarterly basis and all
components have annual preventative maintenance.

All automatic fire-extinguishing systems are inspected and tested annually.
The control of all designated fans and/or dampers in air handling and smoke-management
systems and the transmission of fire alarm signals to the local fire department shall be

reliable and functional at all times.

All portable fire extinguishers are clearly identified, inspected monthly, and maintained
annually.

A comprehensive plan to correct any Life Safety deficiencies, which occur or are identified

by any source, will be developed immediately in writing per Part Four, Statement of
Conditions.
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Fire Prevention Code Compliance 2

"These guidelines, procedures, or policies herein do not represent the only medically or legally
acceptable approach, but rather are presented with the recognition that acceptable approaches exist.
Deviations under appropriate circumstances do not represent a breach of a medical standard of care.
New knowledge, new techniques, clinical or research data, clinical experience, or clinical or bio-ethical
circumstances may provide sound reasons for alternative approaches, even though they are not
described in the document.”
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Department Decorations

Printed copies are for reference only. Please refer to the electronic copy for the

latest version.

POLICY:

To promote the highest standard of Fire Prevention as well as to comply with all
State and Local Fire Regulations, please observe the following departmental
decorating guidelines:

1.

Holiday decorations, including quilts, blankets and tapestries may never be
placed in any Kaweah Health(KH) EXIT corridor. Decorations may only be
used in KH facilities provided they have been treated with a California State
Fire Marshal rated flame resistant product. Proof of fire resistance must
remain with the decorations or in the department.

. Do not hang anything from the ceiling sprinkler heads. Any decorations hung

from the ceiling must hang at least 18" below ceiling height to prevent
interference with the sprinkler system. Please ensure that hanging
decorations do not impede walk-through traffic

. Christmas lights and/or candles, of any variety or type, are prohibited in patient

care areas.

. UL Listed/Approved lights may be utilized in non-patient care areas.
. Decorations must not block corridors or exits, or interfere with patient care.

. Please use masking tape when necessary. Do not use scotch tape or thumb

tacks on the walls.

. Candles are prohibited. The Flameless Candles will generally be allowed in

ALL Patient Treatment areas with the exception of Electrically Sensitive Patient
Areas, such as ICU, CVICU, CVOR, CVC, 5T and specific areas of 3 West
where patient monitoring is on-going. These items MUST have the UL Listed
or CSA Stamp of approval affixed to them

Live Christmas Trees may only be used in KH facilities provided that they
have been treated with an approved California State Fire Marshal rated flame
resistant product. Live trees may never be placed in/or immediately adjacent
to an EXIT corridor. Live Christmas trees may not be used in patient care
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areas. Live Christmas tree usage and placement within the District must have
prior approval from the District Safety Officer.

A non-lighted, artificial tree may be used within KH facilities provided that it
has been treated by a California State Fire Marshal rated flame resistant
product.

Proof of fire resistance must remain with the decorations or in the
department.

NOTE: Anything that impedes the complete closure of the fire doors must be
removed.

"These guidelines, procedures, or policies herein do not represent the only medically or legally acceptable
approach, but rather are presented with the recognition that acceptable approaches exist. Deviations
under appropriate circumstances do not represent a breach of a medical standard of care. New
knowledge, new techniques, clinical or research data, clinical experience, or clinical or bio-ethical
circumstances may provide sound reasons for alternative approaches, even though they are not described
in the document.”
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Policy Number: EOC 6007 Date Created: 08/01/2013
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Preparedness)

Storage and Warming of Blankets in Warming Cabinets

Printed copies are for reference only. Please refer to the electronic copy for the latest version.

Policy: Warming cabinets will be used according to manufacturer’s
recommendations in order to provide safe and appropriate warming
and storage of blankets for patient use.

Procedure:

Blankets will be layered in the cabinets to allow for adequate air flow around
the blankets to allow for appropriate warming of the blankets.

Warming cabinets are not to be set to operate above 170 degrees
Fahrenheit.

IV fluids or irrigation fluids are not to be mixed in the same compartment with
blankets. If the warming cabinet is used to warm fluids they must be in a
separate compartment with a separate temperature regulator. The
temperature for this compartment is not to exceed 104 degrees Fahrenheit.

Ongoing temperature monitoring of blanket warmers is not required.

Preventative maintenance will be performed in accordance with
manufacturer’'s recommendations.

Reference:

HEALTH DEVICES JULY 2009 [0 www.ecri.org, Page 230, ECRI Institute Revises Its
Recommendation for
Temperature Limits on Blanket Warmers

J Perianesth Nurs. 2012 Jun;27(3):181-92. doi: 10.1016/j.jopan.2012.01.011.
Health Devices. 2005 May;34(5):168-71.

OR Manager. 2005 Oct;21(10):32, 34.

Health Devices. 2009 Jul;38(7):230-1.

"These guidelines, procedures, or policies herein do not represent the only medically or legally
acceptable approach, but rather are presented with the recognition that acceptable approaches exist.
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Storage and Warming of Blankets in Warming Cabinets
2

Deviations under appropriate circumstances do not represent a breach of a medical standard of care.
New knowledge, new techniques, clinical or research data, clinical experience, or clinical or bio-ethical
circumstances may provide sound reasons for alternative approaches, even though they are not
described in the document.”
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Safe Medical Device Act/Medical Device Tracking and Reporting Policy

Printed copies are for reference only. Please refer to the electronic copy for the latest
version.

Policy:

In accordance with the Guidelines set forth in the Safe Medical Device Act of 1990, and
the Medical Device Tracking Regulations of August 1993, any device incident that results
in an injury or death, to a patient, visitor, or staff member shall be reported to the Food
and Drug Administration (FDA) and to the Device Manufacturer.

Risk Management shall have the ORIGINAL OCCURRENCE REPORT forwarded NO
LATER THAN 24 HOURS from the time the District first becomes aware of an incident
Any and all Medical Devices, whether implantable or not, that are contained in the listing
promulgated by the Food and Drug Administration as Trackable Devices shall be reported
to the manufacturer of the device in question.

DEFINITIONS:

A "Medical Device" shall be defined as follows:

Any device, instrument, or machine that is primarily used for the treatment, diagnosis, or
prevention of disease, or injury. This shall include but not be limited to Gauze pads, Diagnostic
Monitoring equipment, infusion devices, implants, catheters, in-vitro diagnostic test Kits,
accessories, and related software. This shall also include devices listed as "Trackable" by the
Food and Drug Administration.

For the purposes of Safe Medical Device Act reporting, "Serious Injury and Serious lllness"
shall be defined as follows:

1. An Injury or lliness which is life threatening.

2. Results in permanent impairment of a bodily function or permanent damage to a body
structure.

3. Necessitates medical or surgical intervention to preclude permanent impairment or damage.
For the purposes of Medical Device Tracking, a "Trackable Device" shall be defined as follows:

A device that is "Life-supporting or Life-sustaining” and that is used outside a device user-facility
(i.e. Kaweah Delta Healthcare District) and a "Permanently implantable” device that is contained
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on the listing promulgated by the Food and Drug Administration as a "Trackable Device." This
listing contains specific devices determined by the Food and Drug Administration to require
tracking through the distribution chain from the manufacturer to the patient.

PRESCRIBED ACTION:
Device Tracking:

When Kaweah Delta Health Care District hereinafter referred to as Kaweah Health (KH) first
takes possession of a Trackable Device purchased after August 29, 1993, the following
guidelines shall be followed:

1. The required information shall be provided to the device manufacturer using the
form provided for such notification after verification that the device is contained on
the Food and Drug Administration List of Trackable Devices. (See Attached
Enclosures).

2. This form shall be completely filled out by the individual(s) receiving the device and
submitted to the Hospital Medical Device Tracking representative for review and
submission to the device manufacturer.

3. This information MUST be provided to the device manufacturer within five (5) working
days from the date that Kaweah Health first takes possession of the device(s). The
information must also be provided to the manufacturer in the following incidences:

0 When the device is first provided to a patient or patients for use;
or to the device manufacturer; permanently retired from service; returned to
hospital inventory; upon implantation or distribution, (Sale/Rent/Loan); upon
explanation; or permanently disposed of.

o If adevice is provided to a patient through a Home Health Agency or
Home Infusion Facility of Kaweah Health. In this
instance, Kaweah Health then becomes a "Multi-
Distributor" of a device and must retain this information as well as notify the
manufacturer of the distribution.

4, The Safe Medical Device Act / Medical Device Tracking Representative for Kaweah
Health shall be the Risk Manager or other personnel as designated by the Risk Manager,
EOC Committee Chairperson, Safety Officer, and / or Chief Nursing Executive.

PRESCRIBED ACTION:
In the event that a medical device is suspected of causing, either directly or indirectly, a device
related incident, the following guidelines shall be followed:

1. The individual DIRECTLY INVOLVED shall fill out the Occurrence Report form
immediately in accordance with prescribed guidelines set forth in the Nursing Policy
Manual under "Occurrence Reporting.” Included in this report shall be ALL pertinent
device information including but not limited to model number, serial number,
manufacturer, lot number, category code, biomedical I.D. #, etc., and any setting or setup
information used on the suspect device at the time of the incident.
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2. The device in question including any and all attached peripheral devices (tubing, hoses,
power cords, catheters, etc.,) shall be red-bagged, and held until picked up by Clinical
Engineering. Removal of the device from the patient shall only proceed after it has been
determined that further injury will not occur due to removal.

3. The Nursing Supervisor shall immediately be notified of the device related incident.

4. The manager of Clinical Engineering shall immediately be notified by contacting the
Clinical Engineering Department at Ext. 2403 or cellular phone at (559) 302-8049.

5. The Risk Manager shall also be notified immediately by telephone at Ext. 2340. The
ORIGINAL COPY of the Occurrence Report shall be forwarded to the Risk Manager NO
LATER THAN 24 HOURS from the time of the original event occurrence.

6. Upon receipt and review of a device related Occurrence Report, the Risk Manager of
Kaweah Health shall:

a Determine if the suspect device may have caused a death, serious injury, or
serious illness and immediately notify the following individuals:

EOC Committee Chairperson

Chief Nursing Executive

Director of the area in which event occurred
Director of Materials Management

Manager of Clinical Engineering or designee
Hospital Legal Consultant or Attorney

o Contact the Clinical Engineering Department at Ext 2296 to determine whether
an evaluation of the device in question is necessary to determine the cause of
failure or malfunction or to document the device condition. This evaluation
may be conducted by the Hospital Clinical Engineering Department or by an
independent, outside Third-party company at the discretion of the Risk
Manager.

o Determine if the suspect device is contained in the Food and Drug
Administration Listing for Trackable Devices. If the device in question should
be listed, the Risk Manager shall ensure that all required guidelines of the
Hospital Medical Device Tracking System Reporting Policy have been met.

7. Upon notification from the Risk Manager of Kaweah Health of a device related incident,
the Clinical Engineering Department shall:

a Collect and secure the suspect device including any and all peripheral devices
from the unit reporting the incident.

o Evaluate the suspect device including all peripheral equipment for
proper operational characteristics in accordance with specific procedures set
forth in the Device Manufacturer's Service Manual, paying particular attention
to the noted setup configuration used at the time of the incident. This
information shall be included on the original occurrence report filed by the user
directly involved in the incident.
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8.

10.

11.

12.

4

o Notify the Risk Manager of the findings of the device evaluation
immediately upon completion of the evaluation.
Upon review by the Risk Manager the Manager of the Clinical Engineering
Department shall notify the Food and Drug Administration or device
manufacturer NO LATER THAN TEN (10) WORKING DAYS of the incident
following specific guidelines for such reporting set forth by the Food and Drug
Administration Medical Device Reporting (MDR) Program.

A copy of this report shall be logged and stored on Computer with appropriate security
encryption. A back-up copy shall be maintained by the Clinical Engineering Dept.

In accordance with the Modernization Act changes, effective February 19, 1998, a Semi-
Annual report of ALL reports for the year submitted by Kaweah Health is no longer
required. An annual report shall be submitted no later than January 1% of each year and
shall be submitted to the Food and Drug Administration by the Clinical Engineering Dept.
or designated reporting agency.

The Manager of Clinical Engineering shall report QUARTERLY a summary of all device-
related incidences to the Hospital EOC for review and additional action as necessary.

Initial Training of the Hospital Safe Medical Device Act / Medical Device Tracking System
Policies with documentation shall be provided for new employees during New Hire
Orientation.

Annual Training for all hospital staff shall include information for identifying and
documenting medical device incidents. Records that document this training shall be
maintained for each employee.

COMPLIANCE: The Food and Drug Administration provides for severe penalties for any
individual who knowingly violates significant portions of this reporting act, or, whose failure to
comply results in a risk to Public Health. These penalties range from a Civil Penalty in an
amount not to exceed $15,000 for each such violation and not to exceed $1,000,000 for all
such violations adjudicated in a single proceeding.

Reference: Safe Medical Device Act of 1990, and Device Tracking Regulations set forth
by the Food and Drug Administration.

Also, to specify actions which are necessary to minimize patient risk resulting from
medical device related incidences.

"These guidelines, procedures, or policies herein do not represent the only medically or legally
acceptable approach, but rather are presented with the recognition that acceptable approaches
exist. Deviations under appropriate circumstances do not represent a breach of a medical standard
of care. New knowledge, new techniques, clinical or research data, clinical experience, or clinical or
bio-ethical circumstances may provide sound reasons for alternative approaches, even though they
are not described in the document.”
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Non Healthcare District EQuipment Preventative Maintenance and Repair
Policy

Printed copies are for reference only. Please refer to the electronic copy for the latest version.

POLICY:

The Clinical Engineering Department of Kaweah Delta Healthcare District hereinafter referred to as
Kaweah Health (KH) shall provide Preventive Maintenance and Repair services for Individuals, and
Organizations outside the Healthcare District, for specified fees, to be governed by time, available
test equipment, and manpower constraints. This service will be restricted to Medical Healthcare
Devices used in the Diagnosis, and Treatment of individuals, and the program shall be supervised
by the Chief Information Officer.

PROCEDURE:

The Clinical Engineering Department shall receive and process all requests for service, and shall
schedule all work according to appropriate priorities. If there are conflicts, or workload
considerations take precedence, the request shall be referred to the Chief Information Officer for
further disposition, and resolution. Departmental personnel tasked with performing these work
requests shall be expected NOT to offer a conflicting service on their own, "off-clock" hours, for
pay, due to conflict of interest criteria, unless receiving prior approval from Hospital Administration.

Payment for services by outside parties shall be made to Kaweah Health . When work has been
completed, the Director of Clinical Engineering, or designee, shall submit all necessary information,
including invoices, to Finance.

Labor rates for services provided by the Clinical Engineering Department staff, shall be
determined by the Director of Clinical Engineering, and approved by the Chief Information
Officer.

"These guidelines, procedures, or policies herein do not represent the only medically or legally
acceptable approach, but rather are presented with the recognition that acceptable approaches exist.
Deviations under appropriate circumstances do not represent a breach of a medical standard of care.
New knowledge, new techniques, clinical or research data, clinical experience, or clinical or bio-ethical
circumstances may provide sound reasons for alternative approaches, even though they are not
described in the document.”
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Utilities Management Plan

Printed copies are for reference only. Please refer to the electronic copy for the latest version.

l. OBJECTIVES
The objectives of the Management Plan for Utility Equipment at Kaweah Delta Health Care District ,herein
after referred to as Kaweah Health (KH)are to manage effective, safe, and reliable operations of utility
equipment that provides a safe, controlled physical environment for the patients, employees, physicians, and
visitors who enter the premises. Inherent in utility equipment processes are operational reliability of utility
equipment, the development of a utility equipment inventory and program, and an inspection and maintenance
program designed to minimize risks to our patients and the physical environment. Specific programs in place
to support the objectives of the utility equipment management plan include the following:
o Preventive Maintenance Program

o Corrective Maintenance Program

o Annual maintenance on inventoried equipment/systems

o User/maintainer training

o Performance indicators

o Annual Evaluation of the Management Plan for Utility Equipment
SCOPE

The scope of the Utility Management Plan applies to KH with the Director of Facilities Planning, overseeing the
management of the utility systems, and with broad oversight by the Environment of Care (EOC) Committee.
With respect to the offsite areas per KH license, the Facilities Planning Director has oversight responsibility for
the utility system that provides services to the offsite areas. Each offsite area manager will have the
responsibility of the day-to-day operations relating to utility services, which often means working in partnership
with a lessor, or building owner if applicable. Utility failure plans are required for each offsite area, and are the
responsibility of the offsite manager. Utility issues for the offsite areas may be brought to the attention of the
EOC Committee.

AUTHORITY
The authority for the Management Plan for Utility Equipment is EC. 02.05.01. The authority for overseeing
and monitoring the utility equipment plan and program lies in the EOC Committee, whose members will
ensure activities relating to utility equipment management are identified, monitored and evaluated, and for
ensuring that regulatory activities are monitored and enforced as necessary.

ORGANIZATION
The following represents the organization of the Management Plan for Utility Equipment at KH:
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Organization — Management Plan for Utility Equipment

Board of
Directors
Prctfessional- Staff Quality
Quality Committee or Council
PROSTAFF
Offsite Environment of Care
Representation Committee Director of Facilities Planning

RESPONSIBILITIES
Leadership within Kaweah Health have varying levels of responsibility and work together in the
management of utility equipment as identified below:

Board of Directors: The Board of Directors supports the Utility Equipment Management Plan by:
o Review and feedback if applicable of the quarterly and annual EOC reports.
e Endorsing budget support as applicable for capital purchases relating to utility equipment.

Quality Council: Reviews annual EOC report from the EOC Committee, and provides broad direction in the
establishment of performance monitoring standards relating to utility equipment risks.

Professional Staff Quality Committee or PROSTAFF: Reviews annual EOC report from the EOC
Committee, providing feedback if applicable.

Administrative Staff: Administrative staff provides active representation on the EOC Committee meetings
and sets an expectation of accountability for compliance with the Utility Equipment Program

Environment of Care Committee: EOC Committee members review and approve the quarterly EOC
reports, which contain a Utility Equipment component, and oversee any issues relating to the overall utility
equipment program.

Directors and Department Managers: These individuals support the Utility Equipment Management
Program by:
o Reviewing and correcting deficiencies identified through the hazard surveillance process that relate
to utility equipment risks.
o Communicating recommendations from the EOC Committee to affected staff in a timely manner.
o Providing information/in-services to staff that insure compliance with applicable policies of the within
the Utility Equipment Management program.
o Serving as a resource for staff on matters of utility equipment usage.

Employees: Employees of Kaweah Health are required to participate in the Utility Equipment Management
program by:

o Completing applicable utility equipment training.

o Reporting utility equipment failures to their supervisor and to Facilities
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o Reporting any observed or suspected unsafe conditions to his or her department manager as soon
as possible after identification that may pose a utility equipment risk, which include, but are not
limited to: frayed electrical cords, use of extension cords, overuse of power adaptors, equipment
brought in by patients, or any loss of utility power.

Medical Staff: Medical Staff will support the Utility Equipment Management Program by abiding by the
Kaweah Health’s policies and procedures relating to the use of utility equipment

The [organization] manages risks associated with its utility systems.
EC. 02.05.01-1
EC.02.06.05-1,2

When planning for new, altered or renovated space that will impact utility systems, KH uses one of the
following design criteria:

-State rules and regulations, and

-Guidelines for Design and Construction of Hospitals and Healthcare Facilities, current edition, published

by the American Institute of Architects.

When the above rules, regulations and guidelines do not meet specific design needs, other reputable
standards and guidelines are used that provide equivalent design criteria. When planning for demolition,
construction or renovation, a pre-construction risk assessment is used that addresses utility requirements that
affect care, treatment and services. If any utility-related risks are identified during the pre-construction
assessment, KH will take action to minimize the identified utility risks. After construction projects are
completed, the Director Facilities Planning will ensure the acquisition of as-built drawings, and in addition will
insure that other utility system maps and drawings are updated and current.

KH maintains a written inventory of all operating components of utility systems or maintains a written
inventory of selected operating components of utility systems based on risk for infection, occupant
needs, and systems critical to patient care (including all life support systems). Kaweah Health
evaluates new types of utility components before initial use to determine whether they should be
included in the inventory.

EC.02.05.01-3 through 7

EC.02.05.05, EPs 1through 6

Written Inventory
KH maintains a written inventory of utility systems, which includes (but not limited to) the following:
Water Supply System
Irrigation Water System
Domestic Hot Water System
Hot Water Heat Recovery System
Water Softening System
Patio Storm Drain System
Sewage System
Basement Sump Pump
Natural Gas System
Fuel Oil System
Steam Boilers and Distribution System
Condensate Return
Medical Air System
Medical Vacuum System
Medical Oxygen System
Heating, Ventilation and Air Conditioning System
Electrical System 7 Emergency Generators 7 Transfer Switch
Elevator System
Nurse Call System
Kitchen Fire Extinguishing System
Fire Sprinkler System
MRI Halon Fire Extinguisher System
Fire Alarm Monitoring System — API
Paging System
Telephone System and Telephones
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Two-Way Radio System
Pagers

ICU/CCU Monitor System
Master Clock System
Sterilizers

ETO Abator System
Trash Compactor

Bailer

Any new utility equipment purchased for KH is evaluated for inclusion into the written inventory.

The utility management program includes equipment that meets the following criteria:

o Equipment maintains the climatic environment in patient care areas.

o Equipment that constitutes a risk to patient life support upon failure.

o Equipment is a part of a building system, which is used for infection control.

o Equipment that is part of the communication system, which may affect the patient or the
patient care environment.

o Equipment is an auxiliary or ancillary part of a system control or interface to patient care
environment, life support, or infection control.

Inspection and Maintenance Activities

Documentation of inspection, testing and maintenance demonstrates systems and components performance
within prescribed limits and adherence to established schedules. The minimum required documentation is
exception reporting. This documentation lists all items tested and indicates pass or fail. Those items that fail
have additional documentation of repair and subsequent testing indicating performance within standards. As
part of utility system operational plans, planned or preventive maintenance is a key factor in assuring the
ongoing performance and reliability of utility systems whereby each system is properly identified, operated,

and maintained. A system is no more reliable than the individual pieces of equipment, or components, within it.
Each component within a system is evaluated to determine the content and frequency of testing procedures,
inspections, calibrations, and the servicing and replacement of parts. In the development of preventive
maintenance programs, a review is made from various sources of information, such as manufacturers
recommendations, codes, standards, and federal, state, and local laws and regulations. The basic sources of
information are invaluable as start-up aids; however, over time it is essential that local operating experience be
factored in to modify the program. Through this process, initial levels of risk are maintained or reduced.

Minimization of Pathogenic Biological Agents
The Utility Management plan includes processes for activities that will reduce the potential for hospital-
acquired illnesses that could be transmitted through the Utility Systems. These include policies and or
procedures relating to:

o Cooling Towers/Open and Closed Water Systems: Biological and/or chemical treatment(s) and testing
or cultures are in place wherein the potential for hospital-acquired iliness could occur within Kaweah
Health’s cooling and heating systems.

o Domestic Hot and Cold Water Systems: Periodic biological testing of the hot and cold water systems
are in effect as part of the utility management program.

o Equipment Maintenance - HVAC: A filter change program is in effect to reduce the risks associated with
air borne contaminants within the major air handling systems.

o Air Pressure Monitoring/Maintenance: A program is in place in Facilities that allows for the air pressure
monitoring, maintenance, and balancing for the following critical areas: surgical operating rooms, critical
care areas, including ICU, special procedure rooms, isolation rooms and the labor and delivery suites.

o Construction. Protocol and procedures are in place to coordinate Infection Control and construction
activities that establishes how an area will be assessed before and during construction for the purpose of
minimizing the risks associated with air-borne biological contaminants (e.g., aspergillosis).

The Facilities Planning Director/Safety Officer is responsible for the proper and safe functioning of all
equipment within the facility and the general condition of the facility. Facilities management requires written
procedures that are developed and specify the action to be taken during the failure of essential equipment and
major utility services. The written procedures include a call system for summoning essential personnel and
outside assistance when required. The following essential equipment and services are included: Major air
conditioning equipment, air handling systems (ventilation, filtration, quantitative exchanges, humidity), boilers,
electrical power services, fire alarm and extinguishing systems, water supply, all waste disposal systems, and
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medical gas and vacuum systems. Qualified engineering consultative advice is available as needed. In the
event that the in-house personnel cannot correct the problem and restore the operation of the equipment, then
Administration, the Facilities Planning Director and Safety Officer, or their designated representative shall
have full authorization to call in an outside resource to correct the situation.

Kaweah Health maps the distribution of its utility systems

EC.02.05.01-17

Layout maps or blueprints for utilities with complicated infrastructures are maintained to enhance
troubleshooting effectiveness. Distribution maps are located in Facilities, and are for plumbing, medical gases
and electrical.

Kaweah Health labels utility system controls to facilitate partial or complete emergency shutdowns.
EC.02.05.01-9

Controls for Utility Systems are labeled in an efficient manner. Most importantly, controls that are located
remotely from related equipment are clearly labeled. The label explains the equipment that is controlled and
the power source panel identification. Medical gas valves are clearly labeled as to what areas they isolate.
Other plumbing valves are labeled in correspondence with a master valve list.

Kaweah Health has written procedures for responding to utility system disruptions

EC.02.05.01-10

Policies and procedures are in place in Facilities, which identify emergency procedures for utility system
disruptions or failures. Systems are in place to mitigate the consequences of a utility failure, such as the
emergency generators, battery operated equipment, staff interventions in the event equipment fails and the
use of outside vendors for emergency assistance as may be needed.

Kaweah Health’s procedures address shutting off the malfunctioning system and notifying staff in
affected areas.

EC.02.05.01-11

Staff and employees are notified in affected areas when a partial or total system shutdown is necessary.
When a utility system must be shutdown, notification is made to Administration, Nursing, and the Department
Director(s)/managers of the affected department(s), and agencies having jurisdiction if applicable.

Kaweah Health’s procedures address performing emergency clinical interventions during utility
systems disruptions.
EC.02.05.01-12
In the event of a utility system disruption that impacts the flow of electrical-operated medical equipment,
clinical interventions are to be provided based upon the scope of practice of the patient care provider, and may
include such interventions as:

o Use of portable monitors and ventilators

o Manual bagging of a patient if the patient is on a ventilator that loses power and does not have a

battery back-up
o Battery-operated equipment
o Manual intravenous administration in the event IV equipment fails, and does not have battery back-up

Kaweah Health has a reliable emergency electrical power source
EC.02.05.03-1-16
KH provides and maintains a reliable emergency power system that is adequately sized, designed and fueled
as required by the LSC occupancy requirements and the services provided, and supplies emergency power to
the following areas and systems:

i. Alarm Systems

ii. Egress illumination

iii. Elevator (1)

iv. Emergency Communication Systems

V. Exit Sign lllumination

Vi. Blood, Bone and Tissue Storage Units
Vii. Emergency Care Areas (Urgent Care)
viil. Intensive Care

iX. Medical Air Compressors
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X. Medical/Surgical Vacuum Systems

Xi. Newborn Nurseries
Xii. OB Delivery Rooms
Xiil. Operating Rooms

Xiv. Recovery Rooms
XV. Special Care Units

XVi. Lighting at emergency generator locations
XVil. Emergency Rooms
XViil. Dispensing Cabinets

XiX. Medication Carousels

XX. Central Medication Robots (if applicable)
XXi. Medication Refrigerators

XXii. Medication Freezers

Kaweah Health inspects, tests, and maintains utility systems.
Note: Attimes, maintenance is performed by an external service, and KH must have access to this
documentation.
EC.02.05.05- 2and 4 through 6

On a regular and consistent basis, inspection, testing, and maintenance is part of a process to assure
system and component performance. The initial inspection and test are part of the acceptance of new systems
and components. Ongoing inspection, testing and maintenance increases reliability, systems and components
life, and user confidence. The intervals for inspection, testing and maintenance are based on the needs of the
systems and components. The intervals may be less than or more than one year. The exception is the
required weekly testing of the emergency generators. If an interval greater than one year is selected, it must
be approved by the EOC committee. The Facilities Planning Director will apply or obtain professional judgment
to set intervals so known risks, hazards and maintenance needs are managed. In Facilities a computerized
maintenance system is used to facilitate the scheduling, inspection, testing, maintenance, monitoring, and
documentation of equipment for the utilities systems.

Equipment Currently in Inventory:

@)
@)

Scheduled maintenance work orders are issued on a monthly basis to Facility’s staff.
Maintenance is performed in accordance with the instructions included in the work order. The
assigned engineer documents the maintenance, including any pertinent observations, on the work
order. When maintenance and documentation are completed, the engineer returns the work order
to the Facility’'s department.

If scheduled maintenance cannot be performed (i.e., parts not available), the reason is
documented on the work order and returned to Facilities. There is a system of evaluation for
equipment not serviced within the scheduled time frame.

If systems' equipment must be removed from the user area for more than one day, the engineer
prepares a corrective maintenance work order.

If scheduled maintenance is to be performed by an outside vendor, the Facility Director or
designee contacts the vendor and instructs the vendor to perform the maintenance as detailed in
the work order, document the maintenance and any associated work done on the work order. A
copy of this documentation is maintained in Facilities.

Incoming Equipment:

o Requests for new equipment are reviewed and approved by the Facilities Planning Director or
designee for proper safety features, including electrical needs, drainage needs, ventilation needs and
space consideration as required by manufacturer specifications.

o After receipt of new equipment, but prior to its installation, it must be inspected, with electrical and
mechanical tests performed, and determined by Facilities that it meets all appropriate safety
standards.

o If the equipment fails to pass the required tests and inspection, the engineer will return the equipment
to Purchasing unless the deficiency is corrected. The equipment is not assigned an identification
number until the equipment has passed all the requirements.

o After passing inspection, and if recommended by manufacturer, the new equipment will be entered on
the Preventive Maintenance Database. At this time, the equipment is assigned an identification
number, and the engineer performing the inspection will install the respective tag with the assigned
equipment number, and then process the necessary data entry of the specific procedures and
frequency to be followed during the preventive maintenance as recommended by the manufacturer.
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o If the manufacturer does not recommend preventive maintenance to the equipment, i.e., microwave
oven, addressograph, the engineer performing the inspection will apply a tag with the date the
inspection was performed, and will place the equipment on the Non-Clinical Equipment Inspection
Log, and will be subject to visual inspection once a year to verify proper operation.

o Inthe event that equipment not belonging to Kaweah Health is brought into KH for use, they must be
inspected and determined to be safe by the Clinical Engineering Department. This would apply to any
items brought by patients, visitors or employees (radios, televisions, coffee makers, etc.). The
Facilities Planning Director or designee is authorized to remove any item, which is found to be unsafe
for use in the District. This will include any demonstration equipment brought in by any vendor.

Documentation is maintained in the Facilities Department, and includes, but is not
limited to the following:
o A current, accurate and separate inventory of utility components identified in this plan
o Performance and safety testing of each critical component before initial use.
o Maintenance of critical components of High Risk Utility systems/equipment consistent
with the maintenance strategies identified in this plan.
o Maintenance of critical components of infection control utility systems/equipment for
consistent with the maintenance strategies identified in this plan.
o Maintenance of critical components of non-high risk utility systems/equipment on the
inventory consistent with maintenance strategies identified in this plan.

Kaweah Health inspects, tests and maintains emergency power systems
EC.02.05.07- 1 through 10

1. At 30-day intervals, a functional test is performed of battery-powered lights required for egress for a
minimum duration of 30 seconds. The completion date of the test is documented and maintained in
Facilities.

2. Every 12 months, performs a functional test of battery-powered lights required for egress and exit signs

for a duration of 1 %2 hours. The completion date of the tests or replacement is documented and
maintained in facilities.
3. SEPSS (Stored Electrical Energy Emergency and Standby Power Systems) testing: Not applicable.
4, At least weekly, the hospital inspects the emergency power supply system (EPSS), including all
associated components and batteries. The results and completion dates of weekly inspections are
documented-Not applicable.

5. The generators are tested monthly by Facilities for at least 30 continuous minutes. The completion
date of the tests is documented and kept on file in Facilities.
6. The emergency generator tests are conducted with a dynamic load that is at least 30% of the

nameplate rating of the generator or meets the manufacturer's recommended prime movers’ exhaust
gas temperature.

7. Monthly, the automatic transfer switches are tested, and the completion date of the tests is
documented and maintained in Facilities.

8. At least annually, the hospital tests the fuel quality to ASTM standards. The test results and
completion dates are documented.

9. At least once every 36 months, each emergency generator is tested for a minimum of 4 continuous

hours. The completion date of the tests is documented and maintained in Facilities.

10. The 36-month emergency generator test uses a dynamic or static load that is at least 30% of the
nameplate rating of the generator or meets the manufacturer’'s recommended prime movers’
exhaust gas temperature.

If the required emergency power system test fails, KH will

implement measures to protect patients, visitors and staff until necessary repairs or corrections
are completed. This is the responsibility of Facilities personnel. If a required emergency power
system test fails, Facilities personnel will perform a retest after making the necessary repairs or
corrections.

Kaweah Health inspects, tests and maintains medical gas and vacuum systems.

EC.02.05.09-1 through 14

Facilities inspects, tests, and maintains critical components of piped medical gas systems, including master
signal panels, area alarms, automatic pressure switches, shutoff valves, flexile connectors, and outlets. The
plan for inspecting, testing and maintaining medical gas and vacuum system includes, but is not limited to:

o Annual inspection of alarm panel

o Annual inspection of area alarms
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A routine PM schedule is in place for automatic pressure switches, shutoff valves, flexible connectors and
outlets (annual testing for patient-care areas, and annual for non-patient care areas).

When the systems are installed, modified, or repaired including cross-connections

testing, piping purity testing and pressure testing, a qualified individual (e.g., a contractor/certified licensed
technician) insures that the medical gas systems are installed/maintained/repaired. When the installation is
completed, or when maintenance or repair work is done, the qualified individual ensures that cross connection
testing, piping purity testing and pressure testing are included in the process, and that code requirements are
met. The systems will be additionally tested (to ensure it is connected properly so that a sufficient volume is
yielded at each outlet) following periods of construction or if there is evidence that the system has been
breached.

KH maintains the main supply valve and area shut-off valves of piped medical gas and vacuum systems and
ensure they are accessible and clearly labeled. To maintain safety in the event of an emergency, a current and
complete set of documents indicating the distribution of the medical gas systems and control for partial or
complete shutdown is maintained. The documents include "as-built" drawings, construction or design
drawings, line or isometric drawings, shop drawings, or any combination of these if they reflect present
conditions.

When the hospital has bulk oxygen systems above ground, they are in a locked enclosure (such as a fence) at
least 10 feet from vehicles and sidewalks. There is permanent signage stating “OXYGEN — NO SMOKING —
NO OPEN FLAMES.”

The hospital’s emergency oxygen supply connection is installed in a manner that allows a temporary
auxiliary source to connect to it.

The hospital tests piped medical gas and vacuum systems for purity, correct gas, and proper pressure
when these systems are installed, modified, or repaired. The test results and completion dates are
documented.

The hospital makes main supply valves and area shutoff valves for piped medical gas and vacuum
systems accessible and clearly identifies what the valves control.

Locations containing only oxygen or medical air have doors labeled "Medical Gases: NO Smoking or
Open Flame." Locations containing other gases have doors labeled “Positive Pressure Gases: NO
Smoking or Open Flame. Room May Have Insufficient Oxygen. Open Door and Allow Room to Ventilate
Before Opening.”
Ongoing Education for Users and Maintainers
HR.01.05.03-1
The Facility’s Education Department and the department managers hold responsibility for coordinating
and implementing the education and training of the utility equipment users jointly.
USER EDUCATION:
Employees will receive a general overview of the Utility Equipment Plan at initial and annual orientation.
Department Directors will provide department specific orientation and education to their employees to insure
that utility equipment users will be able to describe and/or demonstrate the following items:
Basic operating and safety features for users to follow
2. Emergency procedures to follow when utility equipment fails.
3. KH’s process for reporting utility equipment Management problems, failures and user errors
(i.e., they are reported to Facilities, who in turn reports this information to the EOC Committee.

Maintainer Education
For the maintainers of utility equipment, thorough training about the capabilities and limitations of equipment is
made by the manufacturer. Self-assessment can be used annually, through the competency process, to
determine the need for additional training. Training may be provided by:

Formal academic courses
Seminars, in-service training
On-the-job training

[ )
L)
[ )
e Service schools

Information collection system to monitor conditions of the environment.
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1. Kaweah Health establishes a process(es) for continually monitoring, internally reporting, and
investigating the following:
o Utility equipment management problems, failures and user errors

Through the EOC Committee structure, utility problems, failures and user errors are reported by Facilities, who
investigate the issue, and provide corrective actions. Minutes and agendas are kept for each Environment of Care
meeting and filed in Performance Improvement.

Annual Evaluation of the Utility Management Plan.

EC.04.01.01-EP-15

On an annual basis EOC Committee members evaluate the Management Plan for Utility Equipment, as part of a
risk assessment process. Validation of the management plan occurs to ensure contents of each plan support
ongoing activities within KDHCD. Based upon findings, goals and objectives will be determined for the subsequent
year. A report will be written and forwarded to the Governing Board. The annual evaluation will include a review of
the following:

o The objectives: The objective of the Utility Equipment Management plan will be evaluated to
determine continued relevance for KH (i.e., the following questions will be asked; was the
objective completed? Did activities support the objective of the plan? If not, why not? What
is the continuing plan? Will this objective be included in the following year? Will new
objective(s) be identified? Will specific goals be developed to support the identified objective?)

o The scope. The following indicator will be used to evaluate the effectiveness of the scope of
the utility equipment management plan: the targeted population for the management plan will
be evaluated (e.g., did the scope of the plan reach applicable employee populations in the off-
site areas, and throughout KH?)

o Performance Standards. Specific performance standards for the Utility Equipment
Management plan will be evaluated, with plans for improvement identified. Performance
standards will be monitored for achievement. Thresholds will be set for the performance
standard identified. If a threshold is not met an analysis will occur to determine the reasons,
and actions will be identified to reach the identified threshold in the subsequent quarter.

o Effectiveness. The overall effectiveness of the objectives, scope and performance standards
will be evaluated with recommendations made to continue monitoring, add new indicators if
applicable or take specific actions for ongoing review.

KDHCD analyzes identified EOC issues.

EC.04.01.03-EP-2

EOC issues relating to utility equipment are identified and analyzed through the EOC Committee with
recommendations made for resolution. It is the responsibility of the EOC Committee chairperson to establish an
agenda, set the meetings, coordinate the meeting and ensure follow-up occurs where indicated. Quarterly
Environment of Care reports are communicated to Performance Improvement, the Medical Executive Committee
and the Board of Directors.

KDHCD improves its EOC

EC.04.01.05-EP1
Performance standards are identified monitored and evaluated that measure effective outcomes in the area of
utility equipment management. Performance standards are also identified for Safety, Security, Hazardous
Materials, Emergency Management, Fire Prevention and Medical equipment management. The standards are
approved and monitored by the EOC Committee with appropriate actions and recommendations made.
Whenever possible, the environment of care is changed in a positive direction by the ongoing monitoring; and
changes in actions that promote an improved performance.

Patient Safety.

Periodically there may be an EOC issue that has impact on the safety of our patients relating to utility equipment.
This may be determined from Sentinel Event surveillance, environmental surveillance, user errors, patient safety
standards or consequential actions identified through the risk management process. When a patient-safety issue
relating to utility equipment emerges, it is the responsibility of the Safety Officer or designee to bring forth the issue
through the patient safety process.
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"These guidelines, procedures, or policies herein do not represent the only medically or legally acceptable
approach, but rather are presented with the recognition that acceptable approaches exist. Deviations under
appropriate circumstances do not represent a breach of a medical standard of care. New knowledge, new
techniques, clinical or research data, clinical experience, or clinical or bio-ethical circumstances may provide
sound reasons for alternative approaches, even though they are not described in the document.”
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Policy

Kaweah Delta Health Care District’s herein after referred to Kaweah Health (KH) Emergency
Management Plan is flexible so that it can be quickly adapted to meet any situation. Defining
the location, type and likely impact of an emergency at the time of the incident helps clarify the
type and level of response required. The Hospital Command Center (HCC) gathers data from
various sources including departments (status reports), Emergency Department (incoming
victims), Public Information Officer (news media reports), Liaison Officer (response agency
intelligence) and will assess the likely scope and impact of the incident based on critical

analysis of these reports.

Procedure

A. Location of emergency and its impact on hospital response

Emergency Location

Internal emergency

External emergency,
within county

External emergency,
outside county

Emergency threats

Definition

Emergencies within the
hospital (fire, explosions,
chemical spill, etc.)

Community emergency, from
minor (involving a relatively
small number of casualties)
to major (involving large
number of casualties)

Emergencies occurring in
other communities

To either the hospital or
community (fire adjacent to
hospital, bomb threats, civil
disorders, etc.)
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Hospital Response

Relocation of patients and staff from
threatened or affected areas, as
necessary. Confinement of situation to
provide for prevention of injuries and for
as little disruption of services as
possible.

Expansion of treatment and patient
areas to care for casualties and
discharge of inpatients as possible. May
require call in of hospital personnel for
treatment of casualties. Send personnel
and supplies upon request.

Expansion to receive casualties and
inpatients transferred from stricken
community. May require call in of
hospital personnel for treatment of
casualties. Send personnel and
supplies upon request.

Precautionary evacuation either partial
or total when indicated. “Alert”
notification to staff and outside
cooperating agencies.
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B.

Emergency Impact Assessment

1.

Emergency impact assessment is an ongoing process for the HCC team, initially
driven by the Incident Commander and Planning Chief. The HCC Team gathers
facts about the emergency situation and response resources. The Planning Chief
compiles scenario/resource projections from all Section Chiefs to effect long-
range planning. The Planning Chief confirms facts collected and, following
analysis, distributes critical information.

As part of its fact-finding and analysis, the HCC also considers the following
factors to assess the impact of each emergency:

Type of Emergency

« Is this a known or suspected terrorist event?

« If yes, lock down facility and consider potential for secondary attack. Should security
sweep be provided?

« Is this an emergency that requires relocation or evacuation?

« Is the emergency contained (limited to known number of casualties) or is impact
unknown, or likely to be greater than what is currently known?

« What are the expected mid and longer-term repercussions of this emergency? (A fire
in single location has different repercussions than radiological incident with potential
for large numbers of casualties over time. A bioterrorism attack with the release of a
biological agent may affect just a few people or hundreds.)

« Will anticipated response go beyond 24 hours?

Patients

« How many casualties are expected?

« What is the seriousness of injuries, illness or exposure?
« Will rapid discharge be required?

Engineering

« Will the emergency allow the hospital to carry on business as usual?

« Will additional acute care sites or field hospitals be required?

« To what extent and for how long will hospital resources be taxed beyond normal
levels?

« What hospital resources are likely to be taxed beyond normal levels? (Emergency
Department, surgical units, burn unit, respiratory therapy, dealing with hysterical
illness, etc.)

« Are there impacts on Ambulatory Services sites and Acute Psych Services?

Personnel

« Will personnel beyond normal staffing levels be required?

« Isthere a need to expand or change shift lengths?

« Will augmentation of personnel through volunteers or non-employees be required?

« Will personnel have injuries, iliness, or exposures in the same proportion as the
public?

« Will staff require education, such as with the release of a little known chemical or
biological agent?

« What types and frequency of staff updates are needed?
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2. The Incident Commander determines the appropriate emergency response level.

Based on its assessment of the likely impact of emergency on the hospital, the
HCC team determines whether an emergency is Minor, Moderate or Catastrophic.

C. Color Code Emergency Response Classification

Kaweah Health also uses specific color codes to plan for and announce specific types of
emergencies, such as fire (Code Red), bomb threat (Code Yellow), and child abduction
(Code Purple).

These guidelines, procedures, or policies herein do not represent the only medically or legally
acceptable approach, but rather are presented with the recognition that acceptable approaches exist.
Deviations under appropriate circumstances do not represent a breach of a medical standard of care.
New knowledge, new techniques, clinical or research data, clinical experience, or clinical or bio-ethical
circumstances may provide sound reasons for alternative approaches, even though they are not
described in the document.”
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Policy
During a major emergency or disaster, the Kaweah Health (KH) may need to communicate with
employees and physicians who are not on campus at the time of an emergency regarding emergency
staffing requirements or other staff instructions. The media may provide an efficient and effective means
of communication between Kaweah Delta Health Care District herein referred to as Kaweah Health (KH)
and off-campus employees.

In order to fulfill its obligation to inform the general public about the scope of the emergency, the media
will seek casualty and other disaster-related information from the hospital. KH will cooperate with this
community mission to the best of its ability in a manner that will not interfere with patient care or hospital
operations.

The Public Information Officer (P1O) is responsible for coordination and release of appropriate and
relevant information to the media during an emergency incident or disaster.

. Procedure
A. Media Releases

The PIO, working as an integral component of the KH Hospital Incident Command System (HICS)
Team, will obtain approval from the Incident Commander for media releases during an emergency
incident or disaster.

B. Media Relations

The PIO will serve as principal liaison with individual members of the media and will direct media
representatives to the designated Media Area, which may be located in the Support Services
Building. The PIO will confirm that media representatives have appropriate access to hospital
facilities in a manner that will not interfere with patient care or hospital operations as follows:

1. News media persons will be taken to the designated Media Area during activation of the
Emergency Management Plan.

2. Media personnel WILL NOT be allowed in Intensive Care, Emergency Department (ED),
Operating Room (OR), Morgue Area, Decontamination Areas, any Triage site or the

Hospital Command Center (HCC) under any circumstances.

3. Security officers will be assigned to keep the media away from unauthorized areas, as
needed.
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C.

Employee Communications

The PIO will coordinate and assist in preparation of written communication releases to on-duty
staff with the Support Branch Director.

The PIO will work directly with news outlets to provide status information to physicians and
employees on such issues as contingent staffing needs.

1. Staffing Requests to Off-Campus Employees — The PIO will coordinate with the Labor Pool
and Credentialing Unit Leader the release of staffing requests for KH employees off-
campus by providing announcements to designated broadcasters for dissemination.

2. On-Campus Employees — The PIO will coordinate with the Situation Unit Leader for
dissemination of incident-related information to KH employees on campus.

Casualty Interviews

Interviews with casualties admitted to the hospital may be granted only by the Incident
Commander following consultation with the attending physician. Any interview may be terminated
at the discretion of the physician attending the patient.

Media Lists

Media lists, kept current by KH’s Marketing Department, will be maintained as Attachments to the
PIO Job Action Sheet.

Communications Group

The PIO will work with the following HICS positions to coordinate information collection and
release: PIO, Situation Unit Leader, Patient Tracking Manager and Support Branch Director.

"These guidelines, procedures, or policies herein do not represent the only medically or legally
acceptable approach, but rather are presented with the recognition that acceptable approaches
exist. Deviations under appropriate circumstances do not represent a breach of a medical
standard of care. New knowledge, new techniques, clinical or research data, clinical experience,
or clinical or bio-ethical circumstances may provide sound reasons for alternative approaches,
even though they are not described in the document.”
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I. Policy

The Emergency Management Committee is a subcommittee of the Kaweah Delta Health Care District,
herein after referred to as Kaweah Health (KD). Environment of Care Committee. Under this oversight,
it is charged with developing and maintaining KH’s Emergency Operations Plan. This shall be done
through planning, implementation and evaluation of all elements of the program. The Emergency
Management Committee ensures compliance with Federal, State, and other accreditation boards that
control regulations regarding emergency management activities.

Il. Procedure
A. Responsibility

1. The Emergency Management Committee is responsible for development